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AMerhalden re Action, tbs. 830 
Abdomen, War Surgery of (Col. C. Wallace) 
(review). 392 

Abdominal evacuation of pregnant uterus 
before viability (Dr. V. Bonney,, 518 ; surgery 
(Sir J. Bland-Sutton), 594 
“Abdulla'’ Almanack, 1919, 864 
Abel, Dr. E. L.. new laryugotome and tracheo¬ 
tome, 746 

Verdeen University. pa«s lists, 92 
Abnormalities, inheritance of (leading article), 
751 

Abrahams. Mai. A., and Dr. F. N. Hallows, 
rapid decease in young men, 239 
Achard, Prof. C., microbic diversity of the 
enteric fevers, 393; and M. Leon Binet. 
migration of metallic bodies in the circula¬ 
tory current. 463 

Aridosia in disease (Dr. E. P. Poulton). 31 
Adaml, Col. J. G., inheritance and acquire¬ 
ment of disease, a study of the rejected, 
744 

Adams, Capt. J. K., rble of the scapula In 
thoracoplasty, 351 

Adams, Mr. J., treatment of ante-natal and 
post-natal syphilis, 707, 770 
Adamson. Dr. H. G., disappointment of vaccine 
therapy. 172 

Adenoids, device for prevention and treatment 
(Dr. Isabel Orraistmi), 240, 245; nasal drill in 
the treatment of, 370, 405, 434 
Aeroplane, a radio-surgical. 532 
Aero-urethn»sccpe. new, 110 
After-care and colony treatment (Mr. P. C. 
Varrier-Jones and Col. G. S. Wood head), 
133 

Agglutinating properties of antityphoid sera 
Mr. T T. O Farrell), 626 ; a correction, 831 
Ailments, common, of women, treatment, 849 
Albumin reaction in sputum, 96 
Alcohol lniecrion, ri>ks of, for trigeminal 
neuralgia. 56 

Alcohol, pharmacology of (Maj. R. B Wild), 
623; and glycerine, release of, 789; for 
influenza patients. 890 

Alexander, May G. F., operation for the erne 
of pterygium. 488 

Allan, Capt. N. J., R.A.M.C. (see Obituary of 

the war) 

Allen, Dr. C. W., Local and Regional An:cs- 
taesU. second edition. 1918 (review), 671 
Allen, Dr. R. W., influenza and preventive 
Inoculation. 603 ; treatment of influenza. 644 
Aliingham, Mr. W.. treatment of influenza, 
644 

Almond. Capt. G. H. H., R.A.M.C. (see 
obituary of the war) 

Atvarenga prize. 18b 
Arnbrine candles, 672 

Ambulance Department of St. John Ambulance 
Association, 829 

Ambulance workers, voluntary, national 
tribute to. 795. 823 

American poison plants, 30; help in French 
puericulture, 789 

American Review of Tuberculosis {review), 48, 
109, 330, 886 ; Addresses (Sir B. Moyuihan) 
(review), 359 

Amrefdc and bacillary dysentery, macroscopic 
®’id microscopic methods of diagnosing 
d apt. J. G. Thomson and Capt. L. F. Hirst), 


44S r types of dysentery bacilli isolated 
(Capt. J. G. Thomson and Capt. L. F. Hirst.), 
449; ama-blc dysentery (Capt. J. G. 
Thomson). 451; dysentery infection, exami¬ 
nations for, 724 

Anesthesia and shock (Dr. E. P. Poulton), 31 ; 
ether, for face and jaw surgery (Capt. J. C. 
Clayton), 454 ; universal. 529 
Anaesthesia, lumbar, in treatment of sciatica. 
52 ; general, in facial surgerv, 56,125 ; Local 
and Regional (Dr. C. W. Allen), second edi¬ 
tion. 1918 (review). 671; local, and twilight 
sleep In exophthalmic goitre (Mr. S. H. 
Kouquette), 776; spinal, present position, 
819, 861; local, for empyemas (Dr. C. W. 
Morris and Dr. L. Horsley). 880 
Analgesia, spinal, in gyna?cology, routine use 
Dr. N. Mahfouz Bey), 141, 150 

Analytical Records from “The Lancet” 
Laboratory— 

Ambrlne candles, 672 

“ Clarocit,” 210 

Coffee perlettes, 16 

Collosol cuprum. 16 

Dried milk < Ambrosia brand), 210 

Evat.ralne, 672 

Fermentose. 672 

Fly-quit products, 210 

Hay fever outfit, 210 

Kinectine, 16 

Milk, dried (Ambrosia brand), 210 
Morubiline. 672 

Nevros r.henlne (Kreyssinge), 672 
Sotol, 672 
St&nnoxvl. 16 
Quinelne, 672 

Anatomy, Descriptive and Applet! (Mr. H. 
Gray) twentieth edition, 1918 (review), 709; 
Applied (Dr. G. G. Davis), fourth edition, 
1918 (review), 746 

Anatomy, morbid Prof. G. F. Still), 193 
Ancient physic, 507 

Anderson, Capt. J., R A.M.C. (see Obituary of 
the war) 

Anderson, Dr. W. D., similar treatment for 
similar employ, 57 

Anderson, Maj. G. G-, R.A.M.C. (see Obituary 
of the w*r) 

Andrews. Mr. C. B., psychological aspect of 
40 D, 342 

Aneurysm, arterio-venous, 651 

Angina pectoris (Lieut. G. Bousfield) 457 

Anglo-Saxon medical journalism, Italian view. 

Anomalous disease. 823 
Anoxcemia (leading article), 634 
Ante natal and posi-natal syphilis, treatment 
(Mr. J. Adams), 707, 770 
Ante-natal care in the U.S A.. 656 
Anthrax, prevention of (Py Q). 608 
Anthropometry- and nafo- at health, 542 
“Antigens” in diagnosis bv the Wnsserniann 
reaction, use of (Dr. C. d. Browning and 
Dr. K. L. Kennaway), 733 
Antimony in bilharziosls. use of (Dr. J. B. 

Christopher®® 11 ). 335 , 371 

An tine untie and antiscorbutlo factors in food. 
52 

Antiscorbutic principle, susceptibility to 
alkalinity (Prof. A. Harden and Dr. 3. S. 
Ztlva) 320; principle In limes and lemons 


(Dr. Harriette Chick and others). 735; 
(leading article), 751 ; value of raw- juices of 
root vegetables (I)r. Harriette Chick and 
Mabel Rhodes), 774 

Anritypho'rt sera, agglutinating properties of 
(Mr. T. T. O’Farrell), 626 
Anuria, puerperal, 848 

Anwvl-D ivies, Dr. T., intramuscular adminis¬ 
tration of novarsenobillon, 757 
Aphasia, concussion, treatment by general 
anesthesia, 603 

Apothecaries Society of London, pass lists, 27, 
310, 537. 684, 760 

Apoeal tribunal on officers’ disabilities (Py Q), 

62 

Appendiceatomy. hcematemesis as a complica¬ 
tion (Dr. K. Drybrough-Smith). 15, 861 
Applied Anatomy (Dr. G. G. Davies) fourth 
edition, 1918 (review). 746 
Appointments, weekly list of, 65, 131. 161, 191. 
2 k 344. 375, 475, 541, 611. 654, 637. 764. 801, 
863 

Archibald. Dr. R. G., and Dr. J. B. Christopher - 
son, primary nocardiasis of the locrymal 
gland. 847 

Archives de Mcdeclne Navales 1 review), 330 
Arkle, Dr. J.V., hrcmatemesis as a com pi i ation 
of appendicecromy, 861 

Armand-Delille, P., G. Paisseau. P. Abrami, 
and Henri Lemaire, Le Paludisme Mac* 1 - 
donien. Principes de Therai eutique(.tlalaria 
in Macedonia) (review). 208 
Armistice and Parliament, b85 
Armistices with Austria and Turkey, 652 
Armour, Capt. R. S., U.A.M J. (see Obituary 
of the war) 

Army, medical needs of, and Ulster, 637 
Army, prohibition order io regard to phen- 
a* etin and acetanilide. 256; service and 
medical women (Q), 687 
Arsenic and Antimony. Organic Compounds 
of >Dr. G. T. Morgan) (review). 490 
Art or Keeping Well (Dr. R. C. Macfie) 
(review), 2u9 

Arthritis, rheumatoid, morbid anatomy and 
histology of, 628 

Arthritis, septic, in gunshot wounds of knee- 
joint (Maj. A. Neve). 353. pneumococcus, 
vaccine treatment (Dr. C. K Campoell- 
Rorstall), 556. under phylacog-n treatment, 
651 

“ Art hrometer,” 632 

Artificial limbs provision of (P> Q), 25 ; Limbs 
Prof. A. Broca and Dr. Duerspiet (review), 
9; limbs and surgical appliances (Py Q), 
161; supply and adjustmen , 401 ; tor dis¬ 
charged soldiers (Py Q). 572, 653 
Ascl ntug and Eshraun, 834 
Asylum Officers' Superannuation Bill, 93 
Asylum treatment of lunat* soldiers (Py Q), 
223; st rik s, 400 

Athanasslo-Benlsty, Mine., Treatment and 
Repair of Nerve Lesions (review , 330; 
Clinical Forms of Nerve Le Inns (review), 330 
Atkin, (.apt. K.,R.A.M.C. (seeO'diuary of the 
war) 

Atmospheric pollution, monthly record, 122, 
216 

“Atrophy, acute yellow” (?) (Capt. E Glynn), 

555. :90 

Augwiu denial emergency outfit, 574 
Austen, Surg.-Com. T., R.N. (see Ooitnary of 
the war) 

Autotherapy in influenza, 889 
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Aviation candidates, medical examination (Dr, 
O. A. Sutherland), 803; {leading article), 
821 

Aviators, successful and unsuccessful, essen¬ 
tial characteristics of (Capt. T. S. Rippon), 
411; strain and stress of flying (Lieut. E. G. 
Manuel), 415 
Aviator’s heart, 250 
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Baby week, lessons from (leading article), 18 
Baccaranl, Prof. U., meta-infeottvc fevers, 20 
Bacillary dysentery, outbreak (Lieut.-Col. 
G. S. Buchanan), 166 

Bacilli, paratyphoid aad dysentery, capsulate 
and inuooid forms (Capt. W. Fletcher), 162. 
183; dysentery, isolation from the fscces 
(Capt. H. Whitehead and Lance-Corporal J. 
Kirkpatrick), 143 

Bacillus influenza: and the present epidemic 
(Capt. T. R. Little, Capt. C. J. Garofalo, and 
Capt. P. A. Williams), 34; incidence of. in 
present epidemic (Dr. J. McIntosh), 695; 

B. typhosus, meningococcus, enterocoocus 
and, isolation and cultivation of iMaj. J. 
Wilson and Dr. Georgina Darling, 105 

Bacillus, Pfeiffer’s, cultivation of, 91; pre¬ 
paring medium for (Dr. J. Matthews), 104 
Bacteriology Clinical and Applied (Prof. R.T. 

Hewlett), sixth edition, 1918 (review). 47 
Bacteriology of the prevailing paudemic, 123, 
177 

Bahr, Capt. P. H., and Capt. J. I. Enright, 
pyaemia due to organisms of the Bacillus 
coli group, 585 

Baker. Surg.-Lieut. S. L.,Mr. W R. Thompson 
and Surg.-Lieut. Com. P. Fildes, pathology 
of present influenza epidemic, 697 
Baldwin. Sir H., appointed surgeon-dentist to 
the King, 130 

Banks, Mr. H. S., and Mr. B. Hughes, War 
Surgery from Firing Line to Base (review), 
709 

Banks-Davis, Dr. H. J., epithelioma of helix, 
882 

Bardswell. Dr. N. D., colonies for consump¬ 
tives, 137 

Barker. Dr. L. F., and Dr. B. Miller, perfora¬ 
ting ulcer of hard palate in Vincent’s disease, 
598 

Barlow, Mr. F. C., new rubl>er mask designed 
for general anesthesia with ethyl chloride 
ampoules, 358 ' 

Barrett, Lady, retention of 40 D and allied 
subjects, 671 

Barrett, Sir W., entoptic vision, 122 
Barrow, Surg.-Lieut. R. M.. treatment of 
influenza. 644 

Bashford, Capt. E. F., Capt. J. T. Morrison, 
and Capt. J. N. J. Hartley, treatment of 
wounds, 830 

Bassett, Lieut. R. J., R.A.M.C. (see Obituary 
of the w ar) 

B&stian, Surg.-Com. W., influenza and the 
differential diagnosis of sandfly fever, 645 
Batten, Dr. F. K., obituary, 157 
Bavley, Surg.-Lieut. E., and Surg.-Lieut. A. 
(i. Simmins, polio-encephalitis treated with 
novarsenobillon, 519 

Bazy, Louis, what the war has taught us about 
tetanus, 523 

Beale-Browi , Dr. T. R., West African M.S. 

(see Obituary of tho war) 

Becher, Dame Ethel, efficient teaching of 
nursing, 677 

Beckwith, Surg. Prob. A. E., R.N.V.R. (see 
Obituary of the war) 

Beer and scurvy (Mrs. A. H. Smith), 813; 
(leading article), 822 

Begtrup-Hansen, Dr. Th., pulmonary tuber¬ 
culosis and pregnancy, 334 
Belfast, health of, in 1917, 336; serious con¬ 
dition, 466; influenzi in, 795, 818 
Belfast Royal Victoria Hospital, McQultty 
Exhibition award, 61 ; Medical School, 
opening of winter session. 571 
Belgian Doctors’ and Pharmacists’ Relief Fund 
(leading article), 17, 21, 55, 90.121, 154, 174, 
360, 427. 467, 533, 567, 601, 639, 672, 718, 825 
Bell, Dr. J. H., reinstatement of, 114, 123; 

fund. 182,222, 310,375, 475, 571,795 
Bell, Mr. W. B., (1) Carcinoma corporis uteri, 
(2) carcinoma of Fallopian tubes, (3)haemato- 
metra in accessory uterine cavity. 572 
Bell, Maj. A. S. G., and Miss I. M. Harmer, 
quick method of diagnosing meningococcus 
in cases of cerebro-spinal fever, 43, 125 
Bence-Jones, albumosuria with lymphocytic 
leucocythvmia (Mr. H. L. Heimann and Mr. 

C. B. Wilson), 879 

Benians, Mr. T. H. C., mucoid forms of para¬ 
typhoid bacilli. 182 
Ben jamin Rush, 889 

Bhalaraksha, Lieut.-Col. H. S. (Nai Cheune), 
treatment of concussion aphasia by general 
anaesthesia, 603 

Blemacki, Dr. J., obituary, 794 


Bigger, Dr. J. W., and Capt. J. S. C. Douglas, 
loss of complementing power in kept serum. 
44 

Bilharziosis, antimony in (Dr. J. B. Christo- 
pherson), 325, 371 

Billings, Dr. F., and Dr. B. 0. Raulston, 
Practical Medicine Series (review). 359 
Binet, M. 1.eon, and Prof. C. Achard, migration 
of metallic bodies in the circulatory current, 
463 

Blnnie, Dr. J. F.. Tram actions of the American 
Surgical Association (review). 360 
Births. Marriages, and Deaths, weekly lists 
of. 29, 65, 94, 131, 161, 191, 224, 250. 257, 34a, 
376. 409. 441, 475. 507, 541, 574, 611. 654 , 687, 
729, 764. 801. 833, 863. 898 
Births, unrecorded. 828 
Blackburn Medical Board (Py Q). 63 
Blackwater fever and influenza (Dr. S. Samuel), 
881 

Blackwater fever (haemoglobinuria) (Maj. L. G. 

Parsons and Capt. J. G. Forbes), 317 
Bladder, urinary, total excision (Mr. J. C. 
Jefferson), 815 

Blaker, Mr. W. C., nasal drill in the treatment 
of adenoids, 370 

Bland-Sutton, Sir J., spolia opima, 594 
Blood films and blood parasites, new methods 
of staining (Dr. L. Tribondeau), 142 
Blood Pictures (Dr. C. Price*Jones) (review), 
80; Pressure from the Clinical Standpoint 
(Dr. F. A Faught), second edition (review), 
109; Pressure, its Clinical Applications (Dr. 
G. W. Norris), third edition, 1918 (review), 
109; pressure measurements (Maj. E. S. 
Kilgore), 236; pressure and physical fitness 
of the soldier (Dr. V. E. Sorapure), 841 
Blood, transfusion of, in war surgery (Maj. 

S. R. Harrison), 455 
“ B ow-hard,’‘or methylated spirit. 656 
Blue sclerotica (Dr. N.Voorhocve), 740; (leading 
article), 751 

Board of Education, report for 1917 of chief 
medical officer, 855, 891 

Boils, Nile, and septic sores (Dr. H. W. Crowe), 
667 

Bombay, public health In, 729 
Bond, Capt. C. W., R.A.M.C. (see Obituary of 
the war) 

Bone, Prof. W. A., Coal and its Scientific Uses 
(review), 490 

Bones, closure of cavities in, 817 
Bonney, Dr. V., abdominal evacuation of 
pregnant uterus before viability, 518 
Bonser, Capt. G. A. G., R.A.M.C. (see Obituary 


British Journal of Children’s Diseases (review), 
209, 423 

British Medical Association, meeting, 149 
British Scientific Products Exhibition, 213, 247 
Broca, Prof. A., and Dr. Ducroquet, Artificial 
Limbs (review), 79 

Brock. Capt. G. S., I.M.S (see Obituary of the 
war) 

Brock, Dr. J. H. E., trench fever in a civilian, 
144 

Bronchitis, spirochetal (Dr. H. Violle), 246; 
purulent, and influenza (Capt. A. Maude), 
324 : haemorrhagic (Dr. H. Violle). 775 
Broncho-pneumonia, purulent, associated with 
the meningococcus (Capt. J. A. Glover), 880 
Brooke, Capt. F. A. J. R., R.A.M.C. (see 
Obituary of the war) 

Brooks. Maj. H., and Maj. R. L. Cecil, un¬ 
usual type of empyema, 636 
Brown, Maj. W., treatment of shell shock. 197; 

hypnosis in hysteria. 433, 505 
Browme, Dr. J. A., radical cure of very large 
hernia. 1C6 

Browning, Dr. C. H.. and Dr. E. L. Kennaway, 
use of “antigens” in diagnosis by the 
Wassermann reaction, 733 
Brownson, Capt. R. D. D.-D., R.A.M.C. (see 
Obituary of the war) 

Bubb, Mr. C. H., methods of control of frag¬ 
ments in gunshot wounds of jaw, 433 
Buchanan, Lieut.-Col. G. S., outbreak of 
bacillary dysentery, 166 
Buntine, Dr. R. A , death of, 571 
Burckhanlt-Socin, Dr. O., hormones in the 
climacteric, 714 
Burns and scalds, shock in, 132 
Burns and their Treatment (Dr. J. M. H. 
MacLeod) (review). 80; treatment of boro- 
chloretone, 225, 258 

Burns, Capt. D., R.A.M.C. (see Obituary of 
the war) 

Burns, Mr. John, medical man’s income-tax, 
531,801 

Burrows, Maj. D., R.A.M.C. (see Obituary of 
the war) 

Bury, Maj. J. S., pathology of war neuroses, 

Butcher, Mr. H. H.,and Dr. A. J. Eagleton, 
treatment of influenza, 796 
Butler, Dr. H. O., treatment of influenza, 796 
ButtAr, Dr. C., and Dr. A. Latham, election for 
the Scottish Universities, action of the Parlia¬ 
mentary Committee, 831 
Buzzard, Dr. E. F., lethargic encephalitis, 
835, 849 


Books. Ac., received, 129, 161, 224, 256, 344, 
409, 441, 540. 572, 611, 655, 800. 833 
Books for reference, 766 

Bordet, Dr., estimating augmentation in depth 
of volume of left ventricle, 750 
Boro-chloretone in treatment of burns, 225, 


Bost, Capt. T. C., new technique of heart 
disease, 552 

Botulism, the real, 246 ; due to canned vege¬ 


tables. 677 

Boulenger. Dr. M. F., phthisis in factory and 
workshop, 829 

Bousfield, Lieut. G., angina pectoris, 457 
Box, Dr. C. R., apoplectiform variety of 
epidemic encephalitis, 723 
Boycott, an enemy medical (leading article), 


Boyd, Capt. J. T. W., Canadian A.M.C. (see 
Obituary of the war) 

Boyd, Dr. J. St.C.. death of, 197 
Boyd, Lieut. T. M., R.A.M.C. (see Obituary of 
tuo war) 

Bradley, Lieut.-Col. F. H., D.S.O.. R.A.M.C. 

(see Obituary of the war) 

Bradshaw lecture on neurosis ani psychosis of 
war (Col. W. A. Turner), 613 
Brain, extravasation of, after compound 
fracture of skull (Lieut. T. E. Coulson),357 
Brain surgery, war study of, 150; tumours. 

serological localisation of, 598 
Bread, white, return to, 755; health versus 
custom, 788 

Breast-feeding, faradisation of mammary 
glands (Dr. Elizabeth S. Chesser), 356 
Breen, Maj T. F. P., R.A.M.C. (see Obituary 
of the war) 

Brend, Dr. VV. A., Infant mortality and mother- 
craft, 124 

Bridge, Dr. J C., skin diseases produced by 
lubricants, 464 

Bridges. Lieut. Col. R. H., D.S.O., R.A.M.C. 

(see Obituary of the war) 

Briggs, Dr. H., placenta prarvia, 572 
Brindley. Dr. A. B., infant mortality and 
mothercraft, 341 

Bristol Royal Infirmary, report, 61 
Bristol University, pass lists, 92, 475 
British aid to French wounded, 82 ; ambulance 
unit, first, for Italy, 720 
British Columbia medical degrees (Py Q), 728 
British Dentists’ Hospital, report, 256 
British Hospitals Association, conference, 566 


C 


Cachexia, trench fever (Col. R. D. Rudolf),809, 
893 

Cieoum, post-typhoid atony of (Prof. M. 
Loeper), 395 

C&sare-m section three times in same patient 
(Mr. W. G. Spencer), 778 

Cambell, Dr. \., new aero-urethroscope. 110 

Cambridge Tuberculosis Colony, visit by the 
Queen, 539 

Cambridge University, pass lists, 27, 570 

Cameron, Dr. II. C., rickets and house Infec¬ 
tion. 646 

Campbell, Capt. C. N. G., R.A.M.C. (see 
Ob'tuary of the war) 

Campbell, Capt. D., medical men in Parlia¬ 
ment, 568 

Campbell Capt. J., gunshot wounds of the 
joints, 477, 509 

Campbell-Horsfall, Mr. C. E., pneumococcus 
arthritis, vaccine treatment. 556 

Cakada, Correspondence from.— Scientific 
and Industrial Council of Canada; Prescrib¬ 
ing of liquor in Ontario; McGill University 
and the admission of women to the Faculty 
of Medicine, 179—Municipal hospitals in 
Western Canada; Child mortality in 
Montreal ; Control of venereal diseases. 402 
—Sphagnum moss for surgical dressings; 
Nev dean of Laval University, Montreal, 
403—Canadian voluntary war contributions ; 
Canadian pensions; Casualties in the 
Canadian Expeditionary Force. Resolution 
passed at Hamilton medical meeting; Khaki 
University of Canada. 467 

Canadian collection of medical war specimens, 
215; voluntary war contributions, 467 ; 
pensions, 467 ; Expeditionary Force, casual¬ 
ties in, 467 ; soldiers and sailors, invalided, 
info r ma«ion for. 542 

Canadian medical week in Hamilton, Ontario: 
Venereal disease; Child welfare; Tubercu¬ 
losis; Problems of the rcturnel soldier; 
Prevention of war neuroses; Broncho¬ 
pneumonia in Army camps; Delivery of 
addresses. 120—Resolutions passed, 467 

Canadian Medical Week (review), 709 

Cancer death-rate in Leicester, 345; research, 
local, 495 















The Lancet] 


INDEX TO VOLUME II., 1918. 


•Cancer of the akin, contra-indications of radio¬ 
therapy in certain forms of, 786 
■Cantlie. Sir J., national tribute to voluntary 
ambulance workers, 795 
Calculate mucoid forms of paratyphoid and 
dj-entery bacilli (Capt. W. Fletcher), 102 
Carcinoma corporis uteri, 572; of Fallopian 
tubes, 572 

•Cardio-pathology, French, during the war 
(Cb. Laubry)7747 

Carlill, Dr. Htldred, new reflex sign in spastic 
paraplegia. 254 ; home school wanted, 574 
Carlyle, Surg. Sub-Lieut. T., R.N.V.R. (see 
Obituary of the war) 

Carnegie endowment for International peace, 
346 

Carson, Mai. H. W., D.S.O., R.A.M.C. (see 
Obituary of the war) 

Car-starting, easy, in cold weather, 656 
Carter, Capt. H. R., infant mortality and 

mothercraft, 124 

Carter, Dr. F. W., and Maj. H. M. Rash brook, 
hypoadrenia simulating intestinal obstruc¬ 
tion, 240 

Carter. Dr. H. S., and others. Nutrition and 
Clinical Dietetics (review), 359 
( arter, Mr. R. B., obituary, 607 
Vase-mortality of infectious diseases, 245 
Castellan!, Dr. A., tropical diseases in the 
Balkanic war zone. ffiJ9 

Casting Out Fear (Mrs. F. B. Guest) (review), 
886 

Casualties in the war among the sons of 
medical men (see Casualties under War); in 
the Canadian Expeditionary Force, 467 
Casualty lists of medical men (see Casualty 
lists under War) 

Cataract, post-polar, 661 

Catarrh, epidemic, our present knowledge of 
(leading article*. 559 

Catarrhs and influenza, epidemic (Sir A. 
Newsholme), 689 

Cavendish lecture on development of the 
medical profession (Maj.-Gen. 8ir B. 

Dawson), 51, 79, 83 

Cecil, Maj. R. L., and Maj. H. Brooks, unusual 
type of empyema, 636 
Centenarians, 226. 384, 797 
Central Midwives Board, meeting, 27,190, 538, 
760; for Ireland, meeting, 507, 651; for 
Scotland, meeting, 862 
Central snrgeries iu Battersea, 475 
Centrifuge, an externporlsed, 66 
Cerebellar syndrome following heat-stroke. 561 
Cerebrospinal fever, nervous sequela* (Capt. C. 
Wnrster- Drought), 39; meningococcus in, 
quick method of diagnosing (Maj. A. S. G. 
Bell and Miss I. M. Harmer), 43; naso- 
pbarv ngeal infection at the onset of, 217,370, 
404. 434. 567, 603; infection by a particular 
carrier (Capt. J. A. Glover), 422 
Cerebro-spinal fluid in typhus, 552 
Certificates, medical, prior to marriage and 
venereal diseases, 472 
Certified • ccupatious, 410 
Chadwick lectures on the story of a new 
di«ea*e (Dr. F. G. Crookshank). 507 
Chalmers, Dr. A. K., Dr. R. F. M. Picken. 
and Dr. A. MacLean, unusual formB of 
epidemic disease. 35 

Chappie, Maj. W. A., re amputations, 105 
Cbeatle, Mr. A. H., risks of alcohol injection 
for trigeminal neuralgia, 56 
Chemical Patholog? (Ur. H. G. Wells), third 
edition, 1918 (review). 392; Analysis, Quanti¬ 
tative (Mr. F. Clowes and Mr. J. B. Cole¬ 
man*. eleventh edition, 1918 (review), 522 
Chemical warfare, the medical side (leading 
article), 212 

Chemistry. Applied Analytical, Treatise on 
(Prof V. Villaveechia) (review). 672 
Cherrett, Capt. B. W., East African Medical 
Force (see Obituary of the war) 

Chesser. Dr. Elizabeth S . breast-feeding, 
faradisation of mammary glands. 356 
Cheyne, Sir W. W., medical men in Parlia¬ 
ment, 504 

Chicago, sanitary instruction in, 563 
Chick, Dr. Harriett® and others, antiscorbutic 
principle in limes and lemons, 735; and 
Mabel Rhodes, antiscorbutic value of raw 
juices of root vegetables, 774 
Childbirth, additional fuel in, 649 
Child-welfare work and maternity (Sir A. 
Newsholme), 1; literature. 132; mortality 
in Montreal, 402; organisation work of, 854 
Children’s Jewel Fund, 730 
Cholera situation In Europe, 113 
Christmas (leading article), 853 
Ch.istopherson. Dr. J. B., use of antimony in 
bllharzioels. 325; and Dr. R. G. Arch*bal l, 
pri unary nocar * last 8 of the lacrymal gland. 
847 

Civics and eugenics at Oxford, 256 
Clark, Capt. R., R.A.M.C. (see Obituary of the 

war) 

Clarke, Dr. E.. Errors of Accommodation and 
Refraction of the Eye and their treatment, 
fourth edition, 1918 (review), 329 


Clarkson, Mr. E. R. T., and Dr. A. M Simpson, 
treatment of gonorrhua, 731 
“Clarocit,” 210 

Clavadel as a popular sanatorium,^ 

Clayton, Capt. J. G., ether anasthesia for face 
and iaw surgery. 454 

Clerical, Medical, and General Life Assurance 
Society, report, 761 
Climacteric, hormones in. 714 
Clinical Diagnosis, a Manual of Laboratory 
Methods (Prof. J. C. Todd), fourth edition, 
1918 (review), 588 

Clinical medicine, study of (leading article), 
259 

Clipptngdale. Dr. S. D.. medical inventions, Dr. 
Gatling and the Gatling gun, 410; hereditary 
abnormality. 802 

Clowes, Mr. F., and Mr. J. B. Coleman, 
Quantitative Chemical Analysis, eleventh 
edition, 1918 (review), 522 
Coal and the cult of the skin (leading article), 
331; and its Relation to Scientific Uses (Prof. 
W. A. Bone) (review). 490 
Cocke, Capt. R. S., R.A.M.C. (see Obituary of 
the war) 

Cockroaches, a short way with, 376 

Codex Addendum, 1918, 310 

Cadiac disease (Prof. G. F. Still), 163, 193, 227 

Coffee perlettes, 16 

Coleman. Mr. J. B., and Mr. F. Clowes. 
Quantitative Chemical Analysis, eleventh 
edition. 1918 (review), 522 
Collier, Dr. W., new type of influenza, 567 
Collins, Lieut.-Col. M. A., medical men In 
Parliament, 504 

Collins, Lieut.-Col R. T., D.S.O., R.A.M.C. 

(see Obituary of the war) 

Collins, Sir W. J., ophthalmology and the war, 
122 

Collosol cuprum, 16 

Colonial health reports, 225, 258, 346, 612, 765, 
834, 898 

Colonial Medical Service, appointments. 297 ; 

and foreign medical degrees, registrable, 309 
Colonies for consumptives (Dr. N. D. 

Bariswell), 137; and after-care, 343 
Colonies in the treatment of pulmonary 
tuberculosis, 220 

Colony treatment and after-care (Mr. P. C. 

Varrier-Jones and Col. G. S. Woodhead), 133 
Colour in Relation to Chemical Constitution 
(Dr. E. R. Watson) (review), 490 
Complement-fixation teat in tuberculosis (Dr. 
E. Fidlar). 844, 853 

Compton, Capt. A., treatment of staphy¬ 
lococcal infections by stannoxyl, 234 
Compton, Capt. w. H., R.A.M.C. (see 
Obituary of the war) 

Congress of Surgery, the coming, 249 
Connolly, Capt. J. H., R.A.M.C. (see Obituary 
of the war) 

Connor. Lieut.-Col. F. P , skin-grafting, 183 
Consumption in Harvey's time and to-day. 

doctrine of (Dr. P. Kidd), 543, 582 
Consumptives, colonies for (Dr. N. D. 

Birds well), 137 
Convoy, tale of a. 730 
Cooking In military hospitals (Py Q) 608 
Cookson, Maj. H. A., and Maj.’ M G. Foster, 
small localised epidemic of influenza, 588 
Cooper, Dr. J. S., death of. 312 
Cooper, Mr. R. J., treatment of incipient 
mental disease. 679 

Corbett, Lieut -Col. C. D. H , Royal Air Force 
M.S. (see Obituary of the war) 

Core, Capt. D. H., the ••instinct-distortion,” or 
“war ueuroses,” 168; hypnosis in hysteria, 
471 

Cornea, changes following inflammation, 670 ; 
observation of living nerve fibres, 714 

Correspondents, Answers to.--M.D. Durham. 
30—K. B. A . 96—F. W P . 132-J. S. McW., 
226-W. II. K., M D O/C, 346—A. E.W ,376- 
D. M. S.,442-Practitioner, 574-Wullie,730- 
Enquirer, Priority, 802 

Cotterill, Capt. D., R.A.M.C. (see Obituary of 
the war) 

Coulson, Lieut. T. E., recovery after compound 
fracture of skull with extravasation of brain. 
357 

Coulton/Mr. G. G., Social Life in Britain from 
the Conquest to the Reformation (review), 
1*6 

Courtols-Suffit, M., and M. R. Giroux, Abnor¬ 
mal Forms of Tetanus (review), 208 
Cowle, Capt. G. R., South African M.C. (see 
Ohituarv of the war) 

Cowper, Capt. G. M., R.A.M.C. (see Obituary 
of the war) 

Cox, Ur. G. L., dispensary supervision in 
pulmonary tuberculosis, 757 
Craig. Capt. C. M., and Maj. N. H. Fairley, 
tvphus fever, 385 

Cranlotabes, clinical study of (Capt. E. 
Hughes*, 36 

Criminal Law Amendment Bill, 160 
Cripples and beggars, 96 


Critchett, Sir G. A., appointed surgeon-oculist 
in ordinary to the King, 375 
Crofton, Dr. W. M., disappointments of vaccine 
therapy, 253 

Crookshan^, Dr. F. G., epidemic encephalitis. 
57; the story of a new disease, 507; the 
“ mysterious disease ” in Australia, 1917, 645 
Crottl, Dr. A., Thyroid and Thymus (review), 
459 

Crowe, Dr. H. W., septic sores and Nile boils, 
667 

Cruise, Mr. R, R., api>olnted surgeon-oculist 
extraordinary to the King, 375 
Culham, Capt. H. A., Canadian A.M.C. (see 
Obituary of the war) 

Cunningham, Prof. R. O., obituary, 157 
Curwen, Miss K. M., Simple Experimental 
Hygiene, Physiology, and Infant Manage¬ 
ment for the Use of School Teachers 
(review), 746 

Cushing, Prof. H., war study of brain surgery. 
150; Tumours of the Nervus Acusticus and 
the Syndrome of the Cerebellopontlle Angle 
(review), 391 

Cyanamide and alcoholic drinks, 402 
Cystoscopy and Urethroscopy, Treatise on 
(Dr. G. Luys) (review), 490 


Dandridge, Lieut. W. L., R.A.M.C. (see 
Obituary of the war) 

Daniels, Dr. C. W., and Dr. H. B. Newham, 
Laboratory Studies in Tropical Medicine, 
fourth eoltion, 1918 (review), 47 
Darier, J., Precis de Dermatologie (review), 
631; contra-indications of radiotherapy in 
certain forms of cancer of the skin. 786 
Darling, Dr. Georgina, and Maj. W. J. Wilson, 
useful media for Isolation and cultivation 
of meningococcus, enterococcus, and B. 
typhosus. 105 

Davies, Dr. S., cancer research, 495 
Davis. Dr. G. G., Applied Anatomy, fifth 
edition, 1918 (review ,746 
Dawson, Maj.-Gen. Sir B., development of the 
medical profession, 51, 79, 83; spirochetosis 
icterohiemorrhagica, 575 
Day, Prof. H. B., war nephritis, 660 ; or trench 
nephritis, 824 

Deacon, Dr. Mary A. S., employment of 
pregnant women In munition factories, 311 
Deafness, war (Dr. P. McBride and Dr. A. L. 

Turner), 73, 218. 253. 371 
Deane, Brevet-Col. H. E., Gymnastic Treat¬ 
ment for Joint and Muscle Disabilities 
(review), 489 

Death and invalidity in Australia, causes of, 
335; and Correlated Aspects of Life in Art, 
Epigram, and Poetry (Dr. F. P. Weber), 
third edition, 1918 (review), 489 
Death, sudden, after an anaesthetic (Maj. P. 
Turner), 384 

Decease, rapid, in young men (Maj. A. 

Abrahams and Dr. K. F. Hallows), 239 
Decorations, foreign (see Decorations under 
War) 

Decortication of kidney for post-eclamptic 
suppression of urine. 572 
Delphinium poisoning. 96 
Demetrladl, Lieut.-Col. L. P., R.A.M.C. (see 
Obituary of the war) 

Demobilisation and venereal diseases (leading 
article), 783. 823 

Demobilisation, medical, 683, 722 
Dental and medical professions, numerical 
position, 308; treatment of discharged 
soldiers (Py Q), 685; caries, causes and 
incidence 861 

Denil6ts in the army (Py Q), 160; registered, 
position of, 310 

Departed Things, History of (Mrs. Henry Head) 
(review), 47 

Dermatology (Precis de Dermatologie), (J. 

Darier), (review), 631 
Derry, Mr. B. G., death of, 220 
Desfosses, M P., and M. Robert, La Suspen¬ 
sion dans le Traitement des Fractures 
(review ). 359 

Despatches mentioned in (see Despatches 
under War) 

Devaux, Dr., cerebro-spinal fluid in typhus,532 
Devon ana Cor wall Sanatorium for Consump¬ 
tives, Dldworthy, report, 819 
Devon Iusurance Committee, report, 375 
Devonport Royal Albert Hospital, meeting, 832 
Diabetes, modern views on (Dr. E. P. Poulton), 
31 ; (leading article). 49 

Dlnl.e lc Manual tor Mutual Use of Doctor and 
Patient (Dr E. P. Joslin) (review), 490 
Diaries for 1919, 802 

Dick, Dr. J. L . abnormal conditions of enamel 
in case of malnutrition. 456 
Dickson, Capt B. C., th« real botulism, 246; 

bo* ulism due to canned vegetables, 677 
D>ctl >nar>, medical (Dr. W B. Drummond) 
(review), 145; Short Italian (Dr. A. Hoare) 
(review), 146 
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Diet, influence on teeth formation (Mrs. May 
Mellanbyj, 767 

Dietetics: Special rations for invalids; Extra 
rations for nursing and expectant mothers, 
121; Rations in other expectant cases, 122 
Disabled man, future of the, 399; care of, 
765 

Disabled Officers’ Home and Club, seaside 
branch at Frinton, 898 
Disease, an anomalous. 823 
Disease, epidemic, unusual forms (Dr. A. K. 
Chalmers, Dr. If. M. F. Picken. and Dr. A. 
MacLean), 35; polio-encephalitis and, of 
obscure origin (Dr. R. M. F. Picken), 35; 
acute febrile (Dr. A. MacLean), 36; new, the 
story of (Dr. F. G. Crookahank). 507: in¬ 
heritance and acquirement of, a study of the 
rejected, 744 

Diseases, prevalent in domestic animals. 656 
Diseases, the names of (leading article), 332 
Disinfection and prevention of lice-borne 
diseases (Col. W. Hunter), 347, 377 
Disinfection of public vehicles in Calcutta, 
132; nasal, 647 

Dislocation of both hip-joints, 651 
Disodo-luargol in treatment of malaria (Capt. 

W. A. Murray and Mr. R. W. H. Row), 355 
Dispensary doctors, salaries of, 466 
Dispensary supervision in pulmonary tuber¬ 
culosis (Dr. G. Jeasel), 564, 597, 68#‘756, 830, 
894 

Dispensatory of the United States of America 
(Mr. J. P. Remington and Dr. H. C. Wood, 
iun.), twentieth edition, 1918 (review), 146 
Doctor, woman, how to become a, 310 
Doctors, women, whole-time, in the Army 
(l*y Q). 26; women, dearth of, 761 
Dold, Capt. C. L.. R.A.M.C. (see Obituary of 
the war) 

Donaldson, Capt. J., R.A.M.C. (see Obituary of 
the war) 

Donaldson, Dr. R., influen/a and preventive 
inoonlation, 603 ; etiology of influenza. 722 
Donations and bequests, 92, 127 158,187, 191, 
233, 353. 539.570. 680.726, 825,857 
Donkin, Sir H. B., "sexual perversion," 56; 
prevention of venereal Infection, 342; pro¬ 
phylaxis of venereal diseases, 505 
Dorgan, Maj. J., naso-pharyngeal Infection at 
the onset of oerebro-spinal fever, 217 
Douglas. Capt. J. S. C., and Dr. J. W. Bigger, 
loss of complementing power in kept serum, 
44 

Dow. Lieut. J., I.M.S. (see Obituary of the 
war) 

Downie, Capt. J. M.. R.A.M.C. (see Obituary 
of the war) 

Doyen, Dr. E.. Surgical Therapeutics and 
Operative Technique (review), 522 
Drage, Dr. L., juries and war-time changes, 

Dried milk (Ambrosia brand), 210; versa* con¬ 
densed milk. 245; v. condensed milk, a 
correction, 433 
Drop-foot ” support, 192 
Drowning, resuscitation from, 30 66 
Drug-supply after four years of war (leading 
article), 243 
Drug idiosyncrasy, 472 

Drugs, expensive, and insured patients, 57; 

botanic, and herb growing. 345 
Drummond, Dr. W. B., Medical Dictionary 
(review), 146 

Drummond, Dr. J. C., antineuritic and anti¬ 
scorbutic factors in food, 52; some aspects 
of Infant feeding, 482 

Drybrough Smith, Dr. E., hrrmatemesis as a 
complication of appendlceetomy, 15 
Dual professions, the, 442 
Dubliu University, Trinity College, School of 
Physic, pass lists, 92; Parliamentary repre¬ 
sentation of, 757 

Dudley, Staff-8urg. S. F., acute lympho- 
cytha'mla, 183 

Ducroquet, Dr., and Prof. A. Broca, Artificial 
Limbs (review), 79 

Duffy, Capt. J. V., R.A.M.C. (see Obituary of 
the war) 

Duggan, Mai. C. W., R.A.M.C. (see Obituary 
of the war) 

Dunlop, Capt. H., Canadian A.M.C. (see 
Obituary of the war) 

Dunn, Mai. W. E. N., causes and incidence of 
dental carles, 861 

Dunne, Dr. A. B., medical certificates prior to 
m-m-lage and venereal diseases, 472 
Durham University, Faculty of Medicine, pass 
lists, 27, 475 

Duval, Pierre. War Wounds of the Lung 
(review), 359 

Dyke, Capt. H. W , outbreak of scurvy in the 
South African Native Labour Corps, 513 
Dyke, Capt. S. C., prognosis ifi •‘trench’’ 
nephritis, 320 

Dysenteries, the, differential diagnosis (Capt. 
J. G. Willmore and Capt. C. H. Sbearmau), 
200 

Dysentery and paratyphoid bacilli, capsulate 
mucoict forms of (Capt. W. Fletcher), 102 


Dysentery bacilli. Isolation of, from the fioces 
*lCapt. ‘H. Whitehead and Lance-Corporal 
J. Kirkpatrick), 143; bacillary, outbreak 
(Lieut.-uol.* G. S. Buchanan), 166; amoebic 
and bacillary, macroscopic and microscopic 
methods of diagnosing (Capt. J. G. Thomson 
and Capt. L. F. Hirst), 448; bacilli Isolated, 
types of (Capt. J. G. Thomson and Capt. L. F. 
Hirst), 449; amieblc (Capt. J. G. Thomson), 
451 ; amcebic, examinations for, 724 


Eager, Maj. B., vear’i- work at a mental section, 
177 

Eagleton, Dr. A. J., and Mr. H. H. Butcher. 

treatment of Influen/a, 796 
Ear, Interna], Enqulr* into its Analytical 
Mechanism (Sir T. Wrlghtson) (review), 46 
East African campaign, medical service in, 221 
Bccles, Mai. M. (1) arterio-venous aneurysm. 
(2) fibrosarcoma of thigh, (3) a foot-hand, 
651 

Ectopic gestation, 572 

Education, natural science In (Prof. E. H. 

Starling), 365 
Egg *‘811581110168." 225 
Eggonine and its derivatives. 51 
Egypt, public health reform, 599; medical 
association for, 611 ; public health in, 715 
Electricity, Medical (Dr. H. L. Jones) (review), 
522 

Electrolysis In Chemical Industry. Applications 
of (Mr. A. J. Hale) (review), 4$0 
Elliott, Mr. A. B., acute oedema of the lungs, 
24 

Ellis, Dr. H. A., dispensary supervision in 
pulmonary tuberculosis, 756 
Ellis, Mrs. H., Janies Hinton (review), 850 
Elmes. Capt. K., R.A.M.C. (see Obituary of the 
war) 

Elsie Inglls T ondon Memorial Fund. 503; 
chair of medicine, 797 

Embarkation and boat distribution scheme, 
combined (Mat. H. Uemstedi, 382 
Emergency substitutes, call for, 156 
Emergency Surgery (Dr. J. W. Sluss), fourth 
edition (review), 745 

Emery, Capt. W. d’Este, standardisation of 
the Wassermann reaction. 547 
Empyema technique, new, 335 ; unusual type, 
636 

Empyemas, local anesthesia for (Dr. C. W. 

Morris and Dr. L. Horsley). 880 
Encephalitis epidemic (Dr. S. A. K. Wilson), 
7, 57, 91. 848; lethargic (Dr. A. J. Bicc- 
Oxley), 15, 557. 590, 835. 837, 849. 888 ; acute 
(Lieut. W. B. Russell), 106; lethargies. 557, 
590; epidemic, apoplectiform variety. 723 
“ Encephalitis, obscure epidemic’’ (ir. S. K. 
Valdya), 322 

Enemy medical Itovcott (leading art icle), 784 
Enright. Capt. J. I., and Capt. P. H. Bahr, 
pyemia due to organisms of the Bacillus 
coli group. 585 

Enright, Capt. W. J., Canadian A.M.C. (see 
Obituary of the war) 

Enteric fevers, microMc diversity of (Prof. O. 
Achard), 393; fever in Flanders in 1914-1915, 
881 

Enteritis, fatal, In rabbits, 508 
Bntoptic vision, 122 
Epithelioma of helix, 882 
Epsom College, meeting, 23; Royal Medical 
Foundation, 787 ; appeal, 795 
Ergoestesiograph. the (Prof. G. Galeotti), 702 
Ether Day In London. Oct. 16th, 562 
Ether In the operating theatre, risks of. 258 ; 
anesthesia for face and jaw surgery (Capt. 
J. C. Clayton), 454 
Euthanasia, 508 

Evans, Dr. H. M., treatment of scurvr, 864 
Evans. Mr. A., the late Richard Grainger Hebb, 
153 

Evatmlno, 672 

Ewart, Dr. W.. nasal drill in the treatment of 
adenoids, 370 

Examining Board in England of the Royal 
Colleges of Physicians of London and 
Surgeons of England, pass lists, 190 
Exemption, a question of, 221; for medical 
practitioners, 503 

Exophthalmic goitre, local anaesthesia and 
twilight sleep in (Mr. 8. H. Rouquette), 
776 

Eye, war injuries of (Col. W. T. Lister), 67; in 
War, Fractures of the Orbit and Injuries to 
(Prof. F. Lagrange) (review), 79; Errors of 
Accommodation and Refraction and their 
Treatment (Dr. E. Clarke), fourth edition, 
1918 (review). 329: Diseases of (Mr. J. H. 
Parsons), third edition, 1918 (review). 782; 
Ear, Nose, and Throat (Practical Medicine 
Series) (review >,782 
Eye spud, new. 632 

Eyre. Dr. J. W. H.. and Capt. C. E. Lowe, pro¬ 
phylactic vaccinations. 484 


Face and jaw surgery, ether anesthesia for 
(Capt. J. C. Clayton). 464 
Facial operations (Mr. R. Lake). 354 
Facial surgery, general anesthesia In. 56, 125 
Factory and workshop conditions of pulmonary 
phthisis (Prof. B. Moore), 618 
Faichnle, Lieut.-Col. N., notification of Indi¬ 
genous malaria, 648 

Fairbairn. Dr. J. S., Text-book for Midwives, 
second edition, 1318 (review). 631 
Fairley. Mai. N. II., and Capt. C. M. Craig. 

typhus fever. 385 
Falconer's arthrometer, 766 
Falmouth. Viscountess. Passing On of Life 
(review), 632 

Family, the, how to feed. 573 
Faught. Dr. F. A., Blood Pressure from the 
Clinical Standpoint, second edition (review), 
109 

Fazakei ley Sanatorium (Py O’, 572 
Febrile disease, acute (Dr. A. MacLean), 36 
Feeding, artificial, prolonged (Dr. J. B. Take). 
458 

Fees, maternity, in Bast Riding, 226 
Female Pelvic Viscera. 8tudies of (Dr. R. H. 
Paramore) (review ). 671 

Femur, gunshot fractures «f (Mai. P. Turner'. 
74; fractures of (Capt. V. L. W. Williams), 
452 

Ferguson, Mr. J.. Thyrea and Other Sonnets- 
(review). 423 
Fermentose, 672 

Ferrier. Sir D., and others, case of Dr J. H. 
Bell. 123 

Fevers, meta infective, 20 
Fibro-sarcoma of thigh, 651 
Fibroids and Allied Tumours (Myoma and 
Adenomyoma (Dr. C. Lockyer) (review), 885 
Fldlar, Dr. E.. complement fixation test in 
tuberculosis, 844 

Fifth year of war (leading article). Ill 
Fildes, Staff Surg. P., nasopharyngeal infec¬ 
tion at the onset of cerebro spinal fever. 370, 
567; Surg.-Lieut. S. I.. Baker, and Mr. W R. 
Thompson, pathology of present influen/A 
epidemic, 697 

Filling up the ranks (leading artie’e), 462 
Finch, Capt. G., R.A.M.C. (see Obituary of the- 
war) 

Findlay, Surg. G M. t occurrence of Spiro- 
Cfwrtv eurmirrata in man. 114 
Fingland, Mr W., desth of, 217 
Fire precautions, simple, for the coming winter. 
470, 730 

First-aid in ordinary life, 755 
Fitchel, Capt. C. H., R.A.M.C. (see Obituary of 
the war) 

Fleming. Mr. C. E. S., management of limscy 
patient473; treatment of incipient mental 
disease, 679 

Fletcher. Capt. W., capsulate mucoid forms- 
of paratyphoid and dysentery bacilli, 102 p 
quinine resistant malaria. 432 
Fletcher, 8ir W. M. Influenza epidemic, 643 
Flying, strain and ttress of i Lieut. E. G- 
Manuel), 415; officer, successful, aitributes- 
of (leading article) 425 
Fly-quit products 210 
Folk-raedi* ine Id the Aran Islands, 66 
" Foot! and how to save it ” 399 
Food, antineuritic and antiscorbutic factors in, 
52, 647; and scurvy, memorandum by the- 
Food (War) Commit.ee of the Royal Society. 
756; health and the General Election, 80i ; 
factor 802 
“ Foot hand," a. 651 
Foot, the care of. 345 

Footner. Dr. G. R., some symptoms following 
the taking of quinine. 16 
Foott, Capt. A. B., R.A.M.C. (see Obituary of 
the war) 

Forbes, Capt. J. G., and Maj. L. G. Parsons, 
hemoglobinuria (black water fever), 317 
Ford, Capt. J. H., Details of Military Medical 
Administration,second edition, 1918 (review),. 
850 

Foreign body in the trachea or bronchi, new 
sign. 824 ; "in gravid uterus, 848 
Forgotten physician of the second century, 376 
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Franco-American surgical appliances, 96 
Fraser, Capt. F., sterilisation of infected 

wounds, 123 

French Supplement to ** The Lancet 
Ac hard, Prof. C., mlcrobic diversity of the 

enteric fever*, 393 

Bazy, Louis, what the war has taught us 
about tetanus, 523 

Bordet, Dr., methods of estimating augmen¬ 
tation in depth of volume of left ventricle, 
750 

Laubry, Ch., general review of French 
cardio-pathology during the war, 747 
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Obituary of the war) 
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Graves, Prof. W. P., Gynecology, second 
edition, 1918 (review), 820 
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quick method of diagnosing meningococcus 
in cases of cerebro-spinal fever, 43,125 
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of the war) 
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war surgery, 455 
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Obituary of the war) 
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Nervous Disorders (review), 391 
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Kidd), 543, 582 
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Heart Disease and Ura*mia(Mr. E. P. Poulton), 
32: Diseases of (Dr. F. W. Price) (review), 
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Heart disease, new technique (Capt. T. C. 
Bost), 552 

Heart, small, in tuberculous subjects, 214; 
aviators’, 250; sounds, distantly audible (Dr. 
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(Dr. G. P. Poulton and Dr. II. M. Stewart), 
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Heimann. Mr. H. L., and Mr. C. B. Wilson, 
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boat distribution scheme, 382 
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Hodgson, Lieut.-Col. J. E., R.A.M.C. (see 
Obituary of the war) 

Holden, Dr. O., dispensary supervision in 
pulmonary tul>erculosis, 830 
Home Nursing (review). 886 
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Honours, 215 ; w-ar (see Honours under War) 
Horder, Sir T.. influenza and preventive 
inoculation, 642; general principles in treat¬ 
ment of influenza, 694, 796; severe cases of 
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Hormones in the climacteric, 714 
Horsley, Dr. L„ and Dr. C. W. Morris, local 
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scheme for '(Maj. H. Hemsted), 382; 
economies, 864 
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223, 891; at Bristol. 353 

a Hospitals in France (Py Q). 160; municipal, in 
Western Canada, 402 • 

Hospitals, voluntary, and the Ministry of 
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Housing of the working classes (Py Q), 130; 
scheme, Lanarkshire (Py Q). 131, 572; Bill, 
571, 608; in Ireland (Py 0), 572 
How to feed the family, 573 
Howard, Capt. C. R., R.A.M.C. (see Obituary 
of the war) 

Howell, Surg.-Lieut. J. F., R.N. (see Obituary 
of the war) 

Hughes, Lieut. E., cranlotabes, clinical study 
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Hughes. Mr. B.. and Mr. H. S. Banks, War 
Surgery from Firing Line to Base (review), 
709 

Hughston, Mai. J., R.A.M.C. (see Obituary of 
the war) 

Humerus, shaft of. fracture treated by splints 
(Maj. C. A. Morton), 77 
Hunt, Capt. E. R.. “ Spanish influenza,” 419 
Hunter, Col. W., prevention and arrest of liee- 
borne diseases, 107; and disinfection. 347. 
377 


Hurst, Maj. A. F., and Capt. J. L. M. Symns, 
rapid cure of hysterical symptoms in soldiers. 
139 ; war deafness, 218; treatment of war 
neuroses. 341 ; Medical Diseases of the War 
second edition, 1918 (review), 391 
Hurst, the late C. H.. and the late A. M. 
Marshall. Junior Course of Prentice Zoology, 
eighth edition, 1918 (review), 746 
Hutchinson. Prof. J., operative treatment of 
trigeminal neuralgia. 12 
Hutton, Mr. J. E , Welfare and Housing, a 
Practical Record of War time Management 
(review). 208 

Hygiene. Occupational and Vocational, Dis¬ 
eases of (Dr. G. M. Kober and W. C. Hansom) 
(review), 242 ; municipal, a risky experiment 
Heading srticle), 492 ; Simple Experimental, 
Physiology, and Infant Management for the 
Use of School Teachers (Miss K. M. Curwen) 
(review). 746 
Hygiene of the nose, 854 
Hypnosis in hysteria. 404, 433, 471, 505 
Hypoadrenla simulating intestinal obstruction 
(Mai. H. M. Rashbrook and Dr. F. W. 
Carter), 240 



Hysteria (Mai. J. S. Bury), 97 ; hypnosis in, 
404, 433. 471, 505; in soldiers (fcol. W. A. 
Turner), 616 

Hysterical Symptoms in Soldiers, rajfid cure 
(Mai. A. F. Hurst and Capt. J. L. M. Symns), 
139; Disorders of Warfare (Dr. L. R. Yealland) 
(review), 242; manifestations, prevention of 
relapse (Capt. T. A. Ross), 516 ; and neuras¬ 
thenia cases In general military hospitals 
(Dr. R. II. Trotter), 703 
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“ I.K. ” treatment in tuberculosis, 789 
Immigrants, undesirable, control or, in the 
United States, 597 
Incinerator, field. uset n>, 346 
Income-tax, medical roan’s (Mr. John Bums), 
531, 688, 801; of medical women attached to 
the R.A.M.C., 535 

India, Correspondence from.— Instruction 
of temporary Indian Medical Service officers : 
Indore plague conference; Poisoning in 
India; Indigenous medicine systems; New 
tuberculosis sanatorium for Bombay, 337 

India, Infant welfare work, training for, 598 
Indian Journal of Medical Reseatch (review), 
424 

Indian Medical Service, future of, 22 ; (Py Q\ 
93, 129, 250, 341, 375, 403. 474, 572, 604, 650, 
725, 761 ; and children’s allowances (Py Q), 
223; qualifications, the new, 310; officers, 
temporary instruction of, 337 
Indian indigenous medicine systems, 337 
Indore plague conference, 337 
Industrial medical research, national scheme 
(leading article), 50; manufacture, medical 
conditions of (leading article), 175 
Industry and medical service (leading article), 
244 

Infant mortality and education of the mother 
(Dr. H. W. Pooler). 3; mortality and mother- 
craft, 124. 219, 341 ; feeding, some aspects 
of (Dr. J. C. Drummond), 482, G17 ; welfare, 

. a pioneer, 656 

Infant welfare work in India, training for, 
598 

Infants, dried milk for, 55 

Infectious disease in 1917, incidence of, 52; 

diseases, case mortality of, 245 
Influenza and preventive inoculation, 602, 642, 
643; and nasal drill, 604 ; incubation period, 
635 ; or a new disease, 644; the “ mysterious 
disease” in Australia, 1917, 645; at Bland- 
ford Camp (Py Q), 685 ; in Belfast, 795, 828 
Influenza bacillus (Pfeiffer's), preparing 
medium for culture of (Dr. J. Matthews), 
104 

*• Influenza.” bacteriology and pathology of 
(Dr. H. E. Whittingham and Dr. C. Sims), 
865; severe cases occurring during the 
present epidemic (SlrT. Horder), 871; acute, 
use of vaccines (Dr. W. H. Wynn), 874 ; epi¬ 
demic (Dr. D. T. Harris), 877 
Influenza, deaths from, 162; and purulent 
bronchitis (Capt. A. Maude), 324 ; or sandfly 
fever, 364. 434, 645 

Influenza disinfection and the role of the 
carrier. 688; and catarrhs, epidemic (Sir A. 
Newsholme), 689; general principles in treat¬ 
ment (Sir T. Horder), 694, 757, 796; patho¬ 
logy of present epidemic (Surg.-Lieut. Com. 
P. Flldes and Surg.-Lieut. S. L. Baker, and 
Mr. W. R. Thompson) 697; discussion at 
Royal Society of Medicine, 704, 742; etiology 
of, 722 : varieties in, 723 ; in Leicester, 726 ; 
in the Army (Py Q), 727; in French schools, 
precautions against, 766; mercuric chloride 
in, intramuscular injection of, 766 : and the 


pressure on practitioners, 802; and biack- 
water fever (Dr. S. Samuel), 881; inaugura- 
address on, 884; autotherapy in, 889; in 
South Africa, 897 

Influenza in Switzerland, 154, 258; in Central 
Telegraph Office (Py Q). 160 , in India, 445 ; 
at Crystal Palace (Py Q), 652, 685 ; in Belfast 
Prison (Py Q), 652; and Medical Research 
Committee (Py Q), 653; nephritis in rela¬ 
tion to (Dr. C. P. Symonds), 664 ; memo¬ 
randum from the Royal College of Phy¬ 
sicians of London, 678; in Ireland, 684; 
memorandum from Medical Research Com¬ 
mittee, 717 

“ Influenza ” outbreak (Capt. W. C. Wirgman), 
324; “Spanish.'’ bacteriology of, 177; 
“Spanish” (Capt. K. R. dunt). 419; 
in Glasgow, measures against, 530; on 
American transports. 535; vaccine for nre 
vention and treatment, 565 ; new type, 567. 
602; observations on small localised epi¬ 
demic of (Maj. M. G. Foster and Ma j. H. A. 
Cooksom. 588. 635; epidemic (leading 

article), 595; (Py Q>. 609, 610, 643.651; and 
medical service (Py Q), 609 ; treatment. 646 
Influenza' BaciUu'-, arm the present epidemic 
(Capt. T. R. Little, Capt. C. J. Garofalo, and 
Capt. P. A. Williams), 34; incidence of, in 
the present epidemic (Dr. J. McIntosh), 695 
Inguinal hernia, very large, radical cure (Surg. 
C. P. G. Wakeley), 357; strangulated, with 
external rupture of sac (Dr. H. F. Renton), 
358 

Injections in maintenance of a pneumo¬ 
thorax, spacing of (Dr. C. Lillingston), 739, 
796 

Insane, A Plea for (Dr. L. A. Weatherly) 

(review), 328 

“ Instinct-distortion ” or " war neurosis ” 
(Capt. D. E. Core), 168 
Institute of Hygiene, 688 
Institute of Massage and Remedial Gym¬ 
nastics, meeting, 897 

Insurance practice, distribution of the central 
pool, 601 

Insurance, social, in Germany, 429; of dis¬ 
abled men. 761 

Insured patients and expensive drugs. 57 
Intestinal protozoal inleetions (Dr. Doris L. 
Mackinnon), 386; stasis, chronic (Sir W. A. 
Lane). 416. 472, 506, 538 

Intramuscular administration of novarseno- 
billon, 757; injection of mercuric chloride in 
influenza, 766 

Intrapelvic osteoma necessitating Cesarean 
section (Dr. Violet I. Russell), 556 
Inversion of uterus. 572 
Ireland and the Ministry of Health. 214 

Ireland, Correspondence from.— Health of 
Belfast in 1917; Ulster Medical Society; 
Poor-law medical officers’ salaries. 336- 
Health of Belfast, serious condition; Salaries 
of dispensary doctors, 466—Loss of the 
Leintfer ; Scheme for medical attendance on 
discharged disabled men ; Ro3*al Academy 
of Medicine in Ireland, 533 

Ireland, Ma i .-Gen. M. W., appointed Surgeon- 
Genera). U.S.A., 502, 535 
Irish Ophthalmological Society (see Medical 
Societies) 

Irvine. Mai. R. C., R.A.M.C. (see Obituary of 
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Meeting. 533 

Medicine.— Influenza, 884 
Surgery. —Military surgery of the lung, 849 
Royal Society of Medicine (Sections).— 
Prevention and arrest of lice-borne diseases. 
107—General meeting, 557—Presentation of 
diploma of Honorary Fellowship to Sir A. 
Keogh ; Influenza discussion, 704, 742 
A luvsthetic *.—Present position of spinal 
anasthesia. 819 

Electro-therapeutic*, Medicine, A- Surgery. 

— Examination of vermiform appendix bv 
X-rays, 708 

Epidemiology and state Medicine.- Out- 
break of typnoid fever among Inoculated 
lever in Flanders in 

1914-1915, 881 

Medicine, Pathology , ami Epidemiology.— 

Encephalitis lethargies, 557, 590 
Obstetrics and Gynecology.— Presidential 
address; Treatment of ante natal and post¬ 
natal syphilis, 707—Foreign body In the 
gravid uterus; Changes in uterus as result 
of procidentia; Labour In a paraplegic 
woman; Puerperal anuria, 848 
OplUhalmology — Changes in the cornea 
which follow attacks or various forms of 
inflammation, 670 

Otology.— Acute osteomyelitis of temporal 
lupus erythematosus; 
Epithelioma of helix ; Double facial paralysis 
due to bilateral tuberculous mastoiditis, 882 ; 
Necrosis of Internal ear; Radical mastoid 
operation; Chronic middle-ear suppuration, 

Pathology. —Discussion on pathology of 
gas gangrene. 816 

Surgery.— Spolla opima, 594—Closure of 
cavities in bones, 817—Compound fracturo 
ot femur in its upper third, 819 
Societe de Biologie, Pari<. -Summary of 
papers, 16,557, 5S4. 781, 884 
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Ulster Medical Society.— Orthopaedic work 

in France. 336 

West London Medico-Chiri rgicalSociety. 
— Cavendish lecture on future of the medical 
profession, T9— Ancient physic, 507— Exhi¬ 
bition of cases, 651—Treatment of some 
common ailments of women, 849 

Medical Society of London (see Medical 

Societies) 

Medicinal use of lard, olive oil, and castor oil, 
369 

.Medicine and the Law.— Pratt and Others 
i\ The British Medical Association ; An 
audacious Impostor, 533 

Medicine -and the State (Dr. L. E. Shaw), 87 ; 
in Spanish, 132 

Medicine, clinical, study of (leading article), 
259; and aviation (leading article), 821 
Medico-Psychological Association of Great 
Britain and Ireland (see Medical Societies) 
Megalithic Culture of Indonesia (Mr. W. J. 
Perry) (review), 632 

Melklcjohn, Deputy Inspector-Gen. J. W. S., 
obituary, 639 

Meille, Dr. L., autotherapy in Influenza, 889 
Mellanby, Mrs. May. influence of diet on teeth 
formation. 767 

Melville, Col. H. G.. C.I.E., I M S. (sec 
Obituary of the war) 

Meningitis caused by the Micrococcus riant* 
(Prof. J. H. Teacher and Capt. A. M 
Kennedy), 422 

Meningitis, tuberculous, hemiplegia due to, 
178 

Meningococcic purpura without meningitis, 
530 

Meningococcus, enterococcus, and B. typhosus, 
isolation and cultivation of (Maj.' W. J. 
Wilson and Dr. Georgina Darling). 105 
Meningococcus in cases of corebro-spinal fever, 
quick method of diagnosing (Mai . A. S. G. 
Bell and Miss I. M. Harmer), 43, 125; infec¬ 
tion. quick diagnosis in, 91 
Mental and Nervous Disorders, Modern Treat¬ 
ment (Dr. B. Hart) (review), 391 
Mental section, year’s work at, 177; disease. 
Incipient, tieatment, 679; patient in an 
asylum, specialist’s visit to, 832 
Mentality of the war prisoner, 675 
Men/ies Lieut.-Col. A. J. A., D.S O., R.A.M.C. 

(see Obituary oi the war) 

Mercuric chloride in influenza, intramuscular 
Injection of, 766 

Mesopotamia, ancient, medical notes from, 
226 

Meta-infective fevers. 20 

Metallic bodies In the circulatory current, 
migration of, 463 

Metcalfe, Capt. F. M.. R.A.M.C. (see Obituary 

of the war) 

Metropolitan Hospital Sunday Fund, 26, 72, 

223,891 

Metropolitan water-supply during January, 
February, and March. 1918. 162; during 
April, May, and June, 1918, 410 
Michell Clarke Memorial Fund, appeal, 755 
Microbic diversity of the enteric fevers (Prof. 
C. Achard) 393 

Middle-ear suppuration, chronic, 883 
Midwifery, Short Practice of (Dr. II. Jellett), 
seventh edition. 1918 (review), 820; Short 
Practice of, for Nurses (Dr. H. Jellett), fifth 
edition. 1918 (review), 820; practice and 
teaching of (leading article), 851 
Midwives Bill, 25, 223, 540, 571, 608, 652; 
-Ireland) Act. 1918,160 

Midwives, Text book for (Dr. J. S. Fairbairn), 
vecond edition. 1918 (review), 631 
Miles, Capt. M. W., R.A.M.C. (see Obituary of 
the war) 

Mdjtary^bospitals. medlCal women ,n 

Military Medical Adminstration (Col. J. S. 

Ford), second edition, 1918 (review), 850 
Military Service 'Conventions with Allied 
States) Act. 1917, 375 
Military Surgeon (review), 109. 424, 709 
Milk, dried, for infants, 55; dried (Ambrosia 
. brand), 210; dried versu* condensed. 245; 
a correction, 433; adulteration, imprison¬ 
ment for, 464 

Milk supply, clean, problem of, 753 

Millar, Capt. W. L., R.A.M.C. (see Obituary 

of the war) 

Miller. Dr. B., and Dr. L. F. Barker, perfora¬ 
ting ulcer of hard palate in Vincent's disease, 
588 

Mills. Dr. H. H., transient hemiplegia, 145,254 
Minchin, Dr. W. C., treatment of influenza, 
796 

Mlhistry of Health Bill. 652. 685; (leading 
article), 673 

Ministry of Health (Py Q), 26, 63, 93, 160, 572, 
*nd Ireland, 214; and voluntary hospitals 
(leading article), 397; the coming (leading 
uticle), 491; and racial reconstruction, 573 ; 
and women, 766 


Minor Maladies and their Treatment (Dr. L. 
Williams), fourth edition, 1918 (review), 209; 
surgery in the forecastle, 766 
Mollison. Mr. W. M., double facial paralysis 
due to bilateral tuberculous mastoiditis, 882; 
necrosis of internal ear, 883 
Monaghan. Capt. P. J., South African M.C. 

(see Obituary of the war) 

Non-aural stethoscope, improved, 110 
Moore, Capt. J. W., war deafness, 371 
Moore, Prof. B., and Mr. C. A. Parker,case for 
a State Medical Service re-stated, 85; factory 
conditions and phthisis, 618 
Moore, Surg. J. W., tuberculos's in Dublin, 
405; new tyj>c of influenza, 602 
Morbid anatomy and histology of rheumatoid 
arthritis 628 

Morgan, Dr. G. T., Organic Compounds of 
Arsenic and Antimony (review;. 490 
Morris, Maj. J., M.C., R.A.M.C. (see Obituary 
of the war) 

Morris, Dr. C. W., and Dr. L. Horsley, local 
an.-csthesia for empyemas, 880 
Morris, Sir H., medical men in Parliament, 
538; Epsom College. 795 
Morrison, Capt. J. T., Capt. J. N. T. Hartley, 
and Capt. E. F. B&shford, treatment of 
wounds, 230 

Mortimer, Mr. J. D., methods of general 
anaesthesia in facial surgery, 56 
Morton, Capt/A., R.A.M.C. (see Obituary of the 

war) 

Morton, Maj. C. A., fracture of shaft of humerus 
treated by splints, 77 
Morublline, 672 

Moshier, Lieut.-Col. H. H., Canadian A.M.C. 

(see Obituary of the war; 

Moese, Mr. F. H., trench fever in England, 389 
Motherhood and Industry. 333 
Moynlhan, 81r B., American Addresses 

(review), 359 

Mo/.er, M. Marius, and M. Arnold Netter, 
meningococci purpura without meningitis, 
630 

Muvoid forms of paratyphoid bacilli, 183; of 
bacteria, Louis Jenner’s work, 183 
Murap6, simulation of, 363 
Municipal hygiene, a risky experiment 
(leading article). 492 

Murad, M. Jean, phlebitis due to effort, 562 
Murin*, the menace of, 802 
Murphy. Capt, M., R.A.M.C. (see Obituary of 
the war) 

Murray. Capt. W. A., and Mr. K. W. H. Row, 
treatment of malaria dlsodo-lu&rgol, 355 
Murray, Prof. G., Religio Grammatlci, the 
Religion of a Man of Letters (review). 423 
Muscle and Joint Disabilities. Gymnastic 
Treatment for (Brevet Col. H. E. Deane) 
(review), 489 

Muscles, Action of (Dr. W. C. Mackenzie) 
(review), 489 

Mutch. Dr. N., the sexual complement, 724 
Muthu, Dr. C., treatment of influenza. 796 
Mutism and astasia-abasia (Col. W. V. Turner), 
615 

Myalgia or trench fever, 890 
Myles, Maj. C. W. C., M.C., R.A.M.C. (see 
Obituary of the war 


N 

Nasal breathing in the town child, 245 ; drill in 
the treatment of adenoids. 370, 405, 434, 648; 
disinfection, 647 

Nasopharyngeal infection at the onset of 
cerebro-spinal fever, 217. 370, 404, 434, 567, 
603 

National Baby Week Council and a Ministry of 
Health, conference, 440 

National Service Boards, work of, during 1918, 
428 

National University of Ireland, degree of M.D. 
(honoris causa) conferred upon Col. R. J. 
Black ham. 27 

Natural science in education (Prof. E. H. 
Starling), 365 

Naval and Military War Pensions Bill, 571 
Naval Medical Service (PyQ). 138 
Necessitous Ladies’ Holiday Fund, 192 
Necrosis of internal ear, 883 
Nephritis, “trench,'’ prognosis in (Capt. 8. C. 
Dyke), 320 ; war, 362 ; war (Prof. H. B. Day), 
660; in relation to influenza (Dr. C. P. 
Symonds), 664; war, or trench nephritis, 
824 

Nerve Lesions, Treatment and Repair (Mme. 
Athanassio-Benlsty) (review), 330; Clinical 
Forms of (Mme. Athanassio- Benisty)(revlew). 
330 

Nerve strain, treatment of (Py Q), 131 
Nerves, peripheral, gunshot wounds of (Maj. 
C. Noon), 100; peripheral, gunshot injuries 
of, pathological diagnosis in (Dr. J. S. B. 
Stopford), 445 

Nervous Diseases, Introduction to the Study 
and Treatment of (Locomotor Ataxia) (Dr. 
W. J. M. A. Maloney) (review), 241 


Nervous sequela* of cerebro-spinal fever (Capt. 
C. Worster-Drought), 39; disorders, func¬ 
tional. In the Army, treatment, 82, 153; dis¬ 
orders, reflex (Maj. J. S. Bury), 97 
Nervous System, Diseases of. a Text-book of 
Neurology and Psychiatry (Dr. S. E. Jelllffe 
and Dr. W. A. White), second edition. 1918 
(review), 241 

Nervous systems, sympathetic and central, 
interdependence of. 494, 883 
Netter, M. Arnold, and M. Marius Mozer, 
meningococci purpura without meningitis. 
530 

Neuralgia, trigeminal, operative treatment 
(Prof. J. Hutchinson), 12; risks of alcohol 
injection, 56 

Neurasthenia, prevention and treatment, 160; 
infective factors in, 160 

Neurasthenic and hysterical cases In general 
military hospitals (Dr. B. H. Trotter), 703 
Neurology, some principles of (Dr. H. Head), 

Neuroses, war, pathology of (Maj. J. 8. Bury), 
97; war, treatment, 219, 341, 370; war, 
systematic instruction in. 335 ; and 
psychoses of war (Col. W. A. Turner), 613 
Neve, Maj. A., gunshot wounds of the knee- 
joint with septic arthritis. 353 
Nevros thenine (Freyssinge), 672 
“ New ” Disease, story of, 602 
Newham, Dr. 11. B., and Dr. C. W. Daniels, 
Laboratory Studies in Tropical Medicine, 
fourth edition, 1918 (review), 47 

New Inventions— 

Aero-urethroscope, new, 110 
** Arthrometer,’’ 632 
Eye spud, new, 632 

Gas-oxygen, gas-oxygen ether, and warmed- 
other apparatus, combined, 48 
Laryngotoroe and tracheotome, new, 746 
Mask, new rubber, designed for general 
anesthesia with ethyl-chloride ampoules. 
358 

Mon-aural stethoscope, improved, 110 
Portable “606 '’ outfit, 710 
“ Screw-stand” for use In bone-plating, 210 

Newsholme, Sir A., maternity and child- 
welfare work, 1 ; Incidence of infectious 
disease in 1917, 52; epidemic catarrhs and 
influenza, 689 

New Town after the War (review), 203 
Newton, Capt. E., R.A.M.C. (see Obituary of 
the war) 

Nias, Dr. J. B., Dr. John Radcllffe, a Sketch 
of his Life (review), 781 

Nicoll, Capt. M., reconstruction in neurology, 
724 

Nile boils and septic sores (Dr. H. W. Crowe), 
667 

“ No blind people, but only normal people who 
cannot see,” 30 

No cardiasis, primary, of the lacrymal gland 
(Dr. J. B. Christopherson and Dr. R. G. 
Archibald), 847 

Noon, Map C., gunshot wounds of peripheral 
nerves. 100 

Norris, l)r. G. W. t Blood Pressure, its Clinical 
Applications, third edition, 1918 (review). 109 
North London Medical and Cbirurgical Society 
(see Medical Societies) 

North of England Obstetrical and Gyneco¬ 
logical Society (see Medical Societies) 

Nose, hygiene of, 854 

Notes and Short Comments.—“ No blind 
people, but only normal people who cannot 
see ''; Resuscitation from drowning, 30, 66 — 
American poison plants; Clavadel as a 
popular sanatorium; Guides to mediral 
service at the front; Rockefeller Foundation. 
30—Folk-medicine in the Aran Islands ; An 
extemporised centrifuge ; Use of fruit stones 
for w*ar purposes, 66—Triplex glass, 95 — 
Cripples and beggars; Secondary resection 
of in jured joints; Albumin reaction in 
sputum; Thermometer for the blind; Rats 
and plague; Delphinium poisoning; Im¬ 
proved novarsenoben zol preparations and 
apparatus; Franco American surgical ap- 

S Ranees. 96—Shock in bums and scalds; 

lediclne in Spanish ; Child-welfare litera¬ 
ture; Disinfection of public vehicles in 
Calcutta; More moulting, 132—Metropolitan 
water-supDly during January, February, and 
March, 1918; Deaths from Influenza ; Cost of 
w’ar-time prescriptions; Red Cross at sea. 
162—Significance to medicine of creation of 
Hebrew University at Jerusalem; Vitamines 
and cooking; Occupations for women; Para¬ 
sitic mange; “Drop-foot” support; Neces 
sitous Ladies Holiday Fund; Overworked 
medical man, 192—Colonial health reports, 
225, 258. 346, 612, 765, 834, 898-Boro 
chloretone in treatment of burns, 225, 258- 
Memorial to the late Mr. R. H. Grlmbly; 
Egg “ substitute,” 225 — Some medical notes 
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from ancient Mesopotamia; “ Vltamogen 
Household economy; Triplex glass; Mater¬ 
nity fees In East lttding; Somerset cen¬ 
tenarians. 226—Household Fuel and Lighting 
Order: Treatment of lnlluen/a In Switzer¬ 
land; Risks -of ether In the Operating 
theatre. 258—New Indian qualifications; 
How to become a woman doctor; Position of 
registered dentists; Veterinary surgeons and 
National Service, 310—Herb-growing and 
botanic drugs; Medical mea and the 
volunteer obligation; Care of the foot, 345 — 
Condition of service and pay of Special 
Reserve, R.A.M.C.; Carnegie'endowment 
for international peace; Specific paraplegia 
in cattle and horses; Useful field Incinerator, 
346—Forgotten physician of the second 
century; Short way with cockroaches, 376— 
“ Toy ’ r kinematograpbs ; Medheval medical 
author, 410. 612—Metropolitan water-supply 
during April, May, and June, 1918; Certified 
occupations; Physician’s technique; Medical 
inventions, Dr. Gatling and the Gatling gun, 
410—‘‘Our Day”; Dual professions; 40 D; 
Threatened strike in an asylum; End of 
summer time, 442— Ratan Tata Foundation 
for social science ; Paraffin therapy; Zee- 
brugge Mole, 476—Cases of solanine poison¬ 
ing; John of Burgundy; Euthanisla ; Fatal 
enteritis in rabbits, 508-Some early British 
surgeons; Anthropometry and national 
health ; Information for invalided Canadian 
soldiers and sailors. 542—Racial reconstruc¬ 
tion and the proposed Ministry of Health; 
How to feed the family: Public eulogy of 
the medical professor, 573—Augwin dental 
emergency outfit; Accurate clinical thermo¬ 
metry; Home school wanted. 574—Work of 
the London Port Sanitary Authority; Royal 
Albert Institution for Defectives, Lancaster ; 
Prevention of venereal, 612—Menace of 
venereal disease, 655—Royal Karlswood In¬ 
stitution for Mental Defectives ; Pioneer of 
Infant welfare; Easy car-starting in cold 
weather; Paying patients and the West of 
England Bye Infirmary, Exeter; Antenatal 
care in the U.S.A. ; Prevalent diseases in 
domestic animals; “Blow-hard,” or methy¬ 
lated spirits, 656—Influenza disinfection and 
the role of the carrier ; Institute of Hygiene; 
Lebanon Hospital for Mental Diseases; 
Medical man’s income-tax. 688—Tuberculous 
soldier; Public health in Bombay. 729—Tale 
of a convoy; Children’s Jewel Fund; Pre¬ 
cautions against fire, 730—Care of the dis¬ 
abled ; Lame 1, 765—Women and a Ministry 
of Health ; Precautions against influenza in 
French schools ; Books for reference; Minor 
surgery in the forecastle ; Intramuscular 
Injection of mercuric chloride in influenza; 
Fuel economy; Royal Institution, Christmas 
course of juvenile lectures ; Falconer's 
arthrometer. 766 — Food, health, and the 
General Election ; Medical man’s income- 
tax, 801—“ Dr. Wise on influenza”; Diaries 
for 1919; Medical profession and the petrol 
restrictions ; Wanted, a home ; Hereditary 
abnormality ; Food factor; Present epidemic 
and the pressure on practitioners; Menace 
of the murinae; Nutrient media in the shop. 
802—Ascleplos and Eshmun ; “Wellcome” 
Photographic Exposure Record, 1919; 
Weston-super-Mare Hospital, 834—Organisa 
tion work of child welfare; Unauthorised; 
Hospital economies; “Abdulla” Almanack, 
1919; Treatment of scurvy ; Plague dis¬ 
pensaries, 864—“Limpet” system of elec¬ 
trodes ; Disabled Officers' Home and Club, 
seaside branch at Frinton, 898 

Notice, brought to (see Notice under war) 

Novarsenobenzol preparations and apparatus, 
improved, 96 

Novarsenobillon, intramuscular administra¬ 
tion of, 757 

Numerical position of the medical and dental 
professions, 308 

Nurses, registration of, 20,82 ; Array, training 
of (Py Q), 161; shortage of, 325; nation’s 
tribute to, 554 

Nursing, efficient teaching of, 677 

Nursing home tragedy,863 

Nutrient media in the shop. 802 

Nutrition and Clinical Dietetics (Dr. H. Carter 
and others) (review), 359 
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Obituary— 

Batten. Frederick Eustace, M.D. Camb., 
FRCP 157 

Biernacki. John, M.D. Glasg., 794 
Carter, Robert Brudenell. F.R.C.S., 607^ 
Cunningham, Robert Oliver, M.D. Edin., 
F L S 157 

Griffith,’Alfred Hume, M.D. Edin., D.P.H. 

Camb., 537 _ 

Harrison, Lleut.-Col. E. F., C.M.G.. 681 


Keith, Robert Donald, M.A., M.D. Aberd., 
501 

Kidd, Joseph. M.D. King's Coll.. Aberd., 407 
MacCullagh, Sir James Acheson, M.D. Dub., 
J.P., 62 

McNeill, Rev. Daniel, M.D.. 795 
Meiklejohn, John William Sinclair, M.D. 

Edin., L.R.C.S. Edin., 639 
Plimmer, Prof. H. G., M.R.C.S. Eng., 
F.R.S., 128 

Reid, William, M.D. Aberd., 374 
Roberts, Frederick Thomas, M.D., F.R.C.P. 

Lond., D.Sc., University of Wales, 188 
Robinson, Henry Betham, M.D.. M.S.Lond., 
F.R.C.S. Eng., Major, R.A.M.C., 189 
Saundby, Robert, M.D Edin., F.R.C.P., 
LL.D. (Hon. Causa) McGill and St. And., 
M.Sc. Blrm., 373 

Stansfeld, Alfred Ellington. M.D.Camb. 
F.R.C.P. Lond., 794 

TownBend, Meredith, M.R.C.S., L.S.A., 681 
Weber, Sir Hermann, M.D.Bjuu, F.R.C.P. 
Lond., 793 

Obituary of the War— 

Allan, Capt. N. J , 640, 895 
Almond, Capt.G. H H., R.A.M.C., 254, 372 
Anderson, Capt. J., R.A.M C., 57 
Anderson. Maj. G. G.. R.A.M.C., 758 
Armour, Capt. R. S., R.A.M.C., 857 
Atkin, Capt. K.. R.A.M.C., 222 
Austen, Surg.-Com. T.. R.N., 605 
Bassett. Lieut. R. J., R.A.M.C.. 569 
Beale-Browne, Dr. T. R., West African M.S., 
605. 829 

Beckwith, Surg. Prob. A. K., R.N.V.R., 221 
Bond, Capt. C. W.. R.A.M.C.. 254 
Bonser, Capt. G. A. G., R.A.M.C.,534. 721 
Boyd, Capt. J. T. W.. Canadian A.M.C., 59 
Boyd. Lieut. T. M., R A.M.C., 406 
Bradlev. Lieut.-Col. F. H., D.S.O., R.A.M.C., 
502,606 

Breen, Maj. T. F. P.. R.A.M.C., 502 
Bridges, Lieut.-Col. R. H.. D.S.O.. R.A.M.C., 

Brock, Capt. G. S., I.M.S., 569, 640 
Brooke, Capt. F. A. J. R. , R.A.M.C., 24 
Brownson, Capt. R D.. R.A.M.C.. 605, 720 
Burns, Capt. D., R.A.M.C., 569, 792 
Burrows, Maj. D.. R.A.M.C., 682 
Campbell, Capt. C. M. G., R.A.M.C , 640 
Cuddle, Surg. Sub.-Lieut. T., R.N.V.R., 

( arson, Maj. H. W.. D.S.O.. R.A.M.C., 605 
Cherrett, Capt. B. W., East African Medical 
Force. 791 

Clark. Capt. R.. R.A.M.C., 758 
Cocke, Capt. R. 3., R. A.M.C., 719 
Collins, Lleut.-Col. R. T., D.S.O., R.A.M C., 
463 

Compton, Capt. W. H., R.A.M.C., 828 
Connolly, Capt. J. H.. R.A.M.C., 605,759 
Corbett, Lieut.-Col. C. D. H., Royal Air 
Force M.S., 828 

Cotterill, Capt. D., R.A.M.C., 857 
Cowie, Capt. G. R., South African M.C., 406, 
503 

Cowper, Capt. G. M., R.A.M.C., 502, 569, 
640 

Culham. Capt. H. A., Canadian A.M.C., 534, 
606 

Dandridge, Lieut. W. L.. R.A.M.C., 502, 606 
Demetriadl, Lleut.-Col. L. P., R.A.M.C.,605, 
792 

Dold, Capt. C. L., R. A.M.C., 569 
Donaldson, Capt. J., R.A.M.C., 857 
Dow, Capt. J., I.M.S., 719, 859 
D'ownle, Capt. J. M., R.A.M.C., 719 
DufTy, Capt. J V.. R.A.M.C., 895 
Duggan, Maj. C. W., R.A.M.C., 569, 792 
Dunlop. Capt. II., Canadian A.M.C., 682. 
792 

Elmes, Capt. K.. R.A.M.C., 534 
Enright, Capt. W. J., Canadian A.M.C., 605 
Finch, Capt. G., R.A.M.C., 569, 721 
Fischel, Capt. C. H.. R A.M.C.. 468 
Foott, Capt, A. B., R.A.M C.. 185, 338 
Forsyth. Capt. J. C., Canadian A.M.C., 435, 
469 

Foster, Capt. N. K.. R.A.M.C., 828 
Frew, Capt, J. W., R.A.M.C., 569 
Gage, Capt. J M., R.AM.C., 857 
Garnett, Maj. W. S., Australian A.M.C., 255 
Garrett, Lieut. D. G. K„ R.A.M.C., 569 
Gaston, Capt. J., M.C., R.A.M.C., 719. 896 
Gear, Surg. Sub-Lieut. J. D., R.N.V.R., 758 
German, Maj. H. B.. M.C., R.A.M.C., 468, 
759 

Gleuny, Lieut. E. H., R.A.M.C., 569, 641 
Graham, Capt. T. F.. Canadian A.M.C., 468, 
469 

Green, Capt. P. S.. R.A.M.C., 791 
Gailfovle, Capt. T. R., Canadian A.M.C., 
640, 721 

Gyllencreutz, Capt. J. R., R.A.M.C., 222 
Hadwen, Surg. Lieut.-Com. J.. R.N., 640 
Hale, Capt. W. F., Canadian A.M.C., 24 
Hamilton, Capt. C. D., Canndian A.M.C., 
719, 792 


Harrison. Capt. F. C., R.A.M.C., 640, 859 
Harrison, Maj. S. S. B., M.C.. R.A.M.C., 569 
Harrisson, Col. D.. A.M.S.. 373 
Hay, Capt. W. S. B., R.A.M.C., 569 
Heald. Lieut. W. M.. R.A.M.C., 406. 469 
Hodgson. Lieut.-Col. J. K., R.A.M.C., 719, 
896 

Howard, Capt. C. R., R.A.M.C., 468 
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Public health report for 1917 of the county 
medical officer of health and school medical 
officer of London, 180. 216 ; report of sanitary 
commissioner with the Government of India 
for 1916; reform In Egypt, 599; in Egypt, 
715; Society of Medical Officers of Health 
and the Public Health Service (medical 
reconstruction). 599, 649 ; in Bombay, 789 
Public health service, broadening of, 604 

Public Health (Tuberculosis) Regulations, 1918, 
61 ; (No. 2), 441 ; problems under war and 
after.war conditions, 655 

Public safety and physical disability, 19 
Puericulture, French, Ainerioan help in, 789 
Puerperal anuria, 848 

Pulmonary tuberculosis, colonies in the treat¬ 
ment of. 220; tuberculosis and pregnancy. 
334; tuberculosis, early diagnosis (leading 
article). 492 ; tuberculosis, dispensary super¬ 
vision in (Dr. G. .Jossel), 564. 756. 830, 894 ; 
phthisis and factory conditions (Prof. B. 
Moore), 618, 680 ; tuberculosis (Dr. C. D. 
Wood), 877 

Pyaemia due to organisms of the Bacillus coli 
group (Capt. J. I. Enright and Capt. P. H. 
Bahr). 685 

Pyloric stenosis, congenital, 371 

Q 

Quantitative Chemical Analysis (Mr. F. 
Clowes and Mr. J. B. Coleman), eleventh 
edition, 1918 (review), 522 

Quarterly Journal of Experimental Physio¬ 
logy (review), 109 

Queen's University, Belfast, pass-lists, 160; 
Prof. J. Symington’s retirement, 179; 
awards. 223 

Quineitie, 672 

Quinine, some symptoms following the taking 
of (Dr. G. R. Footner), 16 

R 

Rabbits, fatal enteritis in, 508 

Rabies, case at Plymouth, 375 ; in England, 
399; serious outbreak (Py Q), 572 ; and the 
Pasteur treatment (Py Q), 608; in Devon 
and Cornwall (Py Q), 7 28 

Race Regeneration (Mr. B. J. Smith) (review). 

Racial reconstruction and the proposed 
Ministry of Health, 573 

Radcliffe, Dr. F., value of physical treatment, 
860 

Radcliffe, Dr. John, a Sketch of his Life (Dr. 

J. B. Nias) (review), 781 

Radio-surgical aeroplane, 532 

Radiotherapy in certain forms of cancer of the 
skin, contra-indications of, 786 

Raraien, Lieut. L. S., I.M.S. (see Obituary of 
the war) 

Ramsay, Sir W., Life and Letters of Joseph 

Black, M.D. (review), 885 

Ranfurly, Lord, Ambulance Department of 

St. John Ambulance Association, 829 

Rao, Capt. M. S. K., I.M.S. (see Obituary of the 
war) 

Rashbrook. Maj. H. M., and Dr. F W. Garter, 
hypoadrenia simulating intestinal obstruc¬ 
tion, 240 

Rata Tata Foundation for social science. 476 

Rations, extra, to invalids < Py Q), 63 

Rats and plague, 96 

Raulston, Dr. B. O., and Dr. F. Billings, 

Practical Medicine Series (review), 359 

Ravaut, Dr. P., Syphilis. Paludlsme. Amibiase, 

Traitement Initial et Cure de Blanchlment 
(review), 850 

Raymond, Prof., tetanus consecutive to super¬ 
ficial wounds and trench foot, treatment and 
prevention, 526 

Rays, Tracing, through anv Optical System, 

Simplified Method (Dr. L. Silberstein) 

(review), 820 

Re-amputations (Maj. W. A. Chappie), 105 

Reconstruction in medical education and 
practice, 779 

Recruiting boards, London. 127 

Red Cross, contributions to (leading article), 

633, 683 

Red Cros6 at sea, 162; war hospitals, annual 
report, 187 

Re-education, technical, in Italy (Prof. E. Levi), 

53; Vocational, for Disabled Soldiers and 

Sailors. Evolution of National Systems (Mr. 

D. C. McMurtrie) (review), 558 

Reflex sign, new, in spastic j>araplegla, 254 

Registration of nurses, 20, 82 

Regulation 40 D (leading article), 211, 252; 
psychological aspect of, 342, 442 ; and 
venereal disease, 571, 608, 652; retention of, 
and allied subjects, 671, 745 

Rehabilitation of disabled soldier in U.8.A.. 

713 

Reid, Dr. G. A., varieties in influenza, 723; 

phthisis in factory and workshop, 894 

Reid. Dr. W. t obituary, 374 

Religio Grammatici, the Religion of a Man of 

Letters (Prof. G. Murray) (review), 423 

Remedial gymnastics (leading article). 398 

Remington, Mr. J. P., and Dr. H. C. Wood, 
jun.. Dispensatory of the United States of • 

America, twentieth edition, 1918 (review), 

146 

Renton, Dr. H. F., strangulated inguinal 
hernia, with external rupture of sac, 358 

Rentoul, Dr. R. R., prevention of venereal, 612 

Repatriated medical officers, 682 

Reproductive functions of the female, its dis¬ 
abilities and compensations (Sir W. A. Lane), 

622 

Resections, secondary, of injured joints, 96 

Rest ns a factor In the healing of leg wounds. 

125 

Resuscitation from drowning, 30, 66 

Retina, detached, 651 

Retinger, Dr. J. M., serological localisation of 
organic brain tumours, 59S 

Rheumatic fever, oedema of the glottis in, 82 

Rheumatoid arthritis, morbid anatomy and 
histology of, 628 

Rhodes, Mabel, aud Dr. Harriette Chick, anti¬ 
scorbutic value of raw juices of root 
vegetables, 774 

Rhondda, Viscount, death of, 21 

Rlce-Oxley, Dr. A. J., epidemic lethargic 
encephalitis, 15 

Richards, Mr. C. M . death of, F32 

Rickets and fresh air, 561 ; and house infec¬ 
tion. 646 

Ricketts, Lieut. J. S., R.F.A. (see Obituary of 
the war) 

Riddoch, Dr. G , mass-reflex in injuries of the 
spinal cord, 839 

Rimbaud, Prof. M. L., new s'gn of sciatica, 

855 S 

Rlppon, Capt. T. S., essential characteristics 
of successful and unsuccessful aviators, 411 

Rivers, Dr. W. C., Three Clinical Studies in 

Tuberculous Predisposition (review ), 80 

Riviere, Dr. C„ spacing of injections In main¬ 
tenance of a pneumothorax, 796 

Robert, M., and M.P. Destosses, La Suspension 
dans le Traitement des Fractures (review), 

359 

Roberts, Capt. E. D., absence of all sensation, 

515 

Roberts, Capt. L. E. W., Australian A.M.C. S 

(see obituary of the war) 

Roberts, Dr. F. T.. obituary, 188 

Roberts, Lady, Lady Roberts’ Field Glass 

Fund, 895 V 

Robertson, Dr. W. F., infective (actors in 
neurasthenia, 160 

Robertson, Maj. L. B., congenital pyloric 
stenosis, 371 y 

Robinson, Dr. G. D., (1) foreign body in the 
gravid uterus, (2) changes in the uterus as 
the result of procidentia, (3) labour in a 
paraplegic woman, S48 
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Robinson, Ma.j. H. B. (see Obituary of the 
war); obituary, 189 
Rockefeller Foundation. 30 
Rockefeller Institute for Medical Research, 
Studies from (review). 560 
Rogers, Capt. R. C., R.A.M.C. (see Obituary of 
the wax) 

Rogeraon, Capt. W., R.A.M.C. (see Obituary of 
the war) 

Rood. Dr. F. S., present position of spinal 

anxsthesla, 819 

Ross, Capt. A., Canadian A.M.C. (see Obituary 

of the war) 

Ross, Capt. K. McA., R.A.M.C. (see Obituary 
of the war) 

Ross, Capt. T. A., prevention of relapse of 
hysterical manifestations, 516 
Roth, Mr P. B.. " screw stand’’for use in bone- 
plating. 210; “ loose-body ” In knee-joint. 421 
Bouqueite. Mr. S. H., local anccstbes-ia and 
t wilight sleep in the surgery of exophthalmic 
goitre, 776 

Row. Mr. R. W. H , and Capt. W. A. Murray, 
treatment of malaria by disodo luargol, 356 
Rowlette, Dr. R. J., Parllamer.tary represen¬ 
tation of Dublin University. 757 
Rowa, Dr. R. G.. and Dr. D. Orr. Inter¬ 
dependence of the sympathetic and central 
nervous systems, 494, 88o 
Rovsl Academy of Medicine in Ireland (see 
Medical Societies) 

Royal Air Force Medical Service, conditions of 
service, 430; (leading article), 462, 652, 676, 
679, 722; (Py Q). 728 

Royal Albert Institute for Defectives, Lan¬ 
caster, 612 

Royal Army Medical Corps (for Casualties and 
Honours see Royal Army Medical Corps 
under War); promotion in (Territorial) 
<Py Q). 25; commissions in (Py Q», 62; 
auxiliary' funds, 91, 605; journal, 94, 375; 
officers (Territorial), promotion of (Py Q). 
223. 609; Special Reserve, conditions of 
service and puv. 346: pay of temporary 
officers, 568; officers in India (Py Q), 609; 
officers in Ireland (Py Q). 685 
Royal College of Physicians of Edinburgh, 
meeting, 832; Sir R. Philip elected Presi¬ 
dent and Dr. A. H. F. Barbour, Vice-Presi¬ 
dent, 891 

Royal College of Physicians of Edinburgh. 
Royal College of Surgeons of Edinburgh, 
and Royal Faculty of Physicians and Sur¬ 
geons ot Glasgow, pass lists, 570 
Royal College of Physicians of London, pass 
lists, 15Q; meeting of comit ia. 159. 638; 
quatercentenary, 625; memorandum on 
influenza, 678 

Royal College of Surgeons of Edinburgh, pass 
lists, 27.169, 570, 611, 897 
Rova* College of Surgeons of England, election 
of members of Council 61 ; meeting, 92, 531, 
726. f-57; pass lists. 507, 726, 760 
Royal College* of Physicians and Surgeons, 
Ireland. Reuben Harvey memorial prl/e 
awards. 61 

Royal Colleges of Physicians of London and 
Surgeons of England, pass lists. 61, 159, 506, 
651. 726 ; meeting of comitla, 726 
Royal Karlswood Institution for Mental Defec¬ 
tives. 656 

Royal institution, meeting. 26; Christmas 
course of juvenile lectures, 766 i 

Env»l M**dical Benevolent Fund, meeting, 130. 
MO, 345,539, 760.862; War Emergency Fund, 
537 

Royal Sanitary Institute, award of Henry 
Saxon Snell prize. 881 

Royal Society, memorandum on food and 
scurvy by the Food (War) Committee, 756 
R yal Society of Medicine (see Medical 
3oeietie») ■ 

Rudolf. Col. R. D., absence of sensation, 649 
trench fever cachexia, 809 
Russell Dr Violet I., lntrapelvic osteoma 
necessitating Cesarean section, 553 
Russell. Lieut. W. B., acute encephalitis, 106 
Ruth rforrt. Maj. T. C., I.M.S. (see Obituary 
of the war) 


S 


Sailors and soldiers, discharged disabled, 
medical ireatment, 24 

St. Bartholomew’s Hospital and College, 
scholarship awards. 475 

St..John Ambulance Association, ambulance 
depart ment of, 829 

St. John of Jerusalem. Order of, promotions, 

66 

St. Mary’s Hospital Medical School, scholar¬ 
ship awards. 501 

S>. homas’s Hospital, result of entrance 
^ch iarsbtp examinations, 310 

Salvxrsan substitutes, supplies of (Py Q.)63 

Sampietro, Prof. G.. sandfly fever or influenza, 
56 ; 


Samuel. Dr. S., influenza and blackwater 
fever, 881 

Sanatorium treatment (Py Q). 609 
Sandfly fever or influenza. 364, 434,645 
Sanitary Commissioner with the Government 
of India, report for 1916, 248 
Sanitary instruction In Chicago, 563 
Sargent, Lieut.-Col. P., closure of cavities in 
bones, 817 

Sargent. Surg. E. J. G.. death of, 59 
Saundby, Dr. R., obituary. 373 
Saunders, Dr. A., arthritis under phylacogen 
treatment, 651 

Savery, Mr. H. M., chloretone In the treatment 
of burns, 258 

Scapula in thoracoplasty, the r»>le of (Capt. 

J. E. Adams), 351 
Scarlet fever in Johannesburg. 597 
School children, medical Inspection'and treat¬ 
ment. 25; elementary, medical treatment 
(leading article), 50; (Py Q), 62. 93, 191; in 
Scotland, medical examination (Py 131 
Sciatica treated by lumbar anesthesia, 52; 
new sign, 855 

Science, weapons of (leading artioe), 176 
Scientific and Industrial Council of Canada, 
179 

Sclerotica, blue (Dr. N. Voorhoeve), 740; 
(leading article). 751 

Scottish Universities, election for. and the 
Medical Parliamentary Committee, 831, 891 
Scottish Universities Parliamentary Associa 
tion, 409 

Scottish Women’s Hospitals for home and 
foreign service, 470 

•* Screw-stand ” for use in bone-plating. 210 
Scurvy, outbreak In the South African Native 
Labour Corps (Capt. H. W. Dyke), 513 
Scurvy, treatment by germinated beans (Dr. 

H. W. Wiltshire). 811; and beer (Mrs. A. H. 
Smith), 813: treatment, 864 

Sealy, Lieut. T. R., new empyema technique, 
335 

Secretions, Internal, their Physiology and 
Application to Pathology (Dr. E. Gley) 
(review), 360 

Seguln, Dr. P., and Prof. Weinberg, La Gan¬ 
grene Ga/euse (review), 329 
Selborne, Countess, and Miss Teresa Gosse, 
Elsie Inglis chair of medicine. 797 
Sensation, absence of all (Capt. E. D. Roberts), 
515, 529. 649 

Senter. Lieut. J. W., tt.A.M.C. (see Obituary 
of the war) 

Septic arthritis, gunshot wounds of knee- joint 
with (Maj. A. Neve). 353; sores and Nile 
boils (Dr. H. W. Crowe), 667; wounds, 
extensive, treatment. (Mr. H. Gardiner), 777 
Sergent’s “white line” in suprarenal Insuf¬ 
ficiency. 713 

Serum, kept, loss of complementing power 
(Capt. J. S. C. Douglas and Dr. J. W. 
B'gger), 44 

Serum-therapy of gas gangrene, 249 
Services, deaths in : Surg.-Gen. C. Planck. 

I. M.S. (ret), 341; Surg.-Gen. W. G. Blrrell, 
A.M.S., 341 

Services, naval and military, medical. 28,64, 
93, 128, 158. 184. 220. 250. 340. 374. 403, 440. 
474, 506, 539, 568. 604, 660. 684. 725, 761, 799, 
832, 862, 897; Indian, 129, 250, 341, 375, 403, 
474,604. 650, 725. 761 

Sewell, Capt. P. B., Australian A.M.C. (see 
Obituary of the war) 

Sex, Physiology and Psychology of. Introduc¬ 
tion to (Dr. S. Herbert) (review). 359 
Sexual complement, the (leading article), 674, 
724 

“8exual perversion." 56,125 
Shannon. Lieut. P. K., R.A.M.C. (see Obituary 
of the war) 

Shaw, Dr. L. E., medicine and the State. 87 ; 

future of the medlca' profession. 252. 472 
Shaw, Dr. W. F., (1) inversion of uterus ; (2) 
ectopic gestation. 572 
Shaw, Maj. J. J. M.. gunshot wounds. 390 
Shearman, Capt. C. H., and Capt. J. G. 
Willmore, differential diagnosis of the 
dysenteries, 200 

Shell shock, treatment (Maj. W. Brown), 197; 
cases, new hospital cases, 470; prodromata 
of (Col. W. A. Turner), 615; treatment 
(Py Q), 653 

Shipway. Dr. F. E., spinal anaesthesia, 861 
Shock, primary cause of. 53; in burns and 
scalds, 132; and muscular autolysis, 178; 
shell, treatment (Maj. W. Brown), 197; 
shell, prodromata of (Col.W. A. Turner), 615 ; 
treatment (Py Q), 653 

Short, Dr. A. R., Index of Prognosis and End- 
Results of Treatment, second edition. 1918 
(review*, 359 

Sidmoutb Isolation Hospital, meeting. 533 
Silberstein, Dr. L., Simplified Method of Trac¬ 
ing Rays through auy Optical System 
(review), 820 

Sillar, Capt. R. A., Australian A.M.C. (see 
Obituary of the war) 

Similar treatment for similar employ. 57 


Siramlns. Surg.-Lieut. A. G.. and Surg.-Lieut. 
E. Bayley, polio-encephalitis treated with 
novarsenobillon. 519 

Simpson. Dr. A. M. t and Mr. E. R. T. Clarkson, 
treatment of gonorrhoea, 731 
Sims. Dr. C., and Dr. H. E. Whittingham. 
bftcteriolog\- and pathology of “ influenza,” 
865 

Sinclair, Lieut. D. W., R.A.M.C. (see Obituary 
of the war) 

Singer. Mrs. D. W., “ a medlicval medical 
author.” 612 

Skin. Diseases of (Prof. M. H. Hartzell) 
(review ), 671 

Skin lesions during tuberculin treatment (Dr. 

A. G. M. Grant), 15; disease a^d lice (Capt. 
J. F. Smith) 106; grafting, 183; diseases 
produced by lubricant. 464 

Skirving, Dr. R. 8., advances In treatment of 
fractures, 830 

Slater, Dr. G., mucoid forms of bacteria, Louis 
Jenner's work. 183 

Sluss. Dr. J. W.. Emergency Surgery, fourth 
edition (review ), 745 
Small-pox danger (leading article), 211 
Small-pox in Suffolk, reported deaths (PyQb 
62 ; in the field, recent epidemic (Lieut. G. H. 
Mead), 206 outbreak in Texas, 854 
Smith. Capt. C. H.. Canadian A.M.C. (see 
Obituary of the war) 

Smith. Capt J. F.. lice and skin disease, 106 
8mitb, Mr E. J., Race Regeneration (review), 
392 

Smith, Mrs. A H., beer and scurvy, 813 
Social Life in Britain from the Conquest to 
the Reformation (Mr. G. G. Coulton) (teview), 
146; insurance in Germany, 429 
Social study and research, 364 
Soci^tc de Biologie, Paris (see Medical Societies) 
Society of Medical Officers of Health and the 
Public Health Service (medical reconstruc¬ 
tion), 599. 649 
Solanlne poisoning, 508 

Soldiers, lunatic, asylum treat ment (Py Q),223 
Soltau. Col. A. B., trench fever cachexia, 893 
Sons of medical men, casualties among, in the 
war (see Sons under War); of medical men 
(see Casualty lists under War) 

Sorapure. Dr. V. E. t blood pressure and 
physical fitness of the soldier, 841 
Sores, septic, and Nile boils (Dr. II. W. Crowe), 
647 

Soto), 672 

“Spanish influenza," bacteriology of, 177; 

morbid anatomy of (Capt. E. R. Hunt), 419 
Spastic paraplegia, new reflex sign, 254 
Spence, Dr. R. W., death of 223 
Spencer, Mr. W. G., Caesarean section three 
times in the same patient, 778 
Spengler. Dr. C., “I.K.” treatment in tuber¬ 
culosis, 789 

Spensley. Capt. F. D., R.A.M.C. (see Obituary 
of the war) 

Sphagnum moss for surgical dressings, 403 
Spicer, Mr. W. T. H., changes in the cornea 
following inflammation, 670 
Spinal analuesla in gymicologv, routine use 
(Dr. N. Mahfouz Bey). 141, 150; ann-sthesia. 
present position, 819, 861 
Spinal cord, mass-reflex in in juries of (Dr. G. 
Rlddoch). 839 

Spirochseta eurygyrata in man, 114 
Spirocha-tal bronchitis. 246 
Splrocbatosis icteroh;omorrhagica (Maj.-Gen. 
Sir B. Dawson), 575 

Spittel. Mr. R. L-. Preliminary Course of 
Surgery (review), 746 
Spolia opima, 594 

Spriggs. Dr E. I., 41 Fi nd and How to Save 
it, 399 ; examination of vermiform appendix 
by X rays, 708 

Spurrell, * Capt. H. G. F.. R.A.M.C. (see 
Obituary of the war) 

Stanley, Capt. J. A., R.A.M.C. (see Obituary 
of tbe war) 

Stannoxy], 16; treatment of staphylococcal 
infections by (Capt A. Compton), 234 
Stansfeld, Dr. A. E , obituary, 794 
Staphylococcal infections, treatment by 
stannoxy 1 (Capt. A. Compton). 234 
Staphylococcus phlebitis (Mr. C. W. Glttena), 

Starling. Prof. E.Ii., natural science in educa¬ 
tion, 365 

Starr, Mr. V. H., death of, 59 
Stasis, Intestinal, chronic (Sir W. A. Lane), 
416, 472, 5^5, 538 

State Medical Service, case for, re-siated (Prof. 

B. Moore and Mr. C. A. Parker). 83 

State, the. and research (leading article), 361 ; 
and war damage. 636 

Steel. Capt. J.. M.C., R.A.M.C. (see Obituary 
of the war) 

Stenosis, pyloric, congenital, 371 
Stephens. Mr W. J., death of. 884 
Sterilisation of infected wounds. 123 
Stethoscope, monaural, Improved, 110 
Stewart, Dr. H. M., and Dr. E. P. Poulton. 
repeated cessation of heart beat, 738 
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Stewart, Dr. R. R. M.. cerebellar syndrome 
following heat-stroke, 561 
Still, Prof. G. F., cceliac disease. 163, 193. 227 
Stoker, Maj. G.. treatment of Influenza, 644 
Stopes, Dr. Marie, Married Love, a New Con¬ 
tribution to the Solution of Sex Difficulties 
(review). 886 

Stopford, Dr. J. S. B., pathological diagnosis in 
gunshot injuries of peripheral nerves, 445 
Strangeways, Dr. T. S. P., morbid anatomy 
and histology of rheumatoid arthritis, 628 
Strebel, Dr. J., observation of living nerve 
fibres of cornea, 714 
Strike, threatened, in an asylum. 442 
Stuart-Low, Mr. W., symmetrical lupus 
erythematosus, 882 

Students' Guide (Session lyl8-1919), 263 
Student’s Life at Edinburgh in the 
“Seventies ” Reminiscences (review), 820 
Students, medical (Py Q), 93; supply of, 113; 

women, at University College Hospital, 190 
Study of clinical medicine (leading article), 
259 

Stupor, delirum, and amnesia (Col. \V. A. 
Turner), 613 

Style, Dr A. H., medical demobilisation, 722 
Sundell. Capt. C. E.. sensory changes in dia¬ 
gnosis of trench fever, 538 
Suprarenal inefficiency, Sergent’s “white 
line” in, 713 

Surgeons. British, some early, 542 
Surgery, War, from Firing Line to Base (Mr. 
B. Hughes and Mr. H. S. Banks) (review), 
709; Emergency (Dr. J. W. Sluss. fourth 
edition (review), 745; Preliminary Course 
of (Mr. R. L. Splttel) (review),746; minor, in 
the forecastle, 766; military, of the lung, 
849 c 

Surgical Therapeutics and Operative Technique 
(Dr. E. Doyen) (review). 522 
Sutherland, Dr. G. A., Sir W. A. Lane, and 
Mr. Joynson-Hicks, M.P., medical service of 
the R A.F , principles of promotion, 679, 722; 
medical examination of aviation candidates, 
803 

Sutherland, Dr. H., colonies and aftercare, 
343 

Sykes, Maj. H. W., R.A.M.C. (see Obituary of 
the war) 

Symns, ■ apt. J. L. M.,- and Maj. A. F. Hurst, 
rapid cure of hysterical symptoms in 
soldiers, 139; treatment of war neuroses, 
341 

Symonds, Dr. C. P., nephritis in relation to 
influenza, 664 

Symptoms, the Basis of, Principles of Clinical 
Pathology (Dr. L. Krehl), third American 
edition, seventh German edition (review), 
108 ; and their Interpretation (Sir J. 
Mackenzie), third edition, 1918 (review), 
108 

Syphilis, ante natal and post-natal, treatment 
(Mr. J. Adams), 707, 770; among infants, 
prevention of 890 

Syphilis, Paludlsuae, Amibiase : Traltement 
Initial et Cure de Blanchlment (Dr. P. 
Kavaut) (review), 850 


T 


Tawse, Mr. H. B., and Mr. J. Mackie. the late 
Mr. W. M. Willis, of Nottingham, 220 
Taylor. Capt. R B., M.C., R.A.M.C. (see 
Obituary of the war) 

Taylor, Col. W., military surgery of the lung, 

Taylor, Lieut. D., R.A.M.C. (see Obituary of 
the wa») 

Teac her, Prof. J. H.. and Capt. A. M. Kennedy, 
meningitis caused by the Micrococcus flavus , 
422 

Team-work. 184 

Technical re education in Italy (Prof. E. Levi), 

Teeth formation, influence of diet on (Mrs. 
May Mellanby), 767 

Teg^art. Capt.. J. C. T., R.A.M.C. (see Obitu¬ 
ary of The war 

Tennent. Maj B C.. M.C. and bar, R.A.M.C. 

(see Obituary of the war) 

Testimo ials. value of, 430 
Tetanus, Abnormal Forms (M. Courtois-Suffit 
and id. R. Giroux) (review , 208 
Tetanus, w hat the war has taught, us (Louis 
Bazy). 523; consecutive to superficial wounds 
and tr* nch foot, treatment and prevention, 
(Prof. Raymond). 526 

Thatcher, Capt. F. G., M.C., R.A.M.C. (see 
Obituary of the war) 

Thermometer for the blind, 96 
Thermometry accurate clinical, 530,574 
Thompson, Mr. W. R.. Surg.-Lte ,t Com. P. 
Fllde**, and Surg.-Lieut. S L. Baker, patho¬ 
logy of present influenza epidemic, 697 
Thompson Sir W. H., death of, 631 
Thomson, Capt. D., new method of preparing 
gonococcus antigen, 42 


Thomson, Capt. J. G., and Capt. L. F. Ilirst . 
macroscopic and microscopic methods of 
diagnosing amoebic and bacillary dysentery, 
448; types of dysentery bacilli isolated, 449; 
amoebic dysentery, 451 

Thoracoplasty, the scapula in, rule of (Capt. 
J. B. Adams), 351 

Thorax, gunshot wounds of (Dr. J. A. Wilson), 
102 

Tbyrea and Other Sonnets (Mr. J. Ferguson) 
(review), 423 

Thyroid and Thymus (Dr. A. Crotti) (review ), 
459 

Tibbetts, Dr. T. M.. The Panel Doctor, His 
Duties and Perplexities, second edition, 1918 
(review), 80 

Tilley, Mr. H., acute osteomyelitis of right 
temporal bone,882 

T.N.T. in urine, modification of Webster's test 
(F. Tulin), 554 

Todd. Dr. Margaret. Life of Sophia Jex-Blake 
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OH 

SOME ASPECTS OF 

MATERNITY AND CHILD-WELFARE 
WORK. 

Delivered before a Conference of County and Local Sanitary 
Authorities of the County of Durham on June 22nd, 19IS, 

By ARTHUR NEWSHOLME, K.C.B., M.D., 

MEDICAL OFFICER TO THE LOCAL GOVERNMART BOARD. 


Mr. Ch airm an and Gentlemen,— Conferences of sanitary 
authorities like thi9 which you have asked me to address 
give valuable opportunity to exchange experience and pro¬ 
grammes for extended work ; and, as representing the 
department of the Government which is chiefly concerned 
in stimulating maternity and child welfare work, and — to 
ase a recent phrase of Mr. Hayes Fisher — in “fertilising it 
by grants,” I welcome the opportunity of setting forth some 
general considerations on the subject and of learning from 
the local experience of members of the Conference. 

Infantile Mortality in Durham. 

Although this ra*y be tedious to those who fail to appreciate 
the value of a quantitative statement of experience, let me 
first indicate to you how Durham stands in regard to infant 
mortality, with which, I need hardly remind you, is asso¬ 
ciated on a much larger scale even more serious loss of local 
aad national health and efficiency. And, in order that we 
may begin on a hopeful note, let me first state the improve¬ 
ment in the administrative county of Durham as compared 
with the average experience of England and Wales aud of 
New Zealand, a happy country whose white population has 
been planted within the memory of living man, and which 
has no evil inheritance from the eighteenth and nine¬ 
teenth centuries of crowded towns, of huddled industrial 
villages, and of slum areas. 


Table I. — Average Infant Mortality per 1000 Births. 


1 

Administrative 
County of Durham. 

England and 
Wales. 

New 

Zealand. 

1896-1900 

1911-1915 

169 

134 

156 

110 

80 

53 

Percentage improve- ( 
Bent in 15 years ... S 

21% 

30% 

33% 



Although the figures in Table I. give encouragement they 
iow a less favourable record for England and Wales and 
still less so for the county of Durham than for New Zealand, 
as the possibilities of reducing a high death-rate are much 
greater than when, as in New Zealand, the death-rate has 
been relatively low throughout. It is evident that much 
work needs to be done before we can reach the favoured 
position occupied by New Zealand. The fact that in 
oounties each as Oxfordshire the infant death-rate in 1915 
was70, and in Berkshire and Herts 71, while in an industrial 
town like Coventry it was as low as 89 per 1000 births, and 
that in areas such as these the death-rate continues to decline, 
shows that the task before us is not insuperable. 

Unsatisfactory Position of Durham. 

So much for the past. The picture of Durham’s position 
when compared with the current average experience of 
England and Wales is less satisfactory. In this average 
experience is included that of counties occupying, like 
Lancashire, Glamorganshire, Staffordshire, and Northumber¬ 
land, of which the best that can be said is that their 
position is not quite so unfavourable as that of Durham : 
and were these counties excluded from the comparison, the 
terrible position of Durham in regard to infant mortality 
would be more fully revealed. 

Confining ourselves, however, to the comparison with 
England and Wales as a whole, and considering only the 
figures given in the la9t 9ix annual reports of the Registrar- 
General, the excess of loss of infant life in the county of 
Durham is shown in Table II. 
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Table II. —Geographical County of Durham : Aggregate 
Experience of Six Years , 1911-16. 


- 

Total deaths 
under 

1 year of 

age. 

These deaths weie in 
excess of tne number 
that would have 
occurred had infants 
in Durham shaded the 
average experience of 
England and Wales 
by- 

Per 

centage 

excess. 

Administrative county 
(excluding Darlington) 

21,648 

4,181 

24 

Darlington . 

981 

2 

25 

Gateshead . 

2,813 

553 

South shields . 

2.563 

422 

20 

Sunderland. 

3 712 

761 

26 

West Hartlepool. 

1,331 

171 

15 

Entire geographical 
county. 

33,048 

6.090 

- 


That is, on an average 1000 deaths of infants have 
occurred every year in the geographical county of Durham 
which would have been avoided had Durham shared 
the only mediocre experience of England and Wales 
as a whole, or that of the town of DarliDgton^ within 
its own borders. I leave it to the medical officers of 
health of each constituent part of the county to explain 
to yon in detail that this excessive mortality is much 
greater in some than in other parts of the county, and to 
remind you that no inhabitant of a district, either in 
Durham or elsewhere, which enjoys a relatively low infant 
mortality will be able to say that there are not within its 
borders “pockets ’—streets or areas—which are unnecessary 
death-traps for infants living in them, and in which inten¬ 
sive child-welfare work is not able still further to reduce 
infant mortality, and the even more serious sickness of 
infancy and consequential adult inefficiency. 

Causes of Excessive Infant Mortality in Durham. 

I do not propose to pursue further my comparisons for 
each of the county boroughs, but for the administrative 
county let me state the following additional facts showing 
some of the more potent causes of excessive infant mortality 
(Table III.):— 

Table III. — Administrative County of Durham: Experience of 
Six Years 1911-16. 


- 

Total deaths 
under 

1 year of 
age. 

These deaths were in 
excess of the number 
th*t would h*ve 
occurred had Infanta 
in Durham shared the 
average exp- rience of 
England and Wales 
by- 

Per 

centage 

excess. 

Congenital debility, Ac. 

7635 

1661 

28 

Diarrhoea . 

5476 

3452 

172 

Pneumonia . 

2028 

265 

15 

Bronchitis . 

1812 

477 

36 

Whooping-cough. 

758 

107 

17 

Measles .. 

567 

125 

28 


Evidently the causes of death included under the first 
heading above (including congenital malformation, prema¬ 
ture birth, infantile debility, and marasmus, &c.), and which 
usually end fatally within a month of birth, are largely 
accountable for the excess. Bronchitis and pneumonia are 
also excessive ; but diarrhoea is the most important disease, 
the combating of which will secure the largest saving of 
child life. 

Insanitary Conditions Calling for Reform. 

It is necessary that I should relate this excessive 
diarrhoeal mortality with the excessive prevalence of 
enteric fever in Durham. Dr. Wheaton’s report on enteric 
fever in Durham, published by the Local Government 
Board in 1911, still deserves perusal ; and I have to state 
that recent experience of enteric fever, although greatly 
improved, shows that in Durham the risk of acquiring and 
of dying from enteric fever is still twice or three times 
as great as for England and Wales as a whole. Putting 
it on the lowest basis, past experience of this disease 
represents a serious financial loss to the county — in 
wages, in cost of medical attendances and nursing, in 
cost of funeral expenses, and in loss of accrued economic 
A 
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value of individual lives, which for the whole county 
on a low estimate must have exceeded half a million 
sterling annually; and if to this be added the cost 
of excessive infant mortality and sickness this sum will 
easily be doubled. If this money were spent on essential 
sanitary reforms in every village and town in the county, 
and if with this was associated an active awakening to the 
parallel need for improved personal hygiene, there is no 
sufficient reason why the infant mortality in the county of 
Durham should not fall rapidly below the present average 
rate for England and Wales. 

Before I pass from this part of my subject let me 
enumerate the worst features of insanitation still prevail¬ 
ing, though in less degree than in the past, in some of the 
densely populated mining villages and towns of Durham. 
These comprise unpaved and undrained streets and back 
yards, imperfection of scavenging and excrement removal, 
privies persisting where water-closets are practicable; all 
implying the blowing into the dwelling of dry excremental 
spillings and deposits, and their conveyance indoors by hies 
and on the feet and hands of children and adults. I ask 
the medical officers of health here present whether the state¬ 
ment in my preface to the report already quoted was not 
justifiable that the extremely filthy domestic arrangements 
by which excremental matters are retained in the immediate 
neighbourhood of dwellings are “deplorable insanitary 
conditions urgently calling for reform.” 

Housing Accommodation. 

If .1 do not mention in detail the unsatisfactory housing 
in a large part of mining Durham, it must not be assumed 
that I underrate the importance of improvement in this 
respect. Durham and Northumberland have the worst 
housing in the country. In Durham, out of every 100 total 
dwellings at the last Census, 22 were found to comprise only 
two rooms as compared with 8 3 for England and Wales, and 
27 of three rooms as compared with 14 for England and 
Wales ; and the proportion per cent, of the total population 
living overcrowded, in the sense that there were more than 
two persons to a room, was 28-5 in the county as compared 
with 91 for England and Wales as a whole. It is legitimate 
cause for surprise that organised miners have not hitherto 
insisted on better housing conditions, and required, even 
though this implies higher rents, a minimum of sanitation 
and housing for their wives and children. Such a minimum 
standard would insist on domestic conditions now too 
seldom secured by miners earning high wages. Meanwhile 
the wives of miners and their families, who constitute by far 
the largest proportion of the total population of Durham, 
suffer in health from the inability or unwillingness of the 
miners to release themselves from the degraded housing con¬ 
ditions associated with the “ free ” houses of inferior quality 
commonly supplied by colliery owners, and from the defects 
of municipal sanitation the continuance of which it is well 
within their power to prevent. Could any of us secure a 
more favourable record of sickness and death for our 
children than holds good for the families of a large pro¬ 
portion of wage-earners in Durham and elsewhere if our 
houses had no larder for food, no sink, or a sink without hot 
water-supply over it, if the backyard and front and back 
street were unpaved, and if a malodorous ashpit and privy 
were in the near vicinity of the dwelling ? Before we lay chief 
stress on ignorance and carelessness, it is our duty to ensure, 
so far as our individual power goes, that the local council 
and the landlord of the house are supplying the rudimentary 
needs of sanitary living. 

It is the lack of these elementary requirements that is 
largely responsible for the excessive diarrhoeal mortality and 
the excessive mortality from bronchitis and pneumonia in 
the county of Durham ; and I have shown elsewhere that it 
bears no inconsiderable part also in causing excess in the 
death-toll during the first month or two after birth. 1 

Relations op Sanitation and Personal Hygiene. 

I have thought it necessary to set out at some length a 
statement of the insanitary conditions, on the remedying of 
which depends largely the success of efforts at personal 
hygiene. This does not mean that the efforts to promote 
personal hygiene—the struggle towards personal and 
domestic cleanliness (almost in the surgical sense) which 
this implies—will not, even under adverse circumstances, 

1 Page 38, First Report on Infant and Child Mortality, Cd. 5263. 


succeed in improving the prospect of healthy childhood. 
The possibilities of such success are, however, multiplied 
manifold when the minimum conditions of municipal and 
domestic sanitation are fulfilled ; and it is in this connexion 
particularly that the medical officers of health and sanitary 
inspectors of each of the urban and rural authorities within 
the county of Durham can render possible a rapid improve¬ 
ment in child hygiene. 

This is not the only channel in which combined 
district and county work should run. There is always 
risk, but avoidable risk, when two sets of authorities are 
concerned in a given task that one or other will lose 
interest in it. In the county boroughs this difficulty does not 
arise ; and in the administrative county of Durham, with a 
county medical officer of health of supreme ability and 
possessed of great tact and judgment, its possibility is 
minimised ; but there is often reason to regret that district 
and county activity in child-welfare work is not more equally 
developed and balanced throughout the country and that 
district and county authorities are not in more regular and 
systematic cooperation than at present. There is good reason 
for allowing the county council to arrange health visiting and 
to organise nursing facilities for districts with a population 
below 20,000 ; but the prevention and treatment of infectious 
diseases, including enteric fever, diarrhoea, and measles, the 
promotion of domestic cleanliness and sanitation, the 
improvement of housing conditions, rest chiefly on the 
district staff, and it is only when district and county medical 
officers of health, sanitary inspectors, and health visitors 
actively cooperate—and, may I add, when county and district 
councils abandon any latent or open antagonism—that rapid 
success in saving child life can be ensured. 

Welfare Work. 

The achievement of the sanitary minimum of healthy 
family life, then, depends in the first instance on municipal 
and district sanitation and reasonably good housing. This 
implies, as I have already suggested, convenient and labour- 
saving arrangements for personal and domestic cleanliness 
and for the storage of food. 

“ Home-helps .” 

The next great need is domestic assistance for the wife or mother, 
when without this her own or her children’s health are likelv to suffer. 
With this object in view the Board have decided to extend the scope 
of their 50 per cent, grants by including the provision of ** home-helps " 
in suitable cases during the lying-in period. The avoidance of over¬ 
fatigue and anxiety at this period is essential, and the assistance of 
neighbours is not always available. The Board similarly are encouraging 
experiments in paying for the maintenance away from home of the 
older children during the same period. This is in addition to the 
already available grants of one-half of the cost of provision by the local 
authority of the cost of a midwife, or of a doctor called in to assist the 
midwife, or of a maternity nurse. 

The Organisation of Nursing Facilities. 

I have already referred to the excessive mortality from diarrhoea and 
from measles and whooping-cough in Durham. Even when measures 
to prevent attack have failed, measures to prevent death from an 
attack may succeed, and this branch of public health work until 
recently has been almost completely unexplored so far as domiciliary 
treatment is concerned. 

I hope that very shortly public opinion everywhere will require 
sanitary authorities to provide nurses for every case of sickness needing 
it. For the above-named diseases, for ophthalmia neonatorum, and for 
illness connected with pregnancy and parturition, half the cost of 
nursing provided by or on behalf of the local authorities will be 
refunded by the Local Government Board. Sanitary authorities need 
not, however, stop at these diseases, but can, with the Board’s sanction, 
provide home nursing for the poorer inhabitants of their districts 
in other cases under the powers given by Sec. 133 of the Public Health 
Act, 1875. Skilled nursing In illness is one of the most efficient means 
of relieving the over-burdened mother. In measles experience in many 
areas is already showing Its high value in the saving of life, and I trust 
that through the county or district nursing associations or otherwise 
this will ere long be organised in Durham. 

Until recently the county of Durham has had no county, and but few 
district, nursing associations, and thus in respect of the organisation of 
nursing facilities has been in a less favourable position than any county 
having a similar population. The proposals for the provision of such 
a service constitute a great step forward in local sanitary efficiency, 
and I hope that ere long a fully organised service of county and district 
nursing associations will be in a position to provide in Durham 
midwives and maternity nurses where required, working in close 
association with the councils of the county and county boroughs. 

Health Visitors. 

A service of health visitors is indispensable in securing a good 
standard of (domestic hygiene, and it is unnecessary that I should 
enlarge on this branch of work, which is already developing in 
Durham, both in the administrative county and the five county 
boroughs, with one exception, on the advice of the active and pro¬ 
gressive medical officers of health of these boroughs. I may, however, 
draw attention to the fact that although the Board—in view of the 
need for home visitation up to school age-has considered that there 
should be one health visitor to 400 births, the proportion in the 
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geographical county as a whole is only 1 to 1100 births. Gateshead 
•till has not started on this essential work, and in West Hartlepool and 
South Shields there is only the equivalent of one health visitor to 1500 
or 1600 birth9. The administrative county has the equivalent of one 
whole-time health visitor to about 1100 births. 

Maternity Haynes: Child Welfare. 

One result of bad housing conditions in Durham is that confinement 
has to take place in a house which commonly has only one bedroom, or 
at most two. A partial remedy for this is better housing; but even 
when this is available, in many cases the mother does not secure at 
home as good a prospect of healthy recovery as in a maternitv home. 
The B >anTs grants are available for such homes ; and I look forward to 
the time when each area will have such a home, ensuring for the 
mother and tne newly-born -infant who need this assistance the best 
possible start in their next year's joint life. 

In addition to child welfare centres with adequate antenatal and 
infant consultations the Board’s grants are now available also for 
hospitals for children under 5, not Including ordinary infectious 
diseases, but including epidemic diarrhoea; and for creches provided 
by local authorities, for convalescent homes after confinement, and for 
children after recovery from illness. Even more important, the B «rd 
are now able to promise grants for the maintenance of the infants of 
widowed, deserted, or unmarried mothers along with their infants in 
special homes or otherwise. The object of the last-named grant is the 
moral and hygienic gain both to the mother and infant which can only 
be secured by keeping them together 

I may add that one item of the new-regulations of the Board promises 
grants for “experimental work for the health of expectant and nursing 
mothers and of children under 5 years of age ca-ried out by local 
authorities or voluntary agencies with the approval of the Board.” This 
sufficientlyshows the desire of the Board to aid progress by local experi¬ 
mentation on promising lines, and I trust that both local authorities 
and voluntary agencies will share in such experimental as in the general 
work of child-welfare. 

Voluntary Efforts. 

It will be a misfortune if local authorities lose the assist¬ 
ance of non-official voluntary agencies. There is need to 
bring every influence to bear, and to interest all social 
workers in the cause in order that the best results may 
be obtained. There is no valid ground for contrasting 
official and voluntary work as regards efficiency and 
sympathy. Either or both of these may be perfunctory, 
irregular, incomplete, and lacking in insight; and both of 
them happily often display the opposite qualities. If the 
way for one is not open the other should be adopted ; and 
voluntary beginnings have repeatedly shown the way to 
municipal effort on a larger scale. 

An Appeal to the Public Conscience. 

To act helpfully we must know thoroughly the conditions 
and causes which have hitherto been producing excessive 
sickness among mothers and children. No member of a local 
authority in Durham can now plead ignorance when called 
to render his account for evil conditions and avoidable 
sickness and deaths due to the default of his colleagues 
and himself. The reports of the local and the county medical 
officers of health, of Government officials, and now the state¬ 
ments in this address make clear the responsibility of district 
and county councillors and of owners of property. They make 
eqaally clear the duty of husbands and fathers to arrange 
that their wives and children receive more adequate and 
better medical, nursing, and domestic assistance than is now 
secured, and to insist on obtaining and being willing to pay 
the rental of better houses. All this will cost money. Bat 
sickness costs more money; the industrial and social 
inefficiency of adults resulting from illness in childhood 
oosts still more money. Health, when we have paid for it, 
is always cheaper than disease; and within limits we can 
have as much health as we. are prepared to pay for. 

We should be prepared to do this, not merely or chiefly 
because it is economically sound, but because we are our 
brother’s keeper ; we are members one of another. “ It is 
not the will of your Father that one of these little ones 
should perish.” But at least 1000, in reality many more, 
infants perish unnecessarily every year in the county of 
Darham. How soon will the indifference of a majority of 
local councillors, of the general public, and of parents them¬ 
selves be broken down, and the public conscience call for 
the easily attainable cessation of the present Herodian 
sacrifice of child life ? 


Queen’s University of Belfast.—A corre¬ 
spondent writes: “Arrangements are being made for the 
appointment of a professor of anatomy in place of Dr. J. 
Svmington, resigned. The salary will be £1000, with a 
retiring pension. The results of the summer matriculation, 
btished last week, show that out of 310 candidates 
passed. Such an extraordinarily large percentage of 
rejections indicates either (a) an unusually high university 
standard, or ( b ) poor school teaching, or (c) an inferior type of 
students. The matter is naturally being much discussed.” 


INFANT MORTALITY AND THE EDUCATION 
OF THE MOTHER: 

A CRITICISM OF THE REPORT OF THE MEDICAL RESEARCH 
COMMITTEE. 

By H. W. POOLER, M B. Birm., 

MEDICAL OFFICER TO INFANT WELFARE CF.NTRKS, DHRKTSHIRE 
COUNTY COUNCIL. 


The report of Dr. W. A. Brend and Dr. Leonard Findlay to 
the Medical Research Committee of the National Insurance 
Commission, issued in August, 1917, 1 is one that should have 
most careful consideration from all interesting themselves in 
saving infant life, and particularly from those engaged in 
one of the principal phases of that work, the education of 
the mother, whether by means of house-to-house visiting or 
through the agency of infant consultations, schools for 
mothers, baby welcomes, and the like. 

Main Conclusions of Report. 

Findlay, by means of a chart of infant mortality in 
England, Scotland, and Ireland dating back to 1864, attempts 
to show that the fall in mortality in the last 20 years is 
independent of the educational methods of about the same 
period, and as a matter of fact began before those methods 
could have had any influence at all. 

Brend compares the infant mortality of typical agri¬ 
cultural districts with that of the large towns. He shows, 
first, that the mortality in the first month after birth (about 
one-third of the whole) is practically the same in two such 
districts, and is due to ante-natal causes, of which at 
present we have little knowledge, but which are equally 
operative in both town and country. He next points out 
that after the first month the mortality amongst infants is 
mainly a question of post-natal environment. By a process 
of exclusion of possible causes common to both town and 
country life he finally arrives at the conclusion that the one 
cause operating in the large towns and not existing in the 
country is pollution of atmosphere by dust and smoke, 
mainly, as one infers, from smoke. 

By this route he arrives at the same conclusion as Findlay 
—viz., that educational methods are only touching the 
fringe of the question and are of quite small importance 
compared with the clearing of slum areas and the abate¬ 
ment of smoke pollution. 

Some Authoritative Views. 

That the acceptance of this theory means nothing short of 
a revolution in our conception of infant welfare work can be 
judged from three quotations, out of many possible, from 
the writings of eminent authorities. Sir George Newman 
says :— 

“The environment of the inf-int is its mother; its health and 
physical fitness are dependent primarily upon her health, her capacity 
in domesticity, and ner knowledge of infant care and management." 2 

Concerning the excessive mortality amongst infants in 
slum areas the Report of the Interdepartmental Committee 
on Physical Deterioration states :— 

“ We shall not perhaps be far from the mark if in judging of the evil 
effects of bad housing and ol poor social conditions we give chief place 
to the laziness, want of thrift, ignorance of household .management, 
and particularly of the choice and preparation of food, filth, indiffer¬ 
ence to pa-ental obligations, and drunkenness which largely infect 
adults of both sexes and press with terrible severity upon their 
children." 3 

Lastly, the President of the Third International Congress 
on Infant Mortality in Berlin, 1911, Professor Dietrich, 
writes in the Handbook to the Congress :— 

“The most effective means of Instruction, according to the unanimous 
opinion of all experts, are the stations for the care of infants, after the 

model of the Infants Consultations . ‘Welfare’ stations take the 

first place, according to German experience , among the practical 
measures adopted for the protection of child life." 4 

The Campaign against Infant Mortality. 

As a consequence of the general consensus of opinion 
typified in the above extracts an enormous and increasing 
amount of work has been undertaken in the last 20 years, all, 
whatever its outward shape, having for its guiding principle 
the education of the mother and the improvement of the 
home. 

House-to-house visitation by experts and voluntary visitors has 
become the rule in almost every town and county in the kingdom ; 
Infant welfare centres, infant consultations, schools for mothers, baby 
welcomes, et hoc genus omne , have been established in practically 
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every district in England and Wales in which infant mortality can be 
said to ba in excess. Many thousands of pounds annually are being 
spsnt on tuis work from Government, county, municipal, and philan¬ 
thropic sources, and enormous voluntary and paid effort is being 
put forth. 

At the time of writing I have before me a record of close on 300 
public authorities which are carrying on infant consultations and the 
like, an i a further list oi nearly 600 phiUnthr pic societies doing a 
similar work ; and this in England and Wales only. As many of these 
authorities or societies have more than one centre it is probably a 
modest estimate to say that there are now at least 1200 centres with a 
clientele of well over 150,000 children. 

Is all this to be incontinently scrapped ? If the sugges¬ 
tions of Brend and Findlay are founded on a firm basis, that 
is the question which we have to ask ourselves. If their 
chain of reasoning is strong in every link and their con¬ 
clusions unassailable, a review of our position and a radical 
change in our theories and methods are inevitable. 

But are they so unassailable ? I venture to think that the 
facts on which their argument is based, and the processes by 
which thay arrive at their conclusions are singularly weak in 
certain directions, and by no means so convincing as under 
the circumstances we have a right to expect. 

Influence of Educational Measures. 

Take, for instance, Findlay’s Chart No. 1, showing the 
infant mortality for England, Scotland, and Ireland from 
1864 to 1914. Having pointed out how the variations on 
this chart singularly correspond in each country in each 
year and that a general decline set in about the year 1900, 
Findlay deduces from this that the special educational 
measures adopted in England can have had but little 
influence, since similar methods have been hardly begun 
even yet in Ireland, which shares, however, in the general 
improvement. 

I can hardly understand such a deduction being legiti¬ 
mately drawn from this chart. With the exception of 1880 
and the period from 1891 to 1900 the infant mortality in 
Ireland has hardly varied from its original level of 95 per 1000 
in 1864, and certainly since 1900 there has been no such rapid 
and consistent fall as that of the English rate. In 1914 the 
Irish rate was 19 per cent, below that of 1900, while in 
England and Wales it was 31 per cent, below 1900. 

In a recent address to the Royal Academy of Medicine in 
Ireland Sir W. Thompson, Registrar-General, stated that, 
comparing the periods 1866 70 and 1911 15 infant mortality 
in Ireland had fallen 4 percent., in Scotland 7 per cent., 
and in England and Wales 30 per cent. 5 

A striking feature of these curves is that right away to 
1908 the Scottish rate was consistently and often consider¬ 
ably lower than the English rate ; since 1908, with the 
exception of the year 1911 with a very hot summer, the 
Euglish rate has been actually lower than the Scottish rate. 

I think it is safe to say that in the last 10 or 12 years much 
greater strides have been made in educational infant welfare 
work in England than in Scotland. 

Incidentally Findlay’s chart can hardly be considered as 
supporting Breed’s theory as to the preponderating influence 
of smoke pollution. It can hardly be contended that there 
has been sufficient abatement of that evil in the last 20 years 
to account for the great improvement in the infant death-rate. 

But Findlay further points out that the improvement mani¬ 
fested since 1900 began something like 10 years before educa¬ 
tional methods were sufficiently universal to have made much 
impression. Here, I confess, he is on stronger ground. 
Apparently, however, he has overlooked the fact that an 
integral portion of the educational campaign is the training 
in housekeeping and baby management of the school-girl. 
Educational work of this type has been going on for 20 years, 
and has been pretty general in this country for at least 
10 years. Is it unreasonable to ascribe some portion of the 
improvement, at any rate, to this phase of the campaign ? 

Comparative Poverty in Town and Country. 

And now let us briefly review Dr. Brend’s argument also. 
As I have indicated, he compares the infant mortality in 
certain county boroughs of the north and in the rural dis¬ 
tricts of the south. Having enumerated the causes of ex¬ 
cessive infant mortality as given by Newsholme, he arrives, 
by a process of exclusion, at the conclusion that the one 
outstanding cause of mortality not common to town and 
country is the atmospheric pollution, mainly by smoke, 
existing in the urban areas. 

But his process of exclusion is, I think, open to very 
grave criticism, and many people will disagree with the 
dogmatic statements he makes. Take, for instance, his 


assertions as to the comparative poverty of the urban and 
rural labourers. He says (p. 8) that the wages of the 
agricultural labourer are the lowest paid iu the community, 
that the influence of poverty is felt most directly in housing 
and food-supply , and that it is impossible to say that in these 
respects rural districts are better off than towns. 

On this question of the comparative poverty of the town 
and country labourer we have little exact information. 
What we have to compare is the wage of the rural labourer 
and that of the unskilled and casual worker of the town 
slums, for it is amongst the latter class that the real excess 
of infant deaths takes place, and not amongst the skilled 
and respectable artisans of the better type of working-class 
neighbourhoods. Now, from my own personal expeiience 
as a countryman born and bred, who has spent most of his 
working years in a great town, I have no hesitation in 
stating that the average country labourer and his family 
are infinitely better off than the slum dweller and his 
dependents. 

Wages and Domestic Economy. 

It is not the gross wage that matters ; it is in the first place 
the net amount that reaches the housekeeper, and. in the 
second place, the use made of it. Within certain limits, a 
comparatively low hut regular weekly wage is better for the 
children than a variable or casual wage averaging a higher 
amount. 

Working at a large infant consultation in a slum district 
of Birmingham for many years, I have observed over and 
over again that the infant* of the low-waged but regularly 
paid railway goods porter or shunter was a better nourished 
and healthier child than that of the equally but less regularly 
paid unskilled or casual labourer, market porter, or the like. 

It is the irregular wage, not the low wage, again within 
limits, that makes housekeeping difficult and ultimately 
demoralises the housewife. Not that I maintain that low 
wages is not bad for the child ; the exact opposite is the 
case, as I have shown elsewhere.' 7 

Dr. E. W. Hope, medical officer of health of Liverpool, has 
quite recently said :— 

“The household is the ultimate agency oi distribution of economic 
wealth to individuals ; what tbe wage-earuer secures and the wife and 
children secure depends upon the efficiency of the use made of the 
income by the household. The home can be. in fact usually is. 
responsible for malnutrition and insanitary living, notwithstanding 
that liberal wages maj f be earned, from want of appreciation or know¬ 
ledge of the relative values in or methods of the preparation of foods 
or wasteful expenditure in valueless things—for example, alcohol. Too 
few women of the working-class households have sufficient knowledge 
to enable them to meet ordinary domestic demands.” 8 

It is in matters of these kinds that the family of the low- 
waged agricultural labourer is better off than the families of 
the slum-dwellers of the towns, or even than those of the 
comparatively high-waged, if less regularly waged, miner. 

Absence of Real Poverty in Rural Areas. 

But apart from the use of wages, is the family of the 
labourer dwelling in those parts of a town where excess 
mortality is rife really better off financially than the agri¬ 
cultural family ? While in Birmingham I carefully inquired 
into the financial means of all the women attending my 
consultation* — nearly 2000 in all. 

I found that in the years before the war 68*5 per cent, of these 
women were in poverty, according to Bowntree’s well-known standard, 
and 41 per cant, of the families hod an average weekly income of In Id. 
per person after rent was pdd. Only 31 5 per cent, were not In 
poverty, and this although Rowntree’a scale was by no means high 
and allowed for the “ barest necessities for pin s’cal efficiency." And 
this without gardens, pigs, poultry, and all the little extra perquisites 
which help on the rural labourer bo much. 

Can any rural district be compared financially with 
such an area ? In her summary of the report of the Royal 
Commission on the Poor-law Mrs. Bosanquet. dealing with 
pauperism and poverty in rural areas, writes of — 

•• The almost unvarying evidence we have received to the effect that 

in country districts there is little or no real poverty.” » 

That, for some reason or other, there is much malnutrition 
amongst the mothers Of the working classes in large towns is 
certain. I have known repeated cases of nursing mothers 
denying themselves essential food in order that their elder 
children might not go lacking. Dr. Duncan, late one of the 
medical officers for infant welfare work in Birmingham, 
states in one of her reports : — 

•• I have paid many unexpected visits to their homes and have found 
that many of the women were only having tea and bread and lard for 
breakfast and supper. In some cases the diet was even poorer. 


* The infant mortality In these families = 203; and in the ward 
generally for the five years ending 1910 = 205. 
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These were women who were being provided with dinners 
from philanthropic sources. Dr. Brend himself recognises 
this fact in his statements on p. 12 of his report when he 

writes:— 

“Asa class town mothers are less healthv and well nourished than 

country mothers" ; . “general malnutrition and poor physical 

development are widespread among mothers in the poorer parts of 

the towns." 

Influence of Income on Weight of Infant. 

That poverty, in its restricted primary sense of low 
income, has a very direct influence on even the breast-fed 
child I am convinced. I have shown elsewhere 07 that from 
three months onwards the breast-fed child in poverty is 
smaller than the breast-fed child not in poverty, and I here 
reproduce some of the tables on which I based this conclusion. 

Table I.— Show >• Average Weights oj Infants at Various 
Periods. Infants Grouped According to Poverty and Irre¬ 
spective of Mode of Feeding. 

Group A (l)—641 families with less than 2s. 6 d. per person. 

tf (2)—$31 families with 2s. 6 d. or over per person. 

Group B—493 families over Rowntree’s Poverty Line. 


- 

Average 

number 

in 

family. 

Average 

Income 

per 

person, 
less rent. 

Average weight of infants. 

At 3 
weeks. 

1 13 
weeks. 

26 

weeks. 

39 

weeks. 

52 

weeks. 

Group A (1) 
(2) 

Group B .. 

613 

51 1 
368 

U. Id. 
2s. Hid. 
4*. 11*4. 

!b. oz. 
8 1 

8 3 

7 154 

lb. oz. 

10 9 
10 10 

11 1* 

lb. oz 
.2 1 

13 14 

14 5 

lb. oz. 
15 114 

15 124 

16 11 

lb. oz. 
17 1 

17 8 

18 11 


Table II.— Showing Average Weights at One Year of Infants 
Grouped According to Average Weekly Income of Individual 
Members of Family A fter Rent is Paid. 


Income up to— 




1 Is. 

| 2s. 

3. 

*. 

4*. 

5s. 

Over 5s. 



lb. oz. 

jib. oz. 

ll>. 

oz. 

lb. oz. 

lb. oz. 

lb. 0 /.. 

Entirely breast-fed to 
months . 

six ( 

: 17 13 

18 0 

18 

13 

18 7 

18 124 

20 24 

Not entirely breast-fed 
six months. 

*\ 

15 11 

16 6 

15 

14 

16 64 

17 3 

17 9 

AH cases Irrespective 
feeding .. 


17 2 

17 4 

117 

11 

17 12 

18 0 

. 

18 44 


Table III. —Showing Percentages of Breast-fed Infants up to 
Standard Weight ( Neurman) in Groups Arranged as in 

TabU II. 


- 

| Is. 

2s. 

Incom< 

3s. 

i up to— 

4s. I 5s. 

Over 5s. 

At six months. 

At one year . 

53*5 

294 

46-5 

21 a 4 

58*2 

34-8 

54-2 1 60-6 
20-7 42*1 

61*7 

461 


Table IV.— Showing Average Weights oj Breast-fed Infants, 
Grouped According to Financial Position of Parents. 


! Average 
number 

1 in 
| family. 

Average 7 

income . 

per person, weeks 
less rent. 

13 

weeks 

26 

week- 

39 

weeks 

52 

weeks 

Group A— 

In poverty ... 1 5*7 

lb. oz. 
2s. Id. 8 2 

lb. oz. 
11 0 

lb. oz | 
13 15' 

!'b. oz. 
16 7 

lb. oz. 
18 0 

Group B — 

Nut in poverty 3 68 

4*. 1144. 8 0 

11 11 

15 6 

17 9 

19 14 


Breast-feeding and Infant Mortality. 

But when, in an endeavour to And whether the mortality 
wsls affected in a like degree, I inquired into the history of 
the older children of the mothers attending my consultation, 
I came up against the apparent paradox that whereas the 
phyaiqae of the child in poverty was less, the mortality under 
12 months was also less. This, prima facie , would lend 
support to Dr. Breed’s contention that poverty is not an 
important factor in the problem, but, to my thinking, the 
explanation is something quite different. The real explana¬ 
tion is that breast-feeding, is much more common throughout 
the first 12 months amongst the poorer mothers, as shown in 
Table V.« 


Table V. — Showing Method of Feeding Infants in Various 
Groups Based on Financial Position. 


- 

At 3 
weeks. 

13 

weeks. 

26 

weeks. 

39 

weeks. 

In poverty, f Breast-fed . 

Per oent. 
8974 

Percent. 

80*2 

Percent. Percent. 
74 4 67 0 

iower - Breast and bottle 

7 18 

150 

14 7 

19 15 

grade \ Bottle . 

308 

48 

10*9 

13 83 

In poverty, j Breast fed . 

higher - B>east and bottle 

98*2 

798 

63*8 

52*77 

— 

9*6 

9*6 

13*9 

grade 1 Bottle . 

1*8 

10-5 

26*6 

33*3 

v.n.f I., # Breast-fed . 

{' > Breast and bottle 

891 

70 7 

64*5 

58*0 

5*4 

120 

9*7 

15-0 

poverty f Bottle . 

5*4 

17 2 

25 8 

27*0 


The additional security from fatal disease given by breast¬ 
feeding is more than sufficient to counterbalance the lessened 
resistance which inevitably must accompany impaired 
physique. This is the true explanation of the well-known 
improvement in the infant death-rates during the Lancashire 
cotton famine and the siege of Paris ; death-rates which 
are often erroneously put forward as proofs of the small 
effect which poverty has on the chances of infant survival. 
Unemployment and increased privations in these two cases 
simply meant the return of the mother to the home, a greater 
percentage of breast-feeding, and opportunities for more 
domestic care and cleanliness on the part of the otherwise 
unoccupied housewife ; in other words, a higher standard of 
housewifery and mothercraft with its corresponding effect on 
the life of the child. 

It is evident to me that Dr. Brend’s attempt to eliminate 
poverty from the causes of excessive infant mortality by a 
comparison between town and rural conditions must fail, 
since be has signally failed to prove that there is a condition 
of poverty in rural areas at all comparable to that in the 
slum areas of the towns, which areas are mainly responsible 
for the high infant death-rate of those towns. 

Influence of Sanitary Conditions. 

And I believe that his contention that housing and 
sanitary conditions are as bad in the rural districts as in the 
towns and may therefore be eliminated is just as unsound. 
However badly constructed or defective a country cottage 
may be, however disgusting its immediate sanitary surround¬ 
ings, the salient fact is that these dottages are generally 
widely separate or at least semi-detached, and that it is 
always possible during part of the 24 hours for the infants to 
be right away from their noxious influence. On the other 
hand, in the overcrowded areas of large towns and in many 
mining villages it is a sheer impossibility for the infant to 
get away from the defects of his own immediate environment 
or that of his neighbours. 

For this reason bad housing and sanitary conditions in the 
town spell disaster to a far greater extent than possibly 
worse sanitary conditions in the rural districts. Housing 
conditions cannot be said to be so equalised in town and 
country as to be fairly eliminated, and Dr. Brend’s argument 
under this heading is, therefore, quite untenable. 

Industrial Employment of Women. 

Next in order Brend considers the effects of the industrial 
employment of women, and here, again, his argument is 
singularly weak. He quotes Dr. A. Greenwood, late medical 
officer of health of Blackburn, as follows : — 

“As a result of this Investigation (into the effects of industrial 
employment of married women) I came to the conclusion that no case 
has been made out for the further restrictive legislation In the 
prohibition of employment of women in the cotton mill9 0f Blackburn." 

But Dr. Greenwood went on to say :— 

“ OJ course l do not allege that industrial employment of women is 
harndess. It is certain that such employment interferes with breast¬ 
feeding and with the care of infants generally. At the sam« time, an 
expectant mother needs nourishing food, and great care should be 
exercised before anv steps are taken to diminish this f4>od-supply . 
Again, a mother who is feeding her infant mtunUIv als» requires 
nourishing food. At the same time, it is very regrettable that any 
means of bringing sufficient food into a family should be ass •dated 
with detriment to the infant.” ^ (The italics are mine in this aud 
following quotations.) 

Dr. Brend then goes on to quote Dr. Jessie Duncan, late 
medical officer to infant-welfare centres in Birmingham, as 
follows :— 

“ There was scarcely any difference in the weights of children w'hose 
mothers were Industrially employed and those whose mothers were 
not." 
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No one would be more surprised than Dr. Duncan to find 
that her valuable reports on infant welfare were being used 
to support a contention that the industrial employment of 
married women is a factor of small importance in the 
problem of child welfare. I was in close touch with her at 
the time of these investigations, and what she really did say 
was:— 

“ It will be seen that in the homes where acute poverty exists there 
is a marked falling off in the average weight of the baby whether the 

mother is industrially employed or not.It seems pretty certain that 

Industrial employment has* a bad effect on the infant mortality, 
principally because it interferes with breast-feeding. For this reason 
employment in a factory is more harmful than employment at home. 

But the influence of industrial employment is quite small when com¬ 
pared with the influence of acute poverty. It would seem therefore that 
in so far as the mothers’ employment reduces the acuteness of the 
poverty.it may even tend to improve the infant mortality. At any 
rate, it is doubtful whether any further interference with the employ¬ 
ment of married women would be at all beneficial as long as the acute 
poverty remains.” 1 * 

I venture to believe that if Dr. Brend had read the whole 
of Dr. Greenwood’s and Dr. Duncan’s reports he would 
hardly have ventured to quote from them in an attempt to 
eliminate both poverty and industrial employment from 
amongst the main causes of excessive infant mortality. 
And the same criticism applies to his quotation from Sir 
Arthur Newsholme’s report:— 

“ The most that can be inferred from the figures is that industrial 
employment of married women and widowed women cannot be 
regarded as, in itself, the chief cause of excessive infantile mortality." 

In close juxtaposition to the above words Sir Arthur 
Newsholme writes :— 

“ It would be folly to Infer that the industrial occupation of mothers 
is not a most injurious element in our social life. It may be. however, 

that under present conditions . the gain in diminution of poverty 

overbalances the serious injury due to the absence of the mother at work 
during pregnancy and after the birth of her infant. 

When tne statistics of large communities are considered, the evil 
effect of the industrial occupation of women is concealed by the pre¬ 
ponderant action of other maleficent influences. These may be 
classified, not without overlapping, under one or other of the following 
heads : 1. Crowding of persons on area. 2. Defects of domestic and 
municipal sanitation. 3. Domestic overcrowding and allied evils of 
housing. 4. Ignorance and fecklessness of mothers resulting in lack of 
mothering." 13 

The full quotations from these writers place the role of 
married women’s occupation in a very different perspective 
to that in which it was left by Dr. Brend’s emasculated 
excerpts. And there, I think, we may leave it. 

Question of Ignorance. 

The last point I can take up in this article is the question 
of ignorance. It may be true, as Dr. Brend says, that 
ignorance is as rife amongst the rural mothers as amongst 
those dwelling in towns, amongst the Connaught peasantry 
a9 amongst the artisans’ wives of Bradford ; on this question 
I have no exact information and venture no opinion, but if 
we substitute for the word “ignorance” in its limited 
application the much wider term of “ mothercraft, ” covering 
as it does many things besides mere ignorance, then I have 
no hesitation in saying that the infants of the agricultural 
classes are much better off than those in the towns. For 
“mothercraft” means carefulness, personal cleanliness, 
clean bedding, clean floors, proper storage and preparation 
of food—including milk—frugality, thrift, sobriety, early 
hours, and, above all, breast-feeding; and all these the 
country woman possesses to far greater extent than her sister 
in the slums. 

I have already remarked on the better condition of the 
infants of the railway workers at my old consultation in 
Birmingham compared with the children of the casual and 
other unskilled labourers living in the same district, in the 
same type of house, with the same sanitary arrangements, 
and in an equally “ polluted atmosphere.” One reason was 
the more regular wage of the father, but another reason was, 
I am convinced, the fact that practically all these railway 
workers were freshly recruited from the agricultural districts 
of Gloucestershire, Cheshire, Shropshire, Herefordshire, &c. 

Relative Frequency of Breast-feeding. 

As to breast-feeding, Dr. Brend says :— 

“There is no reason to suppose that It Is not as widely adopted in 
towns as In the country." 

This statement is open to very considerable doubt; my own 
impression is that rural mothers are more addicted to breast¬ 
feeding, and certainly to longer continued breast-feeding, 
than town mothers ; but again I have no definite data and 


refrain from dogmatism. But it is quite certain that breast¬ 
feeding is much more common and long-sustained amongst 
the Irish peasantry than amongst the dwellers in our English 
towns. In Liverpool, which contains a large population of 
low-class Irish, it was found— 

“That amongst the low-class English the loss of infant life is very 
much in excess of what it is amongst the same class of the Iri*h popu¬ 
lation, and the reason for this is that the Irish mothers suckle their 
infants much more commonly than English mothers of the same class. 
To this we ascribe the lower infant mortality from zymotio diarrhoea 
among the Irish population in Liverpool. 14 

Is there any reason to suppose that what is the rule 
amongst the Irish settlers in Liverpool is not the practice, 
and possibly to a greater extent, away in their original 
homes in the heart of Connaught and Munster? 

Character of Mother and Home. 

That the character of the mother and, through her, the 
home, has a most powerful influence on the life and physique 
of the infant I am sure. For some years I carefully analysed 
the case-papers of the children attending my Birmingham 
consultation with a view of testing this question. And, for 
the purposes of this paper, I have recently done the same 
with case-papers from the Baby Welcomes to which I am 
now attached in N.E. Derbyshire. 

The Birmingham infants—1051 in number—were classified 
according to the nature of their homes as to cleanliness, 
tidiness, and sanitary condition ; as to the apparent care 
given to their clothing and person ; the personal hygiene of 
the mothers and other children of the family; and the 
intelligence and willingness to learn of the mothers—in 
other words, as to the grade of “mothercraft” attained. 
The growth of the infants under such varying conditions 
was carefully noted, and inquiries were also made as to the 
life-history of other children of the same families. Table YI. 
shows some of the Birmingham results :— 


Table VI. 


— 

Bad 

homes. 

Fair 

homes. 

Good 

homes. 

Number of mothers. 

76 7%) 

334(32%) 

641(617.) 

Average number in families. 

5 - 5 

4*8 

Infant mortality amongst previous children 

222 

183 

130 

Fed on breast to 9 months, previous children 

79% 

71% 

74% 

Weekly income (less rent) for each member 
of family . 

2s. bid. 

3«.51d. 

3s. 8i d. 

Weekly rent. 

4 x. 1^. 

4s. 2 id. 

4s.7id. 


Weights of Children Attending Consultation. 


- 

At 3 
weeks. 

26 

weeks. 

39 

weeks. 

52 

weeks. 

All l Good homes . 

Allcases- {Badhome8 . 

Hreast-fed infant, only.) 

lb. oz. 
11 H 

10 4 

11 9 

10 11 

lb. oz. 

14 2i 
13 8 

15 0 

13 13 

lb. oz. 

16 4i 
15 3 

17 4 

15 15 

lb. oz. 

18 10 

17 10 

19 2 

18 0 



It will be noticed that, in regard to the children previous to 
the consultation infants, the infant mortality becomes 
strikingly greater as the homes deteriorate, and that the 
slightly increased percentage of breast-feeding in the bad 
homes could not counteract the evil influences of such 
homes. The class of house, as shown by the rental, was 
much the same, and it is within my knowledge that sanitary, 
housing, and atmospheric conditions were exactly alike. Of 
this same area Dr. John Robertson, medical officer of health 
of Birmingham, writes :— 

“Many of the houses. If occupied by clean active persons, would 
have an entirely different appearance and would be much more 
healthful than they are at the present time.” 13 

As to the consultation infants, the growth, whatever the 
nature of the feeding, is much better in the good homes. A 
striking confirmation of these results is afforded by my 
Derbyshire investigations into the growth of 250 infants 
attending Baby Welcomes in six mining villages, as shown 
by Table VII. 

It may be argued that the difference in weights in 
Birmingham is due to the difference in income in the 
good and bad homes, but this cannot apply to the Derby¬ 
shire figures, for in these homes poverty at present is almost 
unknown. 
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Table VII.— Growth of Derbyshire Babies , irrespective of 
Nature of Feeding. 


- 

Average 
number 
In lamily. 

At 13 
weeks. 

26 

weeks. 

39 | 

weeks. 

52 

weeks. 

Good homes . 

Bid homes. 

58 

7’4 

i lb. oz. 
11 104 
11 104 

lb. oz. 
15 44 

14 10 

lb. oz. 
17 13 
16 7 

lb. oz. 
20 4 

18 0 


The infant mortality in the good homes was 'J5 and in the 
bad homes 234. 


That the home and the mother have a most powerful 
influence on the child is certain, and such factors cannot 
possibly be excluded from any consideration of the causes of 
excessive infant deaths in the large urban communities. It 
is the existence of fecklessness, thriftlessness, carelessness, 
and general instability amongst the mothers, and rank bad 
management in the homes, just as much as ignorance in its 
restricted sense, that is the very raison d'etre of the educa¬ 
tional campaign, and I maintain that the reports of Brend 
and Findlay have entirely failed to prove that such condi¬ 
tions can be ignored, or even that they are of comparatively 
minor importance. 

Value of Infant Consultations. 

Finally, I give in Table VIII. a r6sum6 of cases dealt with 
at infant consultations in Birmingham and Derbyshire, the 
figures being taken from 250 case-papers from each district 

selected at random : — 

Table VIII. 


(A) Birmingham (250 infanta). (B) Derbyshire (250 infants). 


Faulty feeding 

(A) 

(B) | 

(A) 

(B) 

... 34 . 

. 70 Triplets . 

1 ..., 


Indigestion 

... 35 . 

. 61 i 

case. 


Rickets . 

... 8 . 

i. 9 Put back on breast 

5 .... 

.. 9 

Atrophy . 

... 1 . 

2 Referred for medical 



Puny at birth ... 

... 16 . 

12 treatment . 

11 .... 

... 11 

Scurvy . 

... 1 . 

1 Extra food given to 





1 mothers . 

*15 .... 

.. t3 

* All prior to war. 

t War-time cases. 


The puny babies included cases weighing 3 lb. at birth, 
3 lb. at 14 days, 4 lb. 12 oz. at birth (induced labour), 
4£ lb. at 9 weeks (21 lb. at 12 months artificially fed), 
5 lb. 2 oz. at 10 weeks, and others almost as poorly deve¬ 
loped. At the time of writing most of them are alive and 
doiDg well. 

This is, of course, only one example of what is now going 
on all over the kingdom. Can it be fairly claimed that such 
work is futile or even of comparatively small importance ? 

It will be noticed that there is evidence in the above 
figures of more poverty and malnutrition amongst the 
Birmingham cases and much more improper feeding and 
consequent digestive troubles amongst the Derbyshire 
children, mostly coming from a coal-mining population. 
This is just one proof, though perhaps a small one, of the 
real principle which must guide us in considering the 
problem of infant mortality, the folly of generalisation. 
Every district has its own problem to solve ; in one it may 
be housing ; in another, sanitation ; in another, poverty and 
underfeeding; in another, overfeeding or improper feeding, 
carelessness, and low morale ; and in yet another it may be 
atmospheric pollution ; and in most a combination of some 
or all of these. 

Infant mortality is a hydra-headed evil. Every district 
is a law unto itself. Not by wide, sweeping generalisation, 
but by careful local consideration of strictly local conditions, 
will, in time, this problem be solved. 
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EPIDEMIC ENCEPHALITIS. 
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During the last two or three months a number of cases 
classifiable after their main features in the general group of 
acute encephalitis or polioencephalitis have occurred in 
different parts of the country, both in urban and rural 
districts. These cases, as might be expected, do not conform 
to a rigid type ; as polioencephalitis is essentially the 
product of the activity of a toxic or toxi-infective agent, 
both general and localising symptoms may be met with, and 
the relative prominence of either of these may be extremely 
variable. At one time the occurrence of ophthalmoplegia in 
a considerable number of instances led to the suggestion of 
its identity with the ophthalmoplegia of botulism, a rare 
disease in this country ; with the result that the public, 
preoccupied with food questions in these days, became 
somewhat alarmed, especially since the lay press has per¬ 
sistently, if unintentionally, dragged the red herring of 
botulism across the trail of epidemic polioencephalitis. 
The subject being very much a Vordre du jour at present, it is 
desirable to accumulate clinical and pathological evidence 
of precise significance before acceptable generalisations are 
put forth. 

This, naturally, raises the question of what cases to 
include in the category of encephalitis. When a compara¬ 
tively rare nervous disease occurs in epidemic form and 
professional attention is directed to it there is a tendency 
for various ill-recognised and perhaps obscure conditions to 
be ticketed with the name as a convenient means of saving 
patient investigation. Apart from this, the neurologist 
himself may well-experience difficulty in assigning to their 
proper place incomplete, abortive, or atypical cases ; in fact, 
until adequate data are forthcoming it is best to adopt a 
non-committal attitude and to avoid restriction or limitation 
on the clinical side. Although, therefore, careful perusal 
of all the recently recorded cases in this country leaves some 
doubt in the mind as to the propriety of some of them being 
styled encephalitis, we are really not yet in a position to 
dogmatise. 

But if we seek a common denominator for the groups of 
clinical syndromes as given in the communications of Harris, 
Hall, Batten and Still, Crookshank, Melland, Christopherson 
and Mawer, and others, and from the various briefer reports 
that have appeared io the correspondence columns of 
The Lancet, we are justified in asserting that a nervous 
disease is just now prevalent in England in epidemic form, 
presenting features sufficiently indicative of encephalitis, 
and characterised in a large number of instances by patho¬ 
logical drowsiness amounting not infrequently to stupor, as 
has not hitherto, in the experience of neurologists, been 
remarked to anything like the same extent in polio¬ 
myelitis, endemic or epidemic, as it occurs in England. 
That a resemblance should be noted between this disease 
and certain aberrant forms of epidemic polio-encephalo¬ 
myelitis is natural, but the weight of evidence at present 
suggests that it is not identical with that affection. To this 
point attention is directed below. 

Out of thirteen cases that have been personally observed, 
seven have been chosen as exemplifying various types of 
the disease, differing either in severity or in localising 
symptomatology. 

Case 1 .— Acute and Fatal Case with Mainly Mesencephalic 
Localisation . 

A. B., aged 18, residing in Hornsey, previouslv healthy. was taken 
111 on Good Friday evening, March 29th, 1918. Walking home 
from a sacred concert that evening, she suddenly felt an acute 
pain in her head and cried out to her friend “take my bag"; 
at the same moment it slipped from her left hand, while her left leg 
simultaneously gave way aud she fell to the ground. She was assisted 
into her home and put on a sofa, moaning cont'nuously “ Oh, my head, 
my head I” and vomiting slightly. Dr. H. B. Brackenbury, of Stroud 
Green, saw her within half an hour of the onset and found her lying on the 
couch with her eyes closed; on their being passively opened the pupils 
were seen to be contracted and the axes of the eyes widely divergent; 
in addition the left limbs were paralysed. There was no rise of 
temperature and no trace of any symptoms of meningitis. Daring the 
night the condition was unchanged ; occasional vomiting occurred. 

The patient was seen In cor sulfation with Dr. Brackenbury on the 
afternoon of March 30th. She was in bed, with eyes closed, drowsy, 
and apparently indifferent to her surroundings, her right hand wander¬ 
ing over her forehead, while she kept muttering “ my head, my head.” 
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In spite of her seeming sleepiness and apUhy.it was remarkable how 
quickly and pertinently she answered questions and how rational were 
her responses by word and act in every particular. She was unable 
voluntarily to open her eyes, the frontalis overacting in the effort; 
complete bilateral oculomotor paralysis was present except for the 
pupillary fibres, the pupils being contracted, not dlltted, and reacting 
to light through a minute range. The op’ic discs were both normal. 
The left side of the fa°e was moderately weak for volitional movements; 
dysarthria and dysphagia were not observed and the palate moved on 
pbnnation; the tongue was protruded slightly, but definitely, to the 
left. 

The left arm was toneless and immobile; the left leg was rather 
less paralysed, but equally limp. A considerable degree of impaired 
sensibility to pin prick was determined over the who e of the left side 
and limbs, including the face. On that side, further, absence of the 
abdominal reflex, heightened deep reflexes, ankle clonus, and an 
extensor response were noted; on the right no change was found. 

No rise of temperature was remarked and nosignB of meningitis were 
found on carefultesting. 

On April 4th the patient was admitted to Westminster Hospital under 
my care. It was then noticed that the pupils were dilated and the 
bilateral oculomotor paralysis complete. The other nervous symptoms 
and signs were unaltered. 

During the next day the temperature rose for the first time to 101*5°, 
and it continued elevated till her death four days later. On several 
occasions in the course of that week the cerebro-spinal fluid was 
examined by Dr. Braxton Hicks. Coming out under moderate 
pressure it had a yellowish colouration, and on examination showed 
a considerable leucocytoslB <95 per cent, being polymorphs) Smears and 
all sorts of cultures, including those in anaerobic media, remained 
uniformly negative; no recognisable organism was at any time found. 
The Wassermann test in the blood was negative. A blood count gave 
a leucocytosis of 33,600 per c.mm., 92 per cent, being neutrophil 
polymorphs. 

[In this case the oozing of blood into the cerebro-spinal fluid unques¬ 
tionably is responsible for much of the state of that fluid, as Netter also 
has observed.] 

During these days, further, the patient s mental state presented some 
features of conBinerable neurological interest. Her closed eyes and 
expressionless facies belied altogeiher the relative activity of her mind. 
A well-maik*d degree of Wltzelsucht was observed, everything being 
turned into a joke or made the occasion of witticisms. Any chance 
word overheard by the patient—as when I remarked to my house 
physician that the optic discs showed some hyperaemia—was taken 
up and made an occasion for jocularity: “ Go on; I’ve not got any 
hyperaemia.” 

On April 6th she became incontinent and sank gradually Into » 
deeper lethargy. At the same time some signs of meningeal irritation 
made their appearance. Difficulty In swallowing supervened, and 
with a temperature running up to 105*8° the patient died on the 
twelfth day of her illness. 

Necropsy .—At the necropsy the brain was seen to be greatly con- 

f rested, and a trifling degree of patchy meningitis was present in the 
n ter peduncular space and elsewhere over the vertex. After harden¬ 
ing, a section through the mesencephalon showed the appearance in 
Figs. 1 and 2. The striking feature was the diffuse hemorrhages 
over the section, mainly punctate, but on the right massed into a 
confluent group seen in Fig. 1. These small haemorrhages were both 
in grey and white matter, and were found irregularly scattered from 
the regio subthalamica on both sides to a mid-pontine level approxi¬ 
mately. There was also a subpial patchy oozing at a number of 
spots on the cortex and in the brain stem. 

On microscopical examination the haemorrhages were discovered to be 
almost entirely of venous origin, and intense capillary congestion 



Fig. 3.—Facies of Case 2. Double ptosis, 
external strsbismus, mask-like face, 
obliteration of facial lines. 



Fig. 1.—Section through mesencephalon of Case 1. Con¬ 
fluent haemorrhages on the right, and punctate haemor¬ 
rhages scattered elsewhere in grey and white matter. 


reigned everywhere throughout the brain. Vessel coats were un¬ 
changed, but peri-adventitial lymphatic, sheaths were here and there 
moderaiely filled with cellular infiltiatlon, composed if polymorpho¬ 
nuclear leucocytes, lymph' icytes. plasma cells, and poly blasts In 
varying degree. This cellular Infiltration was not conspicuously of 
small-cell txpeand was highly Irregular In dls'ribution. Further, in 
various areas of white matter small collections of half a dozen or a 
dozen cells, mainly lymphocytes, were to be found bearing no apparent 
relation to capillaries. A similar very lr egular patchy infiltration of 
the leptomeninges was recognised in which plasma cells were pr»sentin 
considerable numbers. At certain pltces in the vicinity of the older 
haemorrhagic areas numbers of typical compound granular corpuscles 
were seen. 

Toxic changes in the cells of the oculomotor nuclei and diffused 
in various groups in the regio subthalamica were characterised by 


moderate chromatolvsls, nuclear eccentricity, and occasionally by 
the proximity of a few parasite glial cells round degenerating nerve 
cells. No obvious change was found in the cells of the cortex in the 
parts examined (frontal, Bolandic). Actual neuronopliagia was not 
definitely remarked. 

The spinal cord was not obtained. 

Cask 2 .—Mild Recovering Type. 

C. D., aged 41. residing in Wandsworth, became ill on Sunday, 
April 7th, 1918, with simultaneous onset of dimness of vision, diplopia, 
and abnormal drowsiness. 

Up to that day he had 
been in good general 
health and bad slept well 
the night before. 

He tested his vision 
himself and found he could 
not focus for reading with 
either eye; he also estab¬ 
lished the fact that his 
diplopia was at first 
crossed, the left eye image 
being to the right aud 
slightly above the other. 

He felt a little feverish and 
bad occipital headache, 
but no sickness. He 
remembers he was badly 
constipated at the outset. 

In the course of 24 hours 
or leas both eyelids began 
to droop, and in another 
24 hours the right eye was 
completely closed and the 
left incompletely. Neither 
d.xsartbria nor dysphagia 
was complained of, and 
the limbs were unaffected. 

Apart from the ophthal¬ 
moplegia the most striking 
feature of the case was 
the patient's pathological 
drowsiness. For the first 
fortnight of his illness he 
slept more or less all day 
long, being awakened for 
his meats by his wife. 

Nothing else disturbed the prolonged dream that his life seemed 
to have become. He was grossly disoriented in time and unable to 
distinguish one meal from another, yet when awakened he made 
no mistake in replies to questions, was always rational in conduct 
except for occasional incontinence, and had neither hallucinations nor 
delusions. 

On his first visit to hospital, three weeks after the onset, he was still 
abnormally drowsy, and slept In the out-patient hall while waiting. 
On examination the optic discs were normal; there was bilateral 
ptosis, ophthalmoplegia externa and interna, the pupils being rather 
large slightly unequal, and very sluggish in reaction to light, while 
divergent strabismus was noted and also weakness of both upward and 
downward movement. The facies was peculiarly expressionless, with 
obliteration of the facial lines. (Fig. 3 ) No other cranial nerve defect 
was discovered, the limbs were unaffected, and both cutaneous and deep 
reflexes were unchanged. The Wassermann test proved negative in the 
blood, while lumbar puncture revealed no particular departure from 
normality, chemically or micro- 
sco ideally. 

The patient has been making an 
uninterrupted improvement since, 
the ophthalmoplegia externa having 
entirely disappeared, though pupil¬ 
lary reactions are still sluggish. All 
the sleepiness has gone. 

Case 3 —Ponto-mcdullary (Superior 
and Inferior) Type. 

E. F., a girl of 20, residing in 
Clapham, was noticed by her 
mother on the morning of April 18th, 
1918, to be abnormally listless and 
quiet. As she sat in a chair her 
eyelids kept drooping exactly as 
though she were falling asleep. 
When the girl opened them she 
complained she could not see 
properly with either e*e to do her 
work. She was not sick and had no 
obvious fever, and she answered all 
questions rationally. 

During the course of the week the 
drowsiness became extreme; the 
patient sat about in the garden and 
at once fell a-leep; when remon¬ 
strated with she did not appear tobe 
aware of this unusual feature, her 
only complaint being that her head felt “funny” and that her eyes 
were “misty.” At the same time it was remarked tha» her voice had 
become peculiarly high-pitched and monotonous, a modification in 
its character which was very striking. 

In the course of a second week her condition altered for the worse .* 
she took to her bed, was incontinent of urine and faeces, became very 
confused and disoriented in time and space; when she got up in the 
Afternoon, she made mistakes in her dressing ; she lost herself going 
about the house, and altogether became incapable of looking after 
her-elf. 

On admission to hospital her condition was briefly as follows: 
Bilateral p nsis ; weakness of lateral devia' ion of eyes to left, and very Im¬ 
perfect upward and downward movement; pupils dilated, left larger than 
Hght; react ion to light fair ; well-marked ectopia pupillae on bold sides; 
optic discs normal. Slight weakness of left motor filth and definite 



Fig. 2.—Section though lower mesen¬ 
cephalon of Case 1. Haemorrhagic oozing 
on the right, spreading into substantia 
nigra; also round iter. 
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weakness of left side of face, upper and lower ; palate paralysed on the 
left and poor movement on tne right; curious high-pitched, mono¬ 
tonous voice with nasal intonation; tongue protruded straight. The 
deep reflexes were active and the cutaneous reflexes unaltered. 
Stimulation of the sole of the foot always produced an unexpectedly 
brisk reaction of defence. 

The patient's mental condition was one oi apparently deep torpor, 
yet in response to questions she spoke correctly, if briefly, and her 
actions similarly were accurate. She lay all day with eyes cl<>s?d or 
half-closed and her general immobility suggested a condition of 
hibernation. A variable degree of flexibilitas cerea was noted on several 
occasions. 

Examination of the blood and of the cerebro spinal fluid proved 

negative in all respects. 

Since the end of May her condition has shown definite signs of 

improvement. 

Cask 4.— Severe Type, with Prominent Mental Symptom*. 1 

G. H., a girl of 12 years, whose home is in Edmonton, was seized on 
the morning of April 25th, 1918, with violent vomiting, which recurred 
at intervals during the day and for the next two davs. ( >n the 28th she 
became mildly delirious, got up and dressed herself in her mother's 
clothes, and muttered mostly about her school, in which apparently she 
imagined she was. Sometimes she acted as though she ^re shopping 
and going errands. In the course of the next day or two she became 
very noisy, talking and shouting loudly, and it. was almost impossible 
to keep her in bed. On the seventh day of the illness, for the first t'me, 
the was noted to be distinctly drowsy, while her eyelids kept falling 
over her eyes, and by the ninth day she was excessively drowsy 
and stuporose and also incontinent. She lay in bed with eyes closed ; 
when sp.iken to she would answer as if just wakened out of sleep; she 
would sit up and take her food and immediately thereafter return to 
her ttuporose condition. 

Her clinical state on admission to hospital was as follows : Bilateral 
ptoeis, paresis of ocular movements in all directions ; normal pupillary 
reaciions, optic discs normal. Mask-like, or “Parkinsonian,’’ facies; 
limbs normal; sensibility normal, reflexes normal. 

A pronounced degree of flexibilitas cerea was present in all limbs. 
During the examination the patient seomlngly paid no attention and 
various manipulations of the limbs did not suffice to make her open 
her eyes. Only when placed on her feet did she waxen, but she 
remained oblivious of her surroundings, standing like a statue Loud 
noises made in her vicinity were Ignored. When ordered to sit down 
on a cha<r she looked at the observer, turned her body slightly to the 
right, but did not move her legs. Ordered again, she walked a step or 
two like a pure automaton and sat down like a piece of soft wax. When 
her eyes were open she frequently' yawned. Her answers to questions 
were quite correct, though delayed On one occasion, eating her tea, 
•he was in the act of putting a piece of bread in her mouth when her 
eyes closed and the hand was kept In the same position, the bread 
touching her lips, for several minutes. 

In the course of a fortnight, however, the condition began gradually 
to clear up, and at present her condition is rapidly becoming normal. 

Tne cerebro spinal fluid was negative, chemically and microscopically, 
and In the blood the W&ssermann test was also negative. 


vened, and the patient gradually sank, dying on the twentieth day of 
her illness, June 1st. 

At the necropsy the brain was found to be congested generally, and a 
minimal degree of meningitis was present in the interpeduncular 
space, but nowhere else on naked-eye investigation. Macroscopical 
sections through the hrain showed an irregular scattering of numerous 
mioute punctate haemorrhagic spots in grey and white matter, in 
cerebrum, cerebellum, pons, and medulla, and not more obvious in the 
mesencephalon than e'sewhere. Over several small areas, several 
millimetres across, situated Irregularly in the frontal lobes, subplal 
haemorrhagic oozing was conspicuous. Nothing else of a pathological 
nature was found. Microscopical examination is not yet completed. 
There was no trace of any tubercles on the meninges or cortex or 
elsewhere in the central nervous system. k (The spinal cord was not 
obtained.) 

Cask 6 .— Cortical Type : Lethargy , Catalonia, Mental Symptoms. 

K. L., female, aged 31, whose home is in Pimlico, previously in 
normal health, complained on Wlilt-Monday. May 20th, 1918, of being 
out of s irts and of headache and fatigue. She went to business the 
following day, but had to return home. In 48 hours the patient 
became delirious, imagined a big air-raid was on, thought her room 
was filled with people taking shelter, spoke to them, heard guns going 
off and bombs exploding; In short, exhibited a whole series of visual 
and auditory hallucinations. On May 25th the patient occasionally 
became drowsy, and a slight rise of temperature occurred. At this 
stage she became peculiarly indifferent to her surroundings and 
retired into a little cosmos of her dreams, not speaking to her friends 
around her, frequently trying to get out of bed, and muttering about 
air-raids. Her sphincter control was not impaired, and she took her 
food fairly well. 

A day or two later her mental condition rather changed, in the 
sense that she bee line more conscious of her entourage, whil« the 
hallucinations persisted, and she responded to suggestions quite after 
the style of the confabulation of Konakow's psychosis. Thus she lay 
in bed and began to describe lovely pictures she saw around her, of 
old china, tapestry, old lace, oil paintings, at once picking up any 
suggestion from her sisters and enlarging and improving on it. 8he 
remarked that Bhe “ was having a picture show all to herself/’ On 
another occasion she felt she was going to die, and said Bhe was ready 
to go to heaven. Suddenly stripping herself naked, she got up in bed 
and said she was going to be married to “ a Prince of the Church ” and 
had to meet him in the air. Throughout this stage her speech was 
quite rational for the ideas expressed; her answers to questions were 
apposite and in noway confused ; there was no evidence of Ideenflucht, 
of verbigeration, perseveration, or of answering at random (Ganser 
syndrome). 

From this point, however, the patient definitely became more and 
more drowsy and lethargic, and lay more or less motionless in bed, 
with vacant expression, or more commonly with eyes closed. It was 
observed that she often maintained a curious fixity of attitude for 
indefinite periods. 

On admission to hospital the patient s clinical condition wrs one, to 
all appearance, of profound stupor. Left to herself, she lay in bed with 
eyes closed, oblivious of her surroundings and indifferent to the life of 



Case 5.—Severe and Fatal Cane 
with Meningeal Symptoms. 

I. J.. aged 47, female, from a 
suburb of London, was admitted 
to hospital on May 23rd, 1918. 
She gave a history of having been 
Ill for the past 11 days with severe 
headache and, latterly, equally 
severe attacks of vomiting. 

Careful examination failed to 
show any definite localising signs 
in »he nervous system. The 
vomiting was suggestively cere¬ 
bral. but vertigo was noi com 
plained of, and the optic discs 
were normal. No local abdominal 
condition was discovered. The 
temperature rose to 100° on the 
evening of admission. 

Two days la’er her condition 
altered for the worse. She 
became delirious and violent, 
frequently trving to get out of 
bed, shouting and muttering 
alternately, and was with difli- 
culty restrained. The tempera¬ 
ture rose to 102°. Still no 
definite organic nervous system 
signs were to be found. By 
lumbar puncture a clear fluid was 
withdrawn, which gave a mixed 
pleocytosis of 245 per c.mra , lym¬ 
phocytes being in the majority, 
but numbers of polymorphs 
were also seen. No organisms 
were detected in numerous « 


Fir,. 4.—Facies of Case 6. Double “ptosis,” as in 
sleep; expressionless face; mouth half open, 
cs f mm loss of tone in the orbicularis oris,'. 


Fig. 5.—Catatonia in Case 6, 


smears examined, and cultures on various media remained negative. 

On the sixth day of her stay in hospital it was noted that the pupils 
were large and their reaction to light sluggish. The facies became 
curiously expressionless, the patient staring in front of her and paying 
little or no attention to her surroundings. She appeared indifferent to 
questions addressed to her. The reflexes were unaltered ; slight stiff¬ 
ness of the neck was remarked for the first time, and a doubtful Kernig 
sign mu present, on the left only. 

Thereafter she gradually became more and more apathetic, lethargic, 
drowsy. The fixity of expression remained, and ocular movements 
were found to be imperfectly sustained in all directions, without any 
actosi paralysis being detected. Cbeyne Stokes respiration super- 


the ward. When aroused for her meals she took her food wel 
enough, and in response to questions answered correctly, if slowly 
No confusion of thought was discoverable at such a time, but at 
other times she showed restlessness and automatism, getting 
out of bed and wandering in a confused fashion. An advanced 
degree of catatonia was present In the arms and legs. When she 
was being photographed she obeyed requests with accuracy, yet 
each moment she would sink back Into complete indifference, her 
head slowly rolling into the position assumed by gravity, while 
her eyes closed again, and with a sigh she would fall apparently 
fast asleep. (Figs. 4 and 5.) Her oontrol over her aphiucters was not 
maintained. 


i This ca^e was under the care of my senior colleague, Dr. James 
Taylor, at Queen-square, who very kindly allowed me to see and 
examine it and to cite it here, partly from notes taken by Dr. L. R. 

Yealland. 


Examination of the cranial nerves showed nothing beyond inability 
to sustain any movement voluntarily, e.g., ocular movements, but no 
paralysis in the strict sense was noted. The pupils reacted to light and 
the optic discs were normal. The reflexes, cutaneous and deep, 
were similarly normal. The cerebro spinal fluid showed nothing of 
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pathological importance, chemically or microscopically; the Wassermann 
test was negative and cultures were without result. 

In the course of a fortnight the patient has been making distinct if 
slow improvement. 

Case l.—Rcgio Subthalamica localisation ; Paralysis Agitans Type. 

M. N., male, aged 46, took ill about May 24th, 1918, with feverishness 
and malaiae, and general drowsiness. During the first week he fre¬ 
quently fell asleep over his meals, and at other times during the day. 
His movements became slow, and tremor developed in both arms and 
legs, especially on the right side. Articulation became tremulous. His 
face developed a typical fixity of expression like the Parkinsonian mask. 
After some two to three weeks the tremor entirely disappeared, and the 
patient made a notable improvement in all his symptoms. On exa¬ 
mination at the end of five weeks the only signs are a mask-like facies, 
which is not so fixed as it was, and a certain slowness of movement. 
There are no ocular symptoms. The deep reflexes are exaggerated, 
with ankle clonus on the right, and a double flexor response. It has 
not been possible to examine the cerebro-splnal fluid. 

Without here attempting a rigid schematisation, I am of 
the opinion that the following conclusions may be tentatively 
put forward. 

1. Clinical. 

Epidemic encephalitis is an acute nervous disease charac¬ 
terised by both general and localising symptoms ; in a 
minority of cases the latter are not prominent. 

The sexes are affected indifferently and there is no special 
age-incidence, infants, children, and adults alike being 
affected. 

Its onset is relatively acute, the condition being usually 
established within a few days ; occasionally it opens in a 
fulminant fashion. 

General symptoms. — Of the general symptoms, apathy, 
lethargy, drowsiness, pathological sleepiness, stupor, absence 
of initiative or spontaneity is in one or other form prominent 
from the outset and throughout at least the earlier stages 
of the disease ; sometimes this lethargy appears later during 
the illness ; occasionally it is not a noticeable feature. 

A degree of restlessness, of restless delirium, with a reduc¬ 
tion of mental activity to the level of automatism, is common 
enough ; in some of the cases I have seen the automatic 
reproduction of familiar movements in a purposeless 
fashion has been most pronounced ; occasionally periods 
of restlessness, which it would be an exaggeration to 
regard as amounting to subacute mania, alternate with 
profound indifference or hebetude. Catatonia or flexi- 
bilitas cerea is a very frequent symptom. Delusions 
and hallucinations, as in any toxic psychosis, may occur. 
One of my cases showed a typical condition of Witzel- 
sucht. It is a remarkable fact, however, on which nearly 
all observers agree, that even at the height of the illness 
the patient’s response to requests is in act and word 
surprisingly accurate and rational, a feature of the disease 
worthy of special attention. A frequent indication of the 
degree of temporary impairment of mental activity is in¬ 
continence. Headache, giddiness, vomiting may be noted. 
Apparently epileptiform attacks, properly so called, do not 
occur. 

The temperature is often more or less normal throughout; 
it may rise moderately at the beginning or during the ill¬ 
ness ; in fatal cases it has sometimes increased progressively 
but irregularly, after the mode of tuberculous meningitis. 

In a certain percentage of cases (as reported by Economo, 
myself, and others) meningeal symptoms are present, such 
as stiffness of the neck, pains in the neck, Kernig’s sign; 
bat as a rule they are not well marked, and in any case the 
clinical picture is rarely if ever a replica of that of a typical 
acute meningitis. 

Localising symptoms. —Of the localising symptoms, un¬ 
questionably the commonest grouping is of the polio¬ 
encephalitis superior type—i.e., a peri-aqueductal grouping. 

Thus it i8 that paralysis of accommodation and correspond¬ 
ing indistinctness of vision, or diplopia, is an extremely 
frequent and early symptom, and any degree of ophthalmo¬ 
plegia externa and interna, with ptosis, symmetrical or 
asymmetrical, complete or incomplete, may be found. The 
pupils may be contracted, or dilated and fixed, or normal. 
I have observed well-marked ectopia pupilla? similar to what 
I have described in other mesencephalic lesions. It should 
be noted that the patient may have the appearance, from 
mere drowsiness, of bilateral ptosis where there is no 
paralysis. Further, inability to sustain ocular movements 
may be the only defect. 

Involvement of lower cranial nerves to a variable extent 
is the next common type of nuclear invasion. The facies is 
often expressionless,'with obliteration of the facial lines 
from a bilateral paresis. Palate, tongue, larynx, pharynx, 
may have their musculatures implicated in greater or less 
degree, and this implication may be essentially transient. 

The predilection for motor as opposed to sensory cranial 
nerve nuclei points to specificity of action of the postulated 


virus of the disease, and is of a significance to be sub¬ 
sequently alluded to. 

More rarely are the limbs involved; where this occurs the 
indications point to cortical, subcortical, mesencephalic, or 
sontine invasion of the corticospinal paths and not to cord 
nvasion ; this is shown by the absence of wasting and by 
the conservation of the tendon reflexes, as well as by the 
occasional occurrence of an extensor plantar response. 

Sensory symptoms are insignificant or absent, or, if 
present, are as it were accidental (as in Case 1 above). 

The diversity of localisation of the pathological process 
precludes the likelihood of any constant or characteristic 
change in cutaneous or deep reilexes. 

As for the cerebro-spinal fluid, almost all the recorded 
oases and my own have been carefully investigated from this 
standpoint. 

No organism has been detected by any observer, and 
cultures from the fluid have remained uniformly negative. 
It is practically always normal chemically and micro¬ 
scopically ; pleocytosis is rare and moderate in degree, not 
specially lymphocytic in type. The yellowish colouration of 
the fluid in my Case 1, and its pleocytosis, are exceptional, 
and partly attributable to the hoemorrhagic condition of 
the leptorheninges; although the patient became steadily 
worse and died on the twelfth day, the fluid improved and 
was more nearly normal at the fifth puncture than at the 
first. It waB absolutely sterile. 

In cases where meningeal symptoms occur there may be a 
definite pleocytosis ; it was so in my Case 5 and in Economo’s 
Case 11, where meningeal symptoms were prominent and 
where the fluid was slightly yellowish in colour, with a 
leucocytosis of 100. In Case 5 the fluid was not predominantly 
lymphocytic or polymorphonuclear, but mixed; Economo 
does not specify the type of cell in his case. 

It is distinctly curious that the fluid shows, in average 
cases, so little departure from the normal, in view of the 
perivascular cellular infiltration usually found on micro¬ 
scopical examination of the nervous system, including the 
meninges. 

The duration of the disease in typical cases is very 
variable : it may end fatally in a few days or it may be 
prolonged for weeks and months. Whether there is a complete 
restitutio ad integrum in the recovered cases is not quite 
certain ; thus the patient (Case 2) whose illness began on 
April 7th has been back to work for some weeks, but his 
pupils are still sluggish in their reaction to light, and he has 
had one or two turns of diplopia for a few minutes at a time. 

Netter also has noted that m recovered cases defect of 
accommodation may persist “ for a long time.” He states 
that a change for the better often sets in rather abruptly, 
and he has seen a cure result in a case which at one time 
was bo severe as to be associated with the appearance of 
bedsores on the sacrum and elsewhere. 

Economo’s figures for the ratio of mortality are 6 cases out 
of 11; Netter’s, 7 out of 15; my own, 2 cases out of 13. 

2. Pathological. 

From a consideration of the findings in the two fatal cases 
(here reported but briefly for reasons of space), which bear 
a close resemblance to the details given by Economo and by 
Netter, it may be stated that, speaking generally, little is 
manifest macroscopically on the cranial surfaces beyond 
meningeal congestion, and perhaps a quite minor amount of 
patchy localised meningitis : there may also be small limited 
areas of subpial haemorrhagic effusion, haemorrhagic foci of 
which the largest in one of my cases was about the size of a 
threepenny-piece. 

On macroscopical section, both grey and white matter is 
the seat of minute hcemorrhagic areas scattered irregularly 
(“piquets h^morragique” in Netter’s phrase), and occasion¬ 
ally massed in a confluent fashion. These, however, may 
scarcely be individually visible to the naked eye, the appear¬ 
ance being rather one of general congestion or hyperaemia. 
The pathological condition is essentially diffuse and variable 
in distribution ; from the comparatively small number of 
necropsy reports published little evidence is forthcoming of 
any specific, in the sense of invariable, incidence, though no 
doubt the regio subthalamica, neighbourhood of the third 
ventricle and iter, and mesencephalon generally, are as 
often affected as any other part, and motor cranial nerve 
nuclei are involved while sensory nuclei escape. 

Microscopically, the meninges are always affected in 
greater or less extent, a patchy diffuse thickening of the 
leptomeninges, with scattered cellular exudates, or with 
vascular congestion and perivascular cellular infiltrates, 
being a feature of the condition. The cells are by no means 
only or even mainly lymphocytic; polymorphs and plasma 
cells may be found. As for the cerebral substance itself, the 
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infiltration, especially round the veins, of the same mixed 
type as already described. It is of varying extent and 
amount, while the blood vessel walls are unchanged ; in 
places it consists of only a few cells, less than one complete 
layer round; many vessels may anpear normal in this 
respect. The haemorrhagic foci present under the microscope 
no special features. Minute collections of mixed cells may 
be seen scattered through the grey matter apparently 
independent of vessels. 

In addition to these interstitial changes parenchymatous 
alterations in the shape of nerve-cell degeneration, acute or 
subacute, and actual neuronopbagia, rust as in polio¬ 
myelitis, may be seen here and there. Parasite glial cells 
or nuclei are occasionally found round nerve cells in a con¬ 
dition of early change. In one of my cates this was 
noticeable in the cells of the oculomotor nuclei. 

Economo has found evidence of regenerative processes in 
bis cases. 

Compound granular corpuscles were discovered in patches 
round the older haemorrhagic foci in my own preparations, 
and they have been described by Economo in one of his. 

White matter and nerve fibres generally are unaffected 
directly, but, of course, may show secondary alterations. 

Minor changes of the above general nature may be found 
in the cord. 

3. Nature of the Disease. 

A. Clinical and pathological evidence points clearly in the 
direction of an encephalitis, amounting usually to a haemor¬ 
rhagic encephalitis, which by analogy one has every reason 
to presume to be toxic or toxi-infective in origin. In all the 
reported cases the cerebro-spinal fluid has been bacterio- 
logically negative, while both ordinary and anaerobic cultures 
have proved sterile. Further, no recognisable organism has 
been detected in the tissues on microscopical examination. 
Attention, however, must be for a moment directed to one 
of the Viennese cases. 

Economo’s Case 10 was that of a girl of 14, whose illness 
lasted about a month, with fairly characteristic symptoms, 
and who died on the day of her admission to the clinic. 
There is no record of ’ a blood or fluid examination. 
Economo states specifically that the pathological appear¬ 
ances were those of polioencephalitis but not of hmmor- 
rh&gic type. With due aseptic precautions an emulsion of 
the brain and cord was injected subdurally into a Macaeus 
rhesus by von Wiesner. The animal died in 46 hours, 
having presented the svmptoms of profound stupor for at 
least 24 hours previously, and with a paresis of the right 
hind limb. On examination its brain showed all the charac¬ 
teristic appearances of acute haemorrhagic encephalitis, 
and from it von Wiesner recovered a Gram-positive diplo- 
streptococcus which he was able to cultivate and from a 
bouillon culture of which injection into other apes produced 
somnolence and muscle weakness, while peritoneal injec¬ 
tion in guinea-pigs caused death from internal haomorrhage. 
It is important to note that a filtrate from the original brain- 
cord emulsion of the patient (Berkefeld filter) injected into 
a macaque monkey produced no symptoms. Von Wiesner 
argues, therefore, that the cause of the disease is this actual 
bacterial virus, this diplo-streptococcus found in the lepto- 
meninges and in cellular infiltrates in the cortex of the first 
experimental monkey. 

Obviom-ly such results are of much interest and import¬ 
ance ; equally obviously they call for confirmation. In this 
connexion one or two points suggest themselves by way of 

criticism. 

(1) It is curious there is no mention of this organism in 
the tissues of the patient from whom the emulsion was 

made. 

(2) It is conceivable that the brain-cord emulsion contained 
some quite other specific virus and that the diplo-strepto- 
coccua was accidental. That the emulsion-filtrate proved 
negative does not invalidate this criticism altogether, for 
only one animal was tried with it, which is scarcely adequate 
in so important a question. 

(3) Von Wiesner states that from all the human cases whose 
material he was able to avail himself of (he does not say 
how many) he succeeded in growing this organism. Apart 
from the fact that other investigators have not had a simi larly 
successful experience, he nowhere states that the organism 
was found in the microscopical preparations of the cases 
concerned, nor does Economo mention his finding such an 
organism. We are apparently faced with the problem of an 
organism as definite as a diplo-streptococcus not recognisable 
microscopically in nervous tissues but, nevertheless, 
cxalturable from them. In view of the unsatisfactory nature 
of von Wiesner’s conclusions, the question whether this 
diplo-streptococcus is the specific cause of the disease must 
be left open; the negative bacteriological findings in the 
tissues in my two fatal cases militate against the acceptance 
ot the stpmewhat summary statement in von Wiesner’s 
communication. 


B. It has been maintained that the disease is but an 
aberrant or unusual type of epidemic poliomyelitis, or polio- 
encephalo-myelitis. Needless to say, there are obvious 
resemblances between the two classes of case — this particular 
encephalitis, and the familiar. polio-encephalo-myelitis— 
which scarcely require pointing out. Anyone familiar with 
the history of the various epidemics of poliomyelitis within 
the last decade, say, is conversant with the occurrence of 
pure polioencephalitis cases resembling in some respects 
those occurring at present. But apart from epidemics polio¬ 
encephalitis of the common variety occurs sporadically all 
the year round, and cases belonging to that category are 
very familiar to the neurologist, who in out-patient depart¬ 
ments is frequently meeting with instances of infantile 
cerebral hemiplegia, say, from recent polioencephalitis. 
Take, as a typical example, the following case: — 

O. P., aged 2J years, female, took suddenly 111 on April 10th. 1918, 
with malaise and vomiting and within a few hours had a series of con¬ 
vulsions of epileptiform nature, wirh unconsciousness, cyanosis, Ac. 
When these came to an enl, about 24 hours after the onset, the child 
was found to be paralysed down the right side and was completely 
aphasic: before she had been prattling normally. On examination the 
characteristics of right hemiplegia were found. 

A case such as this, in my opinion, would be taken by any 
neurologist as thecommon type of sporadic polioencephalitis, 
and a brief consideration will show in what respects the type 
it represents differs from the variety of disease that is the 
subject of this communication. 

(1) The lethargic dement, so strikingly manifest in the 
present epidemic, is largely wanting in the ordinary cases 
of polio-encephalo-myelitis met with hitherto in England. 

(2) Lethargic encephalitis appears to occur in winter and 
spring; poliomyelitis in epidemic form is essentially a 
disease of summer and autumn. 

(3) The former, further, is certainly showing a greater 
percentage of incidence among adults than has ever 
occurred in epidemic poliomyelitis. 

(4) The insignificant and minor changes in the spinal fluid 
in the condition, speaking generally, are not consistent with 
what is constantly found in acute cases of ordinary polio¬ 
myelitis. 

(5) Meningeal symptoms occur in a much larger proportion 
of cases in poliomyelitis than in the present epidemic 
encephalitis. 

(6) In not a few of the present cases there is much less, 
and a more patchily distributed, perivascular cellular 
infiltration than in the average case of prliomyelitis. 

(7) As Professor F. W. Andrewes remarks (in an introduc 
tion to the paper by Christopberson and Mawer) it is certainly 
curious that if the present epidemic is merely one of aberrant 
polio-encephalo myelitis only aberrant cases seem to be 
occurring. The case just quoted, of typical polioencephalitis, 
does not go contrary to this statement, for such instances 
are not appearing in an increased degree just now, as far as 
my experience goes. 

(8) The haemorrhagic element is proportionately consider¬ 
ably more prominent, pathologically speaking, than in 
epidemics of polio-encephalo-myelitis of the usual type. 

(9) As far as I am aware, no family cases have occurred in 
the present epidemic; such are far from infrequent in 
ordinary poliomyelitis, epidemic or otherwise. 

In brief, the evidence now available suggests that in the 
present epidemic we are dealing with a form of infection 
akin, no doubt, to the virus of poliomyelitis, but not identical 
with it — a form of infection which has a special tendency to 
involve the oculomotor nuclei, and the dissemination of 
which through the brain is associated with the special clinical 
symptom of lethargy or stupor. 

C. An epidemic of cases apparently in every way ana¬ 
logous to those under consideration occurred in the beginning 
of 1917 in Vienna, and a painstaking description of them will 
be found in the papers of Economo, already referred to 
above. He coined the name encephalitis lethargica for the 
condition, being duly impressed, as we in England have 
been, by the prominence of lethargy in the clinical picture. 
Netter has recorded the occurrence of a similar epidemic in 
Paris and its environs this spring, and he adopts the name of 
enc6phalite 16thargique 6pidemique. '1 he objection may be 
advanced that it is illegitimate to apply a clinical adjective 
to a pathological substantive ; not the encephalitis, but the 
patient suffering from it, is lethargic. For that reason it 
appears preferable to omit the qualifying epithet, unless one 
follows the grammatically more correct suggestion of Batten 
and Still, and speaks of epidemic stupor. As a pathological 
terminology is always preferable to a clinical, epidemic 
encephalitis seems to me to be the best description at 
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present justifiable, at least until we are more certain of the 
nature of the condition. 

For the student of the subject should not forget that 
in the first place sleepiness, lethargy, or stupor may well 
accompany any form of encephalitis, and, in the second, it 
is not clear we are dealing with an entirely new affection. 

He may be referred, for instance, to the excellent 
monograph of Chartier (1907) on acute non suppurative 
encephalitis. In it will be found collected a series of cases of 
acute encephalitis, mainly from the service of M. Comby 
of the Enfants-Malades in Paris, more than one of which— 
for example, his Case 3— may well be regarded as belonging 
to the same category as this “ new ” disease. In this case, a 
child of four months, torpor and ophthalmoplegia were 
prominent symptoms.. 

Again, in the. acute encephalitis of influenza, and in 
numerous toxi-infective conditions, it has long been 
recognised that symptoms may occur closely analogous to 
those under review. 

Economo refers to the mysterious “ nona,” an epidemic 
which took place in Italy and Hungary in the spring of 1890. 
A full and informative review of that question was published 
by Longuet in 1892. Reference to it also will demonstrate 
to the student that there is nothing novel in the appearance 
of stupor, lethargy, or even catatonia, in the course of 
encephalitis. The contention, now probably all but forgotten, 
was then advanced, apropos of nona, that the cause of the 
pathological sleep frequently noted in that affection was the 
incidence of the morbid process on the grey matter of the 
iter and anterior part of the floor of the fourth ventricle. 
Sleep, physiological and pathological, was thus “ localised ” 
in these important structures. There is more support for 
this interesting contention than mav appear at first Bight, 
but I cannot go further into the matter in this place. 

Reference may also be here made to a valuable paper by 
Breinl describing a “mysterious disease” which occurred in 
Queensland and New South Wales in 1917 and which had an 
alarming mortality. This paper will repay careful perusal, 
for it gives an idea of the extent to which the disease spread 
in these States and adduces evidence showing that the 
affection closely resembled the disease with which we are 
concerned. In particular the pathological appearances, the 
trifling changes in the spinal fluid, and some of the clinical 
data suggest an intimate relationship to epidemic encephal¬ 
itis. Unfortunately, I have been able to procure only the 
first instalment of Breinl’s paper, and cannot therefore 
quote his conclusions. 

Conclusion. 

In conclusion, what appears to be new is the occurrence in 
epidemic form of cases of encephalitis not to all appearance 
due to the action of a known infective or toxi-infective agent, 
but presenting clinical symptoms any or all of which have 
been noted in various kinds of encephalitis with which the 
neurologist has long been conversant. Unquestionably there 
is now afforded an excellent opportunity, thanks to modern 
methods of investigation, of solving the problem of the 
affection, and thereby incidentally of clearing up much that 
has been obscure in our knowledge of encephalitis in 
general. 
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British Orthopedic Association.— The annual 
meeting of the British Orthopaedic Association will be held 
on Friday, Julv 26th, and Saturday, July 27th, at the rooms 
of the Medical Society of London, 11, Chandos-street, W. 
On the morning of the* first day the President of the associa¬ 
tion, Mr. E. Muirhead Little, will deliver an address; this 
will be followed by a discussion on the Indications, Tech¬ 
nique, and End Results of Tendon Transplantation in Gun¬ 
shot Injuries of Nerves, to be opened by Captain T. P. 
McMurray, R.A.M.C. On tbe second day Mr. D. M. Aitken 
will open a discussion on the Abbott Treatment of Scoliosis. 
The programme on both days will include short communi¬ 
cations from other members of the association. 


THE OPERATIVE TREATMENT OF 
TRIGEMINAL NEURALGIA* 

By J. HUTCHINSON, F.R.C.S. Eng., 

HUNTERIAN PROFESSOR, AND SURGEON TO THE LONDON HOSPITAL. 


FOR epileptiform neuralgia involving the superior and 
inferior maxillary divisions of the fifth nerve the only treat¬ 
ment which can afford a lasting cure consists in operating on 
the Gasserian ganglion. 

From the time of the first performance of excision of the ganglion in 
April, 1893, by Jlr. William Rose, it was considered necessary to divide 
or pull away The roots above the ganglion, thus destroying the 
ophthalmic division and rendering the cornea permanently insensitive. 
In many of the cases ulceration of the cornea subsequently damaged 
vision ; in some the eye had to be removed. Moreover, if the ophthalmic 
division be excised the cavernous sinus is almost certain to be opened 
up and the risk and difficulty of the operation thereby increased. 

These considerations, together with the fact that in only 25 per cent, 
of the cases Is the ophthalmic division materially involved in the 
neuralgia, led me in 1898 to urge that it should always be soa ed, the 
greater part of the ganglion being removed, together with the second 
and third divisions, by a line of section shown in Klg. 1. This modified 
operation I have since curled out in over 60 cases, in all of which the 
ganglion has been approached by the temporal route. 

The Modified Operation. 


The chief points may be thus summarised: — 

1. The patient throughout the operation is seated in a dental chair. 

2. The flap, with its base at the zygoma, is of ovoid form, sra*11 in 
size, and kept wholly within the hairy scalp. The scar left is incon¬ 
spicuous and completely hidden later by theJiair, as seen in Fig. 2. 

3. After carefully trephining the squamous part of the temporal bone 
the dura is detached and the opening enlarge !, especially downwards, 
until it allows of tbe introduction of a broad flexible metal retractor. 
It is quite unnecessary to turn down a large boue flap (a metnod apt to 

leave considerable disfigurement). , 

4. The operator works inwards towards the foramen ovale, which lies 
opposite to the pre-glonold tubercle, and the foramen spinosum, which 
lies about 3 mm. behind ami a little external to tbe exit of the inferior 
maxillary nerve. The middle meningeal artery is now tied and divided 
between two ligatures (fine silk). 

5. The dura is further raise i until the ganglion with its two mam 
branches, superior and inferior maxillary, are exposed. The latter 
branch is cleared as far forwards as the foramen rotundum. The 
ganglion is removed by three lines of section ipade with a line, blunt- 
pointed, sickle-shaped knife. One cut divides the lower maxillary 
division at the foramen ovale, another the superior maxillary at the 
foramen rotundum, the third passes horizontally below the ophthalmic 
division, which is thus spared. This is, of course, the most difficult and 
critical part of the operation ; it is essential that oozing of blood should 
not hinder the surgeon from seeing exactlv what to cut. 

6. Two small drainage-tubes are left in the wound ; the flap is sutured 
in place without any replacement of bone. 

A good head-lamp is essential during the operation, 
together with great care in the use of the retractor so as to 
spare the brain from injurious pressure, and endless patience 
in securing a bloodless field of vision. Unless the ganglion 
and its main branches are clearly exposed, it is, of course, 
impossible to perform the section aright. 

Htemorrhaga, chiefly from minute vessels coming through the 
foramina, is tbe chief difficulty, and the operation takes from 50 minutes 
to li hours to perform. I have not found adrenalin of any use in 
checking the bleeding; in a few cases preliminary ligature of the 
external carotid artery has perhaps been useful, but In the great 
majority it has been dispensed with. Its performance adds to the 
probable length of the operation. 

Results of the Operation: Mortality. 


Considering the advanced age of most of the patients 
many have been from 50 to 60, and one was 72 years old) 
ind their exhausted condition from the effects of years of 
igonising pain ; taking also into account their malnutrition 
Prom inability to masticate their food, &c., and often their 
Edentulous state from fruitless removal of teeth, the results 
of the operation have been most satisfactory. 

First, as to the mortality of the operation, which by many 
is still held to be formidable. Until the last month, out of 
over 60 cases I operated upon not one proved fatal. 

Mv solitary death was in an old man, the subject of both ataxia and 
true epileptiform neuralgia. He was so feeble that I tried to avoid 
operation by resorting to alcohol injections—which made him worse- 
arid ultimately the Gasserian ganglion whs excised. His dura mater 
was the thinnest I have ever seen and it gave way in detaching it 
from the skull. Probably owing to this there was undue pressure on 
the brain during the operation. He died of sudden cardiac syncope au 
hour after its completion. _ _ 

There were a few others in which anxiety has been felt, in two cases 
recurrent h®morrhage necessitated opening up the wound within 
24 hours, but this is the only patient I have lost out of some 80 opera¬ 
tions either on the Gasserian ganglion or its main branches. 

Professor Krause, who did the complete operation (including the 
ophthalmic division) 36 times, had 8 deaths-l.e., 22 per cent. 

Sir Victor Horsley had 6 deaths out of 120—i.e., 5 per cent. I 
understand that Professor Harvey Cushings mortality has been 
i,.,. a t,. i •ltVisincrh the #»arHer records collected from the work of a 


* Part of a lecture delivered at the Royal College of Surgeons ef 
England. 
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after the operation. In her I resected the 
supra-orbital nerve with complete success so 
far (three years). 

Abbe in 1903 brought forward his method of 
dividing the superior and inferior maxillary 
trunk (without removing the ganglion) and 
urged, as L had done five years before, that the 
ophthalmic division should be left alone. 

He plugged the foramina rotunduxn and ovale with 
rubber or other mi! table material ju*tbe\onrt the points 
of section. In this way Abbe maintains that, union of 
the two divided trunks and recurrence of the neurtlgia 
is prevented. I am not »ure that this method is so 
thorough as mine (Abbe admits a fair percentage of 
recurrence, partial or complete), nor do 1 think it Is a 
let's severe form of operation. The main steps of ex¬ 
posing the gMnglion, Ac., are precisely the same in the 
two procedures, and the time occupied in plugging the 
foramina cannot be less than in excising the greater 
part of the ganglion. 

But as regards the main point, that of sparing the 
ophthalmic division and thus of avoiding all future 
danger to the patient’s eye, we agree completely, and 
I t>elieve the present position is that for all ca-es of 
undoubted epileptiform neuralgia either Abbe’s method 
of operating or my own is the safest and best to follow. 


Flo. 1.—The Ga'serian ganglion with its roots and three branches seen from both 
aspects. The dotted line indicates the section which Is made to spare the ophthalmic 
division. The removal of the ganglion is completed by division of the superior 
maxillary trunk at the foramen rotundum and of the inferior maxillary at the 

foramen ovale. 


Frazier and Spiller have proposed to divide 
the sensory root of the gaDglion alone before 
it pierces the dura mater, and it is possible 
that this has been successfully carried out. 
Bat this method seems to me too hazardous 


great number of operators gave a death-rate of 20 per cent, or more, it j 
may safely be affirmed that the risk of the modified operation I have 
described is very small indeed—about 1 or 2 per cent. 

Permanence of Cure. 

Experience with peripheral neurectomy and alcohol in¬ 
jections has usually obtained respite from the neuralgia 
for a varying period of months, but return is practically 

invariable. 

Moreover, spontaneous cure of true epileptiform neuralgia is un¬ 
known; it goes on with increasing severity until the parent's death. 
Some operators have been content to divide the second and third 
branches just, bevond the gauglion ; this is not sufficient, as speedy 
union is certain to occur. I operated in ono such case after the per¬ 
formance of this extra-ganglionic section by another surgeon owing to 
the return of sensation and of intense neuralgia toithii a year. 

But after removal of the ganglion, so tar as my experience yet goes, 
there is no reproduction oi the nerves; the cases which have thrown 
doubt on this have proved to be incomplete removal of the superior 
maxillary branch at the first operation. I have followed up many 


and uncertain ever to come into favour, moreover it has the 
disadvantage of destroying the ophthalmic division. 

Deformity or Other TJntovcard Result of the Method. 

With the opening in the skull limited to the squamous 
portion, and the skin incision concealed by the hairy scalp, 
there is no subsequent deformity to be feared. 

Tbi9 will be seen by reference to Fig. 2, showing the two sides of the 
face from a patient operated on ten years previously. It is difficult to 
detect on which sloe the operation was performed ; slight flattening of 
the temporal region from atrophy of the paralysed temporal muscle 
alone indicates it. 

Of course the cheek, inside and out, together with the gums, palate, 
and tongue, on the operated side are left Insensitive. 

It is surprising how little inconvenience is produced, and 
the patient is able to masticate food far better than before 
the operation. 

Before operation every meal was a torture. And if only medical men 
would abstain from removing healthy teeth in these cases of epileptiform 



Fi«. 2.—The two sides of the face ten years after operation on the Gasserian ganglion by the author’s method. The deformity left 
is so slight that the reader may be left to determine which side was operated upon. 


cases for over ten years, some for nearly 20, and the neuralgia has not 
returned. This statement is true of the great majority, but I have 
with a few exceptions, difficult to explain. One or two of them 

*ill be referred to later. 

When I first brought forward the method of operating so 
a* to spare the ophthalmic trnnk I was assured that the 
neuralgia would inevitably return in this, but fortunately the 
lapse of years has not borne this out. In only one of my 
patients has this recurrence taken place, some ten years 


neuralgia before they come to operation the patients wo uld be still 
more comfortable after it. This pernicious and useless removal of 
sound teeth is rarely abstained from, no doubt from the widespread 
belief (advocated by the late Sir Victor Horsley and others) that 
epileptiform neuralgia is really a spreading neuritis of dent*l origin. 
Space does not allow me to adduce here all the arguments against 
this theory, for which there is no proved foundation. I will only 
mention two. 

The fifth nerve is a mixed motor and sensory nerve; true neuritis 
would Involve loss of sensation and muscular power. On the other 
hand, If epileptiform neuralgia lasts 20 years we never see it produce 
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either (apart fiom opeiative interference). Again, if a spreading 
neuritis travelled from one division of the fifth to another the in¬ 
flammation must affect the Gasserian ganglion; in epileptiform 
neuralgia the ganglion is quite nurm*l to m croscopic examination. 
Tne latter fact has been proved over and over again. I have had a 
number of ganglia examined from my cases, always without results; 
there is no trace of neuritis. 

Other Complications. 

After the operation facial paresis or paralysis of uncertain 
duration has occurred in a few ca*es, on the side operated on 
I have come to the conclusion that this infrequent complica¬ 
tion is due to detachment of the dura mater from the upper 
surface of the petrous bone, and hence to blood getting 
through the small openings leading to the aqueductus 
Fallopii. With due care one should avoid this, if my 
explanation be correct. 

A more important complication, met with in three or four 
of the 60 cases, has been weakness of the opposite arm and 
leg apparently from retractor-pressure on the brain during a 
long operation. Recovery from this is very slow and the 
risk of its occurrence points to the greatest care being taken 
throughout the operation in the use of the retractor, and 
frequent relaxation of all pressure by depressing the retractor 
against the bone or removing it for a time. # 

Satisfactory Remits of the Operation. 

Finally, it should be admitted, and will be by all who have 
extensive experience of operations for this dire disease, that 
sometimes the result is disappointing, for the following 
reason. The patient owing to years of suffering and dis 
appointment (perhaps from repeated failure of alcohol injec¬ 
tions or neurectomies) has become a confirmed neurotic. 
Careful selection of cases is necessary before deciding to 
perform one of the most difficult and protracted operations in 
the whole ran^e of surge' y. But when every possible drawback 
has been reviewed, when every argument ot the opponents of 
operation has been heard, the conclusion remains ihat it has 
given a long series of permanent cures for one of the most 
inveterate and terrible diseases which afflict humanity. 

Nearly a thousand years ago the Arabian physician Avicenna 
described it as torturci oris —facial agony. Until Win. Rose s pioneer 
operation 30 years ago it remained absolutely incurable, and even Rose 
gave up his method after a time. I am certain that the modified 
operation, which spares the ophthalmic division, cons’it utes a real 
advance. It is attended with little danger to life and is free from 
subsequent risk to the eye. 

I am fully aware that there is a prevalent belief that permanent cure 
after any form of operation is unknown, that sooner or later recurrence 
will show itself. Even a well-known surgeon whose name has been 
attached to a particular method. Professor Sebileau, declare t a year or 
two ago that he had given uo operating on this form of neuralgia as 
his results had been so unsatisfactory, especially as regards recurrence. 

The use of the term radical cure to any operation—»hether for 
hernia or neuralgia, Ac. —may be objected to by some. But if complete 
relief from attacks of agonising pain—relief feit the da? after operation 
and continuing for 10 or 20 years without the smallest recurrence- 
does not constitute a permanent cure I know no other words by 
which to describe it. 

With the complete freedom from pain and the ability to 
properly masticate solid food the patient gains in weight 
and vigour to a remarkable degree. In short, while the 
operation is one of the most difficult in surgery, its results 
are amongst the most satisfactory of any the surgeon will 
meet with in his work. 

Results of Treatment by Alcohol Injection. 

The method of alcohol injection, either of hranches of the 
fifth nerve or into the foramen ovale and its neighbourhood, 
is at present much in vogue. From personal experience, as 
wel as observation of many cases in which it had been per¬ 
formed by others, I am sure that it is but an indifferent 
substitute for the operation on the Gasserian gaDglion. 

In some cases no relief whatever is given by the alcohol injection ; 
in others temporary anesthesia and freedom from pain may last from 
a few months to about a year, but recurrence of the neuralgic attacks i« 
practically certain. If the Injection be repeated a shorter interval is the 
rule ; as a rule the patient is left ultimately in a worse condition than at 
first, and the prognosis of the major operation is distinctly prejuoiced. 

For example, I saw in Belfast an elderly woman who had travelled 
to London and submitted to alcohol injections no fewer than 15 times at 
the hands of one of the prominent advocates of this method. The 
epileptiform neuralgia was in her case finally worae than ever, and the 
repeated failures led her to refuse the offer of cure by operation. 

Some writers have claimed success from alcohol inj-ctlon prema¬ 
turely ; thus one physician repo ted 31 “cures” out of 53, but in 19 of 
his cases the re»ult had been followed up for less than nine months. 

The most cannid report I have yet. seen is that given by an 
Austrian physician, Dr. Flesch. Of 62 cases in which he had employed 
alcohol Injection there were 8 “cures,” but in each of these only a 
peripheral branch of the fifth nerve had been injected. We may 
conclude with certainty that none of these were cases of real epilepti¬ 
form neuralgia, f -r in this no operation on a peripheral branch—however 
thorough the destruction of the nerve—ever effects a permanent cure. 
Of Dr. Flesch’s other cases, 54 in number, he found that the neuralgia 


returned in everyone, in 50 the interval of relief varied up to 18 months 
at the longest. Even in war-time a year soon passes. 

The treat ment by inject'on with alcohol has invariably in this country 
had the name of a German, Dr. Schld-ser. attached to it. I mav point 
out that two French ophthalmic surgeons. MM. Pitres and Verger, 
deserve the credit of its introduction ; they brought it forward in July, 
1902, whereas Schlbsser's paper was not published until a year later. 


Drawbacks to Method of Alcohol Injection. 

To inject the second division of the fifth nerve it is 
usually approached in the pterjgo-maxillary fossa, the 
needle being introduced below the malar bone at an 
inclination of about 20° and passed to a depth of 4 5 cm. 

The drawbacks to this are that there are no guides to the nerve, 
which is, moreover, approached from its lateral aspect; that anatomical 
obstacles in some skulls account for frequent failure; and that untoward 
results, such as diplopia or loss of colour-sense in the eye, have shown 
that the alcohol is apt to reach the oculo motor nerves In the sphenoidal 
sinus or the optic nerve. _ 

I have in a few cates adopted another w’ay of approach, from the 
outer and lower angle of the orbit, the needle being passed towards the 
foramen rotundum along the spheno maxillary fissure. This has the 
advantage that the fora" en is approached from In front and not the 
side and that the path of the needle is through fatty tissue and not 
muscle (as in the usual method). 

To inject the Gasserian ganglion itself can only be done 
through tbe foramen ovale at a depth of no less than 7 cm. 
from the side of the cheek. 

It is undoubtedly possible in many skulls to reach the foramen, 
though what happens to ’he alcohol inje ted and exactly where it goes 
appear to me to depend upon “the Fates and Destinies, theSbtesTh'ee, 
and other branches of learning,” rather than upon any special skill or 
knowledge of tbe phv-ician. In some cases the alcohol probably 
diffuses itself in the subarachnoid space and does no harm ; in some the 
posterior part of the ganglion may be reached by the needle. 

It is an open question whether this method gives any better 
result than injecting the branches of the fifth nerve that are 
chiefly affected by the neuralgia. In either case, if the latter 
be of the true epileptiform type, relief is uncertain and at the 
best temporary. 

Choice of Method. 

My own feeling is this : When the patient wishes it and 
fears the major operation a careful tr al of alcohol injection 
should be made, but if this fails the good prospect of a per¬ 
manent cure by excision of the Gasserian ganglion (or else 
by Abbe’s operation) should not be unduly deferred. Where 
the neuralgia involves both superior and inferior maxillary 
divisions, as it does in most of the advanced cases, nothing 
short of the major operation is likely to be successful. In a 
certain number, however, the second diviaion is alone 
involved for several years, and in these it may be worth 
while to resect the trunk of the superior maxillary, after 
trephining in the manner described at the beginning of this 
paper between the ganglion and the foramen rotundum. 

I did this operation first, in 1902, but can only speak as to the results 
of f -ur cases. In all relief was «»bt*iued for several years, in one there 
was entire freedom from recurrence for six years, but then the t_ic 
douloureux developed in the third division (luferlor maxillary). In 
this ca»e and In another of the four I was obliged to remove the 
Gasserian ganglion at a second operation, which was rendered easy by 
the previous performance of the first one. 

Recurrence on Opposite Side. 


In conclusion, attention may be drawn to a fact of much 
interest, which, so far as I can ascertain, has hitherto 
escaped comment. 

Perhaps the most striking feature about epileptiform neuralgia is its 
one-sided distribution, but experience has now shown that after a 
successful cure by operation on the Gasserian ganglion there Is a 
definite tendency—after a varying number of years have elapsed—for 
the disease to develop in the opposite fifth nerve. As before, the spas¬ 
modic attacks of pain may be confined to one division only, or they may 
involve both second and third. . 

If there were no other reason for discrediting the view urged by the 
late Sir Victor Horsley that epileptiform neuralgia is due to a neuritis 
set up by dental Irritation, this fresh development (on the other side of 
the brain) would alone be conclusive. 

I have met with three cases, and the question of their 
treatment is obviously a difficult one. 

One does not wish to paralyse the masticating muscles on both sides, 
and there ore the alternative lies between resecting the superior maxil- 
1-ry by the lniracranlal method (»hen the neuralgia is confined to this 
division) and operating on the Gasserian ganglion, whilst preserving the 
motor root and its continuation into the interior maxillary nerve. 

Alcohol injections were tried without success in two of tbe three 
cases before resorting to open operation. When last seen tbe resulr. of 
the second operation in all three cases was satisfactory, and iortunately 
this recurrence of the neuralgia on the opposite side of the head is 


quite uncommon. 

On the present occasion it is only possible to refer to the 
operative treatment of epileptiform neuralgia of the fifth 
nerve, to emphasise the importance of preserving the 
ophthalmic division duriDg the operation, to point out the 
small risk which now attends it, and the permanence of the 
cure that is to be hoped for in properly selected cases. 
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A CASE OF EPIDEMIC LETHARGIC 
ENCEPHALITIS. 

By A. J. Rice Oxley, M.D.Dub., M.R.C.P.Lond. 


In the following case the general indication pointed to 
it being one of those obscure cases recently reported of 
epidemic lethargic encephalitis rather than cerebral haemor¬ 
rhage or cerebro-spinal meningitis. This opinion was based 
on these facts : character of onset, the fever. somnolence, 
suspicions pointing to some ophthalmoplegia, regular and 
slow pulse, facial and lingual weakness, severe pains in 
neck (referred pain), age of patient, and absence of meningeal 
symptoms. 

The patient, aged 74, appeared in her usual not very good health 
when, on May 17th, 1918, she went to visit some friends, where she 
arrived thoroughly exhausted. While at lunch she suddenly ceased 
talking, became confused, and threw' her arms wildly about; she 
vomited freely for some little time. No definite loss of consciousness 
or signs of paralysis. The msntal confusion continued. Severe froutal 
and cervical pain developed, with, at first, inability to sleep on account 
of the pain. T. normal until the 22nd ; then rose to 100° and next day 
to 102°; thereafter between 98° and 102°. Patient had then become 
very drowsy and lethargic, capable of being roused but soon relapsing 
intosomnolence, with irregular Cheyne Stokes breathing; pulse regular, 
rather slow. Tendency to incontinence of urine Tongue dry and 
typhoidy-looking. Bowels confined but acting to drugs. 

May 23rd : When roused speech is heavy and difficult to interpret, but 
the patient appears to understand what is asked, but has difficulty In 
answering the question. The eyes are closed, but opened when 
requested. Resistance with some force is offered when eyelids are 
opened with the finger. Eyes slightly drawn over to right; some 
unsteadiness in lateral movements, but no nystagmus; some facial 
weakness; movements of tongue halt»ng and uneven. Upper limbs 
qnite normal; grip of hand fair ; no noticeable spasticity or rigidity or 
flaccidity. The same holds good as regards lower limbs. Knee-jerks 
could not be elicited. No signs of Kernig, Babinski, or Brodzin*kl. 
Abdominal reflexes are normal; no marked tacbe cerebrate. Very 
definite tenderness in region of neck, especially over lower cervical 
area; no rigidity; complete incontinence of urine. 

Dr. J. A. H. Brincker, who most kindly saw the case with 
me, advised lumbar puncture. 

This was done May 25th; about 40 c.cm. of cerebro-spinal fluid with¬ 
drawn. The fluid was clear except for a small quantity of blood which 
accidentally got into the fluid. The patient improved very distinctly 
for a abort time and appeared to recover a definite degree ot conscious¬ 
ness, but about half hour later she was taken with a seizure associated 
with unconsciousness. Convulsive movements of the facial muscles; 
eyes now diverted to left; failure of respiration and heart's action. She 
very slowly Improved under thyroid injection and artificial respiration. 
Ac., bat never recovered consciousness and died on May 28th, noticeable 
features being Incessant nystagmus, rapid, jerky, irregular respiration, 
and a much quickened pulse-rate. 

Examination of the cerebro-spinal fluid gave a result in 
complete agreement with the findings in other cases of this 
disease. The patient had certainly been in somewhat failing 
health since March, when I attended her for an acute attack 
of intestinal irritation, the exact cause of which I could not 
determine. Had the cause being lying dormant and suddenly 
resumed its fatal activity ? 

London. W. 

THE OCCURRENCE OF SKIN LESIONS DURING 
TUBERCULIN TREATMENT. 

By A. G. M. Grant, M.D. Edin., D.P.H., 

TEMPORARY MEDICAL SUPERINTENDENT, MANCHESTER SANATORIUM, 
ABERGELE. 

Following on the administration of tuberculin the 
presence of skin manifestations is uncommon. A passing 
erythema is very occasionally seen, but any more lasting and 
definite lesion is rare. Papular eruptions of the nature of 
tuberculides have been described by different observers, 
but even in the recent exhaustive works on tuberculosis only 
meagre reference is made to them. Owing to the rarity of 
the condition the following case may be worthy of record. 

A woman, aged 24, came under sanatorium treatment on Dec. 16th, 
1936 ; had suffered from a cough for a year. Seven years previously 
•cute pains In and swelling of ankles ; in bed for three weeks ; other¬ 
wise health had been good. Involvement of whole of upper lobe and 
apex of lower lobe of right lung, with numerous tubercle bacilli in 
sputum. No cardiac murmurs. Progress after admission satisfactory 
and uninterrupted; temperature remained normal; lit for moderate 
exercise. 

On Feb. 16th, 1917, first injection of tuberculin B E., 0 001 c.mm. ; 
foar days later 0*0015 c.mm. In 18 hours after second injection temp. 
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99° F., headache, cough increased, and over affected portion of right 
lung crepitations more numerous. With rest In bed focal reaction 
gradually subsided. On March 3rd pain around knees and elbows, 
feeling as if she had been badly bruised; some hours later papular 
eruption in these sites on extensor aspects. The nodules were very 
slightly raised, inflamed, and somewhat tender to the touch, resembling 
an erythema nodosum. Within 24 hours they had disappeared, leaving 
hemorrhagic spots varying roughly in diameter from 3 mm. to 15 mm. 

On March 8th a similar eruption associated with pain appeared on 
ankles and dorsum of feet, Bpreading round towards the soles. The 
following day the rash was seen on extensor surfaces of forearms ; on 
March l4th small petechial hemorrhages on posterior aspect of 
shoulders. On March 17th there suddenly developed oedema of left 
parietal and frontal region, which for a few hours closed up left eye. 
On following day <rdema of left hand; on March 28th right hand 
similarly affected. This quickly passed off and the eruption gradually 
faded, leaving a brownish stain on the skin; on March 27th, April 1st, 
and April 11th recurrences, but to lesser degree, of haemorrhagic lesions, 
preceded by slight papular eruption over extensor surfaces of arms 
and legs, with pains in elbows, knees, and ankles. The appearance of 
the rash was associated with profound constitutional disturbance, 
marked by anorexia, sickness, and acute pain In epigastrium, severity 
of pain coinciding with a fresh eruptive crop. On March 23rd 
epistaxls ; on 24th slight melama. 

D iring the w hole of this period patient seemed tired and worn out. 
although temperature was only slightly raised. After middle of April 
no return of eruption; general condition improved. Examination of 
lungs revealed, however, a definite sprcid to lower half of right lower 
lobe. A left-sided pleurisy developed in May; signs of Infiltration of 
lower lobe of left lung. Further progress slow ; she left sanatorium in 
July. 

Scrapings from the papules and haemorrhagic patches were examined 
microscopically; T.B. not found. Arneth counts were done at 
intervals, but did not show deviations corresponding with altered 
clinical state. Index 78 before injection of tuberculin on Feb. 16th. 
On Feb. 25rd, Marih 9th, March 30th, April Nth, June 25th, and 
July 9th It was 81, 76, 82, 78, 78, and 73 respectively. 

The exact nature of the production of these skin affections 
is still not definitely known. 

In a few cases tuberole bacilli have been demonstrated In the lesions, 
and this has led to the belief that the tuberculides are caused by the 
dissemination of attenuated bacilli which are readily destroyed by the 
specific cellular defence of a hypersensitlsed person. The rapidity of 
the destruction of the bacilli explains the difficulty of their detection 
micr •scopically. The eruption is not due to the presence of any living 
bacilli in the tuberculin, as with a tuberculin free from ultra micro¬ 
scopic particles of bacilli similar skin changes have been proluced. 
Tuberculin acts indirectly by causing a focal reaction, and thus lets 
free increased numbers of tubercle bacilli into the blood stream. With 
reference to the above case several other patients w ere treated with the 
same tuberculin and showed no untow ard symptoms. 

In connexion with this skin manifestation, Dr. Marcel Pinard, of the 
French Army, has observed acute nettlerash with (edema develop 
12 to 15 days after the UBe of poisonous gaaes by the Germans, and 
followed later by active pulmonary tuberculosis. It is Interesting to 
note that the lapse of time between the toxic stimulus and the skin 
eruption coincides closely in both instances, 15 days supervening 
between the first injection of tuberculin, and the appearance of the 
papules. 

I have to thank Dr. C. F. Walker, medical superintendent, 
Westmorland Sanatorium, for permission to publish this case. 


NOTE ON H.EMATEMESIS AS A COMPLICA¬ 
TION OF APPENDICECTOMY. 

By E. Drybrough-Smith, M.D., Ch.B. Edin. 


This case simulates in many respects the condition known 
as post-operative haematemesis, a serious complication, with 
a death-rate equivalent to 69 per cent. 1 Perhaps by 
recording the case other cases of a similar kind may be 
brought to light and views expressed as to the frequency 
and etiology of this uncommon complication. 

A boy, aged 12, had attack ot appendicitis; acute during first four 
days; continued in subacute form for four weeks, during which time 
temperature ro*e each afternoon to 100° F. and he complained of sharp 
shooting pains in right lower quadrant of abdomen. No symptoms of 
stomach disease; no vomiting during attack and appetite fairly good 
after the first four days. He suffered from constipation, which 
required aperients. He looked ill, pale, and thin. 

After temperature had been normal for two days I decided to 
operate. Castor oil administered night before; enema of soap and 
waterat 7 a.m. on day of operation—Feb. 12th last. At 11 a.m. he was 
given chloroform. A few minutes after its commencement he vomited 
repeatedly ; on continuing anaesthetic he became pale and ceased 
breathing. Head lowered; artificial respiration; 0*5 c.cm. pituitary 
extract hypodermically, followed by saline. When he recommenced 
breath’ng open ether w as administered ; on this he did fairly well; 
operation proceeded with. Vomiting caused escape of a few loops of 
intestine; otherwise no great manipulation of bowel. 

On opening abdomen exploration of gall-bladder and pyloric region 
with two fingers; nothing abnormal. Search at once made for appendix, 
which was slightly adherent to outer side of caecum. It was easily 
brought out and removed. Wound closed without drainage. Appendix 
showed circular ulcer of mucosa within an inch of base. 

Before patient left operating table and while still semi-conscious he 
vomited dark-brown fluid (-altered blood). This vomiting continued all 
day at intervals; on each occasion the same fluid (“black vomit") 
brought up; quantity 3 or 4 ounces to 8 or 10 ounces. He complained 
of strong acid taste and pain in pit of stomach. He was given every 
four hours one drachm of bicarbonate of soda in hot water and salines 


1 Purves: Bdin. Med. Jour., March, 1902. 















MEDICAL SOCIETIES. —ANALYTICAL RECORDS. 


10 The Lancet,] 


by rectum ; kept in Fowler position. The vomiting continued until 
3 o’clock next morning, when a lreualin chloride in 10 min. doses (sol 1 in 
1000) was given by month every two h »urs. When this was commenced 
pulse was 112 per minute and very feeble; he was cold and sweating. 
The vomifing did not recur. Pulse-rate became normal and condition 
rapidly improved. When bowel acted on third day no meUena. 
Shebbear, N. Devon._ 

A NOTE ON SOME SYMPTOMS FOLLOWING 
THE TAKING OF QUININE. 

By G. R. Footner, M.B. Camb., F.R.C.S. Eng. 


The statement occasionally made by patients that they 
cannot take quinine usually turns out an exaggeration, and 
the following example of quinine idiosyncrasy may therefore 
be of interest. 

The patient, a young married lady, had lived for 11 years in British 
Bast Africa and had never suffered from malaria, th >ugh o»ten exposed 
to infection. She had taken quinine twice. The first time a dose of 
10 gr. by the mouth produced shortness of breath, (edem* of eyelid 
and urticaria. The second time similar but milder symptoms followed 
taking a drachm of Easton's syrup. 

While going through the Sudan she had a severe attack of malaria on 
Dec. 24th, 1917, and the doctor gave, unknown to her, 5 gr. of quinine 
by the mouth. G'eat shortness of breath, oedema of eyelids, and urti¬ 
caria occurred Four grains were g»ven by rectum ; same result. After 
this no more quinine : fever slowly subsided. On the day after first 
dose of quinine (Dec. 24th) uteriue haemorrhage began and continued 
till Jan. 4th. 1918 

On Jan. 3rd no fever, no malarial parasites found in blood. After calcium 
chloride in «*al1v dose of 30 gr. for two days quinine was given In £ gr. 
doses three times a day for 24 hours and 1-gr. d<*scs three times a day 
for 48 hours. After this two doses of 2 gr. each producei dyspmva 
and itching of hands and feet. Amount remood to 1 gr. thrice <i-iily; 
fever recurred, subtertian paras tes found. After 30 gr. of calcium 
ohlorlde. a-gr. doses of quinine were used hourly for tea doses, followed 
by 1 gr. hourly for four doses. This produced nausea, and three intra¬ 
muscular injections, each of 74 gr., were given in 24 hours. An 
urticarial rash appeared after secon 1 injection; no other bad effects. 

Temperature now became normil and olood free of parasites. Before 
leaving Khartoum patient was taking 2 gr. of quinine thrice dally and 
received an intramuscular injection of 15 gr. witn no ill-effects. 

She was susceptible to the pollen of “ black wattle,” a kind of acacia 
found In British East Africa, but in England had never had “hay 
fever.” Proximity to horses did uot pr -duce symptoms, and no other 
members of her family suffered. The symptoms were on «11 occasions 
witnessed by a doctor. The salt ined was quinine bihydrochloride. 

Khartoum, Sudan. 


Hlebiral Societies. 

SOCIETE DE BIOLOGIE, PARIS. 


The following is a summary of the papers read at a meeting 
of this society on June 22nd :— 

Brodin, Charles Richet, and St. Girons. --Density of 
the Blood in Dogs. 

Kn experlmontant aur 47 chlens normaux, pour determiner les 
constantcs en densite, en masse du sang, en h^maties eten leucocytes, 
B., B., et G. font les constat atl. ms sulvantes : (’element leplus constant 
e’est la masse du *ang ; l’elemeut le plus variable, le leucocyte. La 
densite est proportionate aux hematles. 

H. Cardot —Density of the Blood after Haemorrhage. 

Un sulvant la variation de la density sanguine au cours d une s£rle 
d’h6morragles success!ves, A la fois A lalde dea indications donneeu par 
I'a^rora&tre et en dete»*mlnant I’extralt du sang, O. signale un notable 
abaissement de la densite dans ces conditions. 

Tribondeau. —New Blood Stains. 

T. ajoute un nouveau colorant (colorant I) du genre May-Gninwald, 
de preparation tr£s facile, au colorant simplifi£ genre Glemui 
(colorant 11) qu’il decrlt r^cemment. En fixant les frottis avec ce 
colorant I, on obtlent des colorations plus rapides avec le colorant II. 
Le colorant II <5tait une solution alcaline d'eoslnate de bleu de 
m6thylfcne transform^ par l’ammonlaque; le colorant I est une solution 
neutre d’eoslnate de bleu de m^thyldue naturel. 

E. Saquepee. —A Small Epidemic of Alimentary Poisoning. 

Petite dpid^mie (6 atieintes) d’empoisonnements allmental*cs 
collect ifs. Le BaciUtu enlcrifidis est d£cel6 dans les selles d’une part 
chez les malades. d’autre part chez un cuislnler demeure indemne 
pendant l'^pid^mie. Mais le serum du cuislnler, au 4e jour de 
I’epldemle est forteraent agglutinant pour le B. cnteritulis; au 
contralre, it cette date, le serum des malades ne pre sente pas 
encore de propriety agglutinantes. ces dernicres n’apparaUsant que 
plustard. De cette confrontation on pent conclude que le cul-inler a 
et6 en rcallte raalade quelques jours avant i’apparltlon de l'6pldemie. 
Ce qu’il finit par avouer. II a ensulte containing des aliments et 
provoqu6 l’^pidemie, 

Harde and Jackson. —Tolerance Acquired by Staphylo- 
003C1 towards Antiseptics. 

II result© dee experiences de H. and J. qu’il ne s’agit pas d’une iol 

entfrale et que i’aocoutumance du staphylocoque. par exemple. facile 

obtenlr vis a vis de l’acide phenique. ne s’obtlent nuUement, ni 
in vitro, ni in vivo , vis A vis de la solution de Carrel-Dakln, dins 
Laquelie I’actlon antiseptlque est exercee par l’hypochiorite de soude. 
Cette remarque off re un interct au point de vue du traltement des 
plalea Infectees. 
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Reports anfr Jnalgtkal ^Bcrorbs 

FROM 

THE LANCET LABORATORY. 


(1) STANNOXYL, and (2) KINECTINE. 
(Anglo-French Drug Co., Ltd., Gamage Building, Holborn, E.C.l.) 

1. THE observation that tin-workers were apparently 
immune from boils has led to the elaboration of metallic 
tin preparations containing the oxide as well as the lead- 
free metal for the treatment of furunculosis. Such is 
stannoxyl, presented for administration in the form of 
greyish-coloured tablets. The treatment is empirical, but 
the clinical cases reported certainly call for attention on 
account of the favourable results obtained in skin erup¬ 
tions which are staphylococcal in origin. This is supported 
by a series of cases in a paper by Dr. A. Compton, published 
in The Lancet. 1 So far the method has been tried in the 
treatment of carbuncles, boils, anthrax, acne, and styes. 
Our laboratory examination confirmed the absence of lead in 
the stannoxyl tablets submitted to us. 

2. Kinectine is a somewnat*complicated compound having 
quinine as a pharmacological basis. It is, in fact, a com¬ 
bination of hectine (sodii-benzo-sulpho-p amino-phenyl 
arsenas) with quinine hydrochlorate. It has been reported, 
chiefly in French clinics, as a specific in the treatment of 
hay fever, malaria, and influenza. This combination of 
quinine with an organic arsenic group is of interest. 

COFFEE PERLETTES. 

(Giltspur Co., Ltd., 33 and 35, Bastchrap, London, K.C. 3.) 

It is not in our experience that the so-called coffee 
essences (fluid) satisfactorily replace the well-made infusion 
of the ground and fresh-roasted coffee berry. This is 
probably in a large measure due to the lack of 
freshness of such preparations. These coffee perlettes, 
however, appear to retain the aroma and fragrance 
of coffee because they represent a well-prepared extract 
or infusion subsequently reduced to the dry solid 
state; they are moulded into rounded particles which 
look like the roasted berry in miniature. These are 
readily soluble in hot water and the solution approaches 
more closely the attractive characteristics of the freshly 
prepared infusion than any essence or extract we have 
examined. According to our analysis, the pure coffee 
perlettes contained as much as 5 16 per cent, of their weight 
of caffeine, so that, calculated on this basis, the preparation 
represents about five times its weight of coffee, since the berry 
contains 1 per cent, of caffeine. The moisture amounted to 
only 280 per cent., and the mineral matter is 14*5 per cent., 
consisting chiefly of potash salts. The perlettes made with 
the addition of some chicory gave similar results. For the 
extemporaneous preparation of a quite good cup of coffee 
these granules will be found convenient, and they are also 
economical in use, since they are free from •‘grounds.’* 
The composition of the fluid extracts of coffee upon the 
market formed the basis of a report from The Lancet 
Laboratory published in our issue of July 7th, 1894, p. 43. 
Twelve specimens in all were examined, and the general 
result was to show a deficiency of caffeine, due probably to 
the deposition of this alkaloid as insoluble tannate in the 
course of manufacture. 

OOLLOSOL CUPRUM. 

(The Crookes’ Laboratories, 50, Blgin-crrscknt, London, W. 11.) 

Colloidal copper has recently received attention in 
regard to its application in malignant disease, the view 
being held that under a favourable environment it serves as 
a carrier of oxygen. However this may be, certain interest¬ 
ing results have been recorded as to colloidal copper 
restraining the growth of embryonic cells. We have 
received specimens of ampoules of collosol cuprum for 
intramuscular or subcutaneous injection, and pessaries and 
suppositories for local treatment containing this agent. The 
fluid in the ampoules is of a brownish-red colour and does 
not respond to the ordinary reaction of crystalloid copper 
until the colloidal condition is broken up. The application 
of catalytic agents in the treatment of disease undoubtedly 
promises interesting development with further study. 

i The Lancet, 1918, i., 99,143. 
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Belgian Doctors’ and Pharmacists’ 
Relief Fund. 

We appeal this week jointly with our important 
contemporaries, the British Medical Journal and 
the Pharmaceutical Journal and Pharmacist , for 
farther and immediate support for the Belgian 
Doctors’ and Pharmacists’ Relief Fund. At the 
close of 1914 the Fund was started by an appeal 
emanating from a committee fully representative 
of the medical and pharmaceutical professions 
in Great Britain and 
Ireland, and as a result 
about £20,000 were re¬ 
ceived almost entirely 
from members of those 
professions, the con¬ 
tributions from the 
colonies and India 
being conspicuous in 
the total. Support was 
also received from the 
United States of 
America, but it must 
be remembered that 
ever since the war 
began relief of the most 
generous kind has been 
afforded to the whole 
population of Belgium 
by the United States 
through the Commis¬ 
sion for Relief in 
Belgium, and in this 
relief the professions 
with which we are 
immediately concerned 
have had, and are 
having, their share. At 
the beginning of the 
movement the money 
collected by the Com¬ 
mittee of the Belgian 
Doctors’ and Phar¬ 
macists’ Relief Fund 
was spent in relieving distress among the 
members of the medical and pharmaceutical 
professions, being Belgians, who had taken 
shelter in this country, often accompanied by 
a considerable number of dependents. Through 
the representations made by the Committee, 
and through the personal work of the officers 
and the whole-hearted devotion of Dr. Des Vceux, 
the honorary treasurer, the needs of the immigrant 
refugees were speedily met. Sums of money as 
grants, or as weekly allowances for a period, were 
provided in certain directions; employment was 
obtained in other cases. By the help of advertise¬ 


ment medical posts were found both for the Belgian 
doctors and Belgian pharmacists; and, the General 
Medical Council having admitted Belgian doctors 
of approved standing to the Medical Register 
of the United Kingdom, the necessary registra¬ 
tion fees for those doctors were paid by the 
Fund. In this way, both with promptitude and 
with no large cost to the Fund, the refugees on 
our shores were succoured, while in time a good 
many of the Belgian medical men joined up with 
their national army. 

But in the meantime the hand of Germany grew 
heavier and heavier Upon the outraged Belgian land, 
when it was learned through Mr. C. Hoover, then the 
Director for Europe of the Commission for Relief 
in Belgium, that it would be possible for the Fund to 
supply the Belgian doctors and pharmacists remain¬ 
ing in their ow n country with material assistance 

in money and drugs. 
He undertook the for¬ 
warding to safe hands 
of any subsidies sent 
to him by the Fund. 
The machinery for dis¬ 
bursing the money was 
provided by a repre¬ 
sentative committee of 
Belgian doctors and 
pharmacists sitting 
regularly in Brussels; 
and through Mr. 
Hoover, since March, 

1916, up tp December, 

1917, £800 were sent 
regularly every month 
to this Belgian com¬ 
mittee for allocation 
amoDg the doctors and 
pharmacistsof Belgium. 
When this policy of 
regular disbursement 
was embarked upon it 
was easy for the Execu¬ 
tive Committee of the 
Belgian Doctors’ and 
Pharmacists’ Relief 
Fund to fix the date by 
which their resources 
w r ould be exhausted, 
that date being the 
end of 1917. There 
was a general belief 

that actual military operations would have come 
to an end by that date; but, alas, the Fund reached 
the bottom of its purse while the war remained in 
full blast. 

At the beginning of this year it was determined 
by the Executive Committee that a second appeal 
should be made to enable the Fund to continue its 
work, and, at the time when the appeal was issued, 
only sufficient money remained to warrant the 
sending of £400 in the months of January and 
February ; and this was the more bitterly dis¬ 
appointing to the committee in that, at the end of 
1917, a representation was received from the 


THE BELGIAN DOCTORS’ AND PHARMACISTS’ 
RELIEF FUND 

AN APPEAL 

TO ALL MEMBERS OF THE MEDICAL 
AND PHARMACEUTICAL PROFESSIONS 


In 1911, by resisting Germany , Belgium 
saved you from starvation and ruin . 

In 1915 you honourably responded to an 
appeal by subscribing a fund for your 
Belgian colleagues in their distress . 

During 1915 , 1916, and 1917 this money 
was sent in instalments to Brussels—at 
first £800 per month , later £400. The 
Fund is now exhausted, all but £700. 

In 1918 will you leave your 
Belgian colleagues to starve ? 


Subscriptions may be sent to the Honorary Treasurer, 
Dr. H. A. Des Voeux, 14, Buckingham Gate, London, S.W. 1 
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Lessons from Baby Week. 


Commission for Relie f i n Belgium, _through Mr. 
W. B. Poland, who had succeeded Mr.3 Hoover, to 
the effect that never was the money and the moral 
support more urgently required in Belgium by our 
suffering colleagues.03Mr. Poland wrote: — 

“The most difficult class to reach is the very class that your 
Fund in the past has ministered unto — namely, the families 
of the doctors and pharmacists who may not dig, to beg they 
are ashamed. If the supporters of your Fund knew how 
much actual suffering they had allayed, and how much 
potential moral and physical suffering they had prevented, 
they would not cease to continue their support, many as 

are the claims now made upon them . The people who 

receive your kindness and charity are grateful in the extreme. 
Wave after wave of gratitude sweeps over the country. 

Some day you will know of it . The funds from 

your society are paid over to a commission of eminent 
gentlemen of your profession, and the distribution is under 
their personal supervision. The knowledge that their asso¬ 
ciates in England have not forgotten them is an inspiration 
to the whole profession at a time when moral support is 
perhaps as much needed even as food.” 

In view of this communication a general meeting 
of the Fund was held, a second appeal was issued, 
and the result of that appeal has been announced 
weekly in the medical and pharmaceutical journals. 
All our readers, therefore, know that, generous as 
the individual response to the second appeal has 
been in a certain number of instances, no general 
support of the movement was secured thereby. As 
a matter of fact, to-day the Executive Committee 
of the Fund is in much the same position that it 
was at the beginning of the year. Enough money 
remains to pay one more mensuality at the reduced 
rate of £400, and then, despite the moving cry of 
anguish and gratitude from our colleagues in Belgium, 
the subsidies must cease. We earnestly entreat 
our readers to do their utmost to avoid this 
miserable situation. A general and generous 
response to the request for subscriptions made 
now should enable the Fund to continue its sorely 
needed work until the end of the war. 

We know what we are asking. From hard-worked 
professional men, many of whom are themselves 
pecuniary sufferers by the war, and all of whom 
are weighed down by the burdens of increased 
taxation and heightened expenditure, we are begging 
for money which they sorely need themselves and 
for which a dozen other admirable sources of 
expenditure present themselves. But we cannot 
conceive any more worthy object than the assist¬ 
ance of our Belgian colleagues. In the words of the 
chairman of the Fund, Sir Rickman Godlee, in our 
columns last week—“ it is to pay a debt which we 
owe to our hardly entreated brethren.” The need 
of our Belgian colleagues is indescribable, and the 
national action and character which have brought 
them to this condition are beyond all praise. With 
measureless gallantry the Belgians faced and held 
up the German onrush, and in those first eventful 
weeks of the war saved Paris and France, saved the 
Channel ports and England — and ruined themselves. 
They preferred ruin to dishonour, and it is the 
bounden duty of all of us, remembering this fact, 
and recognising not only its moral grandeur but its 
practical benefits to ourselves, to do all in our 
power to alleviate their misery until the day of 
deliverance, now approaching, finally arrives. 


Last year National Baby Week was devoted 
primarily to propaganda work ; the week which 
has just passed has been chiefly of an educational 
nature. By a strange paradox, during the fourth 
year of war much has been done to direct public . 
attention to the value of infant life. Unification 
of effort is being achieved in this and other 
countries, emphasised by the visit to this country 
of such striking child-welfare advocates as Judge 
Neil, of Chicago, Dr. W. Palmer Lucas, of the 
American Red Cross, and Dr. F. Truby King, 
of New Zealand. Many of the leading home 
agencies for the care of mother and child 
have combined in a National League for Health, 
Maternity, and Child Welfare and the new and 
influential Council for the Unmarried Mother and 
her Child was represented unofficially at the Baby 
Week inauguration. This being so, the arrange¬ 
ments for the London Week centred round a series 
of conferences and didactic lectures held within 
sight of an exhibition arranged by Mrs. Ogilvie 
Gordon, D.Sc., to show the thread connecting all 
kinds of child-welfare effort. More, probably much 
more, remains to be done in order to make an 
exhibition of this kind accord with the present 
level of exact knowledge, while still arresting public 
attention. The sections devoted to venereal disease 
and to the question of heredity were happier in 
achieving this than that devoted to alcohol. In 
general, the conception of fatherhood appeared 
again rather strangely absent from the exhibition, 
giving point to Mr. Ben Tillett’s remark at the 
inaugural ceremony that although we required all 
the mothers we might easily do with half as many 
fathers. 

The educational aspect of the child-welfare 
question is dealt with in a broad way by two writers 
in our present issue. Sir Arthur Newsholme 
combats the prevailing ignorance of the elements 
of public health in an address recently given at 
a conference of sanitary authorities in the county 
of Durham. What the Bishop of Birmingham de¬ 
scribed at the Baby Week meeting as the Kingdom 
of Heaven on earth would be realised easily enough 
if we could start afresh with new materials, but the 
substructure of that Kingdom in Durham county is 
characterised at present by extremely filthy domestic 
arrangements. Sir Arthur Newsholme shows that 
a thousand infantile deaths occur each year in the 
county which would have been saved if Durham 
shared even the mediocre average experience of 
the rest of the country. His remarks are primarily 
addressed to Durham authorities, but that no 
one elsewhere may glory in his superiority Sir 
Arthur Newsholme states that in every area 
“pockets” may be found which form death-traps 
for the infants living in them. He asks whether 
any of us could live healthy lives in houses 
possessing no larder and no sink, and a malodorous 
ashpit and privy in the back-yard. Some of us with 
higher ideals and greater initiative may be inclined 
to reply that we could, possibly forgetting that the 
deplorable sanitary conditions described destroy 
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Jnnatations. 

“ Ne quid nimis.” 


not merely physical health but any desire for better¬ 
ment on the part of their occupants. Sir Arthur 
Newsholme fairly claims for his address that it 
makes less venial the ignorance of town councillors 
and property owners in regard to the importance of 
local hygiene. 

Dr. H. W. Pooler’s article is also a plea for 
education, but for education of a different and 
more definite kind His paper is a closely reasoned 
reply to a report published by the Medical Research 
Committee, which found that in the child-welfare 
movement educational methods were subsidiary to 
the clearing of slum areas and the abatement of 
smoke pollution. He stands for the consensus of 
opinion represented by 20 years’ increasing and 
strenuous work for the education of the mother 
and the improvement of the home. House-to-house 
visitation by trained municipal and voluntary 
visitors has, as he rightly says, become the rule 
during this time in almost every town and county 
in the kingdom, and the Local Government Board 
has recently stiffened its demand in regard to the 
proportion of health visitors to notified births. One 
to four hundred is now the authorised standard. 
Has all this vast work to be unconditionally 
scrapped, Dr. Pooler pointedly asks; and we 
commend the careful attention of our readers 
to his reasons for finding the conclusions of Dr. 
W. A. Brend and Dr. Leonard Findlay to be ill- 
grounded. With regard to the relative ignorance 
of urban and rural mothers Dr. Pooler speaks with 
the authority of experience, and taking ignorance 
of mothercraft in the broadest sense he asserts 
without hesitation that the infants of the agri¬ 
cultural classes are far better off than those in 
the towns. For, he says, “mothercraft” means 
carefulness, personal cleanliness, clean bedding, 
clean floors, proper storage and preparation of food, 
frugality, thrift, sobriety, early hours, and, above 
all, breast-feeding; and the opportunities for all 
these things the country woman possesses to far 
greater extent than her sister in the slums. The 
Research Committee s report was in large measure 
a plea not to lose sight of the wood—i.e., not to 
neglect the broader issues of public hygiene in the 
pursuit of its personal and private applications— 
for the trees which compose it. Dr. Pooler 
reminds us that the wood is made up of trees and 
that there is much accumulation of undergrowth 
to be removed, and we are in hearty accord with 
his conclusion that in the careful local considera¬ 
tion of local conditions the problem will be solved. 
No panacea has been or will be found. A central 
guiding Ministry of Health may help; the Local 
Government Board's 41 fertilising grants ” will also 
help; but neither will avail without an influx of 
knowledge permeating down to the worker and 
the mother. 


Sir Bertrand Dawson not being able to deal 
sufficiently exhaustively in one lecture with the subject 
“The Future of the Medical Profession ” in the Cavendish 
lecture at the West London Hospital, will deliver a con¬ 
tinuation of the lecture on Thursday next. July llt-h, at the 
Royal Society of Medicine at 8.15 P.M., when a discussion will 
follow, whereat the views of all interested will be welcomed. 


PHYSICAL DISABILITY AND PUBLIC SAFETY. 

The problems of conduct presented to the 
medical profession as a result of the clash of the 
duty of professional secrecy with the duty of care 
for the interests of others have often enough been 
discussed. A correspondent sends us for criticism 
a modern instance as met with in the work of the 
medical recruiting boards of the Ministry of National 
Service. 

These bodies have recently, and in great numbers, had 
before them for medical examination men of mature 
age, and men who for one reason or another have not 
volunteered for militarv duty. Such recruits are, of course, 
of low physical efficiency, generally speaking, and will 
naturally present a large amount of disease and defect, 
disabilities which, on the one hand, the prospect of 
military service may make them communicative about, and 
amongst which (on the other) are sometimes now coming to 
light such as, if known to employers, or, indeed, to fellow 
emplovees, would entail dismissal, being plainly incom¬ 
patible with the safety of others, sometimes of very many 
others, if not of their own as well. Medical boards have 
found here and there anomalies like colour-blind signalmen, 
epileptics in charge of colliery lift apparatus, syphilitic 
glass-blowers, these gross physical disabilities having been 
previously concealed by their subjects through carelessness 
or self-interest. It is said, too, that requests by the presidents 
of boards for instructions as to possible action in view of the 
menace to public safety have not been answered in a 
positive sense. Hard as the saying “do nothing” may 
seem, it vet does apply in many cases where the relation 
between medical examiner and examinee is the ordinary 
one between physician and patient. But the instance under 
question seems of a different complexion, for here the 
relation in question is public, not private, is brief and 
casual, not intimate and confidential. There is no “cash 
nexu 9 ”; while, it might be added, the present is a time 
when any man in any degree able-bodied can find employ¬ 
ment somewhere, and when public health and welfare need 
conserving as never before. As a matter of practical 
politics, would it not be better to remove the individuals 
alluded to from their dangerous posts and compensate 
them rather than run the continual risk entailed by the 
plan of leaving ill alone? 

The point raised is one of interest to the public as 
well as to the medical profession, but the situation, 
as matters stand, is fairly clear. The medical 
practitioner who ascertains the physical condition 
of a proposed recruit is working as a servant of 
the Crown under the instructions of a Government 
department, and the man whom he examines pre¬ 
sents himself under orders in like manner. No 
relation exists such as that between a medical 
attendant and his patient, and there is no question 
of ethical obligation in such publication of the 
physical condition of the person examined as may 
arise out of work done for the recruiting board. 
It is quite different, however, when it is proposed 
to make known to employers conditions in a 
workman which may render him unfit for his 
employment. To do this in the present circum¬ 
stances would hardly be justifiable ethically; it 
might quite possibly constitute a breach of the 
Official Secrets Act, and any such action taken 
independently of official authority might render 
those responsible for it the object of litigation at 
the hands of the person reported upon. This, 
however, is hardly what is proposed, the suggestion 
being, as we understand it, that official reports should 
be made to employers as to conditions which render 
continued employment of a workman undesirable. 
No doubt such reports, if they could be made upon 
the authority of medical men gaining knowledge 
through the discharge of duties primarily con¬ 
nected with recruiting, would in an appreciable 


















20 The Lancet,] 


META-INFECTIVE FEVERS.—REGISTRATION OF NURSES. 


[July 6,1918 


number of cases be advantageous to the workmen 
in contact with the person reported upon and to 
the public. The extent of that advantage would, 
however, probably have to be established with 
reasonable certainty before the Government would 
move in the matter, and it seems likely that an 
Act of Parliament would be necessary in order to 
ensure complete safety for all those connected 
with the passing on of information obtained for a 
particular purpose, with a view to use being made 
of it for purposes wholly disconnected from the 
first. 


META-INFECTIVE FEVERS. 

Under this heading Professor Umberto Baccarani, 
in La Biforma Medica of March 16th, calls atten¬ 
tion to the fact, that patients, subsequently to 
acute febrile diseases, not infrequently develop 
after a few days of complete apyrexia, a sub- 
febrile condition which is not easy to account 
for. These processes are of variable duration and 
uncertain course, their pathology is different in 
different cases and often puzzling to explain. It is 
necessary, in the first place, to exclude from this 
category relapses and reinfections of the primary 
processes, and complications attended by febrile 
manifestations of evident origin and easy inter¬ 
pretation. True meta-infective fevers may be 
the only manifest expression of a slight 
and temporary complication of the previous 
acute disease or may have their origin in 
the flaring up of some morbid condition not pre¬ 
viously recognised, or depend on some unusual 
complication which has no relation to the preceding 
infection. But in other cases the meta-infective 
fever is cryptogenetic or essential in the sense that 
its real cause remains obscure in spite of the most 
diligent investigation and laboratory research. 
When, therefore, a patient in an apparently well- 
established state of convalescence has a rise of 
temperature from causes which otherwise are not 
capable of raising it, the implication is that we have 
some potential morbid condition which should be 
thoroughly investigated. Such meta-infective fevers 
usually make their appearance a few days after the 
cessation of the illness, from three days to a 
week. After this period the occurrence of fever 
cannot be classified under this appellation, since it 
almost invariably points to a true and recognised 
complication of easy diagnosis and special charac¬ 
teristics. Their duration is short, not usually 
more than a week, their form and course strikingly 
variable, and their intensity moderate, the tempera¬ 
ture ranging from 37° to 38° C. Professor 
Baccarani’s clinical observations have led him to 
attribute the cause of these meta-infective fevers 
to the following conditions :— 

1. A simple follicular colitis, usually concomitant with a 
return to more substantial diet and associated with slight 
abdominal pain and distension, loose stools, or constipation. 
The condition disappears rapidly on a return to milk diet. 
2. A mild appendicitis with absence of any prominent 
symptoms at the time, but which becomes evident by 
subsequent events. 3. Cholecystitis, most often after a 
typhoid infection. 4. Pyelitis and cystitis, revealed by 
examination of the urinary sediment, and especially frequent 
after typhoid and paratyphoid infections. 5. Endocarditis 
of a benign type. 6. Slight localised pleurisies. 7. Osteo¬ 
myelitis of mild type, the only symptom being an aching 
and tenderness in the lower third of the thigh; this cause 
is most frequently met with in young adults and children. 

8. Crypto-bacillary fever—tubercular, malarial, or syphilitic. 

9. Adenoids. 10. Diseases of the female genital system. 11. 
Slight inflammatory conditions of the skin or subcutaneous 
tissue caused by hypodermic injections of camphorated 
oil. 


Professor Baccarani’s observations are singularly 
interesting and suggestive. The interaction of 
morbid processes is a subject which has as yet not 
attracted the attention it merits. The occurrence 
of febrile or subfebrile conditions during conva¬ 
lescence is very frequently observed, and is too 
often disregarded or looked upon as a mere inci¬ 
dent in convalescence. We hope that Professor 
Baccarani’s paper will lead to a more scientific 
analysis of these conditions in this country. It is 
more than probable that research on these lines 
might lead to some valuable results both in patho¬ 
logy and treatment. _ 

THE SUPPLY OF “ MARYLEBONE CREAM.’’ 

Difficulties in connexion with the supply of 
cream for infant feeding have created a great demand 
for substitute fats, and an enormous quantity of 
specially prepared emulsion of linseed oil, known 
popularly as “Marylebone cream,” has been supplied 
to welfare centres. Unfortunately, the supply of 
linseed oil available for this purpose is rapidly 
becoming exhausted. We understand, however, that 
one at least of the large wholesale firms which 
supply Marylebone cream has made application to 
the Food Controller for the release of a sufficient 
quantity of this oil to satisfy the requirements of 
welfare centres, urging as a plea that its use for this 
purpose is of national importance. We hope that the 
Ministry of Food will take a favourable view of the 
application, as deprivation of a physiological supply 
of fat is a serious cause of malnutrition among the 
infants of the poorer classes, and linseed oil is one 
of the cheapest forms in which fat can be supplied, 
while experience goes to prove that it gives excellent 
results when used judiciously. 


REGISTRATION OF NURSES. 

Two important meetings of nurses have recently 
been held, at both of which the question of regis¬ 
tration was to the front. The conference organised 
by the College of Nursing, Ltd. (by guarantee), was 
of a more general character, dealing in successive 
sessions with the higher education of nurses, with 
the preliminary course of training for probationers, 
and with reconstruction in nursing ideals and 
practice. The attendance at this conference was 
large and the discussions of a free and helpful 
character. At two sessions medical men occupied 
the chair, and both medical men and women con¬ 
tributed to the discussion. The other meeting was 
the annual gathering of the Society for the State 
Registration of Trained Nurses, and this meeting 
dealt more exclusively with the immediate and 
pressing question of the adoption by Parliament of 
the Registration Bill. Major W. A. Chappie, who is 
in charge of a Nurses’ Registration Bill, stated that 
he had been in communication with the College of 
Nursing and could come to an agreement whereby 
two-thirds of the electorate of the proposed 
Nursing Council should be nurses. In addition to 
this, he said that it could be agreed in the Bill that 
two-thirds of the actual Council should be nurses. 
These two things, he thought, were sufficient to 
ensure the principle of the government of nurses 
by nurses, and therewith the economical independ¬ 
ence of the worker on which every profession now 
lays stress, and Major Chappie himself is prepared 
to assist in an agreed Bill upon these lines. We 
welcome an assurance made by Mrs. Bedford 
Fenwick from the chair, speaking on behalf of the 


A 


















The Lancet,] 


THE BELGIAN DOCTORS’ AND PHARMACISTS’ RELIEF FUND. 


[July 6, 1918 21 


Society for the State Registration of Trained Nurses, 
that the society has never been obstructionist; and 
now is evidently the time to give practical proof of 
this. A resolution was passed at the annual meeting 
of the Society for the State Registration of Trained 
Nurses, and sent up to the Central Committee for 
State Registration, which contained a clause disso¬ 
ciating the society from the College of Nursing. 
The affirmative vote was by no means a large one, 
but an amendment to secure freedom from “ the 
domination” of the College of Nursing,“without dis¬ 
sociation from it,” was not accepted by the chair. We 
find this attitude hard to distinguish from obstruc¬ 
tion. We have every confidence in the ability of 
nurses to settle their own polity without help from 
outside, but the statement of a speaker at the second 
meeting already referred to, that nurses had made 
up their minds decades ago and resented the 
butting-in at the end of a new group, may make 
even the sympathetic outside observer a little 
anxious in regard to a wise and just settlement. 
It is, after all, the present and the future of the 
nurse that really matter, and the past—like other 
pasts—may well be buried. Nothing is more 
certain than that the profession of nursing is 
likely to undergo profound changes within the next 
few years, and provided that it is placed in a posi¬ 
tion to manage its own affairs plasticity is altogether 
desirable. A new vista of public health work has 
already opened before the nurse in America, where 
she is acquiring a position of usefulness and 
importance in relation to the maintenance of 
health rather than to the treatment of developed 
disease. Conditions of training in this country 
need to be widely modified before the nurse is 
fitted for this. The present hospital routine 
disciplines the nurse rather than trains her. 
Unless possessed of superhuman powers, the nurse 
throughout her training course is too fatigued by 
her routine ward duties to think or read of anything 
outside them. The training becomes largely one of 
patience, endurance, and self-sacrifice. Essential 
though these traditional virtues are, the community 
could forgo some part of them in favour of a 
more thoughtful and intelligent health agency. 
In the change just introduced by University College 
Hospital, London, where an eight-hours day for 
nurses has practically been adopted, we see the 
beginning of better things. Moreover, it is im¬ 
possible for us to believe that the nurse will not 
wish to take her share in the great wave of infant 
welfare activity now sweeping over the country, 
from which the tendency is at present to exclude 
her on account of the onesidedness of her training. 


We deeply regret to announce the death of 
Viscount Rhondda, which occurred on Wednesday 
morning last, at the age of 62. To Lord Rhondda’s 
courage, energy, and resourcefulness this country 
owes an incalculable debt. 


Colonel William Hunter will give a lecture on 
the Prevention and Arrest of Lice-borne Diseases 
at the Royal Society of Medicine, at 5.30 p.m. on 
Wednesday, July 17th. As president for two years 
of the advisory committee for the prevention of 
epidemic diseases in the Eastern war areas, and 
colonel in charge of the British Military Mission to 
Serbia in 1915, Colonel Hunter has had exceptional 
opportunities of practical experience in the new 
methods of disinfection. The lecture will be 
accompanied by lantern demonstration and is open 
to any member of the medical profession. 


THE BELGIAN DOCTORS 1 AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 

The following subscriptions and donations to the Fund 
have been received during the week ending June 29th :— 



£ 

8. 

d. 1 


£ 

8. 

d. 

The Right Hon. T. R. 




Dr. T. Steele Sheldon ... 

1 

1 

0 

Ferens, M.P.* . 

21 

0 

0 

Dr. H. G. Turney. 

3 

3 

0 

The Right Hon. Lord 




Dr. H. Lyon-Sraith 

5 

5 

0 

Leverhulme* . 

10 

0 

o! 

Dr. A. H. Coperaan 

5 

5 

0 

Dr. A. B. Kingaford ... 

1 

1 

0 

Dr. Victor Philippe 

1 

1 

0 

Mr. F. Ranaomt . 

10 

0 

0 

Dr. Hervey Bodraan ... 

5 

0 

0 

Sir Rickman Godlee ... 

2 

2 

0 

Lt.-Col E. Le Cronier 




The Lady Betty Leslie 




Lancaster, R.A.M.C.... 

2 

2 

0 

Melvillel . 

50 

0 

0 

“ R.”. 

2 

0 

0 

Dr. Thoa. Wingrave ... 

1 

1 

0 

Dr. M. Black Jones 

2 

2 

0 

8ir Anderson Critchett 

5 

0 

0 

Sir Alfred Pearce Gould 




Dr. F. R. Proctor-Sims 

1 

1 

0 

(monthly) . 

5 

0 

0 

Dr. M. M. Bowlan. 

3 

3 

0 

Dr. B. Farquhar Buzzard 

5 

5 

0 

Dr. Norman Walker 

10 10 

0 

Mr. and Mrs. Herbert 




Dr. Wherry Wilson 

1 

1 

0 

Tilley . 

15 15 

0 

Dr. A. H. F. Barbour ... 

25 

0 

0 






* Per Sir Thoa. Barlow. t Per Sir Rickman Godlee. 

I Per Dr. Des Voeux. 


Subscriptions to the Fund should be sent to the treasurer 
of the Fjind, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 

Meetings of the Executive Committee. 

A meeting of the Executive Committee was held at the 
offices of The Lancet on Wednesday, June 19th, when a letter 
was read from the Commission for Relief in Belgium (C.R.B.) 
stating that the subsidies of the Fund were always received 
by those for whom they were intended, and were of enormous 
value and moral support. In the letter was enclosed a long 
statement from the Belgian Commission Mixte sitting in 
Brussels, which proved the dire need of the Belgian medical 
and pharmaceutical profession of drugs, the careful steps 
taken to distribute to the best advantage their supplies, 
and their dread of a failure of those supplies. 

Dr. Des Vcf.ux stated that the Fund had now only £600 
to its credit, and that a further subsidy was due to the 
Belgian Committee at Brussels in July, which meant 
the virtual end of the Fund unless appeals to the medical 
profession proved more fruitful. He commented on the 
fact that the Fund was very poorly supported by the 
leading members of the medical profession. He said that the 
second appeal had brought in £1100 5s. before the issue of 
the circular letter and £1156 since, but added that £400 of 
that money had been given in response to personal appeals 
to friends made by the chairman and himself. 

Dr. Herbert Spencer said that, judging from, .among 
other things, the attitude of the Fellows at a recent uomitia 
of the Royal College of Physicians of London, the profession 
did not believe that the money reached its destination in 
Brussels, but was chiefly distributed among the Belgian 
doctors in this country ; and several members of the Com¬ 
mittee agreed that this was a prevalent feeling despite the 
categorical statement to the contrary repeated in the 
medical and pharmaceutical press. 

In a debate on the course to be pursued to raise 
more money, in which every member of the Committee 
took part, it was agreed that for the present the appeal 
should be made to medical men and pharmacists only, but 
that they should be asked to bring the urgent need of the 
Fund before their personal friends. 

A meeting of the Executive Committee was held on 
Monday, July 1st, at the offices of The Lancet, when Dr. 
Des Voeux reported that the letter from Sir Rickman Godlee, 
published in the British Medical Journal and The Lancet the 
previous week, and urging members of the medical pro¬ 
fession to support the Fund, had produced good results. The 
publication in the Pharmaceutical Journal of excerpts from 
the statement of the Commission Mixte (see below) had been 
very serviceable. The mensuality of £400 for July would 
be sent off. 

An Urgent Appeal from Belgium for Jwmediate Assistance : 

A Guarantee that the Belief Beaches the Distressed Classes. 

The following passages from a communication addressed to 
Dr. S. Squire Sprigge, Honorary Secretary to the Fund, by 
Mr. Lewis Richards, the Assistant Director of the C.R.B., 
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speak eloquently as to the imperative need for further 
substantial succour of our hapless professional brethren in 
Belgium :— 

“ I need hardly remark that the charities thus in receipt 
of subsidies through our channels are most carefully 
administered, and there is no possibility of any leakage on 
the way. I would like, however, to repeat—nor can we 
emphasise this point too strongly—that the need of help for 
Belgium grows with every day, and the reports which we 
receive from all branches of the work are nothing short of 
heart-rending. In this connexion we think you will be 
interested in reading an appeal which we recently received 
from a commission of doctors in Belgium asking for various 
medicines. You will see from this letter [the appeal of the 
Commission Mixte—see below] the difficulties against which 
the medical profession in all its branches has to contend.” 

“ Your Fund is one which reaches a class which cannot be 
helped in any other way. For the most part the professional 
men are too proud to come to the public soup-kitchens, and 
after four years of terrible privation any little savings which 
they may have had are by now exhausted. But they will 
and do most gratefully receive help from your Fund, anci with 
the assistance thus given them goes a most comforting 
feeling that their happier colleagues overseas are not 
forgetting them—a feeling which brings moral support, as 
the money brings them material comfort.” 

The Grave Need for Drugs. 

The communication from the Comit6 National des Secours 
et d’Alimentation (Commission Mixte des Medicaments, 
Brussels), addressed to the Director in Europe of the O.R B., 
is the document alluded to in Mr. Richards’s letter. It is 
signed by M. Herlant. pharmacien and D.Sc., professor at 
the Free University of Brussels, and M. Coelst, pharmacien, 
echevin of the commune of Laeken, as well as by Dr. Pech&re, 
Dr. Herman, and M. Mnunier, the secretary. It is a clamant 
appeal for the despatch to Belgium of supplies of chemical 
and vegetable drugs, of which there is a total lack. 
The dearth is such that many practitioners have to 
resort to inferior alternatives, and many antiseptics are 
practically unobtainable, so that in the event of an epidemic 
the situation would be of unheard-of horror. The drugs 
distributed by the Commission are also supplied to the 
middle classes, who are grievously impoverished, and as a 
consequence of innutrition or malnutrition the whole popu¬ 
lation is seriously enfeebled, and is therefore consuming 
a larger and larger amount of tonic and fortifying drugs. In 
order to cope with these adverse circumstances the Comit6 
National has organised a Medical Secours and Pharmaceutical 
Secours. Medical cards are issued, and the medicines pre¬ 
scribed by 2000 doctors united for the service are dis¬ 
pensed by 1500 chemists throughout the country .at a 
uniform rate, and the Comit6 pays the bill, which averages 
1,500,000 francs monthly. In Brussels there is a Central 
Pharmacy, under the control and administration of the 
Comity, which manufactures and distributes the large bulk 
of the standard pharmaceutical products to doctors and 
chemists, and also undertakes dispensing. In less than two 
years it has dispensed 250,000 prescriptions, and by means 
of statistical analysis of the drugs used in these prescriptions 
and those issued through the Medical Secours the Comity 
can determine what quantities of the drugs commonly 
prescribed are essential for the maintenance of the pharma¬ 
ceutical service for one year. 

Special attention has been directed by the Pharmaceutical 
Journal to the statement in the closing passages in this 
document, which ought once for all to allay the suspicion that 
the money or goods destined for the relief of Belgian doctors 
and pharmacists and of the general population in Belgium 
get into the wrong hands or are improperly administered :— 

“ The Commission Mixte, which the C.N. has specially 
,created to assure the distribution and control of medical sup¬ 
plies which it manufactures or imports, can give the assurance 
that the drugs imported will never give rise, under its dis¬ 
pensation, either to smuggling or to abuses. They are in a 
position, without commercial interference, to send them 
direct to the hospitals, to the 1500 chemists’ shops of the 
country, to the 500 doctors holding office, according to the 
real needs of each one, needs which are determined accord¬ 
ing to a rationing of indigenous products in use for more 
than two years, and which, up to the present, has given every 
satisfaction to the services of control instituted bv the 
Comity National. 

“ The Commission Mixte w ould be happy to be able to 
convince the C.R.B. of the absolute necessity of immediate 
intervention. The profession, the larger * hospitals, the 
official Medical Commission, all those who in this country 


have a practice, a post, or a responsibility, are conscious of 
the danger, and send us constant expressions of alarm. We 
will be glad to believe that the C.R.B. will not neglect any 
means by which it can be avoided that to all the sorrows, 
inevitable sufferings, should be added for our enfeebled and 
anaemic populations the terrible prospect of even worse days 
to come, when to moral tortures shall be joined physical 
sufferings which it will be in no man’s power to alleviate 
or to cure. 

Similar assurance has been regularly given by the British 
Medical Journal , the Pharmaceutical Journal, and The Lancet 
that the money subscribed invariably reaches the Belgian 
sufferers in that country, and that the benefits derived from 
it are allocated with scrupulous care. 


THE FUTURE OF THE INDIAN MEDICAL 
SERVICE: 

DEPUTATION FROM THE BRITISH MEDICAL ASSOCIA¬ 
TION TO THE SECRETARY OF STATE FOR INDIA. 


A deputation from the British Medical Association met 
the Secretary of State for India, the Right Hon. E. S. 
Montagu, M.P., on June 27th, to discuss the present 
conditions and the future of the Indian Medical Service. 

In introducing the deputation, Sir Clifford Allbutt 
expressed the general feeling that the I.M.S. is not so attrac¬ 
tive as it might be to the young medical man, mentioning 
as a deterrent the absence of opportunities for research. 
Lieutenant-Colonel R. H. Elliott, I.M.8., alluded to the 
reasons which made the I.M.S. at the present time “the 
despair of British medical schools.” Financial stress, con¬ 
stant supersession by junior officers of other branches, and 
interference with retirement, were some of the points he 
mentioned. Sir Berkeley Moynihan spoke of what he con¬ 
sidered the progressive deterioration in the qualities of the 
Service, and pressed for reform in the substitution of a 
single Royal Indian Medical Corps for the two corps at 
present serving in India, for increase of pay, and for the 
right of private practice. Dr. J. Neal, speaking as deputy 
medical secretary of the B.M.A., desired the Government to 
know the extent of the discontent existing among the 
officers of the Service. Dr. Dawson Williams compared the 
cream of men entering the I.M.S. in his own early days with 
the deteriorated tone, changed outlook, and discouragement 
of the present service. Surgeon-General P. H. Benson, 

I.M.S., concluded with an expression of regret that the 
Service had no direct access to the Council or Governor. 

Mr. Montagu then read a comprehensive reply to the 
deputation, recalling his own medical study and giving his 
personal views on a policy which he intended to see through. 
He agreed with the apprehension felt at the very unsatis¬ 
factory state of affairs. He desired himself to consider the 
whole question as one of doing something for India by 
insuring a supply of good doctors. In regard to what had 
already been done he said :— 

“ We have improved the rates of staff pay in the field; we 
have developed a scheme of accelerated ' and acting pro¬ 
motion to prevent supersession of I.M.S. officers by officers 
of the R.A.M.C.; and finally we have made promotions in 
the place of officers who have had to be retained beyond the 
normal limit. In addition two temporary surgeons-general 
have recently been appointed to meet the special needs of 
the war.” 

Mr. Montagu went on to lay down the following four 
governing principles to guide future action :— 

1. To ensure for the I.M.S. suitable opportunities of 
interesting practice, wide experience in the cure and pre¬ 
vention of disease, and the retention of private practice in 
so far as it did not interfere with the efficient discharge of 
public duty. The indigenous medical profession should, he 
thought, grow up in an atmosphere of free competition 
with highly trained European doctors. 

2. To revise the present inadequate pay and emolument 
of the I.M.S., for which the introduction of the station 
hospital system afforded opportunity of reconsidering. 
Sufficient periodic leave must be available for Europeans 
serving in India. 

3. To provide increased opportunity for Indians to enter 
the I.M.S. on equal conditions and with equal opportunities 
of promotion, and to extend medical education in India. 

4. To remove sources of friction in the service at present 
producing great unhappiness. The two services in India 
must, he said, be considered together with a view to 
achieving unification. 
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Mr. Montagu concluded by an expression of agreement 
with the deputation in regard to the training of all members 
of the services in the diseases of women and children, and 
of the provision of facilities for research, stating that the 
Viceroy was determined to provide for India the medical 
assistance needed t>y the Empire. 


EPSOM COLLEGE. 


Annual General Meeting. 

Sir Henry Morris, the treasurer, presided at the annual 
general meeting of the Governors of Epsom College on Friday 
last, June 28th, at Soho-square. 

The Secretary submitted the report of the scrutineers 
and mentioned that as two further vacancies for pensioner- 
ships had occurred the Council would admit at their meeting 
immediately after the annual general meeting the first two 
unsuccessful candidates—namely, Mrs. Lydia A. B. Clark and 
Mrs. Emily Archer. 

Successful Candidates. 


Pensioner ships. 

Votes. 

Thomas. Margaret . 4019 

i McCalman, Jeannette M. 3961 

tSamuel, Louisa. 3953 

rMorg&n, Catherine ... .:. 3006 

* Burney Yeo pensioner. 


Foundation Scholarships. 

Votes. 

Bucknall, Rupert V. ... 13,483 
MartlneHU, Alfred R. ... 7,385 

Cooper, Peter A. 6,050 

Thomas, Granville N. B. 5,969 

Seal, Arthur M. B. ... 4.953 

t Ordinary pensioners. 


In submitting the annual report for the past year the 
Chairman drew attention to the establishment in perpetuity 
of four Entrance Salomons Scholarships of £50 a year each 
and three Leaving Salomons Scholarships of £100 a year each. 
These scholarships, he said, had been established as a result 
of a grant of £10,000 by the committee appointed under the 
will of the late Mr. Leopold Salomons to distribute his 
residuary estate, the award having been made “ as a slight 
recognition of the splendid work of the medical profession 
carried on during the war.” The Chairman also drew atten¬ 
tion to the War Memorial Fund for rebuilding the nave of 
the chapel in harmony with the new chancel, wherein a 
suitable monument could be placed bearing the names 
of Old Epsomians and Epsom masters fallen in the war. 
At present, he said, there were over 700 Old Epsomians 
serving with the forces, of whom 600 had joined since the 
outbreak of war. In the Roll of Honour of Old Epsomians 
were included 75 who had been killed in action, 4 who had 
died in hospital. 7 accidentally killed. 10 who had died of 
wounds, 120 who had been wounded, 6 who were missing, 
and 5 who were prisoners. Fifty-eight Old Epsomians had 
been mentioned in despatches, 1 five times. 2 four times, 
2 three times, and 4 twice ; 1 had been awarded the Victoria 
Cross (Brigade-General R. B. Bradford, since killed). 7 the 
Distinguished Service Order (2 with additional bars), 1 the 
Distinguished Service Cross. 47 the Military Cross, and 1 the 
Croix de Guerre. 

The report was adopted, but certain paragraphs therein, 
reflecting upon the attitude of the Royal Medical Bevevolent 
Fund, were made the subject of discussion. The para¬ 
graphs in question alluded to disputes which have arisen 
during the last ten years between the College and the Fund 
with regard to the testamentary intentions of certain donors. 
Dr. G. E. Haslip, Mr. Ernest Page, K.C.. the Vice- 
Chairman, and Sir Richard Douglas Powell took part 
in the discussion, and the last suggested the formation of a 
Conciliation Committee composed of a few members of the 
Council of Epsom College and of the Committee of the Royal 
Medical Benevolent Fund. The Chairman having said that 
a resolution to that effect, being carried by the annual 
general meeting, would have the greatest influence in deter¬ 
mining the Council towards carrying out such an arrange¬ 
ment, the following resolution was moved, seconded, and 
carried unanimously: — 


•* That tfce Council be and it hereby requested and authorised to 
take such steps as they may think best calculated to avoid friction 
arising between them and the Roysl Medical Benevolent Fund on any 
questions that mny hereafter arise as to the title to funds in which 
cither body may from time to time consider itself interested.” 

Mr. Horace E. Haynes was elected a Vice-President in 
recognition of his having collected the sum of £1000 for the 
Royal Medical Foundation attached to the College, when a 
vote of thanks to the Chairman brought the proceedings to a 
close. 


Cjje Mar. 


The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue : — 

Previously reported Missing , turn reported Died of Wounds. 

Capt. E. Newton, R.A.M.C., qualified at Aberdeen in April, 
1915, and shortly afterwards joined up. 

Died. 

Capt. D. T. O’Flynn, R.A.M.C., attached R.F.A., qualified 
in Ireland in 1906, and held appointments at the London 
County Asylum, Cane Hill, and at the Isle of Man 
Lunatic Asylum. At the time of joining up he was 
assistant M.O. at the London County Asylum, Hanwell. 

Wounded. 

Capt. J. W. Darling, M.C., R.A.M.C., attached R.F.A. 

Capt. A. Mai seed, M.C., R.A.M.C., attached Liverpool Regt. 

Capt. R. Craig, R.A.M.C., attd. Northumberland Fueriliers. 

Major R. H. Hodges, M.C., R.A.M.C. 

Major A. E. P. McConnell, M.C., R.A.M.C. 

Capt. W. M. Cameron, R.A.M.C. 

Capt. W. F. Shanks, R.A.M.C., attached R.G.A. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 

medical men are reported :— 

Capt. M. D. Quill, Royal Marine Artillery, died as the result 
of an accident whilst on leave, elder son of Surgeon- 
General R. H. Quill, C.B., of Cheltenham. 

Lieut. K. T. Campbell, R.A.F., killed in action, only son of 
Lieut.-Col. S. Campbell, C.A.M.C., of Winnipeg, Canada. 

Second Lieut. J. F. Nortbcote, West Yorkshire Regiment, 
reported missing in October, 1917. now believed to have 
been killed in action, younger son of Dr. A. B.Northcote, 
of Monkgate, York. 

F. G. Thomas, Mercantile Marine, torpedoed at sea, fifth 
son of Dr. W. Thomas, of Birmingham. 

Lieut. G. Wilson, R.A.F., reported missing in May, now 
reported killed in action, younger son of Dr. H. Wilson, 
J.P., of Cheadle, Cheshire. 

Major C. F. Clarke, Indian Cavalry, died in hospital after 
long illness contracted on active service, only son of the 
late Dr. J. F. Clarke, of Nightingale-lane, London, S.W. 


Mentioned in Despatches. 

The name of the following medical officer is mentioned in 
despatches: — 

Surg. Andrew Harman Pearce, R.N. 

Foreign Decorations. 

French. 

Legion of Honour: Officer.—Surg.-Gen. J. L. Smith, C.B.. M.V.O. 

Venereal Disease and the Defence of the 
* • Realm Act. 

During the month of June three cases of solicitation by 
women suffering from venereal disease in a communicable 
form came before the justices at Eastbourne, Brighton, and 
Hove. The maximum term of imprisonment (six months) was 
imposed at Eastbourne and Brighton and three months at 
Hove. The Canadian military authorities have, with the 
assistance of the civilian police, been taking the initiative, 
and an officer told the justices that the military authorities 
considered the Act under which the proceedings were 
instituted to be “the best that had ever been placed on the 
Statute Book. ” The Canadian military authorities, the officer 
added, were willing to prosecute in every case that came to 
their notice. The proceedings, it should be stated, were 
taken under section 40d of the Minutes of Emergency Legis¬ 
lation under D.O.R.A., which provides that— 

••No woman who is suffering from venereal disease in a com¬ 
municable form shall have sexual intercourse with any member of 
H.M. Forces or solicit or Invite any member of H.M. Forces to have 
sexual intercourse with her.” 

The section provides also, inter alia % that— 

“A woman charged with an offence under this regulation shall. If 
she so requires, be remanded for a period, not less than a week, for the 
purpose -f such medical examination as may be requisite for ascertain¬ 
ing whether she is suffering from such a disease." 

Syphilis, gonorrhoea, and soft chancre are cited in the 
section. 
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Medical Treatment of Discharged Disabled 
Sailors and Soldiers in Ireland. 

For some weeks past the Irish Insurance Commission 
has had under discussion with representatives of the Irish 
Medical Committee a scheme for providing medical treat¬ 
ment for discharged disabled sailors, soldiers, and marines, 
and it is understood that the scheme proposed by the 
Commissioners, which has received general approval on behalf 
of the profession, is now under the consideration of the 
Treasury. The scheme presented greater difficulties in Ireland 
than in Great Britain owing to the exclusion of medical 
benefits from the Insurance Act in its application to Ireland. 
As there were no panels some other system of attendance 
had to be arranged, and the scheme as proposed follows 
closely on the lines of the scheme for certification 
of insured persons which has been working smoothly 
since the beginning of 1916. The total sums available for 
payment will be put into a common pool for the whole 
country, and medical practitioners will be paid quarterly in 
proportion to the work done by each. Each service rendered 
will have a definite “ token value ” — e.g., a consultation at 
medical practitioner’s house, 1; at patient’s residence, 2; with 
journey of defined distance, 3; operation, 4. The total sums 
available will accrue from a capitation rate for every discharged 
disabled sailor, soldier, or marine in Ireland, of 12.*. 6 d. for 
those resident in urban areas and 15s. for those in rural. 
As practitioners who join in the scheme will also receive the 
certification capitation grant, varying from Is. 3d. to 2s. 6d. 
in different areas, the remuneration appears not to be unfair. 


OBITUARY OF THE WAR. 


FREDERICK ARTHUR JOHN ROBERTSON BROOKE, 
M.R.C.S. Eng., 

4 CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain F. A. J. R. Brooke, who was killed in action in 
France on May 27th, was elder son of the late Thomas 
George Brooke, surgeon, of Langport, Somerset. Educated 
at Epsom College and the London Hospital, he took the 

qualifications of the 
Conjoint Board in 
1894. In July, 1915, he 
accepted a commission 
in the R.A.M.C., and 
after taking charge of 
wards at Sid mouth 
Barracks he was ap¬ 
pointed to the H.S. 
Britannic , and made 
many voyages with 
wounded in that vessel. 
Later he was at Thorn¬ 
hill Camp, Winchester, 
at a convalescent camp 
in France, and finally 
with a field ambulance. 

From his student days 
Captain Brooke was at 
heart a soldier. He 
entered the R.A.M.C. 
with enthusiasm, and 
would have been glad to accompany his men over the parapet. 
His friends speak of him as an exceptionally brave man 
and a gifted letter-writer. He married in 1895 Constance 
Blanche, daughter of the late Rev. Francis Wellington 
Moore, of Duffield, and leaves a widow and six children. 
His son Cecil was killed in action at Arras on April 24th, 1917. 



FRANCIS GEOFFREY THATCHER, M.B., Ch.B.Edin., 

MILITARY CROSS, • 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain h. G. Thatcher, who died of wounds on June 1st 
at the age of 27 years, was youngest son of Charles H. 
Thatcher, F.R.C.S., of Edinburgh. He was educated at the 
Edinburgh Academy and University, graduating M.B., Ch.B. 
in 1913. He passed into the Royal Army Medical Corps in 
July, 1914, and on the 
outbreak of war was 
sent almost immedi¬ 
ately to F ranee, 
attached to the Queen’s 
Royal West Surrey 
Regiment. Wounded at 
the first battle of Ypres, 
he was on hospital duty 
in this country for a 
few months before 
being given command 
of a hospital ship. 

Being again sent to 
France, from May, 1917, 
he acted as D.A D.M.S. 
to a division, and while 
so engaged was fatally 
wounded by a bomb, 
only surviving his in¬ 
juries two days. Captain 
Thatcher was a keen 
sportsman, a member of the Edinburgh University O.T.C., 
and one of the team who won the Territorial Marathon 
race in 1910. He acted as first whip to the Edinburgh 
Beagle Hunt for several seasons. His cheerful disposition 
made him a pleasant companion and accentuates the loss 
felt by his colleagues and brother officers. 

Captain Thatcher married, in 1915, Gladys, daughter of 
Maxwell Grayson, of Harrogate. 


(tertspnkiuc. 

'* Audi alteram partem.” 


ACUTE (EDEMA OF THE LUNGS. 

To the Editor uf The Lancet. 

Sir,—I have only just seen in The Lancet of May 11th 
Di. F. de Havilland Hall’s letter with reference to this 
subject. I should like to quote a case in point which I met 
with two years ago. 

The patient, a girl aged 12, went to bed at 11 o’clock well, but became 
seriously ill about 12.30. I saw her at 2 a.m., when she was cyanosed, 
lying on her side, coughing and hawking ; the frothy, tinged mucus 
which one finds in the trachea P.M. was pouring out of her mouth • 
there were rales all over lungs, and she died in about half an hour. I 
had never met with a description of the disease, but, strange to say, a 
few days after I cam** across an account of it in Lc Monde Mrdiced. 

Two days ago I attended a sister of the above, aged 6 days. She had 
only been ill a few hours, but was slightly cyanosed, unable to swallow, 
no expectoration, line rales all over both lungs She died the following 
day. There is a great amount of whooping cough about, and possibly 
an elder child is commencing with it. 

As to the treatment by atropine, I should have been afraid 
to attempt it. I attended many years ago a young man for 
bronchitic asthma ; he was spitting some three pints of 
frothy mucus a day. I gave atropine to check it and 
succeeded ; but oh ! how ill I made him I I had to do my 
best to neutralise it a few hours after, as he was nearly 
suffocating. I am, Sir, yours faithfully, 

A. Bowes Elliott, F R.C.S. Eng. 

Abergele. June 10th, 1918. 



WILLIAM FRA8ER HALE, M.D. Baltimore, 

CAPTAIN, CANADIAN ARMY MEDICAL CORPS. 

Captain W. F. Hale, who died as the result of accidental 
injuries on June 8th. the 42nd anniversary of his birthday, 
was son of the Rev. Joseph Hale, of Louisburgh. Nova Scotia. 
He was bom at Springhill. Nova Scotia, and graduated in 
medicine at Baltimore. Maryland (U.S.A.), in 1902. In 
January. 1917, he joined the C A.M.C.. went to France, and 
later served with a general hospital. 


THE MEDICAL DIRECTORY", 1919. 

To the Editor of The Lancet. 

Sir, -The annual circular in connexion with the Medical 
Directory has been sent to every member of the medical 
profession. It will help the editors considerably if this 
circular is returned promptly. If in any instance it has 
failed to reach a practitioner, a duplicate will be forwarded 
on request. We are, Sir, yours faithfully. 

The Editors. 

7, Great Marlborough street, London. W. 1, July 2nd, 1918. 
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NOTES ON CURRENT TOPICS. 

The Midioivcs Bill. 

The Midwives Bill passed through Committee in the 
House of Lords on Tuesday, July 2nd. The alterations 
made concerned the delegation of powers by local authorities. 
As the Bill now stands county councils and county borough 
councils cannot delegate the powers of inspection entrusted 
to them. 

Medical Inspection and Treatment of School Children. 

Clause 18 of the Education Bill deals with the medical 
inspection of schools and educational institutions. An 
amendment proposed in the House of Commons by Sir 
W. Watson Cheyne was accepted providing that the local 
educational authorities in making arrangements for treat¬ 
ment should consider how far they could avail themselves 
of the services of private medical practitioners. 

HOU8E OF COMMONS. 

Wednesday, June 26th. 

Promotion in the Royal Army Medical Corps {Territorial ). 

Sir F. Blake asked the Under Secretary for War whether 
any and, if so, what steps had been taken to provide for the 
regulated promotion of officers of the Royal Army Medical 
Corps, Territorial Force; and, particularly, whether he 
would arrange to give the charge of hospitals which were 
lieutenant-colonels’ commands to senior majors of that force 
of 20 to 30 years’ service when they had served abroad with 
distinction" and were strongly recommended by their com¬ 
manding officers.—Mr. Macpherson replied: The recom¬ 
mendations of the committee appointed to report upon the 
promotion and pay of officers of the Royal Array Medical 
Corps have been "complied with in accordance with the 
decision of the Government. In this connexion I would 
refer my honourable friend to Command Paper 8643 which 
was issued in January last. Duly qualified officers recom¬ 
mended for the posts referred to in the second part of the 
question are equally considered, and those best fitted for 
the command are appointed. 

Thursday, June 27th. 

Provision of Artificial Limbs. 

Major Chapple asked the Parliamentary Secretary to the 
Ministry of Pensions how many limbless men had been 
fitted w’ith artificial limbs; how many were still unfitted; 
how many of those unfitted were ready and waiting to be 
supplied; how many of those fitted had returned for 
refitting or repairs; and what was the average cost of 
each artificial limb supplied.—Sir A. Griffith-Boscawen 
replied : Up to the end of last month 18,307 men had been 
fitted or were in process of being fitted with artificial 
limbs, and 12,855 were still unfitted. Of the latter number 
4321 were ready and waiting to be supplied. It is not 
possible to state how many of those fitted have returned 
for refitting or repairs, as in many cases the orders are given 
direct to limb makers by local committees or commandants 
of military hospitals. As the prices of artificial limbs vary 
so greatly with the nature of the amputation, the type of 
limb selected, and the attachments, appliances, and fittings 
necessitated by the circumstances of the case, it would be 
misleading to name any figure as representing the average 
cost of each limb supplied. 

Major Chapple : Will he say what is being done for those 
who are now unfitted in the" way of supplying them w ith 
temporary artificial limbs pending the provision of per¬ 
manent artificial limbs ?—Sir A. Griffith Boscawen : We 
are making large additional purchases, and in the next few 
weeks the accommodation in this respect will be much 
better. 

Medical Grading at Bristol. 

Mr. Joynson-Hicks asked the Parliamentary Secretary to 
the Ministry of National Service what was the total number 
of men examined and the number of men passed Grade 1 by 
the National Service medical boards at Bristol for the weeks 
ending May 4th, 11th, 18th, and 25th, and June 1st, 8th, 15th, 
and 22nd last, respectively; and what number of such men 
were between 43 and 51 years of age.—Mr. Beck replied : It 
would be contrary to the public interest at the present time 
to give the figures asked for by my honourable friend, but I 
may say that excluding re-examinations the percentage of 
the* total number of men of the old military age examined 
at Bristol during May and the first fortnight of June who 
were passed Grade 1 was 71 per cent., while the percentage 
of the total number of men over 43 examined who were 
passed Grade 1 was 18*6 per cent. 

Medical Examinations and Grading. 

In Committee of Supply on an Estimate for the Ministry 
of National Service, Sir Auckland Geddes (Minister of 

National Service) made a long statement concerning the 
work of his department, with particular reference to 
medical examination and grading. He elaborated many of 
the points which he made in his speech in the House on 

June 20th. 

He pointed out that in allocating men to the Army two considera¬ 
tions fell to be taken into account. The first was the purely medical 
consideration as to how fit a man was ; the second was how the man 
who possessed such fitness could best be employed by the Army, and 
that fell to be decided by men with experience of the conditions of this 
war. Under the old scheme it was attempted to carry out these two 
functions an<i to get the medical men working on the medical boards to 
decide not only the medical problem as to how fit a man war, but also 
the further problem—what class of work he was fit to do in the Army. 

That led. as was inevitable, to great waste, because civilian medical prac¬ 
titioners in large measure were being asked to decide something 
which required milita y experience, and he thought that the great 
difficulty which led to the breakdown of the military recruiting boards 
was the imposition of this double function upon them. This system 
was changed after the medical examination of recruits was taken over 
by a civil department, and the advice received from the Medical 

Advisory Board and a large number of civil consultants was that the 
furthest a medical board composed of civil medical practitioners should 
be expected to say was whether a man was fit for his age. That was 
the advice which lay behind the terms Grade 1, Grade 2, and Grade 3 
when they were Introduced last autumn. The system of posting the 
men to the various branches of the Army took account both of the 
man's grade and the man's age. The whole of the posting was carried 
out under most careful supervision. When the men went to the 
reception station there was a posting board, which consisted of a field 
officer who had experience of how men of various ages were standing, a 
medical officer, and also a posting officer, who had full information 
given to him every month as to the requirements of each of the 
arms of the service and the classes of men who should be posted 
to the vsrious arms. The medical men (the right honourable gentleman 
proceeded) who were doing the medical examinations for the Ministry of 

National Service were not officials, but in the vast majority of cases 
they were civil practitioners who were giving a portion of one, two, 
three, or four days in the week to help in this work. 

Mr. P. A Harris : What is the tenure of their office ? Are they 
subject to dismissal ? 

Sir A. Geddl's : The medical men are provided by the profession 
itself through its local official organisations, the local war (executive) 
committees. They prepared panels which Included medical ' men in 
practice in the district, who were willing or who had time to do a 
certain amount of work on the medical boards. The local war (execu¬ 
tive) committee might ret use to put a man’s name on the panel. That, 
he believed, had happened, but no Government Department had any¬ 
thing to do with whether a man’s name was on the panel or not, or 
was removed from the panel or not. Thev were paid by sessions of two 
and a half hours. These medical men were not in any sense servants 
of the Ministry of National Service ; the Ministry did not, in fact, 
appoint them, but gave a formal approval which had never been with¬ 
held from the names sent forward by the local professional committees. 

Nor did any Government Department dismiss them. If any individual 
on one of the panels was guilty of misconduct the tribunal which would 
decide would be In the first instance the local war executive committee 
of the medical profession, and if it thought It a case of misconduct 
it would remove a man’s name from the panel. So in fact there was no 

Government control over the Individual medical men who were workiug 
on the«e boards. It was recognised that there would in all probability 
—and he believed that this was absolutely borne out by experience—be 
a far higher standard of professional work if the Ministry left it to the 
profession itself to select the men who were to perform it. 

• General Directions to the Boards. 

The general directions with regard to the working of the boards—that 
was to say, the professional technical medical direction, not the adminis- 
trative direction about hours, pay, and so on—were issued from the 

Ministry of National Service after consultation with the heads of the 
profession. They were issued after full discussion by the medical 
officers in the Medical Advisory Board and there was consultation in 
all cases dealing with certain physical disabilities with recognised 
specialists In particular branches of the profession. Once these instruc¬ 
tions were issued the whole of the. medical boards were expected 
to conform to them. A great deal of the recent criticism of medical 
boards had been directed to the wrong place. The medical boards had 
been working very well in the overwhelming majority of cases. The 
criticism about the grading of the older men that had been hurled at 
these boards had been, In his opinion, directed to the wrong place. It 
ought to have been directed against the Minister. There had been a lot 
of criticism directed quite unfairly against the practitioners who con¬ 
stituted the boatds. They had been accused of grading men without 
proper examination, and so on. That might have happened in the 
case of one or two boards, but it was certainly not the case 
with regard to the vast majority. There were no fewer than 2500 
medical practitioners from civil practice who were the very salt 
of the profession on the general practice side working on these 
boards. They did the work, not because it paid them, but out of a 
spirit of patriotism and because they realised that at this time it was a 
form of national work which they could dQ for the country. The right 
honourable gentleman, with the assistance of diagrams, explained 
what had been done w-ith regard to the examination of the older men, 
and Bald that less than one-third of 1 per cent, of them had been 
posted. A man who was dissatisfied with his grading had a right of 
appeal to a National Service medical board for re-examination. After¬ 
wards an appeal tribunal might send him to the medical assessors. 

Mr. McKinnon Wood: Suppose the medical officer at the reception 
station classifies the man in a higher grade than he is classified at his 
medical examination—what is his position then ? 

Sir A. Gf.ddes: The medical officer there cannot classify him. He 
cannot put a man up. He can only send a man back. 

Mr. McKinnon Wood : He has done so. I know of cases. 
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Sir A Geddes: I would be very much obliged to my right honour¬ 
able friend if he will let me have any ca^es, because that is strictly 
against the instructions. He would certainly consider the question of 
putting up a notice at the boards, explaining the rights of appeal 
which a man had. The older men were carefully differentiated in their 
medical history sheets from the younger men. It wa9 not intended to 
u-e the older men primarily in the first, line trenches, or even in 
assault, work As far as possible the War Office had pledged itself to 
accept the undertaking to put the men of the new age-period to 
secondary services in connexion with the Array. 

Important Suggestion* 

Sir Donald Maclean (who is chairman of the House of Commons 
Appeal Tribunal) satd that the demand was now made to the Ministry 
that the men of the older ages should have at least ns favourable 
a medical examination as the men of the lower ages. What was the 
definition of Grade 1 ? In the National Service Instruction, dated 
Nov. 17th, 1917, it was stated : “Grade 1 is generally equivalent to 
Category A, i.e., general service in the old classification.” The defini¬ 
tion went on: “It Includes those who attain the normal standard 
of health and strength, and are capable of enduring the amount 
of physical exertion suitab'e to the'r age. They mu t be free from 
any organic disease or deformity.” That was followed by M.N S.R. 24 
at a later date. He did not quite know that date. 

Sir H. NlRLD: In May. 

Sir D M \ clean : Then that was after the passing of the last Military 
Service Act. I will read it. ** Gra f e 1. This grade will comprise those 
who at'ain the norind standard «*f health and strength and are capable 
of enduring physical exertion suitable to their a e. The m°n must not 
suffer from any organic disease, with certain exceptions specified here¬ 
after. and must have no grave physical nisablllty or deformity. Minor 
defects, such a** of the teeth and of eyesight, which can be rem »ved or 
compensated for by artificial means, will not be regarded as dltqualifica- 
tions. Men who fulfil the conditions of Grade 1 will also be fit for 
general service in the Army.” Again, there was “general service.” In 
the first circular quoted by him they were the governing words, at 
the start of the definition. Here they were at the ei.d, but still 
they were the dominating words of the whole definition. Now 
he came to another d.*cument which was of April 29th, 1918. 
“Amendment of M.N.S.R. 24. Grade 1. The older men will be 
placed in Grade 1 if thev possess the full normal physical fitness to be 
expected of their age Such men must not have any serious physical 
detect and must not suffer from progressive organic disease. They 
must be able to endure physical exertion involving a o msidera‘tie degree 
of strain, and to undergo gradual physical training in order to fit them 
for military outy. Note.— The physical training for the<*ldermen in 
this grade will be carried out under sp-clal medical supervision.” 
There was not one word In the circular of April 29th of men of this class 
being tit for general service. There could be no conclusion other than 
this, that there was a change in the physical standard by which men 
were to be examined after the Act was passed as compared w ith when 
the Bill was lu the ban <s of the House. Not only w as that change 
made in the circular, but it. whs made in the instructions to the medical 
officers. When men came up classed Grade 1 before the tribunals they 
did not get the same consideration. Grade 1 men were wanted, and 
the result was that at the tribunals the men of the older age were 
getting far less con Ideration as com oared with men of the lower 
age under the conditions. In his tribunal he had taken a drastic 
step in dealing with the older men of Grade 1. All he could do was to 
say, “ Very well; It is called Grade 1. The only way we can work It is 
to call it Grade 2.” He suggested that five or six Members of the 
House who had great experience of tribunal work, with the honourab'e 
Member lor «he University of E tinburgh (Sir W. Watson Chevne) and 
the honourable Member for Derby (Sir william Collins), who were 
great experts In t»»e medical profession, should meet and consider these 
matters. rte was quite certain that they could tnus sei tie the whole 
thing, always providing that they got rid of this physical standard ot 
fixing a man’s grade according to his age and not according to his 
physical fitness for the Army. 

Sir William Coli.ixs remarked that there was a good deal of con¬ 
fusion of thought In the proposition that a man who was fit for his 
age was therefore fit f *r some service in the Army. The medical pro¬ 
fession required no justification. It had done its service noblv in the 
war; but it could not do impossible tasks. He did think that the 
method of making examinations, whether according to category or by 
the grade bystem, was setting an impossible task to the medical 
profession. 

Conference with Chairmen of Tribunals Accepted. 

Mr. Lloyd George said that he understo* d his right honourable 
friend (dir D maid Maclean) had thrown out the suggestion that 
Members of the House who were chairmen of tribunals should mee r 
the Minister of National Service and try to clear the maiterup. It 
was an admirable sugge»-t on and w«s far and away the best means of 
clearing up misunderstanding. He believed that there were seven 
honourable Members who were chairmen of tribunals and had direct 
and special experience of the administration of the Act. The Minister 
for National Service tnoughi it desirable that these gentlemen should 
come together a .d interchange views, so that his right honourable 
friend sh raid get the benefit of the s ccial experience of those who 
were administering these Acts and should clear the matter up. He 
had not the faintest doubt that if they did meet all these oifficulties 
would be swept on oue side and the public would be considerably 
reassured in legard to the subject. He was very glad to be able to say 
that they had arranged to meet. The sooner they met the better 
because it was interfering with the administration of the Acts 
and the need for men was very great. For that reason he hoped 
the meeting would be arranged at the earliest possible mom nt. 
and that they would be able to clear up the** difficulties He knew 
that the men from 41 to 51 were only ioo anxious to do their best, 
for their country, bur. they wanted to be treated fairly. It was the 
intention of the Minister of National Service that they should be fairly 
treated. In his (Mr. Lloyd George’s) judgment, and in the judgment 
of his right honourable friend, ih y were being treated fairly, but 
there was a misunderstanding about it. Therefore let the matter be 
Cleared up. 

The Medical Profession and Military Service. 

In the course of the subsequent debate Sir W Watson Cheyn* dealt 
with some of the aspects of the relation of the medical profession to the 


recent Military Service Act. He said that be dad received a number of 
communications from the older members of the profession asking 
whether tt w as necessarj* that the 3 r should leave their practices where 
they were doing a large amount of work to go elsewhere to meet 
the needs of the Army. He asked whether the Minister of National 
Service had assured himself that there w*as not a waste of inedioal 
man power in the Army in France A committee which had 
investigated this matter hud reported last December, and ihe non 
publication of the report was giving rise to a great deal of trouble 
among medical men. He would ask whether the right honourable 
ueutleman had satisfied himself by a consideration of that report that 
it was necessary to call on medical men to leave their practices. If he 
had not done so, would he do so and get it published, so that medical 
men might see what it contained. Medical men, especially those over 
50. were filled wi 1 h anxiety lest they should be asked to leave their prac¬ 
tices, which would mean ruin to them, and to go and take up practice, 
say, in a mining district. At that age they were not, in many cases, 
physically strong enough to carry on a practice of that kind. On the 
other hand, they professed their readiness to take a commission 
in the Army and do work in base hospitals and in other ways, so 
as to allow the younger men to be sent abroad. One sugges¬ 
tion had been made in some quarters was that temporary employ¬ 
ment in the R A. M.C. should bo offered for periods in the summer 
months when the work abroad was heaviest. A return to practice 
might be allowed in winter, when the demand at the front wa< less. A 
curtain number of medical men objected to be sent to do panel work. 
He thought that the older men might lie given part-time work In their 
own neighbourhood as far as possible. He could not helo thinking that 
the raising of the age of service to 55 had been a little rash, and he hoped 
that means would he taken to mitigate the hardships as far as possible. 

The vote had not been agreed to when the debate 
terminated. 

Tuesday, July 2nd. 

Whole-time Women Doctors in the Army. 

Sir Robert Newman asked the Financial Secretary to the 
War Office whether he was aware that women serving as 
whole-time doctors in the Army and doing precisely the 
same work as their male colleagues received neither military 
raok nor status, thereby being deprived of equal pay, ration, 
and travelling allowances, as well as a gratuity; that they 
had their letters censored and suffered under many other 
disabilities owing to their not holding commissioned rank ; 
and whether, under these circumstances, steps would be 
taken to grant women temporary commissioned rank, thus 
removing these grievances, and at the same time show¬ 
ing a just appreciation of the services rendered by 
women doctors in connexion with the war. — Mr. Forster 
replied: My honourable friend is misinformed. Women 
serving as whole-time doctors in the Army for service at 
home and abroad receive the same pay, ration, and travelling 
allowances and gratuity as temporary commissioned officers 
of the R.A.M.C. Those serving for home duty only on 
temporary engagements are treated in the same way as 
civilian medical men similarly employed. All officers have 
their letters censored. It is not proposed to grant commissions 
to women doctors. 

A Ministry of Health . 

Major Astor asked the Minister of Reconstruction whether 
he could state when he would be in a position to introduce a 
Bill setting up a Ministry of Health.—Dr. ADDI90N answered: 
The Bill on this subject is under the consideration of the 
Government and I am not able to make any statement as to 
its introduction. 

Glycerine for Medicinal Purposes. 

Mr. Molteno asked the Parliamentary Secretary to the 
Ministry of Munitions whether it would now be possible to 
arrange for the release of a suitable quantity of glycerine lor 
the preparation of medicines of which it was auiogredieat 
and meet a want which was pressing.—Mr. Kellaway 
replied : Glycerine is released for medicinal purposes where 
it is indispensable, competent medical advice being taken in 
doubtful cases. 


Royal Institution.—A general meeting of the 
members was held on July 1st, Sir James Crichton-Browue 
in the chair. The Duke of Northumberland was elected 
President and Sir Thomas Wrightson a visitor, while the 
treasurer announced that the managers had appointed Sir 
James Dewar Fullerian Professor of Chemistry. 

Metropolitan Hospital Sunday Fund.—T he 
following are among the amounts received at the Mansion 
House up to July 2nd, the total sum to date being £46,000. 

American Red Cross C irnmission, £5000 ; It. Mark’s. North Audley- 
street, £?453; St. James 8, Piccadilly, £356; Watts, Witts, ant Co., 
Ltd , £315; Mr John Latta, £262 10«. ; Paddington Parish Church, 
£239; Brompton Parish Church, £2)8; Lleut.-Col. More Nlsbett, £<00 ; 
Mr. Alexander Miller, £200; Chapel Royal, St. James's £156; 
Sr.. Paul's. Finchley, £145; All Saiuts. Knnlsraore-gardena, £131 ; 
Westminster Chanel, £120; Emmanuel, Wimble ton, £118; C. Good all 
and S * 11 , Ltd., £105; Cory Bros, and C Ltd., £105; Unite \ National 
Collieries, Ltd.. £105; W. Gardiner and Co.. Lid., £105; London and 
Brazilian Bank, L'd., £,05; Wilson, Sons, and Co., £105; Dorman 
L >ng and Co., £100; Mrs. E H. Stevenson, £100 ; St. Alptiage, London 
Wall, and St. Ma^y, AMermanhury. £100; Hong Kong War Charities 
Committee, £100; Sloper Br »s.. £100; Mr. W. D. Graham-Men* i*» 8 
£l< 0; Messrs. Krlangers, £100; Vivian. Younger, and Bond, £iOO • 
Mr. J. A. Roberts, £100. 
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THE LANCET, VOL. I., 1918: THE INDEX. 


The Index and Title-page to the volume of 
The Lancet completed with the issue of June 29fch 
is in preparation. Owing to the increasing shortage 
in the paper-supply, the Index will not be issued 
with all copies of The Lancet, as was the custom 
prior to the War. Subscribers who bind up their 
numbers are requested to send a post card (which 
is more convenient for filing purposes than a letter) 
to the Manager, The Lancet Office, 423, Strand, 
London, W.C. 2, when a copy of the Index and Title- 
page will be supplied free of charge. 


Uhbkal JJetos. 


University of Oxford.—A t examinations held 
recently the following candidates were successful 
Second M.B. Examination. 

Materia Medina and Pharmacology.— J. Harris, Jesus; B. G. Von 
Brandis Mell£, Brasenose; and K F. D. Waters, Keble. 

Pathology. -B (J. Von Rrandls Melle, Brasenose. 

Fore He Medicine and Public Health.— K. H.CIuver, Magdalen ; J. C- 
l)i**-y. Brasenose; S. C. Dyke, Exeter; C. F. Krige, Hertford; 
J. K. B. Morton, Queen’s; T. Patterson, non-col I opiate; W. V. 
Rntd'<son, New ; A. E. Thomas, University ; and K F. D. Waters. 
Keble. 

Medicine, Surgery , and 3Iidwifcry.—Ti. H. Cluver, Vagdalen ; S. C. 
Dyke. Exeter: T. Patterson, non-collegiate; W. V Robinson.New’; 
J. J. Savage, Brasenose ; K. F. D. Water®, Keble ; and E. A. Woods, 
Magdalen. 

University of Cambridge.—A t examinations 
for medical and surgical degrees held in Lent and Easter 
terms the following candidates were successful: — 

Second Examination. 

Part J., Human Anatomy and Physiology (March).—J. G. D. Currie, 
Peterhoube; J. H. D»gg*rt. Ivinas; A. C. V. Gosset and S. 
Orchard, CaIus; and L. R. W. Piice, 8Hney Sussex. Women: 
J. R. Batten, Newnham; and D A. D Cropper, Girton. 

Part II.. Pharmacology and General Pathology (Aoril).—C. C. 
Beney, Jesus; N. D. Dunscombe, Downing; H. Franklyn, 
Christs; D. G. Garnett, Pembroke; N. B. de M. Greonstreet, 
St. John’s; C. Griffith Jones, Caius; W. E. Heath, Queens’; C. A. 
Border,- F.mmanuel: H. A. A. Pargeter, Sidney Sussex ; R. Y. 
Paton. Trinhy; C. V. Patrick, Caius: M. L. Sawhuey, Downing; 
C. Suffo-n. Emmanuel; and M. L. Young. Caius. 

Part I.. Human Anatomy and Physiology (June).-W. D. Dohertv 
and C. 1. C. Gill, King's; S. H. G Humfrey, Caius; P. Lazarus- 
Barlow, Downing; J. R. Lund, Catherine; L. B. Maxwell. Caius; 

O. G Mhqul'h, Christs; C. Sturton, St. John's; K. H. Tallerman 
and G. I. F. Tweedie, Caius; C. K. Whitting, Christ’s; and H. L. 
Willey, Caius. 

Third Examination. 

Part /., Surgery and Midwifery (June).—G. T. Calthrop. Emmanuel; 

P. N. V. Dyer, Clare; G. A’. Fisher, Jesus; F. Gray, Caius; 
N. B de M. Greenstreet, St. John’s; R. J. Hearn, Jesus; L. G. 
Higgins, Clare; C. McC. Jones, Downing; S. D. Kilner, 
Emmanuel; J. H. E. Moore and R. A. Olpbert. Caius; N. 
Rumholl. Emmanuel; A. H. J. Smart, Caius ; and J. Whlttlngdale, 
Downing. 

Part II., edicine. Pathology, and Pharmacology (June).—A. B. 
Appleton, Downing; I. de B. Daly, Caius; E. A. Green. 
Emmanuel; L. G. Higgins, Clare; B. B. Jareja. Trinity; J. D. 
Jonea, H. Selwyn ; S. I). KUner, Emmanuel; J. H. K. Moore and 
H. Morrison, Caius; A. H. Pearce, Clare; C. H. Vernon, St. 
John’s; and F. G. Wood, Jesus. 

Society of Apothecaries of London.—A t 

examinations held recently the following candidates were 
successful in the subjects indicated:— 

■HirfJ'Ty.-Q. H. Fitzgerald (Sect. II.), Guy’s IIosp.; and H. M. 

Waller (Sect. II ), St. Bart.’s Hosp. 

Medicine. - W. E. P. Briggs (Sects. I.and II.), Manchester ; N. Cheua 
(Sect. II.). Middlesex Hosp.; D. A. Dyer (Sect. II.), St. George's 
Hosp. ; G. H. Fitzgerald (Hect. II.), Guy’s nosp. ; and F. W. Kemp 
(Sect. I.). Charing Cross Hosp. 

Forensic Medicine.— H. Carter, London nosp.; and F. W. Kemp, 
Cha lug Crons Hosp. 

Midirijery.—W. E. P. Briggs, Manchester; J. F. E. Burns, Bristol; 
J. Gorsky, Wes-minster Hosp.; F. W. Kemp, Charing Cross IIosp.; 
and E. H. Musgrove, Cardiff and Guy's Hosp. 

The diploma of the Society was granted to the following candidates, 
entitlfn ft them to practise medicine, surgerv, and midwifery: W. K. P. 
Briggs. D. A. Dyer, G. H. Fitzgerald, and H. M. Waller. 

University of Manchester.—A t examinations 
held recently the following candidates were successful in the 
subjects indicated ( 

Final M.B. and Ch.B. Examination. 

T. H. Almont, Sybil Bailey, Mary G. Cardwell, Thomas Colley. S. K. 
Critchley, F. L. Heap. John Mills, Kathleen O’Donnell, Norah H. 
Schuster. L. J. Schwartz, V. T. Smitn, and F. L. Whlncup. 


Obstetrics.— James O’Grady and Bryan Wallay. 

Forensic Medicine and Toxicology. Nooman Abdoh, Mary E. Boullen. 
Elizabeth C. Davies, Kathleen Doyle. Georgians M. Duthie. Olive 
M. Gimson. F. G. Hamnett, Arohihald Harris (distinction), Simon 
Kelly, J. G. Nolan, James O’Grady* Olga G. M. Payne, F. L. 
Pickett, Ellis Pigott, William Reikan. A. El. H. Sadek, Annie G. 
Thompson, Dorris M. R. Tompkin, Brian Walley, Ethel D. Willis, 
and Ruth A. Wilson. 

Third M.B. and Ch.B. Examination. 

Pharmacology . Therapeutics , and Hygiene —Samuel Adler, May 
Ashburner, F. A. van Coher. Phyllis M. Congdon, J. W. Crawshaw, 
K V. Deakin. A. M. El-Aguizy, F. R. Ferguson, Evelyn A. Garnett, 
Joshua Harris, G. K. Havward, Sylvia K. Hickson, J. B. Higgins, 

F. S. Horrocks, Irma M. C. Jehansart. F. C. Jon*»s, Mary S. Jones. 
H. A. Lomax. W. E. Mason (distinction), Doris B. Norman. K. R. 
Orinerod, Emily M. Peach, H. D. Preaton. Harry Rosenthal, Gorald 
Sheehan. Annie K. Soraerford, Geoffrey Talbot, »>oria A. Taylor, 

G. L. Taylor, H. W. Taylor, Mary I. Turner, and Raymond 

Williamson. * 

Hygiene.— Martha F. Barritt, Florence M. L. Graham, A. 8. Leigh, 
and Bertha Renshaw. 

Second M.B. and Ch.B. Examination. 

Simon Almond, Ernest Jones, and J. 8. Robinson. 

Diploma in Dentistry (Final Examination). 

Norman Fliucroft, and E. L. Morgan. 

University of Durham : Faculty of Medicine.— 

At the Convocation held on June 25th the following degrees 
were conferred:— 

Doctor of Medicine for Practitioners of 15 Years' Standing.— Kenlyn 
Cobham Edwards and Percy Arthur Storey. 

Bachelor of Medicine and Bachelor of Surgery— Dorothy Edith 
Botcher C« rll Charles Herbert. Cuff, Wallace Alexander Freedman, 
Mary Kathleen Henegan, William And ew Hewltson, William 
Arthur Jaques, Bertram Sergeant, and William Edward Mandall 
Ward ill. Tr m , 

Bachelor of Surgery.— Stephanie Patricia Lallne Hunte Taylour 
Daniel. 

Bachelor oj Hygiene and Diploma in Ihiblic Health— Harold Mason 
Leete. 

At the Third Examination for the degree of Bachelor of 
Medicine the following candidates were successful 
Materia Medica, Pharmacology , and Pharmacy: Public Health : 
Medical Jurisprudence ; Pathology and Elementary B ideriology .— 
Tom Hugh R<>na!d Anderson. Paige Canney Arnold, Nell Robert¬ 
son Beatt e, R »bson Christie Brown (second • lass honours). Samuel 
Whately Davidson. Mark Julius Erdberg. Alfred Stotdart G-ahara; 
Mary Louise Grlffi'hs, Kate Gray. Dorothy Holmes, George 
Hurrell, Edith Catherine Morris Jones, Malik’ Abiur Rahman 
Mansoor, Tnomas N-irman Vickers Potts. May Raw, Joseph 
Silverston, Henry Rochester Smith, James Stonehouse, Athelstan 
Woodman, Kathleen Mary Weldon Watts, and Arthur Guy Weston 
(second class honours). 

University of Glasgow.— The following degrees 
were conferred on June 26th:— 

Doctor of Medicine (M.D.). 

Thomas Symington Macaulay (commendation) and Thomas Baxter. 

Royal College of Surgeons of Edinburgh.— 
The following candidates have passed the Final Dental 
Examination and have been granted the diploma of 
L.D.S. R.C.S. Edin.:— 

John Kohler Steel and Daniel van der Morwe du Tolt. 

National University of Ireland.— The degree 
of M.D. (honoris causa.) has been conferred upon Colonel 
R. J. Blackhara, C.M.G., C.I.E., D.8.O. 

Royal Medical Benevolent Fund Guild.— A 
garden party in aid of the Guild will take place in the Royal 
Botanic Gardens, Inner Circle, Regent’s Park, London, on 
Tuesday, July 16th, from 2.30 to 7 p.m. There will be music 
provided bv bands, dancing in a ball-room marquee, concerts 
at 3 and 3.45 by distinguished artists, and gift sales at 3.30. 
Practically the entire fete will be covered in (“ weather 
absolutely guaranteed ”) and tea and refreshments will be 

S rovided. Admission 2s. 6 d .; concert, 2 s. 6 d .; tea, 2s.; 

ancing, 2s. 6 d. The chairman of the Guild is Lady Tweedy, 
100, Harlev-street, London, W. 1, from whom and 25 other 
ladies named in the handbill tickets can be obtained, 
as also from Keith, Prowse, and Co., Alfred Hays, Ashton, 
and Mitchell, and the District Messenger Co. The honorary 
organiser is the Earl of Wilton, Cassiobury, Watford. 

Central Midwives Board.— A special meeting 
of the Central Midwives Board was held at Queen Anne’s 
Gate Buildings, Westminster, on June 19th, with Sir 
Francis H. Champneys in the chair. Certain midwives 
were struck off the roll, the following charges, amongst 
others, having been brought forward :— 

B-ing In attendance at a confinement, a midwife was guilty of 
negligence in the following respects: The placenta and membranes 
not having been completely expelled within two hours after the b<rth 
of the child, she did not explain thAt the case was one in which the 
attendance of a registered medical practitioner was required, as 
provided by Rule E. 21 i3); the patient being in the condition afore¬ 
said. the midwife neg ected to hand to the husband or the nearest 
relative or friend present the form of sending for medical help, 
properly filled up and signed by her, In order that this might 
Immediately be forwarded to a medical practitioner or to an 
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approved institution, as required by Rule E. 20; the midwife not being 
scrupulously c’ean in every wav. Including her person, clothing, and 
appliances, as required by Rule K. 2, and not keeping her register of 
cases, as required bv Rule E. 24. Medical aid having been sought for 
the patient, the midwife neglected to notify the local supervising 
authority thereof, as required by Rule E. 22(1) (a); she neglected to 
provide for the comfort and cleanliness of the patient during the ten 
days following, as requited by Rule E. 12; she neglected to take and 
record the pulse and tempera'ure of the patient at each visit, as 
required by Rule E. 14; and she neglected before leaving the 
patient/s house to remove the soiled linen from the patient’s neigh¬ 
bourhood and bom the Mng-in room, as required by Rule E. 11. A 
child suffering from inflammation of, and discharge from, the eyes, 
the midwife did not explain that the case was one in which the 
attendance of a registered medical practitioner was required, as 
provided by Rule E. 21 (5). A midwife being drunk on duty while 
in attendance at a confinement, thereby being guilty of misconduct 
within the meaning of Section (3) (V.) of the Midwives Act, 1902. 

At the meeting on June 20th a communication was con¬ 
sidered from the Acting Registrar of the General Medical 
Council with reference to the action of a registered medical 
practitioner who had given a certificate to an uncertified 
woman certifying that she was “quite capable of under¬ 
taking the duties of an ordinary midwife.” The Board 
decided that the chairman be asked to communicate with 
the President of the General Medical Council and to express 
the views of the Board on the doctor’s letters.—A letter was 
considered from the Acting Medical Inspector of Midwives 
for the city of Bristol asking the Board to support a 
suggestion which he had made to the Food Controller 
proposing that midwives in active practice should be 
entitled to an extra meat ration. The Board decided that, 
while approving the suggestion, the Board does not see 
its way to initiate action in the matter.-r-A letter was 
considered from the Secretary of the Brighton Hospital 
for Women asking the opinion of the Board as to whether, 
having regard to the Board’s resolution 12 (b) of 
May 16th, 1918 (Minutes, vol. v., p. 191), a pupil may be 
employed after delivery to act, under the conditions 
mentioned, as an assistant for a qualified midwife for 
visiting purposes only, although the midwife is primarily 
responsible. The Board directed that on the facts as stated 
a pupil may be employed as an assistant to a certified mid¬ 
wife provided that it is understood that the employment of 
an assistant in no degree relieves the midwife in charge of 
the case from all the responsibility entailed on her by the 
rules. 

Medical Magistrate.—D r. H. J. Thornton, of 
Acton, has been appointed a justice of the peace for the 
county of Middlesex. 

At their recent meeting the Senate of Glasgow 
University awarded the Bellahouston gold medal to Mr. R. T. 
Leiper, M.D., D.Sc., of the London School of Tropical Medi¬ 
cine, for his contributions to medical helminthology. 


URBAN VITAL STATISTICS. 


(Week ended June 29th, 1918.) 

English and Welsh Towns.— In the 98 English and Welsh towns, 
with an aggregate civil population estimated at 16.500,000 persons, 
the annual rate of mortality was 13'2, against 11-4 and 11*7 per 
1000 in the two preceding weeks. In London, with a population 
slightly exceeding 4.000,000 persons, the death-rate was also 15 2, 
and was 1*2 per 1000 above that recorded in the previous week; 
among the remaining towns the rates ranged from 3*9 in Oxford, 
4*2 in Edmonton, and 4*5 in Wolverhampton !•> 23*7 in Huddersfield.23 8 
in Merthyr Tydfil, and 30*2 in Stockton-on-Tees. The principal epidemic 
diseases caused 294 deaths, which corresponded to an annual rate 
of 0*9 per 1000, and included 109 from measles, 107 from whooping- 
cough, 3u from diphtheria, 27 from infantile diarrhcea, 12 from soarlet 
fever, and 9 from enteric fever. Measles caused a death-rate of 1*5 In 
Hull, 2*2 in Wakefield. 2 5 in West Hartlepool, and 4 4 in Bamslev; and 
whooping-cough of 1‘8 in Enfield and In Walsall, and 3*5 in Merthyr 
Tydfil. The 857 cases of scarlet fever and 1189 of diphtheria under 
treatment in the Metropolitan Asylums Hospitals and the London 
Fever Hospital were 30 above and 4 below the respective numbers 
remaining at the end of the previous week. The 1017 deaths from 
all causes in London included 67 from influenza, against 5 and 10 in the 
two preceding weeks. Of the total deaths in the 96 towns 130 resulted 
from violence. The causes of 44 dea'hs were uncertified, of which 
12 were registered in Birmingham, 4 each in Liverpool and Gateshead, 
and 3 each in London and Sunderland. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual rate of 
mortality was 11‘5. against 10*9 and 11*8 per 1000 in the two pre¬ 
ceding weeks. The 250 deaths in Glasgow corresponded to an 
annual rate of 11 ‘7 per 1000, and Included 16 from whooping-cough, 
11 from measles, 4 from Infantile diarrhoea, 3 from diphtheria, and 
1 each from scarlet fever and typhus. The 78 deaths in Edinburgh 
were equal to a rate of 12‘2 per 1000, and Included a fatal case each 
of whooping-cough and diphtheria. 

Irish Towns .—The 120 deaths in Dublin corresponded to an annual 
rate of 15*7, or 1*2 per 1000 below that recorded in the previous week, 
and included 2 each from measles and Infantile diarrhoea and 1 from 
whooping-cough. The 341 deaths in Belfast were equal to a rate of 
45*2 per 1000. and included 10 from whooping-cough and 2 from 
infantile diarrhoea. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

L. Gibson to be temporary Surgeon. 

ARMY MEDICAL SERVICE. 

Col. (temp. Major-Gen.) G. B. Stanlstreet, C.B., O.M.G., temporary 
Deputy Director-General, to be Deouty Director-General. 

Col. (Hon. Surg. Gen.) Sir J. Maher relinquishes the temporary rank 
of Major-General on ceasing to be specially employed. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. G. J. Houghton to be temporary Colonel whilst employed 
as Assistant Director of Medical Services of sl Division. 

Capt. R. B. Philllpps relinquishes the acting rank of Lieutenant- 
Colonel and reverts to tbeacting rank of Major(with pay and allowances 
of his substantive rank). 

Temp. Major K L. Gowlland relinquishes the temporary rauk of 
Lleuteoant-Co’onel on re-posting. 

Capt. J. D. Kidd to be acting Lieutenant-Colonel whilst employed as 
Assistant Director of Medical Services. 

Capt. J. Rowe relinquishes the acting rank of Major on re-posting. 
Capt. E. D. Caddell relinquishes the acting rank of Lieutenant- 
Colonel and reverts to the acting rank of Major (with pay and allow¬ 
ances of his substantive rank). 

Temp. Capt. A. J. Clayton to be acting Major whilst specially 
employed. 

Temp. Capt. J. L. Jackson to be acting Major. 

Lieutenants (temporary Captains) to be Captains : G. B. Hadden, 
H. C. Go iding. 

Temporary Lieutenants to be temporary Captains : R. Calleva, J. S. 
Young. T. Gardner. A. H. Hsll, J. T. Daly, D. R. Acheson, G. McNeill, 
P. Murphy, E. C Taraplin, E. McK. Reid, J. L. Kankine. G. L. N. Miles, 
E. H. Noney, I. J. Roche, R. H. Dix, W. O. McKane, G. Waoher, J. E. 
MarFarlane, W. H. Pallett, W. Fleming. K. Lewis, H W. Eddie, 
P. do S Smith, A. H Southam, J. W. Johnstone, J. B. O’Reilly. R. W. 
Reid, T. C. Innes, H. G. van B. Bergh, H. G. Barrie, W. Deane. L. C. W. 
Cane, II. R. Elliott, S. M. Mackenzie, G. Mc(J. Brunton, S. S. Brook. 

D. M. Humby, J. H. Porter, A. Roemmele, R. W. Brown, J. Wells. 
R. F. Lunn, H. D. Matthews, W. Kingdon, J. W. Miller, M. Stewart, 
H. A. Edwards, F. H. Kitaon, F. R. L. Atkins, M. Macleod, B. F. Wills. 
8. H. Robinson, E. Thorp, T. D. Webster. J. C. Marshall, E. D. 
Struthers. F. M. Auld, C. B. Waldren. N. R. Ussher, F. W. W. Smith. 
W. B. H. Dundee, P. Hall-Smith, F. Thompson, R. H. Robinson, L. M. 
Markham, C. E. Lukin. 

J. C. Turnbull, late temporary Captain, is granted the honorary rank 
of Captain. 

To be temporary Lieutenants: E. R. Wheeler, I. Hodgkinson, C. H 
Broomhead, J. B. McGranahan, B. F. Crabtree, C. G. Seligman, R. Rae. 
D. E. Carter to be temporary Honorary Lieutenant. 

Officers relinquishing their commissions-. Temp. Majors H. S. Raper, 

V. J. Blake; Temp, i apts T. Pretsell, A. Emery. H. R. Sedgwick. 

J. C. Houston, W. R. White-Cooper, C. R. R. Huxtable, J. A. Vlasto, 
R. M. forde, I. Campbell, F. W. Harrowell, R. C. Fuller, R. W. Ryan. 

W. Hogerson, H. F. Nolan, T. Gilchrist, A. J. Trinca, G. B. Simpson. 
G. D. Kerr, M. A. McKeever, B. H. Price, G. Holroyd, J. A. Tobin, 

E. A. Aylward, J. M. Morrissev. H. F. Vandermin, R. H. King, J. A. 
Giles. B. Beamish. W. Oliver, F. W. Davidson. H. C. A. Haynes. L M. 
Dawson, R. W. Hogg, P. A. Doyle. J. F. Field, G. S A. Bishop, 

K. Black, J. T. Court ice (and Is granted the honorary rank of Captain), 
J.Loudon (and is granted the honorary rank of Captain), R. L S. Nuthall ; 
Temp. Capts. M. A. MacKinnon. H. P. Hamilton, R. L. Shields, H. R. 
Hurter (on account of ill health, and h granted the honorary rank of 
Captain ; Temp. Lieuts J. M. H. Caldwell. H. L. Blackley, J. H. Hall, 
M. B. Taylor. D. L. Davies, H. G. Bywnter, F. J. Thornton, A. G. 
Gamble, H. W. Jeans, J. P. Moran, D. Ross, W. M. Brown. II. W. P. 
Young. W. C. Mayo, G. E. Downs, A. Fraser. W. T. Lydall, T. W. 
Lonsdale, W. A. Sharpin, R. F. Ballantyne. J. J. S. Scrase, F. Baillie, 
J. McKelvay, G. C. McL. Barber, F. W. Stewart, J. S. Higgs, R. W. H. 
HilHs, S. C. JelUcoe, H. L. Wilson, C. H. Wilson, F. R. Carroll, F M. 
Matheson, S. Spencer ; Temp. Hon. Lieut. C. B. Allison. 

SPECIAL RESERVE OF OFFICERS. 

Major W. A. Dingle is retired under the provisions of Para. 116, 
T.F. Regs., and is granted permission to retain his rank and to wear 
the prescribed uniform. 

Major R. A. Bickersteth is restored to the establishment. 

Capt. F. G. Stuart relinquishes his commission on account of 111- 
lieaitb contracted on active service, and is granted the honorary rank 
of Captain. 

Capt. W. H. L. McCarthy relinquishes the acting rank of Major on 
re-posting. 

Lieutenants to be Captains: D. C. Beaumont, J. E. Carpenter. E. B. 
Andreae, K. Masson, J. A. Martin, N. M. Lewis, A. T. Woolward, M. F. 
Murphy, J. Wilson. 

Granted temporary commissions as Captains -. A. L. George, F. N. B. 
Sraartt. 

D. C. Rennie, from Birmingham University Contingent O.T.C., to be 
Lieutenant. 

Granted temporary commissions as Lieutenants : H. G. James, H. L. 
Smallbone, S. G. Smith. 

Lieut. G. O. Roper, from Flying Branch (K.B.), to be Lieutenant. 
TERRITORIAL FORCE. 

Major F. E. Fremantle to be Lieutenant-Colonel. 

Major (temp. Lieut.-Col.) C. A. 8tidston relinquishes his temporary 
rank on oe&stng to command a Field Ambulance. 

Capts. T. R. W. Armour. F. H. Robbins, and G. N. Anderson to be 
acting Majors whilst specially employed. 

Major A. Cooke is seconded for service overseas. 

Capts. J. Hobbs and A. B. Murray to be Majors. 

Capt. (Brevet Major) H. F. Horne Is seconded for service with R.A.F. 
Capt. A. S. Parkinson relinquishes his commission on account of ill- 
health contracted on active service, and is granted the honorary rank 
of Captain. 

Capt. (acting Lieut.-Col.) A. T. Mulhall relinquishes bis acting rank 
on alteration in posting. 
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Capt. N. O. Rutherford, from T.F. Res., to be Captain. 

J. T. A. Walker to be Lieutenant. 

ROYAL AIR FORCE. 

Medical Branch. 

Lieut, (temp. Capt) C. H. Biddulph-Pinchard to be temporary Major 
whilst employed as Administrative Major. 

Lieut. F. R. McCambley to be Captain. 

Granted temporary commissions as Lieutenants . L. C. W. Balls, 

R. A. Spong. H. L. Thorn. 

Lieut. G. O. Roper to be Lieutenant (from K.B.). 




gttbical for % ensuing 


SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1. Wimpole-street, W. 1. 

MEETING OF SECTION. 

Monday, July 8th. 

ODONTOLOGY (Hon. Secretaries—F. N. Doubleday, J. Howard 
Mummery): at 7.30 p.m. 

Coaxial Communication : 

Mr. Ernest Sturridge : A Case of Rheumatoid Arthritis treated by 
Ionization of Periodontal Membrane. 

Paper : 

Mr. F. N. Doubleday: Local Anaesthesia in Dental Operations. 


For further information refer to the advertisement columns. 
Birmingham and Midland Ear and Throat Hospital.— Clin. Asst. £50. 
Birmingham University.—Sen. Demonsr.rator or Anatony. £250. 
Bristol Edxlcation Committee.— Female Asst. School M.O. £350. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Bristol Unit'ersity .—Lectureship in Dental Mechanics. 

Cambcnvcll, Parish of St. (Hies, Constance-road Institution , East 
Dulu-ich, S.E.— Locum Tenens. £8 8s. weekly. 

C'hel/enham Eye, Ear. A Throat Free Hospital.—Son-res. Asst. S. £300. 
Derbyshire Royal Infirmary , Derby.—H.S. £200. 

Pevonport. Royal Albert Hospital.— H.S. £200. 

Evelina Hospital for Children, Southwark, S.E.— H.P. and H.S. £160. 
Gloucestershire Royal Infirmary and Eye Institution.— First and Second 

H.S. £175 and £150 

Great Northern Central Hospital, A'.—Casualty Officer. £200. 
Hampstead General and North-West London Hospital.—Css. O. £150. 
Ho*pital for Consumption and Diseases of the Chest , Brampton.— 
H.P. 30 guineas. Also Asst. Res. M.O. £100. 

Hospital tor Sick Children. IT.C.-H.S. for six months. At rate of 
£100 p.a. 

Italian Hospital, Queen-aquare, IF. C.— H.S. £150. 

Lincoln General Disj>ensnry.— Res. M.O. £400. 

Liverpool Stanley Hospital.— R.M.O. 

Macclesfield, Cheshire County Asylum.— Temp.'Asst. M.O. 7 gs. p.w. 
Mai>Utone. Wc*t Kent General Hospital.—Sen. H.S. £250. Also 

Jnn. H.S. £125. 

Manchester, Bagulexj Sanatorium for Tuberculosis.— Locum Tenens 

Second Asst. M.O. £400. 

Manchester Education Committee.—hast. School M.<). £350 to £500. 
Munition Factory in Midlan is.— Female M.O. £150. 
Northamptonshire Sanatorium, Creaton.—Med. 8upt. £300. 
Nottingham City Asylum.— Locum Tenens for two mtbs. £7 7s. per »k. 
Queen Charlotte’s Lying-in Hospital , Marylebone-road , N. 11'.—Physician 
in Charge of Ante-Natal Department . 

Queen Mary’s Hospital for the East End. Stratford, E.— H.S. 

Reading. Royal Berkshire Hospital.—ll.S. £250. Also H.P. £250. 
Royal Free Hospital. Grays Inn-road, W.C.— Female H.P., Cas. H.S., 
and Gynircological Registrar. 

st. Pancras, Parish of.— Asst. M.O. of House and South Infirmary. 

£300. 

Sheffield Royal Infirmary.—H.S. £120. 

Sainton and Pendlebury Urban District Council.— Temp. Asst. M.O. 

£450. 

Walsall Education Committee.— L.T. Sch. Med. Insp £400. 

West Riding of Yorkshire, Maternity d: Child Welfare.—Med. Prac. £400. 


The Chief Inspector of Factories, Home Office. S.W., gives notice of 
a vacancy for a Certifying Surgeon under the Factory and Workshop 
Acts at East Nottingham. 


Carriages, anb Jeatjp 


BIRTHS. 

Batchelor.— On June 26th, at Fons George House, Taunton, the wife 
of the late Major H W. Batchelor, R.A.M.C., of a daughter. 
Hewitt.— On June 20th. at Bemard-gardens. Wimbledon, the wife of 
Fleet-Surgeon D. Walker Hewitt, C.M.G., F.R'.C.S., R.N., of a 

daughter. 

MARRIAGES. 

Goddard—Edwards.— On June 25th, at the Presbyterian Church, 
Mold., Captain C. E. A. Goddard, M.B., R.A.M.C., to Enid, second 
daughter of the late Dr. David Edwards, J.P., and Mrs. Edwards, 
Tan^bryn, Mold, N. Wales. 

Mcik— Cartwright.— On June 26th, at the Parish Church, Cannington, 
Captain W. A. Muir, R.A.M C., to Ann Liddon. daughter of Edward 
C. Cartwright. Belvedere, Cannington. 

Wade—Alexander.- On June 22nd, at St. Andrew’s Church, Rugby, 
Captain (acting Lieutenant-Colonel) E W. Wade, D.S.O., R.A.M.C., 
to Winifred, daughter of Mr. and Mrs. Alexander, of Dublin. 
Walmsley-Turnbull.— On June 27th. at St Martins Church. 
Bedford, by the Rev. F. H. A. Williams, Norman W. Walmsley. 
M.B., D.P.H., late Captain, R.A.M.C., to Mary E. Turnbull, 
eldest daughter of Mrs. Turnbull, Clapham-road, Bedford. 

DEATHS. 

Meadows.—O n May 8th, Frederick Evelyn Woolner Meadows, 
M R.C.S..L.R.C.P. Lond. (Middlesex Hospital), of Otley, Ipswich, 

aged 39 years. 

Skkra.—O n June 30th. at his residence, Rushmere, Newton-by-Chester, 
Claude L. Serra, M.D., late of Eccles, Manchester. 

Sharp. — On June 10th, in India, of cholera, Maria Sharp, L.3.A., 
M.D. Brux.. aged 55. 

Willis.— On June 26th, W. Morley Willis, F.R.C.S., 7, Regent-street, 

Nottingham. i 

N.B.—A Jte oj 5s. is charged Jor the insertion of Notices of Births , 
Marriages , and Deaths. 


LECTURES, ADDRESSES, DEMONSTRATIONS,&c. 

POST-GRADUATE COLLEGE, West London Hospital, Hamrceramith- 
road, W. 

Clinics each week-day at 2 p.m., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Post-Graduate Course were given in issue of June 29th.) 

NORTH BAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

COLLEGE OF AMBULANCE, 3, Vere-street, Cavendish-square, W. 
Course of 8pecial Lectures and Demonstrations on Ambulance Work 
and First Aid (illustrated as far as may be possible and followed 
by a Discussion). 

Thursday, July 11th.—4.30 p.m., Lecture IX.:—Dr. J. M. H. 
M&cleod : First Aid in the Management of Burns and Scalds. 

ROYAL SANITARY INSTITUTE, at the Town Hall, Swindon. 

Saturday. July 13th.—11 a.m.. Discussions:—Infant Welfare Work 
and its Difficulties (opened by Dr. W. F. J. Whitley). Camp 
Drainage, Ac. (opened by Mr. W. H. Beswick). 2.15 p.m.. Visits 
will be made to the Swindon Maternity and Infant Welfare 
Hospital. _ 


EDITORIAL MOTIGES. 

In consequence of the jrressure on our space and the shortage 
of paper, the Editor may he compelled to abbreviate communica¬ 
tions , as an alternative to their rejection, rvhen time does not 
alloro them to be reconsidered by their authors. 

It la most important that communications relating to the 
Editorial business of The Lancet should be addreseed 
exclusively “ To the Editor," and not in any case to an v 

g entleman who may be supposed to be connected with 
he Editorial staff. It is urgently necessary that attention 
sbon'd be given to this notice. 

We cannot prescribe or recommend practitioners. 

We cannot undertake to return MSS. not used 

Offices: 423, St rand, London, W.C. 2. 

Communications, Letters, Ac., to the Editor have 
been received from— 


A. —Dr. Ayres, Liverpool; Messrs. 
Claudius Ash, Sons, and Co., 
Lond.; Dr. G. R. Anderson, 
Southport; Dr. E. L. Ash, New¬ 
bury; Answers. Editor of ; Col. 
J. G. Adaml. A.D.M.S. 

B. —Mr. C. H. Bridle. Clacton-on- 
Sea ; British Science Guild, 
Lond., Sec. of; Major A. S. G. 
Bell, R.A.M.C.; Capt. W. Brown, 
R.A.M.C.; Major J. S. Bury, 
R.A.M.O.; Lieut.-Com. G. E. 
Beer, RN.V.K.; Messrs. Barimar, 
Ltd., Lond.; Dr. A. G. Bateman, 
Lond.; British Drug Houses, 
Ltd., Lond.; British Orthopaedic 
Association, Manchester, Hon. 
Sec. of; Dr. W. B. Brownlie, 
Blackburn; Dr. N. Bardswell, 
Lond.; Mr. H. Blake way, Lond. 

C. —Cumberland and Westmor¬ 
land Asylum; Major W. A. 
Chappie, R.A.M.C.; Dr. E. L. 
Collls, Lond.; Dr. H. P. 
Cholmeley, Forest Row. 

D. —Dr. V. Dickinson, Lond.; Capt. 
A. B. Dunne, R.A.M.C.(T.); 
Major-Gen. Sir Bertrand Dawson, 
G.C.V.O., C.B.; Prof. i. S. C. 
Douglas, Sheffield ; Dr. L. Drage, 
Hatfield. 

E. —Surg.-Gen. G. J. H. Evatt, 
C.B.; Mr. D. L. E&die, Edin¬ 
burgh ; Eugenics Education 
Society, Lond.; Major R. Eager, 
R.A.M.C.(T.). 

F. —Sir R. Fox Symons, K.B.E., 
Lond.; Factories. Chief Inspector 
of, Lond.; Capt. F. Fraser, 
RA.M.C. 

G. —Dr. A. G. Gibson. Oxford; 
Glasgow, Medical Officer of 
Health of; Capt. M. Greenwood, 
R.A.M.C.(T.) 

H. —Mr. C. Higgens, Lond.; Major 
A. J. Hall. R.A.M.O.(T); Major 
A. T. Henderson, O.A.M.U.; 


Prof. J. Hutchinson, Lond.; Dr. 
T. Horder. Newport; Prof. R. 
Howden. Newcastle on-Tyne. 

I.—Insurance Committee for the 
County of London. 

K. —Dr. W. Kidd, Alum Bay. 

L. —Dr. M. Liplnska, Lond.; Messrs. 
Lea and Febiger, Philadelphia; 
Local Government Board, Lond., 
Medical Officer of; CpI. A. C. 
Lomax, R.A.M.C.(T.); Mr. J. B. 
Lamh, Lond. 

M. —Dr. R. Morton, Lond.; Mr. 

J. Y. W. McAlister, Lond.; The 
Medical Directory, Lond., Editors 
of; Metropolitan Hospital Sunday 
Fund, Sec. of. 

N. —Miss J. Neil-Kerrison, Smeth¬ 
wick. 

P. —Dr. Eric Pritchard, Lond.; Mr. 
R. H. A. Plimmer, Lond.: Pro¬ 
fessional Classes War Relief 
Council, Lend.; Dr. O. F. 
Pedroso, Lond.; Mr. J. D. 
Pennell, Merton Park; Comtesse 
Michel de Purredou, Tours. 

R. —Ro>al Society, Lond.; Royal 
Institution, Lond. 

S. —Dr. R. H. Steen, Dart ford ; 
Prof. W. Stirling, Manchester; 
Dr. H. R. Sparkman, Wolver¬ 
hampton ; Dr. R. B. P. Squibbs, 
Lenton,- Messrs. G. Street and 
Co., Lond.; Mrs. K. Senter, 
Edinburgh ; 8ociety of Apothe¬ 
caries of London, Sec. of. 

T. —Dr. C. H. Thatcher, Edin¬ 
burgh; Dr. J. Tatham, Oxted; 
Dr. H. J. Thornton, Lond. 

U. —University of Manchester; 
University of Glasgow; Univer¬ 
sity of Durham, College of 
Medicine, Newcastle-on-Tyne. 

W. -Capt. R. Wade, R.A.M.O^ 
Dr F. J. Waldo, Lond. 

X. —Xerxes. 

Z.—Dr. T. Zangger, Zurich. 
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States, j%rt Comments, anb Jnskrs 
to Corresponbcnts. 

“ NO BLIND PEOPLE, BUT ONLY NORMAL PEOPLE 
WHO CANNOT SEE.” 

Taking the above statement as his text, 8ir Arthur 
Pearson, chairman of the Blinded Soldiers’ and Sailors’ 
Hostel, St. Dunstan’8, Regent’s Park, who presided at the 
seventh of the series of lectures on first-aid at the College 
of Ambulance (3, Vere-street, London, W.), on June 27th, in 
introducing the lecturer, Mr. A. Hugh Thompson, surgeon to 
the Western Ophthalmic Hospital, gave a stirring account 
of the work which is being done at his institute, where 
there are at present some 600 injured men from the 
front being educated. Already 500 have been sent out 
to every part of the British Empire happy, cheery, and 
contented, and most of them earniug more money than they 
were able to do before their sight was injured. Colonel Bruce 
Porter, the commandant at the 3rd West London General 
Hospital, had been so impressed by the work of the masseurs 
supplied to him by St. Dunstan’s that he had remarked it 
was nothing short of a shame that people who could see 
should do the work which blind men did so perfectly. Men 
were also trained as telephone operators, poultry-farmers, 
basket-makers, shorthand writers and typists, shoemakers, 
mat-makers, and joiners, the last-named being particularly 
expert at their work. Sir Arthur Pearson, who believes 
that play is as important as work, also referred to the 
athletic exercises and the games in which blind men 
excelled. Altogether the blind man left the institu¬ 
tion much better equipped for the world than he 
entered it. Mr. Thompson, whose subject was first-aid 
in injuries and affections of the eyes, after discussing 
the anatomy of the eye, referred to the many injuries to 
which this organ was liable and the need for its protection 
in peace and war. More than half the injuries that blinded 
our soldiers, he said, were caused by small particlesenter¬ 
ing the eye, and a visor had been invented which gave the 
eyes protection, but he did not know how far it had been 
adopted. In a recent report by the Health of Munition 
Workers Committee it was stated that over 5 per cent, of the 
industrial accidents to munition workers were eye injuries, 
and that was, of course, a larger percentage than occurred in 
factories during normal times. The only possible means of 
preventing small particles of steel, emery, and so forth, from 
entering the eye was the wearing of goggles made of strong 
glass. He then described various simple means of rendering 
first aid in injuries and affections of the eye and concluded 
by impressing upon his audience the importance of having 
the eyes of children medically examined, especially in the 
case of young children. 

RESUSCITATION FROM DROWNING. 

At a recent inquest, following a fatal boating accident on the 
Thames with the loss of two young lives, the City coroner, 
Dr. F. J. Waldo, in summing up, said that many cases 
of preventable deaths from drowning in the River Thames 
came before him officially in his two riparian districts (City 
and Southwark), and that mauy such deaths were due to the 
lack of proper provision for the resuscitation of people appa¬ 
rently drowned. The only station or place of succour for 
the purpose was the Thames Police Station at Waterloo 
Bridge, and among other places a similar station was badly 
wanted near London Bridge. 

On the Seine at Paris numerous stations of this sort were 
provided, and there, with prompt treatment and the means 
of applying warmth in the form of hot baths and blankets 
always at hand, it was considered a disgrace if people, 
rescued after five minutes’ submersion, were not brought 
back to life. 

AMERICAN POISON PLANTS. 

In his little book on First-Aid in Emergencies (J. B. 
Lippincott. Price 6*.) Dr. Eldridge L. Eliason, assistant 
surgeon to the University of Pennsylvania Hospital, writes 
for the needs of travellers and others beyond the reach of 
medical aid. The chapter on poisons is remarkably well 
illustrated with attractive sketches of toxic plants which 
will be of interest to other than an American audience, 
although some of the names may puzzle. For instance, 
Euphorbia marginata (p. 188) is given as “ Snow on the 
mountain,” a popular name applied in this country to the 
white arabis. Wise counsel is interspersed throughout the 
book—e.g., “ First-aid should never necessitate the use of a 
knife or needle, except when there is dire need and no 
physician is available,” and “ Carry out the rules published 
by the boards of health of the various communities in which 
you live.” 


CLAVADEL AS A POPULAR SANATORIUM. 

We learn from a Swiss correspondent that the Zurich 
Cantonal Home for Tuberculosis at Wald of 150 beds, which 
admits nearly 500 patients a year, is overfilled and there is 
a long waiting list. Efforts have therefore been made to 
provide another sanatorium in the Alps as a dfpendance. 
A committee formed for this purpose has collected within a 
month over £40,000 in the canton and town of Zurich (total 
population 520,000), the cantonal and urban authorities both 
contributing large sums. The private sanatorium at Clavadel, 
above Davos, known to many of our readers for its mag¬ 
nificent situation at the opening of the Sertig Valley, has 
been bought, and will be opened during the present month 
for 100 poor and 30 paying patients. 

GUIDES TO MEDICAL SERVICE AT THE FRONT. 

The arrangements of the medical service behind the lines 
and of the disposal of the sick and wounded are of perennial 
interest, aDd many will welcome an excellent little book 
entitled “ Medical Service at the Front” (Lea and Febiger. 
1918. Price $1.25), by Lieutenant Colonel John McCourbe 
and Captain A. F. Menzies, of the C.A.M.C. Their aim 
has been “to give the simple facts in a plain way” and 
Surgeon General J. F. Fotheringham, who contributes a 
foreword, writes that the volume “is hot from hell’s 
gridiron and correct in all its details.” The chapters deal 
in succession with the R.M.O., the F.A., the A.D.M.S., and 
the C.C.S.—the war has taught us to think in initials—and 
are full of illuminating paragraphs, such as : An outstanding 
feature [of the C.C.S. during battle] is the “ surgical team,” 
made up of a surgeon, an anaesthetist, a nursing sister, and 
two orderlies, all specially qualified for their work. Usually 
several of these teams are sent to each clearing station 
behind a battle front. Numerous diagrams help the reader 
to visualise the arrangements describe 1.—A useful summary 
of the regulations and routine of the military medical officer 
is given in Hints for R.A.M.C. Officers (Edinburgh: William 
Bryce. 1918. Price 1*.), by “Ramcorps,” in a format 
suitable for the pocket, and containing the information 
which a newly appointed officer is likely to need in hiB 
administrative duties—e.g., the filling up of forms, signing 
certificates, and making reports. 

THE ROCKEFELLER FOUNDATION. 

An account of the work carried out by the Foundation 
during the year 1917 has recently appeared. The President, 
uar. George E. Vincent, reminds his readers of the many 
directions in carrying out the work of the institution in which 
the Foundation ha 9 worked for medical education and for 
the amelioration of conditions produced by the war. On 
August 13th, 1914, two weeks after war broke out, an 
appropriation grant was made enabling Dr. Carrel to begin 
his surgical work in France, while in the hospital erected 
on the grounds of the Rockefeller Institute for Medical 
Research in New York City the Carrel-Dakin method is 
now being demonstrated to American Army and Navy 
Burgeons, 292 of whom attended classes in 1917. During 
the same period 3000 doses of serum were distri 
buted to Government hospitals. Last year Dr. Thomas W. 
Salmon was deputed to visit Great Britain and to 
make a study of nervous diseases and their treatment 
in British military hospitals, his report to the Surgeon- 
General’s office determining American Army policy in 
regard to these cases. Other activities of the foundation 
have been: Care for the victims of infantile paralysis; a 
crusade against tuberculosis in France; and the establish¬ 
ment at Johns Hopkins University of a School of Hygiene 
and Public Health. Steady progress has been maintained 
in the campaign directed against hookworm, malaria, and 
yellow fever, as well as in the systematic efforts to secure 
the enactment of sanitary legislation and to persuade 
governments to increase their expenditure on preventive 
medicine. ‘‘Dispensaries and physicians have of late 
been peacefully penetrating areas of the Philippine 
Islands and demonstrating the fact that for the purpose 
of placating primitive and suspicious peoples medicine has 
some advantages over machine guns,” and in China 
hospitals have been subsidised and travelling scholar¬ 
ships granted. The report concludes: “When at last 
peace comes it cannot quickly bring universal confidence 
and goodwill; there may be years of suspicion and bitter 
ness, of misunderstanding and recrimination ; there is sure 
to be keen industrial and commercial competition. Is it too 
much to hope that such work as the Foundation is doing in 
manv parts of the world may tend at least to emphasise the 
common interests of mankind in turning science from the 
destruction to the healing and the happiness of men ? 


M.D. Durham has omitted to enclose his card. 

Communications not noticed in our present issue will 
receive attention in our next. 
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LECTURE III.* 

ACIDOSIS IN DISEASE. 

Mr. President, Ladies and Gentlemen,— In the first 
lecture Bancroft’s definition 2 of acidosis was given ; it is an 
increase of acid relative to basic radicles in the blood, the 
CO, of the blood not being considered. It has nothing to do 
with the final reaction of the blood — i.e., its hydrogen ion 
concentration. 

Mechanisms op Body in dealing -with Acidosis. 

Under many physiological conditions of acidosis the 
hydrogen ion concentration of the blood remains constant, 
because the C0 2 content of the blood is reduced to com¬ 
pensate for the increase in acid radicles — a condition of 
“compensated acidosis.” In other circumstances the CO, 
may not be lowered sufficiently, when an “uncompensated 
acidosis” results — i.e., the hydrogen ion concentration is 
increased. In other cases the acidosis is “ over-compen¬ 
sated ” when the respiratory centre . is over-active, and 
washes out more CO, than is necessary, so that the blood 
becomes more alkaline than normal. This often occurs in 
diabetic acidosis of moderate severity. 

This condition of over-compensation implies an alteration in respira¬ 
tory control, so that over-ventilation occurs and the blood becomes 
alkaline, or, what is a different way of expressing the same thing, the 
excitability of the respiratory centre is increased, so that it reacts to a 
lower concentration of hydrogen-ions than usual. The variation in the 
excitability of the respiratory centre has been denied by Haldane, but 
there is evidence that it occurs normally. Straub 1 has shown that the 
alveolar CO- is distinctly higher during sle*p in the middle of the 
night than it is In the day-time, which suggests that the respiratory 
centre, like the heat regulating centre, has a regular diurnal periodicity. 

Under ordinary olrcumstances the respiratory centre is extremely 
sensitive to small additions of acid to the blood, and maintains the 
nor nal reaction of the blood by a fall in the a'veolar CO... This fall 
and the comequent diminution in the CO- combined in the blood, the 
so-callel al all reserve, is one of the most important mechanisms the 
body possesses for preventing the rise in H ion ‘oucentratlon of the 
blood. 

It is well known that the urine contains m mosodium and dlsodlum 
phosphates, although in the blood they are chiefly present in the red 
corpuscles. Acid is got rid of through the kidn-y by the conversion of 
the alkaline disodi im phosphate into the acid monosodium phosphate 
and by this process the hydrogen ion concentration of the urine is 
inc’ eased, though to nothing like the svne extent as if the unaltered 
acid had be *n excreted in the free state The phosphates act as 
•« buffers," which damp down the effect of the addition of acid. 

The third mechanism is in the formation of ammonia and its 
excretion combined with acid. 

Altitude and Exercise. 

One of the earliest investigations on acidosis in human 
beings was carried out by Barcroft 2 on the effect of altitude. 

Ward 3 had shown previously by investigations on himself that on the 
top of Monte Rosa his alveolar CO- was lowered, and this effect per¬ 
sisted for uany days after his return from the ascent Th • explanation 
offered was that an acidosis was present, which required Increased 
pulmonary ventilation. The beneficial effect of this was the fact that 
the oxygen pressure in the lungs was thereby increased ; it was a mode 
of adaptation making it possible to exist lu a rarefied atmosphere. 

Toe actual acidosis was pro ed by Barcroft by means of the blood 
dissociat on curve, described in Lecture II. He further <howed by 
measuring th; alveolar CO- that the acido is was a compensate 1 
acidosis. 

It has been already stated that the acidosis at high 
altitudes may be looked upon as a process of acclimatisation 
to enable the organism to live in a rarefied atmosphere. A 
good deal of attention has been paid to the nature of this 

acidosis 

Ryffel showed it was not due to lactic acid. Hasselbalch 4 found in 
various people a sudden diminution in the ammonia excretion and an 
unusutlly alkaline urine as the immediate effect of reducing pressure 
in an airtight chamber. Hia explanation is that the acidosis is not due 
to the formation of a new acid, but that it is a relative acidosis due to 
deficiency of bases, brought about by the diminution in production of 
the endogenous base ammonia. This discovery provides a new outlook 
on the subject. Under conditions when an acidosis is favourable to the 
body, such as may oocur in oxygen want, it may be deliberately 
brought about by diminishing the production of ammonia and making 
the urine more alkaline. 


* Lectures I. and II. were published in Thk Lancet of June 22nd 
(p. 865) and 29th (p. 895), 1918. 

No. 4950 


In the last lecture it was shown that in muscular exercise 
not only was there an acidosis, but the acidosis was 
uncompensated. 

Barcroft has shown that the unoompensatlon becomes greater if the 
exercise is taken at an altitude. This acidosis has been shown by 
Ryffel to be due to the formation of lactic acid. T ms, it is a different 
type from that which the effect of altitude produce when the body is at 
re*t. 

Pregnancy and Eclampsia. 

The possibility that the normal process of pregnancy is 
associated with an acidosis was suggested independently by 
Hasselbalch and by Leimdorfer, Novak, and Porges. They 
found that the alveolar CO, was lowered. 

The Viennese observers, as a result of work on 15 cases, claimed that 
the diminution in the alveolar GO- was one of the earliest signs of 
pregnancy. 

A series of observations by Hasselbalch and Gammeltoft 5 on a case 
showed a distinct fall in the alveolar CO. on the first occasion when 
menstruation ceased, and toe alveolar CO g fell gradually to 30 mm. 
just before the birth of the child. 

The problem as to whether the fall In alveolar COa was really due to 
an acidosis was settled by measuring the hydrogen ion concentration 
of the blood taken sh >rtly before and after child-birth. In five cases 
the mean a'veolar CO* before birth was 32*3 mm., and the mean value 
after birth whs 38- 1 , a rise of nearly 6 mm. 

The ph of two samples of blood taken before and after child-birth was 
determined, and at the corresponding alveolar 00 3 pressures the mean 
values were 7*43 and 7*44. This means that during pregnancy there is 
a fully compensated acidosis. 

Hasselbalch and Gammeltoft observed a few cases of 
eclampsia. 

The alveolar CO- was not measured. In two cases which were not 
very severe the fixed acidity was not abnormally increased ; with 40 mm. 
CO. the values of ph were 7*33 and 7 36; the corresponding mean value 
for the five normal pregnancies was 7*39. In the two severe cases the 
values were7’19 and 7 23. values so acid that the authors doubt whether 
the alveolar CO- would have been reduoed sufficiently to compensate. 
Unless this had been the case the acidosis would have been uncom¬ 
pensated. Thus the cases resembled the condition in uraemia, to be 
described later. 

Relation between Ammonia Excretion and Acidity 
of Urine. 

The relation between the ammonia excretion and the 
acidity of the urine has been recently investigated by 
Hasselbalch. 6 

As a general rule he found that an acid urine was accompanied by an 
increased ammonia excretion, and vice-versa. There is an obvious 
difficulty with regard to the ammonia excretion, and that is that the 
amount of ammonia burned depends, to a large extent, on the protein 
metabolism. He excluded this factor by using the ratio between the 
ammonia nitrogen and the total nitrogen expressed as a percentage. 

If the ph of samples of urine passed at different times during the 
day on a mixed diet are measured the acidity is always diminished 
3-4 hours after a meal, and Increases again immediately after the meal. 
The maximum carbohydrate metabolism occurs 3-4 hours after a meal, 
and this diminishes the acidity. The latter has nothing to do with 
the reacti »n of the gastric juice. 

The ammonia ratio always Increases as the nh diminishes (i.e., as 
the acidity increases), and if the corresponding values for these two 
factors are plotted against one another, the points all lie on a 
rectangular hyperbola. The mean value for the ph of the urine is 
5*8, and the corresponding ammonia ratio, “the reduced ammonia 
ratio," for normal penple lies between 2‘2 per cent, and 5*3 per cent. 

This relationship is not altered by taking large quantities of water, 
salt, or dilute HCl. and is Independent of diet. It is constant for the 
individual, but there are slight seasonal variations. In pregnancy, 
after severe muscular work, in fever, and in diabetic acidosis, the 
reduced ammonia ratio is increased and the ammonia figures corre¬ 
sponding to other ph’s are correspondingly increased, the points still 
forming a hyperbola the position of which has been altered. 

The increased formation of ammonia may be due to a 
specific formation of ammonia from protein, and this power 
of formation may well vary in different people. The object 
of the formation is obvious : it spares the alkali reserve 
of the blood, it prevents the unnecessary excretion of 
phosphates — the only other way in which acid can be 
removed from the blood. 

Anesthesia and Shock. 

Emphasis has been laid on the fact that acidosis is 
accompanied by increased pulmonary ventilation, and con¬ 
versely any case of hyperpncea would suggest the possibility of 
an acidosis being present. It is remarkable in how many 
different conditions this has been proved to be the case. 

In anaesthesia, particularly when open ether is used, the 
respiration is stimulated, and there is a fall in the alveolar 
OO a . However, Morriss 7 has shown that under these con¬ 
ditions there is a diminution of the alkali reserve of the 
plasma, which indicates that some fixed acid is present in 
excess. 

Yandell Henderson’s well-known theory of shock attri¬ 
buted the condition to acapnia—a loss of OO a . 

B 
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Recent experiments of his* were carried out as follows. An anaes¬ 
thetic like morphia was chosen which did not produce acapnia on its 
own account. The shock was produced by opening the boiy and 
handling the animal’s intestines ; a rapid fall in the alkali reserve was 
noticed, coinciding with the hyperpncea. This would suggest that the 
acapnia was a secondary effect of the acidosis in this type of shock. 

In other cases the hyperpncea is presumably primary, such as the 
hyperpncea associated with pain, but even in this condition a fall in the 
alkali reserve was noticed, and Henderson suggests that this acidosis is 
a secondary phenomenon to counteract the acapnia produced by the 
hyperpncea. If no acid were produced the deep breathing would wash 
out the C0 2 , and the individual might become asphyxiated owing to 
the removal of the C0 2 , the normal stimulus to respiration. 

Surgical shock can be produced in many different ways. 
Cannon has found that there is an acidosis present ; but 
there is no proof that the acidosis is the cause of shock. It 
may be a compensatory mechanism to guard against 
acapnia, as Henderson has suggested ; or a more likely 
explanation is that through failure in the circulation acid 
products are formed due to deficient oxidation, and these 
produce the acidosis, which is therefore the result of the 
shock and not its cause. 

Heart Disease and Uraemia. 


Simple Cardiac Cases. 

The remarkable feature about the dyspnoea of valvular 
disease of the heart is that in the milder cases, while the 
patient is quiet, the breathlessness is absent, but as soon as 
any exertion is taken the dyspnoea becomes obvious. 

Peabody, 13 following Siebeck, explains this condition by the lowered 
vital capacity of the patient. This is determined by a spirometer. 
The patient inspires as deeply as possible and the total air consisting of 
a full inspiration and a full expiration is measured in the spirometer. 
In heart cases wrlth failing compensation, much lower values are 
obtained than in healthy people, and £he vital capacity becomes normal 
as the case improved. Dyspuoea on exertion will be due to the fact 
that in healthy people the pulmonary ventilation is increased without 
effort, but w’hen the movements of the chest are restricted, as in heart 
failure. Increased pulmonary ventilation will be difficult. This Is 
probably only one factor in the dyspnoea. 

Barcroft and Lewis 9 10 showed by means of the blood dissociation 
curve that in the mild type of case there was no acidosis. Peters, 14 
later, came to the same conclusion, by determining the alkali reserve 
of the blood by Van Slyke’s method. 

Barcroft and Lewis argue from their results that in all 
cases of simple cardiac dyspnoea associated with valvular 
disease there is no acidosis. 


One of the most striking examples of dyspnoea is afforded 
by conditions of failing heart, whether it is the heart 
itself which is primarily at fault, as in simple valvular 
disease, or whether tl*re is a renal element added to it, 
which forms a complex usually described as cardio-renal 
disease. 

The first detailed investigation on this subject was carried 
out by Lewis, Ryffel, Wolf, Cotton, and Barcroft. 0 The 
subject is complicated because the separation of cases of this 
kind into different clinical groups is difficult. 

The main conclusions of the paper, w hich Barcroft and Lew is u» tried 
to confirm in a later paper, was that in cardiac failure from simple 
valvular disease there was no acidosis present, but that the dyspnoea was 
due to excess of CO, circulating in the blood. A further point was 
their refusal to define the meaning of the term uraemia, which they 
looked upon as too vague a term to be of any value. 


Uramia. 

However, the term uremia can be applied to, and should be restricted 
to, a very definite type of case in which there is retention of urinary pro¬ 
ducts, and this retention can easily be determined by measuring the 
percentage of urea in the blood. There is evidence that urea is in itself 
p ilsonous. giving rise to drowsiness and coma associated with musoular 
twitchings. 

Uraemia is roughly of two clinical types. 

The commonest type is the case with fibrosis in the kidney and a high 
B.P., and during the attack the urea in the blood may reach a value of 
ten times the normal-i.e., 3 parts per 1000. If the patient recovers 
the urea falls, but owing to the damaged kidney it always remains 
higher than normal. The picture is the same w hether the condition 
arises in the course of Bright’s disease or whether it is due to sensis 
in the urinary tract. K 

The second type is the uraemia of acute nephritis, and there may be 
here some other intoxication also present, due presumably to the acute 
Infective process in the kidney. Though there is some retention of 
urea in acute nephritis, it is nothing like so great as in the fibrosed 
kldney.t and the probable explanation is that the body has accustomed 
itself to a large dose of urea In the blood in the latter condition. 

The vaflue of K by Barcroft’s method was determined by 
Poulton and Ryffel 11 in four cases of uraemia in which the 
blood urea was about 10 times the normal concentration. 

The alveolar CO. was low; there was an acidosis, and at the same 
time values for k suggested the hydrogen ion concentration was 
increased. Schlayer and Straub had already observed that the 
alveolar CO- was diminished in uraemia, and had suggested there was 
an acidosis, but had not given any proof of it. 

In order to get over the objection that the value for K may be 
affected by other factors than hydrogen ion concentration in patho¬ 
logical conditions. Donegan, Parsons, and Poulton J have investigated 
**“5® CA86S ' measuring the hydrogen ion concentration 

of the blood directly. 

In one obviously mild case, a man (urea in blood 0*46 per 1000. 
alveolar CO. of 31 mm., i.e.. slightly reduced), with no perceptible 
hyperpncea while sitting up in bed. there was a slight fully compen- 
wsted acidosis. The ph at the alveolar CO. pressure was 7 40-a normal 
figure. 

In a second man the urea In the blood was 0 54 per 1000. i.e. slightly 
raised, the alveolar CO, was 34 mm., and the ph was 7*39—again a 
slight compensated acidosis. The patient was walking about and 
feeling quite fit. 

In a case of advanced ursemia, with the patient very dyspnceic and 
u ? c ?» n ™ lous JU8t before rteath, both the value for K (0*000065) and for 
ph (6-92) showed actual acidity. As far as I know, this is the most 

2?n d “iEUS 5 * 1 baa ever 56011 ^corded- The urea in the blood was 
4*0 per 100C. 

The conclusion to be drawn is that in uraemia, when the 
dyspnoea at rest is marked, there is an uncompensated 
acidosis. 


t However, Dr. Ryffel informs me that in two children with nephrit 
<ages 1 and 4) he has found quite high values for the blood urea. 

I Not yet published. 


But this is too sweeping a statement, because on analysing their 
cases it is found that it is only in the milder cases that the absence of 
acidosis is noted. This is shown by the following remarks from the 
two papers.** 10 

Case 13 “was convalescent when the examination was made.” 
Case 14 “ had improved to some extent when the special observations 
were made.” Case 15 “ was convalescent.” Case 7, “ there was no 
distress, breath could be held 15 seconds.” Case 8, “breath could be 
held 20 seconds.” Case 9, “respirations were 25 per minute, but not 
distressed.” 

On the other hand, some of the simple cardiac cases did 
show a marked acidosis when the dyspnoea was severe, and, 
although Barcroft and Lewis considered that there was a 
renal element present, there was little evidence of this. 

The following are examples :— 

Case 2: Mitral stenosis, auricular fibrillation. “The breathing is 
very laboured and rapid ; there Is absolutely no reserve. P.M., kidneys 
show little change apart from congestion.” 

Case 5: Aortic disease and aneurysm; Cheyne-Stokes breathing. 
“ Distress was considerable. P.M., kidneys congested, surface smooth, 
and capsules stripped easily.” 

Case 6 : Aortic disease. “ Breathing laboured, 40 per minute. P.M., 
kidneys congested, little or no fibrosis, epithelium swollen and 
granular.” 

The absence of any reual element was shown by the fact that the 
urea in the blood was not, raised, and further microscopic examination 
did not show any extensive glomerular destruction. The albuminuria 
may be attributed to the renal congestion, which was always prominent 
in the case. 

The conclusion to be drawn is that cardiac dyspnoea, if 
mild in degree — i.e., in the earlier stages of failure of com¬ 
pensation—is not associated with an acidosis, but that in 
serious cases an uncompensated acidosis occurs — i.e., the 
hydrogen ion concentration of the blood is increased. 

This statement Is borne dut by a case of my own. T. H., a young 
man, was admitted on Jan. 9th, *1915, with rheumatic mitral stenosis 
aud cardiac failure. The failure hid been threatening for some months 
previously; his breathing was greatly distressed. He was relieved to 
some extent by venesection. Red cells 6,700,000 per c.mm., Hb 108 per 
eent., alveolar 00. 23 mm. The blood dissociation ourve at a pressure 
of 22*7 ram. CO, gave a K of *000136. This case showed, a day or two 
before death, a severe uncompensated acidosis. 

Cardio-renal Cases. 

The remaining cases described by Lewis and Barcroft were 
not characterised by any obvious valvular lesion, and they 
were not cases of rheumatic heart disease. 

They a-e p erhaps usually described as cardi -renal cases. They all 
showed an uncompensated acidosis when the dyspnoea was severe. In 
only one case was the urea In the blood c >nslderably raised above normal, 
when it was 1*07 parts per 1000. These patients were ve»y prone to 
attacks of Cheyne-Stokes breathing. Six of the cases died and post¬ 
mortem examinat ons were made. In all these there was some evidence 
of myocardial degeneration, and all of them showed atheroma of the 
coronary arteries. In only two cases was there any extensive destruc¬ 
tion of Malpighian corpuscles, and in one of these the blood urea was 
• *4 per 1000 during life—i.e. slightly raised ; in the other case the blood 
urea was not determined, but o judge from the appearance of the 
kidney it would have been high. 

Hence in the majority of these cases there was not the 
same rise in the blood urea that was present in Poulton and 
Ryffel’s cases, and so uraemia could not be said to be present. 

The most characteristic point in the post mortems was the evidence 
of long-continued cardiac failure, the organs, particularly the liver, 
showing congestion and being enlarged. This, coupled with the myo¬ 
cardial changes, suggest that these cases are primarily failure of the 
cardiac muscle, and there is no reason to differentiate the nature of the 
uncompensated acidosis in these cases from the uncompensated acidosis 

B re-ent in the later stages of roeumatlc and valvular heart disease. 

loubtless in all cases of pronounced he*H failure there are secondary 
changes in renal function. 
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Hale White, Ryffel, Poulton, Johnson, and Chisolm 15 
investigated in considerable detail a case belonging to the 
same clinical group, but in which the Cheyne-Stokes 
breathing was extremely marked and lasted for weeks. 

In this condition there is a considerable variation in the composition 
of the alveolar air at different periods in the respiratory cycle, a was 
tint described by Pitt, Pembrey. and Allen.Just at the end of the 
spnaekc period the CO pressure is highest, while the oxygen pressure 
is lowest; at the end of the dyspmeic period the condition is reversed. 
The result it that the respiratory centre is, at the end of theapnoea. 
supplied with blood containing CO. at 30 mm. pressure and at the 
beginning of the apnoea the CO., 'pressure In the blood has fallen 
to 16 mm. 

Two determinations of K were made. At 16 mm. C0 2 K was 
(>■000061. which is a normal value, and at 30 mm. K was 0 r 000157, a 
value much more acid than normal. Hence, when the respiratory 
centre was being supplied with abnormally acid blood respiration 
started, whereas when the acidity was reduced to normal respiration 
stopped. The conclusion follows that in this case of Cheyne Stokes 
respiration the respiratory ceutre had a diminished excitability, 
because it only reacted to a more acid blood than normal and ceased 
acting when the hydrogen ion concentration was normal. 

The urea in the blood was about three times the normal—0’75 per 
1000. The lactic acid in the blood was not increased. 

Post-mortem examination showed a nutmeg liver; the kidneys 
showed arterio sclerotic changes, but the glomeruli were normal. The 
dorsal nucleus of the vagus showed advanced chromatolysis and 
atrwphy of the cells; this is interesting, as this nucleus is regarded as 
the respiratory centre, and the patient luui Cheyne-itokes respiration. 
However, Johnson has found similar changes in all cases where there 
has been a terminal dyspnoea of some days’ duration ; so the significance 
is doubtful. 

Two Types of Case. 

A summary of these conditions is as follows. There are 
two distinct types of case—the uraemic with the high blood 
urea and the case showing simple cardiac insufficiency. 
The unemic case tends to show acidosis in quite an early 
stage, and this is compensated to start with. In the final 
stages the acidosis is uncompensated, and extremely acid 
values may be found. In the later stages of simple cardiac 
failure there is an uncompensated acidosis. The cardio¬ 
renal case is usually a mixture of both these types. There 
is often obvious cardiac failure and the blood urea is raised 
to some extent. In the cardio-renal case there is often 
another independent condition—viz., the liability to Cheyne- 
Stokes respiration. This is due to a diminished excitability 
of the respiratory centre, which is probably due to sclerosis 
of the arteries supplying the centre, so that there is some 
failure in the supply of blood to the centre. 

Nature of the Acidosis. 

What is the nature of the acidosis ? 

It oert&lnly is not lactic acid, and so far no other acid has been 
found. If it is permissible to speculate, I would point to the analogy 
of the acidosis observed at high altitudes, which is brought about by a 
diminished production of ammonia and has the object of providing the 
body with a larger supply of oxygen by greater ventilation of the 
longs. It may very well be that a similar state of things occurs in 
severe cardiac dyspnoea. There is a call for more oxygen, and an 
artificial acidosis Is created to supply the demand. 

Cause of Uncompensation in Later Stages. 

Why does this acidosis become uncompensated in the later 

stages ! 

It may be that lack of oxygen renders the respiratory centre less 
sensitive to CO*, and so the hydrogen ion concentration increases, or 
the acidosis m-iy become so great that it is impossible to excrete the 
CO. sufficiently quickly to keep pace with it. This second explanation 
is difficult, because in diabetic coma the alveolar COj falls much 
lower than in cardiac dyspmea, and yet the acidosis still remains 
compensated 

There is yet a third possible explanation. 

Hooker, Wilson and Conuett 17 have shown by animal experiment 
that C0 2 has a specifically greater stimulating effect on reap!ration 
than other acids—e.g., HC1. For a given H ion concentration the 
pulmonary ventilation was greater if the acid was C D 2 than if it was 

In uraemic acidosis there is a diminution in the CO* and an increase 
in fixed acid. Hence the mixture will be less stimulating, and a 
higher H ion concentration will be required. It follows that an 
increasing acidosis will become more and more uncompensated. 
Diabetic acidosis apparently provides a difficulty, because even in severe 
«tage* the acidosis remains compensated. But it will be remembered 
that there Is evidence that the aceto acetic Ion 1 b itself a specific 
stimulant to respiration, and if its action is equal to the CO* it will 
make no difference if there is an increase of aceto-acetic acid and a 
decrease in CO,. The stimulating action will remain the same, and 
however great the acidosis it will still remain compensated. 

The specific stimulating action of C0 2 may provide the 
explanation of the great difference found in pulmonary 
ventilation in the most serious cases of dyspnoea, and the 
pulmonary ventilation in muscular work. 

It is rare to find a higher pulmonary ventilation In disease than 
20 litres per minute. The normal at rest in bed is a!>out G litres. In 
muscular work enormous values of 60 or 80 litres per minute are 
obtained. It may be the specific stimulating action of CO L . that admits 
>f these huge ventilations taking place in muscular work. 


Acidosis in Other Diseases : Gas Gangrene. 

Acidosis has been described in various other diseases. 

In septic febrile states Frtdericla and Olsen 18 showed that the alveolar 
CO. was diminished. They Inferred that an acidosis was present; but 
there Is no proof without measurement of the alkali reserve. 

Rogers l " has described an acidosis in the uremia of cholera, which is 
to be expected. 

Barcroft and Lewis. 10 showed the presence of acidosis in pneumonia, 
in a case of pneumothorax and exophthalmic goitre with distressed 
breathing, and in a case of paroxysmal breathlessness. 

Wright and Fleming 20 have published results indicating 
the existence of an acidosis in gas-gangrene patients and 
advocating injections of sodium bicarbonate as a therapeutic 
measure. 

Joffe and Poulton 6 have investigated the subject by observations on 
puppies infected with Vibrion septuple. Oxyhemoglobin dissociation 
curves at a constant pressure of UU 2 i37 nun.) were determined before 
and after the infection. No acidosis was found In the blood when the 
animal was constitutionally severely affected, but there was some definite 
acidosis in the blood taken from one animal immediately after death. 

Wright used two methods : 

He titrated the serum of gas-gangrene patients with standard acid, 
and he measured the hydrogen ion concentre ion of the serum by 
Marriotte’s method after the C0 2 had been shaken out of it. Both 
methods give a measure of the fixed acids of the blood, whtch is in¬ 
creased In acidosis. Neither of the methods gives the hydrogen Ion con¬ 
centration of arterial blood—i.e., the blood at, the alveolar CO* pressure. 

There 19,no doubt ab nit the acidosis Wright and Fleming found in 
their patients, and in addition many of them showed the hyperpnoea 
that, would be expected. Tne main problem is to determine its import¬ 
ance, and in this question tbe knowledge of the effect of sodium- 
bicarbonate In jections will be of value. 

Wright used solutions of 60J c.cm. containing 5 per cent, sodium 
bicarbonate. In many cases the Immediate effect of the solution was 
all that could be desired ; the patient, although cold aud pulseless, 
revived. An operation could often be performed, but death occurred in 
the majority of cases seme hours later, very often in spite of a second 
injection of sodium bicarbonate. The authors themselves are not by 
any means enthusiastic about the treatment. 

There is one other piece of evidence on this subject : 

That is from Bull’s recent work 21 on the preparation of the tox ; n from 
the bacillus of Weloh, which he used in preparing his antitoxic Berum. 
The acidity produced by the growth of the organism bears no relation 
whatever to the virulence of the culture. 

These views bear out Joffe and Poulton’s results, which 
indicated that the acidosis was a terminal result of the 
infection, and was not probably of much significance. It 
is impossible to help feeling that equally good results would 
have been obtained by Wright and Fleming if they had 
given intravenous injections of some neutral salt instead of 
sodium bicarbonate. Similarly it might be suggested that 
the equally brilliant results obtained occasionally in diabetic 
coma would also have followed a saline injection. In fact, 
Hilton Fagge published one such case. At the same time it 
must be admitted that when an acidosis due to production 
of acid has been proved the most rational method to adopt, 
if intravenous injection is assured, is to add some alkali to 
the fluid. 

Conclusion. 

And now the time for these lectures is drawing to a close. 
The attempt has been made to explain acidosis in two ways. 
It is either the result of increased production of acid, when 
the body uses the means at its disposal to compensate for its 
presence, and so prevent the rise in hydrogen ion concentra¬ 
tion of the blood ; or acidosis is of itself of benefit to the 
organism and is deliberately produced by the organism by 
modifying the action of the kidneys and liver—i.e., the 
formation of ammonia and the excretion of alkali. 

These two types of acidosis will be similar to one another 
in the fall of the alveolar CO, and of the alkali reserve of 
the blood. They will differ from one another in the character 
of the urine. In one case the ammonia and the acidity will 
be increased, and in the ‘other both will be diminished. 
Acidosis may be expected whenever the ventilation of the 
lungs is increased, and it is difficult to believe its existence 
except to a minute extent when there is no altered respira¬ 
tion. It is a very common condition and seems often to 
occur as a terminal phenomenon just before death. This 
was shown by Whitney, who found a blood acidosis in most 
cases after death, and particularly in those cases which had 
suffered from some infection. 

Acidosis has been invoked as an important factor in 
certain diseases—scurvy, skin diseases, rickets. In the last- 
named condition it has been gravely suggested that the 
acidosis dissolves the lime salts from the bones. This would 
obviously be impossible without a rise in hydrogen ion con¬ 
centration in the tissue fluid surrounding the bones. In 

$ Not yet published. 
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none of these conditions is there trustworthy evidence that 
an acidosis exists ; in fact, from the absence of respiratory 
symptoms its presence is extremely unlikely. 

The last 10 years have made a great difference in our 
knowledge of the subject, but even now it is hardly out of 
its infancy. Workers of many nations have contributed to 
the advance. I do not think that we in this country need 
be ashamed of the share we have had in it. There are three 
names to whom before all others the modern conception of 
acidosis is due. They are Hasselbalch, of Copenhagen, anil 
Haldane and Barcroft, of the Oxford and Cambridge schools. 
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ABSENCE OF THE BACILLUS INFLUENZzE 
IN THE EXUDATE FROM THE UPPER 
AIR-PASSAGES IN THE PRESENT 
EPIDEMIC. 1 

By Captain T. R. LITTLE, C.A.M.C., O.C., 
Captains C. J. GAROFALO and P. A. WILLIAMS, 
C.A.MC. 

(From No. 1 Canadian Mobile Laboratory.) 


Is the present widely spread epidemic one of influenza or 
is it something new ? 

In recent years influenza has been only endemic, hence 
there has been little opportunity to study its causative 
organism by modern laboratory methods. The last great 
epidemic began about 1889, and lasted until about 1892. It 
rapidly spread over the civilised world. The present epidemic 
is also widely spread. Several camps have experienced it. 

A few weeks ago the -- area began to have cases. It 

rapidly spread through bodies of men. One reserve battalion 
had about 8 per cent, of its men develop the symptoms 
during 36 hours. Another reserve had 300 cases in four 
days. One camp reported an average of 40 cases per day 
for 12 days. Up to the present in the areas covered by this 
laboratory there have been about 1000 cases. 

Symptoms. 

Clinically the disease simulates influenza. It is an acute 
febrile infectious condition of three or four days’ duration. 
The most striking symptoms are: Sudden onset with chills, 
severe headache with pain in cervical, dorsal, and lumbar 
regions, also pain in limbs and general malaise. The face is 
somewhat flushed and herpes labialis is to be noticed in a 
few cases. The fever soon attains its maximum, which varies 
from 99° to 102°. Several cases were observed in which the 
maximum temperature was 103° to 104 Q . Usually the highest 
point is reached on the second day, then follows an abrupt 
crisis, and on the fourth day the man feels practically normal. 
Many cases develop a cough, harsh in nature, with a thick 
sputum, scanty in amount and constant in appearance. It is 
not the greenish sputum of influenza proper, but is of a white 
mucoid nature. The urine is somewhat scanty, the appetite 
poor, and the bowels are constipated. 

It will be noted: (1) That the pyrexia is of shorter 
duration ; (2) that the total course of the disease is shorter ; 
(3) that the gastro-intestinal symptoms are slighter than in 
the form of influenza due to the Bacillus influenza, commonly 
called Pfeiffer’s bacillus. It is also noteworthy that con¬ 
valescence is rapid and that as yet we have noted no cases 
of relapse, recurrence, or of complications. It must be 
remembered that the cases under our observation were young 
healthy soldiers in prime physical condition. 


1 A paper read before the-Area Medical Society on July 2nd, 1918. 


Owing to the rapidity of the spread we had no doubt that 
the causative organism was carried in the upper air-passages 
and tnat the infection was passed on by direct personal 
contact, drinking utensils, &c. This laboratory undertook 
an investigation of the epidemic. 

Results of Laboratory Investigation. 

The following examinations were carried out in 20 cases : 
(1) Urinary examinations ; (2) leucocyte counts; (3) leuco¬ 
cyte differential counts; (4) blood cultures; (5) bacterio¬ 
logical examinations from naso-pharynx, throat, and sputum. 
The following are the results. 

Urine. —Somewhat scanty and typically febrile, with a 
fair diminution of the chlorides ; otherwise normal. 

Blood counts. —Contrary to our expectation, we found that 
there is verv little leucocytosis, the highest being 13,000 
per c.mm., the average being 8000 per c.mm. The highest 
polymorphonuclear proportion was 60 per cent., the lowest 
35 per cent., the average 47-5 per cent. We found that there 
was present a proportional lymphocytosis, the highest being 
60 per cent., the lowest 32 per cent., the average 43*6 per 
cent. The blood picture is one of very little, if any, leuco¬ 
cytosis, with a decided increase in the relative number of 
small lymphocytes. 

Blood cultures. —These all proved sterile. 

Bacteriological examinations.— These were very interesting. 
We observed in all tne cases studied that direct smears from 
the naso pharynx, throat, and sputum contained among the 
organisms present one which was in outstanding predomi¬ 
nance. It was a very small Gram-positive dipfococcns. 
distinctly flattened on its apposing sides. Some of these 
smears contained no other organisms. In no smear examined 
were we able to discover the Bacillus influenza. 

Cultures were made in these 20 cases from the two 
locations mentioned and from the sputum. Legumin serum 
agar plates were used. All the plates showed among other 
colonies one sort which was exceedingly abundant. In fact, 
in a few naso pharyngeal plates it was in pure culture. In 
all the plates this colony was present vastly in excess of any 
other. It is a small, transparent, granular colony, strikingly 
like that of streptococcus. In each plate it proved to be 
composed of the same organism that we had noted in the 
preliminary direct smears. From no plates were we able to 
obtain colonies of Bacillus influenza. 

It may be contended that this is due to the fact that we did 
not use media containing whole blood. It has been our 
experience that Bacillus influenza, grows abundantly on 
legumin serum agar. We frequently obtain it when making 
routine bacteriological examinations from the naso-pharynx. 

This diplococcus, we find, grows with reluctance on 
ordinary media. It prefers those containing serum. Haemo¬ 
globin also accelerates its growth. It grows abundantly on 
Lbfifler’s blood serum, legumin serum agar, blood agar, and 
in bouillon containing a little blood. On blood agar plates 
there is no haemolysis, but in blood bouillon the erythrocytes 
appear broken up. The organism does not split either 
dextrose, laevnlose, maltose, lactose, saccharose, ormannite. 
It has a slight tendency to anaerobic growth, and in fluid 
media containing blood a distinct tendency to chain 
formation. 

When inoculated intraperitoneally it proved non-patho- 
genic to mice. The temperature of some was raised slightly 
for 24 hours. They showed a slight but distinct roughening 
of the hair. These reactions, however, might very well be 
doe to the introduction of foreign protein. Further animal 
inoculation is being undertaken. 

It will be noted that we found this organism in universal 
predominance and that we were able to cultivate it in the 
laboratory, thns fulfilling Koch’s first two postulates. His 
final postulate we have not as yet, however, fulfilled. 

Conclusion. 

In conclusion, we wish to point out that although this 
epidemic has been called influenza for the want of a better 
name, yet in our opinion it cannot properly be considered 
such for the following reasons : — 

1. The clinical course, though similar to that of influenza, 
is of very short duration, and there is, so far as we have 
observed, an absence of relapses, recurrence, or complications. 

2. The present epidemic is not characterised by a sharp 
leucocytosis and polynucleosis, but rather by a very slight 
leucocytosis with a proportional lymphocytosis of the small 
mononuclear variety. 

3. The organism of influenza—viz., Bacillus influenza— was 
in all cases absent and there was present with no exception 
a Gram-positive diplococcus. 

Of course, it has long been recognised that attacks of 
so-called influenza are often due to organisms other than the 
Bacillus influenza. Many have been indicated. The purpose 
of our work was to determine the causative organism of the 
present epidemic. We consider this to be the above- 
mentioned diplococcus. 
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ON SOME UNUSUAL FORMS OF EPIDEMIC 
DISEASE. 1 

By A. K. CHALMERS, M.D.Glasg., F.R.F.P.S., D.P.H., 

MEDICAL OFFICER OF HEALTH, GLASHOW ; 

R. M. F. PICKEN, B.Sc., M.B., Ch.B. Glasc;., D.P.H., 

ASSISTANT TUBERCULOSIS OFFICER AMD ASSISTANT TO M.O.H., GLASGOW ; 
AND 

A. MacLEAN, M.B., Ch.B.Glasg., D. P.H., 

ASSISI'AMT MEDICAL OFFICER OF HEALTH, GLASGOW. 


General Report by Dr. A. K. Chalmers. 

During May several incidents combined to direct attention 
to the occurrence of certain forms of illness associated in 
some instances with severe nervous symptoms and a high 
rate of mortality. These were isolated in their occurrence, 
but almost contemporaneous with certain other cases 
which were definitely grouped in places of employment 
and in residential institutions. Some of these were probably 
influenzal in character, while others assumed the clinical 
features of the Abercromby Street School outbreak of 1888. 

Coincident with these occurrences the number of deaths 
registered in the first fortnight of May rose to 886 in place of 
663 in the preceding fortnight and the rate to 20 in place of 
15 per 1000. The largest increase in the grouped causes of 
death was ascribed to cerebral haemorrhage and respiratory 
disease and the chief incidence was at ages under 25. 

At this period the press was reporting cases of botulism (a 
form of food poisoning), and three cases admitted to the 
fever hospitals under other names (typhus and cerebro-spinal 
fever), together with one seen by Dr. Picken in consultation, 
presented some of the features elsewhere ascribed to this 
affection, but without any association with food, as a likely 
explanation of the illness. 

Results of Investigations. 

In view of these circumstances Dr. Picken conducted an 
inquiry into the isolated cases, and Dr. Mac Lean into the 
grouped industrial and institutional cases. These latter 
mostly occurred in Lanarkshire, but had relationship with 
certain antecedent cases in Glasgow. 

In the inquiries beyond Glasgow he was associated with 
the public health staff of the county. 

From both reports (which are appended) it seems likely 
that we are dealing with at least two types of affection of 
the nervous system apart from influenza. 

In the cases investigated by Dr. Picken nervous symptoms 
were a predominant feature. Sometimes they took the form 
of rigidity of certain groups of muscles, chiefly of the arms 
■ •r legs. In some the rigidity was followed by paralysis ; in 
others paralysis occurred without any antecedent rigidity. 
In two cases the paralysis was facial and produced the 
mask-like expression associated with botulism, in others the 
paralysis more obviously affected the limbs as in ordinary 
infantile paralysis. In a few the onset was sudden, but in 
the majority the symptoms developed gradually but rapidly. 
Altogether 11 cases in this group have been recognised 2 and 
5 died, within 5, 6 , 8 , 11, and 24 days respectively. 

In Dr. MacLean’s inquiry the majority of the cases 
occurred among groups of workers in industrial establish¬ 
ments. All these cases were of a mild type, characterised 
by sudden onset, severe headache, prostration, and rapid 
recovery, usually within 2-4 days. This group contained 
420 persons and the symptoms suggested influenza. 

But there were further groups occurring in institutions 
beyond Glasgow which receive inmates from a working 
boys’ home in Oak-street where 16 cases with symptoms 
similar to those of the factory-workers occurred. The 
institutional cases, however, were not all equally mild, and 
eight deaths are known to have occurred among them. 

Nature of Infection: Preventive Measures. 

Excluding the influenza element, we would seem to have 
to deal with a form of affection which attacks the central 
nervous system, alternately the brain or cord, and falls 
within the group of affections for which the name Heine- 
Medin (a combination of the names of two observers of 
outbreaks last century) has been adopted. Of these the 

1 Report submitted to the Glasgow Committee on Health, June 26th, 

1918. * Subsequent information adds to the number. 


form best known is where the cord is the chief seat of the 
disease (infantile paralysis or poliomyelitis), of which the 
outbreak in New York in 1916 is probably the most recent 
on a large scale. It is possible, as Dr. Picken suggests, 
that the form simulating “botulism” is an aberrant form 
of this, chiefly affecting the brain, and indeed in some 
parts of France where it has been recently present it has 
been called “lethargic encephalitis” to distinguish it from 
the more commonly recognised affection of the cord and as 
possibly due to a separate cause. In any case it would 
appear to be an affection of the grey matter of the brain as 
distinct from disease of the corresponding portion of the 
cord. 

The precise methods of spread are somewhat obscure. The 
occurrence of isolated cases has suggested the agency of 
insects, and the Btable fly has come under suspicion. 

With regard to preventive measures, it would seem obvious 
that the best defence of the population against the spread of 
the disease lies in a rigid attention to the details of personal 
and domestic cleanliness, including vigorous action against 
vermin and insect pests of all sorts. The disease tends to 
increase during warm weather, and court and stair cleansing 
and the frequent removal of stable litter should be rigorously 
enforced. 

In order, also, to bring the attendant conditions of each 
case under review there would be advantage in including 
both forms of the disease within the Notification Act. Polio¬ 
myelitis has been notifiable in England since 1912, but the 
resolution should include the aberrant brain form known as 
polio- or lethargic Encephalitis. 


POLIO-ENCEPHALITIS AND AN EPIDEMIC DISEASE 
OF OBSCURE ORIGIN. 

By Dr. R. M. F. Picken. 

During recent months cases of a disease which was at first 
regarded as botulism, a form of food poisoning, but is now 
generally believed to he polio-encephalitis, an aberrant form 
of acute anterior poliomyelitis, were reported in various parts 
of England. The Department was alive to the possibility of 
the disease appearing in Glasgow, and at least two definite 
cases fall to he reported. 

The First Case . 

On Sunday, May 5th, Dr. Picken was asked to see a patient in Ibrox 
in consultation with a practitioner. This patient, a girl aged 19, first 
complained on April 18th of dizziness and shivering, associated with 
stiffness and pain In the arms and legs. She was able to continue at 
work until April 23rd, when the general symptoms became more severe 
and the doctor was called in. On April 26th she was confined to bed, 
and on the 27th siokness and vomiting occurred. Her temperature 
now became elevated, and on the 29th she was delirious and fell into a 
seini-comatose condition, in which state she remained at the date of 
examination. 

When examined her appearance was notable, the most striking 
feature being the complete absence of expression on the face and of 
ability to move the facial muscles. The eyes were almost closed and 
apparently incapable of being further opened, and the mouth was 
hanging open, the muscles of the jaw being paralysed. She moved 
very little, but wss able to respond to questions put to her by her 
relations. There appeared to be a slight degree of paralysis of the 
left arm and leg. There was marked constipation. The patient had 
difficulty In swallowing. 

So tar the symptoms corresponded generally with those of botulism, 
but the absence of paralysis of the muscles of the eyeball and an 
excessive moisture in the mouth in contrast to the dryness of the 
mouth in botulism indicated that the diagnosis might lie in a 
different direction. This patient was removed to the Royal Infirmary 
on May 6th, where she is making a gradual recovery. The symptoms, 
the gradual onset of the disease and its subsequent course, point to a 
diagnosis of polio-encephalitis. 

The Second Case . 

A man, aged 35 years, was admitted to Belvidere Hospital on May 6th 
as a case of typhus fever, and was reported as such to the committee at 
the meeting on May 8th. The course of his illness, however, and the 
post-mortem findings (he died on May 9th) indicate that this also was 
probably a case of polio-encephalitis. In this instance the onset of illness 
on May 1st, as re|>orted by Dr. W. Archibald, was more sudden than in 
the ease above reported, ft commenced with headache, sickness, stupor, 
and delirium, the latter appearing early and (terslsting throughout the 
illness. In this case also, although it was somewhat difficult to 
establish, there was evidence of facial j>aralysls and the expressionless 
appearance of the face was particularly pronounced. Prior to death 
there was a definite paralysis of the upper eyelids. In other res|>ects 
this i>atient presented features differing from the previous one. Para¬ 
lysis of the muscles of the eye was present and there was a greater 
degree of stiffness of the muscles of the body, which in his case was a 
very marked feature. The skin was hypersensitive. 

Post-mortem examination was made by Dr. R. M. Buchanan, who 
reported evidence of a generalised toxaemia, and in particular a con¬ 
dition of the brain and spinal cord which indicated an inflammatory 
condition of these organs. 

In the former case there was definite history of the consumption of 
tinned foods, and especially of tinned salmon, but those articles of diet 
had been shared by the other members of the family, none of whom 
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took 111. In the second case there was no history of such dietary and 
there was again an absence of symptoms in the other members of the 
patient’s family. 

Other Cases. 

In addition to the two cases described in detail, two patients 
admitted to Kuchill Hdspital—one as a case of cerebrospinal fever, on 
April 26th, who died on April 27th, and another also admitted as 
cerebro-spinal fever on May 18th, who died on May 20th—presented 
cerebral symptoms differing from those of cerebro-spinal fever or any 
other type of meningitis, and the post-mortem examinations carried 
out by Dr. Buchanan revealed conditions similar to those described 
above. These cases had als > no association with similar illness in the 
other members of their families, and conform fairly closely with the 
descriptions of polio-encephalitis, although the onset of the disease was 
more than usually sudden. 

There is reason to believe, therefore, that cases of this 
unusual disease have been occurring in Glasgow, and prob¬ 
ably many of them have been regarded as suffering from 
some other more familiar disease, since three of the four 
cases mentioned came under our notice as the result of 
mistaken diagnosis. 

Dr. Leonard Findlay, of the Royal Hospital for Sick Children, 
reports the occurrence of six recent cases of disease affecting the 
nervous system, three of which at least appear to have been typical 
poliomyelitis, while others agreed more or less closely in symptoms 
with the cases already described. 


OUTBREAK OF AN ACUTE FEBRILE DISEASE IN 
THREE FACTORIES AND AN INDUSTRIAL 
SCHOOL IN GLASGOW. 

By Dr. A. MacLean. 

During the first week of May of this year an acute febrile 
disease with symptoms resembling those of influenza 
invaded three factories and one industrial home for boys 
in Glasgow. The three factories accounted for 420 cases, 
the industrial school for 16. The disease was of a very 
mild type, and was characterised by sudden onset, severe 
headache, prostration, occasionally extreme, and rapid 
recovery usually in 2-4 days. Less frequent symptoms were 
nausea, shivering, and, very rarely, sore-throat. 

No deaths, to our knowledge, occurred, and in no instance 
do we know of a medical practitioner being consulted. 

The significance of this mild outbreak revealed itself 
when it was brought to our notice that a similar outbreak, 
attacking some 280 persons, had appeared in two industrial 
schools, a public school, and a hosiery manufactory in the 
county of Lanark. The greater number of cases in the 
county presented the same symptoms as the Glasgow cases, 
but a few had pulmonary symptoms, and there were 8 deaths 

_7 from one industrial school and 1 from another. The 

Glasgow outbreak occurred fully a week before it appeared 
in the county, and it has been ascertained that a boy resident 
in the infected industrial home stayed at the Lanarkshire 
Orphanage from May 10th to 15th, the first case occurring 
there in the person of the boy who slept in the same 
dormitory. Further, there is constant communication 
between this Glasgow home and a Lanarkshire school, 
where there were 80 cases and 1 death. 

Similar outbreaks have occurred at intervals in several 
industrial schools throughout the country. 

In 1888 the late Dr. J. B. Russell made an exhaustive 
report on an outbreak which occurred in St. Mary’s Roman 
Catholic Industrial School, Glasgow. The Scottish Office 
caused a report to be published of an outbreak in St. Joseph’s 
Industrial 8chool, Tranent, in 1911. Others have been 
reported as occurring in various industrial schools in 
England. This is the first occasion, however, in which 
factories or works have been invaded by the disease. 

Reviewing the published reports of previous epidemics, the 
Lanarkshire cases, some of which have been seen by us, and 
the history of the Glasgow cases, it is evident that we are 
dealing with the same disease, of which the following is a 
broad description. 

Nature of the disease— It is an acute febrile disease 
resemblingin its mild form influenza, and usually diagnosed 
as such. When associated in an epidemic with the severe 
and fatal cases, it is evident that we are dealing with a 
disease quite distinct from influenza. This is further borne 
out by the bacteriological findings. 

Types and symptoms .—Three types of the disease may be 
recognised, all sometimes occurring in the same epidemic, 
but these types frequently merge into one another. 

1. The mild non-pulmonary type (usual type ).—The onset is 
sudden, headache and prostration being the chief sym¬ 
ptoms. There is feverishness, the temperature varying 
from 99° to 103° F. The recovery is rapid, usually occurring 


on the second, third, or fourth day. Less frequent sym¬ 

ptoms are nausea and vomiting. Sore-throat is a rare 
complaint. 

2. Malignant type.— Onset is sudden, coma, varying 
occasionally with delirium, rapidly supervenes, and death 
takes place frequently in less than 24 hours. 

3. Pulmonary type .—The symptoms are similar to those of 
the first type, but symptoms or pulmonary involvement, 
with breathlessness and sometimes cyanosis, are superadded. 
Congestion, oedema, or consolidation of the bases of one or f 
both lungs may occur. 

The absence of nervous symptoms—e.g., ptosis, Kernig s 
sign, strabismus, pupillary irregularity, Ac. —is a noteworthy 
characteristic in this and previous epidemics. 

Pathology.— The pathology of the disease has not been 
completely worked up. Generally speaking, there is conges¬ 
tion of the membranes of the brain, but no meningitis, con¬ 
gestion with (edema, and sometimes consolidation of the 
bases of the lung, congestion of the mucous membrane of 
the stomach and upper part of small intestine, enlargement 
of the solitary glands. Payer’s patches, and mesenteric 
glands, occasionally enlargement and congestion of the 
spleen. These post-mortem findings bear a certain resem 
blance to those of epidemic poliomyelitis, which is of 
significance, inasmuch as the clinical symptoms are not 
unlike those occurring in the non-paralytic, a fairly common 
type of this disease. ■ 

* Bacteriology. — This has not been completely investigated. 
Two important points, however, have transpired. The 
bacilluB of influenza is invariably absent. This is in accord¬ 
ance with the clinical picture of the disease. A Gram¬ 
negative diplococcus resembling the pneumococcus has 
frequently been obtained from the nose, throat, lungs, and 
membranes of the brain. 


A CLINICAL STUDY OF CRANIOTABES. 

By EDMUND HUGHES, M.R.C.S. Eng., L.R.C.P. Lond., 

LIEUTENANT, R.A.M.C. (TEMP.). 


If the various modern accounts of craniotabes in infants 
are analysed and compared they will be found inexact and 
often discrepant. Further, it has not been possible to derive 
from them any clear conception of either the time-incidence 
of craniotabes or the manner of its development and retro¬ 
gression. Without information of this sort, however, the 
physician who meets with a case is clinically sightless. He 
can have no intelligent grasp of the fact when observed, and 
can make no discriminating use of it. I therefore undertook 
a fresh inquiry into the subject. The following statements 
are based largely on a close study of 94 cases, extending 
over the past four years, and reinforced and controlled by 
much other material. The work having had to be put aside 
in an incomplete stage, it has seemed none the less worth 
while making a brief statement of some of the findings to 
date, together with certain argument based upon them. 1 

- Some Peculiarities of Healthy Immature 8knlls. 

To avoid confusion with other cranial defects at the same 
age whose causation may be different, 2 I shall limit the term 
“ craniotabes” to denote the process described in this paper. 
Certain peculiarities of healthy immature skulls must be 
understood, or they may be mistaken for craniotabes proper. 

Thus, If the skull of a healthy foetus aged, say, to 5 months be 
examined in situ while in the fresh state, moderate pressure on the flat 
cranial bones will be found to produce deformation along their borders. 
The depression thus caused Is shallow, roughly parallel with the edge 
of the bone, having relatively smoot h margins which merge insensibly 
into the more oBsilied parts. If the parietal be next removed and 
examined, it is found firmly ossified, except for a broad even margin all 
round. This margin, though already tough, is flexible, forming when 
bent a amooth curvatlon without “ buckling.” By the twenty-eighth 
to thirtieth week this margin has normally become inflexible, in the 
sense that moderate pressure upon it is insufficient to cause yielding, 
but results merely in a tilting inward of the whole bone. By full 
term, a fortiori, all suoh attempts at indentation are unsuccessful. 

The only exceptions to this appear to be as follows. In a majority of 
infants born at term, and for a varying number of weeks afterwards, a 
slight yielding occurs on firm pressure on the tip of the postero lateral 
angle of the parietal, usually also on the closely adjacent portion of the 
occipital ; and at the site of the parietal foramina (t.e., from 3-1 i Inches 
In front of the posterior fontanelle). A sagittal foramen may, of course, 
replace these foramina.and exists,according to Broca’B figures, in about 
1 in 4 skulls. When the sagittal foramen is large, it is associated with 
widening of the interparietal gap posteriorly and of the posterior 
fontanelle. _____ 

i A well-informed summary of the knowledge existing on the subject 
when the present inquiry was begun will be found In the text-book of 
Gar rod. Batten, and Thursfield, 1913. Art. " Craniotabes.” 

a A curious case recorded by Ballantyne (Ante-natal Pathology, 1902, 
p. 337) reads like a greatly exaggerated instarice of the foetal form of 
craniotabes, with delayed re ossification. 
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Oat of a large number of skulls examined at viable ages, I have 
found but few which showed a remnant of the even marginal flexibility 
of the early foetal bone. If present at all. it is limited to the extreme 
edges of the bones formed In membrane, and requires decidedly firm 
pressure to bring out. 

The above normal sites of exception to the otherwise general firmness 
of these bones are reidily distinguishable by their situation, their 
.symmetry, and the degree of pressure required to disclose them. 

Fortal Craniotabes. 

Fig. I. 

The situations shown in Pigs. I. and II. are approximate, not to scale, 
and transcribed from graphic records carefully made at time of 
observition The amount of shading expresses relative degrees of 

loss of elasticity. 


slowly hardening, suggesting that some infanta are bom with remnants 
of areas formerly more extensive. 4 

After birth the foetal area hardens or undergoes modification, accord¬ 
ing to its site. In many instances these patches, which often 
commence about 2 cm. behind the anterior fontanelle, lie between this 
and the region of the sagittal or parietal foramen, and so are no longer 
subject to pressure. A chance is then afforded of ascertaining the rate 
of healing of a craniotabetic area when suddenly and completely with¬ 
drawn from pressure. This, of course, will partly depend on its degree 
at birth. The shortest time my observations give for the area to 
become indistinguishable from the surrounding bone is 15 days. The 
commonest time was from four to five weeks. Some last considerably 
longer and are still dateotible in the twelfth week. The hardening 
proceeds progressively and evenly, uever in Irregular patches. 

Postnoial Craniotabes. 




The “postnatal or secondary” area may first become 
evident towards the end of the first month of extra- 
uterine life. 

It Is thus not uncommon for total and postnatal areas to be 
present on the same skull during the second month. My evidence 
indicates that the more advanced or extensive the foetal areas the 
earlier and more widespread the formation of postnatal areas, and 
that the milder the former condition the slower and less complete the 
formation of the latter, though both these rules have exceptions. It 
will follow that, in the second case, there will l*e an interval of time 
during which no craniotabes is present. This circumstance, together 
with the difficulties of continuously observing some cases, prevents me 
from formulating the following ru i e without its qualification. It may, 
however, he truly posited that cranint ibes, according to its site, may 
be expected to be followed by, or to have bn preceded by, craniotabes 
in other situations. 

In Fig. II are shown 13 common situations in which post¬ 
natal areas may be looked for. 


1 



Fig. II. 


The age quoted with each is that of an 
actual subject, from which the illus¬ 
tration happened to be taken, and is 
not given to mark an age-period. The 
first three are from cases in transition, 
and show primary areas Incompletely 
hardened. 



Among the population on which my observations have been 
made, an indefinite though probably no small number of 
infants born at or near term show true craniotabes at birth. 
Thus in 153 consecutive births I found craniotabes in 30, or 
about 1 in 5. This, which may be called ‘ foetal or primary ” 
craniotabes, has the following characters and conditions : 
(1) it is asymmetrical, and elicited with slight to moderate 
pressure ; (2) it is found only in vertex presentations : (3) it 
occurs nearly always in close relation with the sagittal 
suture 3 ; (4) it is habitually followed, after a varying time, 
by craniotabes of the type recognised and described as such. 

The situation of these areas of true total craniotahes Is best realised 
l>y means of illustrations In Fig. I. are shown nine different repre¬ 
sentative sites, selected from observed Instances. The amount of 
softening In craniotabes is conveniently expressed in terms of 
4 degree-*, which the palpating finger can distinctly recognise. The 
t’rst degree Implies that moderate (never forcible) pressure is required 
to elicit, it. The third degree is that requiring very light pressure; the 
second degree being intermediate. These three degrees imply the 
capacity of the bone to recover its shape. In the fourth degree the 
bone has lost all resilience, and the area is membranous. In these 
f etal cases all four degrees may be found In different examples, anti 
even in different parts ot the same Individual bone. In respect of 
amount of elasticity, therefore, total craniotabes strictly agrees with 
that of later ages. 

The same agreement bolds good with regard to irregularity and 
asymmeiry. In some the ssnsation imparted to the finger is identical 
*ith tiiafc given by areas of later origin which are know n to be rather 


* Barely, a marked softening of the postero lateral angle of one or' 
other parietal will be found along with vertex craniotabes in the new¬ 
born. The only case observed by me showing an exceptional site alone 
wasthe premature child of a woman who spent her seven months of 
pregnancy lying on her back or partly on her side through severe 
chronic arthritis. The child, who presented in the first position, 
showed a small discrete area on right parietal above midpoint of 
lambdoid s«itare. Large postnatal areas developed later on both 



16 weeks. io weeks. 7A months. 

11 12 13 

Q 

6 months. 6 months. 81 months. 


"* The examination of the new-born for craniotabes should be repeated 
on the third or fourth day to allow time for cedema of the scalp to pass 
off. I have known this to mask smaller areas of softening. 
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Fig. III. is intended to show in schematic form the typical 
complete series of events in chronological order. 


Fig. III. 

1 3 4 



For an intelligent understanding of individual cases, which may 
come under notice for the first time at any one of these stages, the 
time-conditions must be clearly understood. Thus, the development 
of the postnatal area from inception at (2) to maximum at (5) occupies 
not more than ten weeks, tbe maximum falling within the fourth 
month of infancy. After this time the stage of re-ossification sets in 
and may occupy from two to ten months, according to the individual’s 
power of tissue-repair and the degree to which the causes of his cranlo- 
tabes continue to operate. 

These time-conditions obviously bear on the effects to be inferred 
from treatment. To test the value of therapeutic measures cases 
should be chosen of ages 2 to 2£ months and be known, by a short pre¬ 
liminary study to be spreading. Inferences from cases at and after the 
fifth month could only be valid for large numbers, for in these with few 
exceptions natural repair is going on. It is, however, often possible to 
judge the probable rate of healing. Large areas of nearly uniform con¬ 
sistence and of first or second degree (not softer* are probably healing 
quickly. In the slower type healing takes place by Irregular intrusions. 
of bone. This is found, in my experience, in those of feebler physique. 
The curious condition called “worm-eaten” is thus caused, the plates 
of new bone dividing the original area into smaller ones, which 
gradually become fissure-llke and tortuous. A “worm-eaten” area, 
therefore, is one that is healing, but healing slowly. 

The quality, extent, and duration of a case are partly, of 
course, determined by the conditions of external pressure on 
the skull. • 


If an infant aged 4 months is of good activity and carried about much 
propped up on the arm, his areas will probably not go on to coalescence 

but begin to harden 
FlG. IY. up. When he can 

sit up unaided and 
spends much of his 
time sitting up, his 
areas take on hard¬ 
ening. This should 
be clear, but it may 
be lost sight of. 
Thus the late 
George Carpenter-' 
argued that cranio- 
tabes was not 
evidence of rickets, 
because at an age 
when the signs of 
rickets are increas 
ing craniotabes is 
decreasing. 

The occasional 
implication of the 

occipital is accounted for by the varying shape of the head. In 
most Infant skulls a line a b (see Fig. 1Y.) drawn from outer angle 
of the orbit to upper border of the petrous will pass slightly below 
the level of the posterior fontanelle. Less commonly this fontanelle 
is higher placed, as at some point between b and c. The skull is 
then taller and the posterior part eomewhat flattened inferiorly, 
bringing the sides of the squamous within the area of direct pressure. 
So far, the lew cases in which I found the occipital alone affected have 
been in the older subjects, and I have reason for considering this a 
survival of a larger area w-hich included the adjacent parletals. 

Conclusion*. 



Needs of space preclude further detail. Enough to say 
that the series of continuous observations on which the 
foregoing description is based, though not large enough for 
exhaustive inferences, has been amply sufficient to establish 
a rule that when an infant is born with craniotabes he will 


• Carpenter: Brit. Jnl. Chil. Dis„ March, 1908. 


continue to develop it anew in the situations described, and 

to show that the severities of primary and secondary areas 
are commonly in direct ratio. 

On the other hand, parallel observations on slightly over 
100 controls enable me to infer that infants (vertex present¬ 
ing) born without craniotabes seldom show it postnatally. 

I have met with six exceptions among these. In all six the 
postnatal area was single, small, and of the first degree. One 
may hazard either that a small foetal area had hardened by 
the time of birth, or, more rationally, that the combined 
causes of craniotabes were operating too feebly to produce it 
in utero. Conversely, it seems likely that a trivial foetal 
area may occasionally not be followed by a postnatal area 
for a like reason. My data show, however, that if such a 
case be re-observed between the tenth and fourteenth week 
careful examination of the parletals is likely to disclose a 
definite new area on one side of rather feeble development 
and transient duration. 

The present inquiry has been instrumental in showing that 
areas of softening observed at birth are clinically and, I 
doubt not, pathologically identical with craniotabes of the 
recognised type, the points of agreement being : (1) identity 
in the physical characteristics of the areas in both types; 
(2) association with, and dependence upon, external pressure 
on the areas affected in both types ; (3) habitual occurrence 
of both types in the same individual. In addition to 
these salient proofs, other evidence might be brought in 
corroboration. I shall limit myself here to one example. 

Of twins, one &lone had softening of the foetal type at birth, and at 
age 4 weeks began to develop the usual postnatal areas, which sub¬ 
sequently spread. The other twin also developed extensive postnatal 
craniotabes at the same period, and hardening was complete in both at 
the ninth month. The inference is that the existence of a foetal area 
in one only depended on the accident of their position in utero, both 
being potentially craniotabetlc, and that the foetal softening in the one 
was pathologically identical with the subsequent craniotabes of both. 

• The Question of Causation. 

Friedleben found, in infants during the second three 
months, an average diminution of about 3 per cent, in the 
calcium content of the posterior parts of the skull. This 
accords with the fact that the total duration of mechanical 
pressure on these parts has been greater at some stage of 
the second three months than before; and with the time- 
incidence of the maximum softening in craniotabes. But 
if the available pressure were sufficient of itself to produce 
atrophy to the point of recognisable craniotabes, there 
would be nothing to prevent nearly all infants from reaching 
that point, except such natural variations as exist in the 
initial thickness and density of the skull. These variations, 
however, could not explain the immense differences in the 
liability to craniotabes. i'here must therefore be an 
additional cause ; and that this is pathological is shown by 
the affection being confined to a minority, who moreover are 
found to give evidence, sooner or later, of disease. 

To account for this (organic) part of the causation, at 
least five hypotheses have been brought forward—i.e., that 
craniotabes is due to (1) rickets; (2) syphilis ; (3) rickets 
combined with syphilis; (4) one or the other in different 
instances; (5) neither, but to some cause at present 

unrealised. Of these, the view numbered (4) is more easily 
disposed of than the others. 

Concerning the forms of craniotabes under discussion. I have not, in 
over a decade of study of them, met with a case which departed so 
definitely from type as to fall outside the description already given 
Upholders of the above view have the option of showing that this 
craniotabes consists of two distinct varieties wrongly classified under 
the same term, or else of falling into an error of theory very prevalent 
in medical reasoning by which it is carelessly assumed that the same 
event may have two or more different sets of causes. 

The view numbered (5) rests on the undoubted fact that 
neither syphilis nor rickets can be demonstrated in every 
case ; further, that both are sufficiently common among the 
town-bred to be regarded as adventitious accompaniments. 
These points are not easily met. 

The absolute frequency of syphilis and rickets in the non-cranio- 
tabetiohas never, to my knowledge,been worked out; nor have enough 
cases of craniotabes been followed up to show that they did or did not 
develop rickets or a syphilis previously latent. The absence of rickets 
is, one suspects, apt to be loosely affirmed, as it is a troublesome matter 
to follow up a considerable body of cases through the ages required for 
certainty on this point. Of 37 in which these conditions were 
observed I found obvious rickets in 35, in most of thesa moderately 
severe. There was also a significant ratio between the amount of 
craniotabes and the subsequent rickets. Of the two negatives, in one 
the areas of softening, primary and secondary, were trivial in extent and 
degree. In the other case the two previous children of that parentage 
had both been under my observation with rickets of some severity. 

Regarding causation by syphilis : of the present 94, 
40 were certainly syphilitic, 21 more were probables. In 
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the remainiDg 33, evidence was either vague or absent. 8 
Only 13 showed a severe infection. For this reason, clinical 
estimates of its proportion are apt to be fallacious unless 
examination is made in the early weeks, on repeated 
occasions, and knowledge is included of the parents or their 
previous children. On the hypothesis that syphilis is causal, 
however, these clinical deductions should prove correct: 

1. In those severely tabetic, there should be evidence of syphilis, 
especially of cranial syphilis, co-existing or sequent. Of the present 
series, 38 bad extensive softening, both sides being affected, with con¬ 
fluence of areas. Of these 6 showed severe syphilis, 13 mild forms, and 
in 19 syphilis was absent on all counts. 

2. Where cranial syphilis oo-exists, the greatest amount of cranlo- 
tabes should coincide with the greatest activity of the syphilitic 
process in that instance. 

3. On subsidence of the inflammatory condition of the bones, the 
craniotabee should be found to diminish pari passu. This should occur 

at least to a partial extent. 

Craniotabee, however, in cranial syphilis I find to follow the pressure 
conditions, without relation with the syphilis. Among ray records are 
cases where all signs of cranial and other syphilis were reduced under 
treatment; yet during or alter their removal, craniotabes appeared. 
In a number of others, an existing postnatal area behaved during a 
course of mercury as though totally uninfluenoed, 

A boy, aged 9 weeks, with rather severe syphilis also involving the 
cranium, showed au area of second degree (postnatal). Vigorous treat¬ 
ment by inunctions was then carried out for four weeks, before the end 
of which all evidence of syphilis had disappeared, together with con¬ 
siderable gain in weight. The original area remained as before, and 
one of larger size had meanwhile developed on the opposite bone. 

The curious view has been advanced by Marfan that 
syphilis can only be causal when co-existing with rickets. 
But this clearly breaks down unless syphilis can be proved 
present in nearly every case. It happens that a clinical 
diagnosis is far more weighty in infancy than in later years, 
as nearly all congenital cases give evidence within six 
months of birth. I can assert the absence of syphilis, 
therefore, without misgiving in certain whole families 
furnishing craniotabetics ; and in a few it has been possible 
to maintain a scmtiny much closer than ordinary. The 
following is an instance : — 

The first (male) child of young parents had an entirely uneventful 
infancy, and is now 8 years old* The next (female) had mild rickets, 
and is now 4 years. The third (male) had foetal and extensive post 
natal craniotabes, and i6 now*, at 12 months, definitely rachitic. I have 
been in very close professional touch with this family for over eight 
years, during which time no trace of syphilis has appeared. The father, 
aged 29, shows no physical signs, and his venereal history Is negative. 

Such evidence as the foregoing, taken together, seems to 
rule out the causality of syphilis. The more rational view 
is, I think, as follows :— 

Granting that the incidence of syphilis is much too high to be 
dismissed as adventitious, we may suppose it to favour the true cause 
in some manner now* obscure Assuming this cause to be rickets, 
syphilis will therefore favour the existence of rickets. Hochslnger has 
concluded that syphilis can hasten its onset; and this, if correct, 
would help to explain why pressure is likely to produce craniotabes In 
a syphilitic subject. But one is driven to grant that rickets not 
seldom exists during the period when the fatal head comes to assume 
a more or less constant position in the lower uterine segment. 

The following case may be cited as relevant to the present 
argument. 

The first child (female) of apparently healthy young parents had 
fa tal, and at the second month postnatal, craniotabes, which under¬ 
went partial development. No syphilis, but well-marked rickets 
appeared in second year. During the first pregnancy the father 
lolned the Army, and on a return on leave the mother conceived 
again. The next child (male), born 13£ months after the first, had 
foetal followed by large postnatal areas, and at four weeks an exten¬ 
sive macular syphlllde, rhinitis, slight hydrocephalus, Ac. He 
responded well to treatment, though the craniotabes continued to 
spread, as in others. The fcetal area in the first child was moderate 
In size, involving the left parietal; in the second larger, involving 
both bones ; and his postnatal areas were also larger. 

This is offered as a possible illustration of syphilis In the rOle of 
accomplice. That the first child is a latent syphilitic Is conceivable, 
but la not an Impartial reading of the data. 

In imagining a method by which syphilis might favour the 
cause, the added effect of plus intracranial tension seemed 
to merit inquiry. Gauging its degree by the fontanelles and 
amount of venous turgidity, I recorded 41 cases of cranial 
syphilis during the first four months, finding craniotabes in 9. 
In 16 the tension was relatively high, and 5 of these had 
craniotabes. Probably the effect of tension is negligible, 
as in many it cannot be shown to be increased. 

While it is clear that mercury is without influence on 
craniotabes, the therapeutic test for rickets cannot easily 
be made on young infants, both through the dietetic limita¬ 
tions and the lack of a “ specific ” for this disease. 
Experiments, however, both dietetic and medicinal, had 
been begun on selected cases, which have had to be 
temporarily relinquished. 

* Of 100 cases collected by Lees and Barlow (Trans. Path. Society, 
1881) *7 w ere certainties, 40 more were probables. 
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Prior to the introduction of repeated lumbar puncture and 
the intrathecal administration of specific anti-serum as 
routine measures in the treatment of cerebro-spinal fever 
many of the relatively few cases that recovered appear to 
have suffered from some permanent disability, either mental 
or physical. 

The older writings on the subject abound with references to the 
frequency of Infirmities met with in survivors from the disease. Some 
allowance, however, must be made for the fact that, owing to the 
absence of accurate diagnosis by an examination of the cerebro-spinal 
fluid obtained on lumbar puncture, polio-encephalitis and the so-called 
meningeal form of acute anterior poliomyelitis were often confused 
with meningitis ; consequently many of the paralytic sequelae of the 
former diseases were erroneously attributed to meningitis. Never 
theless, serious disabilities frequently followed cerebro-spinal fever, by 
reason, no doubt, of the compression to which the brain structures were 
subjected during the course of the disease by the increased tension of 
cerebro-spinal fluid unrelieved by lumbar puncture. • 

Contrary to popular supposition, it is an undoubted fact 
that in recent years serious sequelae have been considerably 
less frequent than formerly. These improved results are 
not only due to the relief of intracranial pressure afforded 
by repeated lumbar puncture, but also to the shortening in 
length of the usual course of the disease occasioned by the 
use of anti meningococcal serum administered intrathecally. 

In infants, as formerly, the sequelfc remain the most 
serious. 

Batten, for inatanoe, writing In 1915, states that in the endemic form 
affecting infants and occurring annually in London, only 15 per oent. 
of cases recover completely; 35 per cent, survive but exhibit some per¬ 
manent defect—either mental impairment, hemiplegia, diplegia, or 
blindness, while the remaining 50 per cent, prove fatal. In Infants 
internal hydrocephalus is a most frequent complication, its develop¬ 
ment and course bemg considerably modified by the anatomical condi¬ 
tion of the Infantile cranium ; the Intracranial pressure brought about 
by the accumulation of cerebro-spinal fluid in the ventricles not only 
leads to compression of the cerebral tissues, but also expends itself in 
producing bulging of the fontanelles and separation of the cranial 
sutures. 

In the infant, therefore, the nervous structures of the cerebral 
cortex are subjected to a considerably more gradual pressure than is 
the case when, as in the adult, the cranial capacity is a fixed quantity. 
These facts may account for the occurrence in children of permanent 
disabilities such as dipl9gla, blindness of central origin, and mental 
impairment, which at the present time are observed in adults only w ith 
extreme rarity. 

The following description of the conditions of nervous 
origin which may result from an attack of cerebro-spinal 
fever is based chiefly upon a study of a series of 120 
recovered cases coming under the observation of the writer. 

Mental Changes. 

In the adult mental impairment is very rare. During 
1915-17, of 120 patients recovered from cerebro-spinal fever, 
mainly adolescents and adults, l met with no instance in 
which permanent mental enfeeblement resulted. Bourke, 
Abraham, and Rowlands, however, state that of 77 military 
cases recovered from the disease (1915) feeblemindedness 
was present in two. 

Among the minor psychical changes Nctter mentions conditions of 
irritability and puerility, while other French authors describe marked 
loss of attention or memory, morosen^ss, morbid shyness and morbid 
egoism. During early convalescence I have observed that some 
patients may exhibit unevenness of temper, ang*r being easily evoked, 
while inability to concert trite the attention for any length of time is 
relatively frequent. Such changes rarely persist, but disappear after a 
variable period. 

Puerility occurred in one case out of 120. 

The patient, aged 23, had survived a severe attack of the disease; 
duration approximately 40 days. When first beginning to walk about 
he would attempt to carry but practically anything he was told to 
perform, no matter how absurd It might appear—e.g., walking on his 
hands and knees, lying under bed, Ac. After a week or two, however, 
he recovered his normal mental equilibrium. 

Three patients of the 120 recovered cases complained of defects of 
memory. 

The first, seen three months after discharge from ho*pltal, stated that 
he had occasional difficulty in remembering things that were told to 
him or orders it was his duty to carry out. 

A second patient, four weeks after termination of course of illness, 
complained that he had forgotten the names of several of his intimate 
friends and also of places he had visited. When seen a year later his 
memory had greatly improved, but he considered that he could not 
remember facta as well as prior to his illness. 

The third patient was employed in clerical duty at a military depot; 
on returning to work he found that he had great difficulty in adding up 
columns of figures that previously he had managed with ease ; no other 
psychical symptoms were complained of. Six months later his defect 
was still present. 
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Foster and Gaskell mention one recovered case in which there was 
complete loss of memory. As a concomitant paralysis of the right arm 
was present, however, the amnesia possibly owed its origin to a definite 
and localised cortical lesion. Six months later this patient’s memory 
was almost completely restored, although some weakness of the arm 
persisted. 

As regards permanent mental defects following the disease in 
infants, Looft estimated that 3*7 per cent, of 539 idiots owed their con¬ 
dition to an attack of meningitis. Netter, without doubt rightly, 
attributes a considerable number of such cases to insufficient sero¬ 
therapy. Cases in which dementia results are often suffering from 
chronic hydrocephalus, which in some instances may persist for a con¬ 
siderable period. In all cases with dementia care should be taken to 
exclude hydrocephalus, even though apparent recovery from meningitis 
has occurred, before the patient leaves hospital. 

Sensory Symptoms. 

Headache. — Patients may continue to complain of head¬ 
ache for some time after convalescence is established and 
Kernig’s sign is definitely absent. 

In the majority of cases the headache entirely disappears after a few 
months; in others, however, it persists for longer. Of the 120 
recovered cases already mentioned only 8 continued to suffer from 
headache three months after becoming convalescent; a few stated that 
the symptom only occurred after exertion, and in one case it was merely 
nocturnal. 

Persistent headache of a severe nature may be due to a certain degree 
of hydrocephalus, which later may give rise to serious symptoms and 
even produoe a fatal result. 

Pain in the hack. — Pain, weakness, and stiffness in the 
back are almost invariable complaints during the early stages 
of convalescence; in consequence, an awkward gait may 
persist for some weeks. 

The majority of patients cease to experience backache about 3-4 
months after termination of course of illness. Several, however, may 
complain of weakness in the back for many months after recovery; 
in some the symptom is only noticed on stooping, while in others 
pain is present in damp weather. Hyperesthesia of the spine may 
occasionally persist well into convalescence. 

That the pain and weakness in the back are due to the effect of the 
disease itself rather than to that of lumbar puncture is shown by an 
observation by Foster and Gaskell. A certain case in which lumbar 
puncture was performed once only, owing to the presence of auricular 
fibrillation, rec vered completely from meningitis after a course of 
about 40 days; the patient, however, exhibited the symptom of pain 
in the back to a greater degree than other cases on whom a dozen or 
more punctures bad been performed. 

Also, I have known cases recovering from an abortive attack of the 
disease who had had no more than one or two punctures complain of pain 
and weakness in the back for a longer period than patients who had passed 
through a severe illness, necessitating the performance of many lumbar 
punctures. In all recovered cases I have carried out an examination 
for possible lesions of the cauda equlua resulting from the punctures ; 
of upwards of 120 cases, however, in no single instance could the 
slightest lesion be demonstrated. 

Pain in the limbs. —Pain in the legs, persisting for more 
than three months after recovery, is a comparatively rare 
sequel. Occasional pain was complained of in two only of 
the 120 cases, the leading question not being put. Only one 
patient volunteered the information that he experienced 
occasional pain in the arms. 

Motor Defects. 

Ocular muscles. As lesions of the nerves supplying the 
muscles of the eyeball usually improve coincidently with 
recovery from meningitis, permanent strabismus as a sequel 
is most uncommon. When present it is usually the result of 
involvement of the sixth cranial nerve. 

Of the 120 esses only 2 exhibited an ocular palsy persisting for 
longer than three months after recovery from the disease. 

The first patient, who during the attack of cerebro-spinal fever had 
had complete paralysis of both external rectus muscles, exhibited when 
seen three months after his discharge from hospital, complete paralysis 
of the left external rectus, while some weakness still remained in that 
on the right. 

The second patient, examined six months after recovery, showed 
some nystagmus and marked weakness of one external rectus muscle. 

Bourke, Abraham, and Rowlands, of 77 cases recovering, met two with 
permanent strabismus. 

As a rule, the pupils remain somewhat dilated for some weeks after 
establishment of convalescence, but eventually become normal. Per¬ 
sistent myosls or inequality in the size of the two pupils is extremely 
rare. Permanent nystagmus also is most infrequent. 

Limb palsies. —Paralysis of limbs, developing during the 
course of the disease, may persist for several months after 
recovery from meningitis. Monoplegias due to the involve¬ 
ment of spinal nerve roots almost always disappear 
eventually, although a considerable time may elapse before 
function is fully restored. As an example the following 
case may be mentioned : — 

▲ child aged 6 years, suffering from cerebro-spinal fever, exhibited on 
the sixth day of illness considerable weakness of both arms. Three 
days later patient was unable to abduct either arm at the shoulder the 
deltoid muscles being paralysed and flabby ; paralysis of right biceps and 
triceps was also present, no degree of active flexion or extension being 
possible at the elbow. The supinator, biceps, and triceps jerks were 
u nobtainable in both limbs, and hypenrsthesla was particularly marked 
in the right. By the fourteenth day there was a fair amount of wasting 


o» affected muscles in right arm. Meningococci were present in cerebro¬ 
spinal fluid until ninth day of disease, and recovery from meningitis, 
as shown by the evacuation of a clear and sterile cerebro-spinal fluid, 
was not oomplete until the thirtieth day. 

Fourteen days after recovery movement in the left arm had returned, 
but the right still showed paresis of the deltoid, biceps, and triceps. 
No response to faradiam was obtained in these muscles, and with 
galvanism A.C.C. was greater than K.C.C. In the deltoid ; in the 
biceps and triceps A.C.C. was about equal to K.C.C. 

Full power was recovered in the affected arm about seven months 
after recovery from meningitis. 

If a monoplegia or paralysis of a group of muscles persists 
without improvement, it is probably dependent upon definite 
changes in the anterior cornual cells. 

Hemiplegia, occurring as a complication of cerebro-spinal 
fever, usually terminates in almost, if not quite, complete 
recovery. 

For instance : In one case of the series, a boy aged 15 who ran a 
rccrudescent course of over 80 days, hemiplegia developed about the 
fifty-first day of illness. By the termination of the course oi meningitis 
(eightieth day), and about 30 dayB after appearance of homiplegU, the 
paralysis of the arm had quite disappeared. Seven and a half months 
later, all that remained of the lower limb palsy was weakness of calf 
muscles and inability to flex or extend great toe; the other toes 
exhibited weak movement. Both patellar clonus and ankle clonus, 
previously present, had disappeared, but on the affected side, the knee- 
jerk and tendo Achillis jerk remained brisker than those in the opposite 
limb, and the plantar reflex was still extensor. 

Cerebral haemorrhage, occurring during the course of 
cerebro-spinal fever in middle-aged patients with pre-existing 
nephritis, may lead, if the patient recovers, to permanent 
hemiplegia. 

Flaccid paraplegia, fortunately a very rare complication, 
may show some improvement but is usually permanent. 

Some degree of weakness in the legs and unsteadiness of 
gait is frequent during the early stages of convalescence. 

Ill a few Instances, according to Sophian, exaggerated knee-jerks 
associated with a true ankle clonus and extensor plantar reflexes, 
may be elicited. I have frequently observed ataxia with a positive 
Romberg’s sign and difficulty in walking ; in many cases, exaggeration 
of the deep reflexes is also present. In no Instance, however, in 
the absence of a definite upper neurone lesion has one found ataxia 
associated with either definite ankle clonu* or a true extensor plantar 
reflex, llombarg’s sign was not observed in any case in which a period 
of one month had elapsed from the time of the patient’s beginning 
to walk. 

One man, aged 30. was met with, who had had an attack of cerebro¬ 
spinal fever at Belfast eight years previously ; for a considerable period 
following his recovery he had complained of weakness affecting the 
legs. When examined he stated that he still felt weak and “shaky" 
in the legs after violent exertion : he exhibited, however, no abnormal 
physical signs. 

Peripheral neuritis .—This condition is a very rare com¬ 
plication of cerebro-spinal fever. 

Of two cases seen In which definite neuritis affected the lower 
extremities, complete reaction to degeneration in the muscles supplied 
by the affected nerves developed In neither case. In one case the 
tendon reflexes were beginning to return, and sensation was nearly 
normal within three months of recovery from meniugitls ; the second 
patient, after a similar period, exhibited normal cutaneous sensation, 
but both the knee and ankle- jerks were still absent, and the vibration 
sense remained mnch diminished. 

Muscular rigidity . — Rigidity of the cervical muscles per¬ 
sisting for any considerable period after recovery is extremely 
rare. 

As a rule, neck rigidity is absent before or within a week or so of the 
cerebro-spinal fluid returning to normal. In the following cise, how¬ 
ever, actual head retraction persisted long after the course of meningitis, 
and even when the patient was up and about. 

A youth, aged 19, was admitted to hospital acutely ill on the second 
dav of a rccrudescent attack of cerebro spinal fever; four days earlier 
he had had an abortive attack elsewhere. On admission considerable 
head retraction was present. This symptom was still as marked on the 
twenty fourth day of illness, by which time the cerebro-spinal fluid 
obtained on lumbar puncture was quite clear, sterile, and contained no 
more than the normal number of cells. At times occipital retraction 
had oeen so extreme as to cause difficulty in swallowing. 

One month after the termination of the course, the patient having 
been up and about for over a week, there was still a tendency to head 
retraction, with inability to bring the head quite into the vertical 
position. Massage. Ac., was then instituted and four weeks later there 
was some improvement; he remained, however, unable to flex the head 
beyond the perpendicular while standing in the erect position. Finally, 
it was not until three and a half further months had elapsed (five and 
a half months from termination of course of meningitis) that the 
patient was able to flex the head sufficiently for the chin to reach the 
chest. 

Kernig’s sign, in the majority of cases, persists for the first 
5^ 14 days of convalescence. 

In a few cases • he sign may still be present for 20 or even 30 days 
following the evacuation of normal cerebro-spinal fluid and in the 
absence of all symptoms of hydrocephalus. Some rigidity of the 
hamstring muscles can occasionally i e demonstrated 2-3 months after 
recovery. 

Other Nervous Conditions. 

Aphasia . — Persistent aphasia has been noted in rare 
instances. The only case of oar series in which this com¬ 
plication occurred had fully recovered the faculty of speech 
before the termination of the coarse of the disease. 
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Epilepsy .—Sainton mentions epilepsy as a rare but 
occasional sequel of recovery from cerebro-spinal fever. 

This observer mentions one case in which the crisis began with an 
aurt of gastric origin—nausea and vomiting, followed by loss of con¬ 
sciousness and epileptic convulsions. The cerebro-spinaffluid between 
the crises was normal, but the fluid obtained immediately after the 
seizure showed a slight lymphocytosis. The general condition of the 
patient was good. Voisan reports a somew hat similar case. 

Petit mal is also stated occasionally to occur. 

Xeurasthenia. —Considering the severity of the usual 
course of the disease process in cerebro-spinal fever, I 
have found the occurrence of true neurasthenia following 
recovery from the disease surprisingly uncommon. 

It is contended by Dejerine and others that to constitute true neur¬ 
asthenia. in addition to a state of neural fatigue, there must exist a 
condition of continued emotivity ; the non-aCaptation of a continuous 
emotive cause, to which is often added an obsessing preoccupation, 
produces a condition of neural exhaustion, and the sum total of the 
phenomena resulting justifies a diagnosis of true neurasthenia. 

The appearance of neurasthenia following recovery from cerebro¬ 
spinal fever, therefore, would depend to a large extent upon the tern 
perament and inherent or acquired tendency to emotivity of the 
individual, as well as upon the severity of the disease. Chronic cases, 
it may be remarked, are more liable to become neurasthenic than those 
exhibiting a shorter course. Six patients only of the 120 cases 
recovered could definitely be said to show' signs of true neurasthenia 
when examined 4-6 months after recovery from meningitis; of these 
six patients, two at least were neurasthenic prior to the attack of 
cerebro-spinal fever. Of the remainder the following case serves as an 
example. 

The patient was examined six'months after recovery from a severe 
attack of cerebro-spinal fever lasting approximately five weeks. He 
complained of frequent headache, soreness in the limbs, and of fatigue 
upon the slightest exertion ; his appetite was poor and he slept badly. 

Physical signs : The patient was thin and perspired freely during the 
examination although it was winter. The pupils w-ere somewhat 
dilated, equal, and reacted sluggishly to light and accommodation. 
There was a well-marked tremor of the outstretched hands; the super¬ 
ficial reflexes were brisk and the knee- and ankle-jorks exaggerated. No 
ankle clonus was elicited and both plantar reflexes w-ere flexor. 

Two other patients exhibited a somewhat similar condition ; one, in 
addition, complained of occasional loss of memory. Another recovered 
case, seen four months after his discharge from hospital, complained of 
sleeplessness but showed no other evidence of neurasthenia. 

A slight tremor of the outstretched hands is frequently observed 
during the first few months following recovery from the disease. 

One patient examined five months after recovery from 
meningitis closely simulated a case of disseminated sclerosis. 

The man, aged 26, complained of occasional Inability to use the left 
hand and also of frequent diplopia. ( >n examination there was distinct 
rotatory nystagmus on lateral deviation of the eyes, together with 
weakness of the left external rectus muscle. The pupils were some¬ 
what dilated but reacted normally to light and accommodation ; the 
optic discs showed nothing abnormal. There was a coarse tremor of the 
outstretched hands, more marked on Intention, together with some 
Incoordination of the left arm. The left hand-grip was considerably 
weaker than that on the right; the left supinator, bicep* and triceps 
jerks were brisker and of greater range than those on the opposite side. 
Both the knee and tendo Achillls jerks were brisk and exaggerated but 
equal on the two sides; ankle clonus, however, was absent and both 
plantar reflexes were definitely flexor. The abdominal and epigastric 
reflexes were also well marked and speech w-as normal. 

The presence of the abdominal reflexes and a bilateral flexor plantar 
response alone serve to distinguish the above condition from dissemi¬ 
nated sclerosis. 

Foster and Gaskell mention a recovered ease exhibiting exaggerated 
knee-jerks, volitional tremors, weakness of the bladder, and pallor of 

the optic dises. 

Special Senses. 

The eye. —Blindness may result from (1) damage to the 
tinctures of the eyeball; (2) permanent changes in the 
nervous tissues associated with vision. 

1. Damage to structures of eyeball.— Corneal ulceration may leave 
permanent opacities, and loss of vision is the usual sequel to irido¬ 
cyclitis. This latter complication had occurred in one ease of t he 120 ; 
w hen examined three months after recovery from meningitis he was 
able only to distinguish light from darkness with the affected eye. 
Panophthalmitis is almost invariably followed by complete blindness 
in the affected eye. 

A large vitreous h.-rmorrhage, associated with optic neuritis, occurre<l 
in <»ne of our cases during the course of illness. When seen three 
months after recovery, the vitreous was practically clear and vision in 

the affected eye was 6 9. 

2. Permanent changes in the nrrrous structures.—In adults, blindness 
of central origin is very rare ; when present, it is usually due to optic 
atrophy and is permanent and incurable. 

In infants suffering from the posterior basic type of the disease, 
blindness, according to Langmead. develops in about 30 per cent, of 
cases. Although at first the optic discs may exhibit no definite change, 
optic atrophy usually develops at a later stage. In most instances the 
blindness is due to changes In the visual centres situated In the cerebral 
cortex of the occipital region. 

No Instance of blindness of nervous origin occurred in the series of 

cases under review. 

The ear. —Deafness is the most common of the serious 
sequelae met with at the present day. 

The disability is almost always bilateral and if per listing during con¬ 
valescence, Is usually Dermanent ; some recovery, however, lias been 
known to occur in a few instances after an interval of two or three 
months. 

Below the age of 7 or 8 years permanent deafness usually leads to an 
associated mutism ; even though speech has begun it gradually dis- 

appears. Statistics of the proportion of acquired deaf-mutes who owe 
their defect to cerebro-spinal meningitis are widely divergent, the 
number as estimated by different observers varying from 8 to 45 per 
cent. The condition appears less common in the posterior basic type 
of the disease than in the more ordinary types. There is little doubt, 
however, that permanent deafness resulting from cerebro-spinal fevet- 
1s much less frequent now than formerly. The condition is probably 
brought about by atrophy of the auditory nerve and possibly some 
destruction of the cochlea. 

Permanent and absolute deafness was present in 2 cases only of the 

120 recovered from cerebro-spinal fever. Partial deafness (20 per cent.) 
of central origin resulted in one other case. 

1 'aso-motor and decretory Disturbances. 

In the majority of cases a well-marked tache cetebralc can usually be 
elicited for many w-eeks, or even months, following the dispase. 

Profuse and easily elicited perspiration, apart from a condition of 
neurasthenia, was present in some cases of the series up till two 
or three months after recovery from meningitis. 

' The Reflexes in Recovered Cases. 

The following observations are the result of a study of 

120 cases recovered from the disease and seen at various 
periods from two months to one year after recovery. One 
case of hemiplegia is excluded. 

Knee-jerks. — In five cases only were the knee-jerks found 
absent, in spite of the employment of the usual methods of 
reinforcement. 

Of these five cases, in two patients their absence was dependent u|>on 
the presence of definite peripheral neuritis, the tendo Achillls jerks 
also being absent, together with loss of both epicrltic and protopathic 
sensibility over certain areas of the lower limbs. In two other cases 
the tendo Achillls jerks also w-ere not elicited, although there was no 
definite evidenc of neuritis. The last case exhibited absent patellar 
reflexes, but the tendo achlllis jerks were brisk. 

In 10 cases the response to tapping the ligamentum patella- was 
very slight. 

In 30 cases the knee- jerks were distinctly t risk and exaggerated, but 
in no instance was this condition associated with either true ankle 
clonus or a definite extensor plantar reflex. 

In the remaining 75 cases the knee-jerks could be described as 
moderate. 

Marked inequality in the reflexes of the twe sides was noted in three 

Instances only, and was unassociated with any othbr physical signs. 

Tendo Achiliis jerks. —This tendon reflex is usually pro¬ 
portional to that obtained at the knee. 

In one case only, mentioned above, were the tendo Achillls jerks 
elicitc 1 in the absence of the patellar reflexes. In two Instances the 
tendo Achillls jerks were brisk, but the knee-jerks excessively slight. 

Inequality of the ankle jerks on the respective si ies w*as observed in 
two cases, one of w-hich also exhibited a corresponding inequality in the 
knee-jerks. 

In no instance w-ae true ankle clonus obtained. Three cases showed 
what might be described as unilateral pseudo-ankle clonus, unassociated 
with any signs of an upper neutone lesion. 

Plantar reflexes. — In all cases plantar stimulation yielded 
a flexor response. 

Abdominal reflexes. — It would appear that cerebro-spinal 
fever may occasionally lead to permanent loss of the 
abdominal reflexes. 

Failure to elicit i hese reflexes occurred in three cases; of th^se, no 
patient exhibited any other abnormal physical signs and in each they 
bad been obtained in the earlier stages of the attack of cerebro-spinal 
fever. 

In 14 cases the abdominal reflexes were only very slight, w-hile in 
eight they w ere more than usually brisk. In all the remaining cases 
these superficial reflexes were moderate. Inequality was noticed in 
two cases only. 

Summary. 

A summary of the more serious sequelae occurring in the 
series of 120 cases is as follows :— 

Strabismus. 2 cases. Hemiplegia . If case. 

Blindness (peripheral) Neurasthenia (true) ... 4 cases. 

(one eye). 1 case. Deafness (absolute). 2 ,, 

Monoplegia . 1* „ „ (partial) . 1 case. 

* Function fully restored about 7 months after recovery from 
meningitis. 

t Recovery nearly complete as regards motor power 7A months after 
onset. 

From this table it will be seen that including neurasthenia 

10 patients only of the 120 (8 3 per cent.) suffered from more 
or less permanent sequelae. 

Of the military cases recovering from the disease — 94 in 
number—as far as I am aware it was necessary sooner or 
later to discharge as medically unfit for further Army 
service in any category whatever 11 cases only (11*7 per 
cent.). 

Of tbe6e, one patient was neurasthenic prior to developing cerebro¬ 
spinal fever, and in addition had double otitis media of old standing; 
in the ordinary course of events he w-ould have been discharged quite 
apart from the attack of cerebro-spinal fever. In four further cases 
discharge was also recommended on account of neurasthenia. 

The presence of permanent deafness accounts for two others. 

One patient each was invalided on account of one of the following 
disabilities: persistent strabismus, blindness (peripheral) of one eye, 
residual weakness of the foot remaining after hemiplegia, and lastly, In 
a patient aged 41, persistent pain in the lumbar region on exertion. 
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A NEW METHOD OF PREPARING GONO¬ 
COCCUS ANTIGEN, 

AND A NEW TECHNIQUE FOR THE COMPLEMENT 
DEVIATION TEST. 

By DAVID THOMSON, M.B., Ch.B. Edin., D.P.H. Camb., 

CAPTAIN, R.A.M.C. 


This work was carried out in the laboratory of the 
Military Hospital, Rochester Row, London, S.W., under 
the direction of Lieutenant-Colonel L. W. Harrison, D.S.O., 
R.A.M.C. 

Introduction. 

The complement deviation test in gonorrhoea is destined 
to be of great importance. It is well known that it is 
extremely difficult to determine, by clinical and microscopic 
methods, when a person is definitely cured of this disease. 
This is especially true in the case of women, and it is a 
great responsibility for a physician to state that a given case 
is free from infection. The test will come to be of great 
value in this respect. It will prove a great source of help to 
the gynaecologist and will aid considerably in the differential 
diagnosis of many obscure cases of joint disease. 

Researches which Led to Discovert / of the New Method of 
Preparing the Gonococcus Antigen. 

The gonococcus is a germ which autolyses or breaks up 
very readily. For this reason a vaccine of the organism 
does not keep well, but rapidly disintegrates and eventually 
becomes an autolysate. An investigation was carried out 
with a view to finding the cause of this autolysis, so that a 
more stable vaccine might be prepared. It was eventually 
ascertained that weak acids prevented autolysis, but that 
weak alkalies increased it. In consequence the vaccine is 
now made up in a weak acid solution by u*ing 0*6 per cent, 
acid sodium phosphate instead of ordinary saline. In the 
course of this research it was found that the gonococcus was 
extremely soluble in alkali, so much so that if a profuse 
growth of the germ is shaken up with beads in an N/10 or 
N/20 solution of sodium hydrate, a clear solution is formed 
almost instantaneously. If sufficient acid be added to this 
alkaline solution to render it acid, a white precipitate is 
immediately formed, which is probably a precipitate of fatty 
acids. So it would appear that the gonococcus consists 
largely of a fatty substance, which is immediately saponified 
by the addition of an alkali. The meningococcus is similarly 
soluble in alkali, but apparently not quite so soluble as the 
gonococcus, and a faint milky tint is left in the solution. 
A strain of Micrococcus catarrhalis , on the other hand, was not 
soluble in alkali, so that a permanent opaque white emulsion 
remained after shaking up a growth of this organism in N/20 
sodium hydrate. It would appear that this might be a useful 
method of distinguishing between these three allied species 
of organisms. 

Method of Preparing tfie Gonococcus Antigen. 

About this time Lieutenant-Colonel Harrison asked me 
to try to work up the complement deviation test for 
gonorrhoea. He had used the ordinary gonococcus vaccine 
as antigen with successful results in 1914. In consequence 
I employed at first our stock vaccine and found that it 
gave successful results when used in a strength of about 
100 millions per c.cm. More concentrated vaccines were too 
anticomplementary for use. It then occurred to me that an 
antigen prepared by dissolving the gonococci in alkali and 
then rendered neutral might be suitable, and indeed it 
proved to be superior to the vaccine itself, being less anti¬ 
complementary and at the same time more powerful as an 
antigen in the blood test. 

I make up this dissolved antigen in the following 
manner: — 

(1) Prepare a standard emulsion of gonococci, such that 
1 c.cm. contains 1000 millions per c.om., and place this in a 
sealed test-tube about 1 inch in diameter. 

(2) Shake up a profuse growth of gonococci (24 hours’ 
incubation) in a test-tube containing beads and about 6 c.cm. 
of saline. 

(3) Add one-half of this concentrated emulsion to a test- 
tube (A) of the same diameter as that which contains the 
standard and add the other half to a similar test-tube (B). 

(4) Dilute the emulsion in tube (A) until it exactly matches 
the standard containing 1000 millions per c.cm. 


(5) To the other tube (B) add a few c.cm. of N/10 sodium 
hydrate to dissolve the gonococci; a clear alkaline solution 
will be immediately obtained. Now add N/10 hydrochloric 
gradually until it is just neutral or very faintly alkaline to 
litmuB. We now have a nearly neutral solution of gonococci. 
Add to this 0 85 per cent, saline containing 0*5 per cent, 
carbolic acid until the volume is exactly the same as that in 
tube (A), prepared as in (41 to match the standard. This gives 
us a solution containing 1000 millions of dissolved gonococci 
per c.cm. This should be stored in the ice chest as the stock 
antigen. It appears to keep well, and it does not become 
septic because of the weak carbolic it contains. 

(6) For use this antigen should be diluted 10 times with 0*85 
percent, saline so as to bring it to a strength corresponding 
to 100 millions per c.cm. When used in the blood test it wifi 
be found that this antigen will absorb, as a rule, much less 
than one minimum haemolytic dose of complement. 

Antigens of many strains of gonococci have been prepared 
as above and are now being used in this research. So far 
I have tested the sera of 30 cases with 12 separate antigens, 
as well as with a mixed antigen composed of all the 12 
strains together. This has shown clearly that a compound 
antigen is better than the antigen prepared from a single 
strain. A single antigen may only give a very weakly 
positive test with a given serum, while the single antigen of 
a different strain will give a strongly positive test; a com¬ 
pound antigen, however, gives a good positive where a single 
antigen may only give a very indefinite positive. It was 
also considered advisable to use a meningococcus antigen 
simultaneously with the gonococcus strains in my experi¬ 
ments. and a culture of this organism was kindly given by 
Major T. Hine, R.A.M.C. So far my experiments have shown 
that the meningococcus antigen almost invariably gives a 
weakly positive result with a strongly positive gonococcal 
serum ; but a weakly positive serum gives a negative result 
with the meningococcus antigen. This shows that the 
meningococcus is a very closely allied organism. 

Parke, Davis and Co.’s compound gonococcus antigen was 
tested against a compound gonococcus antigen prepared by 
the new method described above. The latter proved to be 
superior in two respects. It was less anticomplementary and 
more powerful antigenically, and sera which gave a weak 
positive with Parke, Davis and Co.’s antigen gave a strong 
positive with that prepared by the new method. It would 
appear therefore that a definite advance in the preparation 
of the antigen has been achieved. 

The New Technique Employed in Carrying Out the 
Blood Test. 

For this new and highly satisfactory technique I am 
indebted to Lieutenant-Colonel Harrison. He advised me 
at the commencement of my experiments to use a well- 
diluted serum and to allow for thorough fixation of the 
complement by placing the tubes in the ice-chest overnight 
previous to the addition of the sensitised cells, according to 
the method devised by Dr. Griffith, of the Local Govern¬ 
ment Board Bacteriological Laboratory, as a result of his 
researches on the Wassermann test (unpublished). 

(1) Inactivation of the serum. — The serum to be tested is 
inactivated by heating to 55° C. for ten minutes in a water 
bath before dilution. 

(2) Standardisation of the complement. — The complement 
should be titrated against the stock antigen diluted 1 in 10 
with 0 85 per cent, saline as used in the test. To 12 
Wassermann tubes add 0T c.cm. of guinea-pig serum (com¬ 
plement) diluted as follows 

(1) (2) (3) .(4) (5) (6) (7) (8) (9) (10) (11) (12) 

1fo uS lio xlo lio 

To each add 0T c.cm. of the diluted antigen (1 in 10) and 01 c.cm. of 
saline. Shake the tube* and place the tray in the ice-chest for one hour. 
Then put tray in water bath at 37° C. for half an hour. Add to each 
tube 01 c.cm. of fully sensitised sheep’s corpuscles (3 per cent, sus¬ 
pension). Replace tray in water bath at 37° C. and take the readings 
after 15 minutes. The highest dilution of complement which produces 
complete haemolysis should be taken as one minimum haemolytic dose. 

(3) The Test.— Three tubes, A, B, and C, are employed. 

(а) To A and B add 01 c.cm. (at a dilution of 1 in 20) of the inactivated 
serum to be tested. To C add 0 - l c.cm. of normal saline. 

(б) To A add complement 0T c.cm. containing3 min.* hamolytte doses. 


^ minimum. 

(c) To A, B. and O add 01 c.cm. compound antigen (diluted 1 in 10). 
Tube C acts as the control. 

( d ) Place the tubes in the icc-chest overnight and next morning add 
to each 0‘1 c.cm. of a 3 per cent, emulsion of fully sensitised corpuscles. 
Then place the tubes in the water bath at 37° C. and take the reading 
after 15 minutes. The control tube C should show complete haemolysis. 






* 
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Hemolysis in A and B indicates a negative reaction. No haemolysis in 
A and B indicates a strong positive. No haemolysis in B alone indicates 

tweak positive. 

N.B.—An antigen control is preferable to a serum control, since the 
antigen absorbs a considerable amount of complement during the long 
period of fixation in the ice-chest. It is not practicable to use the long 
fixation method in the process of standardising the complement, since 
the complement deteriorates from day to day. As a rule, it is hardly 
necessary to use a serum control, since the serum is diluted 1 in 20. 
With a serum, however, which has stood for several days and may be 
septic an additional serum control would be advisable. 

The results obtained have been exceedingly gratifying, and 
this is due, no doubt, to the superiority of the antigen as 
well as to the superiority of the long method of complement 
fixation in the ice-chest. The sera of patients whose gonor¬ 
rhoeal discharge only commenced one week previously have 
all given a positive test—some weak, some strong. 

The test also indicates the presence of the disease long 
after the disappearance of the gonococci, according to the 
microscopic and cultural tests. A case which had had no 
discharge for a month gave a strong positive test, and he 
relapsed shortly afterwards. 

In a series of 20 cases in the hospital 19 gave positive tests 
and one was negative. The negative case had shown no 
gonococci microscopically during the previous three months, 
and was evidently free from the disease. All normal sera so 
far have given negative results. 

I wish to thank Dr. A. Allport for his assistance in supplying 
me with cases and the histories thereof from his clinic at the 
hospital. I am especially indebted to Lieutenant-Colonel 
Harrison for giving me the full credit of this work, since the 
success obtained has been so largely due to technique which 
he advised. 

Reference*. —Harrison, L. W. (1914): “Complement Deviation in the 
Diagnosis of Gonococcal Infections,” Jour. Roy. Army Med. Corps, 
Febraary, vol. xxil.. No. 2. Thomson, D. (1918): “ Researches on the 
Cause of Autolysis in the Gonococcus, with Special Reference to the 
Preparation of Gonococcal Vaccine.” Journ. Path, and Bact. (In the 
press). _ 


A QUICK METHOD OF DIAGNOSING THE 
TYPE OF MENINGOCOCCUS IN CASES 
OF CEREBRO-SPINAL FEVER. 

By A. S. GORDON BELL, M.R.C.S., L.R.C.P. Lorn, 

TEMPORARY MAJOR, R.A.M.C., OF THE CENTRAL CERKBRO SPINAL 
FEVER LABORATORY; 

AND 

Miss I. M. HARMER, 

OF THE OEXTRAL CER EBRO-9 PINAL FEVER LABORATORY. 


In the effective treatment of cerebro-spinal fever early 
recognition of the type of the infecting meningococcus is of 
the utmost importance in order that the corresponding 
specific curative serum may be given as soon as possible. 

Under the most favourable circumstances 48 hours must 
elapse before the meningococcus can be grown from the 
cerebro-spinal fluid or naso-pharynx of the case and its 
correct type diagnosed by agglutination, and not infrequently 
72 boars pass before the infecting meningococcus is classed. 

An attempt was made in the first place to shorten this 
period by substituting a precipitin for the agglutination 
reaction; it failed dismally. Finding that in case of the 
four univalent agglutinating sera prepared from the rabbit 
and sent out from the Central Laboratory for identifying 
types of the meningococcus the results given by complement- 
fixation were practically identical with those obtained by 
agglutination, the writers next proceeded to apply the 
complement-fixation test to serum taken from patients at 
an early stage of cerebro-spinal fever, using the four- 
standard type cocci as antigens in each instance. The 
results obtained in 16 successive cases of cerebro-spinal 
fever were as shown in the table given below. 

It will be seen that in each of the 16 cases except ( b ) 
the results were not clean-cut. Nevertheless, the indication 
obtained by this method was proved right in all of the cases 
in which the type of the coccus could subsequently be 
verified by agglutination of the culture isolated from the 
cerebro-spinal fluid or naso-pharynx of the patient. Con¬ 
trary to the experience of some other workers, it was found 
with one exception that there were too few antibodies in the 
patient’s sera to produce agglutination with the four type 
emulsions. 


Serum Control, 1:50, negative in each case. 
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ttt, Complete complement fixation (absence of haemolysis). 
—, Negative fixation (haemolysis complete). 


Controls of normal serum from several sources were 
carried out in each instance and gave uniformly negative 
results. Serum from four syphilitic and eight gonococcal 
cases also gave either negative results or very slight 
complement fixation, and then only at a dilution of serum 
of 1:50. A sample of serum from a case (1) which sub¬ 
sequently was regarded to be one of tuberculous meningitis 
gave a positive result. The explanation of this is not yet 
clear. The earliest day on which a positive result was 
obtained was the third, but the history may have been 
incorrect, and this point wants verifying. The case indicated 
as 41 h ” in the table shows the difference in antibody content 
of three specimens of blood collected on the third, fifth, and 
twenty-eighth days of the disease respectively. 

Technique . — Two different antigens have been made use of 
so far. At first suspensions of the stock cocci were nsed in 
a etrength of 200 million organisms per 0 . 0 m., this strength 
being chosen because an emulsion of 400 million per c.cm. 
was found to be slightly anticomplementary. Later, at the 
suggestion of Captain Thomson, of the Military Hospital, 
Rochester Row, who has been studying the test in relation 
to gonococcus infection, an antigen was made by dissolving 
the cocci in N/20 NaOH and bringing the solution back 
almost to the neutral point by the addition of N/20 HC1. 
This antigen is used in a dilution equivalent to 100 million 
cocci per c.cm. It is fonnd to be a much more sensitive 
antigen than the stock suspension, though less specifio with 
a serum rich in antibodies. 

The patient’s serum is tested in dilutions of 1 : 50, 1 : 100, 
and 1 : 200. It is found to be advisable to use all three 
dilations for each test, as the readings are not sufficiently 
clean-cut for a single dilution only to be used. A sheep 
haemolytic system is used and complement is obtained from 
the ear of a guinea-pig. 

In the titration of the complement the following method 
is followed : — 

Increasing doses of a 1 :10 solntion of complement — viz., 
0*15 o.om., 0*2 c.cm., 0*25o.cm., &c . — are added to tubesalready 
containing antigen and 1:50 normal human serum in the 
proportions subsequently used in the actual test. These are 
incubated in the 57° C. water bath for half an hour before 
the haemolytic couple is added. The exact amount of 
complement required to bring about complete haemolysis 
under these conditions is then nsed in the test proper. A 
control is put up of the serum of the patient without the 
antigen ana a further control of the antigens only. 


The Johannesburg Municipal Council has ap¬ 
pointed Dr. A. J. Milne acting medical officer of health, during 
the absence of Dr. C. Porter, at a salary at the rate of £2000 
per annum. 
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A NOTE ON 

THE LOSS OF COMPLEMENTING POWER 
IN KEPT SERUM. 

By J. S. C. DOUGLAS, D.M.Oxon., M.Sc. Birm., 

A TAIN, R.A.M.C. (T.F.); PROFESSOR OF PATHOLOGY IN' THE UNIVERSITY 
OF 8HKFFIELD ; 

AND 

J. W. BIGGER, M B., B.Ch. Dub., 

DEMONSTRATOR IN PATHOLOGY IN THE UNIVERSITY OF SHEFFIELD. 

(From the Department of Pathology and Bacteriology in the 
University of Sheffield .) 


The laws governing the disappearance of complement 
from sera are of the utmost importance in the elucidation of 
the problem of complement-fixation in the various “lytic” 
and other phenomena. Owing to the difficulties in the deter¬ 
mination of even the simplest instance of the loss of com¬ 
plementing power— i.e., in kept normal serum — the literature 
only contains vague and contradictory statements, such as :— 

Complement “ disappeared spontaneously If the serum was kept for 
a few days” (Emery i); “Alexines are of the moat unstable nature" 
(Ehrlich and Morgenroth *); “Rapidly, often within 24 hours, loses 
its strength when kept at room temperature ” (Muir and Ritchie 3 ); at 
10° C. serum possesses only halt its original strength at the end of 
24 hours (Noguchi and Bronfenbrenner*- ; whilst Massol and Grysez, 3 
without indicating their methods of investigation, give some deter¬ 
minations showing that the complementing powers of sera decrease 
rapidly at the commencement, becoming Inactive by about the sixteenth 
day. 

We have therefore endeavoured to determine the rate of 
loss of complementing power in kept normal serum in order 
to ascertain whether it is a regular phenomenon obeying 
definite physico-chemical laws. To this end we have elabo¬ 
rated a technique whereby the haemolytic complement content 
of a kept serum can be ascertained with some exactitude 
from day to day. 

The chief difficulty in such an investigation is in the pre¬ 
paration of standard suspensions of red corpuscles, which 
can be kept for the purpose of the determinations. This we 
have overcome by using sheep cells washed and stored in the 
manner described by Rous and Turner, 6 since we find that 
the susceptibility of such cells to hmmolysin, although some¬ 
what increased during the first 48 hours, subsequently 
appears to remain nearly constant for a greater length 
oi time than that covered by our experiments. We 
therefore allowed at least 48 hours to elapse before 
using the cells, and in this way obtained a prepara¬ 
tion suitable for the investigation. The preserved sheep 
cells were washed free of Rous and Tamer’s fluid with 
sterile normal saline and suspended in the latter in such 
strength that the hmmoglobin liberated by distilled water 
and treated with CO was exactly twice the strength of that 
in the standard tube of a Haldane-Gowers haemoglobino- 
meter. This method allows of accurate standardisation of 
the test corpuscular suspension day after day when made 
from the same batch of preserved blood, the suspension of 
red corpuscles of this particular density being termed the 
“standard corpuscular suspension.” 

Complement was obtained from guinea-pigs with aseptio 
precautions. The blood after collection was allowed to clot 
and the separated serum centrifuged to free it from 
corpuscles. This serum was stored at the desired tempera¬ 
ture, the amount necessary for each determination being 
withdrawn with a sterile pipette aud immediately titrated. 
Each of the sera A, B, and C was obtained from a single 
healthy adult animal. 

The immune body was a rabbit anti-sheep cell serum of 
high titre which was always used in the same dilution, so 
that three haemolytic doses were present in each of the 
titration tabes. 

Titration of Complement. 

The complement-containing serum was so diluted as to 
cause standard haemolysis in an amount between 1 c.cm. and 
0*1 c.cm. of the dilution. Of this dilution 10, 0 8, 0 6, 0 5, 
0 4, 0 55, 0-3, 0 25, 0 2, 017, 0*13, 01 c.cm. were measured into 
small test-tubes of similar diameter which already contained 
sufficient saline to make the total volume in" each tube 
1 c.cm. As a control another tube containing 1 c.cm. of saline 
was prepared. To each was added 1*5 c.cm. of a mixture 
of two parts of standard corpuscular suspension and one part 
of diluted immune body. The tubes were shaken, placed in 
a water-bath at 37° C. for two hoars, then removed, shaken, 
and allowed to settle in the ice-chest till the following day, 
when the amount of serum required to produce standard 
hssmolysis was noted. Standard haemolysis is equivalent to 
the hmmolysis of 60 per cent, of the added corpuscles. It 
was determined by comparing the colour in a similar tube 
containing 0*6 c.cm. of the standard corpuscular suspension 


haemolvsed and made up to 2*5 c.cm. with distilled water with 
the colours obtained in the titration tubes. It was thus 
found possible to make a very accurate estimation of the 
position of standard haemolysis in the series by inspection. 
The strength of complement found in each specimen of 
serum is expressed in arbitrary units by multiplying the 
reciprocal figure of the actual amount of diluted serum 
giving standard haemolysis by the number of times the serum 
was diluted. 

The Experiments. 

The experiments consisted in submitting complement as 
soon as it had been obtained free of cells (i.e., 21*5 hours 
after the collection of the guinea-pigs’ blood) to tempera¬ 
tures of 9° C. in the case of sera A and B and 20° C. in the 
case of sernm C, light being excluded. The temperatures 
were maintained as nearly constant as practicable until the 
removal of samples for titration had exhausted the speci¬ 
mens. The times at which the samples were taken and the 
number of units of complement found at the different 
intervals is recorded in the table for all three sera, whilst 
graphs of the results in the cases of sera B and C are also- 
given. The duration of the experiments was. for A, 211 
hours; for B, 305*5 hours ; and for C, 186 hours. 


Time In 
hours. 

Exp. A. 

Temp. = 9°C. 

Exp. B. 
Temp. — 9° C. 

Exp. C. 

Temp. = 20 3 C. 

Obs. 

Calc. 

(n = 0*3). 

Obs. 

Calc. 

(n = 0*3). 

Obs. 

Calc. 

(n = 0*3). 

0 
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258*8 
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19 
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161 
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90 
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52*6 
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79*8 

91*7 
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95*2 

31*5 

38*9 
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73*1 
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77*3 

28*2 

28*2 
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62-3 

63*1 

62-5 

67*5 

24*2 

23*0 
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53-3 

57 5 

57*7 

15*0 

18*3 
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52-6 
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Consideration of the Results. 

An examination of the figures given in the 
table and of the curves shows that as time 
progresses the complement decreases, but that 
it has not completely disappeared at the times 
when the sera were exhausted, the 
percentages of the original strengths 
remaining at the final estimations 
being 16 1(A), 112 (B). and about 
7 (C). This decrease is rapid at first 
but later proceeds more slowly, both 
absolutely and relatively : 
for during the first 50 hours 
the complement falls from 
279 units 
to 164 (A), 
from 258 
to 151(B), 
and from 
222 to 93 

180 240 300 i C lw ' of 

41 per cent. (A), 41*5 per cent. (B), and 58 per cent. (C), 
whilst during the same length of time between the 136th 
and 186th hours the fall in complement is from 77 units to 
53 3 (A), from 83 to 57 5(B), and from 30 to 18 (C), drops of 
30*6 per cent. (A), 30 5 per cent. (B), and 40 per cent. (C). 

These figures also prove that the loss is more rapid at the 
higher temperature, since Sera A and B were kept at 9° C. 
and C at 20° C., a point which is further emphasised by com¬ 
paring the lengths of time required for a loss of 75 per 
cent, of the original strengths—i.e., 85 hours at 20° O. (C), 
150 hours (A), and 169 hours (B) at 9° C, the loss at 20° C. 
taking about half the time which is required to produce the 
same change at 9° C. 

The curves of loss of complementing power in the case of 
each serum are very regular throughout the ranges covered 
by the experiments (i.e., 1 to 1/6, 1 to 1/9, and 1 to 1/12), 
and the results are capable of being expressed by the 
_ . dx 1 

formula — • — = K, as can be seen in the table, 

where appear the figures calculated for each experiment 
from this formula after the graphic method given by Madsen. 7 
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In this differential equation x is the amount of complement 
remaining after the lapse of t hours, n and K being 
constants. 

Remarkable similarity is to be noticed between the results 
obtained experimentally and those calculated. In Experi¬ 
ment A, conducted at 9°C., there is only one point of 
marked deviation—namely, that at 114*5 hours, which seems 
to be due to some accidental experimental error. In Experi¬ 
ment B, also at 9° C., no error of such magnitude is present, 
the correspondence between observed and calculated results 
in both cases being highly satisfactory. Experiment C 
presents only moderate agreement between the calculated 
and the observed figures, but nevertheless is sufficient to 
indicate that the same formula may also hold good at 20° C., 
as will readily be seen by inspection of the table and the 
curve, in which the observed points and the theoretical 
curve are shown. 

Conclusions. 

1. A satisfactory method of estimating decreases in the 
complementing powers of sera over considerable periods of 
time has been devised. 

2. Whilst kept normal guinea-pig serum loses its com¬ 
plementing power more rapidly in the early stages than the 
later, and at 20° C. than at 9° C., yet it retains its activity 
for a considerably longer time than has generally been 
conceded. 

3. The loss of complementing power of such serum is 
perfectly regular and can be expressed by the formula— 

. —— — = K, at 9°C., and apparently also at 20° C. 
dt x“+l ^ J 
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KALA-AZAR IN MALTA: TWO CASES 
TREATED BY INTRAVENOUS INJEC¬ 
TION OF TARTAR EMETIC. 

By H. I. WINIFRED KERR, M.B., Ch.B. Glasg., 

ATTACHED R.A.M.C. 


Although the occurrence of the infantile variety of kala- 
azar in Malta is well known to medical men practising in the 
island, it was believed until recently that the adult variety 
did not occur. Lately several cases have been described 
among military patients in which the disease developed in 
Malta. One such has been described by Lieutenants Brodie 
and Yorke, 1 and Captain G. R. Ward has contributed to 
The Lancet 2 a short note on two cases in which the disease 
developed after the return of the patients to England. 

In the present paper two further cases are recorded. One 
patient came direct from England to Malta and had never 
been further East ; the other patient had been invalided 
from Gallipoli with amoebic dysentery more than a year 
before he developed kala-azar, having been in “ convalescent 
employ ” in Malta. However, the cases acquire far greater 
interest and importance in that treatment by intravenous 
injection of tartar emetic, recently introduced by Sir Leonard 
Rogers, : was conspicuously successful, recovery being to all 
appearance complete and permanent. In Case 1 diagnosis 
was reached at an early stage, and the response to treatment 
was much more rapid than in Case 2, where patient was ill 
several months before treatment was initiated. 

The recognition of kala-azar presents no special difficulty 
when one is on the lookout for it. In the early stages the 
diagnosis rests upon general weakness and wasting, with 
raised temperature, sweating, conspicuous splenic enlarge¬ 
ment, and pronounced leucopenia, this consisting of a 
nmrked relative diminution of polymorphonuclears and 
relative increase of mononuclear cells. The characteristic 
temperature chart, with its double daily rise, does not 
become conspicuous until rather later. For confirmation of 
the diagnosis splenic or hepatic puncture is necessary. 
Kelying upon the signs mentioned above the diagnosis of yet 
a third case in one of the military hospitals was made within 
a few days of the patient first reporting sick. 

l B.A.M.C. Journal, January, 1917. 

3 Thv. Lancet, 1916, ii., 16. J The Lancf.t, 1916, ii., 782. 


It is obvious that the treatment by tartar emetic should 
be resorted to in such cases as soon as the disease is 
recognised, for the cases here recorded tend to confirm its 
great value in a disease regarded hitherto as of specially 
evil prognosis. 

Cask 1.—Sister B. Admitted Sick Sisters’ Hospital Jan. 23rd. 1917. 
Age 29 years. Service 1 7/12 years. Had never been further east than 
Malta. Patient arrived on island in July, 1915; enjoyed good health till 
November, 1916, when she began to feel tired and more weary than 
usual. Slight cough In January, 1917; on Jan. 23rd T. 100'8° F. She 
reported sick. Nothing abnormal defected in heart or lungs. Abdomen 
moved freely ; on left side was a mass, some doubt whether it was 
enlarged spleen or kidney. Urine acid ; sp. gr. 1008; trace of albumin ; 
a few granular and hyaline casts, no tubercle bacilli. She ran high 
T., which began to show indication of two rises in 24 hours from 
Feb. 12th; occasional rigor. Blood negative to Widal’s reactiou; no 
malarial parasites found. Diminution of both red and white cells; 
haemoglobin fell from 52 to 30 per cent. Amenorrhcea for two months; 
no diarrhoea. 

On findings of blood picture, the leucopenia, marked anaemia, sug¬ 
gestive temperature, with mass in left side, now undoubtedly an 
enlarged spleen, splenic puncture was advised ; Leishman-Donovan 
bodies recovered. In neither case could these parasites be recovered 
from peripheral circulation, nor from serum of blisters. 

On March 1st intravenous injections of 2 per cent, solution of anti¬ 
mony tartrate were commenced, and continued in increasing doses at 
four days’ intervals, beginning with 4 c cm. The first injection (2/3 gr.) 
was well borne; no marked reaction. By March 21st blood picture had 
improved; T. only slightly raised ; patient had menstruated first time 
for three months. Spleen, which had been below umbilicus, had not. 
altered much hitherto, but by March 24th low'er border was i inch 
above anterior Iliac spine. About April T.. which had been normal, rose 
to 100°; an injection given at once checked relapse. After first six 
injections intervals between had been gradually increased and had 
evidently become too long. 

By May 3lst spleen was only four fingers’ breadth below costal 
margin; left kidney again palpable, low and enlar ed. By June 5th 
spleen was not palpable and remained so without further treatment. 
Regaining weight; no rise of T. Patient was subsequently returned 
home as a “ walking case” and has now, we understand, resumed duty 
in a military hospital in England. 

Case 2.—Corporal C. Admitted Military Hospital. Imtarfa, Feb. 18th, 
1917. Age 28. Service: 3 1/12 years. Foreign service: Egypt, 
September, 1914-August, 1915; Gallipoli, August, f915-Oot. 28th, 1915; 
Malta, Nov. 3rd, 1915. Patient’s health good during year in Egypt, 
and in Gallipoli till Invalided with amoebic dysentery in October, 1915. 
On recovery stool examined at Camp Hospital; found to be carrier of 
E. histolytica. He was treated from May till July, 1916, at Imtarfa 
Hospital, being discharged back to Camp Hospital on July 9th, 1916. 
There he became a “convalescent employed on orderly-room staff. 
There were plenty of fleas about, and a dog attached to the orderly- 
room slept frequently on his bed and had special attention as it was 
then suffering from “ distemper.” 

About end of 1916 patient began to feel very tired ; wa« getting 
thinner. In January, although taking quinine, 10 gr. dally, T. rose. 
In beginning of February he was having 20 grains dally ; T. not 
controlled. Eventually he was sent into hospital again as case of 
P.U.O. Nothing abnormal in heart or lungs. In ablomen tumour 
below left costal margin, about hand’s breadth downward. It was not 
tender ; apt to vary in position Patient markedly emaciated ; a curious 
greyish complexion. Carefully charting, it was noticed that T. rose twice 
in 24 hours, often as high as 104° cr 10o°. No symptoms of dysentery ; 
stool reports negative. Quinine given intramuscularly ; no effect on T. 
Blood did not agglutinatedjseDteries, typhoid, paratyphoid bacilli, nor 
Micrococcus mclitcnsis. No malarial parasites found in films taken; 
marked leucopenia and anaemia. These, with spiking of temperature 
and onlarged spleen led to suggestion of splenic puncture. On account 
of extreme debility hepatic puncture was resorted to and L. donovani 
recovered. 

On March 7th treatment by tartar emetic in 2 per cent, solution 
(normal saline) was commenced with 4 c.cm. intravenously, increased 
bv 2 c.cm. and given every three days, til! 10 c.cm. were reached. 
Marked general reaction each time. Reactions, with patient’s debility 
and nervous condition, induced one to try i gr. of morphine and 1 60 gr. 
of strychnine hypodermically, 20 minutes before injection. This had 
a good effect, quieting general reaction of coughing, retching, and 
hysteria, and abolishing entirely rigor which used to come on about 
two hours after injection. The 10 c.cm. dose had to be given within 
at least 60 to 90 seconds, or coughing and retching would begin, and It 
became impossible to keep needle directly in vein. Tartar emetic 
causes an intense inflammation should any escape, followed by cold 
abscess. Two of these occurred, but. cleared up with treatment. There 
is less reaction when solution is heated to blood beat. 

By March 26th patient was being given 10 c.cm. doses of tartar 
emetic, 2 per cent, solution; condition critical. T. still rose to 
104° twice daily; P. 120. Heart sounds fairly good ; no dilatation or 
murmurs. His condition got steadily worse. He suffered greatly from 
night sweats. As condition was desperate, drug was pushed to its limit, 
and on March 31st 12 c.cm. of solution were given, followed by 10 c.cm. 
every other day until April 16th, when T. rose once only to 101°. 
General condition much improved. T. did not rise again, and as his 
arms were very sore and suitable veins were not obtainable elsewhere 
a week’s respite was allowed, during whloh time T. did not rise. Veins 
showed signs of inflammation and leakage at previous punctures where 
the solution had been given. 10 C.cm. and then 6 c.cm. were given at 
Intervals of a week, but T. rose again with a smaller dose, with drowsi¬ 
ness and lack of appetite. On May 27th he was given 10 c.qm. and 
then 9 c.cm. of solution at interval of three days. This controlled 
relapse and two more doses completed this treatment. Thd spleen by 
July 11th was only just palpable below costal margin. 

During treatment patient suffered from no skin eruptions nor rashes, 
no gastric disturbances, no diarrhoea, and no ophthalmic symptoms. 
He was transferred to England as a ‘‘walking case.” and writes that 
he has now taken up former occuf>atlon. Except for the melancholy 
and depression, the antimony had no toxic effects, though given in 
such large and frequent doses; also no return of dysentery. Altogether 
he bad 424 eg. of tartar emetic ; 246 eg. of tartar emetic feeing used in 
Casel. 1 
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Unless the period of incubation of kala-azar be longer 
than one year, we may safely conclude that in both cases 
the disease was contracted in Malta, and probably from the 
bites of insects. In Case 1 there was ample opportunity of 
being bitten by fleas and bugs, as the patient worked during 
the time that barracks were being converted into hospitals, 
and also during the height of the Gallipoli campaign, when 
patients were arriving direct from the firing line. In Case 2 
one would specially incriminate the dog, with its fleas, 
though the parasite was never recovered from its peripheral 
blood. Both these cases occurred about the same time, at 
the beginning of the year 1917, but in different parts of the 
island. 

I am deeply grateful to Dr. May Thorne, attached 
R A.M.C., to whose kindness I am indebted for her notes on 
Case 1 ; also to Dr. E. J. Dalyell, attached R.A.M.C., who was 
responsible for the practical treatment of the case. I have 
to thank most of all Colonel Sir A. Garrod, F.R.S., but for 
whose aid these notes would be as yet unwritten ; and also 
Colonel G. B. Price, officer commanding Military Hospital, 
Iratarfa, for kind permission to publish them. 


$ebwfos anb Jtotices of $ooks. 


An Enquiry into the Analytical Mechanism of the Internal 
Ear . By Sir Thomas Wrigiitson, Memb.In8t.C E. With 
an Appendix on the Anatomy of the Parts Concerned 
by Arthur Keith, M.D., F.R.S. London: Macmillan 
and Co., Ltd. 1918. Pp. 254 4- 9. Price 12*. 6 d. 

Since 1863, the year in which Helmholz published his 
classic on the physiology of hearing, much work has been 
done on the finer anatomy of the cochlea, but hitherto no 
corresponding advance has been recorded with regard to the 
physiology of hearing. There has been an increasing 
rejection of the Helmholz theory, especially among those 
with large clinical experience of the disorders of hearing, 
but no valid new theory of the mechanism of hearing has 
been proposed. The heart of the difficulty has been the 
question of the resolution in consciousness of compounded 
vibrations into their constituents. Helmholz saw no method 
by which this was possible, except his postulate of sym¬ 
pathetic vibration in the cochlea. As a physiological 
means for this he found no structure but the fibres of the 
basilar membrane, and in spite of the obvious difficulties he 
was content to accept it and build on this foundation. The 
foundation was unsatisfactory, and the theory of hearing has 
remained hampered by this moribund faith. We are now in 
a position to welcome a distinct and better theory. Sir 
Thomas Wrightson has been able to bring an almost life-long 
study of aerial wave-form into combination with an engineer's 
survey of the cochlea viewed as a machine. Professor Keith, 
in his luminous appendix, has clarified the anatomical con¬ 
siderations and strengthened the position of the theory by a 
consideration of the comparative anatomy of the cochlea. 

In the consideration of the Wrightson theory the first point 
to be grasped is the real nature of the sound wave. The 
ordinary graph of a simple tone is a simple “zig-zag ” wave¬ 
line, and, as Professor Keith acknowledges in his own case, 
has generally been misinterpreted as implying a stimulus in 
hearing of two phases, at the top and bottom of the alter¬ 
nating curve. This error has led to much difficulty. The 
“ wave ” is really a pressure variation passing from a zero 
position to a maximum, reversing direction, passing through 
zero, continuing to a minimum, reversing once more, and 
returning to zero. There are thus in the cycle not two but 
four positions of definite change and so of stimulus, at the 
maximum and minimum and at the crossing of the zero lines, 
at each of which points the direction of change is reversed. 
Now when two simple tones are sounded together their 
respective wave-forms are combined into a graph which 
varies in outline with the phase position in which the two 
curves happen to overlie each other, and at first, in even so 
simple a case, the result is indecipherable. By means of an 
ingenious machine which he calls an 1 ‘ ohmograph ” Sir 
Thomas Wrightson has recorded a very large number of such 
compound curves of varying complexity, and has applied the 
four-stimulus theory to their analysis. In the result he 
has been able to show that while the resultant curves 
lose all obvious relation to the elementary curves which are 
plotted beside them by the machine, they are still capable 


of analysis, and show the survival of the changes of direc¬ 
tion of their constituents. In other words, the compound 
wave may still be regarded as the simultaneous occurrence 
of the original rhythms, and if we grant a preferential 
consciousness for rhythmically repeated auditory stimuli all 
we need demand in the cochlea is an apparatus capable of 
yielding a stimulus at every change of direction in the 
pressure wave, simple or compound, as it arrives at the ear. 

Turning now to the more directly physiological part of the 
inquiry, both authors accept the usual interpretation of the 
tympanic structures in its broad outlines. Two points need 
mention : the footplate of the stapes acts not as a piston, 
but as a hinged plate moving round its antero-inferior 
border, and the intrinsic muscles form an opposed pair, the 
tensor tympani pushing in the footplate while the stapedius 
pulls it out. The mean position is thus one of extreme 
instability, capable of being affected by the smallest 
pressures in either direction within a limit determined by 
the tension of the muscles. An important accessory resist¬ 
ance, not noticed by either author, is afforded by the radial 
fibres of the membrana tympani. The pressure variations of 
the sound wave thus arrive in all their complexity and 
fineness and are transmitted without change of period. 
At this point they pass from an elastic compressible 
medium to an incompressible one, and their physical 
character undergoes a corresponding change, and becomes a 
movement of direct translation of the perilymph. This 
perilymph pulse passes from the footplate of the stapes to 
the membrane of the round window, and in its passage 
evokes the essential stimulus. The elucidation of the nature 
and mechanism of this stimulus is the central point of 
the theory. 

In relation to this problem Professor Keith in his 
appendix reviews the history of our knowledge of the 
structures of the scala media of the cochlea. The 
inadequacies of the Helmholz theory of resonators provided 
by the fibres of the striate zone of the basilar membrane are 
reviewed once more. The question is what are the physical 
happenings in the cochlea under the passage of a single 
pulse of sound. Clearly a displacement wave commences at 
the footplate during the compression phase and passes to 
the secondary membrane, subsequently reversing and 
bringing the footplate of the stapes back to its mean position, 
the volume displacement of the secondary membrane being 
equal to that of the footplate. But by what path is the 
volume movement transmitted ? Neglecting the lax and 
easily displaced membrane of Reissner, the cochlea may be 
considered as two adjoining passages, closed as to one 
pair of ends by the footplate and the secondary membrane 
respectively, and communicating at their other ends 
by the narrow vent of the helicotrema. The party 
wall between the two passages is formed in part by 
the rigid bony shelf of the lamina spiralis ossea, in part 
by the basilar membrane. The latter again falls into two 
subdivisions, an inner elastic arcuate zone and an outer 
firmer striate zone. Standing on and practically limited to 
the arcuate zone is the organ of Corti, overhung by and in 
contact with the tectorial membrane. The aperture of the 
helicotrema is small and remote from both the moving 
diaphragms in the two windows; and the fluid friction 
involved in the passage of waves through the whole length 
of the double passage and the throttle hole of the 
helicotrema would probably damp out all but the strongest 
vibrations. On the other hand, the displacement will pass 
readily and directly from the upper to the lower passage 
across the membrana basilaris, displacing it correspondingly 
according to the phase of the pulse. The finer structure 
of the membrana basilaris is shown by Professor Keith to 
be admirably adapted for such elastic displacements. 
Accepting this, what happens in the organ of Corti ? This 
has been elucidated by both authors, but with fine analysis 
by Professor Keith using scale models. It is shown that 
owing to the form and structure of the basilar membrane 
and to the arrangement of the rods of Corti and the support¬ 
ing fibres of Deiters, the upward and downward swing of 
the membrane is transformed into a lateral movement of 
the surface of the organ of Corti. From this surface 
project the hairs of the sensory hair-cells, passing 
into the under surface of the relatively fixed tectorial 
membrane. The hair-cells with their supports thus 
move laterally under the tectorial membrane with each 
pulse of the sound wave, the hairs are deflected in 
correspondence with these movements, and undergo a change 
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in direction of the process of deflection at each of the four 
“ stimulation points ” of the complete cycle of a simple 
sound wave, and at each of the corresponding multiple points 
of a compounded sound curve. 

In summary, the authors have discovered a mechanism 
which is capable of registering every complexity of the 
compounded wave and of passing it on to the sensorium in 
accurate record as nerve impulses. The final process of the 
appreciation of these impulses as simple or compounded and 
harmonised notes is of course central. In this beautiful 
theory we have at last an intelligible account of the genesis 
and nature of the peripheral stimulus concerned in the sense 
of hearing. It is, moreover, of special interest that the 
nature of the stimulus in the cochlea is essentially the 
same as that in the primitive mixed vibrational and 
positional organs of such creatures as the Crustacea, and 
as that of the sister tracts in the vestibule and semicircular 
canals. We rejoice that we can claim so important a theory 
as British. 

A Manual of Bacteriology , Clinical and Applied . By R. 

Tanner Hewlett, M.D., F.R C.P., &c., Professor of 

Bacteriology in the University of London, Director of the 

Bacteriological Department, King’s College, London. 

Sixth edition, with 31 plates and 69 figures in the text. 

London: J. and A. Churchill. 1918. Pp. 769. Price 

14*. net. 

This manual is intended to provide such information in 
bacteriology as is required by the medical student, the 
practitioner, and the medical officer of health, and as it 
has now reached its sixth edition proof is not wanting 
that it has served its purpose. The difficulty in deciding 
how much of the large amount of work which is being 
produced at the present time is of permanent value has 
made the re-editing a task of considerable complexity. War 
problems have largely determined the direction of medical 
research, and the chapter on anaerobic organisms, which 
have been found so closely related to war injuries, has 
received certain additions. To some these additions may 
appear disappointingly small, though both Weinberg’s 
and Fleming’s researches are included. We may suggest, 
however, to the author that if the new methods he has 
incorporated really denote an improvement in technique 
older methods might have been deleted for them and more 
stress laid upon the advantages of the new. Bacteriology 
is making rapid strides forward, and a time must come for 
the bold remodelling of a popular text-book, along with 
the abandoning of older and less exact methods of technique. 
The responsibility of the teacher in this respect is especially 
great now that the reading of a text-book so largely takes 
the place of attendance on systematic lectures. 

In view of the interest excited by “ epidemic stupor ” the 
section on B. botulinus will probably be enlarged in a sub¬ 
sequent edition. The production of anaerobic conditions of 
culture by the use of palladium black finds a place in the 
chapter on methods, and this chapter has received several 
other important additions. Epidemic cerebro-spinal fever 
has furnished another war problem, and the chapter on 
this subject has been rewritten, while there has also been 
considerable alteration in the section dealing with the 
typhoid-colon group of organisms, together with a greatly 
extended table of the fermentation reactions of this group. 
The Oxford standard method of agglutination also naturally 
now finds a place. There are a number of other alterations 
and additions, including Chalmers's classification and 
nomenclature of the streptothrix infections and fuller 
details of the Wassermann reaction in the section on 
syphilis. New figures and plates have been introduced 
where required. The book is well produced, end leaves little 
to be desired in its method of presentation. 


Laboratory Studies in Tropical Medicine. By C. W. 
Daniels, M.B. Camb., F.R.O.P. Lond. ; and H. B. 
Newham, M.D. Dub., D.T.M. & H. Camb. Fourth edition, 
thoroughly revised. London: John Bale, Sons, and 
Danielsson. 1918. Pp. 560. Price 21s. net. 

Dr. C. W. Daniels in his preface to the first edition of 
these studies stated the object of the work to be to assist 
practitioners in the tropics in the application of simple 
laboratory methods to the practice of medicine. The book 
therefore ranged over a large variety of loosely-bound- 
togetber subjects, including, amongst others, post-mortem 


examinations, parasites found in the blood and tissues and 
their life-history, faeces, intestinal parasites, bacteriology, 
measurements, and statistics. Advances in tropical medicine 
have been rapid and the book has been revised in the 
third and again in the present edition with the assistance 
of Dr. H. B. Newham, director of the London School of 
Tropical Medicine. The authors express the hope that it may 
be of service to the many practitioners now meeting tropical 
disease for the first time in the various theatres of war. 

But while it contains much useful information and is 
lavishly illustrated, the book should not be considered in 
the light of a complete guide to laboratory practice. It fails 
to be so by attempting to deal with too many subjects, much 
space being consumed in elementary teaching, such as tha 
method of making a platinum loop, familiarity with whicfi 
might be assumed in the class of reader to whom address is 
made. While sections on protozoology, helminthology, 
entomology, haematology, mycology, pathology, water 
analysis, and a variety of other miscellaneous subjects 
are included, to mycology, a difficult subject and one 
unfamiliar to the non-expert, less than five pages are 
devoted. Those who require to investigate a case of 
bacillary dysentery, paratyphoid, or plague will find little 
or no help in the book. Information about the cholera 
organism is limited to the fact that it is motile and liquefies 
gelatine. The description of amoebic and other protozoal 
cysts in faeces is incomplete and devoid of figures, while a 
scheme of life cycle of A. coli is included which cannot be 
said to be yet established. Misleading statements also are 
present: e.g., on p. 69 we find it stated that “Maurer’s 
bodies” stain blue with Romanowsky’s stain, and that 
lymphocytes contain no azure granules ; on p. 201 (Fig. 84), 
in the transverse section of the proboscis of Qlossina palpalis , 
some of the parts shown are in the right position, others are 
upside down. 

In making these criticisms we do not imply that a book 
which has reached a fourth edition is not filling a useful 
place, but we suggest that a careful revision would tend to 
greatly increase its value. 


Treatment of Gonorrhoea By N. P. L. Lumb, Temp. Capt., 

R.A.M.C. London : H. K. Lewis and Co., Ltd. 1918. 

Pp. 120. Price 4*. 6d. 

Tnis book is written with a view to helping those in 
charge of venereal clinics whose previous knowledge of 
up-to-date methods may have been limited. The book 
satisfies the need for which it was written; it is of a 
convenient size, and the necessary information is compactly 
condensed and is commendably devoid of theoretical 
considerations. 

The methods of diagnosis and treatment not only of 
gonorrhoea, but also of its local and generalised complica¬ 
tions, are gone into. All the modern methods of diagnosis 
and treatment are described in detail and the reason for 
their use explained. There is rather a tendency in the book 
to suggest that vaccine-therapy is of primary importance, 
which may or may not be the view of the author, but to 
some it will appear that this importance is a little unduly 
emphasised. Valuable enough as vaccines may be, although 
this is debatable, it is a little unwise even to suggest to 
the mind of those who are not familiar with their use that 
they play a prominent part in the treatment of localised 
gonococcal infection. To lay too much stress on their use 
and omit the other forms of treatment is a perilous error. 
The book deserves to be well received by those for whom it 
is written ; it is full of practical counsel. 


A History of Departed Things. By Mrs. Henry Head. 

London: Kegan Paul, Trench, Tnibner, and Co., Ltd. 

1918. Pp. viii. 4 - 242. Price 3s. 6 d. net. 

This record of a woman’s thoughts and experiences, 
expressed in letters, will appeal to medical readers on many 
grounds. The heroine, the daughter of an Oxford professor, 
is twice married, and both husbands are members of the 
medical profession. The glimpses into Harley-street life 
and into the work of country medical practice are truthful 
and attractive. The heroine is a living, loving, much 
troubled woman, and her story a psychological study of 
temperament and disposition. In selecting the epistolary 
form of presentation Mrs. Head has taken grave risk, but 
the result justifies the experiment, as her work will bring 
refreshment to harassed and tired minds. 
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The Journal of' Physiology. Edited bv J. N. Langley, D.Sc., 
F.R.S. Vol.LII.,No. 1. Cambridge: tjniversifcy Press. 1918. 
Pp. 1-74. Price 7»-—'The Guanidin Content of Muscle in 
Tetania Parathyreopriva, by Pearl 8. Henderson. The sym¬ 
ptoms of tetania parathyreopriva have correlated with the 
action of guanidin on the spinal cord, while an increase of 
guanidin in blood and urine has also been observed. The 
author finds that there is a fall in the total and in the free 
guanidin of muscle and a rise in the creatin. The fall in 
the total guanidin is far in excess of the nitrogen in free 
guanidin and creatin, and must indicate either a liberation 
of guanidin from the muscle or a failure in the power of the 
muscle to take up guanidin formed elsewhere, either of 
which may be correlated with the increase in the blood and 

f *ine.—The Velocity Factor in Cardiac Work, by C. Lovatt 
vans. The energy expended in imparting velocity to the 
blood is very considerable, both under experimental con¬ 
ditions in animals and in the human heart during exeroise. 
—Observations on the Atrophy of Denervated Muscle, by 
J. N. Langley and M. Hashimoto. This elaborate research 


After describing the two methods—bilateral and unilateral 
denervation—in animals to determine to what extent a 
given treatment retards the atrophy of denervated muscle, 
the authors describe their results in bilateral denervation 
and the effects of some forms of treatment, such as 
ionisation with calcium and potassium salt, Ringer's fluid, 
rhythmic flexion, and extension and massage. In unilateral 
denervation the rate of atrophy, absolute and relative, 
in different muscles, is discussed. The normal difference 
in weight of the muscles of the two sides usually varies 
within rather narrow limits. The chief difficulty in experi¬ 
ments on the leg of the rabbit is that of preventing trophic 
changes in the foot and skin of the leg. Reviewing the effect 
of the various forms of treatment tried by them, the authors 
think “there is only one which gives any hope of con¬ 
siderably reducing the rate of atrophy —viz., ionisa¬ 
tion with a potassium. salt, and that is slender.” The 
impression they got from the present and past experiments 
is “that none of the methods of treatment of denervated 
muscle now in use — passage of galvanic current, production 
of contraction, passive movements and massage — can have 
more than a slight effect of delaying muscle atrophy.” 
On the Creatin Content of Skeletal ‘Muscle in Degeneration 
following Denervation, by E. P. Cathcart, P. S. Henderson, 
and D. Noel Paton. Most of the experiments were made on 
cats, a piece of one sciatic nerve being removed to prevent 
regeneration. Up to the eleventh day there seems to be no 
distinctive change in the creatin content of muscle. After 
the fifteenth day, when the reaction of degeneration is well 
established, there is a steady and progressive decrease in 
the creatin content. The results point to the association of 
creatin with the sarcostvle element of the fibre. 

The American Review of Tuberculosis. Baltimore : National 
Association for the Study and Prevention of Tuberculosis. 
Price 35 cents.—The April issue contains three papers on 
Artificial Pneumothorax. Dr. W. B. Kendall and Dr. C. C. 
Alexander, with an experience of 131 cases, report favourably 
on this treatment. They reserve it, as a rule, for severe or 
moderately severe cases, but in one early case they resorted 
to this measure to check a troublesome cough that had been 
refractory to other treatment.—Dr. Saling Simon and Dr. 
Samuel Swezey record a case of Pulmonary Abscess treated 
with artificial pneumothorax. The beneficial results were 
dramatically rapid and permanent.—In a paper on Pleural 
Shock Dr. J. B. McKnight, Dr. H. F. Gammons, and Dr. 
W. M. Knowles give an account of the one case of pleural 
shock observed by them in a series of 65 cases and about 
800 punctures of the chest. It has been their practice to 
inject cocaine in every case, but not to give a pre¬ 
liminary injection of morphine. Their patient was a 
nervous young man, who had already been given several 
injections of air. At one operation the manometer 
showed no oscillation, and the operator was therefore about 
to withdraw the needle when the patient suddenly sat up 
without warning. Then he sank back unconscious, frothing 
at the mouth, breathing stertorouslv, and exhibiting tonic 
contractions of the whole body. P'or two days there was 
complete loss of vision. The authors regard the ocular 
symptoms as indicative of hysterical amblyopia, and they 
assume that the case was one of pleural shock, not embolism, 
because no gas had been introduced through the exploring 
needle. They do not mention the possibility that the needle 
may have wounded a blood-vessel into which inspired air 
may have been sucked. Their treatment included an injec¬ 
tion of gr. J of morphine, which proved useful.— In a paper 
on elementary conceptions of tuberculosis Dr. A. K. Krause 
pleads for systematic supervision in after years of children 
who have successfully run the gauntlet of infection in 
infancy, but who, if left to themselves, will swell the ranks 
of the adult consumptives. 


Sttfo Jnfentions. 


A COMBINED GAS-OXYGEN, GAS-OXYGEN-ETHER 
AND WARMED-ETHER APPARATUS. 

The success obtained by Gwathmey by the administration 
of gas oxygen suggested the construction of this apparatus. 

It consists of an enamelled iron table, supporting at one end in a 
suitable casing a vertical 350 gal. cylinder of nitrous oxide (marked 
1 in figure) and a 30 ft. one of oxygen (2). On the table is fined a glass 
mixing chamber for the gases (5), with visible feed, an ether bottle (6) 
through which the gases can be directed at will, and a jacketed worm 
(8) for warming. If such is desired. To each cylinder a fine adjustment 
valve (3. 4) is attached. These regulate the flow of nitrous oxide and • 
oxygen respectively through the glass cylinder of water. The oxygen 
tube has three and the nitrous oxide five visible lateral holes; thus from 
the number of holes bubbling t he prop >rticn of the two gases can be 
seen. The gases pass either direct ly to the breathing bag (9), if desired 
through a worm (tap marked 13i immersed in hot water, for warming, 
or may be directed through a water-jacket ed bottle containing ether by 
means of tap (7). The table is of convenient height, so that the anesthetist 
can be seate 1 at the patient’s head, holding the face-piece (10) in one 
hand, and having the other hand free to regulate the control taps. 

The water and ether bottles are supported on a rubber cushion. The 
metal tops are attached in the same way as the lid of an acetylene 
generator, fly-nuts screwing down on studB fixed to the stand and 
passing through the cover, making by means of rubber and copper 
asbestos rings gas-tight joints. The transmitting pipes are also bold 
in rubber-cushioned attachments. Originally a thermos flask was 
employed for warming the gases, but as this did not. allow of a good 
sized coil a metal container was substituted (8). A tap is fitted (12), so 
that the water can be quickly run out when cool and fresh hot water 
anded. A screw-cap permits the addition of ether to the etherchamber. 

Wine-mouth glass bottles (80 oz. and 20 oz.), cut down with ground 
edges, are used for the mixing chamber and ether bottle. The metal 
tops are ca«t in 
brass and turned 
in the lathe to take 
the rubber and 





For description of 
numbering see text. 


copper asbestos washers 
respectively. These can 
be obtained from Messrs. 

Brown Bros., Limited. 

The taps are ordinary 
half-inch gas, and can 
be obtained from any 
plumber The fine ad¬ 
justment valves and gas 
cylinders were obtained 
fiom the British Oxy¬ 
gen Company, Limited. 

Messrs. Barth, of 
Poland street.W., can till 
the 30 ft. cylinder with 
nitrous oxiue. The table is made of ordinary angle iron. 

For warm and intratracheal ether a No. 2 Fletcher blow-pipe bellows 
is attached to the nitrous oxide pipe. If desired, a pressure gauge can 
be screwed to the ether chamber. Oxygen can be administered at the 
same time 

The technique is as follows:—A prelirainarj r narcotic of morphia 
1/12 gr. and atropine 1/100 gr. is given 20 to 30 minutes before. The 
valves are regulated so that four nitrous oxide holes and one oxygen 
hole are bubbling. The breathing bag is lightly filled with this mixture. 

A Bellamy Gardner mouth prop Is introduced and a well-fitting face- 
piece applied. The Colman gas valve(11) Is turned to valves and the bag 
kept in Kierately distended. After about 10 respirations re-breathing 
can be commenced, turning to valves at every 7 to 10 respirations. The 
proportion of nitrous oxide to oxygen is usually kept at 4 to 1, the 
colour of the patient being the guide for additional oxygen. Cyanosis 
should not be permitted. 

To deepen the anesthesia the ether taps can be opened ; this need be 
but for a few respirations. During the division of nerves or bone 
cutting it is advisable also to pass the gases through the ether. 
Re-breathing to a certain extent is good for the patient. Practically 
about one third of the volume of eacn respiration should be of freshly 
added gas mixture. With less there is a liability (in long cases anyway) 
to post-operation headache and nausea. 

The advantage of nitrons oxide and oxygen, with re¬ 
breathing and ether, when necessary, has been demonstrated 
by Gwathmey, Page, Flemming, and Boyle. For nerve 
resections, amputations of the breast, removal of sequestra, 
varicose veins, it seems ideal. Where perfect relaxation is 
needed, as in gall-bladder operations, orthopaedic wrenchings, 
appendicectomies, hysterectomies, it is not so suitable, 
though it can be given for this purpose. 

Charles T. W. Hirsch, M.R.C.S., L.K.C.P. Lond., 

Temporary Captain, R.A.M.C.; Anaesthetist, Military Ortho¬ 
paedic Hospital, Samaritan Hospital. &c. 
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Modern Views on Diabetes. 

Diabetes has long been known to be characterised 
by the excretion of glucose, and the usual treat¬ 
ment of the disease has been by the elimination of 
carbohydrate from the diet. Nevertheless, patients 
still excrete sugar, and we shall be excused 
if we enumerate, for the sake of clearness, the 
views which are generally accepted on this 
matter. The source of the sugar has been 
traced to protein. Protein consists of some 18 
amino-acids ; some of these, such as glycocoll, 
alanine, glutamic acid, are converted into glucose 
not only in experimental animals (depancreatised, 
phloridzinised), but also in diabetic patients. Others 
are not convertible into glucose. Another origin of 
carbohydrate is fat; such a transformation occurs 
in hibernating animals and has been found to 
take place in some diabetics; it is not of out¬ 
standing importance. The glucose excretion is 
not the only symptom of diabetes. In severer 
cases the acetone bodies, acetone, aceto-acetic acid 
and /3-oxybutyric acid, are produced and excreted. 
Acetone is a decomposition product of aceto-acetic 
acid and is not the primary product. Aceto-acetic 
acid and ^-oxybutyric acid are interconvertible in the 
body, but the main conversion in the body is that 
of aceto-acetic acid into /3-oxybutyric acid by the 
process of reduction. The liver is the organ which 
is mainly, if not entirely, concerned in this 
mechanism. Aceto-acetic acid is the primary 
product; /3-oxybutyric acid is the safeguard. The 
production of acid was formerly attributed to be 
the cause of diabetic coma, hence the treatment 
with sodium carbonate, which was not really effec¬ 
tive. Acidosis is not the cause of coma, but the 
toxic action of aceto-acetic acid. The term ketosis, 
as aceto-acetic acid is a ketonic acid, is suggested 
to distinguish this action from acidosis. The fat 
of the food has been proved to be the source of 
the aceto-acetic acid, but it may also arise from 
protein. Though aceto-acetic acid can theoretically 
be derived from carbohydrate, this source may be 
excluded. To sum up—the glycosuria arises from 
the carbohydrate and the protein of the diet, ketosis 
from the fat, and, to a small extent, from the protein. 
The diabetic may be described as an individual 
who utilises sugar too slowly; in the absence of 
carbohydrate more protein and fat are catabolised 
than normally and more aceto-acetic acid is pro¬ 
duced ; this acid is difficult to catabolise and is 
reduced to oxybutyric acid; the oxybutyric acid is 
excreted instead of being oxidised in the normal 
way. The work on which many of these categorical 
statements are based was done by Hurtley. 


Diabetes is therefore a general disorder of the 
metabolism; the patient cannot properly utilise 
carbohydrate, he produces carbohydrate from 
protein, and, further, he produces aceto-acetic 
acid from fat. It would follow that the rational 
treatment of diabetes is to curtail the amount of 
all kinds of foodstuffs to the lowest possible limit, 
so as to reduce the quantity of the excretory pro¬ 
ducts. This is the modern treatment of the disease 
as described by Dr. E. P. Poulton in the Goulstonian 
lectures. 1 It has met with a considerable amount 
of success. Fatal cases in Guy’s Hospital have been 
reduced from 23 per cent, in the ten years before 
1916 to 7'7 per cent, since 1916, owing to the 
adoption of treatment by fasting. Similar results 
have been recorded in other hospitals. By the 
fasting treatment carbohydrate disappears from 
the urine, and there is less aceto-acetic acid. By 
careful addition of carbohydrate to the diet it 
is possible easily to determine the carbohydrate 
tolerance of the patient. He may be able to 
assimilate, say, 50 g. of carbohydrate, but not 
100 g.; as soon as this is determined he is given 
the right amount in his diet. Similarly, the 
protein and the fat are adjusted. On these small 
diets the patient does not receive the caloric 
value of food which is considered necessary to 
maintain life. By careful treatment he may be 
made to take from 1500 to 2000 calories, the 
lowest limit for the normal individual. A con¬ 
siderably reduced amount of food has been shown 
to be capable of maintaining life without loss of 
efficiency. 

Success has thus followed the application of the 
results of biochemical research, but the research 
on diabetes is not yet finished. It has depended on 
the chemistry of the proteins and the fats. Proteins 
have always been regarded as a source of both 
good and evil to mankind. The diabetic produces 
sugar from protein; yeast produces fusel oil; 
bacteria produce toxins. Proteins are indis¬ 
pensable for nutrition; there is no life without 
the amino-acid tryptophane; growth is dependent 
upon lysine; arginine and histidine are also 
essential to life, and they may be precursors of 
uric acid. In considering the protein moiety of the 
diet its quality is the most important factor. No 
two proteins are alike in their composition, just 
as outwardly eggs are not like meat; they are 
wrongly reckoned as alternatives in judging food. 
values. Obscure points in other diseases have 
been cleared up by a knowledge of proteins, espe¬ 
cially diseases of deranged metabolism. The bio¬ 
chemistry of fats, which is now in its beginning, 
is sure to throw more light upon normal metabolism 
and upon disease. The actual stages of oxidation 
of fat in the body are unknown, though much 
experimental work has been done. Minute bio¬ 
chemical research in the future will clear up this 
ignorance and abolish the numerous useless and 
unnecessary theories which impede progress rather 
than advance knowledge, since they simulate and 
are mistaken for facts. 

1 See Thk Lancet, June 22nd and 29th, 1918, pp. 863 and 896 respec¬ 
tively, and the opening columns of the present Issue. 
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The Medical Treatment of 
Elementary School Children. 

The Committee stage of Mr. Herbert Fisher’s 
Education Bill was completed in the House of 
Commons on Wednesday, July 3rd. The Bill is in 
effect as much a Health Bill as an Education Bill, 
and when passed into law will very largely extend 
the health functions of the local education autho¬ 
rities. Some little time ago attention was drawn 
in these columns to the unfortunate omission in 
recent legislative enactments to provide for thq care 
of crippled children, and the view was expressed 
that the urgency for provision for such children 
need only be brought to the notice of Mr. Fisher 
in order to secure the insertion in the Bill of a 
clause relating to them. It is gratifying to note 
that a new clause extending the provisions of the 
Education (Defective and Epileptic Children) Act, 
1914, so as to apply to physically defective and to 
epileptic children was moved by Major Hills and 
readily accepted by Mr. Herbert Lewis on behalf 
of Mr. Fisher. 

An important discussion also took place upon the 
medical treatment of school children. The Educa¬ 
tion (Administrative Provisions) Act, 1907, placed 
upon all local education authorities the duty of 
providing for the medical inspection of children 
in the elementary schools, but, while empowering 
the authorities to provide medical treatment for 
those children needing it, imposed upon them no 
obligations in the latter respect. Mr. Rowntree 
proposed to include in the present Bill a clause 
making it obligatory upon the local authorities to 
provide treatment. Mr. Fisher, however, was in 
the first place indisposed to accept the new clause 
on the ground that the Board felt that they should 
leave the progress and development of medical 
treatment to voluntary action. He claimed that 
the progress already made justified that attitude. 
In support he quoted figures which showed that 
while in 1908 there were 55 local education 
authorities making arrangements for medical 
treatment, the number doing so in 1916 had risen 
to 216. A further consideration affecting the 
attitude of the Board was the difficulty of defining 
the particular ailments to be treated. Con¬ 
siderable pressure was in the course of the 
debate exercised upon the President of the Board 
to alter his decision, and eventually he undertook, 
in view of the large body of opinion in favour of 
Mr. Rowntree’s clause, to review the position and 
see whether he could bring forward on the report 
stage proposals which were watertight and adminis¬ 
tratively possible. As Mr. Fisher suggested, the 
exact definition of the limits within which the 
local education authorities must provide treatment 
will be no easy task. The remedial activities 
hitherto voluntarily undertaken to any extent have 
included refraction work, dental treatment, X ray 
treatment of ringworm, operations on tonsils and 
adenoids, and nursing treatment of the somewhat 
indefinite class of complaints which have been 
termed “ minor ailments.” Not all authorities 
undertaking treatment, of course, have covered 
the whole ground; there are, for instance, only 


35 which provide operative treatment for tonsils 
and adenoids. Dental treatment, owing to the 
quite inadequate facilities which at present every¬ 
where exist, will no doubt first claim the attention 
of the Board. Refraction work, owing to the im¬ 
portance of visual defect as an educational bar, will 
probably present no difficulty, as the Board have 
already indicated that refraction is to be looked 
upon as an extension of medical inspection 
rather than as treatment. Operations for tonsils 
and adenoids and X ray treatment for ringworm, 
however, will not be easy to decide upon. 

The difficult question here arises as to parental 
responsibility. If the education authority must 
provide, must the parents also submit ? The 
public treatment of minor ailments presents its 
own special difficulties owing to the possibility of 
encroachment upon the domain of private practice 
—a very important consideration and one which 
has already made itself heard in the discussions on 
the Bill in connexion with the extension to adoles¬ 
cents of the provisions for remedial care already 
enjoyed by the elementary school children. It 
will be seen, therefore, that the whole problem 
teems with difficulties, and Mr. Fisher’s hesitation 
in regard to it is readily understood. The results of 
his promised survey of the question will be awaited 
with some interest. 


A National Scheme of Industrial 
Medical Research. 

Sight should not be lost of a sentence in the 
final report (Cd. 9065. Price 2s.) on Industrial 
Health and Efficiency of the Health of Munition 
Workers Committee over which Sir George 
Newman presides. In the Committee’s view, the 
sentence runs, it is necessary to make arrange¬ 
ments without delay for a national scheme of in¬ 
dustrial medical research, and to accord fuller 
recognition to the importance of industrial hygiene. 
It is now more than a century since the Health 
and Morals of Apprentices Act was passed, and the 
Committee disclaim the suggestion that the ideas 
embodied in their report are new and untried or 
in any way their own invention. A great national 
emergency gave them an opportunity of applying in 
a thorough way to munition work the knowledge of 
industrial hygiene of a century and of thus entering 
into other men’s labours. But the report goes on 
to say that while the Committee fully recog¬ 
nise the debt owing to the great hygienic 
workers of the nineteenth century it remains true 
that up to 1914 little attention had been paid by 
employers and others responsible for industrv to 
the steadily accumulating evidence of the influence 
of occupation upon health, and little effort had 
been made scientifically to investigate its causes. 
This neglect must now cease. The munition 
worker is a type of all workers, and the principles 
of the Committee’s report concern all forms of 
industrial labour. There is imperative need for a 
firmer and more comprehensive grasp of the whole 
problem of health and physique in relation to 
industry. And to this grasp a national scheme 
of industrial medical research, combining all such 
powers as those granted in the Silicosis Bill just 
passed by the House of Commons, is an essential 
preliminary. 
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^nnataiians 

“ Ne quid nlmls.” 


THE PREVAILING PANDEMIC. 

The clinical features of the infectious febrile 
complaint which has invaded this country are 
sufficiently well known, and the following brief 
accounts by our Paris and Belfast correspondents 
suggest that they are dealing with the same 
malady. 

Paris .— A widespread epidemic of grippe in a mild form is 
at present invading Paris and a large part of France. It is 
probably an extension of the epidemic which has recently 
attacked the whole population of Spain, from the highest to 
the lowest. The cases are very numerous, but none so far 
of a grave nature. Complaint is made of headache, pain in 
the back, naso-pbaryngeal catarrh which is persistent but 
rarely invades the lower respiratory tract. The temperature 
is moderately raised, dropping at the end of two days. The 
resulting indisposition, which seems to be spreading to the 
troops at the front, fortunately lasts at most a few days. 

Belfast .—An extremely widespread epidemic of what is 
called "influenza” is prevalent in Belfast and surrounding 
districts. The number of deaths in Belfast for the week 
ending June 29th was 341, and of these 92 were from 
“pneumonia** and 75 from “other diseases of the respiratory 
system.” It began apparently in the military barracks at 
first, but soon spread to munition works, mills, etc., and 
thence all over the city and surrounding areas. The sym¬ 
ptoms are mainly high temperature with a sudden onset, 
congested eyes, sore-throat, and headache, with muscular 
pains, and in uncomplicated cases the duration of the fever 
is about three days. Occasionally there are sickness and 
bronchial catarrh, but pneumonia is not common. It 
resembles influenza in its sudden onset and its widespread 
epidemic character, but differs from former visitations of 
that disease in comparative absence of chest complications 
and post-febrile depression. The locus of the disease seems 
to lie in the throat, at the junction of pharynx and larynx. 
Bacteriological examination so far has shown the presence 
of diplococci, streptococci, and pneumococci, but no specific 
organism. It is being recommended to close the primary 
schools—a measure as little likely to be effective as shutting 
down the banks, mills, munition works, and cinemas. The 
epidemic seems very' like the Spanish one recently reported. 

The paper by Captain T. R. Little, Captain C. J. 
Garofalo, and Captain P. A. Williams, of the 
Canadian Army Medical Corps, which appears in 
another part of our present issue, is the first 
serious contribution which we have seen to the 
bacteriological study of the pandemic. These 
authors deal with about 1000 cases occurring in 
several camps served by their mobile laboratory. 
After setting out three points in which the clinical 
symptoms differed from those generally ascribed to 
Pfeiffer’s bacillus, the statement is made that in all 
the cases studied one organism predominated in 
direct smears taken from naso pharynx, throat, 
and sputum. This was a small Gram-positive diplo- 
coccus, flattened on its opposing surfaces. It was 
found to grow freely on legumin serum-agar plates, 
forming small transparent granular colonies closely 
resembling those of streptococcus. No colonies of 
B. influenza were discovered. The authors are 
now working to establish Koch’s third postulate in 
relation to the organism. It is noteworthy that Dr. 
A. MacLean, who contributes to this present issue 
a memorandum on an outbreak of an acute febrile 
disease in certain Glasgow factories, has also found 
a diplococcus, in this case Gram-negative, in asso¬ 
ciation with it. The disease, of which he dealt with 
436 cases, was of a very mild type, characterised by 
sudden onset with severe headache and prostration, 
followed by rapid recovery in 2-4 days. No death 
was recorded, but a similar outbreak was brought 
to his notice in the county of Lanark, in which 
8 deaths occurred in 280 cases. Acting under Dr. 
K. K. Chalmers, medical officer of health for 
Glasgow, Dr. MacLean is studying further the bac¬ 


teriology of the outbreak. We commend both these 
series of investigations to the attention of bacterio¬ 
logists in general. The loose application of the term 
“ influenza ” to a febrile infection in which Pfeiffer s 
bacillus cannot be demonstrated is, to say the least, 
unfortunate and we have always deprecated its use, 
suggesting as an alternative the term “ catarrhal 
fever.” 1 Mild though the present form of the 
malady is in a vast majority of cases, its death-rate 
has not been insignificant, and its epidemiology is 
a matter of very pressing importance. 


ECGONINE AND ITS DERIVATIVES. 

The Home Secretary has given notice that the 
definition of “ cocaine ” in Defence of the Realm 
Regulation 40 B (which regulates dealings in cocaine 
and opium) and in the Proclamation prohibiting the 
importation of cocaine has been further amended so 
as to include eegonine, its salts and derivatives. The 
definition now reads as follows:— 

“ Cocaine includes eegonine and any substance, whether 
preparation, admixture, extract or otherwise, containing 
01 per cent, (one part in a thousand) or more of cocaine or 
eegonine or of any salt or derivative thereof.” 

Eegonine is the parent of cocaine, which is 
benzoyl-ecgonine methyl ester. There are many 
other derivatives of eegonine in the leaves of 
Erythroxijlon coca , from all of which eegonine can 
be separated. Cocaine is obtained economically 
from eegonine by a synthetic process, using methyl 
alcohol and benzoyl chloride. Eegonine is the 
essential pharmacological group of the alkaloid. 


THE DEVELOPMENT OF THE MEDICAL PRO¬ 
FESSION : THE CAVENDISH LECTURE. 

Major-General Sir Bertrand Dawson, in delivering 
the Cavendish lecture this year before the West 
London Medico-Chirurgical Society, found that the 
subject which he had selected could not be intelli¬ 
gibly expounded within the compass of one lecture, 
with the result that on Thursday evening he con¬ 
tinued at the Royal Society of Medicine his Utopian 
picture of the future of the medical profession in this 
country. At the West London Hospital, where he 
had a large audience, he made the following point 
in an incontrovertible manner—that the growth 
of knowledge had rendered medical effort, whether 
for treatment or prevention, a combination of 
energies. No man any longer can pretend to have 
particular equipment or special knowledge b»y which 
he can do the best possible for all patients in all 
circumstances. There must in every case be some 
point where the special knowledge not possessed by 
any particular doctor might have been useful, and 
we shall all endorse Sir Bertrand Dawson’s plea 
for the development of ‘ team-work ” in medical 
practice. The need for adequate medical service 
has outstepped its provision not only for the 
masses but for the well-to-do, added Sir Bertrand 
Dawson, who prophesied that the* unsuitability of 
the home for the treatment of the sick would soon 
become generally recognised when larger institu¬ 
tional organisation would follow as a sequel. Recon¬ 
struction of medical practice on these principles, 
with the general practitioner the central pillar of 
erection, implies that the general practitioner must 
have opportunities for observation, advanced 
education, and prosecution of research which 
he is now totally without, but, as the Cavendish 
lecturer acutely pointed out, he requires, if he is to 
get any advantage out of such improvement in his 
professional life, adequate repose and adequate 

* The Lancet, 1910, il, 1289. 
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remuneration. The medical service which Sir 
Bertrand Dawson outlined would have the local 
hospitals and clinics as their centre, and the staff 
of the central hospital would provide the con¬ 
sultants and specialists for the local hospitals, and 
would be a whole-time or part-time service accord¬ 
ing to the nature of the work. He dwelt upon the 
complications of working such an organisation 
alongside of the National Insurance Act, whose 
administration of medical benefits is directed 
towards the treatment of disease rather than its 
prevention. In the sequel, a second part of the 
Cavendish lecture delivered on Thursday night, the 
lecturer supplied the arguments to show that the 
officiate of the Ministry of Health should be in its 
essential characters medical, and the profession at 
a critical time in its career will be grateful to him 
for an outspoken pronouncement. 


ANTINEURITIC AND ANTISCORBUTIC FACTORS 
IN FOOD. 

Two interesting papers on the obscure but 
important constituents of foods known respec¬ 
tively as antineuritic and antiscorbutic substances 
appear in the June number of the Bio-Chemical 
Journal. The first is by Mr. J. C. Drummond, 
which embodies a study of the water-soluble acces¬ 
sory growth-promoting substance and its influence 
upon the nutrition and nitrogen metabolism of the 
rat. In this research, carried out in the Cancer 
Hospital Research Institute, London, the author 
found that the only apparent deviation from normal 
health in rats fed upon an artificial diet deficient 
in the water-soluble accessory substance was the 
appearance of creatinuria accompanied by a slow 
wasting of the skeletal muscles. The food con¬ 
sumption of rats fed upon the deficient diet is low, 
being probably reduced to that amount sufficient to 
supply the calorific requirements of maintenance. 
An increased food consumption is brought .about 
by the addition of flavouring agents such as meat 
extract to the diet, but it is interesting to add that 
unless this agent contains the water-soluble sub¬ 
stance no growth results. This observation seems 
to supply a criterion as to the value of meat 
extracts in the dietary, and those deficient in the 
accessory substance might have to be ruled out 
as possessing any dietetic value. The addition to 
the inadequate diet of water-soluble substance 
causes a greatly increased food intake, imme¬ 
diately followed by growth, the amount of 
growth being, within certain limits, proportional to 
the amount of accessory substance added provided 
that the diet is adequate in other respects. The 
experiments bear evidence that the length of time 
an animal is able to maintain itself upon a diet 
deficient in the water-soluble substance without 
suffering a serious loss of body-weight is directly 
proportional to the age at which the restriction is 
imposed. During the research it was found that 
actively growing animal tissues (embryos, tumours) 
do not contain appreciable amounts of the “ water- 
soluble B” and pituitary gland, thyroid, thymus, 
testicle, and ovarian tissues showed a deficiency in 
this substance. The results are of interest, although 
the cause of the fatal decline which inevitably 
follows a deficiency of the water-soluble substance 
has not been determined. It may be noted, however, 
that symptoms of nerve disorder preceded death in 
three cases. In the second paper Arthur Harden 
and Sylvester S. Zilva deal with the differential 
behaviour of the antineuritic and antiscorbutic 
factors towards adsorbents. This research was 
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undertaken in the Biochemical Department of the 
Lister Institute. The authors have confirmed the 
fact that fuller's earth absorbs almost quanti¬ 
tatively the antineuritic factor out of autolysed 
yeast. Dialysed iron does the same thing, but 
neither fuller’s earth nor dialysed iron affects 
appreciably the antiscorbutic potency of orange 
juice, so that in a fluid containing autolysed yeast 
and orange juice the antineuritic factor is removed, 
while the antiscorbutic activity remains unim¬ 
paired. These observations are of interest in 
showing that there is nothing in common, apparently, 
between these antineuritic and antiscorbutic sub¬ 
stances respectively so far as regards their behaviour 
with adsorbents. It is early yet to lay down what 
physiological significance these observations possess. 


INCIDENCE OF INFECTIOUS DISEASE IN 1917. 

Sir Arthur Newsholme’s report to the Local 
Government Board on the local incidence of 
notifiable infectious disease has recently been 
published, the present being the seventh of the 
series. 

Notifications in England and Wales during 1917.-- Only 7 
cases of small-pox were reported in the year, the average 
number in the preceding six years being 139. Typhus fever 
was reported in 4 cases only, against an average of 30. Of 
scarlet fever 48,817 cases were notified, or fewer by 26,905 
than in the preceding year. Of diphtheria 43,315 cases, or 
8392 fewer; of enteric fever 4601 cases, or 963 fewer ; and of 
uerperal fever 1345 cases, or 651 fewer. The only diseases 
nown to have shown increased prevalence in 1917 were 
cerebrospinal fever and pulmonary tuberculosis, the 
reported cases of the former having increased to 1465, against 
an average of 1123 in the previous four years, and the cases 
of the latter having numbered 73,654, or more by 1175 than 
those notified in 1916. But this number includes duplicate 
notifications. The cases of measles notified under the Order 
of 1915, by medical men or by persons in charge of patients, 
exceeded half a million, but in this total German measles is 
included. In addition to the foregoing there were notified 
in England and Wales 13,325 cases of erysipelas, 357 of polio¬ 
myelitis, 8 of plague, and 6716 of ophthalmia neonatorum. 

Seasonal incidence. —With respect to the seasonal incidence 
of scarlet fever, diphtheria, enteric fever, cerebro-spinal 
fever, poliomyelitis, and measles particulars are given in a 
table—the actual average weekly attacks being shown at the 
foot of each column.* The proportion of the notifications to 
this average is given for each week, any special seasonal 
excess of 30 per cent, being indicated by heavy type. 

Cases of sickness among sailors and soldiers. —Under a recent 
Act local medical officers of health now receive notification 
of all cases of infectious disease arising in barracks, camps, 
<fec., in the occupation of H.M. Forces. The number thus 
reported in 1917 include 1244 of scarlet fever, 1296 of 
diphtheria, 177 of enteric fever, 442 of erysipelas, 2 of small¬ 
pox, 1023 of cerebro-spinal fever, 2210 of pulmonary tuber¬ 
culosis, and 122 of other forms of tuberculosis. 

In proportion as it becomes possible to compare 
the behaviour of infection in a longer series of years 
the value of these reports will obviously increase. 


THE TREATMENT OF SCIATICA BY LUMBAR 
AN/ESTHESIA. 

The strenuous life of troops in the trenches and 
the exceptional climatic conditions of damp and 
cold have been productive of a large number of 
severe and refractory cases of sciatica and allied 
conditions in the military hospitals in Italy. In 
addition to these rheumatic cases there have been 
many others due to the direct action—contusion or 
wound of the nerve, or indirect action—neuritis 
following septic wounds, of projectiles. A large 
number of such cases have come under the notice 
of Dr. Claudio Mancini 1 at the military hospital at 
Spezia, who has obtained very encouraging results 
from treatment by lumbar anaesthesia, which may 
be summarised as follows. 

1 La Rlforma Medica, Juno 1st, 1918. 
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Attempts have been made in the past to act directly on 
the sciatic nerve by injecting its trunk with anesthetic 
solutions, thus Lange practised perineural infiltration with 
physiological solution, with the addition of tropococaine 
and stovaine at a temperature of 37 c -38°C. .Jaboulay 
proposed the injection of anesthetic solution into the 
retro-rectal space in front of the coccyx with the idea 
of acting on the sacral sympathetic, and Cathelin and 
Sicard with the same intention made the injection into the 
epidural space. This latter method, however, is not easy 
of execution in fat subjects, and its action is uncertain and 
limited. Dr. Mancini’s method proposes to obviate these 
inconveniences and carry the anaesthetic into contact with 
the roots of the injured nerves and their medullary con¬ 
nexions by lumbar puncture. For some years he used the 
ordinary mixture of novocaine and stovaine, but he now uses 
the former alone in doses of 12-15 eg. in a 5 per cent, 
solution. The injection is made in the third or fourth inter¬ 
vertebral lumbar space, and the duration of the anaesthesia 
varies from three-quarters of an hour to two hours. Note 
that novocaine undergoes changes by prolonged boiling or in 
old solutions, so that it is preferable to prepare the solution 
at the moment of use by dissolving the requisite quantity of 
novocaine in distilled water, previously sterilised and cooled, 
in a sterile test-tube, bringing it to the boil two or three 
times and rapidly cooling under a tap. 

In traumatic cases which are susceptible to the 
anaesthetic action there must necessarily be an 
absence of anatomical lesions, such as cicatrices, 
adhesions, and compression. A prominent fact, 
however, was that in cases where spastic paralysis 
existed only to a small extent a permanent dis¬ 
appearance of pain and spasm followed the treat¬ 
ment. On the other hand, where the pain was merely 
symptomatic, as in incipient tabes, tuberculous 
coxitis, or Pott’s disease, lumbar anaesthesia failed 

entirely. - 

THE PRIMARY CAUSE OF SHOCK. 

In an article published under this title in the 
Medical Record for June 2nd Dr. Fenton B. 
Turck has summarised his extensive observa¬ 
tions on surgical shock, and has put forward a 
novel theory as to its causation. The starting 
point of the author’s theory is his belief that 
injured tissue at once begins to undergo self- 
digestion, leading to the production of toxic 
albumins which when absorbed are deadly poisons. 
He finds that the stomach, intestines, and liver are 
the organs most severely affected by these “ shock 
poisons,” and that the nervous system is not 
primarily involved in shock. The possibility of 
producing immunity against shock forms a natural 
development of this conception, and the author 
holds that a high degree of immunity can be induced 
by injecting into an animal repeated and increasing 
doses of the homologous autolysed tissue. In the 
course of his experimental study of shock, Dr. 
Turck found that the intravenous injection of 
peptones brought about a condition of shock similar 
to that following on severe wounds or mechanical 
injury to the tissues; the same condition was 
produced by the injection of autolysed muscular 
tissue. In one series of experiments Dr. Turck 
shut off a limb by elastic ligatures from the 
general circulation and then mechanically injured 
tlie muscles peripheral to the ligature, thereby 
“ liberating and disintegrating cells ” and per¬ 
mitting autolysis to occur. After a variable interval 
the elastic ligature was removed and the free 
autolysed cells and their products were allowed 
to enter the general circulation; this procedure 
promptly caused severe symptoms of shock. Shock 
also occurred if the autolysed muscle tissue was 
transplanted into another animal or if the extract 
of such tissue was injected into another animal. 
Dr. Turck’s work on the possibility of producing in 
man immunity against wound shock is still in 
progress, and obviously many difficulties have to 
be got over before the conclusions are accepted. 


TECHNICAL RE-EDUCATION IN ITALY . 1 
By Professor Ettore Levi (Florence), 

MEMBER OF THE EXECUTIVE COMMITTEE OF THE ITALIAR RATIONAL 
COMMISSION FOR THE ASSISTARCE ARD PROTEOTIOR OF THE 
DISABLED. 


A law for the protection and assistance of men disabled 
in the war was adopted by the Italian Parliament in 
March, 1917, and upon it is based the whole complex work of 
the after-care and social assistance of the disabled man, 
whether incapacitated by wounds or illness. 

The execution of this great undertaking was entrusted to a 
new organisation, known as the National Commission for the 
Protection and Assistance of the Disabled, composed of 
Members of Parliament, administrators, specialists, and 
disabled soldiers themselves, presided over by Professor 
Durante, Senator. 

Organisation of Treatment. 

The amalgamation of existing civil and military organisa¬ 
tions was brought about of necessity, by the experience of 
the first year of war. For this experience showed that 
re-education, as a general measure, was doomed to failure 
if it were not preceded by adequate moral and physical 
preparation of the disabled man from the initial stages of 
his incapacity, and followed by a wise and kindly super¬ 
vision during the critical period of his return to normal 
surroundings. Ideally, this pre-re-education —that is to 
say, the moral preparation of the patient—should be 
initiated at the very moment when he first realises that he 
will remain hampered for life by his physical disabilities. 

In order to realise such an ideal we have attempted in 
Italy to concentrate without delay all the seriously disabled 
in two surgical first receiving centres, where they may live 
in an atmosphere favourable to their preparation for an 
active future. For this reason every patient, from whatever 
sector of our extended front he may come, is immediately 
conveyed to Mantua for the Northern front and Bari for the 
Eastern front, where he is ensured efficient treatment and 
intelligent moral preparation. 

In order to carry out such preparation from the start—in 
field hospitals and hospital trains—the National Commission 
undertook the distribution of a pamphlet designed to 
popularise the law relating to the disabled, explaining to 
the patient and to all who may attend him—doctors, nurses, 
chaplains, and so on—what are the rights to which he is 
entitled and all that these imply: medical and surgical 
attendance, free provision of artificial limbs, maintenance 
for six months in a school of re-education, the laws relating 
to pensions and legal medical attendance, social relief and 
the securing of employment. This pamphlet has served the 
purpose of explaining to many discharged disabled soldiers 
the rights and privileges which were not at first made 
adequately clear to them. 

From the first receiving hospitals in Mantua and Bari, the 
patients are distributed among the first-grade concentration 
hospitals of Turin, Milan, Genoa, Bologna, Florence, Rome, 
and Naples, and thus brought without delay into the neigh¬ 
bourhood of their families and of their normal environment. 
Surgical treatment is completed under healthy and agreeable 
surroundings, and the moral preparation, already initiated, 
carried on by the personnel of the local School of Re-educa¬ 
tion. As soon as the patient is able to sit up in bed he is 
encouraged to attempt light occupations, such as bead-work, 
cardboard-work, and toy-making. Thus his passive mentality 
is transformed into an active mentality, and he begins to 
feel the hope of a renewed possibility of work and to 
appreciate its necessity. 

When his wounds are nearly healed he passes to the 
local concentration hospital of the second grade, where his 
physical and orthopaedic treatment is completed. Mutilated 
limbs are adapted to artificial members, and crippled limbs 
are functionally restored as far as possible. The patient is 
no longer confined to bed and is encouraged to attend the 
existing schools. Here the illiterates, unfortunately 
numerous in Italy, are taught to read and write ; or, having 
already mastered the rudiments of education, they may 
bring their knowledge to some degree of perfection. Small 
workshops are provided for the light manual work suitable 

i Abstract of a Paper read at the Inter-Allied Conference on the 
After-care of Disabled Men. 
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to the great mass of disabled men who come from 
agricultural districts; these deal with wicker-work and 
basketry, coopering, clog-making, and the like. By these 
means even patients who refuse to spend six months in the 
schools of re-education are enabled to return to their homes 
with some notion of exercising their normal occupations. 
During this period they are furnished with temporary 
artificial limbs. 

Schools of lie-education. 


tribution of these institutions is, however, unfortunate, 
being numerous in the north and scarce in the south. To 
obviate this grave inconvenience the National Commission 
is undertaking, at its own expense, to found a large 
institution at Bari, and another in Sardinia, and is 
intending also greatly to extend the already existing 
institution at Naples. 

Other Details of the Scheme. 


Then follows the third and last period of treatment. The 
physical treatment of the patient completed, after a month’s 
leave he passes on to the School of Re-education already 
existing in each one of the above-mentioned cities. 
Re-education is, unfortunately, not compulsory in Italy, 
but the law makes it compulsory for every indigent patient 
to stay at least 15 days in the schools of re-education. He 
is, accordingly, made to realise the possibilities open to him 
and does not risk refusing such benefits owing to an 
incomplete appreciation of them. The return of those who 
repent of their refusal is thus made easy. Only in the 
School of Re-education itself do the disabled men receive 
their permanent artificial limbs. These are supplied by the 
special laboratory attached to each school under the direction 
of an orthopaedic surgeon. Many schools also furnish 
gratuitously the necessary implements for the exercise of 
the trades and handicrafts taught there. This system has 
the object of centralising and retaining every patient for 
the longest possible time in the schools of re-education. 

These schools were established in Italy through local 
initiative, and for this reason neither their administration 
nor their programmes have been perfected or coordinated. 
They are now, however, under the control of the National 
Commission, which will reinforce and organise them 
according to a general and uniform design, as follows : — 

1. The great mass of disabled agricultural workers will be 
given some elementary scholastic knowledge. 

2. They will be taught at least one of the easier trades 
which may be followed in any part of the country, and are 
known therefore as subsidiary to agriculture. 

3. The more informed and intelligent agricultural labourer 
will receive instead a general and technical instruction 
which shall advance him according to his former occupa¬ 
tion, teaching him the more highly specialised methods of 
agriculture and of stock-breeding. Such a programme will 
tend to check the artificial movement toward the cities and 
the pernicious pursuit of Government employment. 

4. Disabled men who prefer non-agricultural work will 
find in the same centres of re-education both primary and 
secondary schools and workshops where they mav be trained 
in the trade most adapted to their education, with special 
reference to local industries. 

We in Italy are convinced that the resident system is 
greatly superior to the non-resident, and we have, therefore, 
put the former into more extensive practice, yet without 
such rigid enforcement as to prevent men availing them¬ 
selves of every practical local training scheme carried out 
upon a different basis. We are equally convinced that the 
larger institutions present material advantages over the 
smaller. Up to the present time, however, the smaller 
institutions have perforce been more prevalent with us, since, 
during the early days of private initiative in Italy the 
local bodies, though zealous, were little controlled and 
lacking in means. The National Commission, now reviewing 
the entire situation with impartial judgment, intends to give 
the maximum of assistance to the more flourishing institu¬ 
tions, and inexorably to condemn the weaker and less 
successful. The work of supervision and control is carried 
out by continuous inspections, entrusted to committees 
chosen from among the members of the National Commission, 
and composed for the most part of a specialist in re-education,’ 
an administrator, and a disabled officer or soldier. 

In this regard it is worthy of note that there exists in Italy 
a flourishing Association of Disabled Soldiers, numbering 
already some 20,000 members, and acting in strict accord 
with the military authorities and with the National Com¬ 
mission. Representatives of this society are members of the 
Council of the National Commission and of every local 
committee. They have also the right to control the methods 
of re-education prevailing in the various centres. The 
National Commission exercises its complex work of control 
through the medium of the local committees, which during 
the first period of the war spontaneously undertook the 
establishment of schools of re-education. The local dis¬ 


The National Commission is actively engaged in the 
preparation of a new and complete census of the disabled 
men who have already returned to their homes. The Com¬ 
mission will thus be enabled to supply, with the least possible 
delay, what has been lacking in the past. For only by 
means of an exact report of the physical, re-educative, and 
social circumstances of each individual is it possible to bring 
under fresh supervision those disabled men whose condition 
is still capable of improvement, to complete and perfect the 
application of artificial limbs, to attract to the schools of 
re-education those who have not already profited by them, 
and to secure employment for those who have or have not 
been re-educated. 

The Commission is also organising a Special Committee for 
the Study of Prosthesis, endowed with ample powers and an 
extended programme. This committee will study, both from 
a practical and scientific standpoint, the subject of artificial 
limbs in general, and of those adapted for industrial purposes 
in particular. 

For the treatment and re-education of the blind the same 
general scheme will serve. From Mantua and Bari they are 
rapidly centralised in the ophthalmic first concentration 
hospitals of Milan. Rome, Florence, Naples, and Catania. 
The same general plan is followed for the permanently deaf- 
mute, who will be taught lip-reading in special institutes. 

The disabled of every grade receive free maintenance in 
the schools of re-education for a period of six months, which 
may be extended in the case of those who show themselves 
deserving. The financial requirements of the National Com¬ 
mission are determined year by year by the Ministry of the 
Interior, acting in collaboration with the Council of the 
National Commission. The finances of the schools of 
re-education, previously supported by private funds, will 
be taken over by the Commission, as is necessary or desirable. 
The Commission undertakes also to administer gifts or 
legacies made to the disabled. 

Lastly, the National Commission has also the task of 
extending its protection and assistance to all service men 
incapacitated through illness. This is a work of immense 
proportions and of essentially medical character, which, 
however, must not be separated from re-education. For no 
patient, until he be restored to favourable physical con¬ 
dition, is capable either of re-education or of social useful¬ 
ness. Special study is being given by the Commission 
to the grave problem of the tuberculous cases, with the close 
cooperation of the military and civil sanitary authorities. 
It is intended that tuberculous patients shall be taught, 
in special tuberculosis sanatoria, that regime of life 
which they must follow if they hope to be cured. While 
actively forwarding such antitubercular pre-education the 
Commission expects to have among such patients a steadily 
increasing percentage who may become candidates for a 
future technical re-education, under a special supervision 
which must never lose sight of the pathological origin of 
their disability. 

The financial and industrial future of all disabled men in 
Italy is facilitated by the fact that the foresight of the law 
has undertaken to insure them against industrial accidents, 
and will also advance to them, with the guarantee of their 
]tensions, sufficient loans to make possible the building of 
farmhouses or the purchase of cultivable lands. The con¬ 
cession of such benefits is under the strict control of the 
National Commission, which will, however, give it the 
widest possible application, so that in time a large propor¬ 
tion of our disabled agricultural workers will become 
proprietors of small farms which they may cultivate by 
their own labour. 

Those who desire fuller information upon the subjects 
treated in the foregoing report may refer either personally 
to Professor Ettore Levi, Piazza Savonarola 11, Florence, 
Italy; or to Opera Nazionale per la Protezione ed Assistenza 
degli Invalida di Guerra, Palazzo Taverna, Via Monte 
Giordano, Rome, Italy. 
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DRIED MILK FOR INFANTS. 


The Local Government Board has issued for wide circu¬ 
lation the following resume 1 of Dr. F. J. H. Coutts’s report 
on Dried Milks, with Special Reference to their Use in Infant 
Feeding. The conclusions of the report are based on an 
average of 26 samples of full cream dried milk examined at 
the Government Laboratory, and the report refers in several 
places to the previous food reports. No. 15 and No. 20, 
dealing respectively with condensed milks and proprietary 
foods for infant feeding. 

Dried milk or milk powder is a substauce prepared from 
cows 1 milk by the abstraction of almost the whole of the 
water so as to leave practically nothing but the solids of the 
milk. The product may contain varying amounts of milk 
fat, according as it is made from full cream milk or from 
milk partially or completely skimmed. Dried milk made 
from full cream milk contains 26*62 per cent, of fat, 24*46 per 
cent, of protein, 36*98 per cent, of milk sugar, 6*12 per cent, 
of mineral matter, and 4*32 per cent, of water. 

There are several processes for preparing dried milk, but 
two methods are most commonly emplpyed: (a) by passing 
liquid milk over metal cylinders heated internally by steam 
or hot water; and (b) by spraying milk, after partial con¬ 
densation, into heated air. The chief object is to obtain milk 
in a solid condition with as little change as possible in the 
milk constituents. , . , . . , . 

Dried milk is a light yellowish-white powder which, when 
carefully prepared from good fresh milk, keeps for several 
weeks or months if it is kept dry. On mixing with warm 
water in the proportion of 1 part by weight of the dry 
powder to 7 parts by weight of water (approximately one 
large tcaspoonful of the dried milk to two tablespoonfuls of 
water) a ficiuid is obtained corresponding in composition to 
ordinary milk, but usually having a slight boiled taste and a 
tendency for a little solid matter to settle and for fat to rise 

*°Dried mil k as put on sale in this country comes usually under 
one of four classes : (1) Full cream ; (21 three-quarter cream; 

, 5) half cream ; and (4) skimmed. Full cream dried milk for 
baby feeding is sometimes sold merely under this description, 
but certain firms supply it under special names or brands. 

It is most important to emphasise that babies should , wherever 
possible, be fed solely on their mother s’ milk. 

If this is impossible it is best to feed partly on the breast 
and partly on the bottle. No other food can really replace 
breast milk. If, however, an infant must be hand-fed, cows’ 
milk in some form or other is the most satisfactory 
substitute usually available. . 

Dried milk for feeding oj infants.— Experience during the 
last 12 or 14 years shows that dried milk is one of the most 
satisfactory forms of cows’ milk for use in the feeding of 
infants. It has been very largely employed in connexion 
with infant welfare centres in England, particularly in 
Leicester and in Sheffield, and experience in these towns, and 
also in many other places, shows thata verv large proportion 
of babieB can take dried milk very well, and that on this food 
they thrive and develop in a satisfactory manner. It has 
been found that babies digest dried milk well. Vomiting is 
less frequent with dried milk than with ordinary cows milk. 

Fresh, clean, pure, raw cows’ milk is a very good food for 
a baby when mothers’ milk is not available, but un¬ 
fortunately the milk ordinarily sold in towns does not 
conform to this description, being often far from clean and 
containing large numbers of germs. Such milk, especially 
in summer, will not keep a day without becoming sour and 
is apt to cause digestive troubles in babies. Dried milk 
contains far fewer germs than ordinary town milk, and is 
less likely to contain the germs of infectious diseases. Also 
germs do not multiply in dried milk; they do in ordinary 
milk. Dried milk keeps well so long as it is kept dry. 
Only as much should be made up at a time as is required for 
one feed, and there need, therefore, be no waste. Pasteurised, 
sterilised, or boiled cows’ milk are useful foods if properly 
prepared, but they have some disadvantages as compared 
with dried milk. In particular, they do not keep well, 


mecially in summer. . , _ , , 

Vnsicectened full cream condensed milk is also useful for 
*bv feeding, but when mixed with water in the propor- 
ons sometimes recommended it is too weak for thesatis- 
kCtorv nourishment of the baby. Sweetened condensed 
lilk is often used for baby feeding. Dried milk has the 
ivantage, when made up with the proper proportion of 
ater of containing the essential food elements in a pro- 
ortion more suitable for the baby than when full cream 
weetened condensed milk is used. The latter, if made up 
0 as to give the right proportion of fat, has a very 
xcessive amount of sugar. This is not good for the baby, 


1 Tonies of the resume can bo obtained from the Stationery Office or 
trouirh bookseller, prioe Id. each. Copies of the report tn extenso 

,n also be obtained, price 2s. _ 


who usually becomes fat and flabby, and is liable to sntYer 
from diseases such as rickets, <fec. These same risks attach 
to other infant foods containing excess of sugar. 

So-called “ malted” milks have in recent years been reconv 
mended for baby feeding. These, like sweetened condensed 
milks, contain much too low a proportion of fat as compared 
with the amount of sugar. They differ from sweetened con¬ 
densed milk in the nature of the sugar. In condensed milk 
this is mainly cane sugar, in malted milk it is largely 
malt sugar derived from the malted cereal used in its 
preparation. The ordinary patent infants’ foods, containing 
large quantities of practically unaltered starch, are worse 
than sweetened condensed milk or malted milk. They are 
not fit for use for a baby under seven months of age. 

In view of the above considerations it is not surprising 
that at official infant welfare clinics dried milk is becoming 
used to an increasing extent as on the whole the most con¬ 
venient and most suitable food when babies cannot get breast 
milk. In feeding babies on dried milk the full cream 
variety should alone be used, unless on the advice of a 
doctor. Commencing with 1 teaspoonful of dried milk in 
3 tablespoonfulB of water in the first or second weeks of 
life, it can be rapidly increased to l£ to 2 teaspoonfuls of 
dried milk in 4 to 5 tablespoonfuls of water bv the end of 
the second month, and so on to 5 teaspoonfuls of dried 
milk in 10 tablespoonfuls of water at the age of 5 or 6 months. 

Fears were at one time expressed that the use of dried 
milk for babies might result in scurvy or rickets. Pro¬ 
longed experience at infant welfare centres has indicated 
no ground for these fears; but as an extra precaution to 
avoid the possibility of scurvy, and particularly if the use of 
dried milk is to be continued for a long time, a little fruit 
juice, such as orange or grape juice, may be given to the 
baby one or twice a week. 

Dried milk is also a valuable food for nursing mothers. 

In a very large number of towns dried milk for baby 
feeding is supplied from infant welfare centres, at which 
advice is also given as to the method of preparing and using 
the food. Where any difficulty is experienced in obtaining 
supplies of dried milk for infant feeding information can be 
obtained by application to the medical officer of health. 

We have already referred briefly 2 to the report on dried 
milk for infants in which Dr. Coutts concluded that, while 
the method of drying by spraying milk into hot dry air 
yielded a powder which ‘reconstituted” better than the 
powder obtained by the roller process, yet in infant feeding 
there appeared to be no dietetic difference of importance 

between the two products. - 

* The Lancet, April 6tb, 1918, p. 509. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’- RELIEF FUND. 


Subscriptions to the Second Appeal. 

The following subscriptions and donations to the Fund 
have been received during the week ending July 6 th : — 


*. d. 
0 0 


1 10 

2 


1 1 0 
1 1 0 


£ s. d. 


Mr. H. J. Price . 

Dr. Arthur Whitfield ... 

Dr. John Marshall. 

Dr. Jas. W. Russell 
Dr. Peter H Abercrombie 
Capt. J. Thomarson, 

R.A.M.C. 

Dr. Judson Bury. 

Dr. A. Hugh Thompson 
Dr. W. H. Davies (to be 

quarterly) . 

Dr. and Mrs. Major 

Dr. J. W. Browne. 

Dr. C. H. Whiteford ... 

Dr. T. P. Greenwood ... 

Dr. W. Petrie Simpson 

Dr. Arthur Court. 

Dr. S. M. Salaman. 

Messrs. Balfour, 

Williamson and Co.* 

Mr. Harry B. Walters! 

Mr.T. B. F. Bminson ... 

Major J. W. Hope. 

Australian M. Forces 
Surg.-Gen.P. H. Benson, 

I.M.S. (retired). 

Cel. C. J. Jacomb-Hood, 

R.A.M.C. (T.) . 110 

Sir Herbert Roberts,M.P.I 5 0 0 
* Per Sir Rickman Godlee. 

I Per Sir Thomas Barlow. 

Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Vceux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


Mr. E. Spencer Evans 

(monthly) . 0 10 

Dr. Cameron Kidd. 5 0 

Dr. Alfred Cox (monthly) 1 

Dr. Ernest Carter. 2 

Dr. E. B. Ffennell. 1 

Dr. Abraham Cohen ... 2 

Dr. Robt. Hutchison ... 5 

Mr. J. Herbert Parsons 5 

Mr. J. H Bishop . 1 

Lord Egerton of Tatton 25 
Dr. Geo. S. Middleton ... 5 

Dr. W. H. Bussell 

Fosbrook . 2 2 

Dr. Henry J. May. 5 5 

Prof. T. K. Monro . 10 10 

Dr. G. D. Thane . 2 2 

Mr. Wm. F. Rawson ... 1 1 

Sir Wm. Osier . 20 0 

Dr. F. W. Penfold ... 5 0 

Dr. David Riddell. 10 0 

Dr. J. Jordan Coleman 10 0 
Dr. Austin O’Dowd ... 2 2 

Dr. ProsBer White ... 1 0 

Mr. W. Mlnchln . 2 2 

Dr. J. R. R. Pollock ... 2 2 

Dr. F. Muriel Morris ... 1 1 

Messrs. Needhams, Ltd. 0 10 
Dr Florence Theobalds 1 1 
t Per Sir StClalr Thomson. 
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Cffrnspitbtmt. 

M Audi alteram partem.” 

JURIES AND WAR-TIME CHANGES. 

To the Editor of The Lancet. 

Sir, — The annotation on this sabject in your issue of 
June 29th is a timely one because of the necessity of 
upholding the standard of liberty in this country. The 
coroner’s court is in constitution and practice entirely 
democratic, and it appears strange that at a time when 
Democracy (spelt with a very large D) is more and more 
obtaining power and influence in legislation it should be 
quite content to deliver up without a murmur its most 
ancient and honourable court. The removal of liberty from 
the citizens of this country is in the air, and the interference 
with the coroner’s court is one of the many signs of what is 
in store for us. 

I agree substantially with Dr. Waldo’s reluctance to sit 
without a jury as coroner, and it appears to me that the 
only change which is in any way desirable is that the 
coroner should have the power to hold inquests without a 
jury when he thinks fit. There is no doubt that if any 
coroner seriously abused this discretion public opinion would 
very speedily correct him. 

A recent decision in the High Court has made the legal 
position of proceedings in coroners’ courts quite clear. The 
coroner’s court is one of first instance, and its function is to 
determine how, when, and where a person has come to his 
or her death. It is work, therefore, principally concerned 
with medical evidence, and consequently legal knowledge is 
as unnecessary as common-sense and knowledge of disease 
or injuries are necessary. It has become the fashion to 
suppose that the passing of examinations for the position of 
barrister-at-law as well as a medical qualification are of 
importance for the holder of the coroner’s office ; there 
really is no ground for this fashion, the presumption being 
that a man who is a barrister-at-law and a registered medical 
practitioner has not been a success in either profession. 

I am, Sir, yours faithfully, 

Hatfiold, July 1st, 1918. IjOVELL DRAGE. 

- - --r- - 

“ SEXUAL PERVERSION.’’ 

To the Editor of The Lancet. 

Sir,— In your issue of June 22nd Dr. L. Weatherly writes 
of “Sexual Perversion,” attributing it to several causes. 
Though I think all these are more or less open to criticism 
I will confine my remarks to that one only which he names 
“ inherited perversion,” for it plays the most prominent part 
among the five classes he enumerates, and the implications 
of this very indefinite term were made use of in the late libel 
action to which Dr. Weatherly refers. 

Though Dr. Weatherly does not define what he means by 
* k inherited perversion,” or, indeed, by the word “ perversion ” 
itself, it may, I think, be assumed that he denotes by sexual 
perversion any manifestation of sexual excitement, desire 
for sexual contact, or actual sexual contact with a person of 
similar sex, or, in other words, homo-sexual tendencies in 
either sex. And when he attributes such tendencies to 
“inheritance,” he probably regards them both as patho¬ 
logical, “inborn,” and transmitted as such. There is, how¬ 
ever, a large class of cases in early youth and adolescence in 
which, as is well known to many, if not most, medical 
men, such manifestations exist , but do not persist when 
rightly guided by experience and education in the widest 
sense of these words. That such cases are not uncommon is 
also known to many parents and teachers, and they are quite 
frequent in schools of all kinds. Dr. Weatherly, however, 
does not lay any stress on these youthful cases, though they 
far outnumber the adult cases to which he limits his 
comments. It is surely more correct to attribute these 
manifestations rather to a natural, unrecognised, un¬ 
differentiated, and unguided sexual instinct than to a 
naturally abnormal and necessarily perverted instinct. In 
a majority of such cases right guidance of these instincts, 
all too much neglected by those who have it in their power 
to give such guidance, would either prevent or readily 
correct such indulgences on the part of the young, who are 
really ignorant of the nature of the desires which move 


them. The young human must not only learn to walk and 
to speak, but he must also learn nearly all that concerns his 
conduct as a civilised human being. He has not so many 
instincts as many of the lower animals have, but he has very 
early to learn to control his promiscuous desire for food and his 
natural curiosity and his tendency to appropriate or destroy 
what is not his. His sexual instincts, developing later than 
these other instincts, nevertheless equally require guidance, 
but very often, perhaps most often, they are allowed to develop 
without any proper “direction,” and thus he runs the risk of 
bearing the blame, or the disgrace, or the punishment which 
is meted out to those who transgress the social rules, 
whether wittingly or not, in this special sphere of conduct. 

It is the young, not the adults, which matter most in any 
discussion of this subject. Misunderstanding here may lead, 
and has led, to disastrous results. In schools such mis¬ 
conduct is not, as a rule, warned against or prevented, 
but when a scandal is feared it is severely punished. But 
there is another evil possibility from the spread of the com¬ 
prehensive doctrihe of “inherited perversion,” apart from 
its hypothetical nature. For it may lead to the provision 
of excuses to those who certainly cannot plead ignorance for 
conduct to which penal coercion may be more fitting. 

I am, Sir, yours faithfully, 

June 29th, 1918. H. BRYAN DONKIN. 

METHODS OF GENERAL ANAESTHESIA IN 
FACIAL SURGERY. 

To the Editor of The Lancet. 

Sir,— I am glad that Captain T. Lovett has drawn 
attention in The Lancet of June 22nd to the advantages of 
a preliminary opening of the air-tube in some of these cases, 
but I would point out that for such purposes laryngotomy is, 
as a rule, preferable to tracheotomy. As shown in articles 
by Dr. J. W. Bond and the late Sir Henry Butlin, by the 
former operation dangers of aspiration of blood from the 
wound and of opening up the deeper tissues are avoided—and 
it may be done very quickly and easily in the way therein 
described. If there is no need to keep the tube in after 
the operation the wound will speedily heal if the head is 
kept bent forward. It may be added that when chloroform 
is given from a Junker’s tube held near the opening very 
little is needed, especially if care is taken to time the 
compressions of the ball to the inspirations. 

I am, Sir, yours faithfully, 

London, N.W.. June 2*th, 1918. J. D. MORTIMER. 


To the Editor of The Lancet. 

Sir,— With reference to Captain T. Lovett’s letter in 
The Lancet of June 22nd, I should like to say that 
we have, in a few cases, employed preliminary laryngotomy, 
after induction of anaesthesia, as used by the late Sir 
Henry Butlin, consulting surgeon to St. Bartholomew’s 
Hospital, and handed down through Mr. W. D. Harmer to 
Major Gillies, and I think that this method is preferable to 
tracheotomy. I quite agree that it is very useful when there 
is much oral sepsis, but we rarely employ it, and we have 
very few cases of pneumonia. This may be due to our 
healthy surroundings. 

I am greatly indebted to Captain H. E. G. Boyle, 
R.A.M.C. (T.), for his kindness in demonstrating to me the 
technique of oil-ether administration, and also to Major 
Gillies, R.A.M.C., for his great patience and watchful help 
during operations. -I am. Sir, yours faithfully, 

R. Wade, Captain, R.A.M.C., 

July 1st, 1918. Anaesthetist, The Queen’s Hospital, SIdcup. 

THE RISKS OF ALCOHOL INJECTION FOR 
TRIGEMINAL NEURALGIA. 

To the Editor of The Lancet. 

Sir,— Professor Jonathan Hutchinson, in his lecture on 
the Operative Treatment of Trigeminal Neuralgia in to-day’s 
issue of The Lancet, mentions the eye complication only 
which may result from alcohol injection. I should like to 
record that I have seen two cases lately in which the 
middle ear has been badly and permanently disorganised 
owing apparently to the spirit entering the Eustachian tube. 

I am, Sir, yours faithfully, 

Savlle-row, W., July 6th, 1918. ARTHUR H. CHKATLE. 
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SIMILAR TREATMENT FOR SIMILAR EMPLOY. 

To the Editor of Tbe Lancet. 

Sir, —The answer given by Mr. Forster to Sir Robert 
Newman in the House of Commons on July 2nd seems a 
little misleading. He said : 44 These women doctors serving 
for home doty only, on temporary engagement, are treated 
in the same way as civilian medical men similarly employed.” 
Now, there are women doctors attached to military hospitals 
at home on a month’s engagement who receive 24s. a day, 
as against £1 paid to the whole-time medical man. I know 
one of the latter, over military age, who has had 17 years’ 
experience of X ray work, and daring the first two years of 
the war was giving anaasthetics daily in a civil hospital. 
He was invited to take the post of combined anaesthetic and 
X ray specialist in a war hospital, and was offered £1 a day 
as a whole-time civilian. He took the appointment and, 
having agreed to that very moderate remuneration, did not 
consider it fitting to have a question on the subject asked in 
the House. 

Many women doctors engaged by the War Office have only 
just qualified and have only a student’s knowledge of prac¬ 
tical work. Should they not therefore be content with 
earning 20 per cent, more than the civilian medical man of 
mature years who is giving patients the benefit of his long 
experience 1 I am. Sir, yours faithfully, 

Keswick, July 7tb, 1918. _W. D. ANDERSON. 

EPIDEMIC ENCEPHALITIS. 

$ 

To the Editor of The Lancet. 

Sir,—M ay I ask for space to refer to one or two points 
raised by Dr. Kinnier Wilson’s paper on this subject in your 
issue of to-day ? 

1. The organism found by von Wiesner in the Viennese 
cases is, I am told by high bacteriological authority, in¬ 
distinguishable from Rosenow’s diplococcus, which has been, 
during the last two years, so generally found associated with 
poliomyelitis in New York, and of which, it is believed, the 
Flexner bodies represent one stage. The same organism has 
been identified recently in London. 

2. Dr. Breinl concludes, on the basis of experimental 
results, that the Australian disease and acute poliomyelitis 
represent the same affection. 

3. Wickman and others have recorded epidemics of polio¬ 
myelitis in winter and spring. 

4. Leslie Carr has drawn special attention to stupor, 
and Eoplik to ophthalmoplegia, in the New York epidemic 

of 1916. 

5. In America in 1916 it was generally found that the 
changes in the cerebro-spinal fluid stood in relation with 
the 4 4 type ” of case dealt with. 

6. Of the cases that I personally have seen in London 
recently, quite a large proportion (perhaps 30 per cent.) were 
‘ 4 meningitic ” in type in a series of over 120 that included 
aeveD of the “ordinary ” spinal kind. 

7. Variations in type clinical, epidemiological, and in 
respect of age-incidence—are the rule and not the excep¬ 
tion if a series of outbreaks and epidemics of poliomyelitis 
are considered.—I am, Sir, yours faithfully, 

Harley-stroet, W., July 6th, 1918. F. G. CrooKSHANK. 


INSURED PATIENTS AND EXPENSIVE DRUGS. 

To the Editor of The Lancet. 

I Sir,—T he case of Mr. F. C. Fisher reported in The Lancet 

of June 29th shows that the Insurance Commissioners 
interpret an obligation undertaken by themselves in a 
different spirit from that in which they interpret an obliga¬ 
tion undertaken by others. They profess that the benefits 
reaped by insured persons include the supply of appliances, 
bat a practical experience of the Act shows that 4 4 appliances ” 
does not mean 44 all appliances.” Trusses, elastic stockings, 
and nasal irrigators have to be paid for by the patients who 
need them. Then why is a promise to supply “drugs” 
taken to include “all drugs” ? The defence would no doubt 
be that the funds will not allow of the supply of trusses, kc., 
which is quite in accordance with the astonishing principle 
which runs through the Insurance Act, of not making sure 
that the cloth and the coat to be cut out of it correspond. 
Precisely the same argument, with immensely greater force, 
applies to the individual doctor and the drugs which he 
supplies. I am, Sir, yours faithfully, 

K&st Grinstead, July 3rd, 1918. F. C. POYNDER. 


The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Died. 

Capt. R. N. Wallace, R.A.M.C., qualified at Edinburgh in 
1907 and had held appointments at the Bradford Royal 
Infirmary, at the Manchester Children’s Hospital, and 
at the Edinburgh Royal Infirmary. Prior to the war he 
held a commission in the R.A.M.O.(T.F.), being attached 
to the 6th Battalion, Royal Scots, and gave up an active 
practice at Edinburgh to devote himself to military 
duties in connexion with the war. He died at Colchester 
Military Hospital from acute pneumonia. 

Lieut.-Col. W. McCall, D.S.O., R.A.M.C., was educated at 
Anderson College and at the University, Glasgow, and 
qualified in 1892. He was in practice in Birmingham, 
and prior to the war was attached to the R.A.M.C. (T.F.), 
being in command of the 1st South Midland Ambulance. 
The award of the D.S.O. was recorded in The Lancet of 
Jan. 12th this year, p. 78. 

Capt. P. J. Monaghan, South African M.C., qualified 
M.R.C.S. Eng. and L.R.C.P. Lond. in 1911, and later 
went to South Africa, from whence he came over with 
the South African Contingent in the early days of 
the war. 

Capt. J. Anderson, R.A.M.C. 

Lieut. L. F. Jamieson, R.A.M.C. 

Wounded. 

Capt. E. 8. Cuthbert, R.A.M.C. 

Major G. G. Timpson, R.A.M.C., attached R.F.A. 

Previously reported Missing, now reported Not Missing. 

Capt. J. P. McVey, R.A.M.C., attached Norfolk Regt. 
Previously reported Missing , now reported Prisoners in 
German Hands. 

Capt. G. L. Jones, R.A.M.C., attached Soottish Rifles. 

Capt. R. M. Coalbank, R.A.M.C., attached Lancs Fusiliers. 

Capt. C. W. Fowler, M.C., R.A.M.C., attached R. Berks Regt. 

Capt. P. H. Green, R.A.M.C. 

Capt. H. 8. Moore, R.A.M.C., attached Lines Regiment. 

Capt. A. G. Clark, M.C., R.A.M.C., attached S. Lancs Regt. 


Casualties among the Sons op Medical Men. 

The following additional casualties among the sons of 

medical men are reported:— 

Major C. F. Clarke, Indian Cavalry, died of illness contracted 
on active service, only child of the late Dr. J. F. Clarke, 
of Mitcham, Surrey. 

Lieut. E. C. Rennie, R.G.A., attached R.A.F., died of 
wounds, son of Dr. G. E. Rennie, of Point Piper, 
Sydney, N.S.W. 

Second Lieut. W. W. Pollard, R.A.F., died in hospital, only 
son of Dr. W. H. Pollard, of Birmingham. 


The Honours List. 

The following are the statements of service for which 
the decorations recorded in The Lancet of Feb. 9th, 1918, 
p. 234, were conferred. All are members of the R.A.M.C. 
except where otherwise stated :— 

Bar to the Distinguished Sendee Order. 

Maj. (temp. Lieut.-Col.) ARTHUR CARR OSBURN, D.S.O.— 
For conspicuous gallantry and devotion to duty. On seeing the 
enemy approaching close to his dressing station, he carried out the 
evacuation of the wounded under heavy shell and rifle fire in the 
coolest and most gallant manner. Having cleared away all cases by 
ambulance train and care, he re-established his dressing station 
further in rear. As officer commanding bearer divisions he constantly 
inspected his line of bearer-posts and forward dressing stations under 
heavy fire. The successful evacuation of the wounded from the 
divisional front was due to h\s carefal organisation and fearless super¬ 
vision under the moBt trying conditions. His was an example of 
gallantry, courage, and resource worthy of the highest praise. 

Distinguished Service Order. 

Temp. Capt. FERGUSON FITTON CARR-HARRIS.—For con¬ 
spicuous gallantry and devotion to duty. Hearing that ten men of 
another battalion were lying wounded In front of the position, he volun¬ 
teered on completion of the relief to goto their rescue. He was out for 
eight hours of the night, found nine of the men alive, took two of them 
bask to headquarters, and organised the rescue of the remainder. He 
show’ed great coolness and self-sacrifice. 

Major (temp. Lieut.-Col.) CHARLES ALGERNON STIDSTON.— 
For conspicuous gallantry and devotion to duty when his dressing 
station w'aa very heavily shelled throughout a whole day aud received 
several direct hits. It was impossible to remove the wounded, and 
throughout tbe day he moved about continuously, arranging for their 
safety, with utter disregard of danger. It was owing to his fearless 
example and splendid organisation that all the wounded were finally 
removed w ithout further casualties. 
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Bar to the Military Cross. 

C*pt. CUTHBKRT DELAYAL SHAFTO AGASSIZ, M.C.-For con 
splcuous gallantry and demotion to duty when in charge of a bearer- 
remained working throughout an intense bombardment, in 
which some of his bearers were killed and wounded while loading 
ambulance cars. He was compelled to remove to dug-outs, and there 
persisted in his work until shelled out. Though driven back three 
times by machine-gun lire an! gas shell barrages, he succeeded in 
reaching the aid-posts with his bearors, and removed all the wounded. 

Temp. Capt. ARTHUR JOSEPH BLAKE. M.C.-For conspicuous 
gallantry and devotion to duty. He did splendid work in collecting 
and evacuating the wounded, working throughout in the open regard¬ 
less of the heavy hostile fi-e. Later he did excellent work tending 
the wounded of several units, going out after dusk to bring in 
wounded men from in front of our line. During the withdrawal he 
took out a party and carried back seven stretcher cases for a distance 
of three miles, thereby preventing these men from falling into enemy 
hands. He has at all times carried out his duties with fearlessness and 
courage. 

Capt. ERIC ALFRED CHARLES FAZAN, M.C.-For conspicuous 
gallantry and devotion to duty. During very heavy fighting his aid- 
post twice passed into the hands of the enemy. “Although all com- 
motion with him by day was cut off for two days, he remained 
with his wounded, 235 of whom passed through his hands. It was due 
to his determination that every wounded man and all the psrsonnel of 
his aid-pos*. were safely removed. 

Temp. Capt, JAMES WALLACE MACFARLANB, M.C.-For con¬ 
spicuous gallantry and devotion to duty. During a heavy bombard¬ 
ment of a battery position he assisted auother officer and a sergeant in 
putting out the flames in a gun-pit which had caught lire. By his 
prompt assistance the gun was saved from serious damage and the 
ammunition from destruction. K 

Capt. &AMUBL McJALSLAND. M.C.—For conspicuous gallantry 
and devotion to duty. He was in charge of boarers evacuating the 
wounded at a village under heavy shell and machine-gun lire. Wnen 
almost the whole village was in the nands of the enemy lid continued 
to supervise the collection of wounded, and it was mainly due to him 
and his bearers that they were all so speedily removed. In an attack 
he # P ,eadid work fry clearing wounded of his brigade under 

most difficult conditions. e 

Oapt. JOSEPH STEPHEN WALLACE, M.C.-Fjr con.plcuom 
gallantry and devotion to duty. Whilst in charge of an advanced 
dressing station and bearer squads he frequently visited the regimental 
aid-posts in the line and skilfully arranged his bearer squads to the 
De»t advantage. He also personally conducted ambulance ctrs to very 
advance i positions, thus being able to get a very large number of cases 
removed to safety in a short time. His coolness and courage during 
the whole period were a splendid example to his men. * 

The Military Cross. 

Capt. ROBERT VACY CLIFFORD ASH.—For conspicuous gailautry 
and 40 dl,t F- Wnen the enemy attacked and almost sur- 

rounded his dressing station he remained at his post under Intense 
machine-gun and shell fire, attending to the wounded with complete 
disregard of danger. He got all the wounded safely away, and was 
Instrumental In saving the transport and a large part of the personnel 
of the field amnu auce. He then volunteere i to return at once to the 
firing line, where he did excellent work in a most exposed position. 
He set a roagniftcent example of o mrage and devotion to duty. 

Capt ARTHUR JOSEPH BEVERIDGE, Spej. Res. — F >r conspicuous 
tk . n ' i devot,on to duty. Hie dressing station was heavily 
shelied during an engtgement, but owing to his determination, c mrage. 
and initiative a large number of wounded were attended to and 
evacuated from the danger zone. 

Capt. JOHN HOLLIDAY BLACKBURN.—For conspicuous 

gallantry and devotion to duty. When 80 stretcher cases as well 
as a number of walking cases were handed over by another division, 
and owing to heavy shelling it was impossible to move them during 
the day, he took forward an ambulance as close up to the position as 
or « ani ? ed fc fre evacuation of the wounded. He showed 
splendid determination and resource. 

an5 C ?J^Sj pt V ™ S P H VICTOR COPE.—For conspicuous gallantry 
J M £|to du . t 7\ He wa * in charge of stretcher bearers in an 

exposed position, which was subjected to intense fire. Toough he was 
suffering from gas he remained at his post for two days, setting such 
a magnificent example to his men that the evacuation of the wounded 
went on throughout the bombardment. By his courage and devotion 
to duty he saved many lives. 

«,Tw P ^? a S fc ; DA . VlD DICKSON.—For conspicuous 

Sin- 11 ? and • t 1 evotl °n to dutv in tending the wounded under heavy 
shell and machine-gun fire. He was continuously out during the dav 
•8«chlng the h^tofleld fo r wounded. He showed courage of a high 
order on this and many other occasions ** 

J ? H F DOUGLAS FIDDE3.—For conspicuous 
And 'ievotion to duty iu continuing to dress the woundef 
under heavy shell fire at the advance*! dressing station. Although the 
dressing station received a direct hit. he continued to work, and saved 
many lives by his courage and untiring energy 
Capt JOHN HENRY PEARSON FRASER. - For conspicuous 

whPn thA nriinTn tl0n t0 K, Ut £ { ™ r K anlsln K a ” ew lili e of evacuation 
? J ne w,is bl( ? k J* { b Y tbe Initial success of an enemy 
Mftr, y wounded had collected, but he got away over 

1 ^C’ant C ^F*HI !n the open tor 36 hours. 

GAFFIKIN, Spec. Res.—For conspicuous 
Sin™ J a d devot, on to duty while in charge of stretcher bearers 

heurritaal? 1 k*' 5f directGd the removal of the wounded under 
netuy shell fire and showed great courage and resource. 

Tem P . Capt. HUGH BBItNARD GERMAN.-For completion. 
and dev ’ 0t J°n to duty. When his dressing station was heavily 
® b ®] led 16 the removal of 38 stretcher cases. He also rescued 

l?.y2?li WOU r d ^ of . anofcher d ivision under heavy shell fire. He estab- 
J)f 8 tatlons without delay at various stages in an advance 
evacuated^ ^ m le *' and BO onabled the wounded to be rapidly 
’® a Pk FRANK ARTHUR GRANGE.—For conspicuous gallantry 

dl i ty J , He worked night and day without any rest 
fco ^ W0 “ nded fr om all units under continuous shell fire He 
Uf> t0 th 5 front li J n ®, “ ader hea *Y fire to attend to a severely 
wounded man, and succeeded in getting him away. y 


Temp. Capt. EDWIN ALLAN THOMAS GREEN.-For conspicuous 
gallantry and devotion to duty. He worked with ceaseless energy 
attending and evacuating the wounded. He moved his aid-past 
forward and worked under heavy shell fire till the enemy were within 
a few yards of his aid-post. He evacuated all the wounded save a few 
ba i cases who could not be moved. His courage and presence of mind 
saved a large number of wounded from falling into enemy hands. 

Temp. Lieut. ARTHUR COLLIS HALLO WES.-For conspicuous 
gallantry and devotion to duty whea in charge of bearers He 
succeeded in rapidly evacuating all the wounded under very difficult 
conditions. He attended to a severely wounded officer under machine- 
gun fire. 

Temp. Capt. JAMES PHILLIP3 JONES.—For conspicuous gallantry 
and devotion to duty. He worked in the line for a fortnight organising 
advanced dressing stations and bearer systems During an enemy 
attack he was cut off from battalion headquarters, but established an 
aid-post and worked under heavy fire in the open for 3S hours attend¬ 
ing to a large number of wounded. He showed the greatest courage 
and endurance throughout. 

Temp. Capt. FREDERICK BBNNETr JULIAN.-For conspicuous 
gallantry and devotion to duty. He rera lined at his post attending to 
the tv untied during an engagement with great courage and determina¬ 
tion though suffering severely from the effects of gas. 

Temp. Oapt. ARTHUR GRIFFITH M AITLAND-JONE Fir con¬ 
spicuous gallantry and ievotion to duty. During the operations he 
repeatedly reconnoitred the road* under heavy shell fire. By his example 
and leading he established communication with the most forward 
dressing stations, and succeede! In bringing up his amau'ances and 
rapidly evacuating the wounded from vary exp >sed positions. 

Lieut, (temp. Capt.) WILLIAM WYLLIE Ma.cN AUG 'IT.—For con¬ 
spicuous gallantry and devotion to duty. He organised a b*ar*r party 
during an action, and ollectel and cleared ma ly woundel under 
heavy shell fire. His prompt and gallant action saved many lives. 

Teup. Capt. J V.MBS MVNUBL. — For consplcuius gallantry and 
devotion to duty. During an enemy attack he showed the greatest 
courage in attending to wounded man who were lying in shell holes 
exposed to enfilade machine-gun fire With c imolcte disrigar ! of his 
own safety he went from oue shell hole to another attending.to the 
wounded, and continued at this work after he had been wounded 
himself. 

Lieut JOHN MARSHALL, Spec. Re*. —For conspicuous gallantry 
and devotion to duty. When in charge of stretcher squads he 
succeeded In evacuating all the wrnnled during a critical period of 
a withdrawal from a village, frequently goin* forward beyont the firing 
line in order to accomplish his task. 

Temp. Capt. DUNCAN JOHN MoAFBE.—For conspicuous gallantry 
and devotion to duty When two attempts to remove a wounded man 
from a regimental aid-post had failei owing to the stretcher-bearers 
being killed, he at once led forward a third party and succeeded in 
getting all the wounded back to a place of safety under very heavy 
shell fire. He showed splendid courage and self-sacrifice. 

Temp. Oapt. FREDERICK BUICK McCARTER.—For conspicuous 
gallantry and devotion to duty. When after an attack there were 
heavy casualties, he continued to attend the w ouaded in an open road 
enfiladed by machine-gun fire, and undoubtedly saved many lives 
Temp. Capt. JAMES ALLEN MONTGOMERY. — For conspicuous 
gallantry and devotion to duty. On his own Initiative he organised 
a line of stretcher-bearers to search “ No Man’s Land." He personally 
took charge of the party and was often under fire and within a few feet 
of the enemy. 

Capt. GEORGE MORRIS, Spsc. Res.—For conspicuous gallantry 
and devotion to duty. He moved his aid-post forward an i worked 
there ceaselessly day and night until the battalion was relieved. The 
aid-post three times sustained a direct hit from an enemy sh-ll, but he 
immediately found another aid-post and conttuued to drees the wounded 
under continual shellfire. 

Temp. Lieut. DA\ ID ASSLR HENRY MOSES. — For conspicuous 
gallantry and devotion to duty In working c mtinuously at hi' aid-post 
during three days’ operations under heavy shelling. Frequently shells 
dropped close by. killing and wounding several men, but he remaned 
at w ork and showed the utmost indifference to danger. 

Temp. Lieut. EVAN EDWARD OWENS. — For conspicuous gallantry 
and devotion to duty. He carried on h'S work in a crowded aid-post 
under continual shell fire with the greatest c >olness and determination 
Though blinded by gas, he continued for four hours to supervise the 
treatment of stretcher cases. 

Capt. HAROLD DOBSON PICKLES. — For conspicuous gallantry 
and devotion to duty when in charge of bearers. When a 
number of wounded were lying in a cellar and the adjoining 
bull ling, in which a number of “P" bombs and S.A.A. were 
stored, was set. on fire he at once went to extinguish it and 
remove the ammunition. While doing so he, a N.C.O., and a man 
were wounded, but he got them both under cover. An hour later 
a second fire occurred, and he again went out to extinguish it. For 
three days he worked without rest superintending the evacuation of 
the wounded. 

Capt. JOHN ALEXANDER PRIDHAM, Spec. Res. — For con¬ 
spicuous gallantry and devotion to duty. He was in charge of an 
advanced dressing station where there were a large number of wounded 
when t he enemy attacked. The task of removing the wounded was an 
extremely difficult one owing to the proximity of the enemy and hetvy 
shell and machine-gun lire, but he carried it out successfully, remaining 
on the spot until ail the wounded had been evacuated. By his courage 
and devotion to duty he was the means of saving many lives. 

Capt. WILLIAM ROBERTSON. — For conspicuous gallantry and 
devotion to duty in attending to the wounded in the open during an 
attack when the battalion was held up by heavy machine-gun and rifle 
fire, and several casualties occurred. When two companies were cut 
off by heavy machine-gun fire and sustained casualties he volunteered 
to try and reach them. His oonduot throughout was most courageous 
Temp. Capt. LIONEL MATTHEW ROWLETTE, D.S.O.-F6r con¬ 
spicuous gallantry and devotion to duty. He worked untiringly 
attending to the wounded under very heavy fire throughout the whole 
day, and set a magnificent example of courage and coolness to all. 

Temp. Capt. CEDRIC RUSSELL. — For conspicuous gallantry and 
devotion to duty. He worked in the open attending to the wounled 
during an engagement with complete disregard of danger under 
heavy fire. 
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Temp. Capt. R 1BKRT KUTHBRFOBD.—For conaplcuoua gallantry 
and devotion to fluty. He worked continuously day and nlgbtat his 
aid-post under continual shell fire. When the aid-post had twice 
-■uBtalned direct hits and he himself was suffering from severe con¬ 
cussion, he established a new post and remained at work under heavy 
fire. 

Temp. Capt. BRIAN HERBERT SWIFT.—For conspicuous gallantry 
and devotion to duty. When the front line was driven back close to 
tbe battery positions he moved about throughout the day from one 
battery to another, wherever his services were needed, 'with utter dis¬ 
regard of danger under heavy fire. He remained on the spot until the 
batteries had withdrawn, and was the last to leave the position. He set 
a splendid example of courage and determination. 

Capt. ARTHUR PEREGRINE THOMSON.-For conspicuous 
gallantry and devotion to duty. He worked untiringly and with 
utter disregard of danger, attending to the wounded under heavy lire 
for several days during an engagement. It was entirely due to his 
efforts and example that a large number of wounded were safely 
evacuated. 

Temp. Capt. GEORGE D1BBS KING WALDRON.—For conspicuous 
gallantry and devotion to dutv when in charge of a party of bearers. 
Though several times blown over by bursting shells, he succeeded In 
evacuating alt tbe wounded of the brigade. On one occasion he assisted 
to carry a stretcher case through a heavy barrage. He continued to 
work till utterly exhausted. 

Capt. DOUGLAS LARMEK WALL.—For conspicuous gallantry and 
devotion to duty He attended the wounded under heavy shell lire in 
most exposed positions. He showed great courage and determination. 

Capt. JAMES ANDERSON YOUNG.—For conspicuous gallantry and 
devotion to duty. Wnen the building in which a number of wounded 
were lying was heavily shelled, with the assistance of another man he 
succeeded in carrying all the wounded into a cellar, though shells were 
continually bursting in tbe building. He showed the greatest courage 
and determination. 

Capt. JAMES CARRUTHER3 YOUNG, Spec. Res.—For conspicuous 
gallantry and devotion to duty when In charge of an advanced dressing 
station. When the village was continuously shelled he personally 
supi-rintcnded the removal of raanv of the wounded to a safer position. 
During the night he had them all evacuated and established a new 
dressing station. 

Capt. EDGAR DOUGLAS, Canadian A.M.C.—For conspicuous 
gallantry and devotion to duty. He directed his relay of bearers 
under heavy shell fire, and, though wounded, remained at dutj r until 

he was relieved. 

Capt. AUSTIN DWIGHT IRVINE, Canadian A.M.C.—For con¬ 
spicuous gallantry and devotion to duty. During four days in the 
front line he worked day and night attending to the wounded, often 
under heavy shelling. When casualties occurred during an enemy 
barrage, without hesitation he left battalion headquarters and went to 
the assistance of the wounded. 

Capt. GORDON LEIGH JEPSON, Canadian A M.C.—For con 
spicuous gallantry and devotion to duty. He established an aid-post 
during an attack under heavy shell fire, and for over ten hours 
attended to the wounded in the open under enemy shelling. When 
the enemy shelled his position with gas shells, and a number of 
stretcher cases were lying outside the aid-post, he wont out at great 
personal risk and put box respirators on all the wounded, and by his 
prompt action saved many lives. He showed the greatest courage and 
self-sacrifice. 

Capt. JAMES GRANT MacNBILL, Canadian A.M.C.-For con¬ 
spicuous allantry and devotion to dutv. He worked unceasingly In 
the open attending to the wounded under heavy shellfire During a 
gas-shell bombardment he adjusted bis own box respirator on a 
wounded sergeant and obtained others for a number of stretcher cases 
who were unable to help themselves. His coolness and courage were 
a splendid example to all and undoubtedly saved many lives. 

Capt. WESLEY HERBERT SBCORD, Canadian A.M.C.-For con¬ 
spicuous gallantry and devotion to duly when in charge of the 
evacuation of the wounded from the forward area. During a heavy 
bombardment of gas and other shells he made a tour of all the bearer- 
posts to ensure that all anti-gas measures were being employed. He 
attended to wounded men in the open during the bombardment with 
complete disregard of danger. His coolness and courage were a 
splendid example to all. 

Capt. WILLIAM EWING SINCLAIR. Canadian A.M.C.-For con¬ 
spicuous gallantry and devotion t.o duty. When in charge of hearers 
at the regimental aid-post he worked for three days and nights at'end¬ 
ing to the wounded under heavy fire and In the face of great difficult ies. 
Though suffering severely from the effects of gas he remained at duty 
and set a magnificent example of courage and coolness to all. 

Capt. REX CARRINGTON BREWSTER. New Zealand M.C.—For 
conspicuous gallantry and devotion to duty during an action. Through¬ 
out the day be was continually exposed to heavy shell fire while 
attending to the wounded, and set a splendid example to all ranks by 
his dev otion to duty and contempt of danger. 

Lieut. 8. DUTT, I.M.9.—For conspicuous gallantry and devotion to 
duty. He worked indefatigably and attended a larec number of 
wounded belonging to various unite at the aid-post, which was under 
heavy shell, machine-gun, and rifle fire. His absolute coolness and 
■ready devotion to duty were a splendid example to all. 

The following medical officers have been brought to the 
notice of the Secretary of State for War for valuable services 
rendered in connexion with the war :— 

Capt. (temp. Hon. Lt.-Col.) D. J. Armour, B.A.M.C.; Col. W. H. 
Horrocks, A.M.S.; Lt.-Col. F. S. Irvine, D.S.O., R.A.M.C.; Col. (temp. 
Maj -Gen ) G. B. Stanistreet, C. M.G., A.M.S.; Temp. Col. A. S. Wood¬ 
work. A.M.S.; Col. G. E. Armstrong, Canadian A.M.C.; Hon. Lt.-Col. 
i«. W. Badgerow, Canadian A.M.C.; Col. A. Primrose. Canadian 
A.M.C.; Lt.-Col. C. H. Tewsley, New’ Zealand M.C.; Maj. C. 
Maepherson, Newfoundland Contingent. 


Captain Manley Angell James, M.C. (Gloucester Regiment), 
son of J. Angell James, L.R.C.P., M.R.C.8., of Nevil-road, 
Bristol, has been awarded the Victoria Cross. 


OBITUARY OF THE WAR. 


JAMES TENNANT WHITWORTH BOYD. M.D., 

C.M. Ontario, . 

CAPTAIN, CANADIAN ARMY MEDICAL CORPS. 

Captain J. T. W. Boyd, who died at the Kitchener Military 
Hospital, Brighton, on June 16th, \va9 27 years of age, and 
son of the Rev. Andrew Boyd, of Port Arthur, Ontario. He 
obtained his medical qualification at Queen’s University 
Medical School, Kingston, in 1914. and after spending 
a year at the Kingston 
General Hospital he en¬ 
listed in the G.A.M.C. 
and came overseas in 
February, 1916, when 
he was drafted to a 
Canadian Genera 1 Hos¬ 
pital (Queen’s Univer¬ 
sity Unit) at Staples. 

There he worked for a 
year in the laboratory 
until the results of a 
c h ro n i c scarlatinal 
nephritis necessitated 
his return to England, 
when he joined the staff 
of the Kitchener Hos¬ 
pital. In spite of the 
severe handicap of 
high blood pressure his 
work in the laboratory 
was consistently of the 
highest order, being characterised by a precise technique and 
an intellectual honesty which would have brought him to the 
fore had he lived. His death was due to uraemia. The photo¬ 
graph which we are able to give of Captain Boyd has 
been taken from a snapshot of a group. 


PHILIP BEAUCHAMP SEWELL, M.D. Melb., 

CAPTAIN, AUSTRALIAN ARMY MEDICAL CORPS. 

Captain P. B. Sewell, who was recently killed in action in 
France, was a student at Melbourne University (1911 16), 
obtaining his qualifying degree at a special War Final held 
in the latter part of 1916. He enlisted immediately, and for 
a short time was at a base hospital prior to embarkation. 
He was attached for a while as M.O. in a command depot in 
England, and in August of last year went to France, where 
he was attached in succession to a field ambulance and an 
infantry battalion. During a counter attack on the night of 
April 24th 25th he was hit by a machine-gun bullet. His chief 
writes of Captain Sewell: “Throughout the winter he did 
most efficient work in watching over the good health of the 
battalion, and in all operations he proved himself a gallant, 
cheerful, and capable officer, and was a good comrade and 
well liked by both officers and men.'* 


Deaths of West of England Medical Men. — 
Mr. Gillman Churton Pring Pauli, L.R.C.P. Edin., M.R.C.S., 
died at hia residence, Redland, Bristol, on June 25th, in his 
seventy-ninth year. He was the son of the late Rev. C. H. 
Pauli, professor of ancient languages at Oxford University. 
Mr. Pauli was formerly in practice at Bedminster, 
Bristol, but recently had devoted himself solely to the 
duties of visiting surgeon to the Bristol City hospitals, 
with which he had been connected for 44 years. Mr. 
Pauli had a sound knowledge of infectious diseases. He 
was very popular and will be much missed in Bristol. — 
Mr. Vernon H. Starr, M.B., B.8. Lond., formerly house 
surgeon to the Royal Devon and Exeter Hospital, who was 
appointed in charge of the Peshawar Mission, N.W.F.P., 
India, in connexion with the Church Missionary Society, 
was murdered on March 17th. Dr. Starr was greatly 
respected in Exeter, and much sympathy is felt there for 
Mrs. Starr, who was with him at the time of the tragedy.— 
Surgeon Edwin John Gostwyck Sargent, L.M.S.S.A., R.N., 
died on June 25th at Bombay from the effects of sunstroke, 
in his twenty-sixth year. He was the son of Mr. W. G. 
Sargent, L.M.S.S.A., J.P., of Padstow, and grandson of 
the late Dr. H. E. Sargent, of Launceston. The deceased 
received his medical education at St. Bartholomew’s Hos¬ 
pital, qualified L.M.S.S.A. in 1917, and entered the Royal 
Navy as a surgeon. He was highly esteemed at Padstow, and 
much sympathy is felt there for his relatives. 
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end of June; the weekly admissions averaged 165, against 182, 143. 
and 202 in the three preceding months. The prevalence of enteric 
fever was slightly more than in the preceding month ; of the 41 
cases notified In Jane, 9 belonged to Wandsworth, 5 to Hackney, 
3 to the City of Westminster, 3 to Islington, and 3 to Battersea. There 
were 40 cases of enteric fever under treatment in the Metropolitan 
Asylums Hospitals at the end of the month, against 23, 23, and 32 
at the end of the three preceding months ; the weekly admissions 
averaged 6, against 3, 3, and 5 in the three preceding months. 
Erysipelas was proportionally most prevalent in St. Marylebone, 
8t. Pancr&s, Shoreditch, Bethnal Green, Deptford, and Greenwich. 
The 18 cases of puerperal fever Included 2 each in Fulham, Southwark, 
Lambeth, Wandsworth, and Woolwich. Of the 13 cases of cerebro¬ 
spinal meningitis 3 belonged to Stepney and 3 to Lambeth ; while 
of the 9 cases of poliomyelitis 3 belonged to Bermondsey and 2 to 
Woolwich. 

The mortality statistics in the table relate to the deaths of persons 


to the Manager, The Lancet Office, 423, Strand, . „ --- - - t- 
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URBAN VITAL STATISTICS. 


VITAL STATISTICS OF LONDON DURING JUNE, 1918. 

In the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in the City of London 
and in each of the metropolitan boroughs. With regard to the 
notified cases of infectious disease it appears that the numbetr of 


the deceased persons had previously resided. During the four weeks 
ended June 29th the deaths of 3655 London residents were registered, 
equal to an annual rate of 11*8 per 1000; in the three preceding 
months the rates had been 181, 17*1. and 13*7 per 1000. The death- 
rates ranged in June from 8*8 in Wandsworth, 91 in Woolwich, 9*3 in 
Lewisham, 9’5 in Paddington, 9 6 in Stoke Newington, and 9‘6 In 
Battersea, to 13’4 in St. Pancras, 13’6 in Chelsea, 13*7 in Bethnal Green, 
13‘9 in Greenwich, 14*7 in St. Marylebone, 15*8 in Southwark, and 
15’9 in Finsbury. The 3655 deaths from all causes included 336 which 
were referred to the principal infectious diseases; of these, 151 
resulted from measles, 5 from scarlet fever, 45 from diphtheria, 
from whooping-cough, 9 from enteric fever, and 28 from diarrhoea 



, 7, ' , , , J * Moonuiu.roi, uuiuuiu, nun tue uuy oi i_onaon ; 
and the highest rates in Finsbury, Bethnal Green, Southwark, Ber¬ 
mondsey, Deptford, and Greenw1ch 1 No fresh case of small-pox was 


_ __average i___ 

corresponding period of^ the five preceding years ; this disease was 
“ * Green, Southwark. Bermondsey. 


Vt.irfno ih. -.—* ° r small-pox was proportionally most fatal in Bethnal i 

Meti^litan Asv^nrn. n^«Lu h Jf 3 tht #e8 H UI V d iIi treatme ” t |“ th ® Battersda, and Camberwell. The 5 fatal cases of scarlet fever were'9 
durim?th?mont^^ P t!a nL d f 7®™ dl ® ch% *‘8 ed below the average number. The 45 deaths from diphtheria exceeded 

20^5 morAhinln?ha \ b ,/« ever W “ ftb ° Ut the avera ^« number by 7, and included 5 in Stepney, 4 in Lambeth, 

r^nn^nv “°r2 raon £ h; .J; hi8 dise ^ e was pro- 4 in Cambefwell. 3 in St. Pancras, and 3 in Bermondsey. The mor- 

^andsworth 6 anH < w^i^£h ry, 'rh° U M . ® ern ? ond8e Y« tality from wfcooping-cough was lower than in any of the preceding 

B Metropoliton Asylums 1 six months, the deaths numbering 98 against an average of 66; this 
J?® the mon ^ h ’ disease was proportionally most fatal in Fulham, Islington. Finsbury, 

tSS*wMkfo* m WS® the City of London. Southwark, Deptford,and Lewisham. The 9 deaths 

three ^re^edhiff^lJonthi 129 ,n vi he from enfc eric fever Agreed with the average ; 2 belonged to Stepney. 

.Si di P h t he 5 la was about The 28 fatal cases o£ diarrhoea and enteritis among children under 
prevalence thU the greatest proportiona 2 years of age showed a decline of 40 from the average; 4 deaths 

cfreen Srenniv^nuth^rk^ * I »? W,ni fe B*tbn&\ belonged to Woolwich. V3 to Hammersmith, 3 to Greenwich. 2 to 

oT^nhW ’ ln * m ^ s . ham i. f T h® number 8t. Marylebone. 2 to Islington, and 2 to Poplar. In conclusion, it may 

wh£hbe stated that the aggregate mortality in London in June from these 
Hospitals, which had been 1529,1358, and 1232, numbered 1179 at the I principal Infectious diseases ^as 6 per dent, above the average. 
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Ubban Vital Statistics tor Week Kkdei* July 6th, 1918. 

English and Welsh Tovms .—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16.500,000 persons, the 
annual rate of mortality was 19*0 per 1000, which with one exception was 
the highest rate recorded In any week of the present year; In the three 
preceding weeks the rates were 11*4,11*7, and 13'2 per 1000. In London, 
with a population slightly exceeding 4,000,000 persons, the death-rate 
was 17’4, or 4‘2 per 1000 above that recorded In the previous week; among 
the remaining towns the rates ranged from4'41n Southend-on-Sea, 6*8 in 
Wimbledon, and 61) In Cambridge to 41*2 In Sunderland, 414 In 
Huddersfield, 44-6 in Middlesbrough, and 45*6 in Rochdale. The principal 
epidemic diseases caused 340 deaths, which corresponded to an annual 
rate of 1*1 per 1000, and included 142 from whooping-cough, 108 from 
measles, 42 from infantile diarrhoea, 33 from diphtheria, 10 from scarlet 
fever, and 5 from enteric fever. Measles caused a death-rate of 2*6 in 
Sunderland, 3*6 in Lincoln, and 7*6 in Barnsley; whooping-cough of 2-3 
in Warrington, 28 in Merthyr Tydfil, 2*9 in Preston, and 3*0 in 
Walsall; and diphtheria of 2 3 In St. Helens. The 830 cases of scarlet 
fever and 1146 of diphtheria under treatment in the Metropolitan 
Asylums Hospitals and the London Fever Hospital were 27 and 43 
below the respective numbers remaining at the end of the previous 
week. The 1340 deaths from all causes in London included 218 from 
influenza, of which 110 were of persons aged 15 to 35 years. The 
causes of 77 deaths were uncertified, of which 23 were registered in 
Birmingham, 5 each in Liverpool and Sunderland, and 4 in South 
Shields. 

Scotch Tovms .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 13*9. against 11*8 and 11*5 per 1000 in the two pre¬ 
ceding weeks. The 273 deaths in Glasgow corresponded to an 
annual rate of 12’8 per 1000, and included 7 from whooping-cough, 
3 each from measles, scarlet fever, and diphtheria. 2 from infantile 
diarrhoea, and 1 from enteric fever. The 82 deaths in Edinburgh were 
also equal to a rate of 128 per 1000 , but no fatal case of the principal 
epidemic diseases was recorded during the week. 

Irish Tovms.—The 179 deaths in Dublin corresponded to an annual 
rate of 23*4, or 7'7 per 1000 above that recorded in the previous week, 
aud included 4 from whooping-cough and a fatal case each of measles, 
diphtheria, and infantile diarrhoea. The 335 deaths in Belfast were 
equal to a rate of 44*4 per 1000, and included 6 from whooping- 
cough. 5 from infantile diarrhoea, 2 from measles, and 1 each trom 
enteric fever and diphtheria. 


JJfcbittl Jtefos. 


Royal Colleges op Physicians of London and 
Surgeons of England.— At the Second Professional Exa¬ 
mination in Anatomy and Physiology, held on June 27th 
and 28th and July 1st and 2nd, 81 candidates presented 
themselves, of whom 43 were approved and 38 were referred. 
The following are the names and medical schools of the 
successful candidates 

A. H. Abdel-Messieh and M. V. Abraham, Manchester University; 
F. Blake, King's College; C. H. Bulcock, St. Bart.’s Hosp. ; C. L. C. 
Burns, St Thomas’s Hosp.; Marion Constance Vera Clarke, Royal 
Free H"sp ; C. 8 . Cloake, London Hosp.; J. L. Cope, Cambridge 
University and dt. Bart.’s Hosp.; P. G. Camming, king’s College ; 
S. Douglas, Sydney University and University College ; F. W. 
Crook, Guy’s Hosp.; W. L. Dunlop, Liverpool University; F. T. 
Evans, 8 t. Bart.’s Hosp.; H. Freeman, king's College; S. A. 
Gunter, St. Bart.’s Hosp.; R. Heneln, Cairo and Manchester 
University; F. W. Herbert, Charing Cross Hosp. ; II. D. Lawson, 
London Hosp.; K. W. Leon, 8 t. Bart.’s Hosp.; W. B. A. Lewis, 
Cambridge University and St. Bart.'s Hosp. ; G. M. Lewis. Uni¬ 
versity College ; Elizabeth Kathleen Mackay and A. Mikhail, King’s 
College; L. 8 . Morgan, St. Bart.’s Hosp.; J. N. Morris. King’s 
College; B. D. Nagel, St. Thomas’s Hosp. ; J. L. Nisbet, 8 t. Bart.’s 
Hosp.; R. M. Patterson and W Remington, Guy’s Hosp.; Constance 
Elizabeth Ridout and Mary Jane Ripley, Royal Free Hosp.; L. C. 
Rogers, Middlesex Hosp. ; Marv Francee Itoope, King's College ; 
I. Rocenbetg, Guy’s Hosp. ; L. Smalley, 8 t. Thomas’s Hosp. ; 
H. K. Snell, Kings College; J. A. Stephens, Leeds University; 
E. R. Steam, D. R. Thompson, and II. M. Toop, London Hosp. ; 
A. R. Walker, Cambridge University and St. Thomas's Hosp. ; J. G. 
Walker, King’s College; and J. F. Weakley, University College. 

Royal College of Surgeons of England : 
Election of Members of Council.— A meeting of Fellows 
of the College was held at the College on July 4th, Sir George 
Ma king, the President, being in the chair, for the purpose of 
electing four members of Council. The following was the 


result of the poll 

Votes. 

Plumpers. 

Sir John Bland-Sutton . 

... 410 ... 

. 37 

W. G. Spencer . 

B. W. Hey Groves . 

J. Lynn Thomas. 

... 322 ... 

. 9 

... 307 ... 


... 266 ... 


P. J. Steward . 

... 229 ... 

. 54 

H. B. Grlmsdale . 

... 185 ... 



The President declared chat Sir John Bland-Sutton and Mr. 
Walter Spencer had been elected, and that Mr. Hey Groves 
and Mr. Lynn Thomas had been elected members of the 
Council. Five Fellows voted in person and 620 voted through 
the post. Mr. H. J. Price and Mr. Willmott Evans acted as 
scrutineers. 

West London Medico-Chirurgical Society.— 
The annual general meeting will be held at the West 
London Hospital on Friday, July 19th, beginning at 
5.30 p.m., when the report of the council will be read and 

officers elected for 1918-19. 


Royal Colleges of Physicians and Surgeons, 
Ireland.— The Renben Harvey Memorial Prize has been 
awarded to William Robert Fearon, B.A., B.Sc., for an essay 
on “The Amylolytic Properties of Urine,” and a second 
prize to Joseph Warwick Bigger, M.B., for one on “ The 
Effect of Keeping on the Complementary Power of Guinea- 
pig Serum.” 

Royal Medical Benevolent Fund Guild. —We 
may remind our readers of the garden party in aid of the 
Guild to be held in the Royal Botanic Gardens, Regent’s 
Park, London, on Tuesday, July 16th, from 2.30-7 p.m. 
Lady Tweedy, chairman of the Guild, desires it to be known 
that inexpensive and useful gifts for the auction sales may 
be sent to her at 100, Harley-street, W. 1. 

Devon County Mental Hospital.— The Com¬ 
mittee of Visitors of the Devon County Asylum has decided 
to change the name of the institution to Devon County 
Mental Hospital. There are at present 1381 patients in the 
institution, and it has been arranged that some of the wards 
shall be fitted np to accommodate 200 sick and wounded 
soldiers. 

Public Health (Tuberculosis) Regulations, 
1918.—In view of the recent alterations in the limits of age 
of men liable to military service, the Local Government 
Board have issued an Order requiring every medical officer 
of health to send to the Chief Commissioner of Medical 
Services particulars of every male person between the 
ages of 16 and 53 years notified as suffering from tuber¬ 
culosis. The information, as heretofore, is to be regarded as 
confidential. 

The McQuitty Exhibition.—T he McQuitty 
exhibition (founded as a memorial of the late Dr. W. B. 
McQuitty, physician to the Belfast Royal Victoria Hospital), 
awarded* to senior students attending the Royal Victoria 
Hospital, Belfast, for excellence in clinical medicine, 
surgery, gynaecology, and ophthalmology (with pathology), 
has this year been gained by Mr. W. J. Lytfcle. 

Bristol Royal Infirmary. —The report for 1917 
of the Bristol Royal Infirmary has just been issued. The 
medical statement shows that nearly 50,000 civilian patients 
and 4200 military cases were treatea during the year. The 
adverse balance against the institution is now over £14,000. 
The committee make a strong appeal for increased 
financial support. What is more especially wanted is a 
regular income of £15,000 from annual subscriptions; at 
present this amounts to barely £10,000, but the Bristol 
residents have so generously supported their infirmary in 
the past that the required sum should be eventually raised. 

MEDICO-P8YCHOLOGICAL ASSOCIATION OF GREAT 
Britain and Ireland.— The annual meeting of the asso¬ 
ciation will be held on Tuesday and Wednesday, July 23rd 
and 24th, at Edinburgh. The presidential address 
will be delivered by Lieutenant-Colonel John Keay, 
R.A.M.C., at 2 p.m., on Tuesday, and papers will 
be read: Dr. W. Ford Robertson on “ The Infective 
Factors in Some Types of Neurasthenia,” and by Dr. 
Claud F. Fothergill on “The Prevention and Treatment 
of Neurasthenia and other Functional Nervous Breakdowns.” 
On Wednesday, at 2.30 p.m., at the Edinburgh War Hospital, 
Bangonr, Lieutenant-Colonel C. W. Cathcarfc and Major 
Rankine will give a demonstration on provisional artificial 
limbs, Sir Harold J. Stiles will show cases from the orthopaedic 
department, Captain Edwin Bramwell cases illustrating 
functional neuroses, and Major D. G. Marshall and Dr. L. K. 
Davies will give a microscopical demonstration on malaria 
and dysentery. 

We are informed that a few cases of “ influenza ” 
can be received at the London Fever Hospital, Liverpool- 
road, London, N. 

A second edition of Sir Rickman Godlee’s life of 
Lord Lister has jnst appeared (Macmillan and Co.), in 
which a few minor additions and corrections, chiefly of dates, 
have been made. 

The project of endowing a bed in the Royal City 
of Dublin Hospital in memory of the late Lieutenant-Colonel 
Henry Moore, K.A.M.C., has now assumed a definite form, 
and an influential committee has been elected for the 
purpose. Mr. G. Jameson Johnston, F.R.C.8.I., 13, Lower 
Fitzwilliam-street, Dublin, is the honorary treasurer. 

Under the auspices of the London County 
Council a course of lectures on the Care of Mother and Child, 
with special reference to the work of midwives, is being 
given at the Birkbeck College, London, E.C., at 4 p.m. on 
July 15th and 22nd, by Dr. F. Trubv King, C.M.G. The 
same course is also being given at the Morley College, 
Waterloo-road, London, S.E., at 4 p.m. on July 18th and 24th, 
by Dr. Truby King. The lectures will be illustrated by 
lantern slides and practical demonstrations. 
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Sir JAMES ACHESON MacOULLAGH, M.D. Dub., J.P. 

With tragic suddenness the death of this well-known 
and much-esteemed member of the medical profession in 
Ireland occurred on the evening of Wednesday. July 3rd, in 
Roscommon. In his capacity as medical inspector of the 
Local Government Board for Ireland he had been engaged 
on the day of his death in his customary quarterly inspection 
of the Western District entrusted to his care. Half an hour 
before he died he had been seen walking through the streets 
of the town apparently in his usual health, which, however, 
had not been robust for some years. In the afternoon, 
while engaged in conversation he suddenly expired from 
valvular disease of the heart. 

James Acheson MacCullagh was born in Dublin on 
Oct. 4th, 1854, and was the son of John MacOullagh, 
resident magistrate of Newry, co. Down, and of Wilhelmina, 
daughter of Acheson O’Brien, D.L., of Drumsilla, co. 
Leitrim. He was educated at Ennis College, co. Clare, 
and Trinity College, Dublin. He graduated in arts 
in 1875. In February, 1875, he joined the clinical class 
at the Meath Hospital and County Dublin Infirmary, and 
some two years later acted as clinical clerk to Dr. (now Sir) 
John Moore, physician to the hospital. In 1878 he graduated 
in medicine in the University of Dublin and in 1892 he 
proceeded to the degree of Doctor of Medicine, stipendiis 
coiulonatis in view of his attainments. Shortly after gradua¬ 
tion Dr. MacCullagh became house surgeon to the Derry City 
and County Infirmary and the City of Londonderry Fever 
Hospital, having meanwhile taken the additional surgical 
qualification of the Royal Faculty of Physicians and Surgeons 
of Glasgow. He was also appointed a medical officer to one of 
the dispensary districts of Derry, and in that historic town 
he established his reputation as a painstaking and clever 
physician. Dr. MacCullagh became a member of the borough 
council, and in three successive years filled the office of Mayor 
of Derry ; in 1896 he received the honour of knighthood. 

Sir J. Acheson MacCullagh joined the medical staff of the 
Local Government Board for Ireland in June, 1898, and 
daring the past 20 years the Western District has been the 
scene of his services. No part of Ireland makes greater 
demands on the energy and character of a medical inspector; 
it is subject to recurring outbreaks of typhus fever and 
enteric fever, though now happily to a much less extent 
than in past years. Working under such circumstances 
among a population of primitive ideas and habits, with 
sparse hospital facilities and undeveloped means of transit, 
and often cat off from ready communication with head¬ 
quarters, a medical inspector needs to exhibit exceptional 
qualities of decision and resource. Sir Acheson MacCullagh 
in his long career was frequently called on to deal with 
epidemics of enteric and typhus fever under these con¬ 
ditions, and never failed to acquit himself with distinction. 
On one occasion in a remote island he had in face of a 
local panic to render personal assistance in removing typhus 
patients from their homes among Jihe rocks and heather to 
the building which was fitted up as an emergency hospital. 
For his eminent services in this instance he was awarded 
the Order of St. John of Jerusalem. He coaid always be 
relied on to deal with a difficult situation with promptitude 
and sound judgment, and to his zeal and activity may be 
attributed the comparative immunity from serious outbreaks 
of fever which the isolated districts along the Atlantic sea¬ 
board have enjoyed in recent years. Although often called 
on to act with firmness, he succeeded in retaining the good¬ 
will and support of the local authorities and officers with 
whom he was brought in contact. His long experience of 
typhus fever was constantly appealed to by medical officers 
in cases where diagnosis was obscure. • 

In an appreciative note to the writer of this memoir, 
touching the occasion and manner of Sir Acheson MacCullagh’s 
death, his chief. Dr. E. Coey Bigger, Medical Commissioner 
of the Local Government Board for Ireland, writes under 
date July 6th : — 

“ 1 need hardly say that he was beloved by all who came 
in contact with him, not only in the department of the Local 
Government Board, but throughout his own district, where 
he was looked upon by the medical officers at large as a 
personal friend and a trusty adviser.” 

In 1880 he married Ida, a daughter of Mr. M. McClelland, 
J.P., of Glendarragh, Londonderry. J. W. M. 

IJarliamentaru Intelligent. 

NOTE8 ON CURRENT TOPICS. 

Maternity and Child Welfare Bill. 

The Maternity and Child Welfare Bill passed through 
Committee in the House of Commons on Tuesday, July 9fch. 

The discussion turned largely on points connected with the 
machinery of local administration. A new clause in the 
names of Sir Watson Cheyne and Major Astor, proposing 
a transfer of the powers under the Bill to a Ministry of 

Public Health in tne event of the latter being created, was 
ruled out of order. 

HOUSE OF COMMONS. 

Wednesday, July 3rd. 

Grading under the Neic Military Service Act. 

Sir C. Henry asked the Parliamentary Secretary to the 

Ministry of National Service whether he would state, of 
those medically examined who were within the new age- 
limit as provided by the Military Service Act, 1918, the 
percentage that had been passed into Grades 1 and 2.—Mr. 

Beck answered: The percentage of men placed by the 
medical boards in Grade 1 and Grade 2 is different in each 
year of age. A comprehensive percentage covering the 
whole of the new age-period would therefore tend to mislead 
those interested in the results of the medical examinations 
and yet would give information which might be of value to 
the enemy. In view of these circumstances it seems un¬ 
desirable to publish the information asked for. 

Commission* in the R.A.M.C. 

Mr. Pennefather asked the Under Secretary for War 
what qualifications were necessary to enable a man to be 
»appointed a quartermaster and given a commission in the 

Royal Army Medical Corps; whether any Royal Army 

Medical Corps commissions had been given to school¬ 
masters, architects, and others as sanitary officers; and, if 
so, what were the qualifications necessary for the holding of 
such commissions.—Mr. Macpherson replied: Appointments 
of quartermasters in the R.A.M.C. are usually reserved for 
qualified warrant officers and non-commissioned officers and 
ex-warrant officers and non-commissioned officers of the 

R.A.M.C. In the early part of the war, owing to there being Q* 

an insufficient number of R.A.M.C. candidates, a limited w 

number of other persons were appointed. The officers of 
sanitary companies must be conversant with sanitary 
science but need not necessarily be medical men. 

Appeal Tribunal on Officers' Disabilities. 

Colonel Ashley asked the Parliamentary Secretary to the 

Ministry of Pensions whether he would give some informa¬ 
tion as to the composition of the appeal tribunal which dealt 
with the cases of officers who claimed that their disability 
was owing to, or was aggravated by, military service, but 
who had been unsuccessful in obtaining pensions; whether 
it included legal as well as medical members; when and 
where it sat; and whether he would state the steps necessary 
for an officer to take who desired to bring his case before 
such a tribunal.—Sir A. Griffith-Boscawen said in reply: 

The Appeals Board is constituted as follows: Chairman, Sir 

Ernest Pollock, K.C., M.P.; Sir Frederick Taylor, Bart., 

F.R.C.P., Sir Alfred Pearce Gould, F.R.C.S., and Captain 

Albert Smith, M.P. The Board meets at intervals as the 
cases to be dealt with require at Bridgewater House, St. 

James’s. An officer whose appeal to the Ministrvof Pensions 
has been considered and rejected may ask the Ministry for it 
to be referred to the Appeals Board. This is then arranged, 
and the officer informed of the date and place. 

The Reported Deaths from Small-pox in Suffolk. 

Mr. Chancellor asked the President of the Local 
Government Board how many of the five small-pox deaths 
in the county of Suffolk reported in the quarterly return 
of the Registrar-General for the first three months of 1918 
were civil, military, and naval respectively; and what was 
the vaccinal condition in each case. — Mr. Hayes Fisher 
replied: I am informed by the Registrar-General that the 
cases referred to'were wrongly entered as small-pox. They 
should have been entered as whooping-cough. 

Medical Treatment of School Children. 

Mr. Rowntree asked the President of the Board of 

Education whether he could state the local authorities 
which were not providing medical treatment for school 
children.—Mr. Herbert Fisher replied: The follow¬ 
ing is a list of the 39 local education authorities in 

England and Wales who, in 1917, did not submit 
schemes for sanction by the Board of Education under 

Section 12 (1) (b) of the Education Administrative Pro¬ 
visions Act, 1907, for medical treatment of school children : 

Isle of Ely, Kingston-on-Thames. Herefordshire, Morecambe, 
Hertfordshire, Middlesex, Mossley, Soke of Peterborough, 
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Ossett, Penzance, Staffordshire, Pontefract, Suffolk (East), 
Pudsey, Sussex (East), Royal Leamington Spa, Yorks (North 
Riding), Stalybridge, Carmarthenshire, Sutton Coldfield, 
Canterbury, Carmarthen, Dudley, Llanelly, Gateshead, 
Coseley, Great Yarmouth, Edmonton, Rotherham, Farn- 
worth, Barnstaple, Felling, Berwick-on-Tweed, Ince-in- 
Makerfleld, Congleton, Glossop, Oldbury, Hornsey, and 
Spenborough. In 1916 the number of such authorities was 
43. It must not be assumed that all these authorities, while 
themselves incurring no expenditure, make no arrangements 
which secure, or aim at securing, the treatment of defects 
by private practitioners or voluntary organisations. . ^ «;C° A 

Thursday, July 4th. 

The Medical Service in France * 

Sir William Collins asked the Under Secretary for War 
whether, in view of the objections raised to recruiting 
medical men between 50 and 55 years of age and the alle¬ 
gations that medical men with the Army in France were 
insufficiently occupied, he had now further considered the 
desirability of making public the report of the committee 
which recently investigated the employment of medical men 
with the Army in France, and with what result.—Mr. 
Macpherson answered : There is no evidence that medical 
men in France are insufficiently occupied. It is not intended 
to publish the report of the committee. 

Blackburn Medical Board. 

Mr. Snowden asked the Parliamentary Secretary to the 
Ministry of National Service whether he was now in a position 
to report the result of his inquiry into the methods of the 
Blackburn Medical Examining Board, who are passing totally 
unfit men into the Army.—Mr. Beck answered: Inquiries 
have been made into the methods of the Blackburn Medical 
Board, and no evidence can be found in support of the 
allegations made against it. 

Medical Appeals in the Yorkshire Region. 

Mr. Jowett asked the Parliamentary Secretary to the 
Ministry of National Service how many appeals had been 
made on the ground of wrong grading a9 to medical fitness 
for military service at the West Riding of Yorkshire Appeal 
Court; and how many of such appeals had been granted.— 
Mr. Beck answered: The necessary information regarding 
the West Riding Appeal Tribunal is not available, but the 
following are the figures in respect of all appeal tribunals in 
the Yorkshire region during the period March 9th, 1918, to 
June 29th, 1918, inclusive : Number of applications made to 
an appeal tribunal m the Yorkshire region for re-examination 
by the medical assessors 1472, of which 252 cases have not 
yet been heard. Number of appeals allowed 283. It is not 
known in how many of these “ appeals allowed ” the medical 
assessors have altered the grading. 

Extra Rations to Invalids. 

Answering Sir Frederick Hall, Mr. Parker (on behalf 
of the Ministry of Food) stated that food control committees 
were empowered to grant extra rations to invalids in the 
case of certain specified diseases only. Rheumatoid 
arthritis was not one of these. They were also empowered 
in any exceptional case of disease in which they were of 
opinion that a special allowance of meat or butter should be 
granted to forward the application to the Ministry of Food 
for the consideration of the medical adviser. 

Supplies of Salrarsan Substitutes. 

Mr. Snowden asked the President of the Local Govern¬ 
ment Board what payments were made to the manu¬ 
facturers of the salvarsan substitutes as supplied to local 
authorities, and from what funds were these payments made. 
—Mr. Hayes Fisher answered: The payments made by local 
authorities to manufacturers for supplies of salvarsan sub¬ 
stitutes are at the minimum rates prescribed by the licences 
issued by the Board of Trade, and are at the'same rate as 
those charged to Government departments for supplies of 
these preparations. The payments are made in the first 
instance from the funds of the local authorities, but 75 per 
cent, of their expenditure for this purpose is repaid by the 
Local Government Board. 

Monday, July 8th. 

New Grading of the Older Men. 

Answering Sir Donald Maclean, Sir Auckland Geddes 
(Minister of National Service) said : Conferences have been 
held, with the President of the Local Government Board in 
the chair, between the Minister of National 8ervice, chair¬ 
men of Tribunals, and other Members of Parliament, with 
the following result. It was agreed that the following classi¬ 
fications should be introduced for men of the new military 
age with regard to their fitness for military service. In 
future men of these ages passed by Medical Boards as fit for 
Grade I. will be classified as Grade I. (B i.). Similarly, men 
of these ages passed as fit for Grade II. will be classified 
Grade II. (B it.), and those passed as fit for Grade III. will be 
classified as Grade III. (Biii.). These classifications will be 
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distinctly marked on the grading cards. Instructions will 
be immediately issued by the Local Government Board to 
tribunals that in considering the relative military value of 
Grade I. (B i.) they must assume these men are “not fit to 
be trained for first line infantry," and that in considering 
the relative military value of men in the new classifications, 
Grade II. (B ii.) and Grade III. (B iii.), they must assume 
that they are of substantially less military value than men 
under the previous Military Service Acts who were placed 
in Grade II. or Grade III. respectively. Instructions will be 
given to each National Service representative that if and 
when requested by a tribunal he shall state whether a man 
placed in Grade III. has been found by the medical board to 
be fit only for sedentary work. Certain other points were 
discussed. The Minister of National Service informed the 
Conference that he had already issued instructions that no 
notice calling up a man of the new ages for service was to 
give shorter notice than 14 days, nor was it to be issued until 
ten days after the date upon which the man was due to report 
for medical examination* He further informed the Conference 
that he had instructed all Directors of National Service 
to see that the unauthorised use of books which recruits 
were asked to sign at medical boards, stating that they 
were satisfied with their examination, was to be discon¬ 
tinued, and that he had prohibited the adoption of any 
practice of this nature. It was agreed that greater 
publicity should be given to the opportunity of every man 
to apply for a second examination by a National Service 
Medical Board if he were dissatisfied with his first exa¬ 
mination, and, further, that attention should be drawn by 
means of a printed intimation enclosed with the notice to 
report himself for medical examination of the limit of five 
days to the time within which he may apply to an Appeal 
Tribunal for permission to be examined by the Appeal 
Medical Assessors. 

Mr. Pringle: Will an opportunity be given to the men 
who have come before tribunals to have their cases 
reopened in view of this decision?—Sir A. Geddes: I do 
not think it would be quite easy to say that every case 
should be reopened, because many of the cases the tribunals 
might not w»sh to hear further. But I imagine that an 
application for a re-hearing will be considered. 

Mr. Albion Richardson : Is it not the fact that a man is 
entitled as a matter of right to obtain a re-hearing of his 
case on the ground that a new and material fact has arisen 
since tne case was last heard ?—Sir A. Geddes : He has a 
right to apply, but the tribunal may refuse the application. 

Mr. France : Was the number of medical meu on the 
beard considered at the Conference and the length of time 
to be given to the medical examination?—Sir A. Geddes : 
The number of doctors on the board was not discussed at the 
Conference. I think it was referred to once, but it was not 
discussed or made an important point. 

Medical Grading. 

Sir Charles Henry asked the Parliamentary Secretary to 
the Ministry of National Service whether of those who were 
within the new age limit as provided by the Military Service 
Act, 1918, who were medically examined up to June 30th, the 
percentage passed into Grade I. and Grade II. was in excess of 
or below the percentage that he anticipated when the 
measure was passed; and, if so, to what extent in per¬ 
centage.—Mr. Beck replied: Of the men medically exa¬ 
mined up to June 29th wdo were above the former military 
age the percentage passed as Grade I. and Grade II. was about 
12 per cent, less than anticipated. I must again point out 
that these percentages are based on a review at present 
necessarily incomplete and are liable to be misleading. 

Wednesday, July 10th. 

A Ministry of Health. 

Answering Major Astor, Sir G. Cave (Home Secretary) 
said: The proposal for a Ministry of Health Bill has been 
referred to the Committee of Home Affairs, and was con¬ 
sidered by the Committee at its first meeting yesterday. 
After discussion it became clear that the proposal raised 
questions of some difficulty, and it was decided to adjourn 
the consideration of the Bill to a special meeting of the 
Committee to be held early next week. It is, I think, obvious 
that it would be impossible to pass such a Bill before the 
adjournment of the House in August next. 

Major Astor: Will the Bill be introduced before the 
adjournment?—Sir G. Cave : 1 cannot answer that until the 
Committee has decided. 

At a later stage Major Astor proposed to ask leave to 
move the adjournment of the House in order to raise, as a 
matter of urgent public importance, the delay in introducing 
a Bill to set up a Ministry of Health. 

The Speaker, however, in declining to Allow the honourable 
and gallant gentleman to take this course, pointed out that 
a blocking motion was down on the order paper, and this, 
combined with the probability that there would be an oppor¬ 
tunity of raising the matter within a reasonable time, shut 
out such a motion for the adjournment. 
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THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE. 

K. B. Campbell to be temporary Fleet*Surgeon. 

To be temporary 8urgeona: D. J. Micab, J. V. Malnprlze, D. S. 
Prentice. 

To be temporary Dental Surgeons : T. P. H. Roberts, R. Page, 

J. C. Payne. - 

ROYAL ARMY MEDICAL CORPS. 

Major A. L. B. Green, Hereford Regiment (T.F.), to be temp Major. 
Temporary Captains relinquishing the acting rank of Major on 
re-posting: T. Martin, H. J.de Brent, A. S.K. Anderson, T. T. Higgins, 

F. C. Tibbs. 

Temporary Captains to be acting Majors : J. F. R. Gairdner, J. McV. 
Murray, N. G. W. Davidson, H. Dudley. R. H. R. Whitaker, R. Hodson, 
J. G. Johnston, R. J. Vernon, S. J. L. Lindeman, A. M. Wood, R. R. 
Blair, W. B. G. Angus, H. C. Watson. 

To be acting Majors while specially employed: Temp. Major M. 
Bridgman, Teinp. Major C. M. Row, Temp. Capt. E. W. Willett. 

To be Captains :—Captains from Special Reserve : R. A. Hepple, J. Y. 
Moore, A. L Robertson, T. I. Dun, R. H.- Leigh, H. G. Trayer, R. A. 
Austin, C. Popham, C. de W. Gibb. G. P. Ktdd, S. D. Robertson, T. K. 
Boney, S. S. B. Harrison, H. D. Lane, F. C. Chandler, H 3. Milne, 

G. V. B. Wallace, J. P. Quinn, J. B. Fotheringhmn ; Temp. C-ipts. 
W. E. Adam, C. S. P. Hamilton, C. A. Bernard, R. E. Gibson, K. P. 
MacKenzie, K. G. Foley, S. Smith. J. H. Fletcher. J. H. Barry, G. D. R. 
Carr, D. H. Hadden, Bf. F. W. MacKenzie, C. Scales, A. Wilson, C. K. G. 
Dick, T. R. Sneliing. 

To be temporary Captains: Capt. 8. S. Dunn (ret., Australian Army 
Medical Corps), attached R.A.M.C.; Temp. Lieut. A. J. Ferguson. 

To be Lieutenants, and to be granted the temporary rank of 
Captain Captains from Special Reserve: F. J. Hallinan, J. H. Baird. 
W. D. Anderton, T. D. Inch, W. T. Hare, J. D. Proud, J. E. Rusby, 

J. H. C. Walker, M. B. King, W. Hunt, C. A. Slaughter, W. H. 
Ferguson, G. G. Drummond, F. G. L. Dawson, W. M. Cameron. A. 
Rodd. D. J. Batterham. Temporary Captains : T. J. L. Thompson, 
A. G.,P. Hardwick, R. D. Davy. J. M. McKenzie, A. J. Hickey, 
W. J. Robertson, C. Russell, W. J. Knight. R. A. Mansell, W. L. 
Partridge, W. D. Newland, L. S. C. Roche, G. T. Baker, G. T. Garraway, 

G. B. Spicer. Cap ains from Territorial Force: S. Robertson, R. T. Jones. 
Temporary Lieutenants to be temporary Captains : W. F. Erskine, 

O. May, G. A. Hoffmann, R. Alderson, W. P. Miles, J. Lambie, H. O'H. 
O’Neill, C. W. Preston-Hillary, H. G. F. Spurrell, 8. E. Atkinson, J. 
Avery, H. V. Mitchell, W. B. Wilson, P. W. Hampton. R. Crawford. 

K. McK. Duncan, J. Ritchie, W. Anderson, W. Lilico, H. B. Wickham, 
J. Hunter, J. P. Bridge, J. Wylie, 8. D. Craig, L. Hutchinson, B. S. 
Prior, E. O’D. Graham. R. Duncan, H. O. West, E. W. Witney, S. H. 
White, G. H. C. Lumsden. A. K. Knapp, Q. Madge. O. V. Payne, G. W. 
Curtis, W. A. Allison, B. Tate, J. D. Ferguson, A. J. May, A. B. Sykes, 
A. C. Kenton, R. H. Thomson, F. G. Ralphs, W. H. F. Bales, J. A. 
Wood. T. Clarke, H. R. Wright, F. W. PoliaVd, V. G. Best, T. Gillespie, 
W. B. Waymark, J. Williamson, S. Wood, J. A. McSweeny, 
R. B. G. Gray, A. E. Leapingwell, H. T. P. Young, H. M. Roberts, 
J. F. Peart, i. Brown, W. B. Primrose, W. Weir. J. B. Alcktn, J. A. 
Meams, W. Malr, J. Steward, G. A. Pratt, A. H. B. Hartford, R. Peart, 
W. W. Cawlow, P. Talbot, J. C. Wootton, A. W. Ewing, W. Rotherham, 

A. Evans, A. C. Russell, J. Wilson, C. M. Ockwell, J. Duubar, T. P. 
Robertson, L. Welply, F. H. Fuller, N. E. Sampey, J. J. F. Knight, 
C. B. Ticehurst, F. W. MacKichan. R. Brown. J. Sfcott, K. H. Dodd, 
J. H. Jones, D. P. Lindsay, L. H. Werden, N. Gray, J. S. Wilson, C. L. 
Driscoll, E. E. Paget-Tomlinson, G. C. Anderson, H. W. Horan. It. G. 
Smith, P. D. Hunter, B. J. Cusack, K. A. Sanders, J. R. Munro, 
R. J. W. McKane, J. Ferguson, D. D. Ritchie, R. J. Bentley, S. H. 
Sweet, H. Spurway. A. I. Shepherd- Walwyn, G. E. Thornton, 
W. S. Graham, J. K. Manson, J. Dalgleisb, J. L. Meynell, E. M. 
Mall, S. W. White, J. K. Reid, W. Tregea, W. B. Clarke, 
8. N. Galbraith, B. WaoM. Mahon, J. B. Cook, J. Grogono, 

B. W. Grogono, B. P. Harding, B Kelly, C. A. B. Horsford, 

C. A. Lawrence, J. B. Banister, J. Kllenbogeu, E. Morrison, P. J. Hay, 
J. A. W. Ponton, J. C. Ryan, B. Suggit, F. H. Dlggle, A. M. Malcolmson, 
A. Tatt, M. S. Wood, A. R. Taylor, G. H. Hackney, O. Smith, J. Cross, 
C. H. G. Lyall, E. Morgan, T. A. Davies, T. Kennedy, B. B. Phillips, 

C. B. Gerrard, C. B. M. Aldridge, R. N. Woodsend, J. McGibbon. R. T. A. 
Patchett, L. Wayne-Morgan, A. H. Gray, F. Crooks, H. Baird, V. J. 
Rigg, M. Aikman, P. L. Pollard, W. Cook, R. S. Strachan, D. O. Fair- 
weather, T. Fraser, C. Brash, R. Taylor, J. D. Oliver, J. A. Powell, 
J. N. M. Sutherland, A. Matheson, F. L. Thomas, J. W. A. Wilson, 

D. L. G. Radford, F. A. Morrison. D. P. Smith, P. A. Hendley, 8. W. 
Swindells, A. Westerman, G. Eager, E. G. D. Benson, G. Milne, C. M. 
Stevenson, U. Marks, T. B. Valle, A. H. Duckett, J. J. Todd, D. W. 
Tacey, H. R. Cran, R. N. Dunlop, J. G. Woolham, N. H. M. Burke, J. D. 
Hartley. J. D. Jones, G. Denholm, A. F. Waterhouse, M. D. Mackenzie, 

L. D. Callander, J. Dawson, H. C. Taylor, J. B. H. Holroyd, H. B. Middle- 
brooke, W. H. Parkinson, H. Maftin, T. Brodie, G. L. Langley, F. de K. 
Martyn, W. B. Peacock, A. O. Bisson, J. F. Lindsay, F. McG. Lough- 
nane, C. Gray, G. D. Dawson, H. A. Mason, J. Gilchrist, J. Orr. J. W. 
McDougall, G. Mowat, D. K. C. Shepherd, C. L. Stewart, E. C. Roberts, 

H. F. Marshall, H. R. L. Allott, F. F. C. Willington, R. C. Pitt, A. J. 
Adkins, W. H. Gibson, J. T. It. MacGill, D. Longwlll, M. J. Macauley. 
F. H. Mosse, D. P. Macdonald, L. D. Wright, R. Fraser, H. J. Mauning, 
C. J. Taylor, W. Duguid, St. G. M.L Homan, C. W. C. Harvey, G. E. A. 
Mitchell, T. It. Couldrey, P. J. O’Brien, J. Fortune, I. B. Richardson, 
C. H. Gunson, W. B. A. Moor.e S. G. Johnson, R. W. Dale, A. G. Blan-i, 
A. 8. Findlay, J. A. Hagertv, H. P. Wright, F. D. Scott, W. H. Gowans. 
A. G. Stewart, J. W. Robertson, G. Garland, A. R. Jennings, H. Thorp. 

A. B. J. Barcroft and T. Bell, late temporary Captains, are granted 
the honorary rank of Captain. 

Temp. Hon. Lieut. D. A. Bartley to be temporary honorary Captain. 
Officers relinquishing their commissions: Temp. Major W. Robinson 
(on ceasing to be employed at Ihe Sutherland War Hospital); Temp. 
Cspts. K. M. B. Simon, F. M. Harvey, W. W. D. Thomson, N. W. 
Jenkln, L. M. Davies, D. T. Evans; Temp. Lleuts. J. Rusk, N. Morris. 

P. J. D. O’Malley, W. R. Read, J. Good; Temp. Hon. Lleuts. C. S. 
Gilman, M. C. Pruitt. 

Canadian Army Medical Corps. 

Temp. Col. C. A. Hodgetts is seconded for duty with the Ministry of 
National Service. 


Temp. Major J. G. W. Johnson to be acting Lieutenant-Colonel while 
specially employed. 

Temporary Majors (acting Lieutenant-Colonels) to be temporary 
Lieutenant-Colonels: N. B. Gwyn. H. H. Moshier. 

Temp. Lieut. R. Robillard to be temporary Captain. 

F. D. Derrick to be temporary Lieutenant. 

VOLUNTEER FORCE. 


Medical Volunteer Corps.— City of Aberdeen : M.O. and Temp. Capt. 
W. 8. Cheyne, from 1st Bn. City of Aberdeen Vol. Reg., to be temp. 
Capt. M.O. and Temp. Capt. J. O. Wilson, from 2/lst Bn. County of 
Aberdeen Vol. Regt., po be temp. Capt. M.O. and Temp. Lt. R. A. 
Slessor, from l/lst Bu. County of Aberdeen Vol. Regt., to be temp. Lt. 
Anglesea: M.O. and Temp. Capt. G L. Jones, from 1st Bn. Angle*ea 
Vol. Reg., to be temp. Capt. Ayrshire: M.O. and Temp. Capt. 
W. McAlister, from 2/lst Bn. Ayrshire Vol. Regt., to be temp. 
Capt. M.O and Temp. Lt. F. McKenna, from l/lst Bn. Ayr¬ 
shire Vol. Regt., , to be temp. Lt. Banffshire: M O. and Temp. 
Lt. G. C. Grant, from 1st Bu. Banffshire Vol. Regt., to be 
temp. Lt. Bedfordshire: M.O. and Temp. Capt. F. B. W. 
Phillips, from 1st Bn . Bedfordshire Vol. Regt.., to be temp. Capt. 
M.O. and Temp. Lt. N. Bdwtrds, from 2nd Bn.. Bedfordshire Vol. 
Regt., to be temp. Lt. Berkshire: M.O. and Temp. Lt. J. T. R. 
Miller, from 1st Bn,. Berkshire Vol. Regt.. to be temp. Lt. Berwick¬ 
shire ; M.O. and Temp. Capt. J. MacWatt. from 1st Bn., Berwickshire 
Vol. Regt., to be temp. Capt. City of Bristol : M.O. and Temp. Capt. 
H. I. Owen, from 1st Bn., City of Bristol Vol. Regt.. to be temp. Capt. 
M.O. and Temp. Capt. F. B. Peake, from 2nd Bn . City of Bristol Vol. 
Regt., to be temp. CaDt. Buckinghamshire: M.O. and Temp. Lt. 
H. Barrett, from 1st Bn.. Buckingham Vol. Regt., to be temp. Lt. 
M.O. and Temp. Lt. J. D. J. Harris, from 2nd Bn.. Buckinghamshire Vol. 
Regt., to be temp. Lt. M.O. and Temp Lt. H. T. Wickham, from 
3rd Bn., Buckinghamshire Vol. Regt., to be temp. Lt. Cambridge¬ 
shire*. M.O. and Temp. Lt. A. J. Laird, from 1st Bn., Cambridgeshire 
Vol. Regt., to be temp. Lt. M.O. and Temp. Lt. F. Robinson, from 
2nd Bn., Cambridgeshire Vol. Regt., to be temp. Lt. M.O. and 
Temp. Lt. F. W. Mawby, from 3rd Bu., Cambridgeshire Vol. Regt., to be 
temp. Lt. Carmarthenshire: M.O. and Temp. Capt. K. Bvans. from 
1st Bn., Carmarthenshire Vol. Regt., to be temp. Capt. Carnarvon¬ 
shire : M.O. and Temp. Lt. R. R. Jones, from 1st Bn , Carnarvonshire 
Vol. Regt., to be temp. Lieut. Cheshire ; M.O and Temp. Lt. L. C. A. 
Savatard, from 1st Bn., Cheshire Vol. Regt., to ne temp. Lt. 
M.O. and Temp Lt L. Pearson, from 2nd Bn , Cheshire Vol. Regt., to 
be temp. Lt. M.O. and Temp. Lt. M. Young, from 3rd Bn., Cheshire 
Vol. Regt., to be temp. Lt. M.O. and Temp. Lt. C. McA. Wilson, from 
4th Bn., Cheshire Vol. Regt., to be temp. Lt. M.O. and Temp. Lt. F. 
Cant, from 5th Bn.. Cheshire Vol. Regt., to b« temp Lt. M.O. and 
Temp. Lt. T. H. Smith, from 9th Bn., Cheshire Vol. Regt., to be temp. 
Lt. M.O. and Temp. Lt. W. R. J. Garson, from 10th Bn., Cheshlre- 
Vol. Regt., to be temp. Lt. M.O. and Temp. Lt. A. Banks, from 
llth Bn., Cheshire Vol. Regt., to be temp. Lt. Clackmannanshire: 
M.O. and Temp. Capt. D. W. Currie, from 1st Bn., Clackmannanshire 
Vol. Regt., to be temp Capt. Cornwall: M.O. and Temp. Cipt. 
A. J. Little, from 1st Bn , Cornwall Vol. Regt., to be temp. Capt. 
Cumberland : M.O. and Temp. Lt. J. R. S. Anderson, from Cum¬ 
berland Motor Vol. Corps, to be temp. Lt. M.O. and Temp. Lt. 
F. H. Morison, from 1st Bn., Cumberland Vol. Regt., to be temp. Lt. 
Derbyshire: M.O. and Temp. CApt. G. S. Sims, from 1st Bn., 
Derbyshire Vol. Regt., to be temp. Capt. M.O. and Temp. Lt. 
W. B. Bond, from 2nd Bn., Derbyshire Vol. Regt., to be temp. Lt. M.O. 
and Temp. Lt. W. R. Paton, from 3rd Bn., Derbyshire Vol. Regt., to be 
temp. Lt. M.O. and Temp. Lt A. Court, from 4tn Bn., Derbyshire 
Vol. Regt. to be temp. Lt. M.O. and Temp. Lt G. E. Sawdon, 
from 6th Bn., Derbyshire Vol. Regt., to be temp. Lt. M.O. 
and Temp. Lt. S. J. Parkhlll, from 7th Bn.. Derbyshire Vol. 
Regt., to be temp. Lt M.O. and Temp. Lt. W A. Walters, from 8th 
Bn., Derbyshire vol. Regt., to be temp. Lt. Dorsetshire : M.O. and 
temp. Lt. G. G. M irrice, from 1st Bn., Dorsetshire Vol. Regt., to be 
temp. LI. Dumbartonshire: M.O. and temp. Capt. J. R. F. Cullen, 
from 1st Bn., Dumbartonshire Vol. Regt., to be temp. Capt. City of 
Dundee: M.O. and temp. Capt. D. J. Forbes, from l/lst 8n., City of 
Dundee Vol. Regt , to be temp. Capt. Durham : M.O. and temp. Lt. 
J. J. Weir, from 1st. Bn. Durham Vol. Regt., to be temp. Lt. M.O. and 
temp. Capt. J. C. French, from 2nd Bn.. Durham Vol. Regt , to be 
temp. Capt. M.O. and temp. Lt. 8. G. Mostyn. from 4th Bu., Durham 
Vol. Regt , to be temp. Lt. M.O. and temp. Lt. N. Phtltpson. from 
9th Bn., Durham Vol. Regt., to be temp. Lt. M.O. and temp. Lt. A. D. 
Kelly, from 12th Ba., Durham Vol. Regt.. to be temp. Lt. City 
of Edinburgh : M.O. and temp. Lt. W. G. Aitchison-Robertson, 
from l/lst Bn., City of Edinburgh Vol. Regt., to bo temp. Lt. 
M.O and Temp. Capt. H. Hay, from 2/lst Bn City of Edinburgh Vol. 
Regt., to be temp. Capt. Essex : M.O. and Temp. Lt. G. F. Wilson, 
from 1st Bn. Essex Vol. Kegt.. to be temp. Lt. M.O. and Temp. Capt. 
J. H. Saber, from 3 2nd Bn E*«sex Vol. Rsgt.. to be temp Capt. M.O. 
and Temp. Lt. F. Is.Jell, from 4th Bn. Essex Vol. Regt., to be temp. Lt. 
M.O. and Temp. Lt. G F. Cooper, from 5th Bn. Essex Vol. Regt., to be 
temp. Lt. Fifeshire: M.O. and Temp. Capt. A. L. Curror. from 1st Bn. 
Fifeshlre Vol. Regt., to be temp. Capt. County of London : M.O. and 
Temp. Lt. A. H. Gibbon, from County of London Vol. Eng., to be 
temp. Lt. West Riding i P. Bennett to be temp. Lt. Norfolk : 
R. Grant to be temp. Capt. Lancashire : Temp. Capt. G. 
Stowell to be temp. Major. Northumberland : M. Thompson to be 
temp. Lt. Kent: F. Hugate-Smith to be temp. Lt. Lincolnshire: 
H. S. McIntosh to be temp. Lt. Middlesex: Temp. Major P. G. 
Dandi-Smith, from Middlesex Motor Volunteer Corps, to be temp. 
Major. Suffolk: Lt.-Col. W. Keates (late the Suffolk Regt.) to be 
temp. Lieut.-Col; to lie temp. Majors: Lieut. H. G. Wood-Hill (late 

R. A M.C.), Lieut. H. E Barnes date K.A.M.C.), R. W. Mullock (late 
Surgeon-Captain, 3rd E.A.. Howitzer Brigade), Capt. J. R. Dobbin 
(late K.A.M.C.), J. F. C. Hoesack, A. M. N. Pringle, C. K. Moseley, 
D. A. Carruthers (late Captain, 1st Forfar R.G.A. (V.)); to be temp. 
Capts.: W. F. Fryer, H. P. Sleigh, D. N. Seth-Smlth, G. H. RanBome, 
M. H. M »nnigan (late Lt., 2nd V.B., Suffolk Regt.), G. I. T. 8tewart, 

S. O. Eades, A. C. Young, G. R. Fox. F. C. Wetherell, B. A. C. Baylor 
(late Surg.-Lt. 1st V.B., •• The Buffs,’ East Kent Regt.) 


ROYAL AIR FORCE: Medical Branch. 

The undermentioned are granted temporary commissions as 
Lieutenact-Colonels: Fleet-Surgs., R.N., R. H. Mornement, W. H. 
Pope, N. J. Roche, J. St. J. Murphyj Staff-Surg.. R.N.. H. Coopsr. 
As Captain : A. E. Henton. As Lieut.: A. K. Soutar, F. H. Wallace. 
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VACANCIES.—MEDICAL DIARY.— EDITORIAL NOTICES. [July 13, 1918 65 


.'fuoccssful applicant* tor vacancies, Secretaries oj Public Institutions, 
arna others possessing information suitable for this column, are 
invited to forward to Thk Lanobt Office, directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning oj each 
week, such information for gratuitous publication. 

Da.lt, T. J., F.R.C. 8 . Irel., has been appointed Certifying Surgeon 
under the Factory and Workshop Acts for the Mullingar District of 
the county 01 Westmeath. „ „ , ^ . 

Mackenzie. Rachkl B. W., M.B. Lond., Assistant Medical Officer of 
Health for the Borough of Woolwich. 

Robertson, D., Certifying Surgeon under the Factory and Workshop 
Acts for Aberdeen. 


faanrits. 


For further information refer to the advertisement columns. 

Alnwick Infirmary.— H.S. £150. 

Birmingham. Si. Chad’s Hospital . — Res. M O. £150. 

Birmingham University.—Sea. Demonsrrator of Anatomy. £250. 

Bristol Education Committee.— Female Aast. School M.O. £350. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Bristol University.— Demonstrator in Physiology. 

Great Northern Central Hospital, London , N.— H.S. £100. 

Hampstead General and North- West London Hospital.—Css. O. £150. 
Hospital for Consumption and Diseases of the Chest, Brompton.— 
Asst. Res. M.O. £100. 

Hospital for Epilepsy and Paralysis, Muida Vale, 11'.—Asst. Phys. 
Hospital for Sick Children. W.C.-H.8. £100. 

Kensington Dispensary and Children’s Hospital.— Res. M u. £180. 
Kensington ana Fulham General Hospital, S. W.— Res. M.O. £250. 
London County Mental Hospital, Coulsdon, Surrey.— L.T. Asst. M.O. 

7 guineas a wee*- , „ _„ 

Maidstone. West Kent General Hospital —Sen. H.S. £250. Also 
Jun. H.S. £125. . m „ 

Manchester County Asylum . Prestwick.— L T. £7 Is. per week. 
Manchester Education Committee.— Asst. School M.O. £350 to £500. 
Ministry of Pensions, Allerton Tower Home of Recovery, Liverpool.— 
Rea. w.O. £450. 

Norttuimptonshire Sanatorium. Creaton.— Med. Supt. £300. 

Portsmouth Royal Hospital.—H.S. £200. 

Queen Mary’s Hospital for the East End, Stratford .— H Ja. 

Royal Free Hospital , Gray’ V Inn-road, W.C.- Female Cas. H.S. 

and Gynecological Registrar. 

St. y ark* Hospital for Cancer, Fistula, and Other Diseases of the\ 
Rectum. City-road, E.C.— H S. £250. 

St. Mary’s Hospital, Paddington.- As«-t. Path. £100. 

SheffieU Royal Hospital— H.P. £140. Also Cas. O. £135. 

Sheffield Royal Infirmary.—H.S. £120. Also H.P. £120. 

Stockport Infirmary.— Jun. H.S. £200. 

Stoke-on-Trent County Borough , Stanfield Sanatorium— Asst. Tuberc. O. 
£360. 

Walsall Education Committee— L.T. Sch. Med. Insp. £400. 

West London Hospital. Hammersmith -road. H”.— H.S. £4 4s. weekly. 
West Riding of Yorkshire, Maternity <f* Child Welfare.— Med. Prac. £400. 
York (Aty.— Temp. Tuberc. O. £500. 

York County Hospital . — Female H.S. £200. 

The Chief Inspector of Factories. Home Office. S.W., gives notice of 
a vacancy fora Certifying Surgeon under the Factory and Workshop 
Acts at Aberdare, Glamorgan. 


. (£ 100 ) 


Jjirttis, Carriages, attu Jeatbs 


BIRTHS. 

Axlnutt.— On June 30th, at Horncliffe-road, Blackpool, the wife of 
Captain B. Bruce Allnutt, M.C., R.A.M.C., ol a son. 

Mey*-b— On July 2nd. the wife of Surgeon K. Meyer, D.O. Oxon 

B. A., M.D., FVR.CS.E., R.N., of a son. 

Ruxton.— On July 1st, to Captain H. W. B. Ruxton, R.A.M.C., and 
Mrs. Ruxton \nte M. H. Naylor, M.B., B.S. Lond.), of The Mall, 
Brentford, W.—a daughter. 

MARRIAGES. 

Harvet — Henderson.—O n July 5th. at the Friends’ Meeting House, 
Golders Green, Surgeon W. F. Harvey. R.N., to Margaret Muir, 
elder daughter of John Henderson, of Coringham-road, London, N.W 
Ward— Gourley.— On July 3rd, at St. Mary Abbot’s, Kensington, 
Temp. Surgeon George K. S. Ward, M.D., R.N.. to Una, youngest 
daughter of the late Dr. Gourley, of West Hartlepool, and Mrs. 
Gourley, of Harrogate. . _ 

DEATHS 

Cowan.— On July 1st, at Tenby (suddenly). John James Cowan, M.B. 

C. M. Edin. 

Foulerton. —On June 29th, at Pembridge-vlllas, John Foulerton, 
M D., F.R.C.P. & S. Edin., F.G.S., In his 90th year. 

Keaxt.— On July 6th, at Ashley House, Gosport, J. W. Gregory Kealy 
M.R C 8., L.R C.P., a*ed 60. 

Senirr.— On June 29< h, at Galway, Alfred Senier, M.D., D.Sc., Ph.D 
Professor of Chemist ry and Lecturer in Medical Jurisprudence and 
Hygiene in University College, Galway. 

N.B.—A fee oj 5s. is charged for the insertion of Notices of Births , 
Marriages , and Deaths. 


gtebital $iarg far % ensuing Meek. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wlmpole-Street. W.l. 
Tuesday, July 16th. 

Fellowship. (Names already 
circulated.) We( , ne8(Uy July 11th . 

OCCASIONAL LECTURE by Colonel William Hunter, C.B., A.M.5., 
in the Robert Barnes Hall, at 5.30 p.m., on /T _ hllll 

“The Prevention and Arrest of Uee-borne Disease* 

Relapsing, and Trench Fevers) by New Methods of Disinfec¬ 
tion . A summarized account of two and a half years 
experiences in the Eastern War Areas. (Illustrated by lantern.) 

MEETINGS OF SECTIONS. , 

EPIDEMIOLOGY.—This Section is specially invited to attend Colonel 
Hunter’s Lecture. 

Thursday, July 18th. 

DERMATOLOGY (Hon. Secretaries— J. B. K. McDonagh, Henry Mac- 
Oormac; Acting Hon. Secretary— S. B. Dore) : at 5 P.M. 

Cases will be shown at 4.30 p.m._ 

LECTORES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 

r0 Clintai each week day at 2 P.M., Wednesday, Friday, and Saturday 

(DetaUs of a postrGraduate Course were given In Issue of June 29th.) 
NORTH-EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

THE THROAT HOSPITAL, Golden-squye, W. a , 

Monday, July 15th.-5.15 p.m., Special Demonstration of Selected 
Cases. 

Thursday. —5.15 p.m., Clinical Lecture. 

COLLEGE OF AMBULANCE, 3, Vere-street, Cavendish-square, W. 
Course of Special Lectures and Demonstrations on Ambulance Work 
and FirstAid (illustrated as far as may be possible and followed 

Thursday 111 J^i^y^lSth. — 4.30 p.m., Lecture X.Mr. G. F. Shee : 
The Work of the Royal National Life Boat Institution. 

BDITORIAIi NOTICE S. 

In Consequence of the pressure on our space and the shortage 
of paper the Editor may he compelled to abbreviate communica¬ 
tions, as an alternative to their rejection, rvhen time does net 
allow them to be reconsidered by their authors. 

It la most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “ To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with 
the Editorial staff. It is urgently necessary that attention 
phould be given to this notioe. 

Offices: 423, STRAND, LONDON, W.C. 2. 

Communications, Letters, &c., to the Editor have 
been received from— 

^ _Dr. G. R. Anderson, Southport ; J.—Capt^JY. Jameson, K.A.M.C, 
Australian Imperial Force, Lond., 

Surg.-Gen. of ; Ool. J. G. Adami, 

A.D.M.S.; Mr. W. D. Anderson. 

Keswick ; Messrs. Adlard and 
Son and West Newman, Lond. 

B.—Board of Agriculture and 
Fisheries, Loud.; Board of Trade, 

Coal Mines Dept.. Loud.; Babies 
of the Empire, Lond., Sec. of; 
rapt. W. Langdon Brown, 

R.A. M.C.(T.); British Women’s 
Hospital Nation’s Fund for 
Nurses, Lond., Committee of; 

Mr. J. Bell. Lond.; Dr. C. A. 

Bucklln, Glasgow; Sir Thos. 

Barlow, Bt., K.C.V.O.; Dr. J. 

Brownlee, Lond.; Board of Trade, 

Asst. Sec. of, Lond.,- British 
Museum (Natural History), 

Lond., Director of. 

C —Dr. F. G. Crookshank, Lond.; 

Dr. J. B. Christopherson, Khar¬ 
toum ; Children’s Country Holi¬ 
days Fund. Lond.; Dr. A. K. 

Chalmers, Glasgow ; Mr. F. H. A. 

Clayton; Mr J. H. Clements, 

Winklelgt; Mr. A. L. Cameron, 

New York : Major W. B. Cameron, 

M.R.C.: Mr. A. H.Cbeatle, Lond. 

D. —Dr. V. Dickinson, Lond. 

E. —Eugenics Education Society, 

Lond. 

F. —Mr. H. G. Fell, Lond.; Fac¬ 
tories, Chief Inspector of. Lond. 

G — Pte. P. Gibson, R.A.M.C.(T.); 

Mr. F. Golla, Sunnlngdale. 

H —Major A. T. Henderson, 

G.A.M.C.; Dr. J. B. Hurry, 

Lond.; Prof. R. Howden, New¬ 
castle-upon-Tyne. 

I—Ilford, Medical Officer of 
Health of. 


K. —Mr. W. Kean, Glasgow. 

L. —London Hospital Medical Col¬ 
lege, Sec. of; London County 
Council. Chairman of; London 
and Counties Medical Protection 
Society, Sec. of; Local Govern¬ 
ment Board, Sec. of. 

M. —Medico-Psychological Associa¬ 
tion of Great Britain and Ireland; 
Dr. N. Macleod, Shanghai; Mr. 
J. F. McMillan; Mr. J. Y. W. 
MacAlister, Lond.; Major W. B. 
McKechnie. I.# S. 

N. —Miss J. Nell-Kerrlson, Smeth¬ 
wick . Norwich, Medical Officer 
of Health of; National Food 
Journal, Lond. 

O. —Mr. J. Offord, Lond. 

p. -Poole Rural District, Medical 
Officer of Health of; Dr. F. C. 
Povnder, East Grinstead: Mr. 
R. H. A. Pllmmer, Lond.; Dr. F. 
Proeser, Rainford. 

R.—Miss B. A. Rout. Lond.; Mr. 
R. T. Reynolds, Redruth ; Royal 
Sanitary Institute, Lond.; Royal 
College of Surgeons in Ireland, 
Dublin, Registrar of; Dr. C. 
Rolleston. Stamford. 

8 .— Sir Edward Schkfer, Edin¬ 
burgh ; Dr. A. B. Stansfeld, Lond. 

T. —Dr. J. Tatham, Oxted; Dr. 
0. J. Thomas, Lond. 

U. —University of Durham College 
of Medicine, Newcastle on Tyne, 
Sec. of; Under-Secretary of 
State, Home Office. 

W. -Capt. A. Hi Watson, R.A.M.C.; 
West London Medico-Chirurgical 
Society; Major F. R. Walshe, 
R.A.M.C. 
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Joies, jStyorl Comments, aift Jnstoers 
to Correspondents. 


FOLK-MEDICINE IN THE ARAN ISLANDS. 

In her “ Glimpses of My Life in Aran,” Miss Hedderman, 
a district nurse, describes a number of survivals which in 
the past must have baffled medical men in many districts 
nearer the centres of civilisation than the remote and often 
inaccessible Aran Islands. Belief in the evil eye was once 
universal; it is still firmly rooted among the popular 
superstitions of the Western Irish. 

“A child bitten by a dog was thought to have been 
looked upon,’ ” she writes^ “by a person possessing this 
evil influence.” A hydrophobia cure, once universal, had 
been resorted to and the child had been treated with a hair 
of the dog that bit it. The hair of the shaggy animal had 
been rubbed stiffly across the boy’s mouth, causing intense 
torture to the bleeding patient. We are not told where the 
bite was, but we presume it was on the lips. The dog itself 
had had its hair dragged ofT and had then been drowned in 
the sea. It was three weeks before Miss Hedderman, a 
patient apostle of Listerism, could free the wound from the 
“ hair-conveyed ’ poison by the use of warm boric lotion. 

The “ saliva cure met Miss Hedderman at every turn in 
connexion with the evil eye. The person accused of casting 
a spell can also cure it by spitting. Sputum was doubtless 
once held to convey the soul or, like blood, to contain the 
soul and, on the homoeopathic principle, the magician’s soul 
can cure the evil wrought by the magician’s eye. In cases 
of acute disease 


the first resort Is the saliva cure, and should the person accused 
of casting the spell resent the insinuation and not be friendly disposed 
in that special direction, the patient's progress and relief from 
suffering are supposed to be hindered until he [the caster of the spell] 
enters the sick-room and saturates the bed-clothes with this filthy 
Sccroiion. 


A new-born child in Aran must be duly spat upon by the 
first person entering the lying-in chamber, and the compli¬ 
ment must be extended first to the mother, then to the 
medical man, nurse, or other attendant. The Aran islaflders 
regard this spitting as a potent charm. In other parts of 
the world people spit on an object —a coin, for instance, in 
the case of a first sale in a new shop—“ for luck." Readers 
of Dickens will remember that when Martin Chuzzlewit lay 
ill of a fever a local resident spat a kind of halo round the sick 
man’s head. Dickens sees in this achievement only an 
instance of bravado and nastiness, and does not suggest 
the performance of some dimly remembered ritual similar 
to that described in Miss Hedderman’s book. 

Magic and witchcraft, like therapeutic virtue, are supposed 
to reside in certain persons or families. Thus the light¬ 
haired or red-haired woman is regarded as much of a witch, 
and this belief seems to point to a time when Ireland, 
inhabited by dark-haired people, was invaded by the Norse 
or the hated Saxon, or even by an older race. 

Fairies, according to some folklorists, are the representa¬ 
tives in modern superstition of ancient races, often smaller in 
stature than those who have supplanted them. Fairies are 
mysterious, often malevolent, and given to kidnapping 
children, and this is the character often borne by an aboriginal 
race, driven into forests and swamps by newcomers and given 
to furtive reappearances and acts of treachery. The Aran 
islanders believe that fairies meet them in certain places, as 
for instance “ on the rocks ” of the lonely seashore, and that 
they there work spells on them, damaging to health. 

A belief of the Aran Islands mothers is to the effect that 
sick children are changelings. Thus Miss Hedderman 
numbered among her charges a little golden-haired girl very 
ill of pneumonia. The mother, on being told that only the 
greatest care would keep the child alive, replied, sadly but 
emphatically: “She is gone; she has been taken by the 
fairies, who “have substituted 'that object,’” pointing to 
the poor little patient on the bed. 

The Aran women, like all tribal women, are truer to the 
primitive type than the men, who travel and come under 
the influence of modern ideas. 


RESUSCITATION FROM DROWNING. 

In The Lancet of July 6th (p. 30), under this heading, we 
reported that Dr. F. J. Waldo, the City coroner, had called 
attention to the lack of proper provision in riparian districts 
for the resuscitation of people apparently drowned. Another 
aspect of the subject was dealt with at the College of 
Ambulance (3, Vere-street, London, W.), on July 4th, by 
“• William Henry, the founder and secretary of the Royal 
Life-Saving Society, who, on the occasion of the eighth of the 
series of lectures on First-aid, gave a demonstration of the 
methods of teaching the principles of saving life from drown¬ 
ing. Dr. T. N. Kelynack, who presided, said the objects of the 
Royal Life-Saving Society were to promote technical education 
in life-saving and the resuscitation of the apparently drowned, 
and to stimulate public opinion in favour of the general 


adoption of swimming and life-saving in schools and other 
establishments. Previous to the demonstration by a team 
?u “ om Lady Owen’s School, Islington, who illustrated 
the five methods of rescue, the three methods of release 
from the clutch of a drowning person, and the Schafer 
method of resuscitation, Mj. Henry said that th4 society was 
started in London some 26 years ago and there were now 
branches in every capital in the British Empire, while in 
Australia and New Zealand it was subsidised by the 
Governments. In the London district last year the 
members of the society had saved the lives of over 
200 people without* the loss of a single rescuer 
Swimming and life-saving were just as good exercises 
as cricket, and he hoped would some day be used instead 
of that sport in schools. It was not necessary for the 
rescuer to be a stronger person than the rescued nor an 
expert swimmer, and in the records of the Roval Humane 
Society for 100 years only two cases could be found of 
champion swimmers receiving awards for life-saving. The 
system was being taught at Harrow School, where the 
teaching was in charge of one of the senior boys. Sir 
James Cantlie, who moved a vote of thanks to the lecturer, 
directed attention to the importance of first-aid instruc¬ 
tion, remarking that no first-aid was taught in hospitals 
to either nurses or doctors. While the Schafer method of 
resuscitation might perhaps be the best for use in cases of 
drowning, it was impossible to use it in many accidents, 
on the operating-table, for instance, and other methods 
should not be forgotten. 

[It may be mentioned that the HuDterian Lectures by 
Professor Arthur Keith (The Lancet, 1909, i., 745, 825, 895) 
give, besides an historical summary of the Royal Humane 
Society, an account of the methods used since 1774 for the 
resuscitation of the apparently drowned.] 

AN EXTEMPORISED CENTRIFUGE. 

Major W. E. Home, R.A.M.C., sends us a note on an 
extemporised electric centrifuge devised by Private P. 
Gibson, R.A.M.C. (T.), first-class nursing orderly and labora¬ 
tory attendant of H.M.A.T. Essequibo. The horizontal arm 
of a hand centrifuge with the buckets is taken and lashed 
to two of the arms of a ventilating fan hanging from the 
laboratory roof. When the fan is switched on the buckets 
fly out, the velocity reached being sufficient to throw down 
urinary sediments and even red blood cells. The device may 
be of use to others. 

THE USE OF FRUIT-STONES FOR WAR PURPOSES. 

A memorandum marked “Urgent” has been sent from 
the Local Government Board to town councils, urban and 
rural district councils, boards of guardians, and other Poor- 
law authorities, stating that all fruit-stones, including date- 
stones, and hard nutshells are immediately required for an 
urgent war purpose. The National Salvage Council has been 
requested to arrange the collection of these materials, and 
they have already approached jam makers, hotel and 
restaurant proprietors, and secretaries of clubs, hospitals, 
and institutions. It is felt that Poor-law authorities and 
their staffs will gladly cooperate in this matter, and 
they are accordingly asked to ensure that the stones 
of all fruit consumed or made into jam in their insti¬ 
tutions are collected and forwarded, carriage forward, 
O.H.M.S., to the Officer in Charge, Munitions Depot, 
Southend Gas Works, Southend-on-Sea. Official labels 
will be issued shortly by the National Salvage 
Council, and stones should be carefully saved until these 
labels are received. In making jam all stones should be 
excluded. It is important that stones and nut-shells should 
be forwarded in a dry condition. Stones should be dried bv 
being placed for a short time in the sun or in an oven. If 
possible stones should be packed in bags or sacks, fruit- 
stones being kept separate from nut-shells. Any inquiries 
should be addressed to the Director-General, National 
Salvage, Caxton House, Tothill-street, 8.W.I. 


Dr. J. C. Uhthoff has been promoted from honorary 
Serving Brother to a Knight of Grace of the Order of the 
Hospital of St.John of Jerusalem in England. 

TT ^ r * J * N. Langley, professor of physiology in the 
University of Cambridge, has been elected a foreign member 
of the Royal Academy “ dei Lincei,” Rome. 

Professor Sir Edward Schafer wishes it to be known 
that he is adopting the. name of Sharpey before the 
surname of Schafer. 


amuncj me signers oi the Declaration of Independence of 
the United States of America on July 4th, 1776, were the 
following physicians: Josiah Bartlett, New Hampshire, born 
in November, 1729; Lyman Hall, Georgia, born in 1731* 
Benjamin Rush, Pennsylvania, born Dec. 24th, 1745 : George 
Taylor, Pennsylvania, born in 1716; Matthew Thornton, 
New Hampshire, born in 1714; and Oliver Wolcott, Con¬ 
necticut, born Nov. 26th, 1726. They died at the ages of 66, 
891 72 respectively. There were six physicians! 

but 26 lawyers out of tne 56 signatories. 


















THE LANCET, July 20, 1918, 


nnfcrian fftturc 

OK THE 

PATHOLOGICAL ASPECTS OF CERTAIN 

WAR INJURIES OF THE EYE. 

Delivered before the Royal College of Surgeons of England 

By W. T. LISTER, C.M.G., B.A., M.B., B.C. Cantab., 
F.R.C.S. Eng., 

TEMP. COLONEL, A.M.S. ; CONSULTING OPHTHALMIC SURGEON, B.K.F. ; 
OPHTHALMIC SURGEON, LONDON HOSPITAL. 


Mr. President and Gentlemen, — While highly sensible 
of the honour of delivering one of the Hunterian lectures 
this year, I am conscious of the fragmentary nature of my 
communication. While in France it has been difficult to 
find out how far some of the observations are original or well 
known ; indeed, if it had not been for the kindly encourage¬ 
ment of Sir John Bland-Sutton 1 should not have ventured 
to make this strain upon your patience. However, by means 
of photographs and ophthalmoscopic pictures I will show 
you some of the specimens obtained and lay certain views 
before you, in the hope that if anything important is therein 
contained the facts may be incorporated in some more 
complete work later on. 

In this lecture I have selected various observations made 
on certain war injuries which appear of special interest from 
their novelty or comparative novelty, from the light they 
throw on other allied conditions, or from the contrast they 
draw between civil and military experience. 

Ruptures op the Sclerotic. 

In civil life it is well known by far the greater number of 
ruptures take place either immediately above the cornea, or 
above and internal, and are situated about 3 mm. from the 

limbus. 

In military practice , on the other hand, though similar 
injuries may be seen, yet other very different ruptures are 
met with. For example, the cornea may be burst forwards, 
or we find equatorial ruptures, or the whole eye may be split 

into numerous petals. 

In endeavouring to find an explanation for the sites of 
ruptures, and the difference between those caused by the 
various forms of blows, one is faced by a complicated 
subject. Much has been written and many theories put 
forward to account for the site of civil ruptures, but even 
for these no ’one theory has received universal acceptation. 
No doubt the variations both in thickness and strength of 
the sclerotic, and in the amount of support the globe receives 
from surrounding structures, are important factors in deter¬ 
mining the site of rupture. If, however, these were the only 
factors, one would expect that all ruptures would take place 
in one zone. As already noted, this is not the case, and, as 
we shall see, the site of rupture in the majority of cases, 
bears a special relation both to the site of impact and to the 
character of the blow. The following remarks I put forward 
tentatively till further experience is gained. 

The first important point which stands out clearly is that 
unless the sclerotic is actually perforated by the missile 
itself, rupture does not start from the point of impact, but 
occurs at some considerable distance from it. 

This is explained by the experiments of Rauber, who 
found when investigating the effects of blows on hollow 
spheres that the resistance of the envelope to pressure is 
one-third greater than its tensile strength (so that, for 
example, the eyeball would tend to burst at some distance 
from the point of impact sooner than give way at this point). 

If we summarise our experience we find that the site at 
which ruptures take place is most commonly either in the 
equatorial zone about the line of impact, or opposite to the 
point of impact—i.e., at the point of contrecoup. 

Also it would appear that these two sites of rupture are 
associated with two different kinds of blow. 

I. The ruptures caused by slowly moving objects which 
strike the eyeball directly without penetrating globe or orbit, 
occur in the equator round the line of impact at a point 
where the globe is least supported. 

This group will include the bulk of ruptures met with in 
civil life. They are caused by direct impact of comparatively 
No. 4951 



slowly moving objects, such as stones, fists, boots, sticks, or 
cows’ horns. The site of impact is at the anterior half of 
the eye, usually below or down and out, owing to the pro¬ 
tection afforded to other parts of the eye by the brow and 
nose. The line of impact from a blow below the cornea 
will pass from below upwards and backwards ; the least 
supported portion of the equator to that line of impact will be 
above the cornea—viz., the site at which civil ruptures 
usually occur. 

II. In contrast to these we find that ruptures caused by 
rapidly moving missiles which pass through the orbit but do 
not strike the eye directly, occur at the side opposite to the 
point of impact—i.e., at the point of contrecoup. For 
example, missiles passing through the back of the orbit cause 
the cornua to be burst forwards, or if they have passed 
through the side of the orbit the rupture may be found near 
the equator on the opposite side. 

I will now show some specimens illustrating these forms. 

1. Rupture of cornea from passage of bullet at back of orbit. 

2. Similar condition due to passage of bullet through both orbits. 
Both optic nerves were divided by missile; one at optic foramen, the 
other close to back of globe. In former globe was Intact; in latter, 
though back of globe is intact the sclerotic around cornea is ruptured. 
Both eyes were proptosed, projecting right In front of lids; patient was 
complaining of such intense pain that, much against one's inclination, 
the two eyes were removed. 

3. Large equatorial rupture on inner side of globe following passage 
of missile through outer side of orbit. 

Causation of Different Forms of Rupture . 

Our problem is to find out why the different forms of blows 
bring about the different forms of rupture. 

When pressure is applied to the globe it would seem that 
there are two main methods by which rupture can be 
brought about. 

(«) According to von Arlt’s theory, indentation of the globe 
due to the impact of slowly moving missies, by lessening the 
diameter in the line of impact, must necessarily cause an 
increase in the diameter in the equator round this line. A 
sphere has the greatest cubic content for a given surface ; any 
force, therefore, which distorts a hollow sphere containing 
a 1 practically incompressible fluid, must bring about an 
increase of surface—that is to say, the envelope will be dis¬ 
tended. The eyeball, being supported both at the place of 
impact and at the pole opposite to this, the distending force 
will be felt chiefly at the equator round the line of impact, 
and it is here, therefore, that distension will take place. 
And if the distension is sufficient to overcome the tensile 
cohesion of the sclerotic rupture will take place at some 
point on this equator where the globe is least supported. 

This theory appears thus to account for the ruptures due 
to slowly moving bodies which strike the eye directly 
occurring at a site equatorial to the line of impact. 

(/;) When we come to ruptures caused by missiles passing 
rapidly through the orbit, quite a different set of conditions 
exists. The globe is not deformed by direct pressure, but is 
subjected to an indirect impact, or shock, due to the passage 
of the missile through the orbit. If the globe is not 
deformed the equatorial zone will not be over-stretched, and 
therefore von Arlt’s theory will not afford an explanation. 

I am greatly indebted to Professor Love, who has kindly 
considered the problem for me, and has suggested the 
following explanation. 

The contents of the globe being fluid, sudden impact at 
one spot on the surface will cause a wave of pressure to 
radiate out through the vitreous from the point of impact; 
the more rapid the impact, the more forceful the wave of 
pressure; the slower the impact, the less forceful the 
pressure wave. 

The wave of pressure will be felt most by the sclerotic 
exactly opposite to the point of impact, where the wave 
strikes at right angles to the surface, while at the sides, 
where the wave strikes obliquely, the pressure will be less 
felt. The wave of the sea which strikes the breakwater at 
right angles dashes much higher than the one which strikes 
it obliquely. 

Again, where the incident wave strikes the sclerotic there 
will be a wave of reflexion , which will beat back against the 
incident wave. This wave of reflexion will only directly 
oppose the incident wave immediately opposite the place 
of impact; at other parts of the spherical surface the wave 
of reflexion will be directed more or less away from the 
incident wave. 

Professor Love, when calculating the effects of air waves, 
found that where the wave of reflexion met the incident 
wave the pressure is enhanced, it may be as much as eight¬ 
fold. 

c 
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Though one cannot insist too closely on the similarity of 
the effects produced by air waves and those produced by 
waves in the semi-fluid vitreous, yet it would seem certain 
that a corresponding enhancement of pressure must take 
place in the eye at the point of meeting of the wave of 
reflexion and the incident wave. 

It is common knowledge with what force the sea wave 
reflected from a breakwater meets the oncoming wave. So 
great is the pressure at this place that a mass of water is 
shot up into the air. In this instance the wave of reflexion 
beats back against the succeeding wave, but in the eye the 
wave of reflexion will beat back against the incident wave. 
In the open, the breakwater does not bear the brunt of this 
enhancement of pressure, but in a closed space, where no 
fluid can get away, this pressure must be borne by the 
walls. 

Theoretically, the point of meeting of the incident and 
reflected waves will not lie exactly at the internal surface of 
the globe, but slightly nearer the centre of the eye. But this 
distance will be infinitesimal, and this enhanced pressure 
will be transmitted to, and borne by, the sclerotic imme¬ 
diately opposite the point of impact. 

It would therefore appear that the stress on the sclerotic 
produced by the incident wave, plus the enhancement of 
pressure due to the meetiug of the incident and reflected 
waves, will be far greater at the point of contrecoup than at 
any other part of the globe. 

This view put forward by Professor Love seems to be 
highly satisfactory. 

To recapitulate. The explanation for these different types 
of rupture would seem to be, that there are two forms of 
impact which have two different effects. 

(1) The comparatively slowly moving blunt object striking 
the eye directly causes great deformation of the globe, but 
owing to the impact being slow there will be a weak pressure 
wave. This brings about ruptures in the globe round the 
line of impact. 

(2) The rapidly moving missile passing by the side of the 
glpbe will cause little deformation, but the vibration set up 
by its passage through the orbit will cause a powerful pressure 
wave, which will bring about a contrecoup rupture. 

III. We have, lastly, to consider the ruptures of the eye 
caused by a missile passing through the eye. 

When the foreign body passes through the back of the eye 
the cornea is shot forwards and the contents ejected, which 
is comparable with the effect produced by firing a bullet 
through a canister full of water — both the lid and the water 
are shot upwards. Specimen 4 shows almost complete 
tearing away of the cornea due to a fragment passing 
through the posterior part of the globe and orbit. 

When a sufficiently large fragment enters the eye in front 
there is an explosive effect, and the sclerotic is split into 
numerous petal-like lobes by radial ruptures extending back¬ 
wards from the point of entrance. 

The elasticity of the sclerotic will accommodate the entry 
of small particles without rupture. When, however, the 
fragment is of such a size and has such velocity that the 
united effect of the increase in volume caused by the entry 
of the body, together with the distending force of the 
pressure wave set up by its impact, is sufficient to overcome 
the elasticity of the supporting coat, widespread ruptures 
occur splitting the sclerotic into leaves. The point of entry 
determines the point of cleavage and the ruptures radiate 
backwards often close up to the optic nerve, so that when 
the sclerotic is removed it resembles the calyx of a flower. 

I can show you two specimens illustrating this form of 
rupture. 

5. Where a small particle passed right through eye Into orbit. The 
solerotlc is seen split into numerous leaves, the leaves radiating out 
from point of entrance. 

6. Where two large splinters of wood were driven into the eye, 
splitting the sclerotic into two halves. 

IV. In a separate group I would place certain other 
ruptures we have seen, which do not quite conform to the 
above-mentioned types. 

7. A missile passing across lower margin of orbit caused an 
unexpected rupture. There was a vertical slit through centre of 
cornea, extending from limbus below to a point in sclerotic 6 mm. 
from limbus above. 

It is difficult to explain this specimen satisfactorily. One 
would have expected on the above theory a superior rupture 
in the region of the equator. It is possible that the missile 
was not travelling fast and the eye was squeezed against the 
orbit above, and that the cornea was ruptured like the skin 
of a grape pressed between the finger and thumb in a line 
parallel to the line of impact. 


8. A large mass struck the orbit up and in. fracturing frontal bone 
over frontal sinus. It caused a concentric rupture of sclerotic 
ptactlc&lly at equator, extending from immediately above cornea 
to a point in anterior inferior external quadrant. In this case 
the rupture runs parallel (i.c , meridional) to line of impact In 
equator round the line of impact, and conforms more with the civil 
type. One would have expected, however, that .the cornea would have 
given way. being the least supported portion of this equator. 

9. In another case a blow at lower margin of orbit caused T-«haped 
rupture—i.e., there was a concentric rupture 3 mm. from cornea above, 
from centre of which a radial split ran backwards almost to optic 
nerve. 

Why the rupture in the equator to the line of impact runs 
sometimes parallel to this line, as in the tensile fractures of 
the skull, and sometimes at right angles to this line is 
probably due to the anatomical arrangement of the fibres of 
the sclerotic and to its varying thickness. 

With the three variants—(1) thickness of sclerotic in 
different zones; (2) support of surrounding structures to 
different parts of globe ; (3) site and nature of impact, above 
or below, outside or inside, direct or indirect, rapid or slow 
one would expect considerable variety in the resulting 
ruptures. I do not suggest that the above theories com¬ 
pletely explain all the ruptures that are met with. They 
appear to account for the main types, but we have come 
across several ruptures which certainly need further 
elucidation. 

Comparison with Fractures of Skull. 

It is interesting to compare ruptures of the sclerotic with 
fractures of the skull, though the dissimilarities of the two 
structures prevent the comparison being very close. 

In both we have more or less spherical bodies with a semi¬ 
elastic envelope and practically incompressible semi-fluid 
contents. The skull has numerous bony buttresses and great 
variation in thickness of its walls, but no external support. 
The eye, on the other hand, has some, though less, variation 
in structure, but it is set in the conical bony-wailed orbit, 
padded round with fat and muscles, which give it definite 
support for at least the posterior two-thirds of its surface. 

In the skull we find three main types of fracture : (1) The 
“ bending” fracture at the site of impact; (2) the “tensile” 
fracture occurring at a distance from the point struck, some¬ 
where on the equator to the line of impact, the site being 
determined by the bony buttresses and the varying thickness 
of the skull at different spots ; (3) the “ explosive ” fracture 
due to a large penetrating missile exerting a hydrodynamic 
force. 

Explosive fractures of the skull and explosive ruptures of 
the sclerotic are directly comparable. Tensile fractures of 
the skull also correspond closely with those ruptures of the 
sclerotic due to the impact of slowly moving bodies which 
strike the eye directly. On the other hand, bending 
fractures of the skull cannot satisfactorily be compared with 
direct wounds of the sclerotic caused by the penetration of 
a missile, since there are no changes in the sclerotic to 
compare with the splintering of the skull at the part struck. 

The point of special interest, however, in the com¬ 
parison is the apparently rational revival of the old 
theory of fracture by contrecoup, a theory which has been 
described as “mechanically wrong, though still remaining 
popular,” 

Contrecoup ruptures certainly occur in the sclerotic, 
even if they rarely occur in the skull. As mentioned 
above, the theory put forward by Professor Love appears 
to explain satisfactorily their occurrence in the eye. It 
would be expected that neither the more resistant skull nor 
the more solid brain would transmit the wave of pressure so 
readily as the more elastic sclerotic and the nearly fluid 
vitreous. Thus it would be inferred that fracture of the 
skull through contrecoup by the mode described above 
would seldom take place. Nevertheless, pressure waves 
must necessarily be set up by severe blows on the head, and 
these, with the enhancement of pressure by the beating 
back of the wave of reflexion against the incident wave, 
will be at any rate partially responsible for the bruising of 
the brain and membranes at the pole opposite the point of 
impact. 

Concussion Changes. 

The next subject I will take is certain of the less common 
concussion changes. 

Rupture of anterior layers of oomea .—As a result of a 
severe blow on the eye one occasionally meets with cases of 
rupture of the anterior layers of the cornea which give rise 
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to straight or carved superficial striae. Jf in cases of some 
standing microscopic section is made through such striae, it 
is found that there is a rupture of Bowman’s membrane and 
a variable number of the anterior layers of the substantia 
propria, and that the epithelium has grown into the gap in 
the same way as epithelium grows into an operation wound 
of the limbus or after tattooing of the cornea. 

These striae of the cornea, though often similar clinically, 
are different both in origin and in microscopic structure 
from the nearly straight, radiating, anterior strirc met with in 
soft raptured eyes, which are due to folding or crinkling of 
Bowman’s membrane. The latter radiate across the cornea 
from the line of rupture in the same way that the posterior 
striae, due to folding of the posterior layers of the cornea 
(i.e., the ordinary striate keratitis), radiate from an operation 
wound when there has been much bruising of the corneal 
tissue or when cyclitis has supervened. 

Specimens. — 10. Drawing of a case of anterior striation of cornea 
(probably dne to rupture of Bowman’s membrane). 11. Rupture of 
Bowman’s membrane, showing gap in this layer and anterior layers of 
substantia propria. Into which epithelium was grown. 12. Ingrowing 
of epithelium Into wound at limbus. 13. Tattooing. 14. Crinkling of 
Bowman's membrane following rupture of sclerotic. 

Retroflexion of iris. —One specimen of retroflexion of the 
iris has been met with which is of interest, since the 
condition, though frequently described, is seldom verified 

anatomically. 

15. The photograph shows the tucking back of iris between ciliary 
body and equator of lens. Such a condition would clearly give rise to 

the appearance clinically of 11 apparent Iridectomy.” 

Rupture of ciliary body. —Mr. Treacher Collins has 
described the form of splitting of the ciliary body which 
separates the longitudinal and circular portions of the 
ciliary muscle. It is easy to see in the specimen (16) that 
such splitting carried a little further would allow the iris 
and the internal portion of the ciliary body to slip back, and 
thus be another condition which gives rise clinically to 
• apparent iridectomy. ” 

Hyplutma. —This photograph (17) shows the condition of 
enormous distension of the A.C. with blood, the lens and iris 
beiDg pushed backwards. There is marked blood-staining of 

the cornea. 

Complete dislocation of lens into vitreous is seldom shown 
accurately in pathological specimens owing to the ready dis¬ 
placement of the lens in the nearly fluid vitreous when 
mounting the specimen, but in this case (18) the lens has 
been held in position by the surrounding blood clot. 

Multiple intraocular hemorrhages. —Hyphaema, vitreous 
haemorrhage, inter-retinal and subretinal haemorrhages are all 
shown, as well as haemorrhage which has penetrated inside the 
lens capsule. It is easy to see what havoc to nutrition and 
sight would be caused by such a blow. 

Concussion changes of retina and ohieroid. — (a) Commotio 
retinae is frequently seen in military practice and does 
not differ from the civil type. Several cases have been 
seen where early pigmentation of the macula followed 
commotio, either as fine peppering or as somewhat diffuse 
greyish-brown spottings. 

Lieutenant W. had au irregular central scotoma, which had the 
ume pattern as tbc pigmented area of the retina. The scotoma 
disappeared in the course of about three weeks, but the pigmentation 

persisted (19). 

The only point we have noticed but not seen described is 
that in the late stages of commotio retinae, when the white 
haze has disappeared, for several disc diameters round the 
macula the retina had a peculiar striated appearance, 
evanescent in character—that is to say, the striae changed 
their position with alteration in direction of illumination, 
like the rippled-sea-sand retina. This suggests that the 
retina is still somewhat swollen and wrinkled. 

(Commotio retime may reasonably be compared with 
concussion of the braiD, of which the retina is a specialised 
portion. The swelling is probably due to oedema, which 
can well be accounted for by the bruising from the pressure 
waves, and is similar to the imbibition of fluid by other 
colloidal matter.) 

(i)The more grossly concussed fundus met with in military 
practice, when unobscured by vitreous haemorrhage, affords 
one of the most dramatic ophthalmoscopic pictures. 

In the early stages we see widespread, rich red clcuds 
of haemorrhage, interspersed with gleaming white patches 
(90). 

The haemorrhages in the retina are both subhyaloid and 
in the substance of the retina, and often there are, in addi¬ 
tion, choroidal haemorrhages forming a background. 

The white spots, glistening in appearance soon after 
the injury, gradually fade, and in course of time their 
place is taken by plaques of fibrous scar tissue. It has not 
yet, so far as 1 know, been definitely ascertained what is 
the histological character of the white spots, and there¬ 
fore what it is which gives rise to their glistening appear¬ 
ance. It would appear likely that they are patches of 
coagulation necrosis, brought about by the rupture of the 
retinal and choroidal vessels in the immediate neighbour¬ 
hood, and thus cutting off the blood-supply and nutrition 
of certain areas of the retina. This view is supported by 
the few sections I have seen so far. The sections showed 
areas of necrosis, but it could be definitely stated if the 
necrotic areas corresponded with the white areas seen 
clinically. 

The fibrous tissue plaques frequently have a festooned 
outline and they are sometimes reticulated—i.e., perforated, 
as it were, by round or oval holes (21). 

The probable reason for this festooned edge is that the 
plaque has been larger at one time and roughly circular; it 
became attached at certain spots to the retina, where its 
structure was not completely disorganised, so that as con¬ 
traction took place the outline became bayed between the 
fixed points. 

It is more difficult to account for the holes which occur in 
the plaques; but, on the supposition that complete absorp¬ 
tion takes place at a certain spot, retraction of the fibrous 
tissue round this spot will leave an oval or circular hole. 

Choroidal ruptures. —As the blood becomes absorbed 
choroidal ruptures are frequently revealed. We find not 
only the usual crescentic type situated near to and concentric 
with a disc, but occasionally others are seen radial to the 
disc and usually more peripheral. In addition we frequently 
meet with more or less stellate ruptures, both adjacent to 
the part of the globe struck aqd also at the macula. 

Combined with choroidal ruptures areas of retinal and 
choroidal atrophy occur, often so intermingled with the 
fibrous tissue plaques that it is difficult to be sure of the 
respective boundaries of the three conditions when viewed 
ophthalmoscopically—viz., choroidal ruptures, areas of 
atrophy, and newly laid down fibrous tissue. 

Pigmentation is commonly seen after the first few weeks. 

It may be either in irregular coarse patches, fine peppering, 
or in bone-corpuscle deposits. 

Sites at ivhioh Concussion Changes Occur. 

Blows on the front of the eye give rise to changes as a rule 
only at the posterior pole, at or around the macula. While 
missiles passing through the side of the orbit may cause con¬ 
cussion changes at three different situations : (1) Adjacent 
to site of impact; (2) at macula ; and (3) immediately 
opposite site of impact. 

(1) The area which is always concussed is that adjacent to 
the site of impact. (This is strikingly in contrast to rupture 
of the sclerotic from a similar injury, which frequently takes 
place exactly opposite the place of impact, as already noted ) 

So constant is this that in certain cases of wound on one 
side of the head, with no apparent disturbance on the other 
side with the exception of some blurring of vision, the 
ophthalmoscope by revealing concussion changes in the eye 
of this side will enable us to state with certainty, not only 
that a foreign body has passed across the head and through 
the orbit on the opposite side to the wound of entrance, but 
also to define its course—a piece of information which may 
be of great value to the general surgeon. 

(2) The concussion changes found at the macula from 
blows on the front of the eye are common, and would be 
anticipated as the result of bruising at the site of contre- 
coup, but macular changes due to blows on the side of the 
eye are difficult to account for and the subject needs eluci¬ 
dation. The greater vascularity and delicacy of structure 
in this region renders it in all probability more vulnerable. 

They are often in a group quite distinct from the disturbed 
area adjacent to the site of impact, and a band of normal 
retina may separate the two (22). Such cases have corre¬ 
sponding fields of vision, which show two defects (23), a 
central or paracentral scotoma and a peripheral defect, sepa¬ 
rated from one another by a band where vision is retained. 

(Commotio retinae may also occur in two distinct patches — 
one central, the other peripheral—as has been described by 
other observers.) 

(3) In some cases of a lateral blow on the eye haemorrhages 
were seen Immediately opposite the site of impact, which 
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corresponds with the bruising of the brain at the pole opposite 
to the point struck, and also with the site of the contrecoup 
rupture of the sclerotic. 

Effect of Concussion an Vision. 

This is neither the place nor the opportunity to give 
detailed notes of cases in which the vision has been watched, 
but our experience may be summarised. 

Concussion may produce a profound impairment of vision 
both in lowering the acuity and in contracting the field of 
vision. In the majority of instances great improvement takes 
place in the early weeks, and in the milder cases recovery is 
complete, both in field and acuity ; but in the severe cases 
there is some permanent loss of field, and the acuity remains 
persistently lowered. 

No doubt the early improvement is due to the clearing up 
of the commotio and the superficial haemorrhage in the 
retina and also the vitreous haemorrhages ; but the parts of 
the fundus where large inter-retinal haemorrhages or coagu¬ 
lation necrosis have occurred never recover, and there is a 
permanent defect in the field corresponding closely in shape 
with the disturbed area of the fundus. 

It is important to remember that in severe cases of 
commotio, sight may be completely lost for a few days—a 
fact which may be of the greatest importance in deciding 
the fate of a wounded and concussed eye. 

For example, I was called to see a man whose eye was penetrated 

and contained a non magnetic foreign body, complicated by a pro¬ 
lapse of iris which was of two days' standing. * No P.L. The patient 
was ill from other wounds, and it was therefore important he should 
have as few amesthetlcs as possible. Should the apparently useless 
eye be removed, or should an attempt be made to excise the prolapse 
and leave a fairly safe though blind eye, giving it a chance of 
quieting down, even though it contained a foreign body? As the eye 
was blind excision was decided on, but for some reason was postponed 
for 36 hours, by which time vision had returned so far that he could 
count fingers with this eye. An iridectomy was therefore done, and 
the eye quieted down with useful vision. 

It is important to look carefully for rupture of the 
retinal vessels. These occasionally occur and their discovery 
will account for an otherwise inexplicable contraction of the 
field of vision. I will show you a drawing (24) and a field (25) 
of a very interesting case in which there were combined very 
marked concussion changes with rupture of the inferior 
temporal retinal artery 

Lieutenant K. C. had transverse wound of face; entrance at K. lower 
lid and exit through L. orbit. The L. eye was shattered and removed. 
The R. V. was reduced at first to the barest perception of light. 
Later, in about a week, it had improved to hand movements in lower 
part of field. Fundus show'ed huge clouds of haemorrhage in retina 
interspersed with white spots in lower half; upper half unaffected. 
After two and a half years the fundus still shows extensive changes 
below, atrophic areas, fibrous tissue plaques extending up to macula, 
together with pigmentation. Also rupture of inferior temporal artery, 
which accounts for field being practically horizontally hemlanopic. 
But the acuity has so much Improved that he can read J.8 with the 
aid of a magnifying glass, and bis handicap at golf is 10. He has 
travelled to Algiers by himself, and is still in the Army doing useful 
work. 

Occasionally one comes across cases where the defect in 
the field is curiously sharply cut, with no corresponding 
definition in the limits of the fundus change. 

For example<26). a case with a roughly quadrantic but sharply defined 
defect in the field was associated with a faint grey ness over only a small 
part of the corresponding portion of retina, so that a shallow detach¬ 
ment was diagnosed. The affected area in the fundus showed no 
sharply defined border. After some weeks festooned fibrous tissue 
plaques with areas of atrophy and pigmentation made their appear¬ 
ance, showing that severe nutritional changes had taken place. 

One interesting case (27) we were able to watch was that of 
a large, nearly circular, ohoroidal Juemorrhage at the macular 
region. 

The ophthalmoscope revealed a central purplish red area over which 
the retinal vessels ran, while in its centre was a deeper purple area, 
evidently the macula, w hioh appeared as a purple morello-cherry spot 
(as opposed to the “cherry-red spot” seen In embolism of the central 
arteiy). In the course of a fortnight the purple area was changed to a 
glistening white patch of the “melting snow” variety, at the edge of 
which a choroidal rupture began to be revealed. Finally the white 
patch disappeared completely, disclosing a large crescentic choroidal 
rupture (28) passing just behind the macula, with no trace of fiorous 
tissue or Indication of previous haemorrhage. 

In the early stages of this case there was a large circular central 
scotoma, but later, when the hemorrhage had cleared, central vision 
returned, and though it could not be improved beyond 6 60, yet with a 
2 mm. object on the perimeter no definite scotoma could be discovered 
even after careful search. 

The hemorrhage w as undoubtedly choroidal and must have infiltrated 
the chorlo-capillaris layer to give iise to the ophthalmoscopic appear¬ 
ance. How was it the central scotoma was not permanent? It can 
only be supposed that the retinal nutrition was sufficiently impaired 
over the hemorrhagic area as to cause temporary abrogation of vision, 
but with the absorption of blood and improvement in the circulation 
central vision, though with poor acuity, w as restored. 


Comparing the concussion changes of the fundus met with 
in civil and military life we see a striking difference. 

In civil life , where concussion is due to blows of direct 
violence on the anterior half of the eye from comparatively 
slowly moving blunt objects, detachment of the retina 
and holes at the macula are comparatively common, while 
severe concussion changes are rare. 

In military practice , where the concussion is produced for 
the most part by rapidly moving missiles passing through the 
orbit, detachment of the retina and holes at the macula are 
infrequent, while severe concussion changes are nearly 
constantly present. 

Suppurative Changes in the Eye. 

As would be expected from the large number of penetrat¬ 
ing wounds of the eye in warfare, suppuration is all too 
commonly met with. But panophthalmitis, whether exo¬ 
genous or endogenous, following war wounds is usually not 
of an acutely infectious type. There is seldom much pain, 
and tenonitis, with consequent proptosis and chemosis, is 
seldom marked. 

In the endogenous or metastatic forms we have been much 
struck by the difference in the clinical picture, according to 
whether the anterior or posterior vessels of the eye received 
the septic embolus. 

In cases where the anterior half of the eye is first infected 
there is early exudate in the A.C. and anterior portion of 
the vitreous associated with marked discolouration of the 
iris. Thus in the specimen shown (29) there was to be seen 
clinically a plug of exudate in the pupil, and a peculiar 
white ring of exudate like a collar all round the angle of the 
A.C., together with a whitish-green discolouration of the 
iris. 

While in cases of primary infection of the choroidal or 
retinal vessels the first sign is a general diffuse oedema 
of the bulbar conjunctiva, associated with loss of fundus 
reflex and dimness of vision ; there is no discolouration of the 
iris, and no sign of exudation in the anterior part of the eye 
in the early stages. In the course of about 24 hours there is 
slight proptosis, and the loss of sight is practically complete. 

In eviscerating the globe in one case the anterior portion 
of the vitreous was quite pellucid, and for a moment the 
diagnosis seemed to have been wrong ; but on scraping out 
the retina and choroid purulent masses appeared, which 
indicated the posterior site of infection. 

Exogenous panophthalmitis provides the bulk of our 
specimens and is due to penetrating injuries. 

1. Sometimes the vitreous shows a nearly even infiltration 
and as it shrinks the position of its greatest adherence to 
surrounding structures is clearly defined — viz., the pars ciliaris 
and the optic disc (30). Fuchs has pointed out that purulent 
infiltration spreads out into the vitreous from these two 
situations. Some of the specimens show well the early 
involvement of the papilla, by, as it were, a fountain of pus 
pouring out into the vitreous from the disc (31). In others one 
sees the purulent thickening of the retina immediately 
around the disc to be quite separate from the infiltration in 
the pars ciliaris (32). 

2. When the infective process is mild and the inflamma¬ 
tory changes approach the plastic type, the vitreous, which 
may have become one homogeneous purulent mass, gradually 
shrinks, and in consequence the retina becomes detached. 
One specimen (33) shows well the dragging forward of the 
retina from just behind the ora serrata which, on section of 
the eye, gives rise to a peculiar configuration to its outline. 

In pathological departments this dragging forwards of the 
retina from the ora towards the back of the lens, as the result 
of plastic cyclitis, is well known, but clinically it is not 
universally recognised. Thus occasionally after a penetrating 
injury, when all seems to be going fairly well except for 
continued injection of the eye, one sees, a week or ten days 
after the injury, a white reflex behind one portion of the 
lens. It may wrongly be inferred that panophthalmitis has 
set in ; the eye is removed, but on section and microscopic 
examination it is found that there is no panophthalmitis, but 
the retina has been drawn forwards at this spot, by the 
shrinking of plastic exudate, from the ora to the back of 
the lens. 

3. The absence of continuity in certain specimens you 
have seen, between the exudate at the O.D. and that at the 
anterior part of the eye, shows that the infection must be 
carried to the O.D. and that the inflammation has not spread 
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simply by continuity. This must take place by the trans¬ 
ference of organisms or toxins along the lymph channels in 
the vitreous ; and Cloquet’s canal, forming a direct means of 
communioation, is probably the main channel. 

Such cases come into line with those of optic neuritis 
without infiltration of the vitreous following severe infective 
ulceration of the cornea, which are met with fairly often in 
the laboratory but seldom guessed clinically. 

We may suppose the toxic matter passes through the cornea 
into the aqueous, in the same way as atropine or. cocaine is 
absorbed, and from here it can pass into the vitreous and 
along the flue-like Cloquet’s canal and set up irritation at the 
disc, exactly as in Giffard’s experiments, the vermilion 
granules, injected into the front of the eye, found their 
way on to the physiological cup. 

The irritating substance, having once arrived at the disc, 
may set up optic neuritis, and it may also cause inflammatory 
exudate to be poured out either into the vitreous or into the 
inter-retinal space immediately round the disc (34). 

Exudate into the vitreous may be suppurative, as we have 
seen, or it may be plastic, in which case it may be replaced 
by fibrous tissue, which on shrinking will cause folding or 
even detachment of the retina. 

On the other hand, contraction of the exudation in the 
inter-retinal space may cause the peculiar rosette-like 
folding of the retina occasionally met with. (Specimen (35) 
of rosetting of the retina at the O.D. following membranous 
conjunctivitis, in which there was no obvious continuity 
between the inflammation in the cornea and that at the 
back of the eye, the vitreous being quite clear.) 

Such inflammatory involvement of the optic nerve with 
consecutive atrophy may well explain the surprising loss of 
sight in certain cases following ulceration of the cornea, 
which is out of proportion to what one would expect from 
the corneal opacities. 

Changes in the Vitreous. 

When examining the vitreous in eyes which have been 
penetrated by a foreign body one is struck by the extra¬ 
ordinary variety of the changes that are met with. In some 
the track of the foreign body is clearly defined, either by 
blood, by pus, or by a fibrous band, or, again, the whole 
vitreous, more or less haemorrhagic and infiltrated, may be 
found shrunk up around the track, but remaining attached 
(or as it were “pegged out”) to the retina at a point at 
which the foreign body struck. 

The foreign body, by penetrating the vascular coats of the 
eye from without or striking the retina and choroid within, 
often causes a haemorrhage to take place at one or both 
spots. Such a haemorrhage may merely follow the track of 
the foreign body, but often it is much more widespread and 
occurs in fans which correspond with no known structure of, 
or lymph channels in, the vitreous, which fans may be 
seen with the ophthalmoscope. Just as a bullet w hen passing 
through a limb causes splits in the muscles and fasciae 
radiating from its track, into which blood and infective 
material will find their way, so it would seem a foreign body 
passing through the jelly-like vitreous may split this body in 
various planes into which blood and, at a later date, infec¬ 
tive material may also spread. This seems a rational 
explanation for the widespread fans and planes of haemor¬ 
rhage and fibrous tissue that are met with, which do not 
correspond with any known lymph passages in the 
vitreous. / 

The vitreous, as we have seen, becomes adherent to the 
retina at the point where a foreign body strikes ; yet 
allowing for rebounding of a foreign body more than once or 
twice, or the possibility of more than one or two foreign 
bodies being present, we come across many specimens where 
the vitreous has been pegged out at too many spots to be 
accounted for by either of these causes. Haemorrhages from 
the retina which burst through the hyaloid into the 
vitreous will doubtless be a cause of adhesion between the 
two structures. One of the specimens (36) shows a conical 
haemorrhagic tip to a vitreous adhesion, which supports such 
a view. The haemorrhage being only at the point of the 
adhesion, it is probable the blood came from the retina. 

It would seem probable that when rifts of the vitieous 
caused by the penetration of a foreign body reach the retina, 
either blood may follow up along the rift or a new haemor¬ 
rhage may start from the retina, and thus also a connecting 
link is formed. 

Shrinking of the vitreous and absorption of the various 
inflammatory elements may go on till all that is left of 
haemorrhage and infiltration is a series of strands or fans of 
delicate fibrous tissue attached in front to the back of the 
lens, or ciliary body, and behind to*the retina (37). 

Occasionally these strands are exquisitely delicate, as in 
the specimen shown (38), merely branching threads with a 
variable amount of pigment deposited on or in them. 

Where the fibrous bands are attached to the retina (39) they 
may by their shrinking exercise considerable traction, bring¬ 
ing about puckering or folding of the retina ; or actual 
detachment may occur (40), provided sufficient exudation 
has not been poured out to bind together the retina, choroid, 
and sclerotic. 

It is probable also that certain of the tears and holes which 
occur in the retina are due to the attachment and traction of 
vitreous bands. 

In any case fibrous vitreous bands must be looked upon as 
a decided menace, and one must therefore avoid as far as 
possible any procedure in ophthalmic surgery which is liable 
to cause a vitreous hemorrhage. Thus, in removing foreign 
bodies from the eye, this is one of the strongest arguments 
for drawing at any rate the smaller magnetic particles 
forwards into the A.C. and removingthem through an incision 
in the avascular cornea rather than withdrawing them through 
a new incision made in the vascular sclera and choroid, which 
very probably will create a fresh vitreous haemorrhage. 

It is recognised, of course, that not every vitreous haemor¬ 
rhage gives rise to fibrous tissue, and one may digress for a 
moment to discuss this point. 

Fibrous tissue may follow haemorrhage both from pene¬ 
trating and non-penetrating injuries. It appears to follow 
mild infections fairly regularly, but infection, in the 
ordinary acceptation of the term, is not necessary for its 
formation. 

As Parsons has pointed out, the fixed cells of the vitreous 
will not by themselves produce fibrous tissue ; fibroblasts 
from already formed connective tissue must be present, an^ 
they can pass in either from the retina or choroid. after 
rupture in the internal limiting membrane of the retina or 
the hyaloid, or both, has been brought about. But it is, so 
far as I am aware, unexplained. 

(1) Why in certain cases of recurring vitreous haemorrhage 
in young people described by Eales, fibrous tissue fans 
develop, while in others even large haemorrhages clear up, 
leaving no trace of fibrous tissue. 

(2) Why a subhyaloid haemorrhage at the macula, in the 

specimen shown (41), left a star-shaped plaque of fibrous tissue 
at this spot, which by its contraction caused crinkling of the 
hyaloid ; while, as a rule, such subhyaloid haemorrhages clear 
up completely. , _ 

(3) Why choroidal ruptures are not followed by deposit of 
fibrous tissues. 

(4) W”hy in glaucoma, haemorrhages from the disc some¬ 
times are followed by fibrous tissue development so that the 
cup is filled in, and even a large nipple-like projection 
extends into the vitreous. 

Effect Produced on Retina and Choroid by 

Penetrating Foreign Bodies. 

A small fragment, after entering an eye, may pass on into 
the orbit, or it may strike and rebound off the retina, coming 
to rest far from its original track. This rebounding of 
foreign bodies in the eye is quite comparable with the 
bouncing of missiles inside the skull, an astounding instance 
of which was kindly given me by Colonel Percy Sargent, 
w r here a small fragment, after entering the skull, actually 
bounced twice on the inner surface of the cranial cavity 
before it came to rest after a curiously complex course 
through the brain substance. 

I can show you drawings of a case of which the only 
explanation I can offer is that a fragment rebounded twice 
on the retina. 

4?.. Shows scar in sclerotic at its entrance on inner side of cornea. 

43. The fundus shows two scars on retina, one on inner, the other on 
outer side of disc, bridged across by a fan of fibrous tissue which can 
be traced forwards towards wound of entrance. The small inset on 
right Bhows foreign body glistening like a jewel In the blood-stained 
vitreous, situated far forwards and on outer side. 

44. X ray localises foreign body at a spot whieh corresponds with 
the ophthalmoscopic estimation ; and shows no other F.B. ln orbit. 

45. Diagram of the supposed track—viz., that the foreign body 
entered the eye on the inner side in front, struck the retina 

side of disc, bounced across to outer side, and was again reflected, but 
this time forwards. 
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46. The field of vision shows two scotomata situated in the hori¬ 
zontal meridian, corresponding with the two rears on the fundus. 

When a foreign body strikes the retina it will certainly 
bruise and in most instances cut it. 

I will show you microscopic sections of a case at Moorfields in which 
a foreign body bounced on the retina and later was removed by means 
of Haab’s magnet. The spot where the foreign body struck the retina was 
indicated by attachment of the vitreous (47, 48). The sections through 
the spot show the retina to be divided, and the g&P thus caused is 
occupied by a plug of newly formed fibrous tissue which is continuous 
with the shrunken and haemorrhagic vitreous, in which fibrous tissue is 
beginning to replace the blood. 

In some cases the retina may become folded and puckered 
at the site struck (49). 

Correlation of Lotions with Defects in Held of Vision. 

The delicate localised lesions of the retina are in reality 
wonderfully neat physiological experiments, for which in 
peace-time it would be difficult to obtain either the subjects 
or a licence. 

Though Usher, Dean, and Parsons, among others, by 
dividing portions of the retina in animals, have been able to 
trace out the course of the degenerated fibres in the optic 
nerve, they were unable to correlate these lesions with the 
defects in the fields of vision of the dogs and rabbits they 
operated upon. , 

But in these war experiments on man we pan correlate the 
visible lesions with defects in the field, though we are 
unable to complete the examination by tracing the course of 
the degenerated fibres. 

Thus we find that lesions above or below the horizontal 
plane cause a defect in the field out of all proportion to the 
local disturbance—i.e., there is a “ distribution defect,” in 
addition to the local defect due to the lesion. This is due 
to the lesion having not only damaged the spot which is 
struck, but has involved nerve fibres which were passing on 
to a more peripheral portion of the retina. , 

The distribution defect is fan-shaped from the point 
corresponding with the lesion and extending towards the 
periphery. The nearer the lesion is to the disc the greater 
the blind sector and vice versa, which agrees with the 
accepted distribution of the nerve fibres in the retina. 

When the lesion occurs in the horizontal plane there is no 
“ distribution defect,” but the loss of the field is limited to 
the area corresponding with the lesion, as would be expected, 
for the fibres supplying the retina in the horizontal line arch 
round from the disc to their destination, and therefore 
these lesions would only involve the nerve fibres at their 
termination. 

As an example we may take the case already described 
when the foreign body bounded twice on the 'retina. The 
defect in the field was two scotomata corresponding with 
the two lesions of the retina with no distribution defect or 
peripheral loss. 

These sector defects following bruising of the retina are 
strikingly similar to the sector defects in the field following 
solitary patches of choroiditis described and worked out 
with such care by Hepburn, but I venture to disagree with 
his explanation. 

He suggests that the inflammation in the choroid has not 
only blocked the choroidal circulation at the site of the 
patch, but thereby has cut off the blood-supply of a corre¬ 
sponding peripheral sector of the choroid ; and in con¬ 
sequence the retina degenerates, bringing about a similar 
sector defect in the field of vision. 

Such a theory demands not only that the choroidal circu¬ 
lation is divided up into separate sectors corresponding with 
each vessel, but that the circulation is terminal—that is to 
say, no anastomosis exists between the various sectors— 
neither of which hypotheses is proved, nor is it, in my 
judgment, probable. It has long been recognised that the 
ciliary and choroidal circulations anastomose fully, and 
therefore blocking of one short ciliary artery is not likely 
to bring about an anaemic area. Also, if such a condition 
did occur the ophthalmoscope would surely reveal some 
difference in the appearances of the functioning and non¬ 
functioning choroid ; and he admits there is none. 

It would seem more probable that the sector defect in the 
field in these cases is due to an involvement of the nerve 
fibres by the inflammatory process as they pass over the 
patch of choroiditis, and therefore that the visual sector 
defect is one of nerve distribution, and not associated with 
any supposed distribution of the choroidal vessels. 


Case of Complete ‘ ‘ Ring Field. ” 

The last case I wish to bring to your notice is one of great 
interest, for which I am much indebted to Captain W. 
Stirling, R. A.M.C. A minute particle perforated the cornea, 
iris, lens, and vitreous, and struck the optic disc, a “ bull’s- 
eye.” 

There is an adherent leucoma, a hole in the iris (50), an opaque track 
through the lens (51), from which there extends a delicate iibrous band 
in the vitreous to the mass of inflammatory tissue covering the disc and 
parts immediately around (52). X rays prove the presence of a foreign 
body on the disc. The rest of the fundus is normal. 

The astounding fact is that this lesion has caused a nearly 
circular ring field (53); that is to say, there is a very large 
central defect, and considerable peripheral contraction, 
between which is a nearly circular band in which vision is 
retained. 

If we are correct, as seems likely, in thinking that the 
nerve fibres in the outer third of the disc supply the macular 
area, and the most peripheral fibres on the disc supply 
the retina immediately around, while those in the centre 
are the long distance fibres which supply the periphery of the 
retina, then the fibres in the intermediate horseshoe zone on 
the disc must pass to that portion of the retina corresponding 
with this “ring field ” (54). It would have been almost un¬ 
believable that a complete ring field could have been left, yet 
it has to be accepted as fact, for the field has been taken 
most carefully on two separate occasions at an interval of 
several weeks, and the two fields are practically identical. 

I will not weary you with any hypothesis of how this 
foreign body caused these bundles of fibres to suffer. For 
the moment the important fact is — that a wound of the disc 
can lead to a ( double ) concentric defect in the field. 

Three important points are suggested by this case — 
namely :— 

(1) That the nerve fibres which are in association with the 
various concentric zones of the retina, and which will be 
distributed to the corresponding zones in the appropriate 
superior and inferior calcarine areas of the occipital lobes, 
are arranged in definite zones in the optic nerve. 

(2) A second interesting point is that this case throws light 
on those cases with concentric defects in the field which have 
been attributed to, but not definitely proved to be the result 
of, disease of the optic nerve, such as retro-bulbar neuritis 
(e.g., Hancock’s ca9e of ring scotoma following lightning 
stroke). This case, with the definite physical lesion of the 
nerve which can be demonstrated, substantiates the view that 
these other cases may also be due to a nerve lesion. 

(3) But perhaps the most suggestive interest of the case is 
the possible light it throws on the etiology of diseases 
associated with concentric defects in the field, such as 
retinitis pigmentosa. Several have tried to explain the ring 
scotoma in this disease by the “ water-shed ” theory of the 
choroidal circulation, but this theory does not account for 
the variable position of the ring, nor the cases where from 
the beginning there is no ring scotoma, but either peripheral 
contraction or a gradually increasing central scotoma. 

This case gives support to the suggestion which Hancock 
and I, and possibly others, have put forward, that retinitis 
pigmentosa may be primarily a degenerative disease of the 
nerve. On such a theory all the various defects in the field 
can be well accounted for. There are doubtless obvious 
difficulties which have to be explained, such as why the 
pigmentation of the retina should occur with this form of 
nerve atrophy and not in another. Nevertheless, I think 
this view is worthy of consideration, supported as it is by 
this very unusual case. 

Conclusion. 

Before closing my lecture I should like to express my 
cordial thanks to Miss Glazebrooke and Captain Hopwood, 
R.A.M.C., for the care they have taken over making lantern 
slides from my negatives; to the Committee of Medical 
Research for allowing Sergeant Maxwell to make the 
beautiful ophthalmoscopic drawings for me ; and to Sergeant 
Maxwell himself for all the care and skill which he has 
displayed. 


Metropolitan Hospital Sunday Fund.—U p to 
the end of last week the total contributions received amounted 
to £64,000. 

Major-General Charles Henry Burtchaell has been 
elected an honorary Fellow of theRoval College of Physicians 
of Ireland. 
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WAR DEAFNESS, 

WITH SPECIAL REFERENCE TO THE VALUE OF 
VESTIBULAR TESTS. 

By P. McBRIDE, M.D. Edin., 

CONSULTING SURGEON, 

AND 

A. LOGAN TURNER, M.D. El>in., 
surgeon, 

TO THF. EAR AND THROAT DEPARTMENT, RoYAL INFIRMARY, EDINBURGH. 


Having had the opportunity of examining a large number 
of men whose hearing has suffered during the war, we 
venture to hope that a brief record of our experience may 

prove of interest. 

Classification. 

The cases we have observed naturally fall into four 

categories:— 

1. Those who heard well previously and in whom deafness 
had resulted from injury of the internal ear alone. 

2. Those who heard well previously, but in whom middle- 
ear suppuration as well as injury of the internal ear had 

supervened. 

3. Those in whom there previously existed deafness, but 
in whom the tympanic membrane remained intact, the deaf¬ 
ness having become aggravated. 

4. Those who previously suffered from chronic middle-ear 

suppuration. 

Classes 3 and 4 taay be dismissed in a few words. It goes 
without saying that patients coming under these headings 
often become more deaf after exposure to concussion, and 
so in cases of middle-ear or nerve deafness an increase of 
this symptom was often observed. In the course of our 
work we have seen very many soldiers with middle-ear 
suppuration, and it has occurred to us that the advantage 
of enlisting men who suffer from this condition is open to 
question. It is perfectly true that many of them hear 
sufficiently well to make useful soldiers, but it is also true 
that the existence of a condition which may at any moment 
give rise to serious symptoms makes it possible for them, if 
they so desire, to spend much of their time in hospital. If, 
for instance, a patient with chronic suppuration complains 
of headache, giddiness, and nausea even the expert will 
often find it difficult to distinguish between real illness and 
malingering. Moreover, it is impossible for a soldier on 
active service to have his ears properly attended to unless 
very special and expensive provision is made for this class of 
case. 

Classes 1 and 2, in which, so far as could be ascertained, 
the hearing was previously perfect, afforded data of great 
interest. In the former the deafness was due solely to lesion 
of the labyrinth, while in the latter, although nerve deafness 
existed, there was also a second factor in the presence of 
chronic middle-ear suppuration, due to the fact that the 
explosion which had injured the cochlea had at the same 
time ruptured the membrana tympani. We have been much 
struck by the number of cases in which, where this occurred, 
the patients gave histories of having been buried by a shell 
explosion. Presumably under such circumstances there is 
greater probability of septic material getting into the middle 
ear. In some of these there were not only suppuration but 
granulations and even polypi as well. 

Tests Employed : Vestibular Reactions. 

In examining cases of primary concussion deafness, with 
or without suppuration, we adopted the various tests now 

in nse. 

Thus, bone conduction for a tuning-fork of medium pitch 
was noted, the hearing power for low and high tones was 
tested with tuning-forks, the Galton whistle, and frequently 
with the monochord as well. Vestibular tests, too, were 
employed in all the cases. In testing the hearing for the 
voice the opposite ear was excluded by employing Barany’s 
noise apparatus. It is now recognised that if a normal ear 
be syringed with cold water a nystagmus results, the quick 
movement of which is away from the ear operated upon 
and which is most easily observed by making the patient 
look in this direction. This usually comes on after the water 
has been running into the ear for from 40-50 seconds, but 
too much importance cannot be attached to this time, as 
individuals react differently. Again, if a normal person 
be placed npon a revolving chair and rotated ten times in 
10 seconds a nystagmus, the quick movement of which is 
opposite to the direction of rotation, will result and last 
from 20-40 seconds. 


Now it has been suggested that if there is deafness 
following concussion, and if the vestibular tests give a normal 
result, we are therefore entitled not only to arrive at a 
favourable prognosis, but even to assume that the deafness i9 
of purely functional origin. This proposition is very unlikely 
to appeal to anyone who has had opportunities of studying 
ear disease and utilised such opportunities intelligently. To 
such an one the evidence of his own pre-war experience will 
supply ample refutation. Space does not permit us in this 
communication to enlarge upon the many reasons that make 
the hypothesis untenable, but we hope to adduce proof that 
these vestibular tests—interesting and important as they no 
donbt are—must be considered of subsidiary value either in 
estimating prognosis or detecting malingering in cases of 
concussion deafness. We have thought it well to bring the 
matter forward as shortly as is compatible with* clearness 
in a journal accessible to the medical profession as a whole 
rather than in one devoted to otolaryngology, because we 
believe that very grave injustice might be done if the dictum 
were accepted that given a man deaf from explosion, if he 
reacts to the vestibular tests in what his examiner considers 
a normal manner he is therefore either a malingerer or 
the victim of hysteria. 

Group A. 

Let us in the first place give brief records of five cases in 
which suspicion of either hysteria or malingering might be 
justified. 

1. Blown up; unconscious; temporarily totally blind and deaf. 
When examined heard loud voice in each ear at lfoot; deafness of the 
nerve type; cold water induced nystagmus in 60 seconds on the right 
side and In 40 seconds on the left, while rotation produced after 
n ystagmus lasting 25 seconds both from right to left and from left to right 

The suggestion of possible hysteria is furnished In this case by the 
hiBtory of blindness and total deafness immediately following the injury. 

2. Shell fell in trench ; was ualojured, but quite deaf for two or three 
days, and also lost his voice. The latter returned and hearing is slowly 
improving. Wa9 giddy after the explosion. When examined could 
hear a shout near the right ear and a very loud voice near the left; 
deafness of nerve tvpe. Cold water produced resction in 20 seconds 
from the right and 30 seconds from the left ear. 

The loss of voice is In this case suggestive of hysteria. 

3. Exposed to shell explosion ; since has suffered from total deafness 
and loss of speech ; general symptoms of shell shock. Both ears com¬ 
pletely deaf to voice, tuning-fork by air or bone conduction, and 
Galton’s whistle. Rotation from right to left had to be stopped at 
eight revolutions owing to hysterical manifestations, but only very 
slight nystagmus resulted. From left to right ten revolutions were 
tolerated and the after-nystagmus lasted only 12 seconds. 

There was certainly hysteria in this case, as evidenced by the 
aphonia. 

4. Knocked over once and buried twice during an advance. Deafness 
was complete at first, but now varies a little. Had shell shock, but now 
recovered. When examined heard only a shout near either ear. hut he 
seemed to hear better when discussing his ailments. Bone conduction 
lost; Galton’s whistle not heard; rotation right to left produced 
nystagmus lasting 35 seconds and from left to right 75 seconds. 

Hearing better In conversation suggested possible malingering. 

5. Buried by shell explosion and since then left ear has been deaf. 
Discharge said to come from right ear. but hearing on that side fair. 
Pain said to occur In right ear when discharge stops. Right tympanic 
membrane normal, but some Impetigo of meatus. With the right ear 
hears a low voice at 15 inches, but with *he lelt only a shout near Is 
heard. Tuning-fork tests unsatisfactory as regards both ears and result 
in some obvious misstatements. Galton’s whistle not heard by left ear. 
Rotation from right to left caused nystagmus lasting 10 seconds and 
from left to right 17 seconds. 

A consideration of these cases, which, owing to collateral 
circumstances, might furnish jnst suspicion of the presence 
of a functional or malingering element, does not in any way 
justify the assumption that a normal vestibular reaction con¬ 
firms this diagnosis. While Cases 1, 2, and 4 showed good 
and, in the last, even excessive reaction, it was found to be 
defective in 3 and 5. Again, in 4, although the hearing 
power of each ear was equally involved, one vestibule was 
much more sensitive than the other. It is worthy of note 
that in 5 both reactions were below norma), but that 
obtained from the deaf ear was the more pronounced. 

Group B. 

In Ihe following cases there was diminished vestibular 
reaction. 

1. Blown up by shell; total deafness in both ears. Cold Irrigation 
caused no reaction after 140 seconds on the right, while nystagmus 
followed in 50 seconds on the left. Patient treated by pilocarpine, and 
after a fortnight could hear a low voice at 1 foot on the right aide, while 
the monochord was perceived up to 12,000. Now vestibular reaction 
was produced by cold syringing in 35 seconds. The left ear remained 
as before. 

In this case, therefore, the ear which gave no reaction improved, 
while the other did not. 

2. Wounded by shell explosion. Since then deafness and tinnitus in 
both ears. By 'each ear conversational voice heard at 1 foot. After 
90 seconds of oold irrigation no nystagmus could be produced from 
either ear. 

3. Shell burst in front of him, followed by immediate loss of hearing 
' in both ears. Left ear improved, but not the right. Hears a loud voice 
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at 1 foot with the right ear and a distinct voice at the same distance 
with the left. No nystagmus resulted after 90 seconds’ irrigation of 
either ear, and rotation also was without effect. 

4. Blown up; was "blinded and unconscious” for 16 hours; after¬ 
wards found he was deaf in his right ear and that the hearing in his 
left “comes and goes.” The right tympanic membrane was chalky and 
cicatrised, while the left was opaque. On the right a loud voice was 
not heard, while on the left a low voice was heard at 18 inches. Rota¬ 
tion from right to left and from left to right produced no nystagmus 
in either case. 

6 . Blown up by shell explosion; was stone deaf and had discharge 
° from both ears Immediately afterwards. The left ear has recovered 
slightly, but the right has remained completely deaf. The right 
membrane showed a large dry perforation, while tne left was indrawn. 
By the right ear a shout was not heard, while by the left a distinct 
voice was heard at a foot. After rotation from fight to left and left 
to right no nystagmus resulted in either case. 

These five cases afford, in oar opinion, definite proof that 
the vestibular reaction is of no decisive value in either 
diagnosis or prognosis. It will be noted that in the first it 
was the ear from which no nystagmus could be produced 
which recovered, while the others give ample demonstration 
of the fact that while vestibular reaction may be in abey¬ 
ance the cochlear function may be more or less maintained. 
Whether we are to assume that the explosion was the cause 
of interference with the functions of the semicircular canals, 
or that for some reason the patients were defective in 
reaction, does not in the least affect the argument. 

Group C. 

In the following cases there is a history of head injury, 
and in them, therefore, we may assume that the evidence is 
in favour of organic rather than functional trouble. 


1. Wounded behind left ear in August, 1915. Has suffered frora 
deafness and tinnitus since : was very giddy at first. Hearing norma 
on right side, but by the left ear only a very loud voice near the eai 
was heard. Cold wster produced nystagmus on the right side in 
30 seconds and on the left in 15 seconds. 

2. Shrapnel injury to right side of face; right ear has been deaf since. 
A shout was not heard by the right ear, while on the left hearing wai 
normal. From both ears nystagmus was produced in 20 seconds bi 
cold water. 

3. Shrapnel injury to head, followed by deafness which has beer 
getting worse; right auricle torn. By the right ear only a shout wa* 
heard at * foot, w bl!e on the left a whisper was heard at the same 
distance. Cold water produced no nystagmus from either ear after 
120 seconds. 

4 Wounded by bullet entering just behind left mastoid and coming 
out through the neck on the same side; not unconscious ; noticed 
deafness a little later w hen trying to hear a watch. The hearing of 
right ear is normal, but on the left a very loud voice is only heard at a 
foot. Cold watfr produced nystagmus In 20 seconds on the right and 
in 40 seconds on the left. 

5. Bullet entered left eye and came out one inch below the zygoma. 
Left eye shot out and blind in right eye when he regained consciousness. 
Marked deafness in both ears for same weeks. Left improved, but right 
remained deaf and was affected by tihnitus. The right ear was quite 
deaf, a shout not being heard, while the left heart! a whisper at 1 foot, 
but there were symptoms of nerve deafness on this side (tuning-fork 
tests and monochord 9000 only being perceived). This case was 
examined nine months later, but the hearing remained as above. The 
vestibular reaction was exactly equal, cold water c&uslng nystagmus in 
32 seconds on each side. 

6 . Wounded in left cheek and blinded In left eye. Since has suffered 
from deafness in left ear and giddiness. While a low voice was heard 
at a foot by the right ear, a shout was not perceived by the left. 
Tuning-fork and monochord indicated complete nerve deafness on the 
left and partial on the right (11,000). Cold water caused nystagmus on 
the right side in 40 seconds and on the left in 30 seconds. 


With the possible exception of Case 5, in which unfortu¬ 
nately the condition of the right eye does not seem to have 
been especially noted or inquired into, we may with reason¬ 
able certainty exclude all question of functional trouble. 
It will be observed that in Case 4 the vestibular reaction 
was better marked from the good ear. In Cases 1 and 6 
this was, however, reversed, while in Cases 2, 3, and 5 the 
vestibular reactions were the same in both ears, varying 
from induction of nystagmus after 20 seconds of cold water 
(Case 2) to apparent extinction of vestibular reaction 
(Case 3), where after two minutes no result was obtained 
from either ear. It must also be noted that in this case one 
of the ears retained a good amount of hearing power. 


Group D. 

In the two following cases wounds were succeeded by 
middle-ear suppuration as well as nerve deafness. 

V wound of face: bullet entered below right eye and came 

out behind right ear. Deafness and discharge on this aide followed. 
The right tympanic membrane showed perforation and discharge, 
while the left w&a normal. By the right ear a shout was only just 
heard, while the hearing of the left was normal. Rotation from right 
to left and from left to right produced nystagmus lasting 16 seconds 
In each case. 

2. Wounded by shrapnel on left side of neck and has been deaf since ; 
was very giddy at first, but this has gone off. The left ear shows 
granulations and discharge, while there Is a scar below the left mastoid. 
The hearing on the right side was good, but a loud voioe was not heard 
by the left ear. Rotation from right to left caused nystagmus lasting 
20 seconds, but that from left to right caused no nystagmus. 


It will be noted that in Case 1 both vestibules reacted 
equally, but that in Case 2 that corresponding to the affected 
ear failed to respond. Are we, therefore, to conclude that 
Case 1 is suffering from hysteria or is even malingering, 
while we accept Case 2 ? As the results we have given seem 
to us to furnish absolute proof that the condition of the 
vestibular apparatus gives us no trustworthy guide to that of 
the cochlear, we must answer this question by an emphatic 
negative. 

Conclusions, 

While we have not been able to prove in any of the cases 
that we had to do with either functional deafness or 
malingering, we have shown that in Group A, where, 
perhaps, one or other of these conditions might be suspected, 
vestibular reaction was sometimes good and sometimes 
defective. Turning now to Group B, the first thing to be 
noted is that in the only case of partial recovery after 
concussion deafness we have met with, it was the ear in 
which vestibular reaction was absent which recovered. 
Again, the other cases of this series furnish ample evidence 
that vestibular reaction may be lost, while the cochlear 
functions are more or less active. In Group C we find 
unilateral deafness, the hearing in the other ear being good 
or fair. In only one of them was vestibular reaction more 
marked in the better ear ; in two this was reversed and in 
the others it was equal. In one of the latter no reaction was 
obtainable from either ear, and yet the hearing power on one 
side was good. 

From our experience and from analysis of the cases we 
have examined we conclude : — 

1. That concussion deafness is generally due to some 
organic change. 

2. That the prognosis is usually bad. 

3. That the results of the vestibular tests can only be 
utilised in conjunction with information derived from other 
sources. Thus, if the patient shows other hysterical sym¬ 
ptoms, vestibular tests may perhaps under certain circum¬ 
stances help diagnosis ; but to state that they do more than 
this is, in our opinion, misleading and dangerous. 


GUNSHOT FRACTURES OF FEMUR: 

SOME METHODS OF REDUCING SERIOUS 
DISPLACEMENTS. 1 

By PHILIP TURNER, M.S.Lond., F.R.C.S. Eng., 

MAJOR, K.A.M.C. 


Treatment of compound fractures of the femur on the 
Thomas’s splint has been so generally adopted, and has so 
many advantages both as regards comfort of patients and 
easy performance of dressings with least amount of pain and 
disturbance of fragments, that the following remarks apply 
only to patients treated in this way. 

Displacements. 

“Serious” displacements will come unde: one of the 
following heads: — 

1. Shortening. 

This is often due to obliquity of fracture or to overlapping 
of main fragments. The most important way of overcoming 
these displacements is by efficient extension. 

For over a year I have used steel springs to obtain exten¬ 
sion in cases of fracture of long bones of leg treated on 
Thomas’s splints. The springs used in ordinary spring 
mattresses answer quite well. When used for a mattress 
one end of the spring is naturally in the form of a hook, 
which can be slipped over the end of the splint, while the 
other forms a ring through which the extension bands can be 
threaded. (Fig. 1.) 

If these bauds do not pass round the side bars of the splint 
and are not attached to them none of the pull on the leg 
will be lost by friction. The actual pull exercised can be 
estimated by measuring increase in length of spring, having 
previously measured the lengthening obtained by pulling 
the mattress spring against a spring balance which lias a 
dial showing amount of tension expressed in pounds. If 
small spring balances about four inches long can be obtained 
they may, as suggested to me by Lieutenant-Colonel Fairrie, 
R.A.M.C., be used on the splint instead, and the amount of 
tension at any time can be seen at a glance. 

Springs are easily attached and have distinct advantages 
over other methods of obtaining extension. 


1 Abstract of a paper read before the Treport Medical and Surgical 
Society. 
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Spring extension is easily applied, usually little or no 
readjustment is required, and any pull up to 15 lb. can be 
obtained or more if thought necessary, though this is rarely 

called for. 

2. Rotation. 

One of the drawbacks to the Thomas’s splint, both for arm 
and leg, is that rotation of the limb may take place after the 
splint has been applied. A simple and effective method 
of preventing rotation, or of fixing the leg in any degree of 
rotation which position of fracture renders desirable, is that 
brought forward by my colleague, Captain H. M. Anderson, 
R.A.M.C. This consists in the use of two small lateral 
supports, about 4$ in. by 3$ in., cut from a sheet of Gooch’s 
splinting. These supports are made in pairs, and to each 
two tapes and buckles are fastened by a couple of drawing- 
pins. If the tapes of one are fixed near the centre and of the 
other near upper and lower margins they will clear one 
another during fixation. 

These supports are held against the lateral aspects of the 
leg which is in the desired position, either at level of knee 
or just below it, a jaconet-covered pad of gamgee tissue 
rather larger than the support being placed between each 
and the limb to avoid pressure. The tapes are now passed 
behind the leg and beyond opposite bar of splint and are 
then securely fastened by buckles. Not only is rotation pre¬ 
vented, but the limb is also more securely attached to the 
splint. 

Generally speaking, the leg should be fixed with a slight 
degree of external rotation. The lateral supports should not 
be applied until after the extension has been obtained. The 
supports and their mode of application are shown in Fig. 1. 

3. 44 Bagging.” 

This is a deformity all too frequently seen. It may occur 
with fractures ot any part of shaft of femur, but is especially 
common in fractures of middle and lower thirds, sagging 


Fig. 1.—Illustrating the method of obtaining extension by a 

steel spring and the lateral splints for preventing rotation. 

The tapes attached to the outer of the two small lateral 

splints are coloured black. 

may sometimes be prevented or remedied by careful atten¬ 
tion to adjustment of supports which suspend thigh from 
bars of Thomas’s splint. These should be brought as near 
the wounds as possible, and if removal for dressings is 
necessary support should be given, if possible, by temporary 
sling of gauze. Not infrequently, in spite of all care and 
attention, a certain amount of sagging will occur. 

Sagging is likely to produce serious permanent disability. 
It is commonly associated with some lateral displacement 
of the main fragments. 

4. Displacements of comparatively small fragments at the 
ends of the bone to which powerful muscles are attached. 

These displacements may be very difficult to rectify, 
especially where there is much comminution and severe 
septic infection, and there is then a great probability of 
mal-union and a bad functional result. 

(a) If at the upper end of shaft a fracture should occur 
just below the small trochanter the small upper fragment 
will be fiexed by action of ilio psoas and abducted and 
externally rotated by action of muscles attached to great 
trochanter. The upper end of the lower fragment will be 
behind and to the inner side of the upper, and is also 
displaced in an upward direction, a position, in all prob¬ 
ability. largely due to the weight of the limb. 

(b) When the shaft of the femur is fractured in its lower 
third just above condyles the lower fragment is generally 
displaced and rotated backwards, sometimes excessively so. 

'The usual methods of treatment were criticised* and 
causes of failure pointed out.] 

Treatment by Direct Wire Suspension and Traction. 

The great difficulty of rectifying the displacements 
described above, especially in the more severe and com¬ 
plicated cases, suggests the desirability of some method of 
mechanical fixation applied directly to the fragments rather 
than to the limb. 

Plating of recent septic gunshot fractures has been con 
demned, and. I think, rightly so. Even in the late stages of 
treatment after mal-union the extensive disturbance of soft 
parts necessary and the denudation of periosteum from a 
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large area of bone are liable to be followed by a renewed 
outburst of severe septic infection. 

I have recently treated a number of cases in which 
“ sagging” was present to a marked degree, and of frac¬ 
tures of upper and lower part of shaft with typical displace 
ments already described, by a method in which the straight 
Thomas’s splint and the ordinary methods of obtaining 
extension and preventing rotation are used, and which can be 
employed in conjunction with any method of suspending or 
supporting the splint. The principle of this method, which 
has been called “ wire suspension and traction,” is that a 
loop of silver wire is manipulated round the free end of the 
displaced fragment, which is then pulled into position, and 
maintained so by attaching the wire to a rigid arch passing 
over the limb between the two bars of the splint. 

Before employing this method a careful examination of 
stereoscopic X ray plates, or of plates showing the fracture 
in two planes at right angles, is essential. 

The position of the fracture, nature and extent of dis¬ 
placement, and amount of comminution must all be deter 
mined, for upon these points will depend the shape and kind 
of loop required, whether one or both fragments will require 
suspension, and also direction of pull necessary to maintain 
fragments in position. 



Fig. 2—A Thomas splint with two arches for wire suspension 
attached. To the right Is a standard pattern foot-piece fixed 
in position by strapping. To the left a specially made arch 
with holes and notches is screwed to side bars of splint. 

Three types of rigid arch have been tried. 

1. A strip of aluminium splinting is bent into suitable 
shape. A thin strip of metal is on each side passed 
through the notch opposite side bar of splint and is fixed to 
this by strapping. This is not sufficiently firm and soon 
allows some movement of the arch and so of the wire. 



Fig. 3.—A septic comminuted fracture near middle of right 
femur. There was much sagging with backward and inward 
displacement of lower fragment. Wire suspension to each 
fragment, the lower being drawn forwards and outwards, the 
upper forwards and inwards. The ends of the loops project 
beyond the wound. 

2. One of the standard pattern supports for the splint often 
employed as a foot-piece can be widened and altered so as to 
fit the* splint at any point, and is then fixed by strapping. 
(Fig. 2.) These are perfectly firm, and answer very well, but 
as there are no holes or notches the wire is apt to slip 
unless the support is fitted exactly in the right place. 

3. Special arches can be made eo as to screw on to the side 
bars, and are provided with holes or notches through which 
the wire can be threaded. (Fig. 2.) Though most useful, 
these are not essential. 

If it is thought desirable that one of the displaced frag¬ 
ments shall be pulled backwards (traction) the arch can be 
equally well fitted to pass behind the leg. 

Method of Application. 

The splint is first put into position, supports are arranged, 
and strong extension is obtained by a spring. 

The limb is now held so that the foot shows a position of 
slight external rotation, and the lateral supports which con¬ 
trol rotation are applied. Both the extension and lateral 
supports can be readjusted, if thought necessary* after the 
wire suspension has been carried out. 

The wire employed is ordinary silver patella wire. 
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Where there is an oblique A 

fracture, or where the com¬ 
minution is not severe, the 
end of a suitable length of 
wire may be twisted to form j 
a loop. The ends of the frag 
ments are usually already 
denuded of soft parts, and 
can be felt by a finger in the 
wound. The wire loop is then 
introduced and with the help 
of the finger is insinuated 
round the free end of the 
displaced fragment. In the 
event of the free end of the 
fragment not being suffi 
ciently exposed a periosteal 
elevator may be used to 
clear it for a short distance, 
but extensive baring is ^ 
neither necessary nor 
desirable. 

The displaced fragment is U* 
now pulled up into position, 
and when the finger shows ' 
this to be satisfactorily , ? 
accomplished the wire is Sj 
attached securely to the 
rigid arch which* has been 

sterilised and fixed in the Fig. ^ (Case 3).—Fracture of right femur, 
proper position. If the pull 
is made obliquely and if the 

wire is fastened in this direction there will be no danger of 
the loop slipping off—i.e., if a backward ly displaced lower 
fragment of a supracondyloid fracture is being treated the 

S ull should not be straight forwards but also slightly in a 
ownward direction towards the knee. 

There is also, as a rule, some lateral displacement of 
the fragments, the upper being abducted and the lower 
adducted. This must also be taken into consideration when 
drawing the fragment into position and fixing the wire. 
Generally speaking, in fractures of lower and middle thirds 
of shaft of femur the attempt should be made to draw the 
lower fragment into line with the upper, and hence the single 
wire around the lower fragment will, as a rule, be sufficient. 

In some cases of sagging, however, where the upper 
fragment is abducted and the lower adducted or the reverse 
excellent alignment may be obtained by two wire loops, one 
drawing the lower fragment forwards and outwards and the 
other the upper fragment forwards and inwards. (Fig. 3.) 
Backward traction of the upper fragment in fractures in 
this region is seldom required, and in a few cases in which 
I have employed it in this region the wire has soon been 
found to be unnecessary and has been removed. 


a, Position when sepsis had subsided; 
upper fragment. 


b, after wire traction of 


It is surprising how often the wire can be introduced 
through a wound already present, this being, if called for, 
slightly enlarged in the required direction. If necessary 
a small fresh incision may be made for the passage of the 
loop or to allow the pull of the wire to act in the correct line. 

If there is much comminution all completely detached 
fragments should be removed and the wire or wires should 


Fig. 5 (Case 5).— Fracture of right tibia and fibula, a, Before treatment; b, after wire suspension. The outline 

of the large wound can be seeD. 


pass round the extremity of one or both main fragments, 
including, if possible, any large piece of bone which is not 
quite loose. 

In some comminuted fractures it may be possible to pass 
a wire round all the fragments and cross the wire again in 
front so as to bind them together and at the same time to 
raise the bone to its correct position. (Fig. 5.) 

In the case of fractures below the small trochanter 
the question will arise as to whether a loop should be 
used to draw the upper fragment backwards and inwards, 
or whether the lower fragment should be drawn forwards 
and outwards into line with the upper and smaller frag¬ 
ment. If the former procedure be adopted the wire will 
have to pass through the adductors and to be attached to a 
posterior arch or to a support attached to inner bar of splint. 
It is difficult to say which of the two methods is most 
desirable, and one would probably be guided by the position 
of the wounds, the amount of displacement, and which frag¬ 
ment was the more accessible. So far I have only treated 
two fractures in this situation by wire suspension, one by 
each method, and in each the * result has been equally 
satisfactory. (Fig. 4.) 

Efficient drainage having been secured attention is 
directed to the extension, and, if necessary, the spring and 
the lateral supports are readjusted. The*supports beneath 
the thigh should also be tightened up so as to raise the soft 
parts and take some of the weight of the limb off the wire. 
It may here be pointed out that after sagging of the frag¬ 
ments has been corrected there may be a sagging of soft 
parts due to oedema and the dropping back of muscles and 
soft tissues which gives a very similar outline to the thigh, 

though an X ray exa 
B mination may show a 

perfect alignment. 

Removal of Wire : Ad¬ 
vantages of Method . 
The presence of the 
wire causes no irrita¬ 
tion or increase of 
sepsis. 

Indeed, as a rule, the 
fixation of the limb 
in good position is 
attended with im¬ 
provement in wound 
and in general con¬ 
dition of patient. 
There is no pain even 
when, as sometimes 
occurs, the wire cuts 
a little into the soft 
tissues. Needless to 
sav, care must be 
taken that the wire 
does not press against 
nerve trunks or against 
large vessels, and in 
the lower part of the 
thigh the presence of 
efia 


suprapatellar pouch 
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of knee-joint must be remembered. Fortunately in this 
region the wire has to be usually brought out well to the 
side of the limb. After a week or ten days a further X ray 
examination should be made, and if necessary the wire can 

be readjusted. 

The snortest time the wire has been left in position is two 
weeks, and in this case, where there was some cutting into 
the muscle and a little oozing of blood, there was no recur¬ 
rence of the displacement. It is better to allow three or 
four weeks, or even longer, to elapse before removing the 
wire, as its presence causes no trouble; in one case it was 
left for eight weeks. The amount of bone lost and the 
radiographic evidence of union will guide one as to the 
advisability of removal. If the ends of the loop can be 
seen the wire may be cut and pulled out at an ordinary 
dressing, but if out of view in the deeper part of the wound 
nitrous oxide anaesthesia will be desirable. 

Wire suspension can also be employed for suitable frac¬ 
tures of the tibia and fibula, especially where there is much 
comminution with large posterior wounds and sagging of 
the leg. It might also be of use in some fractures of the 
humerus. 

Though in some cases wire suspension can be carried out 
with advantage as soon as the patients are admitted to a 
general hospital, as a rule it should be left until the acute 
infection has been overcome and the swelling has subsided— 
i.e , during the second stage of treatment and as early in 
this stage as possible. 

I have recently employed the method in a very trouble¬ 
some case of noil-union of a fracture of the lower third of 
a shaft with backward rotation of the lower fragments 
five months after the injury, where several previous 
attempts by other methods ha<f been made and failed, and 
after four weeks the fragments are still in good position. 

The chief advantage of the method is its simplicity. 

No special apparatus of any sort is required, for the 
ordinary foot-piece fixed over the splint is a perfectly 
efficient support. The actual operative interference, 
division of soft tissues, &c., is always slight and in many 
cases is literally nil. The kind of loop used and the 
arrangement of the wire will depend on the necessities of 
each individual case. The ordinary Thomas’s splint is 
used and any method of dressing and treating the wound 
can be employed. 

While fully admitting that there are other ways of 
effectively treating these displacements, I venture to bring 
this forward as a simple method which is of the greatest 
service in some very troublesome cases. 

Illustrative Cases. 

Cask 3 (Fig. 4).—Lance-Corporal G.P.K., aged 30, admitted Oct. 31st. 
1917. Metal fragment removed before admission. Very septic wound, 
much swelling 5 Inches long on outer side of right thigh in upper third. 
X ray showed oblique fracture sloping downwards and outwards from 

small trochanter for 3 inches. 

Nov. 1st: Anaesthetic; wound opened up and spring extension applied. 
Pyrexia and sepsis persisted for a long time, though drainage appeared 
satisfactory. By end of December Improvement had taken place in 
these respects, but the fracture was obviously In very bad position, 
upper fragment being very flexed and abducted, so that lower 
fragment could be felt passing upwards to inner side of, and behind, 
the upper. X ray examination showed these points clearly. (Fig. 4 a.) 
FreBh extension was applied and leg held in fully flexed and abducted 
position, but X ray examination showed only slight, If any, Im 
provement. | 

Jan. 12th, 1918: Anesthetic. Wire loop placed round free end of 
upper fragment. Counter incision made in adductor region and wire 
brought out through this and upper fragment pulled backwards and 
Inwards into line with lower. Wire fastened to Inner bar of Thomas’s 
splint. 

On Jan. 20th X ray examination showed perfect alignment. (Fig 4 b.) 
Little pain and no Increase of sepsis, but on 30th, as there had been a 
little oozing of blood from the inner wound the wire was removed. 
After this patient did well and an X ray on Feb. 20th showed that there 
was no recurrence of displacement. 

Discharge*! to United kingdom March 1st, wounds nearly healed, firm 
union, no obvious deformity. Shortening 2 inch.- 
Case 5 (Fig. 5).— Private A. P., aged 25, admitted Jan. 5th, 1918, wlthl 
compound fracture of right tibia and fibula. Large wound on outer 
aspect of leg, 5 by 3i inches, which had been freely excised at C.C.S. 
anterior tlbial vessels having been ligatured. Wound very septic.!: 
severe comminuted fracture of tibia could be seen. The main lower 
fragment was displaced forwards l£ Inches in front of main upper 
fragment. In addition several large fragments not completely detached; 
were projecting into wound at various angles. (Fig. 5 a.) 

Jan. 6th: Anaesthetic; leg put up on Thomas’s splint with spring 
extension taken from plaster-of-Paris anklet. A wire was insinuated 
under fracture and ends crossed in front of tibia and each attached to 
arch. As wire was tightened the various fragments came together and 
the bone was reconstituted except for a piece which had been blown 
away or removed. (Pig. 5b.) 

Though the position was, and continued to be, excellent, the septic 
process advanced and skin and soft tissues below wound became 
gangrenous, probably as result of ligature of anterior vessels. As there 
was considerable pyrexia with delirium and severe toxaemia the leg was 


amputated on Jan. 11th, but a stereoscopic X ray examination taken 

just before showed that position of fractured tibia was practically 
perfect, and that fibula had also come fnto position. The operative 
nterterence for introducing the wire was practically nil and was 
not the cause of the sepsis or the gangrene which occurred some 
distance away. 

I have to thank ray colleagues, Captain H. M. Anderson, 
R.A.M.C., and Lieutenant E. L. Councell, R.A.M.C.. for 
their cooperation and help in treating these cases, and 
Captain M. H. Watney, R.A.M.C., for many radiographic 
examinations and photographs. 


2 All measurements are taken from anterior superior spine of ilium 
to tip of Internal malleolus, tilting of pelvis being corrected, both legs 
being in same position of flexion, abduction, and rotation. 


TREATMENT OF FRACTURE OF THE 
SHAFT OF THE HUMERUS BY 
SPLINTS. 

By CHARLES A. MORTON, F.R.C.8. Eng., 

PROFESSOR OF SURGERY, UNIVERSITY OF BRISTOL; SENIOR SURGEON, 
BRISTOL GENERAL HOSPITAL, CHILDREN’S HOSPITAL, AND BEAUFORT 

WA*R HOSPITAL ; MAJOR, R.A.M.C. (T.) 

Need for Fixation to Chest Wall. 

There is only one way in which a fracture of shaft of 
humerus can be absolutely fixed, and that is against the chest 
wall. I have for many years recognised this, and treated 
such cases by first fixing a splint to side of chest and then the 
arm on it, or fixing the arm on splints and then fixing these 
splints to side of chest. 

Barly in 1917 I treated a case of gunshot fracture of humerus; 
portion of shaft absent, leaving gap of 1 inch and flail-like arm. After 
wound had healed arm was so wasted, with ends of bones so prominent, 
that one quite easily detected any movement. By most careful fixation 
of limb on an internal angular splint, and of splint to ohest wall by 
strapping. I could not control all antero-posterlor and rotatory move¬ 
ments at seat of fracture—Indeed, they were possible to quite a marked 

eX It n seemed that only fixation by plaster-of-Paris to cheBt could 
absolutely fix fragments. I fixed Internal angular splint to side of chest 
w ith plaster, and then arm and forearm to splint. This gave absolute 
fixation of fracture. Patient had musculo-spiral nerve paralysis, and It 
was Important to leave extensor aspect of forearm free for massage and 
electrical treatment. This was easily done, because fixation simply of 
elbow and wrist on Internal angular splint, fixed securely to side of 
chest, was quite sufficient absolutely to fix the fracture. 

After treating the case in this way I was interested to find 
that Erichsen had held very strong views 1 as to the need for 
fixation to the chest wall. He recommended fixation by 
plaster-of-Paris bandages. 

[The way in which the fractured ends are often displaced 
by the position in which the forearm is placed after splints 
are applied was described.] 

Correct Angle for Forearm in Relation to Body. 

When the arm lies at rest by the side the intero-anterior 
surface lies against chest wall—i.e., anterior aspect of 
elbow does not look directly forwards, but also inwards. 

If elbow is flexed the forearm will project forwards at an angle of 
about 67° (or three-quarters of a right angle), with a plane representing 
anterior surface of body. Some surgical writers say it should be fixed 
at a right angle to such a plane, but this means slight rotation out ot 
lower In comparison with upper fragment. If the flexed forearm Is 
brought over front of chest In a sling, as Is so often done, rotation tn is 
quite marked and the elbow Is brought forwards at same time, and 
upper end of lower fragment displaced backwards and outwards. 

The difference between fixation of forearm at 90° and 67° with 
anterior plane of body Is not very serious, but the latter is preferable. 
If an internal angular splint is used (and this certainly seems to give 
the best fixation in fracture of shaft of humerus, for it Is essential to 
fix elbow), this angle can only be obtained by having forearm part 
of splint fixed at an angle of 22® to plane of arm part of splint; this will 
fix forearm at angle of 67° with anterior plane of body. 

Advantages of a Posterior Splint. 

If we use the combination of a posterior and an internal 
splint, fixed together and fixed by plaster to the chest, we 
provide a stable support for the arm when the patient is 
sitting up or lying down. 

Anterior or outer splints can be added. If thought necessary, and 
fixed by webbing straps or Btrips of strapping. The posterior and 
internal splints should be joined by quite small nails or by quite 
narrow strips of thin metal, so that no metal lies behind fracture to 
obscure skiagram. In certain cases hinges might be used, but to unfix 

a splint fora dressing is never satisfactory. .1 . 

But If posterior splint is not fixed to Internal one In construction of 
splint It must be fixed to it by firm strapping carried round internal 
splint on which arm rests, through triangle, and not round patient s 
body. But It is a decided advantage to have it fixed In construction of 
splint, especially w hen we have to place fractured arm on splint In 
recumbent position (as under an anaesthetic). . 

I do not think It is needful to carry the posterior splint higher than 
it is possible to do the internal one, so as to support the upper fragment 
behind. _____— 

1 Erichsen’s Surgery, 1895 edition, p. 590. 
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The construction of the splint allows a lateral skiagram to 
be taken. (Fig 1.) % 

Other Detail* in 
Construction of 
Splint. 

The base of triangle 
should be 4 inches, 
so as to give a suffi¬ 
ciently large angle 
at upper end, and 
this angle must not 
be filled in. The two 
pieces of wood which 
form sides of splint 
must be so bevelled 
that junction at 
upper angle Is an 
angle and not a flat 
surface, for if it were 
the fragment might 
be displaced out¬ 
wards by thickness 
of splint at upper 
angle. (Pigs. 2-4.) 

The average length 
of part of splint on 
which arm rests 
(outer side of tri¬ 
angle) should be 10 I 
inches (about aver¬ 
age length of arm 
from anterior axil¬ 
lary fold to lower 
border of bent elbow). 
In a very short man 
it was 9 inches, and 
in a man 6 feet 1 inch 
it was 11 Inches. 

If possible it would l>e best to take exact measurement for construc¬ 
tion of splint, but a 10-inch splint would be right for most cases, and 
if not it would only necessitate fixing forearm either slightly over or 
under edge of forearm part of splint, and even in a 9-inch arm would 
adequately support elbow. 

But if splint is not made from measurement the forearm part need 
not be fixed to arm part until it is used. It can then easily be screwed f 
on to it, and will do for either right or left forearm. The triangular 
part of splint can then be made of full length—11 Inches—and forearm 
part can be screwed on at any level. 

Question of Abduction of Arm. 

There is no objection to placing the limb in the abducted 
position if both fragments are equally abducted. 

Indeed, in fracture below insertion of deltoid it is a distinct advantage, 
for the upper fragment is abducted by that muscle. 

Some surgeons reoommend abduction for treatment of fractures of 
urgical neck. Even granting that upper fragment may be a little 
abducted by supraspinatus, it certainly cannot be much, and if we 


Fig. 1 shows splint fixed to chest wall with 
plaster bandages. The wrist is fixed to 
splint with piece of strapping. A skia- 
grapbic plate has been inserted through 
the triangle to show how a lateral skiagram 
can be taken with the arm securely fixed 
to the chest wall. A large gunshot wound 
on outer aspect of arm Is shown. The 
splint is my original one without a pos¬ 
terior part. 


out lower fragment into abduction, particularly at upper edge, or to 
abduct upper by pressure of edge against lower end if it reaches high 
enough to He just inside lower extremity. 

If we have a posterior splint fixed to an internal one, as I think we 
should, we cannot carry our turns of plaster bandage around internal 
splint and chest wall unless we have posterior splint interrupted. It 
will be enough to have two gaps in it, to carry plaster bandages 
through, to allow of firm fixation to chest wall. In the triangular 
splint plaster bandages pass through triangle. 

In these high fractures without wounds it might be enough to fix 
arm to side of chest with plaster bandages, but I think a splint is more 
satisfactory. To simply fix arm against side of chest with strapping or 
bandages seems quite unsatisfactory. 

Extension can easily be aoplied by carrying side of triangle on which 
arm rests, or internal splint if no triangle is used, a few inches beyond 
fracture with forearm projection, and fixing a small piece of wood or 
metal at right angle to end, and attaching to this a rubber accumulator 
or spring. 

[The treatment of gunshot and other compound fractures 
of the shaft of the humerus and the modifications in the 
form of splint required by them were here dealt with.] 

Method of Applying the Splint. 

The splint is best applied with patient standing, or sitting on stool; 
he should hold his body as erect as possible and keep shoulders level. 
I think it would be very difficult to apply plaster bandages in recumbent 
position. But if any operation on the arm 1 b required when fixed on 
splint it is not necessary to remove plaster fixation of splint to chest, 
as it does not fit tightly, but it would be well to cut it through in front 
with plaster cutters and then put a bandage around it in case of any 
need for artificial respiration. The plaster case can be made perfect 
again the next day by a few plaster bandages. If it is necessary to 
give an anaesthetic to fix the fracture for the first time on the splint, 
the best plan is to temporarily fix the splint to the chest wall with a 
binder over it. The whole chest must, of course, be covered with 
flannel bandages, or a thick vest put on before the splint is fixed to it 
with the binder. 

During the time the splint is being fixed to chest wall with plaster 
bandages the fractured arm must be very carefully supported on an 
Internal angular splint in abducted position by a nurse or orderly, who 
give their whole attention to this. And before fractured arm is raised 
into abducted position the exact level to which upper edge of splint is 
to come should be marked on chest wall. 

The splint is padded on both sides. Several folds of lint (boraclc Unt 
is best) are quite enough, and no great thickness must be used between 
chest wall and splint, nor is this necessary on arm aspect of splint. 
Upper angle of splint must not be thlckty covered. 

In applying plaster bandages it is well to take a few turns under 
splint— l.e., under base of triangle, and over opposite shoulder protected 
with a thick pad of lint, to hold up splint well. As soon as plaster 
bandages have set enough to fix splint to chest wall the fractured arm 
is placed in good position. All that need l>e done in way of permanent 
fixation is to secure forearm on forearm splint with pieces of spool 
strapping around forearm just above wrist and the splint ; this fixes 
elbow and with it lower fragment.2 The forearm is placed on splint 
in semi-pronation and need not be covered on extensor aspect (except 
for one inch above wrist by strapping), so that it is available for 
massage and electrical treatment in lesions of musculo-spiral nerve. 
If there is a lesion of this nerve forearm part of splint should extend 



Fig 2.— The splint I now use. On the left is seen 
posterior portion attached at right angle to in¬ 
ternal portion, which forms one side of triangle, 
and on this the arm rests. Another side of the 
triangle—that attached to side of chest—is just 
seen behind it. The forearm part of splint is seen 
projecting to the right, from the internal part. 


Fig. 3.—The splint, showing the 
triangle, and a back view of 
posterior part of splint, which 
hides internal part on which 
arm rests. The straight side of 
the triangle, which is seen in the 
figure, is fixed to the chest wall. 


Fig. 4. The splint viewed from Its under 
aspect to show angle (22") at which fore¬ 
arm piece is attached to internal piece. 
The part of the splint to which the metal 
bar supporting forearm piece is attached 
is the base of the triangle. This motal 
bar is not essential. On top' of the splint 
is seen lower edge of posterior piece of 
splint. 



markedly abduct the lower fragment when there Is no abduction c 
o?fracture l ght abJucfcion of the u PP® r we get angulation at set 

8eera8 / t ,° me * groat mistake to put up a fracture high u 

nU?kffn < in^hT e » rU8 fn ? tur0 hI *f her than an inch below surgio 

neck) In such extreme abduction as a right angle with the body. 

Treatment of Fractures Very High Up in Shaft of Humerus. 

control position of upper fragment of a fractured humeri 
b> a splint, unless it is more than one inch below surgical neck. I 
such cases the triangular splint cannot be used, for It would abdu< 
lower fragment and could not abduct upper. I think it should be a ru 
iu treating fractures of humerus not to abduct lower fragment unlei 
ab i ucfc ¥ “P? 61, foment also, or a skiagram shows that it 
abducted. In these cases, of course, no plate can be placed hig 
enough to obtain a lateral skiagram, unless just for a very brief perio 
it pushes up anterior axillary fold. y ^ 

If the fracture is at this high lev el we must be content to fix arm i 
mtero-posterior splint with forearm projection, fixed by JESt! 
♦ ohe 8 t - w all, but the splint must be made of quil 

thin wood and upper end must be carefully bevelled, so as not to pm 


beyond wrist to allow of hyperextension of that joint; but if no lesion 
of musculo-spiral nerve it should not be long enough to Interfere with 
wrist movements. 

The internal and posterior splints will prevent any angulation at seat 
of fracture in these directions, and if there is a tendency to it in 
anterior or outward direction extra splints can be added on either 
aspect and fixed bv webbing straps or strips of spool strapping passed 
through angle. If triangular splint is not used but the straight one. 
it Is well to place the webbing straps between spllut and chest wall 
before fixing with plaster bandages, so that they may be available for 
extra splints if required. 

If desirable the elbow can also be fixed by a narrow piece of strapping 
carried obliquely over it and under lower end of internal splint 
through triangle, or round arm aspect of upper end of forearm splint 
where it joins arm portion. If a splint without triangle is used, but this 
fixation of the elbow is not essential. It is desirable to support 
forearm portion of splint until plaster has quite set, so that weight of 
forearm does not drag splint out of position. 


* This is all that is absolutely necessary, but I generally put strapping 
or bandage around the arm as well. 
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Other Form* of Splint which are Fixed to Chest Wall. 

1 wrote the first part of this paper in the early part of 
1917, but did not complete it until I had had further 
experience in the treatment of these fractures of the shaft 

of the humerus. 

In the meantime I know that three papers have been published (and 
probably several more have been which I have not seen) in which 
splints are described which are fixed to the chest wall. 3 

Captain Wilson advocates fixation of splint to chest wall by plaster 
bandages, but I should prefer my own splint. I think the arm would be 
more securely fixed on it than on a rod-and-aling splint, and I do not 
consider the arm should be brought across the chest. 

I should have the same objection to Mr. Pringle’s splint—i.e., that 
the lower fragment is routed in or out by position in which forearm 
is placed, and I also see no reason why abduction should be carried to 
such an extreme as to make it very awkward for the patient to get 
ab^ ut when able to do so. , . _ . 

The wire frame method of fixation to the chest wall advocated by 
Captains Johnston and Buchanan does not seem to me nearly as secure 
a method of fixation as plaster bandages. 


3 Hogarth Pringle (Glasgow). British Journal of Surgery, July, 1917; 
Captain G. E. Wilson, The Lancet, 1917,1.,953; Captain W. H. Johnston 
and Captain J. S. Buchanan, The Lancet, 1918, i., 133. 


SJefcintl Societies. 


the profession was satisfied with some form of State control. 
What means were available to bring evidence to show that 
the profession supported it ? 

Dr. G. E. Haslip said that we must look at the matter 
from the point of view of the health of the nation 
and make the people of the country healthy, which 
the'present system did not do. Prevention was not con¬ 
sidered enough by the profession. The country was governed 
by permanent officials and not by Parliament. The Ministry 
of Health Bill was blocked and Parliament was helpless. 

Sir Robert Morant said that medical men must take 
more part in public affairs. At present the Maternity and 
Child Welfare Bill was being passed through Parliament 
without any organised assistance or advice from the pro¬ 
fession as to how the problem should be handled. The 
medical profession had no right to say that things were 
thrust upon them from above when they did not think things 
out for themselves. It was impossible to get matters 
properly voiced by the profession. They should get to work 
to decide as to the particular characteristics the scheme 
should possess. . 

Mr. F. G. Lloyd also spoke, drawing attention to the 
various forms of State service already in existence, such as 
the Royal Army Medical Corps, the Royal Navy Medical 
Service, the Indian and Colonial Medical Services, and Sir 
Bertrand Dawson briefly replied. 


WEST LONDON MEDICO-CHIRURGICAL 
SOCIETY. 


The Cavendish Lecture on the Future of the Medical 
Profession. 

A meeting of this society was held at the rooms of the 
Royal Society of Medicine on July 11th, Dr. A. J. Rice-Oxlby, 
the President, being in the chair, when Major-General Sir 
Bertrand Dawson delivered the second part of the 
Cavendish Lecture (see p. 83). In the discussion which 
followed, 

Major Henry Dutch drew attention to the difficulties of 
accommodation in the case of hospital clinics. In a suburb 
of, say, 80,000 there would be about 40 doctors. Each 
would need his own consulting-room and his own waiting- 
room. A union of medical men was required, ready to 
uphold each other and stick together. 

Major Sir John Broadbent said that the greatest 
drawback to the out-patient centre was that every doctor 
in the district could not be put on, and those who 
were not would feel themselves severely ill-treated. All 
classes of patients would not attend the centre at a 
fixed time as this would mean a mixed crowcl of poor 
and rich. It was necessary to know the home life of 
the patients in order properly to deal with diseases, and 
besides a certain number must be attended to at home. He 
thought the better plan would be to establish centres in 
different parts of London, to which specialists (including 
radiographers, pathologists, kc.) should be attached, and to 
which the general practitioners could bring their patients 
and have advice free. At present it was difficult to get such 
help. Poor people should be attended at the expense of the 
State, but those attending them should have adequate 
remuneration. The hardest case was that of the middle 
class. Attached to the voluntary hospitals there should be 
paying wards admitting patients according to their means. 
He disapproved of putting the hospitals under the State or 
University. 

Dr. E. H. M. Stancomb (Southampton) said that the 
general practitioner should be educated thoroughly in public 
health, housing, and town-planning. He should have a 
full knowledge of local hygiene, especially that of his own 

town. 

Captain W. F. H. Coke asked if the whole population 
were to come into the scheme. He thought the practice of 
the country doctor must be essentially as it was to-day, but 
he should have the assistance of a special opinion when 

needed. 

Major Gordon Dill said that the only people who could 
reap benefit from our present system of treatment were the 
very poor and the rich, the latter at great trouble and 
expense. The resources of medicine should be free to all. 
The period of gradual change had become a revolution 
owing to (1) the Insurance Act and (2) the war. 

Captain A. E. Russell said the first thing to decide was 
whether the principle of the scheme was accepted—whether 
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Military Medical Manuals. 

I. Fractures of the Orbit and Injuries to the Eye in War. 
By Felix Lagrange, Professor in the Medical School of 
Bordeaux. Translated by Herbert Child, Captain, 
R.A.M.C. (T.). Edited by J. Herbert Parsons, Captain, 
R.A.M.C. With 77 illustrations and 6 plates. 1918. 
Pp. 248. Price 6*. net. 

II. Artificial Limbs. By A. Broca, Professor of Topo¬ 
graphical Anatomy to the Faculty of Paris, and Dr. 
Ducroquet, Orthopaedic Surgeon to the Rothschild 
Hospital. Translated and edited by R. C. Elmslie, 
M.S., F.R.C.S., Major, R.A.M.C. (T.F.), Orthopaedic 
Surgeon to St. Bartholomew’s Hospital, Surgeon to 
Queen Mary’s Hospital, Roehampton. With 208 illustra¬ 
tions. 1918. Pp. 160. Price 6s. net. 

London : University of London Press, Ltd. 

Paris : Masson et Cie. 


I. This volume is based on Professor Lagrange’s experience 
f over 2500 wounds involving the eyeball inflicted in the 
►resent war, including 609 cases of fracture of the orbit, 
from this material a selection of case-histories is given and 
inalysed in such a way as to make the work one of 
ralue, not only from the standpoint of general as well as 
►phthalmic surgery. The following examples of original 
leductions drawn by the author will serve to give an idea 
)t the scope of his work. 

Indirect fractures extending from the vault of the cranium to the 
phenoldal fissure and involving the orbit should, according to the 
lassie authorities, form a prominent feature in the practice of war 
urgery, but as a matter of fact these cases are exceedingly rare. In 
mlv two out of 609 cases was a fracture of the orbit so caused. 

When a projectile passes above the orbit, implicating the frontal bone 
ind the anterior cerebral region, it produces fractures of the orbital 
rault affecting the sensory, motor, and optic nerves in the region of uhe 
>ptic foramen and the sphenoidal fissure. The eyeball Is not involved. 
.... When the projectile passes below the eyeball without traversing 
fie orbit and without fracturing It, It produces concussion affecting 
fie eye in the macular region. This is the great cause of diminution 
>r loss of acuity of central vision. 

The author’s explanation of the frequency of macular 
lesions in these cases is interesting. The violent air-vibrations 
caused by the projectile are propagated, he points out, to the 
crbital contents by way of the pterygo-maxillary fossa and 
3 pheno-maxillary fissure ; the wave of oscillation tends to 
boss the eye forwards while the optic nerve holds it back. 

... .. . ,1 m _•!___1_.Affinn of. f.ko 


posterior pole is the most apt to suffer. 

Some new light is thrown on what has always been a 
somewhat obscure subject—viz., haemorrhage into the sheath 
of the optic nerve. In no single case in which this condition 
was presumably present did Professor Lagrange find the oph¬ 
thalmoscopic picture of retinal ischaemia, and he is therefore 
inclined to agree with Gonin and Dupuy-Dutemps, who 
reject this as one of the causes of that condition. Another 
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observation worthy of note concerns what the author terms 
traumatic proliferating choroido-retinitis, a condition result¬ 
ing from haemorrhage after laceration of the retina and 
choroid, to be distinguished from ordinary retinitis pro- 
liferans, in which the origin of the blood clot is spontaneous 
haemorrhage into the vitreous without the implication of the 
choroid at all. 

Among other subjects on which this book throws light 
we may mention traumatic detachment of the retina (four 
cases are given where detachment was due to concussion 
without direct injury to the globe) and traumatic enoph- 
thalmos. With regard to the treatment of these serious 
cases there is not so much said that is new. Professor 
Lagrange’s experience of the rarity of sympathetic ophthalmia 
agrees with that of all others who have written on the 
subject during the present war. At the same time he insists 
that it would be a fatal mistake to ignore the danger, and. 
while giving rules on the subject similar to those generally 
taught, lays especial stress on the importance of the earliest 
stage of the infection. “We say without hesitation,” he 
writes, “that photophobia, lacrymation, fatigue in reading 
and diminution of visual acuity are the first degree of the 
affection of which serous iritis is the second degree, and of 
which iridocyclitis is the third.” A chapter on reparative 
surgery of orbital fractures gives some interesting hints 
about that difficult subject, restoration of the eyelids, espe¬ 
cially about the employment of adipose and cartilaginous 
grafts, though the size of the book does not allow of these 
matters being very fully dealt with. We commend the book 
as concise, interesting, and original. It is very well translated. 

II. To. assist the surgeon to devise the most suitable 
apparatus for the individual case of the maimed man who 
has to be provided with an artificial limb this little book by 
Professor Broca and Dr. Ducroquet is admirably adapted. 
The methods used in France are in many respects different 
from those employed in this country, and the surgeon will 
find here a greater choice of the most suitable apparatus. 

Blood Pictures. By Cecil Price-Jones, M.B. Lond 

Bristol: John Wright and Sons, Ltd. 1917. Pp. 91. 

Price 68. 6d. net. 

This little book was written, so the author tells us in his 
preface, in response to the frequent request by clinicians for 
some guide to the interpretation of reports on blood exami¬ 
nations, and also for some simple method by which 
general practitioners can assist diagnosis by making blood 
examinations. Many general practitioners will welcome 
this practical answer to the request. The study of the 
cellular elements of the human blood under conditions of 
health and disease has received the attention of the best 
brains amongst medical scientific men in every civilised 
country of the world during the past 20 years or more. The 
existing literature on the subject is immense and in its 
manifold difficulties and complexities the subject is one 
which may well occupy the whole attention of an expert 
worker for a life-time. For this very reason, and for the fact 
that quite definite assistance may be derived from total and 
differential examinations of the blood cells in many cases, it 
is opportune that such a guide as the one under review should 
have come into being. With its aid the general practitioner 
should be able to appreciate the value of cellular haematology 
in the differential diagnosis of human diseases, especially as 
the author has not unduly emphasised the reliance which may 
rightly be placed on laboratory examinations by those in need 
of general guidance. After defining the normal red and white 
cells,their types and total and relative numbers in the human 
blood, the author proceeds to a description of the blood 
pictures found in bacterial, protozoal, “ blood,” and malignant 
diseases. In each case he gives examples of actual cases 
occurring in his own experience, which serve as illustrative 
types of the particular picture. The book is well arranged, 
is agreeably dogmatic, and presents thesubjept in lucid form. 
We cordially recommend it to those for whom it was written. 

Three Clinical Studies in Tuberculous Predisposition. By 

W. C. Rivers, M.R.C.S , D.P.H., Tuberculosis Officer, 

Barnsley District, West Riding, Yorks. London : George 

Allen and Unwin, Ltd. 1917. Pp. 272. Price 12$. 6d. net. 

Tuberculosis is a medico-sociological problem the in¬ 
tricacies of which seem to increase in complexity as investi¬ 
gations become more penetrating. There is much still to be 
learnt regarding the nature, varieties, and conditions of the 
growth of the tuberculous seed, but in regard to the tuber¬ 


culous soil we are still merely scraping the surface of things. 
Dr. Rivers has accomplished a valuable purpose in gathering 
together into one volume the results of his personal observa¬ 
tions and researches regarding certain physical conditions 
which can be conveniently viewed as predisposing to tuber¬ 
culous infection or influential in the spread of tuberculous 
lesions. The first part deals with the supposed relationship 
between consumption and ichthyosis. The author’s conclu¬ 
sion is thus rather curiously summarised : — 

“ In all three ways, then—from a penetrable skin, especially from 
diverse internal anomalies, possibly sometimes from naturally feeble 
constitution—If not in others as well (for the “efficient cause" oftener 
comprises a plexus of antecedents than it presents only one), existence 
of ichthyosis may entail liability to consumption. There is thus 
something of an a priori case, which, added to the direct clinical 
evidence given first, establishes to one judgment at least ichthyosis as 
a sign of predisposition to consumption.” 

Part II. provides records of cases and references to 
literature seeking to establish an association between 
consumption and squint. Part III. is an elaborate mono¬ 
graph on the connexion between consumption and non- 
tuberculous nasal abnormality. Here are collected records 
of a large number of cases with illustrations and a valuable 
bibliography in the form of footnotes. Although the 
author’s thesis can scarcely be considered established, his 
material has been skilfully brought together and effectively 
presented. In Part IV., which is designated “Conclusions : 
An Examination of Lunatics— Protocol,” the author elabo¬ 
rates his main conclusion: “Back to diathesis!” The 
volume closes-with a tabular summary of 500 cases investi¬ 
gated by the author. The volume is a record of much pains¬ 
taking research and merits consideration as a serious 
attempt to penetrate into the perplexities of some of those 
states and conditions which we collectively designate “ pre¬ 
disposition.” The numerous illustrations add much to the 
interest of the study. 


Burns and Their Treatment. By J. M. H. MacLeod. M.A., 
M.D. Aberd.. F.R.C.P. Lond., Physician for Diseases of 
the Skin, Charing Cross Hospital, Royal Flying Corps 
Hospitals, &c. London : Henry Frowde and Hodder and 
Stoughton. 1918. Price 6$. net. 

The author of jthis excellent little book states that the 
manuscript was written originally in order to extend his own 
knowledge of the treatment of burns, of which severe and 
extensive examples came under his care in the hospitals of 
the R.F.C., and elsewhere. To a careful summary of the 
work of others in regard to bums and their treatment, there 
is added the author’s own ripe experience, and the happy 
result is a practical text-book ; every practitioner who reads it 
will keep it for reference. The serious disadvantages of the 
older methods of treating burns by occlusive and greasy 
applications are pointed out, and the more modern methods 
are described. The “open method,” that of healing 
under a natural scab while continuously exposed to the 
air, is regarded as the simplest and in many ways the 
best for extensive burns, and it has the great advantage that 
it does not necessitate the terrible ordeal of periodical re¬ 
dressings. Methods of healing under an artificial scab, and 
especially the paraffin method, have been extensively employed 
during the present war, and it is gratifying to learn that 
grafting for large unhealed surfaces is largely avoided under 
the newer methods of treatment. Applications of X rays or 
radium have been found of value in reducing unsightly 
hypertrophic scars, but fibrolysin injections have proved 
disappointing. The book deals also with other forms of burns 
than those due to intense heat—namely, with electricity 
burns, bums from lightning, X ray and radium burns, burns 
from corrosives, and with sunburn. There is a useful and 
interesting chapter on dermatitis from high explosives. The 
value of the work is enhanced by illustrations of different- 
types of bums and of apparatus for methods of treatment, by 
well-selected references, and by a full index. 


The Panel Doctor: His Duties and Perplexities. By T. M. 

Tibbetts, M.D., D.P.H. Second edition. London: 

John Bale, Sons and Danielsson. 1918. Pp. 75. 2s. 6d. 

As we remarked at the time of its first appearance, 
Dr. Tibbetts’s sketch portrait of. National Insuiance in 
the working supplied a want which many must have felt, 
and the first edition of the book was therefore rapidly 
exhausted. The author has now brought its subject-matter 
up to date, while the legal points have been re-examined and 
corrected. 
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Annotations 

" Ne quid nimis." 


BRITISH AID TO FRENCH WOUNDED 
France’s Day was celebrated in England last 
week, and in order to give the public an adequate 
idea of the extent to which Britain has already 
come to the aid of French wounded and victims of 
the war, the British Committee of the French 
Red Cross issued on the day an excellent compila¬ 
tion from the pen of Mr. Laurence Binyon, entitled 
“For Dauntless France” (Hodder and Stoughton. 
Price 10s. 6d.). The book is not a record of Red 
Cross work alone, but includes the activities of the 
English canteens and of the various enterprises 
undertaken in relief of the devastated regions and 
the refugees. The British units have received* 
financial support from the French Government as 
well as the cooperation of many subjects of Allied 
and neutral countries not included in the scope of 
the present book, and it should not be forgotten 
that there is also a French War Emergency Fund 
in this country which helps to maintain the 
military hospitals under the Service de Sante. 
Mr. Binyon opens with a section entitled “ The 
Call and the Answer,” in which he surveys 
the scene in Western Europe from an imagined 
aerial vantage-point, and describes the working of 
hospitals and relief agencies as a whole. The first 
part of the book also includes an account of a 
sample day’s work at the office of the Comite 
Britannique, which now employs more than 2000 
people, and of the early and very valuable work 
of the French Flag Nursing Corps in placing 
English nurses at the disposal of the authorities 
at the very outbreak of the war. These 40 pages 
should be read by everyone who wishes to under¬ 
stand how slight a barrier la Manche has been 
between English and French cooperation in the 
work of healing and restoration. The second part 
of the X. ^k is an orderly record of the work, 
illumined in the third part by the compiler’s vivid 
impressions of it as an eye-witness. A complete 
alphabetical list of workers is given in Part IV. 
A frontispiece in colour by Edmund Dulac embodies 
the dauntlessnefes which is the keynote of the book, 
and five other illustrations help the reader who 
has not crossed the Channel to picture the scenes 
described. M. Paul Cambon in his preface says 
that “ tout ce que l’auteur a vu et recueilli tend a 
resserrer entre les deux peuples non seulement la 
confiance et le respect, mais, mieux que cela, le 
lien emouvant de la veritable amitie.” 


CEDEMA OF THE GLOTTIS IN RHEUMATIC 
FEVER. 

In the Journal of the Canadian Medical Associa¬ 
tion Dr. L. M. Lindsay has reported a case of 
rheumatic fever with a very rare complication— 
oedema of the glottis. 

A girl, aged 11 years, was admitted into the Children’s 
Memorial Hospital, Montreal. Three days previously she 
had been taken ill with what appeared to be an ordinary 
attack of rheumatic fever, and 4-grain doses of sodium 
salicylate were given every four hours. 9° admission she 
was rather thin and pale. The most striking feature was 
swelling of the left side of the face and neck which pitted on 
pressure, and prevented her from closing or opening the 
eve. Scattered over the body were ecchymoses varying in 
size from a 5-cent piece to the palm of the hand, deep red, 
mottled, and sharply circumscribed. The left shoulder and 
the right knee and elbow were painful, tender, and swollen. 
The heart was somewhat enlarged, and there was a rough 


systolic apical murmur, transmitted round the axilla to the 
back. The tonsils were rather large and the pharynx was 
congested. The urine was normal. Five grains of 
sodium salicylate were given every four hours. On 
the following day she suddenly began to gasp for breath, 
and in a few minutes her condition became desperate. She 
was unable to draw her breath and was becoming cyanosed. 
Tracheotomy was at once performed and gave imme¬ 
diate relief. The oedema gradually diminished, although 
subcutaneous haemorrhages continued to appear in crops, 
chiefly on the legs and thighs. They were much smaller 
than the original ones. After a week she was greatly 
improved and the tracheotomy-tube was removed. The 
temperature, which had usually been over 101° F., was now 
below 100°. Recovery was slow but steady. Cardiac hyper¬ 
trophy and mitral insufficiency remained. 

The question may be raised whether the purpura 
and oedema were not due to an idiosyncrasy to 
sodium salicylate, as this drug is known to produce 
purpura. Against this view is the fact that when 
the girl attended as an out-patient with vague 
pains and slight fever she was given 20 grains 
daily of aceto-salicylic acid for one week without 
causing purpura._ 

THE TREATMENT OF FUNCTIONAL NERVOUS 
DISORDERS IN THE ARMY. 

“ H. H.” writes 

“ Within the next few months a considerable number of 
members of the medical profession will be called up to 
serve with the R.A.M.C. Some will be men of experience 
attached to the consulting staffs of hospitals in London or 
the provinces, and many will be anxious, if possible, to do 
work that has some bearing on the less mechanical aspects 
of medicine. a 

Now the present war has revealed a vast field for useful 
work in the treatment of those functional neuroses usually 
classed together under the heading of ‘ Shell shock.’ The 
War Office has initiated a system for dealing with such 
patients in special hospitals, under the care of officers 
specially selected for the purpose. Opportunities for in¬ 
struction in this branch of medicine are given to those who, 
like the majority of the profession, are unfamiliar with the 
treatment of the neuroses.'’ 

As a certain number of medical men who are 
interested in, or have had previous experience in, 
this work may be required, they should send in 
their names to the War Office, as soon as they are 
called up, stating their wish to undergo a course of 
training in this branch of medicine. In this way 
the treatment of functional nervous disorders in 
the army should fall into the hands of those 
competent to give it, and to give it with the 
necessary sympathy and enthusiasm. 


REGISTRATION OF NURSES. 

A fortnight ago we commented on two meetings 
at which the State registration of the nurse was 
the central theme, and expressed our confidence in 
the ability of nurses to settle their own polity in 
regard to it. In a detailed letter which she has 
addressed to us Mrs. Bedford Fenwick, who occupied 
the chair at one of these meetings, while express¬ 
ing her appreciation of some of our conclusions, 
desires us to state that the amendment to which 
we alluded was not accepted by herself as chairman, 
as it was proposed by a person who was not a 
member of the society, and was therefore not in 
order. We accept the statement, adding a regret 
that no orderly means could have been found for 
holding out an olive branch. Mrs. Fenwick re¬ 
proaches us for our unfairness in not allowing her 
to reply at length. We should have been glad to 
do so if space had permitted, but as it does not 
we must refer our readers, who desire further to 
pursue the controversy, to the British Journal of 
Nursing , where Mrs. Fenwick informs us that she 
will publish her reply in full. 











{Being an abstract of the Cavendish Lecture delivered before 
the West London Medico- Chirurgical Society on July 4th 
at the West London Hospital and July 11th ax the 
Royal Society of Medicine.) 

By Major-General Sir Bertrand Dawson,G.C.Y.O., 

PHYSlCIAlf TO THE LOVDOH HOSPITAL. 


I.—An Efficient Medical Service. 

The lecturer attributed the changes which are now 
impending to a growing appreciation of the fact that much 
disease is preventable, a growing sense that health is of 
supreme interest alike to the State and the individual, and 
that the best means for preserving health and curing disease 
should be available for every citizen by right and not by favour. 
He pointed out that the growth of knowledge made measures 
for prevention and cure of disease more complex, so that they 
were no longer within the power of individual effort. If 
organised measures were to be put within the reach of 
all it followed that an efficient medical service could 
not be self-supporting. Its provision implied not only 
men, but equipment, and both must be distributed 
according to the needs of the community. He drew a 
parallel between provision for education and for health. 
Education was at one time patchy, unorganised, and 
dependent on voluntary effort. Since 1870, when Parliament 
stepped in, the State service had gradually overgrown the 
voluntary system, because it was recognised that education 
should be available for all ; that the State was responsible 
for this matter, and that the cost was too great to be borne 
by fees or by voluntary effort alone. Health organisation 
had followed a similar development, though tardily, and at a 
distance ; yet health was a more fundamental need than 
education. The lecturer thus reached the conclusion that 
the medical services must have some kind of State aid and 
central control, and that for their efficiency coordinated 
effort or team work in specially equipped institutions for 
diagnosis and treatment was needed. He contended, further, 
that curative and preventive medicine could no longer be 
separated in accordance with any sound principle, and 
should be brought together in thought, teaching, and 
organisation. 

Insufficiency of Present Organisation. 

These propositions were neither revolutionary nor new, 
and the direction of recent progress had conformed to them ; 
what was needed was their wider recognition and systematic 
application. Taking as concrete instances the history of the 
diagnosis and treatment of phthisis and venereal disease, he 
showed how team work had gradually displaced individual 
effort ; and the same was true of heart affections and gastro¬ 
intestinal maladies. But the need for such advantages had 
far outstripped the provision. For the masses the few 
voluntary hospitals were wholly inadequate; the middle 
classes of moderate means fared worse; and even the rich 
suffered because the investigations were not carried out in a 
clinic, where results could be placed side by side and a 
collective judgment given. A recent and striking example 
of organised team work was afforded by the orthopcedic 
centres set up by the Army Medical Service under the 
inspiring leadership of Sir Robert Jones. 

Looking to the future it was certain that investigations 
would become more and more technical and collective, and 
treatment would become increasingly specialised, with the 
result that the home would become less and less suitable 
for the sick. The insufficiency of the present organisation 
denied to the general practitioner the opportunities he 
should have for doing the best work. Hence he was apt to 
get disheartened and to deteriorate, as would a workman 
without the best tools or an adequate workshop. Team work 
and organised equipment should be available to provide him 
with the means to help himself, for the general practitioner 
was a central pillar of any scheme of reconstruction. In 
order to attract the best type of brain and character to the pro¬ 
fession of medicine opportunities must be provided for doing 
good work ; for observation, self-improvement, and research ; 
for adequate repose and adequate remuneration. 

The general practitioner—taking the wider outlook—should 
concern himself with the maintenance of health as well a> 


the curing of disease. He must be brought into the position 
of a rightful leader and skilled adviser in all that appertained 
to the social life and welfare of his district. This implied that 
his education must give more heed to preventive medicine 
and social service. 

For an adequate medical service, efficiently staffed, there 
must be in each locality adequate buildings and equipment 
for diagnosis and treatment and for the housing of health 
services. Here State aid and central control were needed. 

Outlines of Scheme. 

Sir Bertrand Dawson next sketched the lines along which 
such development should proceed, first discussing the pro¬ 
vision of hospitals and clinics, and the organisation of the 
local machinery of health. In each community the health 
organisation and the intellectual life of the doctors should be 
brought into close relationship ; this would lead incidentally 
to closer cooperation among the doctors and greater freedom 
for recreation and repose. The local hospitals and clinics 
should be grouped in relation to central hospitals in larger 
towns, which would provide consultants and specialists for 
the district. Round the central hospital should be gathered 
health services, both preventive and curative, more amply 
provided with equipment and personnel than those of the 
local hospitals ; and the central hospitals might, in turn, be 
subordinate to a still larger provincial hospital. 

Dealing broadly with administration the lecturer held 
that the buildings and equipment of hospital clinics and 
laboratories should be constructed and maintained by the 
health authority. Professional and technical questions must 
be determined solely by the doctors ; administrative ques¬ 
tions by a health board, which should be composed of lay 
and medical members, in no case chosen from an area 
smaller than a county or large borough. In larger questions 
of policy the health boards should be controlled by the 
Ministry of Health. Whatever the actual plan, the principle 
must be maintained that technical matters were decided by 
medical men, thus putting right one of the errors of the 
Insurance Act. The skilled must be no longer under the 
control of the unskilled. Whilst the clinics and institutions 
should be controlled by doctors, it was clear that the 
doctors should be subject to an expert court of appeal ; there 
should be a system of medical administration and appeal 
right up to the central body advising the Minister. The 
relationship of this scheme to the administration of the Insur¬ 
ance Act was discussed in general terms. Insured persons 
would be on the panel of their chosen doctor as heretofore, 
but would have the right of all citizens to the advantages of 
the buildings and equipment of the medical services. The 
insurance authority should be represented on thcPfSal health 
board, but it should not directly control the local clinics and 
hospitals. For a high standard of professional 1 work it was 
essential that doctors should treat their own cases in the 
local hospital, with access to specialists when necessary. 

From all this it would follow that more of a doctor’s 
earnings would be by salary and less by fees ; in fact, it 
would be a part-time salaried service. A full-time salaried 
service for all doctors, with the abolition of private practice, 
would be gravely detrimental to the best interests of both 
patients and doctors. Medicine stereotyped under such 
a system would become a soulless machine. Under the 
service which he proposed the lecturer anticipated that the 
public health would be guarded, and the beginnings of 
disease detected and dealt with at a stage when treatment 
was likely to be effective. The means of collective investiga¬ 
tion and institutional treatment would be at hand. Further, 
the trusted medical man of the patient’s choice would be 
more efficient because of the opportunities for self-improve¬ 
ment given to him. With regard to remuneration, justice 
demanded reform ; adequate payment and reasonable condi¬ 
tions should be afforded to medical men so that they might 
do good work and live a reasonable life without anxiety. 
Ckv the other hand, the number of patients whom a doctor 
undertook charge of should be more strictly limited. So 
long as huge panels were allowed pecuniary reward went too 
much to the man with physical endurance and plausible 

tongue, and too little to the man with brains and conscience. 

< 

Ministry of Health. 

Turning to the proposal for a Ministry of Health, the 
lecturer regarded the setting up of a central authority to 
guide, inspire, and control the activities of the medical 
service as the most pressing of all reconstructive needs. The 
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political difficulties in the way of creating an independent 
department were great; expediency therefore suggested 
administrative association of the new Ministry with the Local 
Government Board and the Insurance Commission ; but if 
this plan merely aimed at convenience of organisation 
without implying a wider outlook for the new Ministry 
than that of the Board and Commission, then the suggestion 
must be opposed. The Ministry would need to draw to its 
councils representatives from all departments of medicine, 
and these councillors must have real power with direct access 
to the Minister. The profession for its part must realise the 
weight of its responsibility, close its ranks, work out a sound 
policy, and improve its organisation for expressing its views. 
Thus it would secure that proper influence in public affairs 
which it now lacked as a collective body. 

H._The Teaching Hospitals. 

The lecturer said that the primary function of the teaching 


hospital was education and research rather than the serving y ^hed themse lves as residents in 
of the clinical needs of the district in which it was situated. » . whole . time wor] 


be a whole-time officer and forbidden private practice ; he 

should live in or near the hospital and be paid an adequate 
salary. During this time he should apply himself to training, 
teaching, and research ; he would discover his bent, and 
make manifest his worth. For the succeeding ten years he 
should give half his time to the service. Members of the 
staff whose gifts were entirely academic should have facilities 
provided by which they could remain whole-time workers 
at a salary. To avoid staleness and parochialism, members 
of the staff should be sent away periodically for three to 
six months on tours of study. The old-fashioned line of 
demarcation between the work of the physician and surgeon 
should cease. Half of their beds should be common to both 
of them, corresponding to the idea that a large number of 
diseases have both medical and surgical aspects. 

Radiographers and laboratory workers should be brought 
into closer contact with the wards. Each member of the 
staff should have attached to him, besides his resident 
officer, two or more clinical assistants, men who had dis- 
- - ■ ' U 1 some teaching hos- 


The local or central hospital belonged to its town or county, 
and should be under the new health authority ; the teaching 
hospital belonged to the nation, and should be affiliated to a 
university or the Ministry of Education. Attached to the 
teaching hospitals would be various institutes where the 
domains of medicine and social service would meet, such as 
maternity care, infant welfare, school hygiene, trade and 
occupational diseases, tuberculosis, venereal diseases, &c., 
and be directed by distinguished specialists who would be 
on the staff of the hospitals. These institutes would give 
post-graduate training to doctors and instruction to nurses 
and social workers. No doctor would be eligible for a post 
at a health clinic without evidence of special study and 
knowledge. 

The Staff. 

Elections to the staff of a teaching hospital should not be 
exclusively in the hands either of the staff or the administra- 


pital. They would be whole-time workers, devoting them¬ 
selves to work in their chiefs’ wards, to teaching and 
research, at least one-third of their time being free for 
study and research work of their own. 

Salaries should be adequate but not lavish, according to 
the amount of time and energy each member of the staff 
gives to the hospital, and guided by the consideration that 
junior men require more help in proportion than senior men. 
It was obvious that some State aid would be necessary. This 
on a small scale was now in being, grants being paid by the 
Education Ministry, the Local Government Board, and the 
Medical Research Committee. No doubt the Health Ministry 
would subsidise health clinics. Such a policy of State 
subvention was elastic and compatible with the continuance 
of voluntary support combined with adequate central control. 
Teaching and research in England were still starved. 

The scheme he outlined, whilst modifying methods, 
upheld the ideals of English medicine, the essential 


tion of that hospital. An academic council, carefully selected j principle of which was that the student should be taught 

-*- - 1 —I j\ g profe38ion in t h e war ds by personal contact with the 

sick, learning to observe, inquire, and understand, being 
trained in knowledge and sympathy, and training his 
powers of intuition, without which he could never reach the 
best in clinical medicine. 

Post-Graduate Teaching. 

Post-graduate study should be encouraged, and doctors 
should be given “study leave” periodically, during which 
their salaries should be continued. He looked forward to a 
comprehensive scheme of post-graduate study, coordinated 
with similar schemes in allied countries, whereby we should 
widen our mental horizon and constantly extend oor 
knowledge. 

Early Diagnosis: The Beginnings of Disease. 

The more early the diagnosis the more preventive and 
successful became the treatment. We needed the early 
diagnosis of the clinic, followed by the preventive treatment 
of the sanatorium and the spa, which were especially needed 
to combat the effect of “ strain ” which was produced by the 
increased speed of modern life. “ Strain ” might manifest 
itself in several forms. 1. It might affect the arteries, pro- 


by the university, should also have powers of recommenda¬ 
tion. The numbers of physicians and surgeons should not 
always conform to a fixed standard, nor should it be a 
necessity forthwith to fill a vacancy. The distribution of 
beds into a fixed number per member of the staff should 
cease, and when a physician or surgeon resigned the exact 
number of beds allotted to him should not of necessity 
descend to his successor. All members of the staff should 
have beds, beginning with a few; then if there grew up a 
man of promise and reputation his clinic would be developed 
and his beds increased ; in this way a clinic would grow up 
round a man instead of a man being sought out to inherit a 
clinic. Each hospital should develop those departments 
which corresponded to the talents of its teaching staff. A 
junior member of the staff proved to possess one or 
more commanding talents should be given increasing 
opportunity and equipment, and there would grow up 
great department and clinic round the man. There 
would not only be beds for medicine, surgery, and special 
subjects, but beds would be available for collective in¬ 
vestigation ; he would allocate roughly half the beds to 
provide each member of the staff with a fixed minimum and 


the remaining half to strengthen the clinics above referred a uc i D g eventually aortic disease, arterio-sclerosis, and cerebral 

"- J *- 5 -"- u “ - 1 - hemorrhage. 2. It affected metabolism, producing gout or 

nephritis. 3. Or it might show itself in the plain muscular 
fibre of the body, producing atonic dyspepsia and constipa¬ 
tion, and leading later to such conditions as intestinal stasis, 
visceroptosis, and colitis. For these repose and regimen 
were necessary. 

Sanatoria and Spas. 

On the outskirts of a big city there should be organised 
sanatorium treatment, with provision of a sanatorium, open- 
air bungalows, equipment for physical culture, baths and 
other forms of hydrotherapy, games and mental diversion, 
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to and for collective investigation. By such a plan power 
would go to the most efficient, and the intellectual life of the 
hospital would be led and inspired by a few men of out¬ 
standing abilities. He did not advocate the appointment of 
a professor of medicine and of surgery with complete control 
in his department; these had become subjects too big to be 
compassed by the brain of one man. 

Terms of Service in Teaching Hospitals. 

He was opposed to the universal application of a whole-time 
principle to teaching hospitals, for it would produce a narrow 
caste of academic men aloof from the problems and diffi- 


ul auaueimc men aioui irurn iue piuuieius auu uuu- —j —--o , . , 

culties presented by disease in the world of action, and so the whole organised and controlled by a lg y 

unsuited for the training of general practitioners ; further, it medical staff. In such an institution patien s wou 

would be unwise to eliminate entirely the unconscious stimulus a time (say six weeks) ; each would eat nis P r ®® cn ’ 

to effort which the earning of professional income affords. On pursue his exercises and games, take any oa 8 

the other hand, many a promising man had been spoilt by treatment prescribed, and his mental surroun i g 

the combined effects of unpaid hospital routine and the early be restful yet cheerful. Such treatment wou 

struggles for consulting practice. He thought a limited compatible with, and indeed aided by, t e PJ* r uaaUH 

application of the principle was sound. For the first five usual employment. He would be shown how p 

years after his appointment every member of the staff should I and prevent disease, and such an organisation w 
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opportunities for research and study into the beginnings of 
diseased processes. 

The spa was another application of the same idea but on 
a larger scale, where the patients rest from their ordinary 
avocations. Natural waters were a useful adjunct, but were 
quite subsidiary to the climate, position, and careful 
organisation of regime and environment, mental and 
physical. Many of the most successful spas in Europe were 
those whose waters had no special qualities. Amongst the 
features needed were the following : good natural position— 
the whole resort planned so as to present the various 
treatments efficiently though pleasingly and in an environ¬ 
ment of beauty and repose ; physical culture in its various 
forms, with ample accommodation for games which, though 
remedial, would be attractive ; baths and all forms of hydro¬ 
therapy ; electrical treatments ; music and other entertain¬ 
ments which rest and divert, but do not excite, the mind ; 
suitable dietaries so arranged as to be attractive and 
not irksome. Natural waters, though advantageous as 
an addition, were in no way a substitute for the foregoing 
necessities. The running of such a spa presupposed guidance 
and control by the doctors, acting in conjunction with a far¬ 
sighted municipality ready to spend adequate capital in 
laying out its resort on generous and comprehensive lines, 
and hotels designed and administered for those in search of 
health. Spas needed clinics, special hotels, and sanatoria, 
all working together for a common object. The need and 
opportunity were great, with many of the continental resorts 
henceforth closed to us. Resorts fulfilling the conditions 
laid down for city sanatoria had a great future of usefulness 
and should be brought within the reach of all classes. They 
would repay their cost many times over from the increased 
health and robustness of those visiting them and on account 
of their wide usefulness. 


THE CASE FOR A STATE MEDICAL 
SERVICE RE-STATED 

BY THE PRESIDENT AND HONORARY SECRETARY TO THE 
STATE MEDIOAL SERVICE ASSOCIATION, 

Benjamin Moore, D.Sc., F.R.S., 

LAT* PROFESSOR OF BIO-CHEMISTRY IN THE UNIVERSITY OF LIVERPOOL ; 
AND 

Charles A. Parker, F.R.C.S. Edin., 

SURGEON TO THE THROAT HOSPITAL, GOLDEN-SQUARE, W. 


The suggested Ministry of Health has aroused consider¬ 
able interest amongst the public in matters affecting the 
health of the nation, and it has vividly brought before the 
medical profession the great question as to how it can best 
serve the community as guardian of its health and physical 
well-being. 

Both lay and medical men are realising that with the forma¬ 
tion of a Ministry of Health changes in the relation of doctors 
to the public must quickly follow, and it is recognised that 
some form of organised medical service will be called for. 
Just as in the past there has been a hopeless multiplicity of 
Government departments concerned with matters of health, 
leading to waste of energy and money and a lack of 
efficiency, so has there been a similar want of organisation 
in local administration and in the various services rendered 
to the public by the medical profession. 

Ail are agreed that organisation is called for centrally, 
locally, and amongst individual members of the profession, 
and at the present time much discussion is going on as to 
the particular lines such organisation should follow. Under 
the circumstances it is not surprising that suggestions for a 
State Medical Service should receive their share of attention, 
and it may be of some use to state the case for such a 
service once again and to see how far other opinion is 
leading towards that solution. 

The Five Essentials. 

In order to build up a system of preventive and curative 
medical treatment which will secure to all the maximum 
measure of health the following reforms are essential: — 

1. A Ministry of Health with a president of Cabinet rank, 
assisted by an advisory medical board. 

2. A Medical Research Service. 

3. A widened and improved Public Health Service. 


4. Close cooperation between the preventive and curative 
medical services. 

5. A Public Clinical Service. 

There is very little disagreement of a serious nature in the 
medical profession regarding the first three suggestions, and 
as regards the third it is now generally recognised that in 
the future there must be a much closer cooperation between 
the Public Health Service, which serves the community, 
and any clinical service which will serve the individual. The 
scope and aim of preventive medicine should embrace much 
of what is now differentiated as curative medicine, and 
clinical medicine should include much preventive work. The 
higher development of scientific medicine is to prevent 
disease in communities rather than to cute it in individuals, 
and therefore both the preventive and clinical services should 
work together for this end. 

The necessity for a better organised clinical service is also 
now widely admitted on general principles, but there is con¬ 
siderable divergence of opinion as to the nature, extent, and 
functions of such a Public Clinical Service. Before stating 
the views of the State Medical Service Association it will be 
well to epitomise those of some other associations of medical 
men. 

Mews of the British Medical Association. 1 

The British Medical Association is in favour of a Ministry 
of Health the administrative functions of which should be 
carried out by members representing on an equal footing the 
preventive and clinical sides of medicine, and in each admini¬ 
strative area there should be whole-time administrative 
medical officers for both clinical and preventive purposes. 

In each local area the medical staff should be of the 
following classes : ( a ) exclusively for administration and 
inspection; ( b ) resident medical officers to institutions and 
those in charge of special clinics ; (u) pathologists; ( d ) those 
engaged in giving advice and treatment to individual persons 
otherwise than under (£). Class (a) should be whole-time 
salaried officers; ( b ) and ( c ) should be salaried officers, 
either whole-time or part-time; whilst (d) should not be 
salaried officers, but should be remunerated either for actual 
items of work done or for the number of persons for whom 
they accept responsibility. 

There should be hospitals, clinics or treatment centres, 
and pathological laboratories within each area, with possi¬ 
bilities of consultations open to all who are entitled to the 
advantages of the public scheme. Voluntary hospitals would 
be necessary and should be encouraged. Visiting practi¬ 
tioners and consultants at both public and voluntary hos¬ 
pitals should be paid for their services in proportion to the 
number of patients coming under the public scheme for whom 
they accept responsibility. 

Views of the Panel Medico-Political Union? 

The Panel Medico-Political Union is in favour of a Ministry 
of Health, but against any form of whole-time State medical 
service for general practitioners. It would support any 
improvement of the present State service in any direction 
which would conduce to the public welfare. It favours a 
large extension of hospitals and the formation of public 
clinics and treatment centres. It sees no reason why con¬ 
sultants, specialists, and pathologists should not be salaried 
officers, whole-time or part-time. It insists that the principle 
of free choice of doctors and free choice of patients is one 
of vital importance and must at all costs be retained. If it 
can be properly safeguarded, the union has no quarrel with 
a whole-time salaried State service confined to its proper 
sphere. 

Views of the London Panel Committee? 

The London Panel Committee is in favour of a compre¬ 
hensive scheme of coordinated provision of preventive and 
curative treatment of disease for all classes of the com¬ 
munity. Under the local Authorities there should be estab¬ 
lished two distinct departments of the medical services, 
the one dealing with the public health services, the other 
with individual health questions, both preventive and 
curative, with close cooperation between the two services. 
It desires to see the public health services improved. 

With regard to the clinical service, it is opposed to any 
system of whole-time medical officers except administrators, 
resident medical officers, and practitioners specially devoting 


i “A Ministry of Health,” The British Medical Association. 
-* The Medical World, March 1st, 1918. 

3 The Medical World, March 8th, 1918. 
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themselves to limited sections of professional work. It 
considers that medical assistance in the home should be 
given by a part-time service of general practitioners 
remunerated by capitation grants and assisted by a part- 
time service of consultants and specialists. 

Finally, as regards institutional treatment it would have 
municipal hospitals established with general practitioners on 
the staff, such hospitals to be linked up with the voluntary 
hospitals, thus leading to the easy transference of patients 
from the one hospital to the other. 

Views of the Society of Medical Officers of Health. 

The Society of Medical Officers of Health, being of opinion 
that many forms of treatment (as for tuberculosis and venereal 
diseases) are in reality preventive measures, claim that all 
such measures come under the heading of preventive medi¬ 
cine, and that they can be best dealt with by an extension of 
the powers of existing Public Health Departments. 

Points of Agreement and Disagreement. 

It is thus seen that all these bodies are in favour of some 
form of clinical service so coordinated as to bring within the 
reach of all such patients as would come under the public 
scheme the benefit of easy access to consultants and 
specialists and of institutional treatment. The importance 
of 44 free choice of doctor” is insisted upon, whilst a salaried 
service of general practitioners, either whole-time or part- 
time, is opposed. All schemes imply some limit to those 
entitled to the benefits of the service, presumably by means 
of an income limit. 

Views of the State Medical Service Association. 

The State Medical Service Association is in entire agree¬ 
ment with these bodies as to the necessity of a complete and 
well-organised clinical service, including general practi¬ 
tioners, consultants, specialists of all sorts, and patho¬ 
logists. 4 It would go further and also include within the 
organisation of the service dentists, midwives, nurses, and 
dispensers. Differences of opinion, however, occur when 
it comes to part-time medical officers remunerated by capita¬ 
tion grants and to the question of excluding patients whose 
incomes are above a specified limit; for advocates of a 
State Medical Service are of opinion that no permanent 
system of medical service can be satisfactory that is not 
free and open to all and that is not officered by whole-time 
salaried practitioners. The reasons for these views may be 
briefly summarised. 

A Free and Open Service. 

The Public Clinical Service should be free and open 
to all: — 

1. Because health is of national importance, and likewise 
disease is a national danger. The health of the individual 
is consequently of national concern. 

2. Because health and not the purse is the factor determin¬ 
ing the needs of the individual. Disease being no respecter 
of persons, science in dealing with its prevention and cure 
cannot afford to be so. 

3. Because a service organised for the poor is bound to be 
unpopular and inefficient, even as the Poor-law service has 
been in the past. 

4. Because modern methods of diagnosis and treatment 
are becoming so elaborate and costly that people of even 
considerable means are quite unable to afford them. 

5. Because an enormous amount of disease remains un¬ 
detected and untreated, as shown by medical inspection of 
school children and medical examination of recruits. 

6. Because the service should be in a position to seek out 

disease in its beginnings and to watch over contacts in cases 
of infectious diseases, which is impossible under any system 
of private practice in which the doctor has to await the call 
of the patient, who may be far advanced in illness before he 
thinks fit to send for him. • 

A Whole-time Salaried Service. 

The service should be a whole-time salaried service in 
order — 

1. To secure the fullest possible cooperation and mutual 
help between all practitioners in any given area. This is 
impossible under a system of remuneration by fees or by 
capitation grants. 


4 The S.M.S.A. includes, of course, within these categories women 
as well as men, and considers that the former should stand on an equality 
with the latter in every respect. 


2. To secure a good distribution of practitioners according 
to the needs of a locality. A comparison has often been 
made between Bermondsey and Hampstead to show the 
present inequalities. 

3. To secure some regulation of the hours of work and 
regular holidays. With general practitioners all working 
together in a given area it would be possible for each of 
them to have certain hours 44 off duty ” every day and 
generally one day a week and a regular annual holiday. 

4. To secure that every practitioner should have, say, 
three months’ education leave every third year. 

5. To secure that men of age and experience shall not 
waste their time on work that might equally well be done by 
junior assistants or even trained nurses under supervision, 
time which might be employed in the more highly skilled 
departments of medicine and surgery. 

6. To secure that there shall be no divided interests 
between a doctor’s public and private work. 

7. To secure freedom to all practitioners to give unfettered 
support to matters of importance to the public health. With 
members of public health committees or influential offenders 
against public health interests as private patients this is at 
present difficult. 

8. To set the practitioner free from the competitive struggle 
and so enable him the better to devote his time to the 
advancement of knowledge. 

Incidentally a whole-time salaried service would have 
further advantages. Practitioners would be relieved of a 
great deal of vexatious clerical work, of book-keeping, of 
sending out bills, and of haggling with patients over fees. 
There would be no bad debts and no necessity for debt¬ 
collecting agents. Salaries would be secure and regularly 
paid and doctors who have served the community would be 
entitled to a pension on retirement. 

Central and Local Ad ministration. 

The scheme suggested by the State Medical Service 
Association would be centrally controlled and kept up to a 
high standard of efficiency by the Ministry of Health. It 
would be administered locally by the county and county 
borough councils and by the councils of the larger boroughs 
and urban districts. Hospitals for the use of the service 
would be greatly increased in number, partly by taking over 
and re-modelling the Poor-law infirmaries, partly by utilising 
many of the present military hospitals after the war, and 
partly by new construction. 

The voluntary hospitals should be given the option: 

(i a ) of being taken over entirely by the Ministry of Health or 
the local authorities ; (h) of receiving grants from the public 
authorities provided they were maintained at a proper 
standard of efficiency ; or ( c ) of remaining on an entirely 
voluntary basis. 

The local administering bodies would be responsible for 
the cost of their medical services, assisted by substantial 
44 grants-in-aid ” from the Ministry of Health according to 
the completeness and efficiency of the service. 

. The Service and Free Choice of Doctors. 

The work of the clinical service would centre round the 
hospitals or treatment centres in close touch with the hos¬ 
pitals, and general practitioners would share the clinical 
work and form an integral part of the staff of the hospitals, 
so giving opportunities for specialisation. They would work 
in groups, the number in a group depending on the size and 
character of the locality to which it was attached. There 
would be senior assistant and junior assistant practitioners 
in each group, and promotion would be determined partly by 
merit and partly by length of service. 

Patients residing within the area would ordinarily have the 
free choice of any of the doctors belonging to the group. In 
the best interests of both patients and medical staff it would 
be necessary to devise means for preventing an uneven dis¬ 
tribution of work, and also for dealing with objectionable 
and frivolous patients. This could be accomplished by 
having a Committee of Assignment of doctors and patients, 
which would allow, as far as possible, free choice of doctors 
by patients and of patients by doctors, and this would give 
as much freedom of choice as there is in private practice at 
the present time. 

In addition to the various grades of practitioners just 
mentioned, there would be junior to them such posts as 
clinical assistants, resident medical officers, and medical 
and surgical registrars, and senior to them there would be 
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many central and local administrative medical officers, to all 
of which posts practitioners should be eligible. 

No Bureaucracy. 

It will be of the utmost importance to make sure that the 
Pablic Clinical Service of the future shall not be organised 
and managed in any bureaucratic spirit, which might not 
only make the conditions of service intolerable, but might 
tend to stamp out individuality and initiative. There will be 
three interested parties—the tax-payers, the patients, and 
the doctors—all of whom must have a say in the administra¬ 
tion of the service. The tax-payer must have a voice in the 
expenditure of public moneys, the patients must have a 
court of appeal if dissatisfied, and the doctors must be left 
to manage all purely medical matters and must be given the 
predominating voice in determining the conditions under 
which they will serve the community. The function of the 
central organisation must be to stimulate and suggest and 
see that an active progressive spirit is maintained, but 
freedom must be left to each local authority and medical 
group to expand and develop its plans. 

The Transition Stage. 

Whilst a service such as that indicated above is thought to 
be ultimately in the best interests of the public and of the 
medical profession, it is fully recognised that it would be 
impossible and unfair to existing interests to force it 
suddenly on to the profession by Act of Parliament. There 
must be a transition stage during which considerable latitude 
must be given to men and women now in practice. 

It has already been suggested in many quarters that the 
medical benefits of the National Insurance Act should be 
extended to all dependents of those now insured and to all 
Poor-law patients. This may be the line eventually adopted, 
though it will be regrettable unless drastic amendments to the 
National Insurance Act be previously made. Later on, by 
gradually raising the income limit, the scope of the service 
could be widened more and more until at last no one would 
be excluded from the benefits of the service. 

At first, therefore, it may be necessary and probably 
beneficial, in order to avoid one medical service for the rich 
and another for the poor, to have part-time medical officers 
of the Public Clinical Service. On the passing of any Act 
of Parliament establishing a public service all registered 
medical practitioners might be given an option, to be 
exercised within a reasonable time, of becoming either a 
part-time or a whole-time medical officer, but anyone 
qualifying and electing to join the service after the passing 
of the Act should be accepted only as a whole-time salaried 
officer. In this way there would gradually be built up a 
whole-time salaried medical service. 

As regards the method of remuneration of those electing 
to serve as part-time medical officers, it may be either by 
salary or by a capitation grant, only in the latter case the 
number of panel patients allowed should be strictly limited, 
as the practitioner’s time would be partly occupied in private 
work. Those electing to devote their whole time to public 
work should be paid by salary, which should be based upon 
their previous professional status, and they should be 
guaranteed a pension and some compensation for the 
capital value of the practices which they abandoned. The 
latter coaid take the form of a capital sum on retirement or 
an increased pension. 

Even when the public medical service became free and 
open to all, there would probably always be a few patients 
who would prefer not to avail themselves of it, and similarly 
there may always be a few medical men who would prefer 
not to enter the service. There would be no objection to the 
latter competing for the former in private practice, provided 
always that they conform to all laws passed on behalf of 
public safety and national health. 

Noiv it the Time. 

In conclusion, it may be pointed out that there are several 
reasons why a Public Clinical Service should be considered 

at the present time. 

In the first place, the war is depleting the ranks of the 
medical profession by death and disablement, and at the 
same time conscription is so denuding the medical schools 
that there must be a serious shortage of doctors in the near 
future which it will take many years to make good, and the 
evils of which can only be overcome by organisation and 
cooperation. 


Alongside the shortage of doctors, the work which must be 
undertaken is likely to increase. There will, unfortunately, 
be a large number of soldiers permanently disabled for whom 
medical supervision will be necessary, and there will be many 
widows and orphans unable to pay doctors’ fees, but whose 
health must be preserved for the sake of the rising genera¬ 
tion. Again, it is not improbable that there may be out¬ 
breaks of bacterial disease introduced into this country by 
the home-coming Army. 

Again, some 10,000 medical practitioners have left their 
peace time work and joined the R.A.M.C., and, in spite of 
the good intentions of their colleagues who have remained 
at home, their practices, to all intents and purposes have 
passed into other hands. A practice can be left in charge 
of a colleague for fix months or so without very serious 
damage, but not so for three or four years. When the men 
of temporary rank in the R.A.M.C. return they will have 
little heart to set to work to rebuild their lost practices, but 
they will probably be ready and willing to continue to serve 
the community by administering to the needs of the civil 
population under conditions of work not unlike those under 
which they have served the military forces. 

Lastly, at the end of the war there will be a great number 
of well-equipped temporary hospitals, nursing staffs, and a 
large accumulation of motor ambulances, motor-cars, surgical 
instruments and appliances, and pathological and X ray 
outfits which could be utilised with great economy for the 
establishment and maintenance of a Public Clinical Service, 
and for special hospitals and sanatoria required by the 
preventive branch of the National Service. 

Some form of Public Medical Service is bound to come in 
the near future, with whole-time salaried medical officers, if 
only because from the administrative point of view it will 
be so much less complicated and so much more economical 
than any form of part-time service. It is therefore 
urgently necessary that all practitioners should unite to 
ensure that when it does come it shall be a service that shall 
be honourable to the best traditions of the profession and of 
the greatest possible service to the community. 

MEDICINE AND THE STATE . 1 

By Lauriston E. Shaw, M.D. Lond., F.R.C.P.Lond., 

PHTSICIAN AND LECTURER ON MEDICINE, GUY’S HOSPITAL. 


The proper relationship which should subsist between the 
State and the profession of medicine is a question in which 
a constantly increasing number of medical men as well as 
of the general public is beginning to take an active interest. 

Present State of Opinion. 

At the time of the introduction of the Insurance Act the 
medical profession, so far as it had given thought to the 
matter, was roughly divided into three parties holding 
diverse views upon this subject. 

An extreme right party held that beyond securing the 
proper education of registered practitioners, and providing 
from amongst them a service of sanitarians to safeguard our 
system of drainage and to control epidemics of disease, the 
State should leave the medical profession a free hand to 
carry out its beneficent work in absolute independence of all 
Government control. 

An extreme left party saw salvation in the proposal 
of the Fabians that the State should become the direct 
employer of every medical man to whom it granted registra¬ 
tion, and should make itself responsible for seeing that its 
medical servants faithfully carried out its instructions in 
offering to, or forcing upon, each member of the community 
such medical ministrations as the State deemed necessary 
for the maintenance of his physical health. 

Between these two sections was a larger central party who, 
recognising the impracticability, whatever they might think 
of the idealism of these extremists, held that the time had 
arrived for the State and medicine to enter into an honour¬ 
able partnership in order to secure that the benefits of our 
rapidly advancing medical science should be made available 
for the population as a whole as well as for each individual, 
irrespective of wealth or social position. 


1 An address to the Southwark Panel Practitioners’ Association, 
May 31st, 1918. 
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Four years of war have altered our views of the nature 
and urgency of many problems, as well as of the best ways 
of dealing with them. There still remains a small army of 
devoted individualists in medicine prepared to die in the last 
ditch before they will surrender the smallest outpost of pro¬ 
fessional liberty. On the other hand, our experience of 
the efficacy in war-time industry of substituting cooperation 
with, in place of control over, workers of all kinds is leading 
many medical men and others formerly devoted to the State 
service ideal to join hands with the central party in 
endeavouring to formulate conditions under which the pro¬ 
fession and the State can jointly work as equal and friendly 
partners for the national welfare. 

The schemes for the formation of a Ministry of Health 
put forward by various organisations, lay or medical, are 
tentative proposals for preparing the way for such a partner¬ 
ship, but I do not here criticise any of these schemes in 
detail, but discuss certain general principles of govern¬ 
mental and professional organisation which must be borne 
in mind if any permanently successful cooperation between 
medicine and State is to be forthcoming. 

A National Medical Council. 

Some of the most interesting proposals for industrial recon¬ 
struction recently suggested are contained in the Interim 
Report on Joint Standing Industrial Councils prepared by 
the subcommittee, of which Mr. J. H. Whitley, M.P., was 
chairman. (Cd. 8606. Price lrf.) Although these proposals 
are primarily intended for the promotion of cordial relations 
between, and efficient joint output by private employers of 
labour and their workpeople, they are clearly equally 
applicable where the State or a local authority is jointly 
engaged with professional men in rendering any sort of 
service to the community. 

The majority of Government departments seem to have 
failed to recognise the applicability of the recommendations 
of the Whitley Committee to the large class of activities in 
which they themselves play the part of the employer. But 
already there are indications that these departments will 
have to give way under the stress of public opinion, and 
that jointcouncils of representatives of Government employees 
and of the officials of the Government departments con¬ 
cerned will be constituted on the lines of the Whitley 
Report. 

In order to secure an effective partnership between 
medicine and the State the establishment of a Joint National 
Council based on these principles is probably one of the most 
important steps. Its existence at the present moment would 
be of great benefit to the country. To such a body would 
naturally be referred the many difficult problems which have 
for so long held up the establishment of a Ministry of 
Health. 

Such a Council would be an entirely different body and 
would have quite different functions from the General Medical 
Council. It would be a joint medical and lay body, regard 
being paid, so far as the medical representation is concerned, 
to the “various sections of the industry and the various 
classes of labour employed ”—to quote the words of the 
Whitley Report. It is now the duty of the medical pro¬ 
fession to consider and decide how the due representation of 
all classes of the profession shall be secured upon such a 
National Medical Council and to persuade the Government to 
arrange for due representation of appropriate lay interests. 

Functions of a National Medical Council .—Such a Council, 
“meeting at regular and frequent intervals,” should be of 
great national advantage in securing the constant progress 
of medicine and the constant application of such progress 
to the common good. Not only would such a Council assist 
cooperation between the Government and the profession, but 
it would also help to solve the many difficult problems 
involved in the proper relationship between the various 
Government departments interested in health questions. 

Let it not be thought that such a National Medical 
Council can undertake the duties of the General Medical 
Council, or the British Medical Association, or the Royal 
Society of Medicine, or the Panel Practitioners’ Medical 
Union, or the Association of Panel Committees, or any 
other of the many purely professional bodies promoting or 
safeguarding professional interests, educational, economic, 
and scientific. It can no more undertake these duties than 
it can become a substitute for the Insurance Commission, 
the Local Government Board, or the Ministry of Health. 


Its duty is to form a connecting link between the profession 
and other bodies concerned, in order to look out for all 
possible channels of progress and to promote smooth working 
by ensuring thorough mutual discussion of economic and 
administrative problems as they arise, and even before they 
arise. 

Constitution .—Having regard to the importance of such a 
National Council’s work the profession must jealously guard 
its status and its representative character. Definitely brought 
into being to safeguard general national interests, it must 
not be regarded as an instrument of any particular Govern¬ 
ment department. It must not be a mere advisory committee 
to the Ministry of Health. The non-medical members must 
not consist solely of representatives of the Civil Service, nor 
of the political party or parties for the time being constituting 
the government. 

Independent men of high standing in science, commerce, 
and philanthropy should have due representation on such a 
Council not as nominees appointed by the Crown, but by 
direct election by such bodies as the Royal Society, the 
British Association, or the British Hospitals Association. 

So far as the medical representation is concerned the 
profession should stand firmly for the right to elect directly 
its own representatives. Basing its claim on the Whitley 
Report it should demand that different classes of the pro¬ 
fession should have adequate representation, and above all 
that the general medical practitioner upon whom ultimately 
falls the chief burden of safeguarding the public health shall 
be entitled to send to the Council a due proportion of men 
experienced in this special class of work. Joint councils, 
similarly constituted, should also be established in local 
health areas throughout the country. 

A Ministry of Health. 

The war has given a great impetus to the demand which 
has for many years been made by the medical profession 
that a special department of the Government should be 
established to control and coordinate the activities of the 
State in connexion with health problems. The immense 
number of the population who have been found to be 
physically unfit to take their due part in fighting or in any 
other work of national importance has brought home to us 
our serious neglect in protecting our people against prevent¬ 
able health deterioration. We have learnt by practical 
experience that the health of the individual is a vital con¬ 
sideration in all human activity, as interesting to the nation 
as to the individual himself. 

When we come to look into the matter we discover that 
practically every Government department has gradually set 
up for itself a separate organisation for dealing in some way 
or other with the ill-health which, unprevented or unchecked, 
becomes a serious bar to its effective work. At all con¬ 
ferences where health problems have recently been discussed 
attention has been drawn to the multiplicity of Government 
agencies which may at the same time be dealing with the 
prevention or cure of disease in the same community, in the 
same family, and often in the same individual. It is well 
that this condition should be brought home to our legislators, 
for the overlapping, waste of energy, and positive harm 
to health that may be induced by this confusion calls 
urgently for reform. 

Relationship of a Ministry of Health to the Health Work of 
other Government Departments .—A first step in the direction of 
such reform is undoubtedly the establishment of a Government 
department whose primary and sole preoccupation shall be 
the maintenance of national health. To this end every 
assistance should be given by all members of the profession 
towards the promotion of a Ministry of Health. But it 
must not be imagined that such a Ministry can be made 
responsible for all Government activities in which health 
problems are of importance. We are beginning to recognise 
that no Government department can afford to disregard 
the effect of its work upon national health or the effect of 
national health upon its work, any more than it can disregard 
the interdependence of its work upon national and individual 
finance. We shall shortly be compelled to appreciate in 
matters of health that our new Ministry of Health will have 
to bear towards all other Government departments a relation 
similar to that which in matters of finance the Treasury at 
present bears to other departments of the State. 

The Ministry of Health must not be handicapped by 
dealing with matters outside its proper province merely 
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because it may be urged that such matters are intimately 
bound up with questions of health. It must not deal with 
local government merely because local authorities have 
great health responsibilities. It might equally be urged 
that the Ministry of Health should manage the Army and the 
Navy, because no troops can carry on a successful campaign 
unless their health is properly safeguarded. The Ministry of 
Health must not be responsible for the general details of the 
housing problem, although the national health is vitally con¬ 
cerned with its proper solution. It might equally be urged 
that it should be made responsible for the work of the Board 
of Agriculture and Fisheries, because without proper and 
sufficient food no nation can be healthy. 

The care with which Parliament has restricted the work 
of the Treasury to purely financial problems, though allow¬ 
ing it to intervene indirectly in the work of other depart¬ 
ments sinning against the principles of sound finance, must 
be equally exercised in restriction of the scope of the work 
of the new Ministry. 

The Primary Classification of Professional Functions. 

Assuming the establishment of a Ministry of Health with 
properly defined functions and with properly arranged 
relations to other Government departments, its success will 
very largely depend on its effective use of the professional 
material at its disposal. It is quite certain it will have no 
superfluous material to use extravagantly if it sets out to 
provide the amount of medical service which public opinion 
demands shall be provided in order to maintain the high 
standard of national health to which all look forward. 
Economy of doctor-power, seriously depleted by the war, 
will demand a careful division of labour and a classification 
of professional functions. 

Domiciliary and Institutional Treatment .—The present 
chaotic condition of professional organisation has led to 
erroneous views as to the primary classification of the work 
of medical practitioners, which if they be not set right at 
the outset will inevitably lead to extravagance and ineffi¬ 
ciency. A common error is to assume an initial division into 
practitioners engaged in domiciliary, and practitioners 
engaged in institutional, treatment. Such a classification is 
particularly unfortunate. It has no value whatever, so far 
as professional experience and training are concerned. The 
same patient, with the same disease of exactly similar 
severity, may at one time require for his condition institu¬ 
tional, and at another time domiciliary, treatment. The 
most unimportant variation in his home conditions or in his 
momentary financial circumstances may determine the need 
for one or other form of treatment. It may fall to the duty 
of the same medical practitioner to treat the same patient 
at one time in his home, at another in the hospital. 

It is highly desirable that all medical practitioners engaged 
in domiciliary treatment should also have opportunities of 
undertaking institutional work, so that a classification such 
as has been suggested would be directly detrimental to 
extension of desirable professional experience. It is probable 
that our social conditions after the war will greatly increase 
the amount of institutional treatment required for cases of 
slight severity owing to the difficulty of securing domestic 
service in the homes of the middle classes. From every 
point of view such a classification is unscientific, and there¬ 
fore unsatisfactory. 

Preventive and Curative Medicine. -‘—Another equally erro¬ 
neous classification of the profession is that into practitioners 
of preventive and practitioners of curative medicine. The 
idea that this is a natural division of our professional 
functions is even more widely held than the erroneous idea 
already referred to. At first hearing it sounds plausible, 
but if acted upon in carrying out any large scheme of pro¬ 
fessional reorganisation it would lead to disastrous results. 

Nothing is more important for professional progress than 
that every medical practitioner, whatever the actual scope 
of his work, should have always in mind that prevention is 
better than cure, and that every curative measure he may 
employ should be considered from the point of view of its 
ultimate effect in the prevention of further recurrences of 
disease and the maintenance of the patient’s future health. 

The intellectual interest in the diagnosis of diseased con¬ 
ditions, the spiritual joy of rendering help to the suffering, 
and the natural pleasure of watching the immediate effects 
of one’s therapeutic efforts have always led the profession to 
take a greater interest in the curative side of its work. The / 


call of the sick to be made healthy has always been more 
insistent than the call of the healthy to be kept from 
becoming sick. Even amongst the angels there is more joy 
over one sinner that repenteth than over ninety and nine just 
persons who need no repentance. 

The natural logic of events has always laid the profession 
open to the taunt that it was more interested in disease than 
in health. A reorganisation of the profession based on the 
idea that a large section of its personnel should be 
definitely ear-marked as set apart for curative work only 
would crystallise a condition which all who have given 
thought to the matter regard as wholly undesirable. 

Basis of Classification .—The natural and scientific classifica¬ 
tion of professional functions that must form the basis of 
the professional reorganisation to be promoted by the 
Ministry of Health is a division of the profession into 
medical men undertaking the prevention and cure of disease 
by regulating the conduct and environment of the com¬ 
munity as a whole, and those undertaking the same functions 
for the individual units of which the community is composed 
—medical officers of public health and medical officers of 
private health. 

The whole outlook, training, and mode of attacking their 
special problem by these two great branches of professional 
workers are as different as their ultimate aims are identical. 
Each branch must constantly keep before itself the greater 
advantage of attaining their end by preventing conditions 
which if they cannot prevent they will ultimately be called 
upon to remove. But the medical officer of public health 
must work by official regulations, sanitary laws, and com¬ 
pulsory powers, whilst the officer of private health must 
always rely on individual influence, education in personal 
hygiene, and patient persuasion. 

Whatever may be the extent to which the public will 
submit to sanitary laws instituted for the protection of the 
community as a whole, any attempts to secure by compulsion 
submission to laws of personal hygiene necessary in order to 
maintain individual health are foredoomed to failure. A 
Ministry of Health setting out to assist the profession in 
coordinating its work for the national advantage mustr 
recognise this initial classification of professional functions 
if it is to avoid confusion, overlapping, extravagance, and 
inefficiency. 

Conditions of Service .—Having thus defined the scope of 
the work of these two great branches of the profession, it is 
necessary to recognise the resulting implication as to the 
conditions of service of the medical men composing them. 
The medical officer of public health whose duty it is to assist 
in securing a common obedience to national sanitary laws 
must be the direct servant of the State. On the other hand, 
the officer of private health must be as free as possible from 
State control and be placed in the closest relation of trust 
and confidence to the patient who voluntarily submits his 
health and life to his medical attendant’s judgment and 
control. 

The necessary means of securing these indispensable 
relations between the medical officer of private health 
and his patient need not be dealt with here. They are well 
known to medical practitioners. It is enough to indicate 
that by most practitioners it is now agreed that, failing the 
maintenance of completely independent private practice, 
which is no longer possible, the system set up under the 
Insurance Act, with certain modifications and improvements, 
would appear to be the most satisfactory way of meeting the 
necessities of the case. 

The Subdivision of the \V>rrk oj the Primary Branches of the 
Profession. 

Having established a primary division of the profession 
into those responsible for public and those for private health, 
it remains to consider a rational subdivision of these primary 
groups. 

Specialisation as a means to efficiency by subdivision of 
labour is an essential feature of all modern organisation. In 
recent years medicine has shown to an extraordinary degree 
this general tendency. It has also given very striking 
illustration of the fact that mere subdivision of labour 
without considered coordination will never secure the best 
results. The introduction of a Ministry of Health and the 
definite institution of a partnership between medicine and 
the State should afford a fitting opportunity for a careful 
consideration of the most effective use of professional 
specialisation. 
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So far as the viedical officers of public health are concerned 
the problem is not a difficult one. The introduction of a 
National Service of such officers, or of local services dealing 
with areas of adequate size, will provide a staff sufficiently 
numerous to allow its individual members to take up work 
in the various departments of public health already recog¬ 
nised, and in those new departments which will inevitably 
be gradually instituted. Places upon such a staff will easily be 
found for experts specialising in epidemiology, bacteriology, 
chemistry, microscopy, dietetics, and all other sciences 
forming the basis of sanitary science generally. The prin¬ 
ciples governing the inter-relationship of such workers will 
not be difficult to define. 

It is when we come to the officers of private health that 
difficulties will arise, difficulties which will be all the more 
acute because of the want of system in specialism as it exists 
in ordinary private practice to-day. Difficult as the task 
may be, it must be grappled with if the nation is to profit 
from State intervention in professional organisation. It is 
impossible to deal with the whole question here. Some 
general principles only can be touched upon, but they are 
of great importance. Is there a primary classification of the 
functions of the section of the medical profession dealing 
with individual members of the community analogous to 
the primary classification of the profession as a whole 
which has already been laid down ? Undoubtedly there 
should be. 

The classification clearly cannot be made on the mere 
question of seniority. This was the method once adopted 
and even now not entirely discarded by the Army, and it 
obviously does not work. To assign certain medical duties 
to a practitioner because he has attained to the rank of 
major and others to another because he is merely a captain 
is not a feasible principle of organisation. 

Nor is it desirable to classify medical attendants as the 
doctors of the rich and doctors of the poor. This would be 
as disadvantageous to the rich as to the poor and as detri¬ 
mental to the public as to the profession. Nor should we 
make a primary division of the duties of medical practi¬ 
tioners based on a classification into hospital doctors and 
non-hospital doctors. Everyone hopes that one of the effects 
of reorganisation will be to secure continued hospital 
experience for all medical practitioners. 

The essential classification of medical attendants in order 
to secure efficient division of labour must be a primary 
division into general practitioners and specialists. But to be 
effective such division must be complete. It will not be 
altogether popular with either section of the profession, nor, 
perhaps, in the first instance, with the public. But in the 
national interest it must be secured. Without it confusion, 
overlapping, and inefficiency are inevitable. 

The r61e and ambition of the general practitioner should 
be to know something of everything, the role and ambition 
of the specialist to know everything of something. Each 
must recognise the advantages and limitations of his position. 
The work of each is of vital necessity to the community. 
Neither must encroach upon the other’s province. The 
general practitioner only must undertake independent 
practice. The specialist must frankly accept the position 
of the consultant to the general practitioner. 

Need of coordination. —It is impossible under any 
scheme of professional organisation for which the 
State accepts joint responsibility with the profession 
to permit a continuance of the competition between 
these two classes of practitioners which exists at present. 
The State must endeavour to replace such competi¬ 
tion by cooperation. Competition and cooperation cannot 
go hand-in-hand. The general practitioner cannot be ex¬ 
pected to make free use of the specialist’s services if by so 
doing he is helping a competitor to compete with him more 
successfully and ensuring the ultimate destruction of his 
own practice. 

Fortunately for those whose duty it may be to introduce 
this system of division of labour and coordination of work 
into the profession of medicine, there already exists in a 
sister profession an example of the process in full working 
order. The relations between the barrister and the solicitor 
which exist in this and some other civilised countries afford 
a satisfactory precedent for the conditions which must 
ultimately prevail in medicine. For all practical purposes it 
may be said that no barrister undertakes independent work 
for a client. He acts always as a consultant for a solicitor. 


A primary division of medical attendants which would 
establish two classes of practitioners bearing to each other 
the relations existing between barristers and solicitors would 
be a big .step towards ensuring to the community the 
advantages that should accrue to them from specialisation in 
medicine, advantages which, under present conditions, are 
undoubtedly denied to the largest sections of the population. 

If the State and medicine are to work successfully 
together for the common good each must be willing to 
concede something to the other. The State is learning that 
in complicated technical industries it must allow the workers 
a fair measure of liberty and independence if high ideals 
and progress are to be given opportunities of development. 
Industries are learning that they cannot effect the fullest 
national service without receiving some measure of State 
assistance necessarily involving a certain degree of State 
control. These general principles must be recognised by 
the Government and the profession if the highest aims of 
medicine are to be attained. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 


The following subscriptions and donations to the Fund 
have been received during the week ending July 15th:— 



£ 

s. < 

rf. I 


£ 

9. 

d. 

Dr. Montagu Cutcliffe... 

1 

1 

0 

Mr. E. J. Foulkes. 

2 

0 

0 

Lady Gordon*. 

5 

0 

0 

Fleet-Surgeon B. O. B. 




Anonymous . 

0 12 

0 

Carbery. R.N. 

1 

0 

0 

Dr. J. A. Wilson . 

1 

1 

0 

Dr. Thomas Bastes 

1 

10 

0 

Mr. T. N. Eastland 

1 

0 

0 

Dr. W. P. Dickson 

1 

1 

0 

Dr. Eveline Cargill 

2 

2 

0 

Dr. H. Mallins . 

1 

l 

0 

Dr. A. Bowe . 

1 

1 

0 

Dr. Charles S. Simp3on 

1 

1 

0 

Dr. Osborne Johnson ... 

1 10 

0 

Mr. Roger BeckI . 

5 

5 

0 

Dr. J. W. Papillou 




Mr. Frederick Williams 

0 10 

0 

(quarterly) . 

0 10 

6 

Messrs. Westmacott and 




Capt. A. N. Singer, 




Son. 

2 

2 

0 

N.Z.M.C. 

2 

2 

0 

Miss Harriet M. Jones... 

0 10 

0 

Mr. Harold Bar well 

5 

0 

0 

Dr. G. A. Grierson 

2 

2 

0 

Mr. John Dunlop. 

1 

1 

0 

Miss S. M. Ross, M.D.... 

1 

1 

0 

Dr. R. M. Boodle . 

1 

0 

0 

Dr. Jas. Henderson 

2 

2 

0 

Capt. S. J. Irwin, 




Sir John Broadbent 

5 

5 

0 

R.A.M.C. 

5 

5 

0 

Dr. W. Camac Wilkinson 

5 

0 

0 

Sir H. Bell Longhurst... 

5 

0 

0 

Dr. Ernest Thomson ... 

1 

1 

0 

Dr. John L. Spclrs. 

2 

2 

0 

Mr. A. Wright. 

0 

5 

0 

Dr. A. Laalett. 

2 

2 

0 

1 Dr. J. B. Moorbouse ... 

2 

2 

0 

Dr. R. H. Steen . 

1 

1 

0 

Dr. J. W. Roberts. 

1 

0 

0 

Dr. Charles D. Muspratt 

1 

1 

0 

Dr. W. J. Dewar . 

2 

0 

0 

Capt. Wm. B. Jack 

1 

1 

0 

Mr. Norman Smith 

0 

5 

0 

Miss R. K. Spencer. 




Dr. A. D. Hughes. 

1 

1 

0 

M.P.S. 

1 

0 

0 

Well-wisher . 

0 

5 

0 

Dr. Faithful Smith 

1 

1 

0 

Mr. J. R. Wretts . 

3 

3 

0 

Lleut.-Col. H. Jones, 




Dr. W. B. Whitmore ... 

5 

0 

0 

R.A.M.C. (T.) . 

5 

5 

0 

Capt. Russell Steele. 




Dr. D. Yellowlees . 

5 

a 

0 

R.A.M.C. 

1 

1 

0 

Dr. W. E. Scott . 

3 

3 

0 

Capt. E. D. Gairdner, 




Mr. Idwal Parry . 

1 

1 

0 

R.A.M.C. (T.) . 

3 

3 

0 

Dr. J. Kirk . 

1 

1 

0 

Sir R. Hampden Smith 

5 

0 

0 

Dr. J. Farmer. 

1 

0 

0 

Dr. J. Walker. 

2 

2 

0 

Dr. F. C. Wood . 

1 

1 

0 

Mr. G. H. Dawson 

5 

0 

0 

Mr. W E. Morris. 

0 

5 

0 

Mr. A. F. Burnett. 

1 

1 

0 

Dr. H. D. Harthan 

1 

1 

0 

Dr. Bernard Belton ... 

1 

1 

0 

Dr. F. de Havllland Hall 

5 

0 

0 

Dr. J. F. Stockwoll ... 

5 

0 

0 

Sir R. Murray Hyslopt... 

5 

5 

0 

Dr. H. M. Rainsford ... 

3 

0 

0 

Dr. Thos. Baker . 

2 

2 

0 

Surg.-Gen. F. J. Lilly, 




Anonymous . 

5 

0 

0 

R.N. 

1 

1 

0 

Mr. E. D. Telford. 

5 

5 

0 

; Mr. A. J. Phillips. 

3 

3 

0 

Dr. W. B. Hunter. 

2 

2 

0 

H. H. E. 

5 

5 

0 

Dr. R. K. Lord . 

1 

1 

0 

Dr. J. Tremlett Wills ... 

5 

5 

0 

Mr. S. H. Campion 

0 

10 

0 

Mr. B. S. Upton . 

0 

10 

6 

I)r. E. M. Johnstone ... 

5 

0 

0 

Dr. Chas. Lathbury ... 

1 

1 

0 

Mr. C. G. Trlnder. 

1 

0 

0 

Lieut.-Col. E. Hobhouse. 




Dr. J. B. Hurry . 

1 

1 

0 

R.A.M.C. (T.) . 

3 

3 

0 

Mr. Fergus F. Stewart.. 

0 

5 

0 

! Dr H. J. Wheeler. 

5 

0 

0 

* Per Dr. Des Voeux. 



t Per Sir Thomas Barlow. 





l Per Sir Rickman Godlee. 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


South London Hospital for Women.—T he 
anniversary of the opening will be celebrated to-day (Saturday)* 
July 20th, when the hospital will be open for inspection from 
5 to 6 p.m., and a concert held at 3.30 p.m. Tickets (including 
tea), Is. each, mav be obtained from the secretary, South 
Side, Clapham Common, S.W. 4. A street collection on th© 
same day will take place in Clapham, Balham, Tooting, and 
Streatham. 
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"Audi alteram partem.” 


THE CULTIVATION OF PFEIFFER S BACILLUS. 

To the Editor of The Lancet. 

Sir, —The paper by Captains Little, Garofalo, and 
Williams, in The Lancet of July 13th, is interesting in that 
it records the recovery of a hitherto unrecognised cause of 
"influenza” in a series of cases of the present epidemic. 
But their conclusions that the epidemic is not caused by 
Pfeiffer’s bacillus are at least open to question. 

Hitherto it has never been suggested, as far as I am aware, 
that Pfeiffer’s bacillus will grow on a medium devoid of 
blood, except in symbiotic relationship with other organisms, 
notably xerosis and staphylococcus, and perhaps after many 
subcultures. Serum alone is of no use. the bacillus must 
have blood or derivatives of blood. Captain Little and his 
fellow workers also rely on not recognising Pfeiffer’s bacillus 
in direct smears, but in the case of such a minute organism 
as influenza bacillus the evidence derived from direct smears 
is apt to be fallacious. The fact that no leucocytosis was 
observed is taken as evidence that the infection was due to 
some organism other than Pfeiffer’s bacillus, whereas it is 
generally held that the reverse is the case ; indeed, in most 
text-books influenza is usually coupled with typhoid fever as 
a cause of leucopenia. 

The authors lay emphasis on the fact that they have 
fulfilled two of Koch’s postulates, but they have neglected 
the elementary precaution of demonstrating that the diplo- 
coccus referred to is not to be found in normal individuals 
under the same conditions as their 44 influenza ” cases. 

My experience of a smaller number of cases than those 
examined by Captains Little, Garofalo, and Williams is that 
I have recovered Pfeiffer’s bacillus in every case, a result 
partly attributable perhaps to the use of an improved 
medium, an account of which I hope to publish in the 
immediate future.—I am, Sir, yours faithfully, 

Wimpolfrstreet, W., July 14th, 1918. JOHN MATTHEWS. 


EPIDEMIC ENCEPHALITIS. 

To the Editor of The Lancet. 

Sib, —May I be allowed the briefest comment on Dr. F. G. 
Crookshank’s letter in The Lancet of July 13th a propot 
of my paper on epidemic encephalitis ? It is well known 
that occasionally epidemics of acute poliomyelitis occur 
at other times of the year than summer and autumn, that 
occasionally cases like those of the present epidemic of 
encephalitis are met with during poliomyelitis epidemics, 
that occasionally meningeal symptoms are prominent in 
epidemic encephalitis, and so on. What I did was to 
compare the average case of acute poliomyelitis with the 
average case of epidemic encephalitis and point out the dis¬ 
tinctions, and these distinctions are not invalidated by 
citation of the exceptional cases in either group. 

I am, Sir, yours faithfully, 

Harley-street, W., July 15th, 1918. S. A. KlNXIER WILSON. 


QUICK DIAGNOSIS IN MENINGOCOCCUS 
INFECTION. 

To the Editor of The Lancet. 

Sir, — T he article, “ A Quick Method of Diagnosing the 
Type of Meningococcus in Cases of Cerebro-spinal Fever,” 
by Major A. S. Gordon Bell and Miss I. M. Harmer, in 
The Lancet of July 13th, is strikingly important from the 
clinical as well as the laboratory point of view, enabling the 
physician to exhibit the homologous serum at least 48 hours 
earlier than has been the case with the ordinary method of 
“type agglutination.” :k 

There is one point, however, on which I do not feel clear, 
and in regard to which perhaps the writers will enlighten 
me. Is it not possible that the results obtained were due to 
antibodies contained in the curative serum which was 
administered intrathecally, and that these antibodies had 
found their way into the blood stream ? 

I am, Sir, yours faithfully, 

A. E Hodgson. M D., 

£«£teriologic«l laboratory. Military Hos- Captain, R.A.M.C. 
pital, - , N. Wales, July 15th, 1918. 


The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Died. 

Capt. R. A. Sillar, Australian A.M.C. 

Wounded. 

Lieut. G. Hull, New Zealand A.M.C. 

Capt. H. M. Drake, R.A.M.C. 

Capt. F. H. Goss, R.A.M.C. 

Lieut.-Col. A. H. Moseley, D.S.O., Australian A.M.C. 

Lieut. W. S. Gross, R.A.M.C. 

Major J. A. Pridham, M.C., R.A.M.C. 

Misting, believed Drowned (through the Torpedoing of the 
Canadian Hospital Ship “ Llandovery Castle ’ ). 
Lieut.-Col. T. H. MacDonald, Canadian A.M.C. 

Major G. M. Davis, Canadian A.M.C. 

Capt. W. J. Enright, Canadian A.M.C. 

Capt. A. V. Leonard, Canadian A.M.C. 

Capt. G. L. Sills, Canadian A.M.C. 

Missing. 

Capt. W. A. Rees, R.A.M.C. 

Previously reported Missing, now reporttd Prisoners in 
German Hands. 

Lieut. J. Findlay, R.A.M.C, attached Wore. Regt. 

Capt. J. M. McKenzie, M.C., R.A.M.C., attd. Northd. Fus. 


Casualties among the Sons of Medical Men. 
The following additional casualty among the sons of 
medical men is reported:— 

Capt. N. C. Swift, D.S.O., M.C., East Lancashire Regiment, 
youngest son of Dr. H. Swift, of Adelaide, South 
Australia. __ 


Foreign Decorations. 

Belgian. 

Croix de Guerre. —Capt. F. D. Annesley, R.A.M.C., S.R.; Temp. 
Capt. A. Climie, R.A.M.C. ; Temp. Capt. R. A. H. Fulton. R.A.M.C.; 
Lt.-Col. H. C. R. Hirne, D.S.O., R.A.M C.; Temp. Capt. G. D. Maclean, 
R.A.M.C.; Col. C. C. Manifold. C.B.. C.M.G., I.M.S. ; Capt. (acting 
Lt.-Col.) W. Tyrrell, D.S.O., R.A.M.C., S.R. ; Col. A. K. Rom, C.M.G., 
Canadian A.M.C.; Maj. J. H. Wood. Canadian A.M.C.; Capt. 0. C. 
Simson, M.C., Australian A.M.C.; Lt.-Col. J. H. Neil, New Zealand M.C. 


Medical Practitioners and an Appeal Against 
Grading. 

The position of the medical practitioner who is not satisfied 
with his grading by a National Service Medical Board is 
practically that of any other man liable to military service. 
He may make an application to the Appeal Tribunal for the 
district in which he lives for leave to be re-examined and 
graded by the Medical Assessors. The application is required 
to be made not later than five clear days after the date on 
which written notice of his grading by the National Service 
Medical Board is given or sent to him, unless the Appeal 
Tribunal, for good reason shown, allow an application to be 
made after that period. 

Such examination is, however, quite different from re¬ 
examination by a National Service Medical Board. If a 
practitioner desires to be re-examined by a National Service 
Medical Board the Ministry of National Service is usually 
willing for this to be done upon application being made to 
that department. _ 

Auxiliary R.A.M.C. Funds. — The usual 

quarterly meeting of the committee was held at 11, Chandos- 
street, W., on July 12th, Major Ewan Maclean being in the 
chair. Amongst other members present was Major-General 
T. H. Goodwin, Director-General Medical Services. From 
the benevolent branch for the relief of children of officers of 
the Auxiliary R.A.M.C. who died as a result of the present 
war grants were made in three cases. The amount granted 
was £176. Grants from the relief branch for the relief of 
the widows and orphans of the rank and file of the Auxiliary 
R.A.M.C. were also made. Subscriptions and applications 
for relief from either branch should be made to the honorary 
secretary. Auxiliary R A.M.C. Funds, 11, Cbandos-street, 
Cavendish-square, W. 1. 
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The Index and Title-page to the volume of 
The Lancet completed with the issue of June 29th 
is in preparation. Owing to the increasing shortage 
in the paper-supply, the Index will not be issued 
with all copies of The Lancet, as was the custom 
prior to the War. Subscribers who bind up their 
numbers are requested to send a post-card (which 
is more convenient for filing purposes than a letter) 
to the Manager, The Lancet Office, 423, Strand, 
London, W.C.2, when a copy of the Index and-Title- 
page will be supplied free of charge. 


UJebital Jtetos. 


University of Bristol.— A t examinations held 
recently the following candidates were successful: — 

Final Examination for the Deorf.es of M B., Ch.B. 

William Peach Taylor. 

Part I. only (including Fore isic Medicine and Toxicology).— 

Frederick Viel Jacques. 

Diploma nr Public Health. 

Alan Gabriel Bodnun. 

Second Examination for Diploma in Dental Surgery. 

Edward James Tucker. 

University of Liverpool.— T he following 
degrees were recently conferred upon the undermentioned :— 
Doctor or Medicine. 

Mikhail Azer, Clement Alston Hughes, Isaac Jacob Llpkln, Thomas 
Glynn Morris, Jaffir Rumjuhn, and Rattan Chaud Watts. 

Bachelor ok Medicine and Bachelor of Surgery. 

Victor Isadora Levy, Frank Atkinson Prosser, and George Seymour 
Swan. 

At recent examinations for the Diploma in Public Health 
(D.P.H. Liverp.) the following candidates were successful :— 

E. H. T. Cummings. G. H. Darlington, J. Drummond, I. J. Llpkln, 
H. E. Middlebrooke, K. J. Rustomjee, and R. C. Watts. 

University of Dublin, Trinity College, School 
of Physic.—A t examinations held recently the following 
candidates were successful 

Intermediate Medical Examination. 

Part II., Applied Anatomy and Applied Physiology.— "Cecil Bmrys 
McQuade, George Hall Davis, "John Henry Branell Crosble, Isaac 
Levy, and Mary Horan. 

Final Mf.dical Examination. 

Part /., Medical Jurisprudence and Hygiene , Materia Medica and 
Therapeutics , Pathology.—* James Sinclair Quin (hign marks), 
Thomas Donald Gordon (high marks). Harris Cohen (high marks), 
William Theodore Micks (high marks), Henry Alfred Burrldge 
(high marks), "Charles John de Vere Shortt, William James 
Alexander Russell, Eileen Hilda Dowse, Christopher John 
Lawrence Brock. William Burton Fox, 8amuel John Laverty, 
Richard Esmonde Murphy, Jessie Gilbert, and Olive Baile. 

Medical Jurisjrrudence and Hygiene, Materia Medica and Thera¬ 
peutics.— James Alexander Acheson, Samuel Reginald HU1, "Gerald 
FitzMaurlce Keatinge, and "Frederick William Robertson. 

Part II., Medicine.— Arthur Leslie Gregg, Percy Crowe Parr. John 
William Scharff, Lindley Albertyn, Jason Grant Bird and "Stanley 
Cyril Mitchell (equal), Louis John Patrick Murphy, "William James 
McCUntock, "David Shields Prentice, Eric Reginald Tivy, Charles 
Going Ambrose, Benjamin Darner Merrln, Kenneth McGregor 
Greer, and Eric James Lyndon and Margaret Wolfe (equal). 

Surgery.— John William Scharff, Edward Francis Wilson, Robert 
Meade Daly Devereux and Ernest Edward Rollins (equal). "William 
James McCUntock, Rita Henry, James Edward Jameson. "Victor 
Millington Synge, and Benjamin Darner Merrln. 

Midwifery.— Mary Christina Sheppard, Lindley Albertyn, Ethel 
Marjorie Luce, "Frank McGregor Ferguson. Robert Meade Daly 
Devereux, and Eric Reginald Tivy. 

Diploma in Puhlic Health 

Part I.— James Beckett and Edgar Ormond Bawie. 

Part II.— Robert Arthur Keane. 

* Formerly Surgeon-probationer in the Royal Naval Medical Service. 

The following awards have been madeFitzpatrick 
Scholarship: Harry Lee Parker. Medical Scholarships : 
Anatomy and Institutes of Medicine, Eric Henry Cooke Allen; 
Botany, Zoology, Chemistry, and Physics, David 8heridan 
Spence. Dr. Henry Hutchinson Stewart Scholarships: 
Anatomy and Institutes of Medicine, Adrian Johannes Lonw 
Snyman and Essie Stuart Smyth (special, for two years); 
Botany, Zoology, Chemistry, and Physics, Dorothy Alice 
Daly. John Mallet Parser Medal: George Hall* Davis. 
Cunningham Medal: Edith Florence Willock. 

University of Aberdeen.— The following degrees 
were conferred at the recent Graduation ceremony:— 
Doctor of Medicine (M.D.). 

Alexander William Hendry. 

Bachelor of Medicine (M.B.) and Bachelor of Surgery (Ch.B.). 

Joaeph Alexander, William Buchan, William Adams Coutta, "John 


Alexander Dawson, "Alexander Mathleson Dugan, tGeorge Septi¬ 
mus Escoffery (first class honours), Isabella Ferguson, Alexander 
Campbell Hill, Mabel Gordon Lawson, Robert Douglas Lockhart. 
Alexander McKenzie, James Wallace Mann. John Morrison, 
Alexander Cowle Paterson, John Alexander Ross, "Agnes 
Loudon Semple (second-class honours), James Charles Sleigh, 
Sophia Kent Grant 8tuarb, and Gwendolen Jean Klmslie Wilson. 

Diploma in Public Health (D.P.H. ). 

Henry Reali. 

* Passed Fourth Professional Examination w-lth distinction. 

t Passe 1 Fourth Professional Examination with much distinction. 

The John Murray medal and scholarship were awarded to 
Dr. George Septimus Escoffery. 

Royal College of Surgeons of England. — 
A quarterly meeting of the Council was held on July 11th, 
Sir George Makins, the President, being in the chair.—The 
President reported the result of the meeting for the election 
of four members of Council on July 4th, as already published 
in The Lancet of July 13th. He further stated that Mr. 
Lynn Thomas, being fourth on the poll, became substitute 
member for Sir William Watson Chevne until July, 1925. — 
Sir John Bland-Sutton, Mr. W.G. Spencer, Mr. Lynn Thomas, 
and Mr. Hey Groves were introduced, made declarations 
in the terms of the oath prescribed by the Charter 
of 1800, and took their seats in the Council. — Lieutenant- 
General Sir Arthur Thomas Sloggett, K.C.B., K.C.M.G., 

K. C.V.O., A.M.S., was introduced, and after signing the 
by-laws and making the required declaration, was admitted 
a Fellow of the College.— Sir Berkeley Moynihan, C.B., was 
congratulated by the Council on being male Knight Com¬ 
mander of the Most Distinguished Order of St. Michael and 
St. George.—Diplomas of Membership were granted to three 
successful candidates.—It was resolved to grant, jointly with 
the Royal College of Physicians of London, diplomas in 
public health to six successful candidates.—A letter was read 
from Mr. Edward A. Dunn thanking the Council for their 
resolution of condolence on the death of his brother, Mr. 

L. A. Dunn. — The President reported that in pursuance of 
a suggestion which had been made to him he had taken steps 
to transmit the following message of greeting to the French 
nation n propos of the celebration of “ France’s Day ” on 
July 12th in London, and on July 14th in Paris:— 

From the President and Council of the Royal College of Surgeons of 
England. 

“Brothers In Arms, we greet you! Bound by ancient ties of blood 
and by the memories of many a gallant contest In the past, to-day we 
stand as one nation united in a sacred cause We have before us a 
sacred presage from the past. As the united efforts of Pasteur an»i 
Lister have laid low the tyranny of disease, so shall France and Britain 
conquer a tyranny still more remorseless. Our future brightens and 
shall endow Gaul and Briton with a common birthright to remain a 
splendid heritage for all time.” 

The following professors and lecturers were appointed 

Hunterian Professors Arthur Keith : Six lectures on Hunter's Chief 
Discoveries; Gordon Taylor : Abdominal Wounds of Warfare; A. J. 
Walton: The Surgery of the Spinal Cord in Peace and War; David 
Llgat: The Significance and Surgical Value of Certain Abdominal 
Reflexes; T. B. Lsyton : The Surgical Aspects of the Collection and 
Transport of Wounded; Alexander Fleming: The Power of Chemical 
Antiseptics and of the Natural Physiological Processes in Septic 
Wounds; E. G. Schlesinger : The Treatment of Compound Fractures 
and other Severe Injuries of the Upper Limb. 

Arris and Gale lecturers:—E. M. Corner: The Nature of Scar Tissue 
and Painful Amputation Stumps; B. M. Cowell: The Initiation of 
Wound Shock and its Relation to Surgical Shock ; J. C. Briscoe: The 
Mechanism of Post-Operative Collapse of the Lungs. 

Arnott DemonstratorArthur Keith : Six demonstrations on the 
Contents of the Museum. 

Sir George Makins was re-elected President and Mr. 
Haslam and Sir John Bland-Sutton were elected Vice- 
Presidents. 

Epsom College.— The Council of Epsom College 
announce that there will be a vacancy for an Entrance 
Salomons Scholarship of £50 at the beginning of the 
Michaelmas term. The conditions of holding the scholar 
ship are that the candidate shall show an adequate standard 
of education for his age and that his financial position is 
such as to make it impossible or difficult to obtain an 
education at the College without the help of the scholarship. 
Applications should be sent to the secretary at the office of 
the College, 37, Soho-Bquare, W. 1, by July 29th. 

Donations and Bequests. — T he late Miss Grace 
Ross Cadell, L.R.C.P. & 8. Edin., has left by will £150 a year 
for life to each of her four foster-children, with remainder as 
to the capital sum to their children, or, failing issue, the 
capital in respect of the two female children to be paid to 
the University of Edinburgh for the medical education of 
women there, and in the case of the boys to the Edinburgh 
Medical Department. She also left, among other bequests, 
£2000 to the Edinburgh Hospital for Women and Children ; 
£1000 to the Queen’s Nurses in Scotland; £300 to the 
Leith Branch of the Queen’s Nnrses; and £100 to Leith 
Hospital. The residue of the property to be equally 
divided between the University of Edinburgh to help in. 
the medical education of women and the Edinburgh Hospital 
for Women and Children. 
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NOTES ON CURRENT TOPICS. 

Asylum* Officers' Superannuation Bill. 

Mr. Brace, the Under Secretary to the Home Office, on 
July 16th introduced a Bill to make further provision for 
the application of the Asylums Officers’ Superannuation 
Act, 1909, to officers in certified institutions for defectives 
and to provide for the aggregation of service in asylums and 
in such institutions. It was read a first time. 

Medical Treatment of School Children. 

After the Education Bill had passed its report stage in the 
House of Commons on Tuesday, July 16th, it was formally 
recommitted in respect of Clause 2 (development of education 
in public elementary schools). An amendment was agreed to 
which provided that it should be the duty of a local education 
authority amongst other things “ to make adequate and suit¬ 
able arrangements under the provisions of paragraph (b) of 
subsection (1) of Section 13 of the Education (Administra¬ 
tive Provisions) Act, 1907, for attending to the health and 
physical condition of children educated in public elementary 
schools.” By the rules of the House it was found im¬ 
possible to make an alteration of this kind imposing a 
public charge during the report stage of the Bill, and this is 
the reason for the formal recommittal in order to carry out 
the pledge regarding the medical treatment of school 
children. 

Midwives Bill. 

The Midwives Bill has been read a third time in the House 

of Lords. _ 

HOUSE OF LORDS. 

Wednesday, July 17th. 

A Ministry of Health. 

Lord Willoughby de Broke called attention to the 
desirability of establishing a Ministry of Health without 
undue delay; and moved “That this House urges His 
Majesty’s Government to introduce at an early date a Bill to 
constitute a Ministry of Health.” He made a long speech 
urging the necessity'of coordination of the health functions 
of the various Government departments, and pressed the 
establishment of a Ministry of Health as a matter of war 
emergency. 

Viscount Haldane seconded the motion. 

Viscount Peel, in his reply for the Government, pointed 
out that the separation of the functions of local govern 
ment from health questions would present many difficulties. 
The problem was extremely complex. He admitted that 
he felt some difficulty in giving a precise reply upon the 
motion because the matters which it concerned were now 
under the very close consideration of a Government Com¬ 
mittee. That Committee was sitting again on the following 
day (Thursday), and if it had come to a decision his task 
would have been very much easier. If he did not offer 
resistance to the motion it must be understood that the 
words “at an early date” would be given a very large and 
liberal interpretation. 

The motion was agreed to. 


HOUSE OF COMMONS. 

Wednesday, July 10th. 

Indian Medical Service. 

Colonel Yate asked the Secretary for India whether he 
had considered the representation submitted by officers of 
the Indian Medical Service, $nd whether he could make 
any statement on the subject.—Mr. Montagu replied: 
Through the courtesy of my honourable and gallant friend 
I have seen the paper to which he refers, and I have also 
received numerous other representations regarding the 
position of officers of the Indian Medical Service. The 
other day I received a deputation from the British Medical 
Association on the same subject. I recognise the import¬ 
ance to the Government and the people of India of an 
efficient and contented medical service, and I have under¬ 
taken to give the questions which have been raised in this 
connexion careful and prompt consideration. I am in com¬ 
munication with the Government of India on the subject. 

Medical Officers at Malta. 

Mr. R. McNeill asked the Under Secretary for War 
how many Army doctors were quartered at Malta* w hat had 
been the average number of patients in hospital there during 
the laBt 12 months; whether any of the doctors in Malta had 
been there for more than 18 months without coming home 
on leave ; and, if so, whether he would arrange that doctors 
who had been in Malta for such a period should now come 
home on leave and be then employed on duty at home or 


in France.—Mr. Macpherson answered : Medical officers 
stationed at Malta have the same privileges as regards 
leave as other officers serving abroad. It is not proposed to 
bring home officers who have served for 18 months at Malta, 
but applications for transfer will receive consideration. 

Treatment of Discharged Men in the West Riding. 

Colonel Ashley asked the Pensions Minister whether he 
was aware of the lack of institutional accommodation for 
discharged men needing treatment; that in the West Riding 
alone there were some 792 men who were unable to obtain 
treatment owing to lack of accommodation ; and what steps 
he proposed to take to remedy this state of affairs.—Mr. 
Hodge answered : I am aware that there is still in some 
parts of the country a lack of accommodation for the treat¬ 
ment of discharged men, and various measures to meet the 
need are being taken. The reports from the local War 
Pensions Committee show the need in the West Riding to 
be particularly marked. 

Treatment of Tuberculosis in London. 

Mr. Booth asked the President of the Local Government 
Board whether he had received a copy of the resolution 
passed by the London Insurance Committee in June making 
certain stipulations as to the practicability of a com¬ 
prehensive scheme for the treatment of tuberculosis in 
London; and whether he had summoned a conference of 
representatives of the committee to meet those of the 
County Council.—Mr. Hayes Fisher replied » The answer 
to both parts of the question is in the affirmative. The 
conference was held this morning. 

Thursday, July 11th. 

Panel Practitioners and Medical Certificates. 

Mr. Albion Richardson asked the representative of the 
National Insurance Commissioners whether he was prepared 
to make arrangements to enable a man summoned to appear 
before a medical board, who could not afford to pay a lee to 
his panel doctor for a certificate stating his medical history, 
to obtain such a certificate free of charge.—Colonel Gibbs 
(on behalf of Sir E. Cornwall) replied: The furnishing of 
such a certificate as is referred to in the question would, 
of course, be entirely outside the scope of a medical 

F ractitioner’s agreement for services under the National 
nsurance Acts, and he would therefore be under no obliga 
tion to furnish it. Moreover, it is a fundamental principle 
that any information as to the state of health of an insured 
person which may come into the possession of a doctor by 
whom he is attended under the provisions of the National 
Insurance Acts is strictly confidential, and is to be used for 
national health purposes only. In these circumstances it 
does not appear possible that such arrangements as the 
honourable Member suggests should be made under National 
Hearth Insurance, nor be paid for from National Health. 
Insurance funds. 

Mr. Albion Richardson : Will the honourable and gallant 
gentleman make representations to the Government as to 
the great injustice which this causes to poor men who 
cannot afford to pay for a medical certificate in being 
deprived of their only opportunity of laying their medical 
history before the medical board, and put in a much worse 
position than those who can afford to pay for a certificate ? 
—Colonel Gibbs: Perhaps my honourable friend will put 
down a question to the Minister of National Service. 

Mr. Albion Richardson: I will put it to the Prime 
Minister. 

Medical Students. 

Mr. Holt asked the Minister of National Service how 
many male medical students under 28 years of age there 
were* in the United Kingdom; and what steps were being 
taken to provide a supply of male doctors in the immediate 
future.—Sir Auckland GEDDEssaid in reply : I regret that I 
cannot state how many male medical students under 28 years 
of age there are in the United Kingdom. There are, however, 
at present 5380 male medical students and 2250 female 
medical students at work in the schools and hospitals. The 
male students freshly registered in 1917 numbered 1378, as 
against 1366 in 1914._ 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

To be temporary Surgeons : J. A. L. Cook, G. Blarton, G. B. Lowe. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Colonel G. G. Delap relinquishes the temporary rank of 
Colonel on re-posting. 

To be acting Lieut.-Colonels (while specially employed): Major R. V. 
Cowey, Temp. Major J. C. Davie* (while in command of Medical 
Units), Capt. (acting Major) C. H. Denyer, Capt. J. Rowe, Temp. Capt. 
G. D. Hindley. 

Relinquishing the acting rank of Major on re-poBtlng Lieut, (temp. 
Capt.) H. A. Rowell, Temp. Capts. T. Russell. H. F. Sbeldcn. 

To be acting Majors: Capts F. S. Tamplin, C. McQueen. M. O. 
Wilson, W. Mathieson, H. W. Carson, M. White, F. G. A. Smyth, W. L. 
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Webster, G. S. Parkinson, G. O. Chambers, R. Gale, B. C. Beddows, 

R. E. Todd, A. D. Stirling, A. L. Robertson, T. I. Dun, W. V. Corbett, 

S. M. Hattersley, J. C. A. Dowse, A. H. Heslop, T. H. Balfour, O. W. 
McSheeliy, S. 1). Large, F. G. Thatcher, F. R. Laing, B. B. Marsh, 

T. J. Kelly, N. Cantlie, J. H. Pendcred, C. de W. Gibb; Temp. 
Capts. M. Bates, J. I. P. Wilson, W. J. J. Arnold, C. L. Spackman, 
W. II. D. Smith, N. I. Sinclair. W. H. Sheffield. J. W. C. Gunn, R. II. 
Strong, B. B. Chipp, G. Stiell. A. R. Muir, B. R. D. Maconochie, E. B. 
Smith, L ap I. Davies, T. F. Saunders, R. Massle. P. W. Hampton 
(whilst specially employed), M. P. Paton, E. J. Selby, L. R. Broster, 
F. B. Winfield, L. Meakin, B. Whitehead, W. H. Alderton, L. Anderson, 
J. R. M. Whigham, D. E. Crosbie, A. II. Spioer, A. E. Knight, G. 
ltankine, A. P. Saint, A. S. K. Anderson, A. K. Cosgrove, 
R. M. Handheld-Jones, H. B. G. Russell, W. 8. S. Berry, 
H. G. Kilner, J. Biggam. C. J. H. Sharp, R. S. Dickie; Lieuts. (temp. 
Capts.) W. T. Hare. M. B. King, D. Pottiuger, A. B. Richmond. J. W. 
O’Brien, C. Russell, L. G. Bourdillon, H. A. Rowell, B. Catford. 

D. Cairns, late temporary Captain, is granted the honorary rank of 
Captain. 

Temp. Hon. Lieut. H. Halsted to be temporary Honorary Captain. 
Lieut. H. C. Hinwood, Spec. Res., to be temporary Lieutenant. 
Officers relinquishing their commissions : Temp. Capts. A. F. Mavety, 
B. N. Murphy, C. S. Glegg, W. R. Hodge ; Temp. Hon. Capts. B. V. Jones 
(on ceasing to be employed with Welsh Hospital, Netley), S. McC. Boyd 
(on ceasing to be employed with British Red Cross Society in France); 
Temp. Lieuts. A. H. Collins, C. Murray, W. Smith; Temp Hon. Lieut. 
H D.Havard. 

Canadian Army Medical Corps. 

Temp. Major P. K. Menzies to be temporary Lieutenant-Colonel. 

To be temporary Captains : W. J. Grant, K. M. B. Simon, D. E. S. 
Wishart. 

SPECIAL RESERVE OF OFFICERS. 

Major (temp. Lieut.-Col.) J. Mackinnon to be Lieutenant-Colonel. 
Captains to be acting Lieutenant-Colonels whilst in command of a 
Medical Unit(Acting Major) C. N. Gover, W. H. L. McCarthy. 

F. Jefferson relinquishes the acting rank of Major on re-posting. 
Captains to l»e acting Majors: A. K. F. Clarke, A. B. Mitchell, J. H. 
Beverland, D. S. Martin, P. Walsh. J. A. Hill, J. M. Darling, M. W. 
Patersonr W. F. McLean, D. C. MacDonald, J. G. McCutcheon, J. 
Walker, A. J. Clark, J. Vallance, G. F. P. Gibbons, G. Dalziel. K. K. 
Drury, A. J. Gibson, A. Wilson, D. Dougal, B. A. Mills, H. G. Penny. 

Capt. £. R. Chambers and Capt. B. Shires to be acting Majors whilst 
specially employed. 

Capt. II. M. Clarke is seconded for service overseas. 

TERRITORIAL FORCE. 

Lieut.-Col. B. A. Wraith to be an Assistant Director of Medical 
Services, and to be temporary Colonel whilst so employed. 

Capt. (temp. Major) H. F. W. Boeddlcker relinquishes his temporary 
rank on alteration in posting. 

Capt. B. Robertshaw, from T.F. Res., to be Captain. 

Capt. J. E. W. MacFall relinquishes his commission on acoount of ill- 
health contracted on active service, and is granted the honorary rank of 
Major. 

Capt. W. C. Hodges to be acting Major whilst specially employed. 
Capt. (acting Major) W. C. Hodges relinquishes his acting rank on 
ceasing to be specially employed. 

Capt. (temp v Major) F. Philip to be Major. 

Lieut. 0. D. Mathias to be Captain. 

Capt. (acting Major) H. J. Gorrie relinquishes his acting rank on 
ceasing to be specially employed. 

Captains to be acting Majors whilst specially employed G. B. Eadie, 
H. Duguld, G. B. Gill. G. E. J. A. Robinson, S. S. B. Harrison, J. 
Dundas, S. J. C. Holdeu, F. E. Withers (and remain seconded), F. L. A. 
Greaves, B. M. Footner, R. Fullarton, W. H. Rowell, A. Ramsbottom, 
D. J. Scott, H. M. Calder, F. W. C. Brown, S. S. Greaves, A. G. 
Hebblethwaite, S. J. Clegg, W. H. Davison, J. Dale, J. M. Hamill, 

L. R. Toss well, O. W. D. Steel, W. D. Frew. 

Capt. (acting Major) H. J. A. Longmore, relinquishes his acting rank 
on ceasing to be specially employed, and remains seconded. 

Capt. (acting Major) J. H. P. Fraser to be acting Lieutenant-Colonel 
whilst commanding a Field Ambulance, and rematu seconded. 
Surg.-Maj. H. Skelding, from Yeomanry, to be Major. 

Major (Brevet Lieut.-Col.) F. B. A. Webb to be acting Lieutenant- 
Colonel whilst specially employed. 

Capt. (acting Major) T. W. S. Paterson relinquishes his acting rank 
on ceasing to be specially employed. 

Captains to be acting Majors whilst specially employed : J. G. Cooke, 

M. S. Doubble, A. W. Berry, A. P. Thomson, B. V. Connellan, A. Jones. 
CaptB. (acting Majors) A. W. Berry and A. Jones relinquish their 

acting rank on ceasing to be specially employed. 

Capt. (acting Major) H. A. Macmillan to be acting Lieutenant-Colonel 
whilst commanding a Field Ambulance. 

Capt. G. A. Auden is restored to the establishment on vacating the 
appointment as Deputy Assistant Director of Medical Services. 

Lieutenants to be Captains; F. J. E. China, L. Hawkes, II. L. 
Robinson, T. M. Ormiston. 

Capt. R. O. Sibley is seconded whilst holding an appointment as 
Deputy Assistant Director of Medical Services. 

Capt. (acting Major) G. E. St. C. Stock well to be Major. 

Capt. A. W. Harrington is seconded for duty with a General Hospital. 
Capt. (temp. Major) A. Don relinquishes his temporary rank on 
ceasing to be specially employed. 

Capt. H. L. Gregory lo be Major. 

Capt. J. Saffley, from T.F. Res., to be Captain. 

TERRITORIAL FORCE RESERVE. 

Lieut.-Col. W. A. Benson, D.S.O., from R.A.M.C., to be Lieutenant- 
Colonel. 

Major C. W. Edwards, from R.A.M.C., to be Major. 

Capt. H. J. Wheeler, from R. A.M.C., to be Captain. 

Capt. W. B. Falconar, from R.A.M.C., to be Captain. 


ROYAL AIR FORCE : Medical Branch. 

Lieut. N. F. Stallard to be Captain. 

Granted temporary commissions As Major: A. Paling. As 
CajotaJns: J. B. Guthrie, C. S. Dowdell. As Lieutenants : E. L. Bunting, 


JOURNAL OF THE ROYAL ARMY MEDICAL CORPS. 

The first article in the June number of this journal is a report from 
the Hygienic Department of the Royal Army Medical College by Major 
A. G. R. Foulerton on the Pathology and treatment of Poisoning by 
Trinitrotoluene (T.N.T.) and on the Action of Certain other Poisons 
which Affect Metal>olism. His measures for the protection of the 
worker from undue exposure to the action of the poison Include the 
avoidance of fatty foods and their replacement in the dietary 
as far as practicable by sugars; and the elimination of any trinitro¬ 
toluene already fixed In the fatty constituents of the skin 
by frequent baths, followed by brisk friction of the skin.— 
In Malaria in Macedonia, with Especial Reference to the Use of 
Prophylactic Quinine. Captain C. H. Treadgold concludes that small 
doses of prophylactic quinine, not too long continued, are of proved 
utility to the natives of malarial countries, both in the absence of anti¬ 
mosquito measures, and when such measures are incomplete, and that 
quinine may be given with advantage to immigrants under certain 
conditions, but. speakiog generally, he holds that quinine prophylaxis 
in the absence of protection against mosquito bites is little more than 
a pious fraud perpetuated from one generation to the next, because 
public opinion has not been sufficiently enlightened to encourage the 
working out of the problem on scientific lines.—Captain F. B. Chavasse 
discusses “ Myalgia ” (a term originally Introduced in order to rescue 
a certain class of case from the heading “ rheumatism ”), its Diagnosis 
in Forward Areas ; Captain W. Waddell deals with Post-Dysenteric 
Diarrhcra; and Lieutenant-Colonel Gordon Holmes continues his paper 
on the Symptoms of Acute Cerebellar Injuries as Observed in Warfare. 


fltonries. 


For further information refer to the advertisement columns. 

All Saints' Hospital for Genitourinary Diseases , S. W.— H.S. 
Birmingham, Erdington Infirmary and House, and Selly Oak Infirmary 
and House.— Locums. £7 7*. per week. 

Birmingham University.— Sen. Demonstrator of Anatomy. £250. 
Bristol Royal Infirmary.— H.P. and H.S. £120. 

Bromley Education Committee — Temp. School M.O. 

Bury and District Joint Hospital Board.— Asst. Med. Supt. £450. 
Bury Infirmary. — Jun. H.S. £200. 

Dmlleu. Guest Hospital.— Asst. H.S. £120. 

Great Northern Central Hospital, London , A’.— H.S. £100. 

Hospital for Consumption and Diseases of the Chest, Brompton.— 
Asst. Res. M.O. £l00. 

Hospital for Sick Children, W.C. — H.S. £100. 

Kensington and Fulham General Hospital. S. IV.— Res. M.O. £250. 
Leeds, Neurasthenic Hospital for Pensioners, AUerton Hall.—M.O. £400. 
Liverpool, Township of Toxteth Park, Poor-law Institution and 
Infirmary.— Asst. Res. M.O. £300. 

Manchester County Asylum, Prestwich.— L.T. £7 Is. per week. 
Metropolitan Hospital , Kinasland-road, E.— L.T. £5 5s. per week. 
Pinetrood Sanatorium, Wokingham , Berks. — Asst. M.O. 

Queens Hospital for Children, Hackney-road, E.— M.O. for Blect. Dept. 
Reading, Royal Berkshire Hospital.— H.S. £250. 

Royal Air Force .— Female M.O. 24s. a day. 

St. Albans, Herts County Asylum.— Temp. Asst. M.O. 7 guineas a week. 
Scottish Women's Hospitals (N.U. W.S.S ).— Female Chief M.O. for Camp 
Hospital in Macedonia. £400. 

Sheffield City Education Committee.— Asst. School M.O. £400. 

Sheffield Royal Hospital -H.P. £140. Also Cas. O. £135. 

Sheffield Royal Infirmary.— H.S. £120. Also H.P. £120. 

South London Hospital for Women, S. IF.—Female Temp. Asst. P. 
Stoke-on-Trent County Borough.— Asst. Tuberc. O. £360. 

WaUall Education Committee.— L.T. Sch. Med. Insp. £400. 

Wilts County Council .— Oculist and Asst. School M.O. £400. 

York County Hospital .— Female H.S. £200. 


JSirtfcs, Utarriages, anb geatfcs. 


MARRIAGES. 

Stevens—Earle.— On July 10th, at St. Peter’s, Belsize Park, London, 

N.W., John Barr Stevens, M.D., Major, R.A.M.C.(T.F.), to Mabel, 
only daughter of the late Major-General W. H. S. Earle, Bengal 
Staff Corps. 

Vickery—Johnson.— On June 27th, 1918, at Lisburn Cathedral, by the 
Reverend Canon Carmody, Captain Edward Percival Hadden 
Vickery, R.A.M.C., youngest son of Dr. and Mrs. Vickery. Kinsale, 
to Gladys Ruth, third daughter of the late Mordecal Johnson, oF 
Grey stones. - 

DEATHS. 

Constable.— On July 6th, in a nursing home in London, Samuel 
Constable, L.S.A. Eng., son of the late Rev. J. Nicolson Constable, 
B.A.T.C.D., Rector of Swlnford, Co. Mayo, aged 62 years, of West 
Green, N., and Ballygl&sheen House. Clonmel, Co. Tipperary, 
deeply lamented by bis wife and family. 

Gauntlett.— On July 3rd, at Cilfynydd. Pontypridd, Owen Blnns 
Gauntlett, M.R.C.S., L.R.C.P., aged 40. 

N.B.—A fee oj 5s. is charged Jor the insertion of Notices of Births t 
Marriages , and Deaths. 


American Medical Association.— Sir James 
Mackenzie, Sir W. Arbnthnot Lane, and Colonel Herbert A. 
Bruce attended the recent annual meeting of the Association 
at Chicago as representatives of the British Government. 
Addresses on the part played by the medical profession in 
the war were given to largeaudiences at Cincinnati, Chicago, 
Toronto, Boston, and other cities. Sir Arbuthnot Lane 
delivered an address, reported m full in the Chicago Evening 
American of June 13th, on the treatment of facial injuries, 
describing the work of the Queen’s Hospital at Sidcnp. 
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Utebual $iarg far % ensuing Meek. 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 

road, W. 

Clinics each week-day at 2 P.M., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Post-Graduate Course were given in issue of June 29th.) 

NORTH-EAST LONDON POST-GRADUATK COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Out-patients ekch day at 2.30 p.m. 

THE THROAT HOSPITAL, Golden-square, W. 

Mohday, July 22nd.—5.15 p.m., Special Demonstration of Selected 

Cases. 

Thvbsday.— 5.15 p.m., Clinical Lecture. 

BRITISH ORTHOPAEDIC ASSOCIATION, at the rooms of the Medical 
Society of London, 11, Chandoe-street, W. 

Friday, July 26th.—10 a.m.. President’s Address :—Mr. E. M. Little. 
10.30 A.M., Discussion on the Indications, Technique, and End 
Results of Tendon Transplantation in Gunshot Injuries of 
Nerves (opened by Capt. T. P. McMurray). 2.15 p.m., Mr. J. J. 
Clarke : Demonstration of Special Instruments for the Open 
0}>eration for Congenital Dislocation of tlie Hip. MajorS. A. 
Smith: The Preparatory Treatment of Amputation Stumps. 
Other Short Communications by members of the Association. 
Saturday.— Discussion on the Abbott Treatment of Scoliosis 
(opened by Mr. D. M. Aitken). 

ROYAL SANITARY INSTITUTE, in the Council Chamber, Town Hall, 

Ipswich. 

Saturday. July 27th.—11 a.m.. Discussions:—Housing, from the 
Pointof View of Economy in Planning and Construction (opened 
by Sir Henry Tanner), and on the Provision of Maternity Homes 
(opened by Dr. A. M. N. Pringle). 2 p.m.. Visits to the Public 
Health Office, Sanatorium, Fever Hospital, Electricity Station 
and Destructor, Small-pox Hospital, and New Water Works. 


EDITORIAL NOTICES. 

In consequence of the pressure on our space and the shortage 
of paper , the Editor may be compelled to abbreviate oommunica- 
tionSy as an alternative to their rejection, when time does not 
allow them to be reconsidered by their authors. 

It Is most important that oommnnioations relating to the 
Editorial business of The Lancet should be addressed 
exclusively “ To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with 
the Editorial staff, ft is urgently necessary that attention 
should be given to this notice. 

Offices: 423, Strand, London, W.C. 2. 


Communications, Letters, &c., to the Editor have 
been received from— 


A. —Dr. G. R. Anderson, South- 
port ; American Red Cross Insti¬ 
tute for Crippled and Disabled 
Men. New York, Director of; : 
Mr. R. B. Atkinson, Cambridge. 

B. — British Orthopedic Associa¬ 
tion, Lond.. Hon. Sec. of ; Capt. 

G. Ball, R.A.M.C.(T.): Major 

A. S. G. Bell. R.A.M.C.; Dr. W. 
Langdon Brown. Lond.; British 
Drug Houses, Ltd., Loud.; Dr. 
N. D. Bardswell, Lond.; Rev. P. 
Brocklehurst, Gigglesw l« k ; Dr. 
W. A. Brend, Lond.; Sir J. W. 
Byres, Belfast; Mr. J. Barcroft ; 
Lieut.-Col. G. S. Buchanan, 
R.A.M.C. r 

C. —Mr. G. B. Cottrell, Lond.; Mr. 
J. Cabburn, Lond.; Mr. T. E. ! 
Couison. Templecombe; Dr. 

B. L. Collis, Lond.; Dr. J. B. 
Christopherson. Khartoum ; Dr. 

B. Chichester, Colchester; Dr. 

H. R. Carter, Lond. 

D. —Dr. H. Dutch, Lond. 

P.—Mrs. Bedford Fenwick, Loud.; 
Capt. F. Fraser, R.A.M.C. 

G. -Dr. H. J. Gauvain. Alton ; Mr. 
R. T. Glazebrook, Teddington; 
Capt. F. Goila. R.A.M.C. 

H. — Major H. Hemsted, R.A.M.C.; 
Mr. W. F. Higgins, St. Margaret’s- 
on-Thames; Hospital Sunday 
Fund ; Dr. H. Head, Lond.; 
Major W. K. Horae. R.A.M.C.; 
Prof. I. W. Hall, Bristol; Sir 
T. J. Horder, Lond. 

L— Italian vEronautieal Mission. 

J. —Mr. G. J. Johnston, Lond.; Mr. 

C. J. Jones, Lond. 

K. —Dr. H. C. Kidd, Bromsgrove. | 
L-London Fever Hospital, Sec. 

of; Dr. C. B. Lea; Mr. J. B. 
Lamb, Lond.; Dr. C. Lillingston, 
Pep]*ard Common. 

M.—Dr. N. Macleod, Shanghai; 
Mr. John D. Marshall, Lond.; 
Dr. B. McIntyre, Mitcham; Mr. j 
F. S. Miles, Hove; Mr. G. Mayall; I 


Mrs. F. McQuiban, Torquay; Dr. 
J. C. Matthews, Lond.; Capt. 
E. P. Minett, R.A.M.C.; Dr. 
H. H. Mills, Lond. 

N. — Prof. G. H. F. Nuttall, Cam¬ 
bridge ; Mr. J. O. Newman, Lond. 

O. —Dr. Isabel Ormiston, Lend.; 
Sir William Osier, Bart., Oxford. 

P. —Mr. J. Penoyre, C.B.E., Lond.; 
Capt. A. H. Priestley, R.A.M.C.; 
Dr. P. N. Panton, Lend.; Sir A. 
Pearson, Lond.; Mr. R. H. A. 
Plimrner, Lond.; Dr. O. F. 
Pedroso, Lond.; Mr A. J. Patrick. 
Lond.; Polytechnic Touring 
Association, lond. 

R.—Dr. J. L. Roux-Berger, Paris ; 
Royal Medical Benevolent Fund, 
Lond., Sec. of; Major H. M. 
Rashbrook, R.A.M.C.; Mr. J. C. 
Russell, Edinburgh; Royal Col¬ 
lege of Physicians of Ireland, 
Dublin, Registrar of; Royal Sani¬ 
tary Institute; Dr. R. J. Row lette. 
Dublin; Royal Society, Secs. of. 
8 .— Prof. W. Stirling, Manchester; 
South London Hospital for 
Women, Sec. of ; Major J. J. M. 
8haw, R.A.M.C (S.R.); Soctfte 
dc Biologie, Paris; Society of 
Aj>othecaries, Lond.; Mrs. K. 
Senter, Edinburgh. 

T. -Capt. W. J. Tulloch, R.A.M.C.; 
Mr. A. Thornton, Marlborough. 

U. —University of Aberdeen, Sec. 
of; University of Liverpool; 
University of Dublin, School of 
Phytic, Registrar of. 

V. —Mr. S. K. Vaidya, Lond. 

W. —Dr. C. II. Whiteford. Ply¬ 
mouth; Dr. F. Wyatt-Smith. 
Lond.: Dr. Neville Wood, Lond.; 
Dr. E. Ward, Paignton; Dr. 
L. D. Weatherly, Bournemouth; 
Mr. S. Webb, Lond.; Asst.-Surg. 
H. F. Warren, U.S.N.; Col. W. H. 
White, A.M.S.; Miss H. Wyldon, 
Bldeford. 


Rotes, Sftort Comments, anb Jnsfoers 
to Correspondents. 

TRIPLEX GLASS. 

To the Editor of The Lancet. 

Sir,—I n The Lancet of Jan. 12th you published a letter 
on triplex glass written by me, and I can now supplement 
the account then given with illustrations which speak for 
themselves. 

Fig. 1 shows the result of a trial which I myself made by shooting 
from a distance of 30 yards at glasses fixed on a board. The glass is 
starred and its surface broken into small pieces, but there are no 
splinters and no shot went through. The illustration show’s the glasses 
made up Into spectacles. 



Fig. 2 shows the wind-screen of a motor-car struck by nine shrapnel 
bullets from a shell which burst quite near. Only one bullet perforated 
the glass, and this did not travel beyond the hole which it made. 



Triplex glass is now being widely used for eye pro¬ 
tectors for our fighting men, but as yet its use for glasses 
designed to correct anomalies of refraction has not become 
general; indeed, it is almost confined to private practice. I 
am in the habit of advising everyone who has to wear passes 
for going about to have them made of triplex glass. The 
lenses are said to be more difficult to grind and the expense 
is greater, but the immunity from injury is quite worth 
the extra outlay. Opticians tell me that the difficulty in 
grinding is Blight, except in the case of deep curves, and, as 
I pointed out in my previous communication, this can easily 
be overcome by fixing a flat plate of triplex in front of the 
lens of ordinary glass remedying the anomaly of refraction. 
There is more difficulty when it is required to grind lenses 
on the glass of protectors. This takes an enormous amount 
of time, and can only be done by a highly skilled workman. 
But it is unnecessary. There is no difficulty whatever in 
wearing protectors over the glasses used for visual purposes, 
in the same way as a lady who wears glasses pulls her veil 
down over them. 

Difference of opinion exists as to the best colour for pro¬ 
tective spectacles in Eastern countries. 1 have tried blue, 
neutral, chlorophyll, and Stokes’s, without finding any 
difference whatever in the acuity of vision, even when the 
darkest shades were used. I have experimented on myself and 
found no difference in looking at test types or distant obiects. 
I could see just as well through coloured glasses as without, 
but darkest chlorophyll shade was the most comfortable to 
the eyes. Some attempt is being made to determine which 
is the most suitable dye to use. Would it not be better to 
find out which dye can be procured at once and in sufficient 
quantity, and to use it ? 

I am, Sir, yours faithfully, 

Charles Hiogens, F.R.C.S. 

Brook-street, W., July 13th, 1918. 
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CRIPPLES AND BEGGARS. 

The American Red Cross Institute for Crippled and 
Disabled Men calls attention to the prevalent confusion in 
the public mind between the idea of a cripple and that of a 
beggar, with resulting injury to the cause of the self- 
respecting disabled man who is regarded as a subject for 
charity rather than for trade training and employment. 
A recent report of the London Mendicity Society states that 
many thousands of pounds are squandered every year on 
street beggars in London alone, and crippled beggars seem 
also to be in evidence in New York streets, for Mr. Douglas 
C. McMurtrie, direotor of the Institute, writes 

We have seen many cripples at street corners, making public 
exhibition of their deformity or amputation and soliciting alms of 
the passers-by. The number of these beggars is Bmall in comparison to 
the great body of physically handicapped men who are usefully 
employed, but the few have vigorously advertised, have made a con¬ 
siderable impression on the susceptibilities the community, and have 
reaped a profitable harvest. A bank teller reported recently the case of 
a crippled street beggar who deposited in a savings' account, after 
paying his living expenses, 40 dollars weekly. 

Mr. McMurtrie contends that permitting the beggar cripple 
to ply his trade is a great injustice to the disabled men of 
character and independence. In several American cities 
campaigns have been inaugurated to drive the crippled 
beggar from the streets, giving him the alternative of pro¬ 
ductive employment or a stay in gaol. Such efforts, he 
thinks, should be imitated in every community as a first 
step in preparation for the return of the soldiers and sailors 
disabled in the European War. 

SECONDARY RESECTIONS OF INJURED JOINTS. 

In the Archives de AJtdecine et Pharmacie Navales for May 
and June, Staff-Surgeon G. Jean, of the French Navy, 
relates his experiences of secondary resections of injured 
joints. The patients, mostly Serbians, came to him some 
months after injury, seriously infected, having had only 

S artial or no operations done, and with persistent sinuses. 

'he resections were subperiosteal and done through the 
classical incisions. He removed the sequestra and diseased 
bone, not with gouges, but with electrically driven burrs. 
But he thinks the after-treatment as important as the opera¬ 
tions. The surgeon must do the dressings himself, must 
himself adjust and watch the plaster splint, taking care it 
is not too soon removed from a leg or too long left on an 
arm. Especially must he see that passive movement is 
begun as soon as ever it is required, and above all he must 
encourage his patients so that they shall determine to be 
cured. Results were naturally better in the upper extremity. 
Nine of 11 shoulders, 9 of 11 elbows, and all of 3 wrists were 
saved from amputation : 8 of the hip cases were lost, but 5 of 
12 knee-joints and 5 of 7 ankles made good recoveries, and 
Dr. Jean obtained good results in 16 operations on the foot. 
The cases are all reported and will repay perusal. 

THE ALBUMIN REACTION IN SPUTUM. 
Referring to the annotation on this subject in 
The Lancet of June 22nd, a correspondent calls our 
attention to the fact that since the French Navy does not 
issue microscopes to ships albumin reaction is used as their 
discrimen. The test is a good one for this purpose. It does 
not distinguish pneumonia from tubercle, but it does 
differentiate either from mere bronchitis. 

A THERMOMETER FOR THE BLIND. 

Up to the present time no thermometer has been invented 
that can be read by the tactile sense. The matter is of 
practical importance, as many blind men have entered on 
occupations in which it is necessary to know the exact 
temperature record. The Association Valentin Haiiy pour 
le Bien des Aveugles (9, rue Duroc, Paris) is therefore 
offering a prize of 1000 francs for the best apparatus 
enabling the blind to read temperatures. 

RATS AND PLAGUE. 

At a recent conference, held at Ipswich, of representatives 
of the sanitary, military, and naval authorities in East 
Suffolk Dr. G. I. T. Stewart, county medical officer of health 
stated that although the regular examination of rats had 
been discontinued owing to the circumstances of the war, an 
outbreak of plague had been anticipated by the sanitary 
authority and the Local Government Board. On behalf of the 
Board Colonel Edmund Wilkinson pointed out the need for 
systematic destruction and examination of rats throughout 
the county. An Order had been issued by the Board to this 
end, and all except two of the local authorities in the county 
were carrying out the Order. For the Sampford district it 
was pointed out that 108,000 rats had been destroyed in a 
single year, and for the Woodbridge rural district 16,000 
since last Christmas. The conference concluded by passing 
a resolution in favour of a vigorous and concerted campaign 
for the destruction of rats and the closest possible coopera¬ 
tion for this purpose between the civil, naval, and military 
authorities. * 


DELPHINIUM POISONING. 

“Delphinium poisoning” was returned as the cause of 
death by a coroner’s jury at Brentwood in the case of an inmate 
of the Essex County Asylum who died after eating part of a 
delphinium plant in the asylum airing court. It was 
stated at the inquest that owing to a fatality last year 
hollyhocks bad been removed from the grounds, but it was 
not considered that delphiniums were dangerous. 

This plant, with its tall spikes of generally pale blue 
flowers, is a common garden flower. Delphinium, or 
larkspur, as it is called, produces seeds which yield 
delphinine for destroying lice. The name of delphinium is 
derived from a fanciful resemblance of part of the flower to 
a dolphin, and the name of larkspur from the spur-shaped 
formation of calyx and petals. In popular parlance the name 
larkspur is confined to the smaller varieties. Delphinium is 
included by the Germans in their “Giftpflanzen ” or poisonous 
plants under the name of “ 8charfer Rittersporn,” besides 
being called “ louse-seed.” In The Lancet of Oct. 29th, 1887, 
a note on delphinine appeared, of which the following is an 
excerpt 

The plant yields four alkaloids, of which the chief one, delphinine, 
occurs as an amorphous powder of yellowish colour and resinous aspect, 
and having the chemical formula GaoHsiNO,}. The parts of the plant 
usually employed therapeutically are the seeds, which contain the 
great part of the active principles. The seeds have for a long time 
been employed against psoriasis and as a vermifuge. Delphinine acts 
chiefly on the nervous system, and first npon the bulb, next upon the 
sympathetic. It produces at first a functional excitation, then, by 
graduated attenuation, a diminution and complete but transient 
abolition of sensation. It is said to be preferable to aconitine, because 
it is so much less toxic. On the rmtor nerves delphinine has no action 
in physiological doses, but in toxic quantity their functions are entirely 
abolished, causing incoordination with ataxia. The alkaloid acts also 
on the heart, accelerating the cardiac movements, until finally arrest 
occurs in diastole. 

IMPROVED NOVARSENOBENZOL PREPARATIONS 
AND APPARATUS. 

We have received from Messrs. Modern Pharmacals, of 
48, Mortimer-street, London, W.l, specimens of (1) an outfit 
for the concentrated intravenous injection of novarseno- 
benzol (914), and (2) an apparatus for the intramuscular 
injection of glucarsenol, a solution of novarsenobenzol in 
glucose with stovaine and guaiacol. The former outfit 
consists of a special vial of novarsenobenzol, an ampoule 
of distilled water sterilised and deprived of air and a suction 
filter. The technique is simple and conveniently carried out 
in a few minutes in the apparatus provided. The injection 
is prepared by pouring the contents of the ampoule of water 
into the vial containing the novarsenobenzol. The solution 
is drawn into the syringe by means of a small glass tube 
containing a filter of sterile gauze which fits on the syringe. 
This outfit is known as the “ coneosan ” outfit. 

The glucarsenol is supplied in an ampoule syringe 
(“ ampsyring ”) containing a sterilised solution. Glucose, 
it is stated, furnishes a liquid of thicker consistency than 
theaqueous solution, and, though slowly, is surely absorbed. 
It is said to produce no pain, and the slowness of absorption 
diminishes the pain due to the arsenical drug, the analgesics, 
guaiacol and stovaine, assisting. In addition, glucose is a 
reducing agent, and thus to some extent protects against 
oxidation. 

FRANCO-AMERICAN SURGICAL APPLIANCES. 

We have received a brochure of 90 pages dealing with 
the apparatus manufactured by the Comitf Franco - 
AmAricain contrc les Impotences Fonctionnellcs (at 17 Rue 
Boissonade, Paris) and supplied gratuitously to the sanitary 
formations of the French Army. President of the managing 
committee is the hospital surgeon, M. Paul Reynier, who 
states in a prefatory note that 18 months after outbreak of 
war, almost all the Paris orthopedists and surgical instru¬ 
ment manufacturers having been requisitioned by the State, 
no source of supplv was available for apparatus urgently 
required in cases of contracture, nerve paralysis, resection, 
and such conditions. On referring to the American 
Ambulance at Neuilly he obtained the services as technical 
•director of Miss Grace Gassette, a Chicago artist of much 
mechanical ingenuity who had gained her experience in 
splints and bandaging at the Ambulance. Mrs. John F. 
Bass and Mr. E. Norman Scott, of Chicago, cooperated in 
finance and administration with the result that the pro¬ 
duction of surgical appliances on a large scale was rapidly 
brought to a high degree of efficiency. In the brochure 
Medecin Aide-Major G. Houzel describes the apparatus with 
abundant illustrations. Many of the splints are of familiar 
type, but the whole brochure forms an admirable survey of 
the field, and will well repay study by surgeons who have to 
deal with injured limbs and the correction of deformities. 
All the types of apparatus provided by the Comity are 
stated to be deposes or brevetCs. 


R. B. . 1 . appears to have been misinformed. 
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Gentlemen, —I appreciate very highly your kindness in 
asking me through Lieutenant N. Morris to give an address 
at one of your medical meetings, and let me take this oppor¬ 
tunity to express to you my indebtedness for the hospitality 
and kindly welcome you have always given me on my 
Saturday visits. The choice of a suitable subject has been 
difficult because I wished to select one which would be of 
interest to representatives of each of the three great depart¬ 
ments into which this large hospital is divided — viz., mental, 
medical, and surgical. It occurred to me that many of the 
so-called functional neuroses and also the reflex nervous dis¬ 
orders caused by injury have been observed by all of us, and 
that therefore it might be of interest to review our know¬ 
ledge regarding at least some of them. These disorders, 
which have been very prevalent during the present war, were 
previously well known to us in civil practice ; the difference 
is one of frequency rather than of kind. 

The symptoms of the neuroses are : mental confusion, 
stupor, headache, irritability, loss of memory, insomnia, 
nightmares, hallucinations, obsessions, disorders of the 
special senses, disorders of speech, disorders of motor 
functions (such as tremors, convulsions, contractures, and 
paralysis), and disorders of sensation. 

“Functional” and “Organic” Nervous Disorders. 

At the outset let me say a word as to the difficulty of 
giving any precise definition of the terms “functional ” and 
“organic.” 1 These are commonly used in a pathological 
sense, being understood to imply the presence or the absence 
of some definite visible changes in nerve-tissue. But 
visibility is a relative term, it depends on our eyesight and 
the powers of our microscopes, and to some extent on staining 
reagents. Oar methods of investigating nerve tissue are not 
infallible, and we must admit the possibility that even an 
emotion such as fear may produce minute changes in some 
of the cortical neurons. 

If on grounds of convenience the terms “functional” and 
“ organic ” are retained, two points should be clearly 
recognised—(1) the term “functional” ought to mean not 
the absence of morbid changes but only the absence of 
detectable changes; and (2) it ought not to be taken for 
granted that a disorder which has no known structural 
changes will run a more favourable course than one in which 
such changes are apparent. The lesions underlying paralysis 
agitans, epilepsy, and dementia prrecox are unknown to us, 
yet we can scarcely regard these diseases as curable. Death 
may result from a profound chemical disturbance of the 
atoms and molecules of nerve tissue which leaves no visible 
trace, and between such changes and those which are 
conspicuous there must be every gradation both in size and 
nature. 

Buch gradations are well illustrated by the results of a 
study of " war neuroses.” These neuroses may be produced 
in at least three ways: (1) by the breathing of poisonous 
gases, especially carbon monoxide ; (2) by concussion of the 
central nervous system the result of aerial compression 
caused by the explosion of a shell; and (3) by emotional 
disturbance. Frequently the neurosis is the result of a 
combination of these agents. 

Poisonous Gases. 

First, with regard to carbon monoxide, Colonel F. W. 
Mott* lias pointed out that if a man is buried under sand¬ 
bags in a heavily shelled trench or dug-out, or if for any 
other reason he is confined in a small space in which the 
gas produced by an explosion collects, he will be rendered 
'inconscious if he is not already unconscious as a result of 
ooncussion. In two fatal cases Mott found miliary puncti- 
form haemorrhages in the white matter of the brain, the 
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result of inflammatory stasis and thrombosis of small arteries. 
If consciousness is regained the man appears dazed and 
stupid and may suffer for a long time from headache, loss 
of memory, mental confusion, disturbances of speech, and 
tremors. 

Concussion of the Brain or Commotio Cerebri. 

Apart from injuries received from fragments of a shell or 
from impact of the body against the ground or other solid 
substance, mere proximity to an exploding shell may be 
sufficient to cause detectable changes in the central nervous 
system. 

In some cases the changes are severe enough to cause 
instantaneous death, probably owing to sudden arrest of the 
vital centres in the medulla from the enormous aerial com¬ 
pression ; the force generated by 17-inch shells has been 
estimated as equal to 10 tons to the square yard. In other 
cases the changes are less severe and the man survives, but 
is subject to various symptoms indicating disorder of the 
nervous system. In many cases of shell shock the cerebro¬ 
spinal fluid withdrawn by lumbar puncture shortly after the 
shell explosion has shown increased pressure and has been 
found to contain evidence of the presence of blood, indicating 
that haemorrhage had occurred. 

Recently Mott s has published a report of the examination 
of the brains in two cases of death from commotio cerebri 
without visible external injury and without the punctate 
haemorrhages indicative of gas poisoning. His description 
serves to explain sudden death in shell shock as well as the 
clinical symptoms which persist for some time in non-fatal 
cases. 

One of his cases was that of a captain who for six months prior to 
his fatal attack had'suffered from much nervousness, which, however, 
he had kept under control. Later he was in an area which was sub¬ 
jected to an Intense bombardment during which no gas shells were 
used; this lasted about four hours. On the following day six shells 
came over. He was not buried or gassed. One shell burst about two 
feet behind him. His symptoms were coarse tremors of the limbs, 
inability to walk or to do anything, together with crying and other 
hysterical manifestations. On the evening of the same day he was 
admitted to the field ambulance In a state of acute mania. He was 
quieted with morphine and chloroform and slept all night. The next 

morning he woke up apparently well and suddenly died. 

The brain was extremely congested and there were a number of 
minute punotlform haemorrhages at the terminations of the smallest 
vessels on the surface of tbe brain, but there were no intracerebral 
haemorrhages. The cerebro-spinal fluid was blood-tinged. On micro¬ 
scopical examination minute scattered 9ubplal hasmorrhages were 
found almost everywhere. In the while matter of the oorpua 
callosum, the internal capsule, the pons, and medulla there were 
congested vessels and haemorrhage into their sheaths with occasionally 
extravasations of blood corpuscles Into the adjacent tissue. The cells 
of the central nervous system showed early chromatolytic changes. 

From a study of these changes Mott assumes that the 
cells of this man were in a state of commencing nerve 
exhaustion ; some nuclei of the cells were more markedly 
affected than others — for example, the cells of the vago- 
accessorius nucleus. Mott correlates the maniacal excite¬ 
ment during life with the marked venous congestion of the 
cortex and the subpial haemorrhages ; the sudden death with 
the changes in the vago-accessorius nucleus, and the con¬ 
gested state of the medulla with haemorrhage into the sheath 
of a vessel in the median raphe of the medulla. He thinks 
that the cerebral anaemia which was present and the 
chromatolytic changes in the nerve cells may explain many 
of the symptoms of sufferers with true shell shock — namely, 
headache, giddiness, insomnia, stupor, mental confusion, 
and terrifying dreams—symptoms which are so common in 
recent cases. 

The group of symptoms is similar to that which we have 
all observed in civil practice from concussion of the brain as 
a result of blows or falls on the head. In both cases there 
is a contused condition of the cerebral cortex. In many 
respects the symptoms resemble those of severe non-traumatic 
neurasthenia. 4 But I think that certain differences may be 
observed. Instead of an uncontrollable tendency to discuss 
their symptoms in detail, sufferers from a bruised brain 
are dull and apathetic and show a tendency to drowsiness 
and stupor rather than to insomnia. The neurasthenic is 
able to commence work and to do it accurately for a time, 
but he soon tires, he lacks concentration, and exhibits 
indecision in all his actions. But the patient with a bruised 
brain is unfit to follow any employment; he is too apathetic, 
as a rule, to show signs of worry or anxiety, and when his 
cortical lesion is severe and extensive apathy may be asso¬ 
ciated with profound loss of memory and other signs of 
mental deterioration. 


D 
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Emotional Disturbance. 

Thirdly, as to the effects of emotional disturbance apart 
from those of concussion or of the inhalation of poisonous 
gases. It is difficult for those of us who live quietly at home 
to visualise fully the terrifying conditions under which our 
comrades live at the front. When we think of the physical 
and mental strain of life in the trenches, of the shocks to 
the nervous system from the detonation of high explosives, 
together with the terror caused by the horrible sights of 
death and mutilation around, we are not surprised to find 
that the strongest nervous system may be exhausted or even 
shattered. How much greater and more frequent must be 
the effects of such terrifying surroundings on soldiers whose 
nervous systems, in consequence either of some previous 
illness or injury, or of an inborn neuropathic or psychopathic 
taint, offer less than normal resistance to emotional stress. 
As Hubert Norman 5 remarks: 4 ‘ The exciting factor is im¬ 
portant, but still more important is the condition of the 
organism upon which it acts.” 

In this class of neuroses and psychoses the most careful 
examination of the patient, both soon after his breakdown 
and later at a base hospital, reveals no evidence of organic 
disease of the nervous system. It is, however, scarcely 
conceivable that great emotions should not produce some 
bodily change; recent experimental work, indeed, shows that 
definite changes do occur. 

Effect on Sympathetic Nervous System. 

The surface manifestations of pain and of great emotions, 
such as fear and horror, are well known to us. For example, 
“ the contraction of blood vessels with resulting pallor, the 
pouring out of 4 cold sweat,’ the arrest of saliva so that the 
tongue cleaves to the roof of the mouth, the dilation of the 
pupils, the rising of the hairs, the rapid beating of the 
heart, the hurried respiration, and the trembling and 
twitching of the muscles, especially those about the lips.” 

But, as shown by the researches of Walter Cannon 6 and 
others, states of intense feeling are attended by disturbances 
not only in the superficial structures but also in deep-lying 
organs. These disturbances are similar to those brought 
abjut by great muscular exertion, and depend on nervous 
impulses to the sympathetic nervous system. Some of these 
impulses passing along the splanchnic nerves to the supra¬ 
renal glands lead to a pouring out of adrenalin into the 
circulating blood, which powerfully reinforces the action of 
the sympathetic nerves. 

The result is that the vessels to the abdominal viscera are 
constricted, the blood pressure is raised, and the blood is 
driven from the abdominal viscera to the heart, lungs, brain, 
and skeletal muscles. Another effect of adrenalin is to 
transform the glycogen in the liver into sugar, which 
circulating in the blood gives renewed strength to the 
muscles. Moreover, adrenalin brings about a rapid recovery 
of muscle after its irritability has been lowered by fatigue, 
and it tends to neutralise or destroy the toxic substances 
produced by muscular or nervous work. During strenuous 
muscular action, especially if associated with emotional 
excitement, the respirations become rapid and forced in 
order to draw in more oxygen and to get rid of the excess of 
carbon dioxide. This ventilation of the lungs is much aided 
by the action of adrenalin in relaxing the smooth muscles of 
the smaller bronchial tubes. 

In these various ways, then, muscular action is rendered 
more efficient by the changes in theviscera brought about by 
emotion. The shifting of blood from the abdominal organs 
to the organs immediately essential to muscular exertion — 
namely, the lungs, heart, and central nervous system — the 
increased vigour of the heart, the quick abolition of the 
effects of muscular fatigue, the mobilising of energy-giving 
sugar in the circulation, all help to render the organism more 
effective in the violent display of energy which fear or rage 
or pain may involve. Reservoirs of power are called forth 
which enable a man to perform feats of strength and 
endurance far beyond his normal capacity. 

If the various energising substances — adrenalin, sugar, 
and probably also thyroid secretion — the products either of 
fear or of the fury and excitement of battle, are not worked 
off by muscular action it is conceivable that their presence 
in excess in the blood may lead to pathological effects; in 
other words, the cessation of physical exertion while strong 
emotions are dominant may be followed by a disordered 
action of both mind and body, which later, as when the 
soldier reaches a base hospital, is expressed by tremors, 


by tachycardia, by starting at the slightest noise, and by 
terrifying dreams of the horrors he has witnessed. 

In severe cases the continued over-action of the supra¬ 
renal, and probably also of the thyroid glands, may produce 
a clinical picture similar to that of Graves' disease. Some¬ 
times sugar is present in the urine. There is, indeed, 
clinical evidence that occasionally glycosuria and even 
diabetes may be originated by emotional disturbance. 
Schultze believes that the amount of glycosuria depends on 
the degree of mental depression, and that the greatest 
excretion of sugar occurs in the fear-psychoses. 

Psyohio Effect. 

Now, the effects of emotional shock can scarcely be limited 
to the changes which, as we have seen, appear to be due to 
stimulation of the sympathetic nervous system. Surely, they 
must also produce some change in the neurons of the central 
nervous system. The exact nature of such change is unknown 
to us, and is not likely to be revealed by a microscopical 
examination of dead neuronic tissue. It is only by researches 
on the living neuron that we can expect to obtain any satis¬ 
factory knowledge. 

Crile 7 has demonstrated by laboratory experiments that 
“in an animal driven strongly by emotion” there is a 
“mobilisation of the energy-giving compound in the brain 
cells, evidenced by a primary increase of the Nissl substance 
and a later disappearance of this substance and the deteriora¬ 
tion of the cells.” He says that the cell-changes due to the 
emotions are 44 so similar, and in extreme conditions approach 
so closely to the changes produced by disease, that it is 
impossible to say where the normal ceases and the abnormal 
begins.” We have also to consider the association and 
dissociation of neurons which may occur, and which may 
be due to attraction and retraction of their dendrons. How, 
then, can we divide cases clinically into functional and 
organic ? 

In a consideration of the various agents that may 
originate and maintain a neurosis one factor—namely, 
repression—must not be overlooked. Fear must affect every 
soldier at some time or other during his life at the front. 
With many men, especially those who are highly strung, the 
fear of being afraid is always before them—the fear that 
they may fail at the critical moment to do what is required 
of them. (An interesting case is related by Professor 
G. Elliot Smith *) The almost incessant efforts to repress 
such fear must have an injurious effect on the mental and 
bodily functions and tend to prepare the way for a nervous 
breakdown. 

The result of repression of the emotions is often seen in 
men under treatment in home hospitals. The voluntary 
process of an attempt to remove painful memories and 
thoughts out of the field of attention, instead of being 
beneficial, may take an active part in accentuating the 
mental distress, in maintaining the neurosis, and also in the 
development of new symptoms. In some patients there is 
an attempt to banish from the mind feelings of shame due 
to their having broken down ; in others grave apprehensions 
about fitness for further service, which are repressed owing to 
the idea that such thoughts are equivalent to cowardice, or 
might be so interpreted by otheis. 

Rivers • points out that the advice usually given to such 
patients is that they should try to banish all thoughts of war 
from their minds, and they are instructed to try to think of 
other things such as beautiful scenery and other pleasant 
aspects of existence. Now, although there is much sound¬ 
ness in this policy, and althoagh no one would advise the 
patient to concentrate his thoughts on painful memories or 
brood upon feelings of regret and shame, much harm may be 
done by an attempt to banish them wholly from the mind. 

If in place of thrusting aside such distressing thoughts the 
patient faces them boldly and talks openly with his doctor 
about them his general health is much more likely to 
improve, his power of sleeping to be increased, and his sleep 
to be less disturbed by terrifying dreams of warfare. 

But for further discussion of this important subject and 
for records of suggestive cases I must refer you to Rivers’ 
very interesting and valuable paper. 

Hysteria. 

Hitherto we have been mainly dealing with what I may 
call the pathogenesis of war neuroses. Now we may ask 
regarding the symptoms which we observe, Can they all 
be adequately explained by such bodily changes as I have 
mentioned ; or have we to introduce other factors, especially 
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that subtle psychical condition which we call Hysteria ? The 
subject of hysteria is very complex, and there are many 
views regarding the nature of this disorder. One of the 
most important is that of Babinski, who regards hysteria as 
essentially a matter of suggestion. He defines it as a 
pathological state manifested by symptoms which it is 
possible to reproduce exactly by suggestion in certain subjects, 
and which can be made to disappear by the influence of 
persuasion or counter-suggestion alone. 

All the facts bearing on the development of hysteria have 
been admirably discussed by Babinski and Froment . 10 They 
review their own observations during peace and war, as well 
as the accounts given by trained observers who were present 
at times of great emotional stress, such as earthquakes, 
railway accidents, shipwrecks, and heavy bombardments at 
the front. They conclude— 

•* That emotloQ alone, however Intense It may be, does net produce 
hysterical disorders, and although emotions may prepare the mind to 
submit to suggestion, they nevertheless exclude suggestion for the 
time being, and when they are intense they prevent the development 
of hysterical disorders or even ciuse them to disappear. When the 
human soul is shaken by a profound emotion there is no room left in 
it for hysteria." 

One account which they quote is by Clunet, who was 
travelling on the transport La Provence at the time when she 

was torpedoed:— 

Clunet saw no hysterical symptoms during the 17 minutes which 
elapsed before the boat sank, nor during the 18 hours he spent on a 
raft. There were manifestations of extreme emotion in the boat and of 
physical suffering on the raft, but It was not until they were picked up 
by a destroyer that some of the men showed paralysis, mutism, and 
other hysterical symptoms, all of which Clunet cured within a few 
hours by vigorous counter-suggestion, with such success that no relapse 
occurred during the eight following days whilst they remained under 
observation. 

Similarly, real hysterical manifestations are rarely met 
with at the front. Emotional symptoms are common enough, 
men reaching the aid-posts weeping and tremulous, with 
rapid pulse and respiration. It is only at the base and in 
home hospitals that hysterical symptoms are common, the 
reason being that there has been time for suggestions to enter 
the mind during its recovery from a state of confusion. The 
particular symptoms that develop —whether paralysis, anaes¬ 
thesia, mutism, or deafness—depend on the mental impres¬ 
sions received by the patient in consequence either of some 
morbid sensation of his own or of some circumstance attending 
the method of examination by his doctor. 

The old conception of hysteria as held by Charcot and his 
contemporaries was very wide, and included a large number 
of disorders which are now known to have a different patho¬ 
logy. Babinski has done good service by trying to narrow 
this conception, and without attempting to discuss his theory 
of suggestion it will be useful to consider whether certain 
manifestations of these war neuroses which are still often 
regarded as hysterical may not be explained by physical 
rather than by psychical agency. 

Reflex Nervous Disorders. 

I will limit my remarks to certain contractures and 
paralyses which develop after injury and which in their 
character, distribution, and associations present a close 
resemblance to the condition known as arthritic muscular 
atrophy. The fact that inflammation of a joint is almost 
invariably attended by rapid wasting of the muscles that 
cover the joint was first described by John Hunter. 
He recognised also that the atrophy is not the result of 
default of movement, for he says when the other limb is 
examined it is seen that the muscles there have preserved 
their volume, although they have not been more moved than 
the muscles of the diseased limb. He also noted that the 
muscles were sometimes paralysed, even when they were not 
atrophied. 

Ollivier in 1869 was the first, I believe, to suggest the 
reflex nature of the phenomenon. Subsequently many theses 
and articles were published, including one by Charcot, who 
describes the condition with his usual lucidity and dramatic 
force. About 30 years ago I was much interested in this 
subject and in a published paper reviewed our knowledge 
concerning it. 11 Let me give a simple example. 

A man Injures his knee ; it become? painful and swollen ; in a short 
time the muscles of the affected limb become weak and wasted, but 
both weakness and wasting are most marked in the quadriceps 
extensor. A measurement taken a week after the injury may show 
a difference of an inch between the girths of the thighs. The knee-jerk 
is exaggerated, and sometimes also on the unaffected side. 

Other examples are: the wasting of the interossei and the muscles of 
the forearms in rheumatoid arthritis of the hands, of the deltoid in 
injuries of the shoulders, of the glutei in hip disease, and so on. 


In explanation of these symptoms no better hypothesis 
than that of Charcot has yet been advanced — namely, that 
the nutrition of the motor cells in the spinal cord is 
damaged in a reflex manner, morbid influences being con¬ 
veyed to them by the joint-nerves, and that their derangement 
or torpor determines the changes in the muscles. That the 
process is reflex was indeed shown by Raymond, who 
found that a previous division of the posterior spinal roots 
prevented the wasting of the muscles. In some cases the 
atrophy is persistent, and may spread to othpr muscles 
of the limb. I have seen cases which suggest that occasion¬ 
ally progressive muscular atrophy may be initiated in this 
way. 

Now, curiously enough, these reflex nervous disorders, 
which may follow not only joint affections but also slight 
wounds to a limb or its injury by frostbite or in other wajs, 
have been overlooked or discredited, and in many modern 
text-books on medicine there is little or no reference to 
them. The discredit into which the old views had fallen is 
largely due to the exaggerated development of the idea of 
hystero-traumatism — that is, to attribute to hysteria almost 
all the nervous disorders following traumatism and not due 
to a definite lesion of the nervous system. In their book 
Babinski and Froment have published important observa¬ 
tions on these reflex neuroses and have given a full descrip¬ 
tion of the atrophic paralysis and spasms which occur, and 
also of the other symptoms that may be associated with 
them — namely, increased excitability and slow contraction 
of muscles on mechanical stimulation, disturbances of sensa¬ 
tion, of temperature, and of vaso-motor control as shown by 
coldness and cyanosis of the affected part, and, lastly, 
trophic changes in the bones and skin. 

Several instances of these reflex disorders have come under 
my care during the present war. In Babinski and Froment s 
book will be found a number of completely new observations, 
as well as a discussion of the diagnosis of these disorders 
from other paralyses and contractures, whether they be of 
hysterical or of organic origin. 

Conclusion. 

In conclusion, I would emphasise the importance of 
recognising the gradual transitions that occur, both as 
regards symptoms and pathology, between emotional dis¬ 
orders and serious disease of the central nervous system. 
Think only of a convulsive seizure. Can the most experi¬ 
enced neurologist who watches it closely always tell whether 
it is due to malingering, to hysteria, or to epilepsy ? 

I would also draw attention to the similarity in symptoms 
that may be sometimes observed in functional and organic 
diseases. Cases of concussion of the central nervous system 
from shell explosion have been described which presented 
the symptoms of disseminated sclerosis, of cerebellar disease, 
or of general paralysis of the insane. Major Eager of this 
hospital, who has had such a large experience of mental 
disease, has told me that he is much impressed with the 
striking resemblance between the symptoms of some cases of 
shell shock and those of general paralysis. This suggests 
that similar groups of cortical cells are deranged in the two 
diseases ; in the one by a specific poison which ultimately 
will lead to their complete destruction, in the other by the 
results of concussion or of profound emotional disturbance 
the effects of which may be expected entirely to pass away. 

Lastly, we must remember the frequency with which 
hysterical manifestations may be grafted on to a basis of 
organic disease, and therefore the importance of making a 
thorough examination of every case which appears to be 
hysterical, in order that no sign of structural change may 
escape our notice. n 
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GUNSHOT WOUNDS OF THE PERIPHERAL 
NERVES. 

Br C. NOON, F.R.C.S. Eng., 

TEMPORARY MAJOR, R.A.M.C. J OFFICER IX CHARGE OF THE SURGICAL 
DIVISION OF THE NORFOLK WAR HOSPITAL. 

Between June, 1915, and March, 1918, 364 cases of 
injuries of the peripheral nerves have been admitted to the 
surgical division of the Norfolk War Hospital. 250 cases 
have come under my observation, and of these 102 cases 
have required operative treatment. 

Pre-operative and Post-operative Treatment. 

The operative treatment in these cases should be looked 
upon merely as an incident in the treatment of the case. 
The most skilfully performed operation on an injured nerve 
is doomed to failure, and can accomplish little if the pre- 
operative and post-operative treatment is insufficient or 
neglected. The treatment in these cases should extend over 
a period of many months. The results can only be good 
when treatment is commenced early, and is conducted with 
great perseverance both on the part of the patient and on 
the part of those who are responsible for his treatment. It 
is often difficult or impossible in these cases to prevent 
complications and trophic lesions making their appearance, 
but if no attempt be made to prevent and overcome these 
conditions irreparable damage will supervene, damage which 
no amount of surgery can be expected to correct. It is most 
essential to try to make the patient realise the importance 
of treatment, and to make him understand how much he can 
do for himself to promote his recovery. 

The treatment can be considered under the following 
headings 

1. Postural treatment. 

2. Electro-therapeutic treatment, including electric treat¬ 
ment, massage, and exercises. 

Much has been written with regard to the positions which 
should be maintained after a patient has suffered a lesion of 
a peripheral nerve, but it must not be considered that Every¬ 
thing has been done when the patient’s hand or leg has 
been fixed in the orthodox position by some splint. It often 
happens that these cases are complicated by some injury to 
the bones of the limb. A splint is applied, fixing the whole 
limb. Of the many inventions for the treatment of fractures, 
and especially those complicated by nerve lesions, all are bad 
which hinder the easy movement of the phalanges of the 
thumb and fingers. If the hand or the foot is left fixed 
in any one position for long periods and passive movements 
are not frequently performed, disaster is certain to follow. 
It is quite as important to remove a splint often as it is to 
apply it at all. 

The nutrition of the muscles must be preserved as much 
as possible by massage and electrical treatment. Vaso¬ 
motor lesions are of common occurrence in these cases, and 
it is often noticed that the limb affected is cold and clammy. 
It is most important to keep these limbs warm ; especially is 
warmth important when electrical stimulation is being used 
as a inefhod of treatment. It is futile to apply electrical 
stimulation to cold and blue extremities. The limb should 
previously be wrapped in warm cotton-wool, or immersed in 
hot water for a few minutes. 

Joints must be prevented from getting stiff by passive 
movements, which should have been begun as early as 
possible. Oases of stiff joints will often be much benefited 
by hot-air baths. 

The condition of the skin itself must not be neglected, 
but must be suitably protected from any injury. In short, 
every tissue innervated by the injured nerve must have due 
consideration and treatment. Treatment should be regular 
and continuous. If operative treatment becomes necessary 
massage should again start as soon as possible, and in the 
upper extremity every attempt should be made to prevent 
stiffness and contraction of the hand and fingers occurring. 

A position of relaxation should be maintained in all 
norve injuries. 

In median nerve injuries the muscles supplied by the nerve 
are relaxed when the fingers and hand are flexed, and the 
thumb abducted and flexed, the arm being slightly rotated. 
Good results in this hospital have been obtained in cases of 
/simple uncomplicated lesions of the median nerve without 
the application of splints. 

In ulnar nerve injuries the muscles supplied by the nerve 
are relaxed, when the fingers are spread apart; the first 
phalanges flexed, the second and third extended, and the 
thumb abducted. Every attempt has been made to prevent 
contraction, and to maintain a position of relaxation in 
lesions of the ulnar nerve, by means of splints and 
appliancess, but more success has been obtained by massage 
and passive movements than has been obtained by methods 
of fixation. 

In lesions of the musculo-spiral nerve, by means of a 

Jones’s “ cock-up ” splint, or some modification of it, the 
hand is hyper-extended, the thumb abducted, and the arm 
put in a position of supination, so relieving the extensor 
muscles of all strain. Operations on the musculo-spiral 
nerve are doomed to failure if the paralysed muscles are 
allowed to become over-stretched and lengthened by 
allowing the wrist to be in the flexed position of “drop” 
wrist. If the wrist is kept in good position injuries of the 
musculo-spiral nerve are among the most favourable for 
treatment. 

It is useful before leaving the question of massage, 
electrical and postural treatment, to answer the question : 

What can these methods of treatment do for a patient who 
has suffered a nerve lesion, and how long should such treat¬ 
ment be continued ? Massage, electrical, and postural 
treatment can prevent joints becoming stiff. It can prevent 
muscular contraction to some degrees, and it can maintain 
the tone of the muscles ; in other words, it can enable the 
parts to be kept in the most favourable condition for the 
resumption of their functions. 

It can do little in late and neglected cases. One often 
sees hopelessly contracted limbs with paralytic deformities, 
and with muscles the seat of degenerated changes, sent to 
the massage and electrical department as a last resource. 

These cases should have been sent to this department for the 
prevention of these calamities, not for their relief, for the 
best massage and electrical treatment is often almost a waste 
of time in these cases. 

It is difficult to lay down any definite rules and say how 
long treatment should be continued. Most cases show some 
improvement within six months. Massage and electrical 
treatment should be continued for at least six months after 
the operation on a nerve has been performed. It is unlikely 
that treatment for more than a year will give rise to much 
improvement. 

Operation. 

The operative procedure may be considered under the 
following headings: — 

1. Skin incision. 

2. Isolation of nerve trunk above and below site of lesion. 

3. Freeing of nerve at actual site of lesion. 

4. Passing the sutures and exact co-aptation of ends of 
divided nerve. 

5. Formation of a sheath at site of lesion. 

6. Suture of deep fascia and closure of wound. 

An operation having been decided upon, it should be per¬ 
formed under general anaesthetic. The whole arm or leg to 
be operated upon should have been previously prepared with 
the utmost care, any lesion of the skin being an absolute 
contra-indication to the operation. It is a great advantage 
to have a third assistant, whose only duty it is to control the 
position of the arm or leg and hold it in any desired position. 

This is especially advantageous when operating upon such 
nerves as the musculo-spiral. The operation is best per¬ 
formed without the application of an Esmarch bandage. 

Any hemorrhage which may occur is easily controlled by the 
application of forceps, and the wound, when closed, i 9 left 
dry, there being much less risk of the development of any 
hematoma, a very undesirable complication. 

The skin incision should be of ample length ; for instance, 
in operating on the ulnar nerve in the forearm it is best to 
make an incision from just below the elbow to just above the 
wrist; the skin having been divided its edges are protected 
by thin rubber sheeting or gauze attached by means of clips. 

If possible the skin incision should be planned so that it 
avoids the old scar or the scar should be excised. Excision 
or freeing the scar should always be practised wherever 
possible, the deep fascia is next divided, and any bleeding 
points controlled. 

The nerve trunk is sought above and below the point of 
severance, and it is traced downwards and upwards to the 
lesion. In doing this the tissue surrounding the nerve should 
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be dissected away from the nerve, and the nerve itself should 
be handled as little as possible. On exposure of the injured 
part of the nerve a bridge of fibrous tissue is usually found 
joining the ends together ; it is best to dissect this quite free 
before attempting to determine whether the nsrve has been 
divided or not, so that when the nerve has been completely 
freed its continuity has not been divided during the operation. 
The fibrous tissue is then dissected off the nerve, and a 
decision arrived at as to the pathological condition present. 
When the conclusion is arrived at that the nerve has suffered 
anatomical division, and its ends are only joined by a fibrous 
band, one very fine silk suture is passed vertically through 
healthy parts of the upper and lower ends of the nerve to be 
joined. This suture is a great aid iD maintaining the exact 
co-aptation of the nerve, when suturing it after removal of 
the intermediate fibrous tissue. Different bundles of the 
nerve have different functions, so it is most important to 
bring the corresponding bundles together in the suturing. 
The nerve at the site of the suture should be handled as little 
as possible. 

After the primary suture has been inserted, the supposed 
fibrous band is divided, and sections are cut from its distal 
and proximal ends until nerve fibres are seen. The primary 
suture is then tied, bringing the ends of the nerve into exact 
apposition ; a series of sutures unite the nerve-sheath. It 
is most important to avoid tension. 

I use the finest silk and the finest needles for suturing the 
ends of divided nerves. Catgut is the material usually 
recommended. It appears to me that the exactness and 
security of the junction are more important than the suture 
material used to perform and make it. 

The necessity of the formation of a sheath at the site of 
junction has next to be considered. The nerve after suture 
should be placed in a bed of healthy tissue; if this can be 
done it will not be necessary to surround it with any foreign 
tissue. 

Much ha 6 been written with regard to the surrounding of 
sutured nerves with some material supposed to have pro¬ 
tective virtues—a piece of fat, a piece of vein, Cargile mem¬ 
brane, a piece of peritoneum from a hernial sac, have all 
been recommended. A piece of fat of moderate thickness 
cut from the patient’s own thigh, and loosely sutured round 
the nerve so as to protect the site of suture, makes an ideal 
covering and bed when much scar tissue is present. 

If the operation is done aseptically the procedure has 
everything to recommend it. It is advised by many surgeons 
and condemned by others, but the researches of Bittorf 
appear to prove that it is a sound and scientific procedure. 
It is doubtful if the aseptic introduction of a piece of the 
patient’s own fat can ever be harmful; it is almost certain 
that it is often of great service. 

On completion of the suture any bleeding points are care¬ 
fully tied with catgut and the wound thoroughly irrigated 
with warm saline solution. The deep fascia is carefully 
sutured with catgut and the wound closed without drainage. 
The arm or leg is then carefully bandaged. The limb should 
be placed in the best position to relieve the nerve from 
tension, and it should be fixed in such a position by splints 
and bandages. Massage for the hand should be started two 
or three days after the operation. 

Complications. 

The chief complications met with in this series of cases 

have been :— 

1. Those due to septic infection of the wounds, extensive 
destruction of the soft parts, and severe injuries to the 

bones. 

2 . Extensive destruction to the nerve, resulting in a gap in 
its continuity, making end-to-end suture impossible. 

1. Drainage and rest for the inflamed parts have been 
relied on chiefly to overcome the septic complications. With 
thorough drainage the wounds have usually healed well and 
given rise to little trouble. In a certain number of cases of 
severe infection, associated with marked swelling and oedema 
of the limb, it has occasionally happened that owing to the 
pain it has been impossible to prevent some stiffness of the 
fingers, due probably to the inflammation spreading to the 
tendon sheath. In such cases, after all the signs of in¬ 
flammation have disappeared, it will be found that much 
benefit will be derived from gentle but firm movements of 
the parts under an anaesthetic. 


In cases associated with compound fractures very careful 
treatment is necessary if necrosis with the development of 
a persistent sinus is to be avoided, which may delay the 
suture of the nerve for many months. These cases should 
be thoroughly drained at the earliest possible date, and all 
loose pieces of bone which have not firm attachment to 
periosteum removed. A healed wound must be obtained at 
the earliest possible time in cases of compound fracture, 
complicated by nerve lesions. Carrel-Dakin treatment or 
continuous irrigation should be used as a method of treatment 
when necessary. 

2. Extensive destruction of the nerve, resulting in a gap in 
its continuity, making end-to-end suture impossible. 

End-to-end suture is the operation of choice. It should be 
done whenever possible, It will usually be found possible to 
perform end-to-end suture after considerable pieces of nerve 
have been destroyed, if sufficient attention be paid to the 
following points: — 

(1) The incision should be of ample length, so that the 
nerve may be separated from the surrounding structure, both 
above and below the lesion. (2) In lesions of the ulnar 
nerve it can be displaced in front of the internal condyle of 
the humerus. (3) During and after the operation the 
position of the limb should be put in that of maximum 
relaxation, so that all tension is taken off the nerve. 

When it has been found impossible to perform end-to-end 
suture a variety of procedures have been attempted and 
advised, but it would appear that up to the present time 
authorities have not been able to determine the values of 
these operations, but from various writings it would seem 
that their value is not great, and that for a few successes 
there are many failures. Some of the procedures would, on 
general principles, seem quite useless. The operation for 
uniting the ends of nerves by cutting flaps has been con¬ 
demned as useless, but I have observed this method is 
sometimes followed by success. 

Under certain circumstances nerve suture may be replaced 
or supplemented by tendon transplantation—namely : ( 1 ) 
when nerve suture is impossible ; ( 2 ) when the functional 
result attained by nerve suture is unsatisfactory. The most 
favourable cases in which to prepare tendon transplantation 
are those of injury to the musculo-spiral and posterior inter¬ 
osseous nerves. The transplantation of the tendon of the 
flexor carpi radialis through and into the tendons of the 
extensor longus pollicis, the extensor brevis pollicis, and the 
extensors of the fingers, is an operation followed by such 
good results that it should always be done in cases when it 
is considered likely that the musculo-spiral nerve will not 
recover. 11 Complete restoration of function may be expected 
in four weeks—an enormous saving of time compared with 
the year which must elapse before recovery after nerve 
suture ” (Murphy). 

Conclusions. 

From a study of these cases the following are the con¬ 
clusions arrived at:— 

1. That the diagnosis of an injury to a peripheral nerve 
ought to be made at the earliest possible time. 

2. Successful recovery depends upon early, correct, and 
continuous treatment. 

3. Primary suture should be considered and practised 
whenever possible. 

4. That there should be no unnecessary delay in exploring 
a nerve if there is aufficient evidence that it has received 
some injury resulting in a macroscopic pathological lesion. 

5. It is almost certain that some macroscopical lesion is 
present in cases which show no signs of recovery after four 
months’ treatment. 

6 . That operations on injured nerves should only be done 
in well-equipped general hospitals, and by those surgeons 
who have ample experience of such cases. 

7. That sufficient attention is not usually paid to the 
early pre-operative and post operative treatment, and that 
paralytic deformities and shortened muscles are often the 
result of ignorance and neglect. 

8 . That the extreme gravity of an injury to a peripheral 
nerve is not sufficiently realised by the general profession. 

I wish to acknowledge my indebtedness and appreciation 
to Colonel T. H. Openshaw, consulting surgeon to the 
Eastern Command, for his advice in some of the more diffi¬ 
cult cases ; and I also desire to thank Major A. J. Cleveland 
and his staff in the electro therapeutic department of the 
hospital for numerous suggestions in the treatment of the 
cases. 
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GUNSHOT WOUNDS OF THE THORAX: 
THEIR LATER STAGES. 

By J. A. WILSON, M.D. Glasg., 

RESIDENT SURGEON, THE LORD DERBY WAR HOSPITAL, WARRINGTON. 


Some of the men who receive gunshot wounds of the 
thorax die on the field of battle, some in hospitals abroad ; 
others filter through these hospitals and reach the hospitals 
at home. Those who come home include the less serious 
cases. The following table and notes deal with 50 of these 
cases—that is, with the later or terminal stages. On an 
average the cases were admitted 18 days after being wounded. 
Wounds of entrance: chest 19, back 12, shoulders 8, 
sides 7, neck 4. 



Non-penetrating .—Seven cases of wounds of thoracic wall did 
not penetrate pleura. Two of these had haemoptysis, 4 had 
haemothorax ; of latter 2 manifested pleuritic friction. One 
had a small swelling over ribs due to incarceration of piece 
of cloth; here also pleuritic friction was heard over adjacent 
area. This came on late in course of illness, probably due 
to extension of inflammation. One developed pneumonia 
and another apersistent form of basal congestion or broncho¬ 
pneumonia. Thus, concussion may cause haemoptysis, hasmo- 
thorax, or pneumonia. 

Penetrating wounds .—Most of these had haemoptysis, some 
for several days after they were wounded. Several state quite 
definitely that they did not spit blood and yet they presented 
physical signs of effusion. In 8 cases ribs were broken, in 4 
scapula, in 2 humerus (1 requiring amputation at shoulder), 
in 1 clavicle. In 1 vertebrae were damaged; in 1 oesophagus 
was slightly damaged. In 3 pleura had been sewn up, in 1 
diaphragm. In 16 cases the wounds were through-and- 
through; some of these had only short tracks through lungs. 
Several did not present any physical signs of haemothorax. 
In 13 cases resection of rib was done for empyema. Several 
had physical signs of contralateral disease of lung or pleura, 
conditions very well described by Sir J. R. Bradford. 1 


Several cases with the physical signs of effusion were not 
aspirated, as there were no indications of sepsis; physical 
signs gradually disappeared. Pleuritic friction was frequently 
heard in the later stages. 

Twenty-eight, or more than half, returned to duty in from 
2 to 4 months ; 6 were discharged to Employments III. and 
14 from the Army by medical boards, 6 inconsequence of 
empyema, 4 in consequence of still having metal in lungs, 
and 4 because of disabilities due to other injuries. One man 
had a sinus two inches deep between lower ribs, left by some 
operative procedure, and into this iodoform and bismuth 
paste was injected; immediately coughing was provoked, 
and within a few seconds he coughed up pieces of paste size 
of pea. Sinus healed in a few days. Two patients died from 
septic pneumonia. 

1. Came in with small wound above left clavicle. X rays revealed 
ragged piece of metal deep in neck, probably In apex of lung. 

2. Gunshot wound in back, c«u*ed by piece of metal striking 
glancing blow near inferior angle of 6capula. When admitted-four 
weeks later—right lung was dull and crepitant. Sputum blood-stained. 
Died three weeks after admission from double septic pneumonia. 

Both these cases had septic flesh wounds other than those over the 
lungs. This association is suggestive of danger. 

The operations required at this hospital were performed by 
Major 6. Sichel, now in France, but then senior surgeon. 


ABSTRACT OF A PAPER ON 

CAPSULATE MUCOID FORMS OF PARA¬ 
TYPHOID AND DYSENTERY BACILLI. 

By WILLIAM FLETCHER. M.D. Camb., 

CAPTAIN, R.A.M.O. ; PATHOLOGIST, INSTITUTE FOR MEDICAL RESEARCH, 
KUALA LUMPUR, FEDERATED MALAY STATES. 

(From the Laboratory of the University War Hospital , 
Southampton .) 


During routine examination of excreta of two chronic 
paratyphoid carriers I have met with some curious capsulate 
bacilli which form large mucoid colonies on Endo’s fuchsin- 
snlphite-agar, totally unlike those of B . paratyphosus B % 
but which proved to be a variety of that organism. I have 
also encountered similar organisms in a case of infection 
with B. aertryek , and in convalescents from dysentery of the 
mannite-fermenting group. 

I have not found them in typhoid, paratyphoid A, or in 
dysentery of Shigp. type. Such cases have been few in 
number, and possibly they may yet be found ; indeed. 
Professor Tanner Hewlett has suggested to me that all the 
members of the coli group may have this Proteus-like power 
of disguising themselves, and he has drawn my attention to 
a paper by Cecil Re vis. 1 ' 

Revis found that when a sample of soil contaminated 
with human faeces was first sterilised and then inoculated 
with a certain culture of D. coli “very large, jelly-like, 
clear colonies,” quite unlike ordinary B. coli , developed at 
the end of four months. These colonies gave the usual 
fermentations of B. coli , and “ on microscopical examination 
the bacteria were seen to be embedded in a cementing 
substance.” When they were subcultured it was found that 
“ the typical form and the new type seem to be quite 
dynamic, passing readily from one to the other.” 

I have had no opportunity of conducting experiments on 
animals, but I am publishing this account without waiting 
to do so, because it is important they should be recognised. 
In addition to Professor Hewlett, I am indebted to Lieu¬ 
tenant-Colonel D. Harvey, Major F. W. Andrewes, and 
Captain A. C. Inman for examining several of the cultures, 
to Dr. Doris MacKinnon and Miss Gertrude Long for 
drawings and charts, and to Dr. Alex. Hill for allowing me 
to make photographs at the Southampton University College. 
I shall be most happy to supply other workers with sub¬ 
cultures. 

Paratyphoid Mucoids. 

In the spring of 1917 the fasces were examined daily of a 
number of soldiers from whom paratyphoid bacilli had been 
isolated during convalescence, to determine if the place of 
the pathogenic bacilli is taken by any special organism, or 
group of organisms. I hoped that, if the paratyphoid bacilli 
were crowded out during convalescence, such an organism 
might be of benefit in treating carriers ; a forlorn hope, one 
must admit. 

Pte. S., a chronic paratyphoid carrier, was taken ill at end of 
August, 1916. His excreta were examined many times. When an 
emulsion was plated direct on to Kndo’s fuchstn-sulphite-agar from 


i 
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1 Brit. Med. Jour., August 4th, 1917. 


1 Centralblatt fiir Bakteriologie, 1910, 26 
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51 to 100 per cent, of colonies were paratyphoid. 116 samples of faeces 
had been examined; the 116lh sample gave 100 per cent, of para¬ 
typhoid colonies. In the 117th percentage dropped to 10 ; a new type of 
colony appeared, consisting of large, slimy, white, mucilaginous colonies 
which I have named “Mucoids.” During the next 11 days the fieces 
were examined seven times; average percentage of paratyphoid 
colonies only 11; mucoids were present in large numbers on each 
occasion. On twelfth day no mucoids found on plate; percentage of 
paratyphoid colonies rose once more to 50. (See Chart.) The mucoids 



were not found again in seven subsequent examinations, and the para¬ 
typhoid colonies were as numerous as ever. The sum percentage of 
mucoids and paratyphoids is approximately equal to percentage ot 
paratyphoid oolonies usually seen when no mucoid organisms are 
present. 

Subcultures were made and usual media inoculated. The organism 
reacted in same fashion as B. paratyphosus B. When first isolated the 
organism was not agglutinated by a paratyphoid serum, but it did 
absorb the agglutinins from it. When this strain of mucoids was 
re-tested eight months later it agglutinated slowly and imperfectly In 
low dilutions. 

One day, when I had wished to prepare a fresh culture from a single 
mucoid colony, I plated out some peptone-water Inoculated five days 
before. The result was a mixture of mucoids with ordinary paratyphoid 
colonies. I thought I was working with a contaminated culture. 
Further investigation proved that the paratyphoid colonies had 
originated from the mucoid form. If a culture of the mucoid be 
inoculated into peptone-water and plated every day there will be a few 
ordinary paratyphoid colonies on plate made on third day ; on fifth day 
they will be In majority. The mucoid oolonies give rise to ordinary 
paratyphoid bacilli. 

[Experiments undertaken to test purity were here described.] 


with them, like ground glass. If the latter be subcultured several times 
they will give rise to the luxuriant large mucoids once more. 

I have never yet succeeded in obtaining mucoids from the ordinary 
form. Cecil Revis, it will be remembered, found that his “jelly-like ” 
coli colonies passed readily from one form to the other. 

In mucoid colonies 24 hours old many of the bacilli measure from 
1*5 to 2*5 P ; there is a large number of small coccold forms 0’75 to 1 u 
In diameter. The general appearance of a film made from one of the 
paratyphoid colonies derived from the mucoids Is very different. 
These derived bacilli are, for the most part, larger ; the small coccold 
bacilli, so numerous In mucoid films, are rare ; very long “Involution 
forms.” from 12 to 45 and even 100 A* in length, are the most striking 
feature. 

When a culture of the mucoid form in peptone water is examined 
by the dark-ground method the number of small cocco-bacilli at once 
catches the eye, and the rapidity with which these coccold forms 
travel is very striking. 

When films of the mucoids and of the derived colonies are stained by 
Benians' “ relief stain,” a the two can be distinguished at a glance. The 
picture is quite different from that given by ordinary staining methods; 
there the bacilli in mucoid cultures are smaller than those in the 
derived ; here, on the contrary, the silhouettes of the mucoid organisms 
are much the larger. The explanation of this is that they have capsules, 
while the paratyphoid bacilli in the derived colonies have none. 

In filmB made from the mucoids the faint outlines of the bacilli can 
be distinguished lying within thick capsules, and there are many 
round, coccold forms about 3 P In diameter. The capsules cannot be 
stained by ordinary means, such as Welch's method, and it is possible 
that they are not firm envelopes, but are derived from the mucoid 
matrix in which the bacilli are embedded and envelop them as drops of 
dew envelop particles of dust. 

There is yet another point of difference between films made from 
mucoids and those from the derived paratyphoid colonies. In the latter 
the background of Congo-red is homogeneous, but in muooid films It Is 
traversed in all directions by an irregular reticulum composed of a 
deposit of small granules, which appears to be derived from mucila¬ 
ginous matrix. This deposit is not shown in Fig. 2. 

The evidence In favour of classifying these mucoids as a form of 
B. paratyphosus B is overwhelming. 

The mucoid organisms disappeared from the excreta of Pte. S. on 
June 11th, 1917, and shortly afterwards he was transferred to another 
hospital. 

From that time until Oct. 6th only six carriers of para¬ 
typhoid bacilli were admitted to this hospital; none a 
chronic carrier ; no mucoids found in excreta. On Oct. 6th 
Pte. C., a chronic carrier of B. paratyphosus B, was sent 
here from France. * 

He had been taken ill on Sept. 1st, 1917; severe attack with high 
fever and haemorrhage from bowels He had received two injections, by 
T.A.B. 2 method, 14 years before illness. 

In first plate, prepared from faeces, a large number of mucoids 
was present. The mucoids did not disappear ; In 59 examinations made 
while he was here they were found 47 times. Ordinary B. para- 



Fig. 1 .— Sketch of five-day peptone culture of mucoid isolated from faeces of Pte. 8 ., plated on Endo’s 
medium. The large colonies represent the mucoids, the small colonies (to which the arrows 
are directed) consist of paratyphoid organisms derived from them. 

Fig. 2.—Drawing of silhouettes of mucoid organisms in case of Pte. S. (Benians’ stain.) X 2000. 

FiG. 3.—Drawing of silhouettes of paratyphoid bacilli derived from muooids. (Benians’ stain.) x 2000. 


The only way In which these paratyphoid organisms derived from 
mucoids differ from typical paratyphoid bacillf Is: (a) the colonies on 
solid media are, as a rule, more granular; (6) more long “ involution 
forms” are present than usual. Subcultures from these derived 
colonies behave in every other respect like ordinary paratyphoid 
organisms. 

The mucoid colonies have about twice diameter of ordinary para¬ 
typhoid colony, and after repeated Subculture on successive days they 
may attain a diameter of more than 1 cm. in 24 hours. They are 
dome shaped, circular in outline, with a regular margin, and a mucoid 
appearance absolutely unlike a paratyphoid colony. By transmitted 
light they are very translucent and are somewhat like frosted glsss. 

A fresh culture on an agar slope is thick and slimy-like mucus. In a 
few days the sllmlness disappears, except near top of tube, and on 
re-plating some ordinary paratyphoid organisms derived from the 
mucoids are found. If a culture on agar be left for several weeks and 
then plated the resulting growth will consist almost entirely of non- 
mucoid paratyphoid colonies and a few minute ghostly colonies mingled 


typhosus B always present as well. As a rule, 80 per cent, of colonies 
on Bndo plate, spread with emulsion of faeoes, consisted of mucoids and 
typical paratyphoid colonies. 

The mucoid organisms resemble those of Pte. S., with the important 
exception that they do not remove the specific paratyphoid agglutinins 
from an immune serum saturated with them. 

If a tube of peptone-water or other medium be inoculated with a 
culture of Pte. O.’s mucoid and incubated for several days the mucoids 
give rise to ordinary paratyphoid bacilli, which are not only agglu¬ 
tinated to full titre by a paratyphoid serum, but also remove the specific 
agglutinins from it by absorption. 

A very glutinous variety of mucoid was isolated on one occasion from 
faeces of Pte. C. These glutinous colonies differ only In their small 
size and their stickiness. Both the mucoids and the glutinoids are 
precursors of the ordinary form under the conditions employed. 


* T. H. C. Benians: Brit. Med. Jour., Nov. 25th, 1916. 
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Aertryck Mucoids. 

These mucoid organisms were isolated from another patient. 

Pte. W. suffered from acute infection with B. aertryck of “ Mutton ” 
type, ascribed to infected pork-pie. Typical Aertryck bacilli were 
isolated five times from faeces, once from urine. 

Mucoid bacilli were recovered from faeces once only, at beginning of 
third week. This mucoid organism Is motile, Gram-negative, does not 
liquify gelatin or produce indol. It turns milk acid In 12 hours and 
alkaline after four days. Its fermentation reactions in lactose, saccha¬ 
rose, glucose, maltose, mannite, dextrin, and dulcite are identical with 
those of B. aertryck. 

When first isolated emulsions of mucoid organisms were not agglu¬ 
tinated by an Aertryck serum, nor did they absorb the specific agglu¬ 
tinins from it. When a culture in peptone-water, which has been 
growing for a few days, is plated on Endo's medium there are colonies 
of ordinary Aertryck bacilli mingled with mucoid colonies. The bacilli 
in colonies derived from mucoids behave in every way like typical 
B. aertryck of Mutton type. 

One must conclude, therefore, that there is a mucoid form of 
B. aertryck as well as a mucoid form of B. paratyphosus B. 

Organisms of the Mucoid Type in Dysentery. 

Mucoid colonies have been found in four carriers of 
B. dysenteries (mannite-fermenting) and in one convalescent 
from dysentery, but from whose excreta dysentery bacilli 
were never isolated. 

These mucoids differ in many respects from those found in para¬ 
typhoid infections. On an Bndo plate spread with emulsion of farces 
and incubated for 24 hours the mucoid colonies are about twice the size 
of usual dysentery colony. On plates made from subcultures they 
are smaller and reduced to little yellow droplets, which in 24-hour 
culture adhere to platinum loop and can be removed bodily from 
surface of medium without leaving a trace behind. In older cultures 
they become very adherent. Subcultures on agar slopes are hard, 
rough, and tenacious, with a yellowish colour. 

After subculture of these mucoids in peptone-water, bacilli which 
resemble ordinary dysentery bacilli appear amongst the mucoids. These 
bacilli are derived from the mucoids. 

These derived bacilli are agglutinated by Immune sera of Flexner-Y 
type, but they do not absorb the specific agglutinins for homologous 
cultures or for typical dysentery bacilli isolated from same patients. 

Neither the mucoids isolated from these dysentery convalescents 
nor the non-mucoid strains derived from them have been shown to 
be true dysentery bacilli. 

ON A METHOD OF 

PREPARING MEDIUM FOR THE CULTURE 
OF PFEIFFER’S INFLUENZA BACILLUS 

THAT GIVES PROFUSE GROWTH AND IS TO A 
MARKED DEGREE SELECTIVE FOR THIS 
ORGANISM. 

Bv JOHN MATTHEWS. M.B.. B.C. Oamb., 

BACTERIOLOGIST ABU ASSISI ANT TO DEPARTMENT OF THERAPEUTIC 
1NOC1 LATION, ST. MARY'S HOSPITAL ; HONORARY BACTERIOLOGIST, 
STAR AND GARTER HOME, RICHMOND, ETC. 

In view of the prevailing pandemic of influenza it seems 
a fitting time to publish a short account of this peculiarly 
valuable medium, though it has been in contemplation to 
publish a more complete paper with detailed experiments 
and illustrations. The medium, however, is so favourable 
for the culture of influenza bacilli that it is deemed in¬ 
advisable to delay in making it available for general use. 

The method consists in the use of blood digested by 
trypsin, the preparation of which is as follows 

Quantities of 0*25 c.cm. of Allen and Hanburys trypsin 
compound are added to tubes containing 4*75 c.cm. of sterile 
broth. The mixture is then incubated for 24 hours and anv 
contaminated tabes discarded. 1 c.cm. of blood from a veni¬ 
puncture is then introduced into each tube, and the mixture 
of trypsin, blood, broth is incubated for three or four days. 
The product is then ready for use aud is mixed with agar, 
as if making ordinary blood agar, in the proportion of 

5 o.cm. of trypsin-blood mixture to about 30 c.cm. of agar. 
The trypsinised blood can be used in larger proportions 
than indicated, with advantage, if large quantities of emul¬ 
sion be required. My colleague, Captain A. F. Hayden, 
obtained extraordinarily thick growths by using trypsinised 
sedimented oorpnscles. 

The advantage of the proportions indicated, however, is 
that they are just those quantities arrived at when making 
diagnostic blood cultures by the method of Douglas and 
Colebrook. 1 Thus any blood cultures that may prove 

sterile form ideal material for the medium in question, 
instead of being a waste product. Indeed, it was by the 
use of such material that the value of the method _was 
discovered. 

It may here be noted that Captain 8. R. Douglas suggested 
the use of trypsinised medium about the date of the paper 
referred to, but the experiment failed at that time for the 
reason that the digestion process was not carried far enough. 

The incubation of the trypsin-blood mixture should not be 
prolonged for more than a week. The product retains its 
properties for six months at laboratory temperatnre, but 
after that tends to deteriorate. Possibly it would keep 
indefinitely in the ice-chest. 

The agar used is preferably Douglas’s trypagar, 9 and 
should be faintly but definitely alkaline to litmus paper. 

Whole blood may be digested by adding trypsin in the pro¬ 
portion of 1-4 of blood, but the product ia not so handy for 
intermittent use as when made in a series of tubes, one of 
which may be used as required. 

The blood used need not be fresh, but may well be citrated 
blood that has been kept in an ice-chest. Indeed, there 
is some advantage in using citrated blood, as the trypsinisa- 
tion seems to proceed more rapidly when citrate is present 
than when fresh blood is used. 

The medium grows influenza freely from the first culture, 
and it is to a marked extent selective. Thus, it inhibits 
pneumococci entirely and in a large measure streptococci 
and other Gram-positive organisms, but apparently favours 
staphylococci. 

It grows the Gram-negative cocci of the catarrhalis group, 
together with bacilli of the coliform group, freely, but 
does not favour them in the way it favours influenza 
bacilli. 

The colonies of these bacilli on initial cultures attain a 
large size, being frequently 3 mm. broad ; they are at first 
hemispherical, and later tend to be flat, and are translucent, 
with a brownish tinge and a regularly circular outline. The 
colonies of the catarrhalis group are usually more opaque, 
more convex, and more deeply tinted ; staphylococcal 
colonies are white. Subcultures usually give quite confluent 
growths, frequently of the profusion of a typhoid culture, 
with a similar greasy appearance, but of brownish 
tinge. 

As a rule the bacilli are typical, but not infrequently 
they are replaced by enormously long filaments. To some 
extent this filamentous condition depends on variations in 
the medium, but occasionally the characteristic persists 
through several subcultures on the special medium, the 
growth at all times being typical when subcultures are made 
on ordinary blood-agar. These strains do not emulsify so 
readily as the typical ones, and subcultures are apt to show 
only a few discrete colonies, possibly on account of the 
matting due to the filamentous forms of the organism. 

It may not be out of place to record that during the 
present epidemic I have investigated about a dozen typical 
cases of the disease presenting these features—sudden onset, 
fever of 108-104°, prostration and malaise, usually with no 
symptoms of catarrh, and followed by rapid and usually 
complete recovery, though in some the malaise has tended 
to continue. 

In every case I have recovered, frequently in profuse and 
practically pure culture, Pfeiffer’s bacillus when making use 
of West s post-nasal swab, which method I almost invariably 
use, planting the swabs direct on to plates of trypsinised 
blood-agar. In the cases where catarrh has been present I 
have found the bacillus in bronchial and nasal mucus, 
together with varying quantities of pneumococci and strepto¬ 
cocci, as shown by ordinary blood-plates. One case of nasal 
catarrh gave a pure culture from the nose as well as from the 
post-nasal space. No single organism, with the exception of 

Pfeiffer’s bacillus, has been invariably—or perhaps fre¬ 
quently—present. 

I feel confident, therefore, that if this medium be used, 
and especially if the post-nasal space be explored, Pfeiffer’s 
bacillus will be found universally associated with the 
epidemic. 

Wimpole-street, W. 

1 The Lancet, July 29th, 1916. 

2 The Lancet, Oct. 10th, 1914. 

1 












Tfia Lancet,] MAJOR WILSON it DR. DARLING: USEFUL MEDIA —CLINICAL NOTES. [July 27,1918 105 


USEFUL MEDIA 

FOR ISOLATION AND CULTIVATION OF MENINGO¬ 
COCCUS, ENTEROCOCCUS, AND B. TYPHOSUS. 

By W. JAMES WILSON, M.D. R.U.I., D.Sc. Bblf., 

MAJOR, R.A.M.C., T.F.; DIRECTOR OF PUBLIC HEALTH LABORATORIES, 
QUEER’S UNIVERSITY. BELFAST ; SPECIALIST SANITARY 
OFFICER, BELFAST MILITARY DISTRICT; 

AND 

GEORGINA DARLING, M.B., B.Ch. Dub., D.P.H.Belf., 

DEMONSTRATOR IR HYGIENE AND PUBLIC HEALTH LABORATORIES, 
QUEEN’S UNIVERSITY, BELFAST. 


As the result of personal experience we wish to draw 
attention to the following culture-media which in our hands 
have shown definite advantages over those in common use. 

1. Laked-blood agar medium for the isolation and preserva¬ 
tion of cultures of the meningococcus. 

To fluid nutrient agar cooled to 50° C. add 3 per cent, 
of sterile laked-blood mixture prepared by following pro¬ 
cedure :— 

A wide-mouthed sterile bottle with volume graduation 
marks has added to it 10 g. of sodium citrate dissolved in 
10 c.cm. of water and is taken to slaughter-house. When a 
sheep is being slaughtered the blood after the first gush is 
received into bottle usually up to 1 litre mark; during 

F rocess bottle is vigorously shaken. On arrival at laboratory 
•25 c.cm. of formalin are added to litre of blood and thorough 
admixture ensured. The blood is then transferred with 
aseptic precautions to a ground-glass stoppered bottle and 
30 c.cm. of methylated ether are added to one litre of blood. 
Stopper firmly inserted and bottle shaken; then left 
overnight in incnbator at 37° C. 

When required 3 c.cm. of mixture are added by pipette to 
fluid agar at temperature of about 50° C. It is convenient to 
have agar stored in flasks of 100 and 200 c.cm. 

If immediately required the blood agar is kept at 50° C. for 
one hour before being poured out into plates or tubes so that 
ether may be driven off. The same result can be more con¬ 
veniently obtained by incubating plates overnight at 37° C.; 
this also tests sterility. 

This method of obtaining sterile blood was suggested to us 
by the work of Fildes and Rajchman 1 and of Bernstein and 
Epstein.- It is in the main a combination of the advantages 
of both. In making the blood agar the antiseptic action of 
the ether and the formaldehyde is annulled by evaporation 
and dilution. 

Experiments have shown that fresh cultures may be kept 
alive on this medium for from 6 to 9 months at 37° C. without 

transplantion. 

This medium is also useful for the cultivation of 
B. influenza and anaerobes. 

2. Modification of the Conradi-Drigalski medium. —The 
following modification gives excellent results ;— 

Nutrient agar containing 0*5 to 1 per cent, of lactose is 
stored in 100-200 c.cm. flasks. To 100 c.cm. of melted agar 
cooled toSO^C., 3 c.cm. of etherised blood mixture, 1 c.cm. 
of 01 per cent, crystal violet, and 12 c.cm. of Kubel and 
Tiemann’s litmus solution are added, and the medium is 
poured out into plates which are then incubated overnight 
to drive off the ether. 

3. A brilliant green lactone bile-salt agar medium. The 

medium has the following composition :— 

Lemco 10g., agar 30 g., peptone 20 g., sodium tauro- 
cholate 5 g., sodium chloride 5 g., and lactose 5 g. per litre. 
Reaction of medium is adjusted to -f 10 (Eyre) and 0-4 c.cm. 
of 1 per cent, solution of brilliant green added to each 
100 c.cm. of melted medium which has been cooled to 50° C. 
and is ready for pouring out into plates. 

The adjusting of reaction is the most important point in its 
preparation. If more acid is added specific inhibitory action 
on B. coli is annulled ; and if medium is made more alkaline 
growth of B. typhosus is retarded. Many strains of B. coli 
completely fail to grow on this medium; others grow slowly 
and others quite readily. It is observable that, after a few 
strains of B. coli have grown, subsequently other colonies 
develop, the acid produced by the first strains evidently 
reducing inhibitory action of brilliant green on the others. * 

Reference*.—\. The Sterilisation of Albuminous Culture Media by 
Ether, P. Fildes and L W. K&.johman, The Lancet. 1915, I.. 1232 
2. Bernstein and Epstein: Jour. Infec. Dis., 1906, p. 772, Ueber 
Pseudomeningokokken sub dem Kachen geaunder Schulkinder 
verglichen mit echten Menlugokokkeu, unter besonderer Beruek- 
slchtlgung des Wachstums dieser Arten auf hamatinbaltlgen 
B&brboden. 3. Lleberknecht, August: Archlv fiir Hygiene, 1908, 
lxviii., 143. 
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A NOTE ON RE*AMPUTATIONS. 

By W. A. Chapple, M.D., Ch.B.N.Z., M.R.C.S., D.P.H., 

MAJOR, R.A M.C. ; PAVILION ORTHOP EDIC HOSPITAL, BRIGHTON, 


Two facts are of great and increasing significance 
in the surgery of amputations, and the accompanying 
illustrations from a case under my care may serve to 
emphasise these facts. In the first place, it is impossible to 
re-amputate in the presence of pus if the ordinary 



Fig. 1.—Stump showing projecting bone on May 10th, 1918, primary 
amputation having been performed on March 22nd, 1918. 


sutures are used without great sacrifice of length of bone, 
on the one hand, or a certainty of breaking down and parting 
of the flaps on the other hand. In either case the last 
condition of the stump may be worse than the first. Secondly, 
by the use of “button sutures,” as shown in Fig. 2, the 



Fig. 2 —The same stump four days after operation on May 11th, 1918. 
DeAd bone has been removed, but the whole of the skin flaps retained. 


following advantages are obtained : (tf) earlier operations can 
be undertaken, with the saving of weeks and even months 
of time ; (b) length of bone can be saved ; and (c) primary 
union can often be secured, and earlier union almost always, 
and this notwithstanding the presence of pus both before 
and after the operation. 

[A third illustration supplied by the author has been 
omitted out of consideration for space. This photograph 
demonstrated that the edges of the wound did not break 
down, but that, on the contrary, union took place in 12 days.] 
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A NOTE ON LICE AND SKIN DISEASE. 

By J. F. Smith, M.B., 

CAPTAIN, R.A.M.C. (T.C.) J OFFICER IN CHARGE, SKIN DEPARTMENT, 
- GENERAL HOSPITAL, FRANCE. 


Attention has recently been directed by Captain H. C. 
Semon and Captain H. W. Barber to the importance of 
pediculosis as a cause of cutaneous disease in the Army. 1 * 3 
While it has always been recognised that lice can and do 
give rise to such conditions as impetigo and ecthyma, con¬ 
siderable credit is due to these authors for, firstly, showing 
that in the Army Pedioulus corporis frequently deposits its 
ova on the pubic hair, thus defeating such antiparasitic 
measures as are directed only to the clothing and blankets ; 
and, secondly, for showing that the lesions, and still more 
the distribution of the lesions, are sufficiently characteristic 
to enable a diagnosis of pediculosis to be made, even in the 
absence of live parasites or ova. 

The object of this brief communication is to show that the 
contentions of Semon and Barber are entirely borne out by 
the experience of another base hospital. 

In the last 4430 cases which passed through my hands 
there were 1074 of scabies and 1120 of pediculosis, the 
latter in every case carrying live pediculi or ova. There 
were in addition 919 cases of pyodermia (ecthyma, &c.) 
in which the distribution of the lesions strongly suggested 
pediculosis, but in which no absolute evidence was found. 
(As a majority of my patients come via C.C.S. it is not un¬ 
reasonable to assume that for every case arriving with live 
parasites there is at least one who has been freed from them.) 

A further point of some interest emerges. In this series of 
4430 patients there occurred 152 cases of “trench fever.” 
No case in which any cause—such, for example, as tonsillitis 
—for the pyrexia could be discovered was included, and all 
the 152 cases showed the symptoms which are recognised as 
characteristic of “trench fever.” 143 of these occurred in 
patients suffering either from scabies or pediculosis, an 
incidence of 4*6 percent. ; while 9 only occurred among all 
the other patients, an incidence of 0 67 per cent. It would 
be unwise to draw deductions from so few cases, but the 
above figures certainly lend some support to the theory that 
trench fever is carried by lice. 

Conclusians. —1. In the B.E.F. it is not exceptional for 
Pedioulus corporis to lay its eggs on the pubic (and occasion¬ 
ally axillary and peri-anal) hair, thus defeating the anti- 
parasitic measures in ordinary use. 2. Patients frequently 
reach the base with marked pediculosis, even after weeks’ 
residence in C.C.S. 3. Pediculosis is almost certainly as 
serious a cause of disabling skin disease as scabies. 
4. There is some evidence that lice are the carriers of the 
infection of “trench fever.” a 

I am indebted to Lieutenant-Colonel M. M. Rattray, 
D.S.O., R.A.M.C., for permission to publish these notes. 


A CASE OF ACUTE ENCEPHALITIS. 

By W. B. Russell, M.B. Camb., 

MEDICAL OFFICER AND LIEUTENANT (T.), 2ND VOLUNTEER BATTALION, 
R.W.F. 


The following case seems of sufficient interest to record in 
The Lancet. 

On Thursday, June 27th, I was called in to see a woman, 
aged 29, apparently suffering from influenza, which began 
three or four days before, with vomiting, diarrhoea, pains in 
back, sweating and insomnia. 1 found her suffering from 
pain behind right scapula; T. 104 c ; no headache. The 
next day she was better, but had tendency to retention 
of unne. 

On Sunday (June 30th) she was much worse, with furious 
delirium. She tried to jump out of the window, and 
smashed a big hole in window-pane with head. She refused 
food and drink, and had no sleep, requiring constant 
attention to prevent her escape. Next day she was 
quieter and took food and drink freely, but was still without 
sleep. 


1 Brit. Joum. of Derm, and Sypb., July-September, 1917, Pyodermia 

of Parasitic Origin. 

3 The above was written before direct evidence on this point bad been 
obtained by the Commission on Trench Fever. The figures have since 
been brought up to date (May 4tb, 1918). 


The following day difficulty in swallowing was noticed, 
and liquid escaped from a corner of her mouth. A day or 
two later she developed third nerve paralysis, with squint 
and complete inability to swallow. Attempts to administer 
drink led to convulsions, cyanosis, and partial suffocation, 
as in hydrophobia. Her limbs were rigid, but not so the 
jaw muscles; otherwise the case resembled tetanus, 
as the slightest touch or shaking of the bed provoked 
general convulsions. She rapidly grew worse, T. rose 
to 105*7°, and she died on July 5th. There was urinary 
incontinence. 

Dr. A. N. Leeming, who saw the case, detected friction 
and signs of congestion of right lung, but sputum was 
not rusty. There was a cough and profuse herpes on 
lips and nostrils. He performed spinal puncture after 
death, and drew off clear c.s. fluid which contained no 
meningococci. 

Dr. Leeming agrees with me in considering this to have 
been a case of epidemic meningo-encephalitis. There was 
no lethargy until near the end. 

Colwyn Bay. 


RADICAL CURE OF A VERY LARGE HERNIA. 
By J. Arthur Browne, B.A., M.B., B.Ch.R.U.I., 

SURGEON, SAFFRON WALDEN HOSPITAL. 

The unusual size of this right oblique inguino-scrotal 
hernia would seem to justify a note thereon. It was larger 
than the patient’s head and made one think of elephantiasis 
scroti. The penis had completely disappeared, and the 
urine issued through a channel resembling a deeply-sunk 
navel. 

The patient, aged 28, very stout, first noticed his rupture 
three years previously. Had suffered little inconvenience ; 
able to drive van. I performed a radical cure by Bassini’s 
method, but without transplanting the cord. The opening 
of the canal admitted three fingers with difficulty. Sac was 
very thick and voluminous, with numerous large and 



** Condition before operation. 

tortuous veins; and contained two feet of ascending colon, 
the ceecum and appendix, and six feet of ileum with 
mesenteries. It required considerable patience to restore 
contents to abdomen. 

Owing to thickness of sac and firm adhesions to scrotal 
tissues, I thought it well to divide it across and leave the 
distal end in situ, separating larger proximal portion and 
cutting it away after tying neck with thick silk high up in 
inguinal canal. There was some orchitis thereafter, which 
subsided in a few days, and part of distal end of sac sloughed, 
causing slight suppuration in lower end of operation wound. 
Otherwise recovery was uneventful. 

Newport, Essex. 
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ROYAL SOCIETY OF MEDICINE. 


The Prevention and Arrest of Line-borne Diseases. 

A meeting of this society was held on July 17tb, Sir 
Rickman Godlke, the President, being in rhe chair, when 
Colonel William Hunter, C.B., A.M.S., gave a lecture on 
the Prevention and Arrest of Lice-borne Diseases (Typhus, 
Relapsing, and Trench Fevers) by New Methods of Disinfec¬ 
tion. The speaker laid special stress on the importance of 
trench fever. Of the medical sick in the Eastern Command 
10 per cent, were cases of trench fever and about another 10 to 
14 per cent, came from those admitted for P. U. 0. Any method 
of disinfection must be available at all times and must be 
easily devised and worked. The lecturer then gave a 
description of two forms of disinfection which he had used 
on an extensive scale in Serbia, in Egypt, and in Salonika. 
The first was barrel disinfection, a method devised by 
Lieutenant-Colonel G. E. Stammers, which was very effec¬ 
tive and very cheap. For this an ordinary wine barrel 
was needed (or a sanitary dustbin). One large and 
four or five smaller holes are bored in the bottom, 
and the barrel is placed on an iron boiler containing 
water which is heated from a fire trench, the barrel 
being separated a few inches from the boiler by rings or 
bricks. The lid is kept on tightly by a stone placed on top. 
The clothes are placed inside. The barrel heats in about 
half an hour to 100° C., and disinfection is complete an 
hour later. The principle on which disinfection is carried 
out is the destructive effect on protoplasm of steam 
in motion. Three barrels could be heated over one fire- 
trench, but if this were done it was impossible to 
guarantee equal and efficient heating power in all three 
barrels. Four barrels should be sufficient for a regiment, 
and clothes should be disinfected every three weeks. 
For disinfection on a large scale (i.e., masses of troops) 
within a short space of time he used the railway van dis¬ 
infector. This was devised also by Lieutenant-Colonel 
Stammers, and modified by himself. For this method 
modified ordinary luggage vans are used. Steam from the 
engine is discharged backwards into the vans by means of 
pipes running along them longitudinally. The clothes are 
either hung on hooks or across bars, or done up into bundles 
and placed on shelves all round the van. When the doors 
are shut the steam is turned on. At first water is seen 
to drip from underneath the door, and at this time 
the clothes are wet. At the end of half an hour dis¬ 
infection is complete, there is no drip from around the 
door, and the clothes are only very slightly damp, becoming 
quite dry about half to one minute after being shaken out. 
Railway van disinfection had been used extensively in Egypt, 
and by this method the complete kit of 8000 men could be 
disinfected in four days, or 18,000 in ten days. He had 
made tests by placing various articles inside the van. Eggs 
were boiled hard in 10-15 minutes, potatoes became floury, 
cultures were sterilised, and a thermometer packed in the 
centre of a large bundle of clothing registered 105° C. The 
initial cost of the van disinfector was £5Q-£60, that of the 
barrel disinfector a few shillings. Photographs were 
exhibited showing the actual disinfection of 500 Turkish 
prisoners, and charts were displayed illustrating the remark¬ 
able checking of the incidence of relapsing and typhus 
fevers in Serbia and the loweriug in the mortality rate. 
He considered that disinfection could be carried out by 
these practical measures more effectively and expeditiously 
and more cheaply than by any other form of disinfector at 
present in use. 

In answer to various questions put to him by members 
present. Colonel Hunter said that steam in motion at any 
temperature over 70° C. destroyed protoplasm. No part of 
the scheme was devised to raise the pressure in the van, but 
the steam escaped from the boiler into the van at a pressure 
of 4-5 atmospheres. The heat of condensation and the 
pressure produced a temperature of 105° C. in 5-10 minutes. 
He had had no accidents with these disinfectors. During 
the time represented in the charts the conditions were of 
the worst description. 


Jttriefos anh Jtottas of Jocks. 


I. Diseases of the Heart. With a Chapter on the Electro¬ 
cardiograph. By Frederick W. Price, M.D. Edin. 

London: Henry Frowde and Hodder and Stoughton. 

1918. Pp. 472. Price 21*. net, 

II. Clinical Disorders of the Heart-beat. By Thomas Lewis, 

M.D. Lond. Fourth edition. London : Shaw and Sons. 

1918. Pp. 120. Price 6s. net. 

I. Dr. Frederick Price adds a comprehensive work on an 
important subject to the practitioner’s library. It may seem 
that in this particular branch of medicine there is nothing 
further to say for the moment. But Dr. Price does not aim at 
new contributions to his subject. By great care, and by the 
use of an amazing amount of material, he has accomplished 
what many readers have been waiting for, giving us a 
complete account of the diagnosis, prognosis, and treatment 
of heart diseases by modern methods in association with 
all the invaluable teaching bequeathed to us by the older 
masters of clinical observation. Matters of merely theoretical 
interest have been omitted, leaving room for the essentially 
practical points needed by the practitioner. The author’s 
presentation of the newer teaching on cardiac arrhythmia 
is lucid and not too prolix, and a large series of carefully 
selected curves assists greatly in the elucidation of this diffi¬ 
cult subject. In these chapters the work of Mackenzie, 
Cushny, Wenkebach, Lewis, to say nothing of the author’s 
own valuable researches, has been admirably dealt with, and 
the reader may feel assured that he is getting the composite 
results of all these investigators rather than the view-point 
of one observer only. We are greatly impressed by the 
care shown in the arrangement of the subject-matter and by 
the literary exactness of the text. If we picked chapters for 
special commendation, we should specify those on Heart 
Failure: its Symptomatology, Auricular Fibrillation, Auricular 
Flutter (which has already appeared in these column), Carditis 
in Childhood, and Angina Pectoris—Pseudo-angina. We are 
pleased to find a frank invitation to the practitioner to 
combine with his own clinical experience the results of the 
graphic method of investigation as yielded by the more 
easily managed instruments, such as the sphygmograph and 
the ink polygraph. The results of the electro-cardiograph 
are reserved for a special chapter at the end of the book. 

We regret the brevity of the chapter on Functional 
Disorders of the Heart and the absence of any comparative 
account of the different clinical features observable in the 
course of the different forms of valvular disease. It is 
very helpful to the student, for example, to point out 
the very different symptoms that are apt to arise when a 
heart that is the subject of aortic incompetence slowly 
fails, and when the same organ fails after years of 
a well-established mitral incompetence. And again, the 
different manifestations of cardiac inadequacy in a case 
of mitral stenosis and a case of mitral regurgitation. These 
broad and more philosophical views are useful, and might 
have been expected in a work of this scope. We note 
a good account of “primary cardiac overstrain” (“heart 
strain ” would surely be a sufficient and unequivocal 
term ?), but we think it is somewhat spoilt by the 
long note supplementing the account, and referring to 
the discussion on this subject at the Royal Society of 
Medicine. The author’s own ideas are here obviously sub¬ 
jugated to those of Mackenzie, and the artificial adherence 
accounts for the confusion occurring in the following 
sentences. ‘ ‘ While there is much to be said for the theory 
that these cases are the result of toxic poisoning following 
some microbic invasion, the practical evidence is too vague 
for dogmatism. What the toxins may be, or how produced, does 
not, so far, invalidate the results of the treatment advocated by 
Mackenzie. The treatment is mainly based on the assumption 
that the root of the malady lies in the central nervous 
system, the cardiac symptoms being merely incidental.” In 
the etiology of aortic incompetence we find no reference to 
syphilis, which we regard as second only in importance to 
rheumatic fever in this connexion. We do not agree with 
the author that mitral stenosis results from acute rheumatic 
endocarditis. But these are small matters. We repeat our 
praise of the clearness of presentation of the subject and 
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the practical scope of the work. The production of the book is 
admirable and deserves a word of praise on its own account. 

II. The appearance of the fourth edition of Dr. Lewis’s 
excellent handbook testifies to the growing interest in 
modern conceptions of cardiac arrhythmia, and the increasing 
desire on the part of the practitioner to understand the new 
terminology and to weave it into his everyday practice. 
This little book not only serves to lay the foundation of such 
knowledge, but there is very little of any practical consequence 
in the subject which the reader will not find in the brief 
compass of its pages. " The chief derangements of the rate 
and sequence of the pulse and heart-beat as they are felt, 
seen, or heard,” are here briefly but adequately described. 
The several chapters deal with sinus arrhythmia, heart- 
block, extra-systoles, tachycardia, auricular flutter, auricular 
fibrillation, and pulsus alternans. Dr. Lewis reminds the 
reader that there are few important disorders of the heart¬ 
beat which the unaided and practised senses may not 
recognise. So long as that fact is continually emphasised 
we may have no fear that mere instrumental records will 
displace the far more important training of the eye and hand 
and ear. The function of instruments of precision is to 
supplement and confirm these, not to supplant them—a fact 
which Dr. Lewis does not fail to make abundantly clear. In 
discussing the differential diagnosis of paroxysmal tachy¬ 
cardia Dr. Lewis says that in his “judgment there is no 
sufficient evidence that a healthy heart is ever damaged by 
muscular exertion, however severe or prolonged.” “ Is it to 
be supposed,” the author says, “that the organ is so ill- 
protected that it is to be damaged by actions natural to 
man?” But surely there is a fallacy here: “however 
severe or prolonged ” may include very unnatural effort. 


I. The Basis of Symptoms : The Principles of Clinical 
Pathology. By Dr. Ludolph Krehl. Translated by 
A. F. Betfeld, M.D. Third American edition ; seventh 
German edition. London and Philadelphia: J. B. 
Lippincott Co. Pp. 517. Price 21*. net. 

II. Symptoms and Their Interpretation. By Sir James 
Mackenzie, M.D. Edin. , F.R.S. Third edition. With 
19 figures. London : Shaw and Sons. 1918. Pp. 318. 
Price 8*. 6d. net. 

I. The word pathology has been wrested from its original 
broad meaning during the past two decades, and has come 
to connote that section of etiology which has to do with 
laboratory investigation — morbid histology, morbid anatomy, 
and bacteriology. To the branch of medicine in which 
laboratory investigation and clinical examination are inti¬ 
mately associated — haematology, urology, &c.—the term 
“clinical pathology” has been applied. It is not in this 
sense, but in one which much more nearly approximates to 
the older meaning of the terms, that use is made in Dr. 
Krehl’s volume, “ The Basis of Symptoms.” “ Pathological 
physiology ” expresses equally well the material of which 
this book is a careful and forbearing study. The work is, in 
effect, an attempt to explain how diseases arise rather than 
to unfold their several manifestations. Without giving way 
to ungoverned speculation the writer attempts “to foster 
a more definite leaning upon the biological sciences in 
general.” The author’s aim is summed up when he says 
that “he who will understand disease must see clearly the 
inter-relationship of all the organs — must consider the unit 
only in its bearing upon the ensemble.” To a few readers 
this book will appear, especially at first, to leave so many 
facts unexplained that it hardly justifies itself. But fuller 
acquaintance will, they may be assured, abolish this idea. 
In any case it is all to the good to know exactly what we 
know and what we do not, and a definite benefit accrues 
from the exposure of those gaps in an exact knowledge to 
fill which must be the aim of every student imbued with 
the scientific spirit. The chapters deal respectively with 
the circulation, the blood, infection and immunity, respira¬ 
tion, digestion, nutrition, and metabolism, glycosuria, 
gout, constitutional diseases, fever, the secretion of urine, 
and nervous diseases. The general sections upon the 
heart are admirably lucid, and tend to broaden the oft-times 
contracted horizon of the practitioner. Those paragraphs 
dealing with the cardiac arrhythmias are of special interest. 
The author utters a useful warning against regarding our 
current ideas on this subject as being based upon more than 
a useful hypothesis. He is of opinion that nervous influences 
play an important role here, and are not sufficiently allowed 


for. Even in so-called heart-block he considers that cerebral 
changes play a part—witness its occurrence in some cases of 
cerebral arterio-sclerosis, in which there is a complete absence 
of disease of the heart muscle. In the chapter on infection 
and immunity (written with the collaboration of Dr. E. Levy) 
there is an illuminating synopsis of our knowledge of the 
phenomenon of anaphylaxis, with consideration of its many 
bearings, and the reasons for regarding infection itself as an 
attenuated and protracted form of the anaphylactic state 
(Friedberger). There is a full account of the known relations 
between the bacteria of the alimentary tract and disorders of 
digestion, including constipation, and we welcome a criticism 
of the ill-defined and much-abused application of the term 
auto-intoxication. There is a careful analysis of the mass 
of data relating to obesity and its pathological associates. 
Acidosis is dealt with in the light of modern research. The 
still vexed problems of gout and diabetes receive guarded 
handling, and the disappointment that awaits us at the end 
of both these chapters is bom of a sense of the gaps in our 
knowledge rather than of the inadequacy of the author’s 
guesses, concerning which he exercises laudable for¬ 
bearance. In the discussion on fever there occurs the 
following paragraph a propos the question whether or not the 
elevation of temperature is directly beneficial to the infected 
organism: “In recent years there has been a tendency 
to apply the Darwinian theory to pathological processes 
in general, and to say, for example, that fever could never 
have survived throughout immeasurable time were it not 
inherited as a useful weapon in the struggle for existence. 
Yet we may question to what extent the Darwinian theory 
applies to pathological conditions, for it seems equally 
reasonable to regard fever as a blind reaction against an 
injury, possibly useful or possibly harmful. The question is 
not one that can be solved by such philosophical considera¬ 
tions, and the final answer must be based upon established 
facts, derived either from bedside observations or from 
animal experiments.” This reflection forms a good example 
of the temperate manner in which the author approaches 
most theoretical questions arising in connexion with patho¬ 
logical processes. In conclusion, we strongly recommend 
this work to all readers who are not content merely to 
accumulate a mass of unassorted clinical facts, but who 
wish to understand 11 how disease arises out of health ; to 
be a nature philosopher. ” The book is the most thoughtful 
and complete account of this aspect of medicine that we 
have seen. 

II. We welcome the third edition of Sir James Mackenzie’s 
“Symptoms and Their Interpretation,” the appearance of 
which proves the value attaching to the original work, and 
incidentally it also proves the interest shown in the author’s 
particular method of approaching the study of disease 
processes. This book demonstrates to what a high degree of 
precision careful clinical observations can attain ; and also 
how highly suggestive are the many questions bearing on 
general pathology arising out of them. The chapters 
dealing with pain, the mechanism of its production, its radia¬ 
tion and its bearing upon diagnosis, would alone make 
the work an extremely useful book of reference. It is 
possible that the author relies on symptoms too largely 
in the study of medicine, asking them to carry more 
weight than is wise; risking, in this manner, both 
accuracy of diagnosis and therefore efficacy of treat¬ 
ment. That is largely a matter of opinion. If this book 
serves to show how much knowledge of disease may be 
gained by methodical study of subjective states, and how 
important are many symptoms that too often get the 
scantiest attention, it will have achieved valuable results. 
Too often the practitioner forfeits data of the utmost 
significance by neglecting to take stock of the patient’s 
sensations. This book is written largely in order to prevent 
such an error. Granted the need for care in collating and 
in interpreting the sensations, Sir James Mackenzie shows 
how both of these desiderata can be attained. He points 
out how this line of study suggests subjects for further 
research in the direction of clinical investigation, with 
a useful warning against regarding “original research” 
as being covered by laboratory work or as being best under¬ 
taken by the raw youth at the primitive stage of his medical 
career. We should like to see this book in the hands of all 
thoughtful practitioners, and we can think of no more 
appropriate gift to the profession at the time of the author’s 
retirement from active practice than the issue of this present 
edition. 


I 
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Blood Pressure from the Cllnioal Standpoint. By Francis 
Ashley Faught, M.D., formerly Director of the 
Laboratory of Clinical Medicine at the Medico- 
Chirturgical College, Philadelphia. Second edition, 
thoroughly revised. Illustrated. London and Philadelphia: 
W. B. Saunders Company. Pp. 478. Price $3.25 net. 
Blood Pressure: Its Clinical Applications. By G. W. 
Norris, M.D. Third edition. Philadelphia: Lea and 
Febiger. 1918. Price $3.50. 

Thesk two books on blood pressure have proved their 
acceptability by passing into second and third editions 
respectively. Both can be warmly recommended. Dr. 
Faught’s book has already received notice in these columns. 
It is thoroughly practical in its outlook, clearly written, and 
adapted to the needs of the practitioner. As the author 
states in his preface, his aim has been to avoid unnecessary 
discussion and the introduction of theoretic and inconclusive 
data. This makes it all the more valuable to those who 
wish for a straightforward account of a subject that they 
fear has become so technical as to be of interest only to 
the few. 

Dr. Norris’s book deliberately deals with some disputed 
aspects more fully. His description of the various instru¬ 
ments used would alone make it of value. But we must 
admit that some of his theoretical discussions have interested 
us as much as anything in the book. Thus the chapter on 
the functional efficiency of the circulation as determinable 
by blood pressure estimation and allied tests is largely 
destructive criticism, but none the less helpful at a time 
when perhaps too much reliance may be placed upon such 
methods in estimating the capacity of a recruit’s heart for 
military service. The chapters on arterial hypertension are 
suggestive and full of fresh ideas. We wish we could have 
received more information on vascular crises ; the author’s 
classification is useful, but on a subject so little understood 
we should have liked more of the illuminating discussion he 
has provided on some of the other topics he reviews. 


Practioal Organic and Bio- Chemistry. By R. H. A. Plimmer, 
Reader in Physiological Chemistry, University of London. 
New and revised edition. London : Longmans, Green, 
and Co. 1918. Pp. 636. Price 18s. 

This is a revised edition of Dr. Plimmer’s admirable hand¬ 
book for practical work in physiological chemistry, with the 
scope extended to include the botanical side also. Sections 
such as those on bile and nucleic acids have been enlarged, 
and minor additions appear throughout. The book, though 
intended mainly for medical students, and dealing very fully 
with such things as proteins and enzymes, may also be taken 
as a general course in practical bio-chemistry. Experiments 
suitable for a preliminary course are indicated by an asterisk. 
Both author and students are fortunate in the early appearance 
of a new edition, bringing the matter of a rapidly developing 
subject fully up to date. 


- JOURNALS. 

Quarterly Journal of Experimental Physiology. Editors: 
E. A. SHARPEY-8CHAFER, W. D. HALLIBURTON, C. S. 
Sherrington, E. H. Starling, A. D. Waller. Vol. XII., 
No. 1. London: Charles Griffin and Co. 1918. Pp. 1-95. 
Price Is. 6J. net.—Capillary Phenomena Observed in Blood 
Cells: Thigmocytes, Phagocytosis, Amceboid Movement, 
Differential Adhesiveness of Corpuscles, Emigration of 
Leucocytes, by John Tait. After some prefatory remarks 
on Rhumbler’s hypothesis that ingestion of particles by 
cellB is a simple physical process, the author deals with his 
own observations on the three types of blood cells found in 
the crustacean Ligia: (1) the explosive corpuscles; (2) the 
hyaline, which do not explode but flow onward [on a glass 
surface; and (3) granular thigmocytes. Thigmocvtes are 
defined as cells which are unstable in contact with a non- 
greasy foreign matter. Mammalian platelets are thigmo¬ 
cytes. The mere spreading on glass cannot be taken 
as evidence of vital activity. Phagocytosis involves a 
relation among three separate factors—phagocyte, particle, 
and surrounding medium (plasma). As to the mechanism of 
amoeboid movement, it is not in every case due to alterations 
of surface-tension, but only in some cases—viz., when the 
movement is associated with instability of the cell substance 
while in contact with a foreign body. The fully granular cells 
of crayfish and cockroach blood are instances of unstable 
amceboid blood. Blood cells are known to show selective 
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adhesions or differential adhesiveness, and, in fact, there is 
a delicately balanced relation in respect to adhesive¬ 
ness between individual blood cells and other objects 
with which they come in contact—a fact which serves to 
broaden the basis of the investigation of “agglutinins.”— 
The Blood of Astacus fhiviatilis: A Study in Crustacean 
Blood, with Special Reference to Coagulation and 
Phagocytosis, by John Tait and J. Donald Gunn.— 
Carbohydrate Metabolism in Relation to the Thyroid Gland. 
III. The Effects of Thyroidectomy in Rats on the Gaseous 
Metabolism, by W. Cramer and R.M'Call. In rats removal 
of the thyroids and parathyroids does not produce severe 
disturbance of metabolism/ The curves of CO j output and 
Oa intake and R.Q. do not differ essentially from those of a 
normal animal. The power of the body cells to oxidise 
carbohydrates is not impaired, and it is inferred that the 
carbohydrate metabolism in experimenial hyperthyroidism 
is not due to a direct stimulating effect of the thyroid 
hormone on the oxidation of carbohydrates. 

The American lteciew of Tuberculosis. Baltimore: National 
Association for the Study and Prevention of Tuberculosis. 
Price 35 cents.—The issue for May is exceptionally well 
illustrated, but there are only two original contributions. 
The first, by Dr. W. S. Miller, is a study of the nerves and 
ganglia of the lung in a case of pulmonary tuberculosis. He 
concludes with three queries: (1) May not the increased 
activity of the glands be due to the irritation of the nerves 
and ganglia? (2) May not the irritating and productive 
cough in some cases of tuberculosis, and the dry hacking 
cough in other cases, be due to nerve irritation ? (3) May not 
the nervous hyperaesthetic condition accompanied by very 
shallow breathing which is a frequent result of gas poisoning 
in the present war be due in some measure to irritation of 
this nervous apparatus of the lung ? The author leaves the 
answers to these questions in the hands of the physiologists 
and clinicians, who may, perhaps, be tempted to suggest 
that the notes of interrogation are superfluous, and that the 
author has been unduly cautious and diffident in his con¬ 
clusions. The second original contribution is by Dr. G. E. 
Bushnell, and is a long clinical lecture on the signs and their 
interpretation in advanced pulmonary tuberculosis. It is a 
well-worn subject, but the paper is Well written and illu¬ 
minated by the shrewd observations of a clinician. 

The Military Surgeon (Washington, D.C., U.S.A.).—In the 
June number there is a review of a paper issued by the 
Surgeon-General of the U.S. Army, quoting many foreign 
papers on the reconstruction and re-education of the disabled 
soldier—a task, as the reviewer states, that will require the 
most persevering patience and the sanest human sympathy. 
It is then considered whether these invalids are to be under 
civilian or medico-military control. The importance of 
enthusiasm for an ideal in the superintendent is obvious, also 
the benefit of judicious discipline for the patients during 
recovery. The editor observes that the military officer 
is promoted through his corps, until having proved 
his superior ability, study, and experience, and know¬ 
ledge of his brothers-in-arms, he is selected to be a 
general officer; but has no knowledge of the medical pro¬ 
fession sufficient to acquire its point of view. Therefore, 
the medical authorities of the Army, who have learned to 
work with the other branches, must be put in charge and 
given a staff sufficient in number and rank to take care of 
the disabled men in the most efficient and economical way. 
Particularly as they will be held responsible for the results, 
whoever has the organising of the scheme, while, in so far as 
they are hampered in their work, by so much the fittest of 
their patients will not completely recover.—Captain Wallace 
H. Pratt, of the Medical Reserve Corps, U.S.Army, before the 
war apparently a railway surgeon, makes valuable remarks 
on the prevention of pneumonia in camp, by diluting the 
infection with fresh air and decreasing it by attention to 
the mouth and fauces. His advice may thus be sum¬ 
marised : 1. Give the] men enough blankets so they can 
endure the cold and neither lose their rest by being 
awakened by chill, nor be poisoned because they have been 
compelled to cut off their ventilation. 2. Do not give late 
leave; bring men home early so they can go to bed soon. 
3. Keep the air of stove-heated tents moist. 4. Spray the 
men’s noses daily once, gargle their throats twice, and make 
them clean their teeth four times. As for trains (his advice 
may be commended to officers R.A.M.C. in trains on the 
Continent) he notes that men moving by rail remain long 
without exercise in compartments often stuffy and over¬ 
heated. He suggests that on the train men should be made 
to do physical drill in the corridors, while windows should 
be regularly opened; and that when the train stopped the 
men shoula be turned out of it and made to walk about. 
There is a very interesting note by Dr. Lloyd Garrison, 
assistant librarian of the Surgeon-General’s Office, on a 
mistaken diagnosis of infectious disease in Paris about 1870, 
which prefaces an account, by Lieutenant N. R. Schiff, of a 
medical ward for acute cases, designed to avoid cross infection 
by means of screens made of sheets hung between the beds. 
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A NEW AERO-URETHROSCOPE. 

The urethroscope, which up to the last three or four years 
was used only by the few specialists mostly in London and the 
large teaching centres in the provinces, has now come into 
general use owing to the establishment of venereal clinics, and 
medical officers in charge should be thoroughly acquainted 
with the appearance of the normal and abnormal urethra, if 
they are to treat chronic gonorrhoea successfully. For this 
reason I have thought it necessary to try to improve on 
existing patterns of urethroscope. There are two main 
types ; the first, those through which the urethra is seen by 
direct illumination, and the second, those through which it 
is seen by indirect illumination or reflected light. By the'use 
of the first type the urethra cannot be distended with air, but 
by the second type, of which Wyndham-Powell’s aero- 
urethroscope is the best, all necessary instrumental work 
can be done with the urethra distended. I think, however, 
that the size and weight of the illuminating and operating 
mechanism are serious obstacles to its employment generally, 
and I venture to think that I have made an improvement 
which fulfils all requirements. The 
principle is that of combination of direct 
illumination with an aero-urethroscope. 


/D 


Fig. I. 



The endoscope (Fig. I.) is that used in 
Luys’s pattern with a side-channel to 
accommodate the lamp-stem. Its upper 
end, x, consists of the lower portion of a 

°“ ® fla , n K« in w hlch is fixed an upright guide-Din o 
The attachment, a, Is a metal cylinder. Its lower end is 1 
tapered internally to fit on to the cone, x. This SpneV end h 
made to receive either the examination cap, i, or the oneraMna nor* 
c (Fig. *11.). The examination cap is a lens’ of fo<^l length co^S' 
sponding to the length of the endoscope and Is mounted in a metal 
rim, which fits into the attachment. The joint is alr-fciirht hut 
loose enough to allow removal of the cap whii the ureth^ope h 
being used. Current is conveyed to the lamp, D (Fig. I.), through^he 

lamp-holder, k (Fig. II.), 
This is a circular piece ol 
metal let into the wall ol 
the attachment. Its outei 
portion bears two ter 
minals, on to which the 
wires from the battery arc 
attached by milled-headed 
screw's. The innei 
portion is a tube 
f-h, which pro 
jects slightly belov 
the attachment. 

The lamp is that 
used in Luys's in 
strument, with on< 
wire exposed at the 


Fig II. 



end of the stem. About 1J inch 
from the upper end of the st€ 
is a small screw, t (Fig. II 
When the stem is passed up t 


tube f-h the exposed wire makes contact In f, and the screw t engai 
in the lower end of f-h. Opening into the attacbmentat right angles 
the lamp-holder is the tube with tap for attaching the bellows. 

To use the instrument the lamp is screwed into its place, and t 
wires from the battery are connected up to the lamp-holder. If the lie 
Is satisfactory the rubber bellows are attached to the tube. When t 
endoscope is In position In the urethra and its interior has been ca 
fully dried the attachment is fitted on to the cone, the lamp passi 
down the channel which just accommodates Its widest diameter, 
make the urethroscope air-tight gentle pressure of the endoscope 
made upwards to the attachment. 

The urethra is now Inflated and examined; if no abnormality is d 
covered the examination comes to an end, but if there is need for operati 
he examination cap is removed and the operation cap is fitted In its pla< 


This is a metal disc perforated by two tubes. One (Fig. III., 2) is an 
eye-piece ; the other is a guide, 3, with a bore equal to a No. 2 bougie 
English gauge, for the operating handle, 4, the lower end of which is 
tapped to receive a probe or knife. When the operation cap is 
in position the operating handle just clears the side of the endoscope. 
To give room for the movement of the handle the eye piece is not 
placed In the centre of the disc, but a full view of the field is obtained 
by inclining it slightly from the vertical. The lens in the eye-piece is 
removable, so that when shorter endoscopes are used 



J the lower end of the guide Is a milled screw'-cap, 6. 
enclosing a cork washer, 5. Careful adjustment will 
compress the cork washer round the operating handle, to prevent leakage 
of air, and will allow easy up-and-down and slight lateral movement. 
It is advisable to lubricate the handle wit ha drop of lubafax When 
the handle is not used the guide is closed with a email metal plug. 

The attachment is about 3 oz. in weight, and the whole urethroscope 
can be held easily In its place with the left hand gripping the urethra 
round the tube, leaving the right free to do the necessary manipulations. 

The urethroscope has been made by Mr. Clive Wilson, 
Albert Road, Southsea, who has with much skill and 
ingenuity overcome many difficulties before a practical 
instrument could be turned out. The lamp-holder is 
entirely his idea, and the insulation is such that if the 
lenses are removed the whole instrument can be sterilised 
by boiling. A. Cambell, M.B., Ch.B. Manch.. 

Medical Officer, Portsmouth Venereal Clinic. 


AN IMPROVED MON-AURAL STETHOSCOPE. 

FOR some time past I have been using the mon-aural 
stethoscope which I have modified in such a manner as 
enables me to hear through it with both ears at the same 
time. The instrument has proved so satisfactory with me 
that I venture to bring it before the profession. It consists 
of an ordinary mon-aural stethoscope in two parts, to which 
is attached a piece of indiarubber tubing about 16 inches in 
length. This is connected at the ear-piece and communicates 
with the bore ; at the free end of the rubber tubing is a 
comfortably fitting ear-piece. When in use the small free 
ear-piece is inserted 
into the ear farthest 
away from the exa¬ 
mining side. The 
stethoscope is placed 
in position on the 
chest and used in the 
ordinary manner. 

There is no need to 
remove the tubing 
during the entire 
course of the exami¬ 
nation and it in no, 
way interferes 
with the re¬ 
placing of the 
stethoscope 
into different 
positions. The 
advantages of 
this instrument over 
the ordinary mon¬ 
aural stethoscope are that both ears are engaged and the 
examiner can better concentrate his attention, since all extra¬ 
neous sounds are prevented from reaching the otherwise 
unused ear and interfering with the examination. The 
sounds are louder, more clear, and distinct, owing to better 
coordination. For medical men doing work at the front or 
those returning whose hearing may have been affected by 
constant shell fire this instrument would be found a great 
help in examinations of the chest. 

Messrs. Allen and Hanburys have kindly designed for me 
the pattern shown in the illustration. 

Louis Lowenthal, M.D. Chicago, 

Hampstead, N.W. M.R.C.S., L.R.C.P. Lond. 
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The Fifth Year of War. 

Another year of universal war will have com¬ 
menced before our next issue, and it is right and 
proper that the profession of medicine should 
pause at this fifth milestone and look back on what 
the healing art has accomplished during the 
embittered struggle, in order to balance up the 
successes and failures of our organisation in the 
past and to see in what direction things should be 
better ordered for the future. At the outbreak of 
war the medical profession was admittedly un¬ 
prepared for a struggle of such magnitude and 
duration, but this unpreparedness was shared 
with every section of the population, military or 
civil. With one great difference. The medical man 
had the distinction from all other civilians that 
as he stood, whether with or without a uniform, 
he was a trained man for medical needs, and 
therefore was of superlative value to the Navy 
and the Army. There is, of course, a medicine of 
peace and a medicine of war, but the medicine of 
war is a medicine of peace developed to suit the 
various exigencies of the case. The position of the 
medical man as the trained man for medical purposes 
was recognised in an honourable if embarrassing 
manner upon the outbreak of war, for an imme¬ 
diate draft was made upon our body of such 
magnitude and quality that when later a vast 
British army began to take shape and the war 
extended from continent to continent the supply of 
our own medical men available was already much 
depleted. It is old history now that when those who 
had the conduct of the war in their direct charge 
lacked the necessary imagination and foresight 
with regard to medical affairs, the situation was 
met by the medical profession instituting their own 
deliberative war committees. The Central Medical 
War Committee and other similar bodies showed 
themselves prepared to investigate the supply of 
medical men remaining in the various localities, 
and to meet the medical demands made by 
the Services, while keeping a watchful eye 
upon the due maintenance of the public sanitary 
and education organisations. What the Central 
Medical War Committee did for England and 
Wales the Scottish Medical Service Emergency 
Committee did for Scotland, and their task 
of recruiting the officers for medical military 
purposes, without imperilling civilian needs, has 
now become recognised as part of the official 
machinery and is still being worked out. In 
England and Wales the magnitude of the popula¬ 
tions concerned presented a problem of consider¬ 
able difficulty, but substantial help has been given 
by the Committee of Reference of the English Royal 
Colleges. This Committee discriminates with regard 
to the conflicting claims on the honorary staffs of the 
great hospitals and institutions, and the work of 


this Committee is still proceeding in the direction 
of a fair and economical distribution of medical care 
in the metropolis. The medical profession may 
congratulate itself upon the continuous and hard 
work done by these three bodies. Through their 
activities the medical profession, while remaining 
a civilian body, has organised itself for military 
purposes, and has done so with a spirit of unanimity, 
though the conditions of their employment were 
often hard to justify. 

The fifth year of war opens with happy omen. 
The prolongation of the struggle with its terrors 
and griefs tends to produce among all the partici¬ 
pants a frame of mind on which the actual happen¬ 
ings produce an immediate effect. The recent 
successes of the armies of the Allies on the Western 
front, and the presence of large and effective 
American forces in France, have shaken the martial 
ardour of the Central Empires. The reported words 
of the German Kaiser and of his principal military 
subordinates show that in Germany as well as in 
Austria the war is being prosecuted with less con¬ 
fidence in the invincibility of the German armies 
than heretofore, and that some apprehension is 
dawning of the reasons why the rest of the civilised 
world regard German actions and German pro¬ 
fessions with suspicion and anxiety. But with all 
this there is nothing to suggest an abatement in 
the relentlessness of the fighting, and the medical 
responsibilities remain undiminished. It is the 
duty of the medical profession to keep the Army and 
Navy properly equipped with medical assistance 
during the prolonged struggle. It falls to them 
also to organise the proper treatment of the sick 
and wounded on their return, while looking far 
ahead to the possibility of restoring to useful and 
happy citizenship many thousands of unfortunate 
men who have been damaged in the prolonged 
contest. As the war goes on, while the actual 
number of men engaged in fighting at any one 
time may not become larger, the toll of sick and 
wounded rises, and it is on the ever-increasing 
task of dealing wisely and efficiently with these 
unfortunates that we now have to focus our 
particular attention. In an admirable article which 
we publish this week Major-General Sir Robert 
Jones describes, as medical director of military 
orthopaedics, the way in which orthopaedic treatment 
is now being organised throughout the country, 
and it will be observed that under this amorphous 
heading a large part of the urgent work of 
military surgery has come to be included. Similar 
organised endeavours to deal with the results 
of tuberculosis, of shell shock, of ophthalmic and 
of jaw injuries (to mention only a few of a long 
category) have been set in motion, and it remains 
for the medical profession to justify by their 
methods of dealing with these sad cases the eulogy 
which they have earned in other directions. 

The field of work is so immense and so laborious 
that there is room at times for discouragement, or 
for a lowering of the standard to the dead level of 
mere routine. But one thing should ever be borne 
in mind, and it is a wonderfully heartening 
reflexion. Just as the medicine of peace became 
the medicine of war, so the medicine of war need 
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not be scrapped, but will become again the medicine 
of peace. No iota of the work done or genius 
expended need be wasted. When the swords have 
been beaten into reaping-hooks and the tanks are 
drawing ploughs the hygienic and surgical achieve¬ 
ments of the present war will remain as the 
birthright of a new generation. We have already 
seen how the service of hospital ships on the 
Tigris, which ply past the gate of the Garden of 
Eden, will remain as the civilising means of inter¬ 
course in a new Mesopotamia, from which water- 
carried disease will have been excluded by the 
clean water installations now dotted along the 
river banks. We have also seen how the effective 
adaptation of simple means to ends in the hygiene 
of the battle-front may revolutionise the practice 
of sanitation in our rural areas at home. It is 
equally true that the war-time discovery of how 
to restore the mutilated face by the combined 
art of sculptor and surgeon will benefit the peaceful 
victims of lupus, rodent ulcer, and accidental 
burns. The solution of the problem of the tuber¬ 
culous soldier, whether in colonies or by the aid of 
all that is implied in the term after-care, must help 
to solve the ever-present difficulty of dealing with 
consumption in our great cities on lines befitting 
the twentieth century. Intensive study and team¬ 
work developed under the stimulus of war con¬ 
ditions will remain to fertilise the medical practice 
of peace. Medicine has this vast consolation of a 
fruitful continuity. 

Combating Louse-transmitted 
Diseases. 

The recent demonstration that Pediculus humanus 
corporis transmits trench fever 1 is leading to more 
active steps being taken to combat lousiness among 
soldiers, because even the most obstinate combatant 
officer appreciates the loss in man power that may 
be induced. The knowledge of the discomfort 
and injury produced by lice, and that these insects 
convey relapsing fever, typhus, and various skin 
affections, and possibly plague, has not resulted 
hitherto in adequate measures being taken to 
mitigate the evil. The biology of lice is at last 
receiving the attention which it deserves, and with 
a real knowledge of their life-history we shall be 
in a much better position to devise effective 
measures against their attacks. This does not 
imply that the requisite measures can be carried 
out in practice immediately, but it does mean that 
future work against lice infestation will be better 
directed. 

In the meantime there is much that might be 
done which is not done. To check the spread of 
disease by lice it is necessary to keep soldiers 
clean. That is not a new discovery, but it is 
knowledge that has hitherto been turned to little 
account. To keep men free from lice it is impera¬ 
tive that their clothing and persons should be 
periodically disinfested. Half measures in this 

respect are of little or no use; indeed, they are dan¬ 
gerous because they give a false sense of security. 

Although lice may be spread in a variety of ways, 
infestation occurs mainly through contact and close 
association with verminous persons. Therefore 
strict attention is required to keep clean persons 
apart from infested individuals. The latter may 
carry lice or nits on any article of their clothing 
and upon their body-hair. When disinfestation is 
limited to cleansing a man’s shirt it is bound to 
fail as a preventive measure, for the shirt, replaced 
upon the man, is promptly reinfested by the lice 
that wander again upon it from the other untreated 
clothing ; moreover, if all the clothing belonging 
to a man is disinfested and his body-hair is 
not rid of nits or stray lice, he will reinfest his 
clean clothing. These are no new discoveries, 
but, again, it is knowledge that has not been 
made use of. The apparel and person of the 
soldier require attention whenever the military 
circumstances permit. As a matter of routine, 
weekly inspection of men by competent examiners 
is imperative if lousiness is to be avoided. To be 
effective the plan of procedure and treatment 
should be systematised and rigidly carried out. 

For the destruction on a large scale of lice in 
clothing and blankets the only remedies that 
can be thoroughly recommended are dry or moist 
heat. Lice and their nits are destroyed by 65°-70° C. 
in one minute. A most effective method of apply¬ 
ing dry heat is by the use of huts in which the 
articles are exposed to air heated by means of coke 
braziers (Orr’s huts) or by stoves. Smaller huts 
may serve as steam chambers, steam being led into 
them from a suitable boiler. Railway vans, stationed 
at sidings, have been used as steam disinfectors in 

Germany, Serbia, and Egypt on an extensive scale. 

Colonel William Hunter, in a lecture before the 

Royal Society of Medicine, which we report else¬ 
where (p. 107), describes the successful application 
in the early days of the Near Eastern campaign of 
disinfestation by means of barrels and railway vans ; 
the plan was devised by his colleague, Lieut.-Colonel 

G. H. Stammers. Underclothes and other suitable 
effects may be disinfested by dipping them in hot 
water or immersing them in such insecticide solu¬ 
tions as petroleum, cresol, or lysol, with or without 
the addition of soap. Sulphur dioxide is an un¬ 
trustworthy agent here ; as the gas is injurious to 
uniforms, while it is slow in action and unduly 
costly, its use should be discontinued where better 
means of louse destruction are available. 

Other means of combating lice are merely pallia¬ 
tive ; they do not effect the complete destruc¬ 
tion of vermin. This must not be taken as 
meaning that palliative measures are valueless, 
they serve to keep down the louse population and 
may have to be relied upon at certain seasons when 
the systematic procedure detailed above cannot be 
put in action. Chief among palliative measures at 
present employed may be reckoned the application 
at frequent intervals of insecticides to clothing. 

The use of insecticides is a confession that men 
are not being kept clean by direct means, and 
may sometimes mean that nothing worth doing is 
being done. The indiscriminate use of empirical 

T, \ S £ e ;^ cNee and Renahaw (1916), Brit. Mod. Jour., 1., p. 225 : Journ. 

H A M.C., mvI.. p. 490; Daviea and Weldon (February, 1917), The 

uSSSElI'’ JLVt 5 S £ rong a ^ d ° ther8 < Marc h, 1918). Med. Bull. 

Cr <* 8 Soc. in France), i., p. 376; Byara and Others 
Trans * S ?°i\ Tr . op - Med ‘ and Hy «- ( In P^s.) The last two 
publications are specially important in relation to trenoh fever. 
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remedies is strongly to be deprecated, for many 
of those advertised are entirely useless. It 
is important that medical and sanitary officers 
should receive instruction in the best methods of 
dealing with lousiness in troops, for the matter 
is by no means so simple as it may appear 
to the uninitiated. In this connexion we would 
refer those interested to the papers by Professor 
G. H. F. Ncttall, where the subject is exhaustively 
treated and illustrated.” The National League for 
Health, Maternity, and Child Welfare has recently 
issued leaflets and posters dealing with the pro¬ 
blem of vermin in general (flies, lice, bugs, fleas), 
with the object of spreading a knowledge of their mis¬ 
deeds among the public. The movement is laudable, 
but we wish that the league had obtained its “ best 
scientific information” from more competent sources 
before spreading its leaflets broadcast. 


2 Sec Pamaitolofcy, Cambridge, vol. ix., pp. 1-185, Pediculuis kumanus. 
Its Biology and Relation to Disease, bibliography. Ibid., vol. x., 
pp. 375-405, Phthirus pubis, its Biology and Relation to Disease, 
pp. 4li-586, combating lousiness among soldiers and civilians. 


^nnoiatians. 

“ Ne quid nlmls.” 


THE SUPPLY OF MEDICAL STUDENTS. 

We have received from the General Medical 
Council the following tabular statement giving the 
number of students in actual attendance on courses 
of instruction in preparation for medical degrees or 
diplomas. The statement refers to the month of May 
of the present year. 


Topical 

distribu¬ 

tion. 


London 
District 
England k 
Wales* 
Scotland 

Ireland 


Total 


First year. 
Due to 




1378 


114 


202 487 
921 


615 

507 


Second 


year. 
Due to 

qu !^. 


in 


2043 1249 


619 


348 

728 

538 

552 


1863 


Third 
year. 
Due to 
qualify in 


1050 


484 


317 1 ' 


588 3' 

504 

441 


Fourth 
year. 
Due to 
qualify in 
1920. 


.95 

;oo 

1231 


1534 759 


116 
129 
30 
2751034 


261 
416 5! 


36 

25811 


Fifth year. 
Due to 

19lf iD 


qU< i l ^. i 


389 

14 

315 

.15 


941 


207 


1151 


* Including London. 


The totals for the several areas in the order given 
are 1855, 3259, 2485, and 1886, with a grand total 
of 7630, of whom 5380 are men and 2250 are 
women. The high proportion of women students 
in the London area is noteworthy, especially in 
comparison with the Irish figures. It also appears 
from a subsequent part of the tabular statement 
not here reproduced that 671 of the men students 
are under 18 years of age and that 553 come from 
places outside the United Kingdom. It is instructive 
to compare the grand total of students in May, 1918, 
with the corresponding figures for the last two years. 

Total Medical Students in Attendance. 

May, 1916 . 6103 I October, 1917 ... 7048 

January, 1917 ... 6682 | May, 1918 . 7630 

This numerical comparison bears out Sir Donald 
MacAlister’s statement at the recent session of the 
General Medical Council that the student regis¬ 
trations in 1917 exceeded those for any year since 
1891. Although there is for the time being a 
“ shortage of doctors,” there is apparently no 
shortage of potential doctors. 


THE CHOLERA SITUATION IN EUROPE. 

For some time during the present year it has 
been known that cholera was appearing in certain 
parts of Russia, more especially in the city and district 
of Petrograd; at various places in the government 
of Podolia, in the west of Russia; at the town of 
Penza, in Middle Russia, 330 miles south-east of 
Moscow ; at the port of Tsaritzin, on the Lower 
Volga, in the province of Saratoff; and at the 
port of Astrachan, also on the Lower Volga, 
47 miles from its discharge into the Caspian Sea. 
In Asiatic Russia cholera was also prevalent in 
May of the present year at Tashkent, the capital of 
Russian Turkistan. With the coming of the summer 
season the cholera prevalence began to assume 
epidemic proportions in several places, particularly 
in Petrograd, which in past years has often been 
devastated by the disease. On July 13th the Times 
published a message, which had been transmitted 
through the wireless stations of the Russian 
Government, addressed 41 to all the Councils of the 
Corn Provinces and to all railway officials,” to the 
effect that cholera was increasing in Petrograd, and 
that daily hundreds of persons were falling victims 
to the disease, the situation being greatly accentu¬ 
ated by the serious scarcity of food. Three days later 
another message stated that every day 500 cases of 
cholera were occurring in Petrograd, and that the 
infection was spreading to other parts of Russia 
and to Finland. About the same time information 
reached this country that cholera was epidemic in 
the city of Saratoff, on the Volga,^500 miles south¬ 
east of Moscow, and that “ thousands ” of 
persons had already been attacked by the disease. 
On July 12th a steamship from Petrograd 
arrived at Stockholm with six of its crew suffering 
from cholera, and a few days later another ship 
arrived at the Swedish port of Gefle, on the Gulf 
of Bothnia, with cholera on board. On July 17th 
yet another ship from Russia reached Christiania 
with five cases of cholera among its passengers. 
We understand that the Scandinavian Governments 
are on the alert and are making strenuous efforts 
to prevent cholera from gaining a foothold in their 
several countries, and that the Finnish-German 
Government also is making similar efforts. Expe¬ 
rience of previous cholera epidemics has shown 
that England has generally received its infection by 
way of one of the northern or north-western ports 
of Europe. The war, for the time, has closed our 
trade with Baltic ports, and this, in a measure, has 
lessened the present danger of cholera importation 
into this country from that quarter. The fact that 
cholera has already been carried by ships from 
Russia into various parts of Scandinavia is not 
without significance. There are other Russian 
ports, such as Archangel and Murman, which are 
still in communication with England by shipping, 
and the possibility of the introduction of cholera 
into our country by this route cannot be disregarded. 
It has generally been considered that when cholera 
infection is imported into England in the autumn 
months the danger of its spreading is not so grave 
as when it is brought to us in June or July. 
Formerly, if the importation of the infection coin¬ 
cided with a hot summer there was grave risk of a 
serious epidemic. In recent years, however, owing 
to the greatly improved sanitary condition of the 
country, the danger that cholera might gain a 
footing on our shores has been much reduced. 
Simon’s well-known observation that “excrement- 
sodden earth, excrement-reeking air, excrement- 
tainted water, these are for us the causes of 
cholera,” no longer seems to apply. But it is 
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otherwise in Russia, and particularly in Petro- 
grad, where the Bolshevists have swept away 
the municipal sanitary administration and the 
responsible officials, without whose assistance no 
city can hope to keep itself free of filth and filth 
diseases such as cholera: this remark is, no doubt, 
true as regards many other cities and districts in 
unhappy Russia at the present moment. For that 
and other reasons it is extremely probable that we 
shall hear more of the ravages of cholera in Russia in 
the next two or three months. 


THE REINSTATEMENT OF DR. JOHN 
HENDERSON BELL. 

The decision of the General Medical Council was, 
as we pointed out at the time, equivalent to a 
reinstatement of Dr. J. H. Bell in the esteem of his 
colleagues and of a larger public. The miscarriage 
of justice of which he was a victim has already 
been to this extent made good. What he has 
suffered he has suffered, and although we can do 
nothing more to compensate him for his suffering, 
we can at least help to remove the pecuniary 
burden which still rests upon him. We feel sure 
that the appeal by four of Dr. Bell’s most dis¬ 
tinguished colleagues, which appears in our corre¬ 
spondence columns, will not fall on deaf ears, and 
we commend it to the notice of all our readers. 
No single one of us is secure, as the signatories 
remind us, from a similar mishap. 


THE NEED FOR STATUTORY MEDICAL 
ADVISORY COMMITTEES. 

In an open letter to the medical profession Mr. 
Sidney Webb, who has been invited by the Labour 
Party to stand for Parliament, representing the 
University of London, gives his views on the proper 
relation of medicine to the State. He is convinced of 
the importance of the medical profession, as a whole, 
obtaining a genuinely effective influence on the 
administration of the service which it renders to 
the community. The ideal relationship between 
the various parts of the medical profession as well 
as that between the profession and the State will 
not, in his opinion, be discovered unless Parliament 
can be induced to provide for a much more effective 
and continuous intervention than at present exists 
of the mass of medical opinion and medical counsel 
—meaning predominantly that of the general prac¬ 
titioner—alike in national and in local administra¬ 
tion. Mr. Webb goes on to say:— 

This will not be achieved merely by getting medical prac¬ 
titioners appointed as assistant secretaries or heads of 
departments, or even as Ministers of Health. I see not much 
advantage, and some considerable drawbacks, in making 
good doctors into not particularly good bureaucrats. There 
must, of course, be qualified medical men, clinical as well as 
sanitary, wielding real powers of administration in all 
health departments, central and local. But what I should 
like to see, in addition, is some provision for the continuous 
authoritative, and responsible influence, on policy and on 
administration, of the medical profession itself. It seems to 
me that the Ministry of Health ought to be provided with a 
statutory advisory committee composed, not of the medical 
bureaucracy inside the office, nor yet of the nominees of the 
Royal Colleges, but of the duly chosen representatives of the 
profession outside the Government service; that this 
advisory committee ought to have no executive power 
(because we do not want it to become itself part of the 
bureaucracy), but unlimited freedom to criticise and advise * 
that it should be entitled to give its opinion, not merely on 
matters affecting the pecuniary interests of doctors or their 
status m the community, but on anything, done or undone, 
affecting health or disease; and that it should be free 
whenever it thinks fit, to present an authoritative report 
to Parliament, uncensored by any department of the 
Governmeht. 

Mr. Webb suggests a similar advisory committee 
of the local medical profession, on a smaller scale, 


attached to every town and county council in the 
country, with analogous powers of reporting, un¬ 
censored by the town clerk or the health committee, 
upon the doings of the local sanitary authority. 
Dr. Basil W. Martin tells us that in Leicester, which 
has long been to the fore with its Public Medical 
Service, such an advisory committee representing the 
medical profession, local public bodies, and voluntary 
health organisations, was agreed to last week. The 
mayor is to be chairman and a member of the medical 
profession vice-chairman of this committee, which 
is to have no executive powers but will consider, in 
a purely advisory capacity, matters relating to the 
health of the town. Similar committees have for 
long had a beneficent influence in several Alpine 
health resorts. The example of Leicester will be 
watched with interest by less adventurous towns. 


THE OCCURRENCE OF SPIROCH/ETA 
EURYGYRATA IN MAN. 

During the past quarter of a century the study 
of protozoology has received more and more atten¬ 
tion from medical men distributed in the four 
corners of the earth. The microscope has revealed 
a number of varieties of lower animal life which 
readily make of man a habitat and breeding ground 
under suitable climatic conditions. The spiro- 
chaetes have a special predilection for various 
portions of the human mucous membranes. We 
have received an interesting paper by Temporary 
Surgeon G. Marshall Findlay, R.N., entitled 
“ Observations on the Occurrence of Spirochata 
Eurygyrata in Man,” but space only allows of our 
giving his conclusions. In The Lancet of March 3rd, 
1917, Dr. J. W. Scott Macfie showed that this spiro- 
cheBte is universally present in man on the Gold 
Coast, but its geographical distribution is almost un¬ 
known. For this reason Surgeon Marshall Findlay 
decided to examine the stools of British sailors and 
local natives in Egypt and the Red Sea littoral. 
His researches confirm those of Macfie, and indi¬ 
cate the almost universal parasitisation of man by 
this spirochaete in the equatorial zones of Africa. 
In Lower Egypt S. eurygyrata is present in the 
intestinal canal of man in a very considerable number 
of cases. In Upper Egypt it is universally present. 
In Europeans there appears to exist some correla¬ 
tion between the existence of pyorrhoea alveolaris 
and the occurrence of the spirochaete in the 
intestine. An impure culture of the spiro¬ 
chaete can be obtained by incubating in sterile 
hydrocele fluid at 37° C. It has long been 
suggested that a granular form exists in the 
life-history of certain spirocheetes parasitic in 
man, and the present investigations indicate 
that S. eurygyrata is no exception to this 
rule. Dried faeces, three and a half months old, 
which revealed no spirochaBtes under the micro¬ 
scope, when incubated at 37° C. in sterile hydrocele 
fluid yielded a growth of active spirochaetes. This 
spirochaete does not appear to be harmful to man, 
can be readily cultivated in the human organism 
(as also in monkeys) by oral administration of 
capsules containing the spirochaete, and is curable 
by the administration of thymol. 


The house and library of the Royal Society of 
Medicine will be closed for cleaning from Thursday, 
August 1st, to Saturday, August 31st, inclusive. 
During that time, however, medical officers of the 
naval, military, and air services, including the 
medical corps of the Dominions and our Allies, 
will be admitted to the library between 10.30 A.m. 
and 6.30 p.m. 
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MILITARY ORTHOPAEDIC TREATMENT. 


At the beginning of the fifth year of war the notion of 
“ team work” as appliel to war-time injuries and diseases 
is taking more definite form. And in no department of 
military medicine and surgery is this more evident than in 
the important, if vaguely defined, sphere of military ortho- 
psedics. A recent official pronouncement has included all of 
the following conditions in this sphere of influence :— 

Derangement and disabilities of joints, including ankyl¬ 
osis. Deformities and disabilities of feet, such as hallux 
rigidus and valgus, hammer toes, metatarsalgia, painful 
heels, flat and claw' feet. Malunited and ununited fractures. 
All fractures of the femur. Gases of nerve lesion requiring 
operative treatment. Cases requiring tendon transplanta¬ 
tion or special surgical appliances. 

These cases are now sent direct, as far as space permits, 
to one of the military orthopaedic centres which have 

MILITARY ORTHOPAEDIC SURGERY: ITS 
SCOPE AND AIMS. 

By Sir Robert Jones, C.B., Cic.M., D.Sc., F.R.C.S., 

MAJOR-GRHERAL, A.M.S. ; INSPECTOR OF MILITARY ORTHOPEDICS. 

I have been requested to state briefly the way in which 
we deal in this country with the group of cases classified 
under “Military Orthopaedics.” 

Nature of Cases: Departments of an Orthopedic Centre. 

Both at home and in America the definition practically 
covers the surgery of the extremities. The Army Council 
Instruction includes under the term “ orthopaedic ” ankylosis 
of joints, deformities and disabilities of the feet, malunited 
and ununited fractures, injuries to the peripheral nerves, and 
conditions requiring the transplantation of tendons. This 
represents a very large proportion of the injuries of war, so 
that constant effort is being made to increase our accom¬ 
modation, which is at present inadequate. We opened our 
first orthopaedic hospital in Liverpool in 1915 with 250 beds, 
and now we have centres scattered over Great Britain and 
Ireland with well over 25,000 beds. 

In organising an orthopaedic centre we decide to have 
every department represented, and that these departments 
should be so related that while they interdigitated they 
should not overlap. Our experience of uncontrolled special 
departments led us to conclude that they were lacking in a 
sense of proportion, and that cases were being bathed, 
massaged, or electrified which required fundamentally 
different treatment. Unless these special departments are 
guided by men with an orthopaedic training they might as 
well not exist. In one institution which we visited we found 
several men being massaged who should have had their torn 
nerves sutured. Others being electrified required pre¬ 
liminary tenotomies, while the subjects of arthritis were 
undergoing harmful movements in Zander machines. Again, 
attempts were being made to break down old septic joints 
which required the gentlest care. From all the evidence it 
was clear that special departments should be controlled by 
well-trained surgeons, and remain in association with 
orthopaedic centres. 

An orthopaedic staff will consist of neurologists, operating 
surgeons and their assistants, and the chiefs of departments. 
Consultations are encouraged and take place between the 
chiefs of the various sections, and the powers and limita¬ 
tions of each department are soon appreciated. The co¬ 
operation between the departments is of the most friendly 
character, and the chief of massage is in constant touch with 
the chiefs of electrotherapy and curative workshops. 

The departments for treatment consist of : ( a ) Curative 
workshops ; (ft) gymnasium ; ( c ) massage ; ( d ) electrical 
treatment; ( 'e ) baths. 

Therapeutic Value of Work: Active and Passive Movements. 

Perhaps the most interesting development is the curative 
workshops. Obviously a very large proportion of the inmates 
of an orthopaedic centre are of chronic type. Many of them 
have passed through various hospitals, and have undergone 
several operations. Their moral fibre has been weakened 
by prolonged strain, and they have lived a life of painful 
indolence for many months. To such men occupation is 
essential to their recovery, and the curative workshop has 
been to them a priceless therapeutic boon. For the initia- 


been established in each military command in Great 
Britain. There are three such centres in the Scottish 
Command and we give this week some account of two—at 
Aberdeen and Glasgow—as the result of a personal visit. 
To the third—the Edinburgh War Hospital at Bangour, 
Midlothian—an important addition has just been made in 
the form of a building for hydrotherapy, massage, and 
electrical treatment on a large scale. The gift of the Edin¬ 
burgh Red Cross Committee, this was formally handed over 
at the end of last month by Lord Mackenzie to Lieutenant- 
Colonel John Keay, R.A.M.C., commanding the hospital. 

The following address on the scope and aims of military 
orthopaedic surgery was delivered by Major-General Sir Robert 
Jones at the recent Inter-Allied Conference on the After-care of 
Disabled Men, and deals with the whole extensive subject in 
an illuminating way. 


tion and organisation oE these workshops the nation is deeply 
indebted to King Manuel, assisted by the princely generosity 
of the British Red Cross. 

These shops have a double curative value—the psycho¬ 
logical and the mechanical. As soon as a derelict finds 
himself once again a productive agent he becomes trans¬ 
figured. Hope replaces despair, and we find this mental 
reaction soon produces its physical changes. The power to 
order a man to work is practically never exercised, for we 
obtain our ends more effectively by persuasion and example. 
Work is therefore very popular, and is, in addition, accom¬ 
panied by rewards and privileges. 

The mechanical therapy is of two kinds—direct and 
indirect. A man with a stiff foot which he is disinclined to 
use may be given a job to do with his hands. In the interest 
which the work inspires he forgets to nurse his foot, which 
almost unconsciously, and often very rapidly, becomes again 
mobile. A knee-joint which could not bear the continued 
strain of working a treadle will perhaps improve in function 
quickly while the patient, forgetful of his injury, is working 
with a saw. This is the indirect method of attack. 

The direct is invoked when we give a man with a stiff 
shoulder paperhanging or whitewashing in order to loosen it, 
or screw-driving to pronate or supinate his arm, or a plane 
to mobilise his wrist. 

The governing principle in regard to curative work is 
founded on the well-grounded belief that active movements 
are of infinitely greater value than passive movements. 
Active movements by exercise in one of its various forms have 
a direct curative effect upon the muscular structure. Passive 
movements are sometimes essential in order to stretch or flex 
a joint in preparation for active exercise, but in war injuries 
movements must be supervised by an experienced mind. 

Work in the gymnasium is rendered attractive by games 
carefully devised for definite objects. If these games are 
competitive they often prove most helpful to the functional 
element so often grafted upon the organic. Although associ¬ 
ated regional types of disability are grouped in classes, we 
depend mostly upon individual attention. A good instructor 
has a hundred eyes, can detect and watch men with special 
disability, and he always knows the danger of over-exercise. 

Massage and electrotherapy are governed by well- 
considered surgical principles both in regard to the types 
of graduated contractions induced in order to simulate 
normal psychological action and the maintenance of 
uninterrupted relaxation in paresed muscles. We lay it 
down as a fundamental principle that muscles must not be 
massaged while they are under tension. In drop-wrist not 
for one moment is a patient allowed to palmar flex his wrist, 
it must be kept dorsi-flexed while either being massaged or 
while undergoing electric treatment. 

In all centres we have artists and modellers, and careful 
pictorial records are kept of the various types of deformities. 

Instruction in Military Orthopedic Surgery. 

Shepherd’s Bush Military Orthopaedic Hospital, London, 
is typical of some 15 similar centres situated in large 
industrial centres over Great Britain and Ireland. Around 
each of these centres is grouped a series of auxiliary 
hospitals supervised by the parent staff. 

It is desired to make these institutions educational in 
order to disseminate orthopaedic knowledge among men who 
will have to deal with after-war problems. Intensive 
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instruction is being given at Shepherd’s Bush, Liverpool, and 

Leeds, and in three months a well-trained young surgeon 
will have thoroughly grasped the fundamental principles. 

We have been immensely indebted to the United States, 
who, as soon as they entered the war, sent over my friend 
Major Goldthwait and 23 extremely well-trained orthopaedic 
surgeons. This was a delightful gift for the duration of the 
war. In addition to these, we have placed at our disposal 
50 American surgeons of junior rank, who can both help us 
in our work and at the same time undergo a training. 

Even yet—such has been the demand upon our young men 
—we have very few Britishers undergoing training. This is 
most unfortunate. A young surgeon would be so much more 
useful and adaptable at the front if he had undergone an 
intensive training in the surgery of the extremities for three 
months. 

For educational purposes congresses are held twice a year, 
when the staffs from all the hospitals meet to discuss and 
relate experiences; while every three months visits are 
arranged between centres geographically convenient in order 
that they may link up in efficiency. 

The. Work of the Centrex: Restoration of Patients. 

The operative work done in these centres consists largely 
in rectifying the deformities of war—arthrodesis of joints 
in good functional positions when they are ankylosed in bad 
ones ; bone-grafting and other reconstructive measures for 
bony deficiencies and non-union ; lengthening of shortened 
limbs and readjustment of malunited fractures ; the fixation 
of flail joints in good functional position ; and tendon trans¬ 
plantation for various conditions. 

We have included injuries of the peripheral nerves in ofir 
orthopaedic list because they often require pre-operative, 
operative, and post-operative treatment, and they were the 
type of case which at the beginning of the war were found to 
be neglected owing to pressure on beds. Such cases are most 
carefully examined by neurologists, who work in close con¬ 
junction with the surgeon. In this way the nerve cases are 
under admirable control, and we endeavour more and more 
to segregate the cases requiring suturing under the care of 
those men who do the work best. A feature of the neuro¬ 
logical work is the success which has attended tendon trans¬ 
plantation in irreparable damage to the musculo-spiral and 
posterior interosseous nerve. 

Distinguished general surgeons overlook the work of 
each of the centres. 

There has been a very natural anxiety on the part of the 
War Office at the prolonged retention of men at the ortho¬ 
paedic centres, but when the other side of the picture is pre¬ 
sented and it is realised that over 70 per cent, of the cases 
are returned to military life it is evident that the patient 
care devoted to them is justified. The orthopaedic hospital 
is the only link which makes it possible for the Pensions 
Ministry to make a useful citizen of a disabled soldier. The 
regret we must all feel is that so many of the deformities 
which we have to rectify might be avoided were surgeons 
more generally instructed in mechanical principles. 

More recently—to expedite the process of cure, to diminish 
the time of hospital treatment, and to prevent the formation 
of these chronic disabilities—steps have been taken to bring 
suitable cases from overseas to the orthopaedic hospitals. 
They are labelled “ orthopaedic ” and taken in convoys direct 
to the centres. The stay in hospital is in this way much 
diminished, as the facilities and equipment are such as to 
ensure that the best thing shall be done and at once. 

Suggestions at to Preventive Methods. 

Another useful method of improving treatment is that of in¬ 
structional propaganda. Command depots are visited monthly 
by orthopaedic surgeons, and the doubtful cases are dis¬ 
cussed in groups. Instructions or suggestions are sent to the 
various hospitals all over the country dealing with preventive 
methods. The following suggestions, drawn up by the 
consultants, may be useful as an idea of what is being done. 

W Gunshot injuries through joints, followed by suppuration, 
generally remit in ankylosis.— The position of greatest 
usefulness in such conditions are :— 

Shoulder— The arm should be kept abducted to about 
50°. The elbow should be slightly in front of coronal plane 
of body, so that when it is at right angles, and the forearm 
supinated, the palm of the hand is towards the face. The 
arm is placed in this position, while the scapula retains its 
normal position of rest. The humerus being fixed to scapula 
at angle indicated, the arm can be lifted to a considerable 
height by scapular action. 


[July 27, 1918 


The arm should not be kept more abducted than 50°, 
otherwise it may not be possible to bring it down to the side! 

Under no circumstances should the joint be allowed to 
ankylose while the arm lies hanging down, for the functional 
result will be so bad as to necessitate an osteotomv later on 
to correct the adduction. 

Elbow— The position must always be influenced by the 
patient’s calling, but in the majority of cases the* best 
functional results are obtained when angle between humerus 
and forearm is a little greater than a right angle—about 110°. 
The forearm should be supinated so that that palm is 
directed slightly upwards. If both elbows are ankylosed 
one should be about 110° and the other 70°. 

Wrist. — All injuries of wrist-joint should be treated with 
wrist slightly dorsi-flexed, with fingers spread well out (see 
paragraph (e) later). There should be no exception to this 
rule. 

Hip joint.— Ankylosis should be secured in position of 
slight abduction, the thigh extended and slightly rotated 
outwards. 

Knee.— It should be fully extended, care being taken to 
avoid hyper-extension. 

Ankle.— The foot should be kept at right angles to the leg, 
in a very slight varus position. A valgoid position of foot is 
to be specially avoided. 

( b ) Gunshot injuries of joints followed by rapid healing. _ 

During the period of rest these joints should be kept in the 
same position as indicated above. 

If there is no considerable damage to joint surfaces move¬ 
ment may be expected in many of these cases if ample time 
is given for recovery from inflammatory change. Anv 
attempt at breaking-down under an amusthetic is to be 
deprecated. Such joints require very careful handling. 

The shoulder will serve as an instance. Without removing 
the shoulder abduction splints the joint should be well 
massaged for a few days. If there is no reaction it is safe to 
remove the arm a few degrees from the splint and let it 
down again. If this is not followed bv reaction it may be 
repeated every day and the patient encouraged to lift it 
actively from the splint. When he can do this easily the 
splint can be bent a few degrees (adducted), so that further 
movements can be practised. Massage and electric stimula¬ 
tion of the deltoid are indicated. The principle is one of 
alternative attack and rest. If reaction occurs a further rest 
of the joint is needed. 

A similar principle applies in injuries of other joints. 

(c) Injuries involving tissues in neighbourhood of joints, 
resulting in suppuration, deep soarring , $c.— No attempt 
should be made to break down these cases under an 
anaesthetic. 

The knee-joint will serve as an example. When by 
massage and other tests there is reason to expect no inflam¬ 
matory reaction graduated movement may be attempted 
The knee is straight, with, say, 10° of movement; a splint 
is moulded allowing the joint to flex to 25°. The limb is- 
bandaged to the splint. When the joint has yielded, 
so that limb lies easily on splint, it should remain in 
that position for recovery of strained tissues to occur. 
Movements are then practised by patient within range of 
25°. If voluntary movement is free within that range a 
greater angle is given to the splint and treatment is 
repeated. If the joint becomes tender and stiffens in the 
new position it must be placed back in straight position and 
rested. When movement has been secured to about 45 c 
movements may be continued in the gymnasium. 

In all extra-articular lesions of the axilla and its folds, 
where ankylosis of the joint is not expected, the arm should 
be placed in the fully abducted position. 

(d) Injuries occurring at distance from joints, fractures, cji’C , 
with inflammatory changes occurring in muscles. —No joint, 
not the seat of an arthritis, should ever be allowed to stiffen 
permanently. 

In all fracture cases where it is possible to move the 
joint without interfering with the fixation of the fragments 
this movement should be practised. One gentle movement 
in each direction once in two days is sufficient. Passive 
movements which involve frequent repetition of the same 
movement are unnecessary and often harmful. 

If the joint is very stiff after prolonged immobilisation, 
and where the bone is supposed to have united, great care 
is required. The bones above and below the joint should be 
well splinted while movement is started if necessary under 
full amesthesia. Unless the joint yields readily the surgeon 
should be content with a few degrees of movement, the joint 
should be secured for a few days, and the surgeon may renew 
his efforts from time to. time. Bones are soft for many 
months after a gunshot injury, and many fractures have 
occurred again as the result of attempting to move the joint 
without first protecting the bone from strain. This ia 
especially true of fractures above the knee and near the 
shoulder-joint. 
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(<•) Stiff fingers.—A 11 splints for dorsi-flexion of the wrist, 
especially where fractures or inflammatory changes have 
occurred in metacarpals and phalanges, should be moulded 
in the position the hand takes when holding a cricket-ball. 

Particular care should be taken not to ovar-extend the 
metacarpophalangeal range, as stiffening in this position is 
most intractable. The palmar arch should be maintained 
concave, the short dorsi-tiexion splint should leave ample 
room for movement in the metacarpophalangeal range, and 
should be moulded to allow of abduction of thumb. At 
earliest possible moment active movements should be 
encouraged, and massage and passive movements should be 
gentlv practised. The so-called breaking-down the fingers 
followed by swelling from effusion retards recovery. The 
movements should be very gentle to be effective. 

General remarks .—In all cases where the injury does not 
directly involve the joint, massage and active movements 
should be encouraged. 

Even when a joint has to be fixed in consequence of a 
fracture in the neighbourhood early massage and electric 
stimulation is needed in order to prevent adhesions forming 
in the muscle sheaths. The patient should also be taught 
how to contract his muscles while the limb is splinted. 

Splints should not be applied to the fingers except where 
they are the actual seat of fracture or active inflammation. 

In all fractures of the forearm the hand should be 
supinated. 

All splints should be removed from the upper extremity at 
the earliest practicable moment. As bones take a very long 
time to harden, the lower limbs, inasmuch as they have to 
bear the body-weight, should be guarded against deformity 
during walking. Neglect of this precaution has given rise 
to many cases of bowing and overlapping of the femora. 

All gunshot injuries of the joints have to be treated with 
great gentleness, and the breaking-down of such cases under 
an anaesthetic is to be generally avoided. Our pre-war 
experiences are not applicable to gunshot injuries. 

All scars about joints should be kept extended during 
healing unless a contra-indication exists. Care should be 
taken to prevent equinus at the ankle taking pla’ce during 
the treatment of other lesions of the limb. 

As patients have to be discharged while still under treat¬ 
ment, it is imperative that full instructions should be given 
to the local Pensions Committee as to further treatment. 

These instructions give the various surgeons, many of 
whom have not had an orthopedic training, fundamental 
principles upon which they can act. 

Artificial Limbs. 

All the artificial limbs in the country were made first of 
all at Roehampton House in London. This hospital, though 
not included in the orthopedic scheme, is staffed by ortho 
paedic surgeons. It was soon found necessary to decentralise 
and limbless hospitals were started in Scotland, two in 
Ireland, and one in Wales. Quite recently it has been decided 
to start fresh centres in direct connexion with the orthopaedic 
centres at Liverpool, Leeds, Manchester, and Birmingham. 
Three of these have already started work. They are under 
the joint control of the War Office and the Pensions Ministry. 
The patient remains in the Army until his limb is fitted. 

But the curative workshops can be utilised in an invaluable 
way by the facility with which they can turn out promsional 
limbs of a cheap but effective pattern, by means of which the 
soldier can be provided with a method of locomotion as soon 
as he can bear his weight on the stump. He can very soon 
discard his crutches and move about with a stick. 

A further boon has been conceded. He can go to his home 
on furlough with this provisional limb until such time as 
be is required to enter the “limbless” hospital for the 
adjustment of the permanent artificial leg. 

Treatment and Training of Pensioners , 

Such are the means adopted to restore function and render 
the patient fit to return to the Army or to go back to civil 
life. If sufficiently restored, the patient may go to 


Command Depot for further training, or be remitted direct to 
his unit and become again a serving soldier. 

If he is so disabled as to be unfit for further service he is 
discharged from the Army and becomes a pensioner, coming 
under the supervision of the Pensions Ministry. The 
discharged soldier, now a pensioner, may be able to go back 
to his old trade, or he may find a new job in which he may 
be employed without further training; or he may be 
re-educated for another trade or craft. Arrangements are 
being made by means of classes in the technical schools 
through private employers, or by the establishment of new 
institutions, in which he can get both training and treatment. 


Many of the orthopaedic pensioners require very prolonged 

treatment, necessitating close observation for a considerable 
time, combined with massage and electrical treatment, &c. 
For this purpose numerous out-patient clinics are required 
and set up. One paramount consideration should be kept 
steadily in view by the Ministry of Pensions in this connexion. 
Any provision for the treatment of the orthopaedic pensioner 
must be made so as to allow supervision, control, and inspec¬ 
tion by adequately trained surgeons. Continuity of treatment 
is lost otherwise, and the patient, careful work of months may 
be undone. 

Organisation. —The complete organisation in relation to 
the treatment and training of the pensioner should include : 

1. An out-patient clinic, with massage and electrical 
installation. 2. Beds for in-patients. Both these to be 
inspected and supervised by specially trained surgeons. 

* Hostels. 4 Means of re-education. 

Military orthopaedic centres exist nowin all the commands. 

In the Scottish Command there are three—at Aberdeen, 
Glasgow, and Edinburgh. At all three, and at Dundee as 
well, arrangements have been, or are being, made for the 
correlated treatment and training of the pensioner. 

In the Irish Command there are two orthopaedic centres— 
Belfast and Dublin. 

In Wales the Welsh Metropolitan War Hospital, Whit¬ 
church, near Cardiff, is the main orthopaedic centre. A 
second one is in the process of being established at Newport, 
Mon. Arrangements are now being made at Cardiff to 
coordinate the treatment of the orthopaedic pensioner with 
the military orthopaedic centre at Whitchurch. 

In England there are two orthopaedic centres in the 
Northern Command—at Newcastle-on-Tyne and at Leeds. 
In both the pensioner is to be dealt with by association with 
the organisation of the military centres. , , , 

In the Western Command (in which Wales is included) 
there are in addition centres at Liverpool and Manchester. 

In the Eastern Command a military orthopaedic centre is 
being organised at the military hospital at Edmonton. 

In the Southern Command centres exist at Birmingham, 
Netley, Oxford, Reading, and Bristol; and in the London 
area there are Shepherd’s Bush and Tooting Military 
Orthopaedic Hospitals. 

For the orthopaedic pensioner it is necessary that all 
schemes of treatment shall be closely allied to these military 
orthopaedic hospitals, so as to be able to take advantage 
of the special equipment and departments which are found 
there. The pensions beds must be either at, or closely 
proximate to, the orthopaedic centre, as it is impossible to 
reduplicate staffs. 

Many more subordinate clinics are needed, however, in 
towns where recognised orthopaedic centres do not exist. 
Such institutions should be affiliated to the nearest ortho¬ 
paedic centres in the several commands. As each command 
possesses at least one military orthopaedic hospital, these 
subordinate clinics should be set up by the Ministry of 
Pensions after consultation with the W r ar Office, and be 
periodically inspected by skilled orthopaedic surgeons. 

Such arrangements must be made if continuity of treatment 
is to be maintained and the pensioner'is to be restored to 
health. The staffs for the pensioners’ clinics should undergo 
an intensive training at an orthopaedic centre. 

Conclusion. 

Such are the scope and aims of military orthopedic 
surgery. Arising out of principles adopted for the treatment 
of crippled children, it has expanded into a huge organisation 
of extreme military importance—first, with the object of 
receiving the serving soldier and sending him back to the 
fighting line; and secondly, to reconstruct and restore the 
functions of those so badly crippled as to be useless as fighting 
units, but who, if properly treated, may take their places as 
useful workers and efficient members of organised society. 

The name 4 ‘ orthopaedic ” may be open to criticism as 
applied to war surgery, but it is not easily replaced. It is 
intended to cover a type of case which requires for its 
treatment a combination of specially equipped hospitals 
manned by well-trained operative surgeons of mechanical 
mind who will work in team and accord with heads of 
special departments. They must be loyally prepared to 
develop the work they are most fitted for to the complete 
exclusion of any other branch for which they have a liking, 
and they must all combine in an effort to make the institu¬ 
tion they work in an abode of inspiration and contentment 
for the wounded. We have the teaching staffs represented 
in all these centres, but the more so-called general surgeons 
we can rope in the more effective will we become. 
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ORTHOPEDIC CENTRES IN SCOTLAND FOR THE 

The Orthopedic Department at the 1st Scottish General Hospital, Aberdeen. 

1. Gardener patients at work in.the grounds. 2 . The sniint shoo 



3. The shoe-making shop 

I. 1st Scottish General Hospital, Aberdeen. 

The special hospital block at Oldmill, of which Lieu¬ 
tenant-Colonel J. Smart, R.A.M.C., has kindly supplied 
us details, forms the nucleus of the orthopaedic depart¬ 
ment for which 500 beds are set apart. Two large wards 
have been equipped with the necessary appliances for 
electrical and massage treatment. Five wooden huts, 
erected some three years ago for accommodation of hos¬ 
pital orderlies and now no longer required, have been 
fitted up as curative workshops, where at present is being 
carried on : Carpenter-work, boot-repairing, net-making, 
splint-making, wood-carving, leather-work, photography, and 
other handicrafts. A new hut ward for 50 patients, with 
nurses’ room attached, has been erected on the east side of 
the special hospital, at a cost of abont £800, at the expense 
of the Red Cross. The ward, connected by corridors with 
the main building, is electrically lighted and heated by a 
low-pressure hot-water installation. The orthopaedic section 
is under the supervision and direction of Professor J. Marnoch. 

Plans have been prepared and approved, and tenders 
obtained, for the erection of a large new block to the north 
of, and in direct communication with, the special hospital 
buildings, to be used for orthopaedic bath treatment, with 
large gymnasium attached. It is proposed to erect also four 
additional huts as workshops adjoining the hospital. The 
estimated cost of the extension, £6000, is to be provided by 
the Scottish Branch of the British Red Cross Society. 

An electro-therapeutic department, under the charge of 
Major J. R. Levack, R.A.M.C., has been installed in one of 
the wards of the special hospital which has been given over 
to orthopaedic surgery. The apparatus used has been pro¬ 
vided by the Red Cross and consists of galvanic switchboards 
and special faradic coils with metronome interruptors. 
Earthenware tubs for use as baths are used with both of 
these. A high-frequency apparatus is in constant use, 


4. Making trawl nets or nets for Sinclair fracture beds. 


particularly as modified for diathermy. Some of the 
faradic coils are supplied from small accumulators, while the 
remaining apparatus is supplied from the main current, 
either directly or by means of a transformer. 

The methods of treatment include graduated faradic con¬ 
tractions, interrupted and continuous galvanism, ionisation, 
diathermy, high frequency, muscle testing. Many types of 
cases are treated, including peripheral nerve injuries and 
muscle wasting ; functional cases — e.g., total paralysis of one 
limb, spasmodic closure of hand and permanently open hand, 
functional foot-drop, spasmodic inversion of foot. Electricai 
treatment also proves of'benefit in the case of stiff joints, 
adherent scars and in cases requiring re-education of 
muscles, in trench feet and allied disorders. 

Massage department . — Massage and carefully supervised 
exercises form an important item in the treatment of many 
orthopaedic cases. The massage department occupies a ward 
similar to that of the electro-therapeutic department. It is 
provided with massage beds and apparatus designed for 
carrying out different beneficial exercises. There are also a 
number of electrical hand vibrators. 

Some idea of the extent of the work may be gained from a 
summary of the number of treatments given over a period of 

fVirAA _1 1 Ain t n i « a. 


- 

Massage. 

Electrical. 

Radiant heat . 

Dec., 1917, 4 weeks. 

1818 

1124 

164 

Jan., 1918,5 „ . 

2798 

1585 

271 

Feb., „ 4 ,, . 

2404 

1419 

145 

— . 

7020 ! 

4128 

580 


~ —* iuui umeieui classes oi worx are 
performed: (1) Fixation of limbs in plaster; (2) plaster 
records of limb before, during, and at conclusion of treat* 
ment; (3) casts for splints; (4) plaster splints. 
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TREATMENT OF DISABLED SOLDIERS AND SAILORS. 


The Manual Curative Workshops at the Scottish National Red Cross Hospital, Bellahouston. 
1. General view. 2. The splint shop. 



3. The art metal shop. 

II. The Scottish National Red Cross Hospital, 
Bellahouston. 

The Scottish National Red Cross Hospital at Bellahouston, 
Glasgow, of which Lieutenant-Colonel H. Chaffer, R.A.M.C.,is 
in command, contains 1140 beds, of which 500 are reserved for 
orthopaedic cases. Of these, 30 beds are allotted to orthopaedic 
cases from overseas and 50 to pensioners. The orthopaedic 
centre is under the direction and supervision of Prof. R. 
Kennedy, assisted by Capt. A. H. Edwards, R.A.M.C., Mr. W. 
Laird, Capt. G. Miller, R.A.M.C.,and Lieut. Wynn, M R.C., 
U.S.A., in the electrical and massage department. The 
centre includes an orthopaedic building for baths, electricity, 
massage, and radiant heat, with an orthopaedic operating 
theatre adjoining, and a special block of manual curative 
workshops, of which we give a series of illustrations. 

These workshops provide facilities for such handicrafts as 
metal-work, fretwork, boot- and shoe-making, tailoring, 
joinering, cabinet-making, wood-carving, leather-work, art 
needle-work, and splint-making, and include a paint-shop and 
blacksmiths’ shop. Exercise is prescribed by the surgeon in 
charge of the case, who follows the man to the workshops and 
watches his course of treatment there. By a happy fortuity the 
commanding officer of the hospital is also a trained engineer. 

The plan of treatment is described by Sir George Beatson in 
an illustrated pamphlet issued by the Scottish Branch of the 
British Red Cross Society (86, St. Vincent-street, Glasgow). The 
physical remedies used in connexion with these cases may be 
grouped under the headings: (1) Hydrotherapy, in the form of 
the various baths; (2) mechanotherapy, in the form of massage, 
movement, physical exercises, and manual curative workshops; 

(3) electrotherapy, with electricity in its various modifications ; 

(4) radiotherapy, with its hot-air and radiation baths. 

Hydrotherapy is carried out mainly by the use of baths, 

general or local, and sedative or tonic in their action. The pool 


4. Wood carving shop. 

bath is circular and can be partaken of by 10 to 12 patients- 
at a time; the water is at a moderately high temperature 
with a gentle motion, and immersion in it has a soothing and 
calming effect. Local sedative baths are represented by* 
different shaped arm and leg baths. Both pool and other 
baths may be converted into tonic baths by employing water 
at a high temperature and in rapid motion by turbine action. 
The whirlpool bath prepares disabled parts for massage and 
for movements of the joints and muscles by manipulation. 

Mechanotherapy is carried out first of all by massage, 
which may be manual, where the various manipulations are 
carried out by the hands of masseurs or masseuses, or it may¬ 
be mechanical, where the effects are produced by mechanical, 
apparatus of the Zander or other type, driven by hand or 
electricity. Movements and physical exercises are used ia 
connexion with preserving, restoring, or improving the 
functions of joints. They strengthen the activity of muscles, 
and indirectly have an effect on the general health. 

Electrotherapy is represented by the various forms of 
electricity—viz., galvanic, faradic, sinusoidal, and high- 
frequency—administered through different electrical appli¬ 
ances for the purpose of furthering local nutrition and 
stimulating nerves. For radiotherapy hot-air and radiation 
baths have been fitted up, the heat being furnished by 
electric lamps of varying colour, from which high tempera¬ 
tures can be obtained without damage to the tissues. 

The manual curative workshops are not primarily intended 
for the occupational re-education of the wounded man, but 
have the object of hastening improvement and getting rid of 
the disablement following wounds, thus rendering the men 
better able for everyday work in life. At the same time no 
doubt the workshops help to bring out the aptitude of men 
for any special trade, and thus have a value in deciding the 
question of re-education. 
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THE CANADIAN MEDICAL WEEK IN 
HAMILTON, ONTARIO. 

(From a Special Correspondent.) 


The combined meeting of the Ontario Medical Association, 
the Canadian Medical Association, the Canadian Public 
Health Association, the Ontario Health Officers’Association, 
and the Canadian Association for the Prevention of Tuber¬ 
culosis, which was held in Hamilton, Ontario, from May 27th 
to June 1st, proved to be the largest medical gathering which 
has ever taken place in Canada. About 4000 medical 
practitioners registered their names. With slight exception 
all the meetings were held in the Royal Connaught Hotel, 
Hamilton. The Congress was opened on the morning of 
May 27th by the Duke of Devonshire, Governor-General of 
Canada. The first meeting was devoted to public health 
matters. 

Venereal Disease. — Child Welfare. — Tuberculosis. 

Lieutenant-Colonel J. W. S. McCullough, head of the 
Ontario Board of Health, dealt with the control of venereal 
disease in relation to the drastic Act passed recently by the 
Legislature of Ontario. 

A Child-Welfare Session was held, to which Dr. Grace 
L. Meigs, of Washington, D.C., contributed a paper dealing 
with the year’s campaign inaugurated in the United States 
by the Children’s Bureau in Cooperation with National, 
State, and Local Child-Welfare Committees of the Council of 
National Defence, with the object of saving the lives of 
100,000 children. 

The eighteenth annual meeting of the Canadian Associa¬ 
tion for the Prevention of Tuberculosis took place on 
May 29th. The report of Oapt. G. D. Porter, the 
secretary, discussed the social and public aspects of 
tuberculosis. 

Capt. H. W. Hill, medical officer of health for London, 
Ontario, drew attention to the need of differentiating 
between the human and bovine forms of tuberculosis, 
advocating efficient pasteurisation of milk to exclude bovine 
tuberculosis. Open cases of tuberculosis were rare in 
children, and should not be allowed to commingle with each 
other or with closed cases. He did not accept the view that 
tuberculosis was almost invariably contracted in childhood, 
but thought that a large number of cases arose after the 
age of 16. 

Problems of the Returned Soldier. 

At the suggestion of Surgeon-General Fotheringham a 
symposium was held on some of the problems of the returned 
soldier. Four papers were read. The first, by Lieut. -Colonel 
Colin Russell, C.A.M.O., described psychogenetic condi¬ 
tions and their treatment. Their etiology was explained as the 
result of the conflict between the natural inherent instincts 
and the more lately acquired control of these instincts by 
the higher centres. Deficient control, either congenital (as in 
mental deficiency) or lack of proper training, as well as the 
natural exhaustion of the acquired control of the higher 
centres under prolonged strain, were held responsible. The 
defeat of the higher centres and the abolition of the critical 
activities rendered the patient open to suggestions that met 
the wishes of the conquering instinct. Stress was laid on 
the fact that shell shook cases practically disappeared from 
the French Army when the rule was made that soldiers 
suffering from it would not receive a pension. Colonel 
Russell advocated the establishment in Canada of special 
hospitals to deal with these cases. 

Colonel J. H. Cameron, of Toronto, gave an address on 
Orthopaedics, with special reference to the history of this 
branch of surgery. He took occasion to criticise sharply the 
sentimental mollycoddling of the returned soldiers indulged 
in by well-meaning people. 

Lieutenant-Colonel Hadley Williams, C.A.M.C., read a 
paper on the surgical treatment of nerve injury, and 
Lieutenant-Colonel Robert Wilson discussed the place of 
physiotherapy in the treatment of the invalid soldier. 

Prevention of War Neuroses. 

In the Section of Medicine an interesting paper on the 
prevention of war neuroses was presented by Dr. Thaddeus 
H. Ames of New York, based on his personal experience 
at Montreal and Toronto, of soldiers suffering from shell 
shock, and on that of other medical men from the battle 


lines. Shell shock was, he held, preventable, proof being 
found in the fact that in some regiments the condition was 
unknown. Discipline alone did not suffice to prevent it ; 
successful prevention largely rested with the junior and non¬ 
commissioned officers, who came into close contact with the 
rank and file, and were able to talk familiarly with the men. 
When a change in behaviour was noticed the officer should 
distract the man’s mind by all means in his power. A sharp 
reprimand would sometimes bring about the desired reaction. 
Everything depended upon the officer, the object aimed at 
being to induce the man to unburden himself. The soldier 
continually in peril of his life was peculiarly open to 
suggestion. In war the primitive emotions were unleashed. 
Training was of great value in restraining these emotions, 
and especially that of fear. Soldiers should be taught that 
discipline was for the good of the State and that fear was a 
healthy reaction in face of danger and admitted by all 
except the insane man and the liar. In view of their powers 
of prevention if they chose to exert them, Dr. Ames went so 
far as to state that officers were responsible for neuroses in 
regiments. 

Broncho - Pneumonia in Army Camps. 

An important paper on the virulent type of pneumonia 
observed in Army camps was read by Dr. W. G. MagCallum, 
of Johns Hopkins University, Baltimore. This disease 
seemed likely to be the cause of a large amount of sickness 
and death. While numerous cases of lobar pneumonia 
had occurred, the most noteworthy was a type of broncho¬ 
pneumonia due to infection with a haemolytic streptococcus. 
This was studied first at San Antonio, Texas, and more 
recently at Gamp Dodge, Iowa, where an outbreak occurred 
among the coloured troops, spreading later to the white 
troops in an adjacent camp. Like the outbreak of pneu¬ 
monia at the camp Zachary Taylor, described by Dr. 
L. H. Mayers and Dr. W. W. Hamburger in The Lancet, 
it frequently gave rise to empyema, was extremely 
deadly, and spread with great rapidity. Streptococcal 
pneumonia appeared to arise spontaneously, although in 
some cases cold or scarlatina was an antecedent, and 
more frequently measles, which was very prevalent in 
the camps at the time. The prominent symptoms were sore- 
throat, swelling of the larynx, and alteration of the voice 
owing to deep ulceration of the vocal cords. The fluid 
which collected in the pleural cavity was slightly turbid, at 
first straw coloured, becoming later brown, and then purulent 
and thick. Relief was afforded by aspiration or by resection of 
ribs, followed by washing out with Dakin’s fluid. Post 
mortem the lungs were found distended with air and 
containing hard peri-bronchial nodules as large as peas, 
resembling miliary tubercles. Aspiration was often difficult 
owing to the presence of adhesions. After evacuation 
of fluid thickening of the framework of the lungs often 
took place. The picture was one of interstitial broncho¬ 
pneumonia, the bronchial area being filled with polynuclear 
cells. Infection appeared to be conveyed by personal con¬ 
tact or mouth spray, and increased when men were huddled 
together in barracks. Disinfection had no effect in staying 
the spread of the disease, and Dr. MacCallum thought that 
in vaccination lay the chief hope of checking it. 

Delivery of Addresses. 

The Address in Medicine was given by Dr. Lewellys F 
Barker, of Johns Hopkins University, who discussed 
the significance of heart murmurs found in the exa¬ 
mination of candidates for military service. Dr. Barker 
pointed out that by improved methods and standardisation 
a large proportion of these rejected men might be rendered 
fit for whole or part service. Murmurs produced outside the 
heart had no effect upon the man's capacity for military 
service. 

Dr. Isaac A. Abt, of Chicago, gave the Address in 
Pediatrics on asthma in childhood. Dr. Joseph D. Lee, of 
Chicago, gave the Address in Obstetrics, discussing methods 
and operations for reducing fcetal mortality, with special 
reference to the newer methods of Caesarean section. 

The Address in Surgery was given by Dr. Chas. H. Mayo, 
of Rochester, Minn., and was devoted to a consideration of 
cancer. 

The meeting was a conspicuous success throughout, and a 
word of praise is due to its organisers, and especially to the 
energetic secretary of the General Committee of Arrange¬ 
ments, Dr. J. H. Mullin, of Hamilton. 











Thb Lancet,] THE BELGIAN DOCTORS’ AND PHARMACISTS' BELIEF FUND.—DIETETICS. [July 27, 1918 121 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 

The following subscriptions and donations to the Fund 
have been received during the week ending July 22nd :— 


Dr. Bernard Spilsbury... 

Dr. B. D. Kirby . 

Miss Bverina S. I. 

Massy, M.B. 

Mr. A. P. McCallum, 

M.P.S. ... 

Dr. A. A. Parson . 

Mr. T. Baker, M.P.S. ... 

Mr. S. Summers . 

Mr. W. S. Howorth, 

M.P.S. 

Dr. J. Crisp Griffiths ... 

Messrs. James Beani.Ltd. 

Dr. K. Kershaw . 

Dr. Heywood Smith ... 

Dr. J. T. Churchill 
Dr. W. J. Stephens ... 

Dr. T. H. Galbraith 
•Sir James O. Affleck ... 

Lt.-Col. R. D. Hotchkiss, 

R.A.M.C. 

Dr. C. R. Marshall. 

Capt. T. T. Apsimon ... 

Mr. J. A. Buckley. 

Dr. W. Snodgrass. 

Capt. B. M. Barwick, 

R.A.M.C. 

Dr. W. B. Russell. 

Major R. Stirling, 

R.A.M.C. (T.) . 

* Per Sir Rickman Godlee. 
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Dr. R. Kay . 
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Society. 
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Dr. J. P. Purvis . 
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t Per Dr. Herbert Spencer. 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, 8.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


DIETETICS. 


Special Ration* for Invalids. 

The position of invalids has been greatly improved 
under the national rationing system which came into 
force on July 14th owing to the further powers of issuing 
extra rations in suitable cases now granted to Food Control 
Committees. These include power to deal with an extended 
list of diseases for which extra rations of meat, butter 
or margarine may be required, and to make grants of 
sugar or of white flour for a limited time. Applica¬ 
tion is now always to be made to the Committee of 
the district in which the applicant lives, and not directly 
to the Ministry of Food. The extra rations, or white flour, 
when granted, can only be purchased by means of authorities 
ismed by Food Control Committees, and may not be supplied 
by retailers on doctors’ certificates without such authorities. 
Except in the case of white flour or of extra rations for 
expectant and nursing mothers application is to be made on 
Form N. 36, copies of which may be obtained from food 
offices. This form includes a certificate to be signed by the 
doctor in charge of the case, stating the disease from which 
the patient is suffering and specifying the minimum weekly 
amounts of the food in question required by the patient. In 
the case of an application on the ground of tuberculosis the 
Food Control Committee may inspect the official register of 
notifications. 

Meat, Butter , and Margarine.— In the case of adults the 
following diseases have been granted special consideration, 
the quantities given being the maximum weekly quantities, 
inclusive of the ordinary ration, which can be allowed in any 
case:— * 

1. Active tuberculosis, 1 pulmonary or otherwise. Meat, 2 
2k lb.; bacon, 1 lb.; butter, !1 3 rations. 1 * 

2. Diabetes and glycosuria : Meat, 2} lb.; bacon, 1 lb.; 

butter, 4 rations. 

3. Exophthalmic goitre: Either meat, 2 1b.; bacon, 

1 ration ; and butter, 1 ration; or meat, 1 ration ; bacon, 
1 ration; an d butter, 2 rations. __ 

1 The actual word “ tuberculosis ” should appear on the certificate. 

2 Implying here and elsewhere butcher’s meat. 

9 Including butter and margarine. 

* The ordinary ration, which may vary from time to time. 


4. Pernicious anaemia: Meat, 21b.; bacon, 1 ration ; butter, 

1 ration. 

5. Cancer 6 : Either meat, 2 lb.; bacon, 1 ration; and 
butter, 2 rations; or meat, 1 ration; bacon, 1 ration; and 
butter, 3 rations. 

6. Senile dyspepsia: Meat, 2 lb.; bacon, 1 ration; butter, 

1 ration. 

7. Convalescence after severe illness, severe operation, or 
serious loss of blood (including childbirth in which the child 
does not survive): Meat, 21b.; bacon, 1 ration; butter, 

2 rations. 

(In the case of 7, the grant is for 4 weeks; in the case of 6, 
for an indefinite period; in the case of 1-5, for an indefinite 
period, subject to renewal every 4 weeks.) 

In no case can extra meat be sanctioned for the purpose of 
obtaining beef-tea, applicants being advised to use meat 
extract with or without the addition of milk powder. 

Where a patient not falling into any of the groups men¬ 
tioned cannot take one of the rationed foods an interchange 
may be granted on the following basis, viz.: 1 meat coupon 
a week = 1 bacon coupon a week = 1 butter coupon a month. 
In the case of children under 2 years suffering from diarrhoea 
and wasting or marasmus, extra meat, not exceeding 2 lb. 
weekly, may be granted for making raw beef-juice, but only 
for a maximum of 4 weeks. 

White Flour. — No ordinary disease is held to require bread 
made from white flour. Application for a grant is made to 
the Local Food Office on a special form not used for-any 
other food, for a period of six weeks and for not more than 
14 lb. in all, and may be granted in cases of active gastric 
or duodenal ulcer, where the patient isconfined to bed or only 
newly convalescent, in cases of gastric carcinoma or senile 
dyspepsia, chronic diarrhoea, or intestinal ulceration. The 
term “senile dyspepsia ’ is used to describe the form of 
flatulent indigestion often associated in the aged with 
chronic bronchitis or cardiac weakness. In the case of 
gastric carcinoma or senile dyspepsia renewal may be 
granted by Committees without fresh medical certificates. 
All other applications for renewal must be made to the 
Invalids’ Flour Subsection at the Ministry of Food. The 
medical certificate in regard to white flour is a searching 
document, stating in each case whether the patient has 
recently tried the regulation grade floor, and if so with what 
effect, whether the present bread has been found unsuitable, 
even when thoroughly toasted, and whether the certifier is 
satisfied that the supply of flour of lower percentage extrac¬ 
tion is essential. 

Sugar— Extra rations may be granted for a period not 
exceeding four weeks where a patient is medically certified 
to be unable to take solid food on account of difficulty in 
swallowing or because his disease necessitates a slop diet. 
No grant of extra sugar may be made to anyone receiving 
an invalid’s ration of meat, butter or margarine. The total 
sugar granted, including the ordinary ration, must not 
exceed 1 lb. per week, except in the case of a patient requiring 
to be fed by a tube. The concession is not intended 
to apply to artificially fed infants or to healthy children. 
The renewal of a grant has to receive confirmation by the 
Special Diseases Subsection of the Ministry of Food. 

Milk.— It is desirable to recommend milk rather than 
extra allowances of meat or butter wherever this will meet 
the need of the patient. In accordance with the model 
priority scheme a ticket for priority in the supply of 
milk may be issued to any person holding a doctor’s 
certificate that he is entitled on health grounds to a certain 
epecified daily quantity of milk. Application for a priority 
ticket should be made for any invalid unable otherwise to 
obtain the quantity found medically desirable. 

Extra Rations for Expectant and Nursing Mothers. 

We have already noted 6 the concessions made on behalf of 
maternity. 

Expectant Mothers during the last three months of preg¬ 
nancy may be granted: 1. An extra ration of the amount 
represented by either 2 meat coupons or 1 butter coupon per 
week. Application is made on a special form containing a 
certificate to be signed by a doctor or by a certified midwife. 
2. A priority certificate for 1 pint of milk daily in districts 
where a milk priority scheme is in force. 

Xursing Mothers will not themselves receive extra rations 
or priority milk tickets, but the following clauses apply 
to them: 1. The child’s ration book will be issued on 
application, accompanied by a birth certificate. W'here the 
registration of birth is unavoidably delayed an emergency 
card will be issued in the meantime, giving a weekly ration 
equal to the infant’s ration, the application being counter¬ 
signed by the doctor or midwife in charge. These provisions 
apply whether the mother is nursing the child or not. 2. In 
the event of stillbirth, or the death of the infant within one 
month, the mother may on a doctor’s certificate be regarded 


9 If desirable some euphemism, such as "new growth” or 
•• neoplasm,” may be used on the certificate. 

« The Lancet, June 8th, 1918, p. 811. 
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as a convalescent. 3. In districts where a milk priority 
scheme is in force children under 18 months are entitled to 
a preferential allotment of milk up to 1A pints daily, the 
mother using the child’s allowance if she is nursing the 
child. 

At Maternity Feedina Centrex approved by the Local Govern¬ 
ment Board expectant and nursing mothers may receive 
meat up to 12 oz. per head weekly without producing coupons 
for it. 

Rations in Other Special Cases. 

In cases of grave emergency, where the doctor certifies that 
the life of the patient is in danger unless extra rations are 
granted, Committees are authorised to grant extra rations for 
one week up to a maximum (including the ordinary ration) 
of meat, 2 lb., and butter, 2 rations. Renewal of this 
grant must be confirmed by the Ministry of Food. No 
ordinary diseases, other than those already* referred to, are 
recognised as grounds for the issue of extra rations. In 
exceptional cases of disease the Committee may forward an 
application to the Special Diseases Subsection of the Ministry 
oi Food (29, Upper Grosvenor-street, W. 1) for consideration 
by their medical adviser. Applications so forwarded must 
be supported by strong medical certificates, grants being 
made only in exceptional cases. In dealing with importunate 
patients it may be borne in mind that the doctor has no 
power to grant extra rations, but only to recommend such a 
grant when convinced of its necessity, the final responsibility 
resting with the Ministry of Food. 


THE OXFORD OPHTHALMOLOGICAL 
CONGRESS. 

The annual meeting of the Congress was held at Oxford 
on July 11th and 12th. As in former years, members 
enjoyed the hospitality of Keble College, while the gatherings 
were held in the Department of Human Anatomy. 

On the first day Mr. Sydney Stephenson opened with an 
address on the History of the Congress, after which Sir 
William J. Collins, Doyne Memorial Lecturer for the year, 
opened a discussion on Ophthalmology and the War, in which 


the following, amongst others, took part : Lieutenant-Colonel 
R. H. Elliot (London), Captain E. H. E. Stack, R.A.M.C., 
Miss Marion Gilchrist (Glasgow), Dr. T. Harrison 
Butler (Leamington), Captain P. H. Adams, R.A.M.C., 
Captain Pkrcival J. Hay, R.A.M C., Captain Thomson 
Henderson, R A.M.C., Mr. R. J. Coulter (Newport, Mon.), 
Major A. C. Purchas, N.Z.M.C., Staff-Surgeon R. J. E. 
Hanson, R.N.V.R., Captain T. H. Whittington, R.A.M.C., 
Mr. J. Gray Clegg (Manchester), Dr. George Young 
(Colchester), and Mr. Bernard Cridland (Wolverhampton). 
Colonel Elliot concluded the proceedings by reading a paper 
on Some Useful Devices in Operative and Other Work. 

On the second day of the Congress Sir William Barrett, 
F.R.S., read a paper, accompanied by demonstrations and 
slides, on Entoptic Vision, a subject which has recently 
fallen into neglect by ophthalmologists. Colonel Hanford 
McKee, C.A.M.C., followed with a paper on Some Aspects 
of Military Ophthalmology, summarising the conclusions 
of a wide ophthalmic experience during the war. The 
morning session concluded with two papers by Captain 
Hay on, (a) Implantation of Cartilage after Excision 
or Evisceration of the Eye; ( h ) Vulcanite Casts as a 
Support for Protheses, both of which were illustrated by 
photographs] a of operative results and radiograms. In the 
afternoon cases were shown at the Eye Hospital by Captain 
Adams and Dr. A. W. Orr, after which Colonel Elliot read 
a paper on Herpes, and Dr. Butler one on Cataract Opera¬ 
tions. In the scientific museum Sir William Barrett gave 
demonstrations with the entoptoscope. Captain Henderson 
showed sections of monkeys’ eyes with special reference to 
Descemet’s membrane, and Captain Adams described the 
histology of a hitherto unknown disease causing blindness 
in horses. Captain Stack exhibited a combined perimeter 
and scotometer. Mr. Coulter showed improved test- 
types. In the commercial museum various novelties were on 
view. 

The contributions to the Congress will appear in the 
Transactions of the Ophthalmological Society of the United 
Kingdom, with which the Congress is now affiliated. 
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Curmpithnu 

•• Audi alteram partem.’’ 


THE CASE OF DR. JOHN HENDERSON BELL. 
To the Editor of The Lancet. 

Sir,—O n June 29th of last year Dr. John Henderson Bell 
was convicted of “attempting to produce a disease in a man 
belonging to H.M. Forces ” and in the following week 
of “doing an act preparatory to producing a disease or 
infirmity ” in another member of H.M. Forces, and on con¬ 
viction was sentenced to six months’ imprisonment with hard 
labour. The sentence on appeal was modified to imprison¬ 
ment for the same term in the second division. 

At the last meeting of the General Medical Council his 
case came before the Council, sitting to hear disciplinary 
charges against practitioners. The Council received evidence 
tendered at length by Dr. Bell and by oounsel on his behalf, 
with the result that they did not see fit to erase his name 
from the Medical Register. The fact of conviction was 
accepted by the Council, reference being limited to the con¬ 
sideration whether or not the evidence justified removal of 
Dr. Bell’s name from the Register. Dr. Bell in his state¬ 
ment described the treatment which he had administered in 
the two cases. In that treatment he appears to us to have 
followed a perfectly usual medical routine. 

The first patient, a deserter who had stolen another mans 
papers, complained of a condition for which the treatment 
given would have been suitable. This man, who may have 
believed what he said, informed the military police that an 
operation had been performed upon him by Dr. Bell with a 
view to rendering him unfit to rejoin the Army. The second 
patient was an agent provocateur acting under the orders of 
the police, and such treatment as he received was the 
perfectly correct proceeding on the part of a medical man 
who was attempting to make a diagnosis. Dr. Bell’s arrest 
was effected by a concealed police officer while he was in 
attendance on the agent provocateur. Not only did Dr. Bell 
treat the alleged conditions in accordance with the usual 
medical practice, but he received only the ordinary and 
modest fee from the first patient, an imposter who appears 
to have paid a sum of money to a third person in order to 
obtain medical treatment which would produce a disease. 
Dr. Bell did not receive that money, nor did the prosecution 
suggest that he had received it. No motive, therefore, for 
the imputed misdemeanour was alleged, while Dr. Bell’s 
actions were in consonance with his entire innocence. 

At the time of the conviction The Lancet stated that 
there had been a miscarriage of justice. This miscarriage 
has been rectified to a certain extent—that is to say, Dr. 
Bell’s name has not been removed from the Medical Register, 
a proceeding which follows automatically upon a criminal 
conviction. The decision of the General Medical Council 
not to erase his name from the professional roll was received 
not only by Dr. Bell’s friends and patients, but also by the 
medical public, with profound approval. But, while his good 
name is thus restored to him, he remains under the weight 
of a substantial pecuniary burden. His misfortunes have 
cost Dr. Bell at least £800, and, despite the many claims 
upon the charity of medical men, we hope that a subscription 
may be raised at once to relieve him from this debt. There 
is not a medical man who may not find himself exposed to 
similar charges and victimised by similar proceedings. 

We shall be very happy to receive subscriptions to a fund 
to reimburse Dr. Bell his expenses. 

We are, Bir, your obedient servants, 

David Ferrier, William Osler, 

G. Lovell Gull and, StClair Thomson. 

July 22nd, 1918. 

Subscriptions should be sent to Dr. Kinnier Wilson at 
14, Harley-street, W. 1, and will be acknowledged in the 
columns of The Lancet and the British Medical Journal. 


THE BACTERIOLOGY OF THE PREVAILING 
PANDEMIC. 

To the Editor of The Lancet. 

Sir,— In your issae of July 13th Captains Little, Garofalo, 
and Williams write of their finding a small Gram-positive 
diplococcus as the predominating organism in the secretions 


of 20 cases from the prevailing pandemic, and of their 
inability to find B. influenza (Pfeiffer). As you state on 
p. 51 that this is the first serious contribution to its bacterio¬ 
logical study, it would seem of value to record contrary 
findings, few though they may be. 

The expectorated sputum from a small group of typical 
cases was taken, as far as possible, early in the course of the 
disease. After washing the sputum in several changes of 
salt solution cultures were made on whole-blood agar and 
stained films prepared. In three-quarters of the number a 
typical small, watery, transparent, discrete colony was found 
in more or less profusion (in one case in almost pure culture). 
Films from these colonies gave a short, moderately slender, 
Gram-negative bacillus, tending to form groups, that was 
therefore considered to be B. Pfeiffer. The stained films 
also showed numerous rods of the same morphology as the 
cultures, although other rods and various cocci were present 
in all films, and in some cases numerous. 

According to verbal report, investigations of other bacterio¬ 
logists with the B.E.F. in France tend to support the view 
that the present pandemic is due to infection by Pfeiffer’s 
bacillus, and therefore truly influenza. I quite agree, how¬ 
ever, that the term influenza should be restricted to such 
cases and other names be given to epidemics due to strepto¬ 
cocci (such as the recent Chicago outbreak investigated by 
Capps and Rosenow), diplococci, or other organisms. 

I am, Sir, yours faithfully, 

E. B Krumbhaar, M.D., Ph.D., 

16 (Pbila., U S.) Gen. Hosp., B.B.F., Capt., M.R.C., U.8.A. 

July 19th, 1918. 


THE STERILISATION OF INFECTED WOUNDS. 

To the Editor of The Lancet. 

Sir,—I n the article by Colonel Sir Almroth Wright and 
his colleagues on the physiological sterilisation of infected 
wounds in The Lancet of June 15th two facts are brought 
to light which must be regarded as of great importance in 
the future development of the treatment of gunshot wounds. 
These observers have shown : (l)that putrefactive organisms 
are destroyed by healthy serum alone ; (2) that streptococci 
and staphylococci, while thriving in serum, are destroyed by 
leucocytes in the absence of excess of serum. 

These important observations seem to establish a reason¬ 
able basis on which to build up the principles of treatment 
of wounds infected by these organisms. That caution is 
necessary, however, in the application of knowledge gained 
in the laboratory to conditions met with in the actual 
practice of surgery is shown by the fact that the conclusions 
drawn by Sir Almroth Wright from his experimental results, 
in so far as they refer to the closure of infected 
wounds, are far removed from those arrived at by clinical 
experience. Sir Almroth Wright states that wounds after early 
gurgical cleansing and resection are “as good as sterile,” 
and can be sutured with only the risk of an “occasional” 
failure if no dead spaces have been left. This is in general 
true, provided that the wound has not before operation been 
infected with virulent streptococci. But it is now commonly 
recognised by surgeons who have worked at the closure of 
wounds that in the presence of these organisms suture is 
almost certainly foredoomed to failure, and, furthermore, 
that unless the sutures are quickly removed and the wound 
laid widely open grave daDger to the patient is likely to 
ensue. 

Sir Almroth Wright also states, if I understand him 
correctly, that wounds infected with haemolytic streptococci, 
on the surface of which there is abundance of leucocytes 
_ i e<i pug -can be safely sutured if the serum be firBt care¬ 
fully removed by dry gauze and the surfaces brought into 
accurate apposition. This is also contrary to all surgical expe¬ 
rience, and there can be no doubt but that anyone who attempts 
such a proceeding is courting disaster. The results, there¬ 
fore, of these ingenious experiments do not appear to coincide 
with the facts of clinical experience, and it is necessary to 
inquire wherein lies the discrepancy - for discrepancy there 
certainly is. The accuracy of experimental results vouched 
for by Sir Almroth Wright is of course beyond question. 
The clinical facts which I have mentioned are also beyond 
question, having been independently confirmed by a host of 
workers, both British and French. The explanation must 
therefore be that some material difference exists between 
the conditions of the experiments conducted in Sir Almroth 
Wright’s laboratory and those made every day by surgeons 
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in the operating theatre and wards. In the laboratory the 
leucocytes and organisms are confined within the impene¬ 
trable barriers of a glass cell. Save by the reproduction of 
the individuals concerned, no reinforcements can reach this 
arena, and no undesirable drops of serum can exude into it. 
He is dealing with a thin stratum of relatively homogeneous 
material — i.e., serum, leucocytes, and organisms—evenly 
infected throughout its depth. The surgeon is dealing with 
tissues of varying resistance and quality, whose blood and 
lymph supply is endlessly variable from case to case, and 
which are infected to varying depths from the accessible 
surface. It does not seem to me to be possible to argue 
from one to other. A bacteriological study of the walls of 
infected wounds by means of sections must be an essential 
item in any attempt to reconcile these laboratory results 
with the experience of practical surgeons ; at present, in 
spite of the great merit of his contributions to our knowledge, 
Sir Almroth Wright appears to me to be arguing dangerously 
upon a false analogy. 

It must be noted, also, that the conditions postulated by 
Sir Almroth Wright for success in the closure of wounds 
infected by streptococci can seldom be attained in the human 
body. How is it possible to close any wound in such a way 
as to prevent the exudation of a few drops of serum between 
its surfaces ? And yet a drop of serum at any point, 
according to Sir Almroth Wright’s own showing, may enable 
the streptococcus to thrive there and vitiate the result. Such 
perfect microscopic apposition of surfaces as would be 
required to fulfil the conditions laid down appears to be 
beyond our reach. It has been suggested by Sir Almroth 
Wright himself that failures of primary suture after early 
excision of wounds may be due to absence of sufficient 
numbers of leucocytes at this stage. This may be so, but 
whatever the explanation, the fact remains that the primary 
suture of wounds which contain, before operation, haemolytic 
streptococci will practically always fail. 

Full of suggestion as these researches are regarding the 
further evolution of the treatment of septic wounds, it is 
necessary to accept the conclusions drawn from them with 
reserve, for to act too hastily on the principles laid down 
would involve unnecessary and unjustifiable risk to wounded 
men. I am, Sir, yours faithfully, 

Forbes Fraser, 

France, June 18th, 1918. Captain, R.A.M.O. 


INFANT MORTALITY AND MOTHERCRAFT. 

To the Editor of The Lancet. 

Sir, — D r. H. W. Pooler’s main criticisms in his article on 
this subject in your issue of July 6th are two in number : 
(1) that I have endeavoured to eliminate poverty a9 a cause 
of infant mortality ; and (2) that I have underestimated the 
value of “ mothercraft. ” With regard to (1), I have 
certainly never attempted to ignore poverty as a cause of 
infant mortality and many other manifestations of ill- 
health. My view is quite clearly expressed that poverty acts 
mainly as a cause of ill-health by forcing people to live in 
crowded and insanitary areas, and that under rural condi¬ 
tions it is possible to be earning very low wages and at the 
same time to enjoy a high degree of health. I illustrated 
this by comparing the low rates of infant mortality among 
agricultural labourers in England and the poverty-stricken 
peasants of Ireland with the high rates prevailing among 
the much better paid miners. Dr. Pooler is not accurate 
when he states that the real excess of infant mortality 
only occurs among the unskilled and casual workers of the 
town slums and not amongst the skilled and respectable 
artisans of the better type of working-class neighbourhoods. 
There is, as a matter of fact, an excess in the infant mortality 
rates among all classes in large urban districts when com¬ 
pared with agricultural areas, even in the wealthy districts 
of the West End of London. The slum areas are, however, 
the worst, and in my opinion as long as people are living in 
these surroundings they will be unhealthy and their infant 
mortality rates will be excessive, even though their wages 
were increased tenfold. 

On the second point — the value of mothercraft, and the 
effect of industrial employment in preventing mothers from 
looking after their infants — Dr. Pooler emphasises his views 
by referring to the decline of infant mortality during the 
Lancashire cotton famine and the siege of Paris, which he 
attributes to the return of the mothers to their homes and 
the increase of breast-feeding, and greater opportunities for 


domestic care and cleanliness. I have not studied infant 
mortality during $he two periods he refers to, but it is very 
difficult to accept the remarkable explanation he gives. On 
the other hand, during the war there has been an unpre¬ 
cedented increase in the industrial employment of women, 
and it is reasonable to suppose that many thousands of 
mothers have been able to devote far less time to their 
households and to the feeding of their infants than they 
would have done under normal circumstances ; yet these 
years have not been accompanied by any rise in the rate of 
infant mortality. 

Dr. Pooler says : “ Mothercraft means carefulness, personal 
cleanliness, clean bedding, clean floors, proper storage, 
preparation of food (including milk), frugality, thrift, sobriety, 
early hours, and, above all, breast-feeding.” In your 
leading article, sir, you quote this observation, and you add, 
“ The opportunities for all these things the countrywoman 
possesses to a far greater extent than her sister in the slums.” 
Again, after referring to insanitary conditions in country 
cottages, Dr. Pooler • says: “It is always possible during 
part of the 24 hours for the infants to be right away from 
their noxious influence. On the other hand, in the over¬ 
crowded areas of large towns, and in many mining villages, 
it is a sheer impossibility for the infant to get away from the 
effects of his own immediate environment or that of his 
neighbours.” Both these statements admit my whole posi¬ 
tion. It is not nearly so much teaching which the town 
mother needs as the opportunities for carrying out that 
teaching. The average working-class mother is not such a 
fool as she is painted. She knows perfectly well that the 
right things for her baby are good and nourishing food, 
cleanliness, and healthy surroundings, but in the overcrowded 
slum districts of our large towns it is often utterly impossible 
to provide these, where the air is charged with soot and 
everything rapidly becomes dirty, efficient ventilation of 
the streets is impossible, the living rooms are small and 
crowded, bath; may be unknown, the milk-supply is unsatis¬ 
factory, the storage room for food and domestic utensils 
is inadequate, and there is nowhere for the children to 
play except the streets. 

I do not wish to depreciate the value of maternity and 
infant welfare centres any more than I wish to depreciate 
the teaching of hygiene and the maintenance of hospitals, 
because I believe that tuberculosis is very largely an 
environmental disease only to be effectively attacked by 
destroying vicious surroundings; and nowhere have I 
suggested that these institutions should be “incontinently 
scrapped.” But I do wish to protest against the tendency 
to attach an exaggerated importance to maternal ignorance 
as a cause of infant mortality. I am of opinion that the 
main cause of excessive infant deaths, as of tuberculosis, 
malnutrition of school children, and other evils, is over¬ 
crowding of houses, congestion of streets, and the absence 
of large and sufficient open spaces, and so long as these 
unhealthy areas remain any measures taken can only be 
regarded as palliative.—I am, Sir, yours faithfully, 

The Medical School, Charing Cross Hospital, W. A. BRBXD. 

July 12th, 1918. 


To the Editor of The LANCET. 

Sir,—D r. H. W. Pooler’s article in your issue of July 6th 
raises many important questions, and I think that he shows 
the futility of generalisation in such a complex problem. 
Those of us who have been doing this work for some years 
will agree with him in his concluding remarks that “every 
district has its own problems to solve. In one it may be 
housing; in another sanitation ; in another poverty and under¬ 
feeding ; in another overfeeding or improper feeding, care¬ 
lessness, and low morale; and in yet another it may be 
atmospheric pollution, and in most a combination of some 
or all of these.” 

I feel that the work done at infant welfare centres could 
be made much more convincing if we could show that the 
infant mortality in a given district was lower amongst those 
attending the centres than amongst those not attending. 
This would entail a slight alteration in the statistical tables 
of the medical officer of health. I feel sure it ought to be 
done, and the result, I think, would be disconcerting to the 
polluted atmosphere theorists. Dr. Pooler in his Table VI. 
gives the weights of infants attending the consultations in 
both bad and good homes, but we surely do not require 
tables to convince us of the fact that a child will do better 
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in a good home than in a bad one. He also gives us the 
mortality figures amongst the previous children—viz., those 
who did not attend his consultations but what we really 
want to know are the mortality figures of those attending his 
consultations, and the ages in both sets must, of course, 
correspond. I am, Sir, yours faithfully, 

H. Ronald Carter, M.D., 
Kensington, W., July 14th, 1918. Temp. Cspt., R. A.F. 
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reopened so many times. From my two years’ experience in 
working with Mr. P. P. Cole at King George Hospital rectal 
oil-ether administration seems to be the best, when it is suc¬ 
cessful, but unfortunately one cannot guarantee the depth of 
anaesthesia. The next best method appears to be the intra¬ 
tracheal, either with the ordinary intratracheal catheter or 
Kiihn’8 tube.—I am, Sir, yours faithfully, 

Dawson-place, W., July 18th, 1918. HUGH R. PHILLIPS. 


QUICK DIAGNOSIS IN MENINGOCOCCUS 
INFECTION. 

To the Editor of The Lancet. 

Sir, —With regard to the paper in The Lancet of 
July 13th on the above subject, Captain A. E. Hodgson asks 
whether the complement fixation by the patient's serum may 
not be due to antibodies introduced in the curative serum 
administered. This criticism was anticipated, and an 
additional communication was sent to The Lancet to be 
appended to the original article, but delay in transmission 
prevented its publication. 

The paragraph ran :— 

“ It may be argued that the results obtained were due to 
antibodies” contained in the curative serum which was 
administered intrathecally, and that these antibodies had 
found their way into the blood stream. 

Against this” view are the following facts. Cases (c), (i), 
(j). and (o) were tested before serum was given. Case (b), 
which gave a clean-cut result, was treated only with a pooled 
serum—i.e., one consisting of the four types—and the same 
is true, at the time of testing, of 8 out of the remaining 
11 cases.” 

There is a further argument. The blood content of a fair¬ 
sized man is some 5 litres. The size of an average intra¬ 
thecal injection is 30 c.cm. Now, even if it be supposed 
(disregarding all other body fluids) that the whole of the 
antibodies find their way into the blood stream, the resulting 
dilution of the curative serum would be 1 : 166. In the test 
the lowest dilution of patient’s serum was 1 : 50, which gives 
a final series of dilutions of the curative serum of 1:8300, 
1:16,600, and 1:33,200. 

We have tested the majority of the curative sera given in 
these cases and have not got in any complete complement 
fixation in the lowest of the above dilutions. Apparently, 
therefore, in cases of meningococcal infection, there is a 
source additional to the curative serum from which anti¬ 
bodies are produced.—We are, Sir, yours faithfully, 

Arthur S. G. Bell, 

Major, K.A.M.C. ; 

I. M. Harmer. 

Central C.S.F. Laboratory, Caxton-street, S.W., July 20th, 1918. 


SEXUAL PERVERSION. 

To the Editor of The Lancet. 

Sir, —I was interested to read the excellent letter of Sir 
Bryan DoDkin in your issue of July 13th, and, although I 
cannot quite agree with him that “ inherited perversion ” 
plays the most prominent part among the five classes which 
I enumerated, I admit that his wide experience as Director 
of Convict Prisons, as member of the Royal Commission on 
the Feeble Minded, and as hospital physician must be 
respected. I think I ought to have used the words “ inherited 
disposition to sexual perversion” instead of “inherited 
perversion.” There are a large number of such cases. The 
inherited disposition is there, but it is the environment and 
the taught or inculcated pernicious habits that produce the 
sexual perversion. 

The whole question is most important, and I must still 
maintain that my other classes are numerically very large 
and are still increasing. 

I am, Sir, yours faithfully, 

Bournemouth, July 19th. LIONEL A. WEATHERLY, M.D. 

METHODS OF GENERAL ANESTHESIA IN 
FACIAL SURGERY. 

To the Editor of The Lancet. 

Sir, —With reference to Captain T. Lovett’s letter in 
The Lancet of June 22nd, while I agree that preliminary 
laryngotomy is almost the ideal method for anaesthesia in 
facial surgery, at the same time my experience of these 
patients is that it is not a single operation which is required, 
but anything from four to twelve. I should very much like 
to see the condition of a trachea or larynx after it had been 


REST AS A FACTOR IN THE HEALING OF 
* LEG WOUNDS. 

To the Editor of The Lancet. 

Sir, —One of the chief objects of military surgery is the 
restoring of men to duty as soon as possible. May I, in 
connexion with this, draw attention to a point of war 
hospital practice which I think is of importance—namely, 
the length of time that is spent in the ultimate healing of 
wounds of the lower extremity owing to the want of complete 
rest. It seems to be the general practice to allow a man to 
be up, on crutches or with sticks, before his wound is finally 
healed, and it is no uncommon thing for weeks to be occupied 
in the final healing of a small granulating surface of a leg 
wound which would have healed in as many days if the man 
had been kept in bed for a little longer. It is difficult at 
V.A.D. hospitals to put back to bed a man who has been 
allowed to be up and about for a fortnight at the war 
hospital. 

The point may seem a small one, but the number of cases 
involved is very great, and the total number of days lost in 
the prolonged healing of these leg wounds must be very 
considerable. If a general rule were suggested in one of 
those polite circulars ending “ for your information, please,” 
to the effect that all patients with leg wounds should be 
kept in bed until the wound had finally healed, many days 
in hospital would be saved. 

I am, Sir, yours faithfully, 

Bromsgrove, July 19th, 1918. H. CAMERON KlDD. 


GUNZBURG’S TEST. 

To the Editor of The Lancet. 

Sir,—G unzburg’s test for free hydrochloric acid being so 
widely used in the examination of test meals and being the 
only reliable test for that substance, the following modifica¬ 
tions may be found useful at the present time. 

The Gunzburg’s test materials consist of phloroglucin, 
vanillin, and absolute alcohol. Of these, the alcohol is not 
necessary ; the vanillin is easily obtainable and the phloro¬ 
glucin cannot be obtained at all. The majority of laboratory 
workers have probably used up all their pre-war stock of 
phloroglucin, and some may be in need of a substitute. 
Both orcin and resorcin may be used instead of phloroglucin. 
The test works equally well with either substance. Orcin 
is difficult to obtain, even in small quantities, and costs 
about 2s. a drachm. Resorcin is readily obtainable at a cost 
of 4 s. 6d. an ounce. The amount of substance required for 
a test is extremely small. A few small crystals of vanillin 
and of orcin or resorcin dissolved in a drop of the test-meal 
filtrate and evaporated to dryness give a very clear result. 
The colour reaction with orcin or resorcin is slightly more 
purple than with phloroglucin; otherwise the test behaves 
exactly as with Gunzburg’s reagent, is positive with veiy 
dilute hydrochloric acid in protein solution, and is negative 
with combined HC1 and with lactic acid. 

I am, Sir, yours faithfully, 

P. N. Panton, M.A., M.B., B.C. Cantab., 

July 12th, 1918. Ollnlcal Pathologist to the London Hospital. 

“HEALTH RESORTS OF THE BRITISH 
ISLANDS.” 

To the Editor of The Lancet. 

Sir, —Owing to war conditions, so great is the difficulty of 
getting into touch with the original contributors to the pages 
of the above-named work, that I seek permission through 
your columns to invite those writers, and others representing 
health resorts, to send as soon as possible, for a revised 
edition now in preparation, notes on changes of importance 
during the past six years, addressed to me. 

I am, Sir, yours faithfully, 

Editor of “Health Resorts, &c.” 

42, Blvaaton-place, S. W. 7, July 10th, 1918. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Killed. 

Capt. E. P. W. Wedd, M.C., R.A.M.C. and Yeomanry, was 
educated at Cheltenham and at Cambridge, and at St. 
Bartholomew’s Hospital, London, and’qualified in 1911. 
He held appointments at St. Bartholomew’s and at the 
East London Hospital for Children, Shadwell. In the 
earlv 1900’s he was a well-known oarsman, and rowed for 
his University against Oxford m 1905. On the outbreak 
of war Capt. Wedd was already in the Essex Yeomanry, 
and went to the front in November, 1914, in a combatant 
capacity. Later he transferred to the R.A.M.C. He 
was mentioned in despatches and awarded the M.C. in 
April last year. 

Previously reported Wounded and Mis si tig, now reported 
Died of Wounds. 

Capt. P.' M. MacLachlan, M.C., R.A.M.C., attached Hamp¬ 
shire Regiment. The award of the M.C. was recorded in 
The Lancet of Nov. 24th, 1917, p. 805. 

Wounded. 

Capt. J. M. Forsyth, M.C., R.A.M.C. 

Lieut. F. S. Adams, R.A.M.C., attached S. Wales Borderers. 
Capt. G. A. Russell, Canadian A.M.C. 

Previously reported Missing, now reported Prisoners in 
German Rands. 

Capt. W. G. Harnett, R.A.M.C. 

Lieut. A. S. Findlay, R.A.M.C. 

Capt. A. C. Hepburn, R.A.M.C. 

Capt. W. J. Hirst, R.A.M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 
medical men are reported u — 

Corpl. J. Moxon, A.I.F., died of wounds, youngest son of the 
late Dr. W. Moxon, J.P.. of Matlock, Derbyshire. 

Lieut. R. A. Edwards, West Yorkshire Regt., died of wounds, 
youngest son of Lieut. E. H. Edwards, R.A.M.C. 

Gunner H. T. Pridbam, R.F.A., died from illness contracted 
on service, son of the late Mr. J. W. Pridham, L.R.C.P., 
M.R.C.S., of Hillfield, Broadway, Dorset. 

Capt. W. R. G. Pearson, R.A.F., accidentally killed through 
a collision in the air, second son of Dr. S. Pearson, of 
Clapham-road, London, S.W. 


OBITUARY OF THE WAR. 


WILLIAM McQUIBAN, M.B., Ch.B. Aberd., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain W. McQuiban, who died on active service on 
May 2nd, aged 44 years, was educated at Gordon College, 
Aberdeen, where he was Queen’s prizeman in marine 

engineering. He took 
his medical course at 
Aberdeen University, 
qualifying in 1901 and 
holding appointments 
as house surgeon at 
Aberdeen Infirmary and 
clinical aural assistant 
at the London Hospital. 
Since 1902 he was in 
practice at Stoke 
Newington. Joining 
the R.A.M.C. in 1916 
he saw service in India 
and Egypt. While 
acting as consulting 
surgeon to a unit in 
Palestine he was taken 
ill in April, dying of 
heart failure. His com¬ 
manding officer writes 
of Captain McQuiban 
that he went out of his way to help others and that no work 
was too much trouble to him. Captain McQuiban had pub¬ 
lished work on scientific engineering and on the measurement 
of blood pressure. His wife, who was the widow of the late 
J. F. Kendal, F.R.G.S., survives him. 


MILITARY CROSS AND CROIX DE GUERRE, 
LIEUTENANT-COLONEL. ROYAL ARMY MEDICAL CORPS. 

Lieutenant-Colonel R. A. Preston, who died of wounds on 
June 7th at the age of 27, was second son of the late 
A. Eley Preston, M.I.C.E., of St. Mawes, Cornwall. He 
qualified at the London Hospital, and before taking his 
M.B., B.S. degree he 
served in the Balkan 
War of 1912-13. When 
the present war broke 
out he was holding an 
appointment at the 
Poplar Hospital, which 
he resigned on receiving 
a commission in the 
R.A.M.C. He went 
to France early in 
August, 1914, was 
twice mentioned in 
despatches, and was 
awarded the Military 
Cross during the re¬ 
treat from Mons. He 
also received the Croix 
de Guerre, and last year 
he was given the tem¬ 
porary rank of lieu¬ 
tenant-colonel while in 
command of a field ambulance. He was mortally wounded 
while attending to the removal of patients under heavy 
bombardment, and died the same day. Colonel Preston 
married in 1916 the daughter of the late Charles S. Crawford, 
of Newcastle-upon-Tyne. _ 


JOHN WATT SENTER, M.B., Ch.B., B.Sc.Edin., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant J. W. Senter, who died of wounds on June 9th 
at the age of 38, was youngest son of the late George 
Senter, farmer, of Kildrummy, Aberdeenshire. He was 
educated at Kildrummy Public School and first took up 
pharmacy, being apprenticed to a pharmaceutical chemist at 
Mossat. During the South African war he acted as a 
dispenser in the R.A.M.C., and upon his returp to Scotland 
passed the qualifying 
examination of the 
Pharmaceutical Society 
in 1902. Soon after¬ 
wards he started 
business on his own 
account as a pharma¬ 
cist, and whilst so 
engaged studied medi¬ 
cine at Edinburgh Uni¬ 
versity, graduating 
M.B., Ch.B., in 1910 
and B. Sc. Public 
Health in 1912. After 
holding special appoint¬ 
ments in the eye and 
throat departments at 
the Royal Infirmary, he 
started in general prac¬ 
tice in Edinburgh with 
every prospect of a 
useful professional 
career. Lieutenant Senter joined the Army in June, 1917, 
and met his death while in charge of an advanced dressing 
station on the western front. His promotion to captain was 
due in a few days. His superior officer writes that his work 
and his companionship will both be missed. Lieutenant 
Senter leaves a widow and four children. 


The Honours List. 

The following are the statements of service for which 
the decorations recorded in The Lancet of Feb. 23rd, 1918, 
p. 313, were conferred. All are members of the R.A.M.C. 
except where otherwise stated:— 

Second liar to the Military Cross. 

Temp. Capt. ARCHIBALD FULLERTON, M.C.—For conspicuous 
gallantry and devotion to duty. He worked untiringly under heavy 
shell and machine-gun lire, attending to the wounded of his own and 
other units. His fearless conduct undoubtedly saved many lives. 

' * V 
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Bar to the Military Cross. 

Capt. WILLIAM FOTHERINGHAM. M.C., Spec. ltes.-For con¬ 
spicuous gallantry and devotion to duty. He attended to the wounded 

In an exposed position under heavy hostile gas shell tire. Though 
suffering badly from gas he continued at work with the greatest 
courage and determination until he was blinded by gas. 

Temp. Capt. WILLIAM JOHN KNIGHT, M.C.-For conspicuous 
gallantry and devotion to duty. He worked continuously during an 
engagement attending to the wounded under heavy fire, and later 
went into a village which was being heavily shelled and brought away 
several wounded men. He went back to the front line after the posi¬ 
tion had been evacuated and brought back several badly wounded men. 
He worked with untiring energy throughout the operations and saved 
many lives. 

Capt. THOMAS AINSWORTH TOWNSEND, M.C.—For most con¬ 
spicuous gallantry and devotion to duty. Although twice wounded 
he refused to have his wounds attended to. and continued to drees the 
wounded under a continuous and heavy concentration of high- 
explosive and gas shells. Not only did lie attend the wounded and 
gassed of bis own unit, but rendered aid. under conditions of great 
difficulty, to wounded of neighbouring battalions whose medical 
officers had become casualties. His complete disregard of personal 
danger and splendid devotion were a magnificent example to all. 

Capt. FREDERICK WILLIAM LEES, M.C., Canadian A.M.C.— 
For conspicuous gallantry and devotion to duty. He worked 
untiringly attending to the wounded and superintending their 
evacuation. Though bis aid-post was continually under heavy shell 
fire he carried on his work with an energy and cheerfulness which were 
a splendid example to all. He saved many lives by his devotion to duty. 

The Military Cross. 

Temp. Capt. ERIC PHILLIP BLASHKI.—For conspicuous 
gallantry and devotion to duty. He went forward during an 
engagement and established a dressing-station in an advanced posi¬ 
tion. He remained at his post under heavy shelling and collected the 
wounded from an area swept by machine-gun fire. He showed the 
greatest courage and resource. 

Capt. FRANK CHADWICK.—For conspicuous gallantry and devo¬ 
tion to duty. After the troops had been withdrawn he remained with 
the wounded all night in an advanced position and organised their 
removal in the face of great difficulties. By his courage and determina¬ 
tion he succeeded in getting all the wounded away. 

Temp. Capt. THOMAS MAITLAND CRAWFORD. —For con 
spicuous gallantry and devotion to duty. He was wounded and 
rendered temporarily unconscious by a shell which mortally wounded 
the colonel and adjutant of his battalion. As soon as he recovered he 
attended to their wounds, and remained on the spot without having 
his own wounds dressed until stretcher-bearers arrived. He reported 
to brigade headquarters before having his wounds attended to, and 
showed splendid courage and self-sacrifice. 

Temp. Capt. WILLIAM CLAUGHTON DOUGLAS.—For con¬ 
spicuous gallantry and devotion to duty. While returning from the 
regimental aid-posts he came under a heavy barrage, and w as slightly 
wounded. Seeing that some men further back had been wounded, he 
at once went to their assistance, got them under the only available 
. cover, attended to their wounds, and organised stretcher parties for 
their removal. His prompt and gallant action saved the lives of two 
seriously wounded men. 

Capt. ARCHIBALD MCLAREN FERRIE, Spec. Res -For con¬ 
spicuous gallantry and devotion to duty. He continually exposed 
himself to heavy fire in attending to the wounded during an attack. 
Later, when an officer was wounded and was lying out in an exposed 
poaltlon, he crawled out and brought him in over ground swept by the 
enemy’s fire. His gallantry and courage undoubtedly saved many Ilv es 

4th Class Assistant Surg. JAMES GARNETT GOODMAN, I.S.M.D. 
—For conspicuous gallantry and devotion to duty. He remained 
tending the wounded under heavy fire until every case had been 
evacuated, after which he followed the battery into action. On the 
previous dLay, seeing the battery come under an Intense shell fire, he at 
once went up to the guns to render assistance. His coolness, Initiative, 
and keenness were most marked. 

Temp. Capt. ;JAMES HUNTLY LKGGE.—For conspicuous gallantry 
and devotion *to duty in an enemv counter-attack, which almost 
succeeded in penetrating to his aid-post. With the greatest coolness 
and courage he continued his work of clearing the wounded, not only 
of his own battalion, but of other units. Throughout the hostile fire 
was Intense, and It was due to his untiring efforts that to many 
wounded were quickly and efficiently evacuated. 

Capt. REGINALD DKVEKBUX MOORE. —For conspicuous gallantry 
and devotion to duty He worked continuously for eight days 
attending to the wounded at an advanced.dressing-station, often under 
6hell fire. His organisation of the work was excellent, and by his 
courage and cheerfulness he inspired all ranks with confidence, which 
assiated them materially In the performance of their duties. 

Capt. JOHN GILBERT MORGAN.—For conspicuous gallantry and 
devotion to duty. When the advanced dressing station had been 
ordered to withdraw he went forward with a party of bearers and 
successfully cleared a number of wounded from the regimental aid- 
poata. The operation waB carried out under continuous shell and 
machine-gun fire. 

Temp. Capt. JOHN OSCAR THOMAS.—For conspicuous gallantry 
and devotion to duty. He dressed a wounded officer and man under 
heavy fire and got them to a place of safety. He showed great coolness 

and courage. 

Temp. Capt. PHILIP HEWER WELLS —For conspicuous gallantry 
and devotion to duty. He attended to the wounded pf several units 
who were lying out in an exposed position under fire. He worked 
throughout the night, often under an intense bombardment of gas and 
H.K. shells, and by his courage and self-sacrifice saved many Uvea. 

Temp. Capt. ERNEST WILLIAM GILMORE YOUNG—For con 
spicuous gallantry and devotion to duty. He collected and dressed the 
wounded in an exposed position under heavy fire, and remained on the 
•poi after the withdrawal of the regiment until all the wounded had 
been brought in, 

Capt. GAVIN YOUNG, Spec. Res.—For conspicuous gallantry ami 
devotion to duty In attending to the wounded under heavy machine-gun 
fire. He worked up to the leading wave and searched the whole ground 
for wounded under continuous tire, and owing to his exertions all the 
wounded were evacuated with great rapidity. Later he showed great 
courage and devotion to duty in rescuing wounded from destroyed 
dug-outs under shell fire. 

Capt. GEORGE MAY FOSTER, Canadian A.M.C.—For conspicuous 
gallantry and devotion to duty. He was in charge of the evacuation of 
the wounded from the front line during the operations, and set a 
splendid example to his stretcher-bearers by his courage and deter¬ 
mination. He led a party to remove several stretcher cases under 
heavy Bhell fire, and though wounded himself he attended to their 
wounds and arranged their removal. 

Capt. ALFRED STANNAGE PORTER. Canadian A.M.C.—For con¬ 
spicuous gallantry and devotion to duty. He dressed many wounded 
during the operations, working in the open under intense fire, and set 
a splendid example of courage and self-sacrifice. 

Lleut.-Col. D. L. IRVINE (late R.A.M.C.), at present working on the 

Western front under the French Red Cross, has been awarded the Croix 
de Guerre for his services with Motor Ambulance, Section 10, with the 

French Army. 

The London Recruiting Boards. 

On the invitation of Sir Charles Bedford, the Com¬ 
missioner of Medical Services for the London Region, 200 
of the chairmen and members serving on the London 
recruiting boards met the Chief Commissioner, Sir James 

Galloway, K.B.E., C.B., in the Caxton Hall on Tuesday 
afternoon last. Sir James Galloway took the chair, 
and was accompanied by Sir Charles Bedford and 

Sir John Collie, representing the Ministry of Pensions. 

Sir Charles Bedford, in his introductory remarks, 
mentioned that the boards in the London region had had to 
be increased from 20 in March last, when he took charge, 
to 54 to-day, and offered personal thanks for the good work 
done. Sir James Galloway welcomed the opportunity of 
congratulating the chairmen and members of the London 
recruiting boards in the name of the Ministry of National 

Service for the whole-hearted manner in which they 
had carried out their very arduous duties. He added 
that neither on the administrative or executive side 
had perfection yet been attained and that all efforts 
must be put forth to improve their organisation and the 
quality of their work, while a comparatively quieter time 
allowed them to discuss matters among themselves. 

Sir James Galloway pointed out that much of the work 
was pioneer, while the boards were for the most part 
drawn from private practitioners who in the past had 
to deal only with the sick and diseased, and who had 
not had full opportunity of knowing what the normal 
condition of health was in reference to climate, nature 
of work, crowded surroundings, and other conditions of life. 

Conscription, he said, had given the profession the first 
real chance of studying these questions, and advantage 
should be taken of it to the full with a view to the improve¬ 
ment in the general health of the people by legislation or 
otherwise. Sir John Collie referred to the bearing which 
efficient medical examinations and grading would have when 
pensions were dealt with. 

Medical Grading of Older Men. — A Memo¬ 
randum (R. 218) has been issued by the Local Government 

Board and the Scottish Office to tribunals, instructing them 
to deal with the medical grading of men of the older ages 
in accordance with the statement made in the House of 

Commons on July 8th by the Minister of National Service (see 

The Lancet, July 13th, p. 63). The Memorandum adds : - 

The requirements of the forces for men of all ages in Grade 1 and for 
men of the former military ages in Grade 2 are great and urgent. 

There is also a considerable demand for Grade 2 men of the ne* 
military ages, and for Grade 3 of the former military ages except men 
who have been found by the medical boards to be fit only for swientary 
work and who are without technical skill of a kind required in the 

Services. 

London Hospital Medical College. — The 

following awards have been made to students of the London 

Hospital Medical College during the session 1917-18 

Medical nrize, £20, S. N. Sennett; honorary certificates: E. Miller 

Anderson prizes in Elementary Clinical Medicine, £3^ M. C. Hartley 
and R A Madgwick; honorary certificates: A. R. Crane and J. J. 

Coahlan- prizes in Elementary Clinical Surgery, £6 E L. Sergeant. 

O Hartley, and F. F. Langridge and C. W. Tomkinson 
“qualTrtie divide); T^tbeby prbe in Or/arhc Obamtatry. £10, S. 

Sandler. 

DONATIONS AND Bequests.—B y will the late Miss 

Ada Katharine Agnes Bickersteth, of Hunfcon ^rts, 

left among other bequests, £500 each to the Middlesex 

Hoanital for the Cancer Wards, the Home at Stoneygate- 
road^ Leicester, Leicester Royal Infirmary, Watford District 

Hospital, and the Meath Home for Epileptics. 















128 The Lancet,] 


OBITUARY.—THE SERVICES. 


[July 27, 19! 



HENRY GEORGE PLIMMER, M.R.C.S. Eng., F.R.S., 

PROFESSOR OF COMPARATIVE P AT HO LOO 1' AT THE IMPERIAL 
COLLEGE OF SCIESCE. 

Professor Plimmer, whose death we chronicled at the time 
of its occurrence, was an exceedingly interesting figure in 
the medical world, and responsible therein for much good 
and varied work. The following detailed account of his 
career has been compiled from intimate sources. 

Henry George Plimmer, the only son of Dr. George 
Plimmer and Eliza Eyres, was born on Jan. 29th, 1857, in 
Melksham, Wilts. His father died whilst he was a boy, and 
young Plimmer, after leaving school in 1870, became a clerk. 
Not being satisfied with such an outlook on life, he wrote in 
1877 to Dr. J. H. Galton, who had been his father’s assistant, 
concerning a career in medicine, and Dr. Galton invited him 
to come to him as assistant—the unqualified assistant’s post 
being at that time a recognised mode of entering the medical 
profession. He lived wiih Dr. Galton at Norwood, at first 
doing the dispensing and book-keeping, but gradually help¬ 
ing in the dispensary part of the large practice of Galton 
and his partner Sidney Turner. In a few months he passed 
the preliminary examination of the College of Surgeons and 
Apothecaries’ Society, and entered Guy’s Hospital as a 
perpetual student in October, 1878. He was made pro- 
sector of the Royal College of Surgeons in 1882, became 
L.S.A. in October of the same year, and M.R.C.S. in 
January, 1883. Many of his dissections are to be seen 
in the Museum of the College of Surgeons, but he 
could not proceed to the Fellowship examination owing 
to the exacting work of a large geneml practice. 
In 1885 he was made a partner, but retired from general 
practice seven years later so as to devote himself to bac¬ 
teriology and research, which he began with Professor 
E. M. Crookshank at King’s College, London. Microscopy 
and histology greatly interested him in his student days ; 
the first society of which he became a member was the 
Royal Microscopical in 1883. His early microscopical 
preparations were deservedly admired, and much attention 
was attracted by the inclusions in cancer cells, sub¬ 
sequently called Plimmer’s bodies, which were differentiated 
by him in October, 1892, from the then known degenerations 
by means of a technique which he had devised. About 
this time he met Armand Ruffer, who was working at 
the same subject, and at Rutfer’s suggestion they worked 
together at the laboratories of the Royal College of Surgeons. 
He was associated with Ruffer until illness compelled Ruffer 
to resign from the British Institute of Preventive Medicine, 
whither they had gone on its establishment in 1893. Some 
of the early work on diphtheria in this country was carried 
out by them there. 

From this time on Plimmer occupied a series of important 
posts. He became pathologist to the Cancer Hospital in 
1894, bacteriologist and lecturer on bacteriology at 
Bt. Mary’s Hospital in 1896, and succeeded Silcock there 
as pathologist and lecturer on pathology in 1899, resigning 
this post to take charge of the cancer laboratories at the 
Lister Institute, started by Lord Iveagh, in 1902. Since 
1898 he had been working at trypanosomes, partly in 
association with Sir J. Rose Bradford, and in 1906 
undertook the research work on trypanosomiasis which 
was organised and directed by the Tropical Diseases Com¬ 
mittee of the Royal Society. At the same time he was 
made a member of that committee. From 1907 to 1917 he was 
pathologist to the Zoological Society. His contributions to 
science were at last recognised in 1910, when he was elected 
a Fellow of the Royal Society. He accepted the professor¬ 
ship of comparative pathology at the Imperial College of 
Science and Technology in 1915, was elected a member of 
the War Office Tetanus Committee in 1916 and later of the 
Trench Fever Committee. He was actively engaged with 
the work of his professorship and the work of the War Office 
committees until a few weeks before his death, being very 
largely concerned with the recent discoveries relating to 
trench fever. In addition to these varied appointments 
Plimmer was a Fellow of many scientific and medical 
societies. He presided over the Royal Microscopical in 
1911-12 ; he was visitor of the Royal Institution in 1914-16 ; 
a member of council of the Linnean and of the Association 
of Economic Biologists in 1917-18. 



Plimmer’s adaptability is worthy of special note. Dur| 
his partnership with Turner and Galton he did surgical' 
of an original nature. Two cases—one of hysterectomy, i 
other of ectopic gestation—described in The Lancet of lA 
were the first of their kind in this country. A paper’ 
quinsy and rheumatism appeared in the British Med.} 
Journal of 1886. His work on cancer dates from 18 
Following the note on the Parasitic Protozoa lately Fori 
in Cancer, he further studied at the Cancer Hospital I 
various cell inclusions and during his appointment •irv. 
St. Mary’s Hospital he isolated a yeast from an ulceratfjpV,* 
cancer. These yeast cells were very like cell inclusions, d 
the fact that they caused tumours in animals led to 
hope that here was the long-looked-for cause of cancer. * 
was a disappointment, for though they were found in sevd 
cancers, they did not produce genuine cancer in anim^i 
and were, no doubt, accidental infections. Comprehend 
reviews on cancer from his pen were : On the Microscopi^ 
Diagnosis of Benign and Malignant Growths of the C 
Uteri ( British Gynecological Journal , 1895); ^Etiology 
Histology of Cancer {Practitioner , 1899); the Pa 
Theory of Cancer ( British Medical Journal , 1903). 

1899 he worked mainly upon blood parasites, particu 
the trypanosomes found in the tsetse fly disease, 
fever, sleeping sickness, describing three new species < 
genus Toxoplasma. 

Plimmer had a special gift for music. It was his recreation 
through life, and he was himself a remarkable pianist. He 
was also a connoisseur of the Italian School of Painting, while 
literature also occupied much of his time, although his scholar¬ 
ship is only dimly seen in his published works, such as 
“Omariana,” “ Bedullus Immortalis,” and various presi¬ 
dential addresses. He delighted in intercourse with his fellow 
men. showing his kind and sympathetic nature to all, and was 
a brilliant conversationalist. The Omar Khayyam Club, of 
which he was some time president, afforded him abundant 
opportunities of meeting his friends, and he was one of 
those mainly concerned in founding the Lucretian Club, 
of which he was secretary for a number of years. Plimmer’s 
life was full of many interests, and he found room for 
them all. 



THE SERVICES. 


KOYAL NAVAL MEDICAL SERVICE. 

To be temporary Surgeons: A. W. Cocking, D. A. Knight, N. 
Macleod, J. D. Byrd. 

ROYAL NAVAL VOLUNTEER RESERVE. 

Surgeon Probationer J. W. Scharff has been invalided with a pension 
and the retention of his rank after two years’ service. 


ARMY MEDICAL SERVICE. 

Temp. Col. Sir Robert Jones (Major, R.A.M.C., T.F.) to be temporary 
Major-General. 

Temp. Lieut.-Col. John M. Cowan (Major, H.A.M.C., T.F.) to be 
temporary Colonel. _ 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. J. W. H. Houghton relinquishes the temporary rank of 
Colonel on re posting. 

Major S. B. Smith retains the acting rank of Lieutenant-Colonel 
whilst employed as Assistant Director of Medical Services of an Army. 

Capt. J. W. C. Stubbs to be acting Lieutenant-Colonel whilst in 
command of a Medical Unit. 

J. V. G. B. Tighe to be temporary Lieutenant-Colonel whilst serving 
at Gateshead War Hospital, Stannlngton. 

Lieut.-Col. C. Garner, retired pay, to be acting Colonel whilst 
specially employed. 

Capts. W. H. d. Burney and T. B. Nlcholls and Temp. Capt. H. Moore 
relinquish the acting rank of Lieutenant-Colonel, and revert to the 
actin&rank of Major, with pay and allowances of their substantive rank. 

Temp. Major J. M. Nettleton, Canadian A.M.C., to be temporary 
Lieutenant-Colonel. 

Temp. Capt. A. R. Jordon relinquishes the acting rank of Major on 
re-posting. 

To be acting Majors: Temp. Majors H. F. Woolfenden. W. S. Dickie, 
R. Dick; Capts. G. F. Allison, C. Scales, W. E. Marshall, A. P. 
O’Connor, P. T. Priestley; Temp. Capts. B. B. Sunderland, W. De M. 
Peyton, T. Bragg. W. H. Fleetwood, D. C. Taylor, B. F. C. Dowding, 
J. A. C. Roy. JF- Mackenzie, J. G. Duncanson, H. Stokes, E. L. 
Mackenzie, J. II. Legge, L. H. C. Birkbsck; Lieut, (temp. Capt.) 
J. La F. Lauder. 

J. C. Webb to be temporary Major. 

Capt. T. D. Inch, from R.A.M.U., Spec. Res., to be Captain. 

The undermentioned temporary Lieutenants to be temporary 
Captains: G. S. Robinson, H. Topbam, F. Heatfierley. A. Barrett, 
A. T. Moon, J. W. O’Farrell, A. C. Brown. 

To be temporary Captains: Capts. R. W. B. Gibson (South African 
M.CJand T. L. tiarrison (Canadian A.M.C.), T. H. Twlgg, T. Milling, 
W. G. Ridgway. F. W. Jones, J. E. R. Orchard. H. E. C. Fox (latn 
Surgeon, lt.N.), D. T. H. Croly, E. Maynard, W. A. Russell, T. J. 
Buckley, S. P. Snook. 
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Temp. Hon. Lieut. H. F. Bold-WHllams to be temporary Honorary 
Captain whilst serving with No. 8 Ked Cross (Baltic and Corn 

Htchange) Hospital. 

Temp. Hon. Lleuts. P. D. Spohn and E. A. Cayo to be temporary 

Honorary Captains. 

P. M. Turnbull, late temporary Ciptain, is granted the honorary 

rank of Captain. 

To be temporary Lieutenants: L. H. McConnell. A. L. Lynch, N. F. 
Sinclair. D. D. Farquharson, R. M. Mainwarlrg-White. A.' W. MacK. 
Sutherland, A. Prentice. B. W. Lacey, J. Devine, F. H. Nixev. O. 
Ecclea, A. S. Ransome, K. D. D. Davis. B. A. McSwiney, A. H Ward, 
J. Moore. A. H. Marsh. G. 4p Thomas, K. A. MacArtliur. W Daunt, 

C. K. T. Uewaon, P. N. Twomev, N. C Fischer. N. J. Newbould, 
W. H. W. Mewhirter, W. K. Thompson, A. V. Moberly, H. G. 
Browning. G. S. Robinson, F. C. Mann, F. P. Hearder. C. H. Steinbach, 
A. W. Hare, F. W. Daniels, S. 13. Turner. D. Davie. M. Baronov. 

Officers relinquishing their commissions: Temp. Capts. E L. 
Massiah, G. H. Brown (granted honoraiy rank of Captain). J- 
Lindsay, T. D. McLaren. F. M. Walker, A Weigall, 15. G. H Weir, H. 
Saunders and R. Mcl Muir (granted h norary rank of Captain), W. 
Rogerson, M. Hooper and J. M. Johnston (on account of Ill-health con¬ 
tracted on active »ervlce and are granted the honorary rauk of 
Captain). A. L. George; Temp. Lleuts. H. V. Mitchell, W. Martin, 
W. M. Fergusson (on account of ill-healtb). 

SPECIAL RESERVE OF OFFICERS. 

Capt. I. D. Evans relinquishes the acting rank of Major on re-posting. 
Capta’na to be acting Majors: T. Lindsay, J. B. Scott, W. W. 

Shorten. 

Lieutenants to he Captains: J. Scott, J. Adams, J. C. C. Howe, A. B. 
MacDougall. P. A. Stewart, l>. M. Mirvlees. W. L. Agnew. 

Capt. P. W. Mathew to be acting Major whde specially employed. 

J. 0. Coutts, from St. Andrews University O.T.C., to be Lieutenant. 

TERRITORIAL FORCE. 

Capt. Charles L. Tlreman relinquishes his commission. 

Captains to be acting Ma jors whilst specially employed : J. M. Smith, 
T. J. T. McHattie, A. Hadlord, Lleut.-Col. J. Clay, L. M. V. Mitchell, 
G. G. Middleton, G. B. Buchanan, W. T. Torrance, J. Browne, P. S. 
Martin. D. W. Reese, J. J. K. Biggs. J. H. Robinson, C. S. Wink, 
F. Ward. B. B. llinde, M. Morris, L. Milton. C. K. Petley. A. B P. 
Smith, W. F. Mackenzie, R. S. Taylor, C. S. P. Black. J. A. H. Aitken, 
R.G Walker, C. H. K Smith, A. F. B. Shaw, C. W. C. Myles. F. A. W. 
Drinkwa'er, W. J. Richards. C. Kerr. D. Lamb, J. Blackwood, J. J. 
Kainforth. A. P. Watson, W. Dyson, M. U. Wilson, W. T. Gardiner, L. 
West, A L. S.Tuke, W. T. Ritchie. J G. Morgan. 

Captains (acting Majors) relinquishing the acting rank of Major on 
ceasing to be specially employed: A. F. B. Shaw, J. G. Morgan, A. J. 
Drew (seconded for duty overseas). 

Capt. (acting Maj r) R. S. Taylor, Capt. (acting Lieut -Col.) D. 
Shannon. Capt. (acting Major) A. N. S. Carmichael, and Capt. (acting 
Major) G. L. K. Pringle relinquish their acting rank on ceasing to be 
specially employed. 

Capt. (acting Major) W. L Robctson to be acting Lieutenant- 
Colonel whilst commanding a Field Ambulance. 

Cant. (Brevet Major) J. Ewing to be acting Major whilst specially 

employed. 

Capt H. L. Driver is seconded for duty with Lond >n District. 

Capt. (acting Lieut.-Col.) J. M. Hunt relinquishes his acting rank on 
ce sing to commands General Hospital. 

Capr. H. Buck is seconded for duty with a General Hospital. 

Lieut, (temp. Capt.) A. Leitch, and Lieuts. G. Bryce and W. V. 
Barritt to be Capt&ibB 

Lleuts. A. G. Harrington, J. Dill, G. N. F. Heddan, T. II. Savory, 

D. Smith, and A. Sykes are seconded for duty with the R E. 

TERRITORIAL FORCE RK9KKVE. 

Capt. G. L. K. Pringle, from R. A.M.C., to be Captain. 
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1-5In Warrington and lo Sunderland, 1*6 in Ealing. 18 in Gateshead, and 
2*4 in Walsall; measles of 16 in Sunderland. 16 in Rotherham, and 
2 2 in Wakefield ; and scarlet fever of 1*7 in St. Helens. The 821 oases 
of scarlet fever and 1070 of diphtheria under treatment In the 
Metropolitan Asylums Hospitals and the London Fever Hospital were 
9 and 76 below the respective numbers remaining at the end of the 
previous week. The 1422 deaths from all causes in London Included 
287 from influenza, of which 168 were of persons aged 15 to 35 years. 
Tbe causes of 61 deaths in the 96 towns were uncertified, of which 
13 were registered in Birmingham, 5 in Manchester, and 4 each in 
Liverpool aud Gateshead. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual rate of 
mortality was 15'0. against 11*5 and 13‘9 per 1000 in the two pre¬ 
ceding weeks. The 260 deaths in Glasgow corresponded to an 
annual rate of 12 2 per 1000, and Included 11 from measles, 6 from 
whooping-cough, 3 from Infantile diarrhoea, and 1 each from enteric 
fever and diphtheria. The 115 deaths In Edinburgh were equal to a 
rate of 18 0 per 1000, and included 2 from diphtheria and 1 from 
whooping-cough. 

Irish Towns.— The 250 deaths In Dublin corresponded to an annual 
rate of 32 7, or 9 4 per 1000 above that recorded lu the previous week, 
and included 2 from whooping-cough and a fatal case each of measles, 
scarlet fever, and Infantile dlarrhcea. The 213 deaths in Belfast were 
equal to a rate of 28 3 per 1000, and Included 10 from whooping- 
cough, 4 from infantile diarrhoea, and 1 from measles. 

(Week ended July 20th, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 180, against rates Increasing from 
11*4 to 21*1 per 1000 in the five preceding weeks. In London, with a 
population slightly exceeding 4,000,000 persons, the death-rate was 
15 2, or 3 2 per 1000 below that recorded in the previous week; 
among the remaining towns the rates ranged from 6*4 in Ipswich, 
7 6 in Edmonton, and 8*9in Hornsey, to 32 8 in West Hartlepool, 34*2 in 
Warringtm, and 43 5 in Barnsley. The principal epidemic diseases 
caused 301 deaths, which corresponded to an annual rate of 0 9 per 
1000, and included 105 from whooping-cough, 103 from measles, 
41 from Infantile diarrhoea, 31 from diphtheria, 14 from scarlet 
fever, and 7 from enteric fever. Whooping-cough caused a 
death rate of 1*8 In Wa’sall, 2 0 in Aberdare, 2*3 in Grimsby, 
and 4-6 In Warrington; and measles of 20 In Barrow-in-Furness, 
2 4 In Walsall, 2 6 In Sunderland, and 4-4 in Lincoln. The 836 
cases of scvrlet fever and 1016 of diphtheria under treatment in the 
Metropolitan Asylums Hospitals and the London Fever Hospital were 
15 above and 54 below the respective numbers remaining at the end of 
the previous week. The 1171 deaths from all causes in London in¬ 
cluded 192 from influenza, of which 74 were of persons aged 15-35 years. 
The causes of 44 deaths in the 96 towns were uncertified, and included 
6 in Birmingham, and 5 each in Liverpool, Manchester, and Gateshead. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality, which had increased from 11*5 to 15 0 per 1000 in the three 
preceding weeks, further rose to 17*4 per 1000. The 340 deaths in 
Glasgow corresponded to an annual rate of 15*9 per 1000, and included 
9 from whooping-cough 8 from infantile diarrhoea, 7 from measles, 
4 from diphtheria, ana 3 from enteric fever. The 106 deaths In Edin¬ 
burgh were equal to au annual rate of 16'6 per 1000, and Included a fatal 
case each of diphtheria and whooping-cough. 

Irish Towns .—The 208 deaths In Dublin corresponded to an annual 
rate of 27*2, or 5 5 per 1000 below that recorded lu the previous 
week, and included 5 from whooping-cough, 2 from infantile diarrhcea, 
and 1 from diphtheria. The 152 deaths in Belfast were equal to a rate 
of 20*2Lper 1000, and included 4 from whooping cough, 3 from infantile 
diarrhcea, and 1 each from enteric fever and diphtheria. 


URBAN VITAL STATISTICS.—BOOKS, ETC., RECEIVED. 


ROYAL AIR FORCE: Medical Branch. 

L- S. Hooper (temp. Capt., R.A.M.C.) Is granted a temporary com¬ 
mission as Captain, and to be temporary Major whilst specially 

employed. 

R. G. Maglione, I. M. Thomson, and A H. Todd are granted temporary 

comm I as on s as Captains. 

G. Dunderdale, J. P. Hennessv, G. W. Harbottle, F. Gill, J. S. 
Harbinaon, J. J. O’Mullanc, M. j. Whelton, and A. G. Graham are 
granted temporary commissions as Lieutenants. 

INDIAN MEDICAL SERVICE. 

The King has approved the admission of the undermentioned .-—To 
be Lieutenants.- Ilira Singh Atiand, Sunda D<tss Sondhi. To be tem¬ 
porary Major: Percy Charles Woollatt. To be temporary Lieutenants : 
Nariman Sombji Kotw.il, KaikUusroo Rustomji Dalai, Sus&nta Kumar 
8en. Kantilal Kalynji Mankodl, Gopal Narayan Khanna. Amar Nath 
Madhok. Bantwd Shankar Rau, Waiis Khan. Eustace Trevor Neave 
Taylor. Kekl Sorabji Bhiwandiwal'a, Keith Montague Woodruff. Dya 
Ram Thnpar. Albert Victor Lopes, James Henry Barrett, Shaikh 
Ghulam Mohamed. George Patrick de Sibra, Jugal Kisbor Adhya, 
Vedstore Venkoba Krishnamoorthy. 


URBAN VITAL STATISTICS. 

(Week ended July 13th, 1918.) 

English and Welsh Towns .—In the 93 English and Welsh towns, 
with in aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality, which had increased from 114 to 19*0 per 1000 
in tbe four preceding weeks, further rose to 21*1, the highest rate 
recorded in any week of the current year. In London, with a 
population slightly exceeding 4,000,000 persons, the death-rate was 
18*4, or 11 per KXX) above that recorded In the previous week; among 
the remaining towns the rates ranged from 6 2 in Ilford. 7 0 in Hornsey, 
and 7 1 in Bath, to 40 2 in Barnsley, 403 in Wakefield, 46 0 in 
Sunderland. 46*9 in Rochdale, and 49 4 in Middlesbrough. The princijMil 
epidemic diseases caused 330 deaths, which corresponded to au annual 
rate of 1*0 per 1000. and included 144 from whooping-cough, 84 from 
meaalea, 46 from diphtheria. 35 from infantile diarrhcea, 18 from scarlet 
fever, and 3 from enteric fever. Whooping-cough caused a death-rate of 


BOOKS, ETC., RECEIVED. 


Bailli£re, Tindall, and Cox, London. 

Surgical Therapeutics and Operative Technique. By E. Doyen. 
English edition prepared by the Author in collaboration with 
H. Spencer-Browne, M.B. Vol. II., Research Surgery (continued). 
Operations on the Head (continued). Thorax, Upper and Lower 
Limbs (complete in 3 vols.). 25s. ^ „ _ _ _ 

Aids to Analysis of Food and Drugs. By C. G. Moor, F.I.C., and 

Wm. Partiidge, F.I.C. 4tb ed. 4s. __ ^ ^ 

Chemistry for Beginners. By C. T. KIngzett, F.I.C. 3rd ed. (New 
Part). 2s. 6d. net. 

Churchill, J. and A., London. _ 

War Surgery of the Abdomen. By. C. Wallace, F.R.C.S. 10s. 6a. 
Massage and Medical Gymnastics. By Dr. K. A. G. Kleen and Others. 
Translated by Dr. MinaL. Dobbie, with Foreword by Major R. C. 
Elmblle, R.A.M.C. 2D. net. 


Griffin, Charles, and Co., London. _„ ^ „ 

Food and Dietaries. By Sir R. W. Burnet, K.C.V.O., M.D. 5th ed. 4s. 
Simple Experimental Hygiene, Physiology, and Infant Management 
for the Use of School Teachers. By K. M. Curwen. 6s. net. 
Heinemann, William, London. 

The Breist: Its Anomalies, Us Diseases and their Treatment. By 
J. B. Deaver, M.D., and Others. £2. 

Au International System of Ophthalmic Practice. Edited by W. L. 

Pyle, M.D. Medical Ophthamology By A. Knapp. M.D. 21s. 
Diseases of Occupation and Vocational Hygiene. Edited by G. M. 
Kober, M.D., and W. C. Hanson, M.D. 32«. 

Longmans, Green, and Co., London. 

Anatomy, Descriptive and Applied. By H. Grey. 20th ed. Edited 
by R. dowden, C.M. 37s. 6a. 

Stoichiometry. By S. Young, D.Sc. 2nd ed. 12s. 6d. 

Practical Organic and Bio-Chemistry. By R. H. A. Pllmmer, Healer 
in Physiological Chemistry, University of London. 18». 


Post-Graduate College, West London Hos¬ 
pital. — During next week clinics will be held at 2 p.m. on 
Wednesday, Friday, and Saturday, and also at 10 a.m. 
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Committee on Medical Establishments in France, and 
whether any action was to be taken in the matter.—Mr. 
Macpherson replied: Yes, sir, the report has been con¬ 
sidered, and such action as was desirable has been taken. 

Medical Officer Prisoners in Turkey, 

Colonel Burn asked the Financial Secretary to the War 
Office whether British medical officers, both of the Royal 
Army Medical Corps and of the Indian Medical Service, who 
were prisoners in Turkey were receiving smaller pay and 
allowances than when they were on active service in Meso¬ 
potamia or elsewhere, although they were still working as 
doctors; whether he would arrange that they be given the 
full pay and allowances which they drew on active service on 
receipt of certificates from them, or on other evidence, that 
they had had medical charge of prisoners; and whether 
those of them who drew free rations while on active service 
would be given an allowance in lieu for the period covered 
by such certificates or evidence.—Mr. Forster answered : 
British officers, both of the Royal Army Medical Corps and 
of the Indian Medical Service, are on their release or 
exchange credited with the full Indian pay of their sub¬ 
stantive appointment for any period of their captivity during 
which they certify that they were fully employed with the 
care of British or Indian sick or wounded. Ration allow¬ 
ance is only issuable to officers when they are on active 
service. 

Treatment of Nerve Strain. 

Sir A. Griffith-Boscawen (Parliamentary Secretary to 
the Ministry of Pensions), replying to Colonel Yate, 
said : For functional nerve disorders six homes of re¬ 
covery have been established as follows : One in London 
for 120 patients; one in Leicester for 60; one near Man¬ 
chester for 100; one in Edinburgh for 30-60; one in 
Dublin for 33; and one in Belfast for 62. All these 
have workshops or provide other forms of occupation, 
Buch as gardening. There is no connexion with lunaev 
administration or lunacy staff. The records of my 
department do not, unfortunately, enable me to state 
how many men have passed through their hands 
since they were opened. 1 should, perhape, add that no 
special provision has been made for men suffering from 
uncertifiable mental deficiency who are not suitable for 
admission to one of the homes of recovery. The number of 
cases of this nature which have been brought to my notice 
is not large, and, where necessary, arrangements have been 
made with one or other of the existing mental homes which 
accept uncertifiable cases. 

Medical Examination of School Children in Scotland. 

Mr. Munro (Secretary for Scotland) informed Colonel 
G. Collins that schemes for the medical examination of 
school children had been adopted by the whole of the school 
boards in Scotland, and, except in the county of Shetland, 
had actually been brought into operation. In some districts, 
however, the work had been temporarily interrupted owing 
to depletion of the medical and nursing staffs through the 
urgent demands of the war. 

Lanarkshire Housing Scheme. 

Mr. Duncan Millar asked the Secretary for Scotland 
whether arrangements had now been completed with the 
Treasury for the carrying out of the Lanarkshire housing 
scheme which was adjusted some months ago.—Mr. Munro 
replied: The Treasury has agreed to the scheme subject to 
certain conditions which will be communicated to the local 
authorities concerned. 


Jjpintmntfs. 


Carlill, H.. M.D. Cantab., M.R.C.P. Lond., has been appointed 
Assistant Physician to the Westminster Hospital. 

Kknbkdy. D. t L.R.C.P. A S. Edin., L.F.P.S. Glasg., Certifying Sur¬ 
geon under the Factory and Workshop Acts for the Newbury 

District of the county of Berks. 

Wachkr. H., M.B., B.C. Camb., one of the Medical Beferees under 
the Workmen’s Compensation Act, 1906, for County Court Circuit 
No. 49, Ashford, Ac., County Courts. 

Ward, G. K. S., M.D.Lond., Assistant Physician to the Middlesex 

Hospital. 
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For further information refer to the advertisement columns. 
Barnsley. Beckett Hospital.—L, ocum Female Surgeon. 

Birmingham University— Sen. Demonstrator of Anatomy. £250. 
Bolingbroke Hospital. Wandsworth Common , 5.11'.—Res. M.O. £200. 
Bristol General Hospital.— H.P. £176. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Bristol University.— Demonstrator In Physiology. > 

Bury Infirmary.— Jun. H.S. £200. 

Carlisle City, Maternity and Child Welfare.— Female Aest. M.O. £400. 
Dudley. Guest Hospital.—Asst. H.S. £120. 

Evelina Hospital for Children , Southwark, 5,2?.—H.P. and H.S. £160. 


Great Yarmouth Hospital.— H.S. £200. Fifth-year Students. £150. 
Guy’s Hospital, S.E .—Two Clinical Assts. 1 guinea per session. 
Hackney Union Inflnnary, E.— Jun. Asst. M.O. £250. » 

Huddersfield County Borough .—Female AbbC M.O.H. £350. 

London Temperance Hospital, N. IF.—Surgical Registrar. 40 guineas. 
Maidenhead, Home for Discharged Neurasthenic Sailors and Soldiers, 
Bray Court {National Hospital for the Paralysed and Epileptic. 
W.C.). — Res. M.O. £500. 

Manchester City .—Female M.O. £450. 

Manchester County Asylum, Brest wich.—L.T. £7 Is. per week. 

Manchc* er Royal Eye Hospital.-Sen. H.S. £120. 

Netley, British Red Cross Hospital.— M.O. for Electrical Department. 
Nottingham, Ransom Sanatorium, Mansfield.—Res. M.O. £250. 
Sheffield Royal Infirmary.—H.S. £120. Also H.P. £120. 

South London Hospital for Women, S. IP.—Female Temp. Asst. P. 
Sunderland County Borough.—Aset. Female M.O.H. and Maternity and 
Child Welfare M.O. £400. 

Walsall Education Committee.— L.T. Sch. Med. Insp. £400. 

Walsall General Hospital — Female H.S. and Anaes. £175. 

Whipp’s Cross War Hospital. Leytonstone, E .—Res M.O. £1 per day. 
Willesden Municipal Hospital, N. H'.—Jun. Res. M.O. £300. 


Carriages, anir grafts. 


BIRTHS. 

Higgins.— On July 18th, at Straylea, New Milton, Hants, the wife of 
Captain F. K. Higgins, R.A.M.C., of a daughter. 

Hughes.— On July 18th, at “ Coningsby," Stoke, near Rochester, to 
Dr. and Mrs. J. Morgan Hughes, a daughter (Joan). 

Suckling.— On July 21st, at Charlton Lodge, Sliepton Mallet, the wife 
of J. Jerome Suckling, M.B., B.S. Lond., of 5, Marine-terrace, 
Margate, of a daughter. 

MARRIAGES. 

Cunnington—Webb.— On July 20th, at 8t. Mary Abbott Church, 
Kensington, C. Willett Cunnington, M.B., Lieutenant, R.A.M.C. 
(temp.), of Tatehley House. Dollls Avenue, Church End, Finchley, 
N., to Phillis E. Webb, M.B , of 7, Scarsdalc Villas, Kensington, W. 

Drury—Tomb.— On July 5th, at St. Gabriel’s Church, Cricklewood, 
N.W., Major Kenneth Kirkpatrick Drury, M.C., R.A.M.C., to Meta 
Elizabeth, second daughter of William Tomb, Upperlands, co. 
Derry. 

Dyson—Goddard.— On July 13th, at the Parish Church, Wembley, 
JIarold Ed wart! Dyson, M.D. Lond., to Irene Eleanor, only daughter 
of Dr. and Mrs. C. E. Goddard, Harrowdene House, Wembley. 

Kingston—Vaughan Walton.— On July 15th, at Southsea, by ‘special 
licence, Captain Stuart Hardy Kingston, R.A.M.C., to Mabelle 
Vaughan, third daughter of the late James Thomas Walton, of 
Bristol. 

Kyngdon—dk la CouB.—On July 11th, at St. Luke’s, Oseney-crescent, 
N.W., Frederick Henry Kyngdon, M.D., of Lausdowue House, 
Tottenham, to Ethel Marian, elder daughter of G. F. de la Cour, 
M.D., and Mrs. de la Cour, of Camden-road. N.W. 

Macaulay—Bryson.— On July 15th, at Dumfries, by the Rev. J. A. 
Campbell, Troqueer, Lieutenant Thomas Svmlngton Macaulay, 
M.D., R.A.M.C., of Sercmban, Federated Malay States, to Eleanor 
Minnie, daughter of Mr. Alexander Bryson, Caatramont, Kotchell 
Park, Maxwelltown. 

Muir—Livingston.— On July 19th. at Inchbrook, Walkerton, Leslie, 
Major A. Ross Muir, R.A.M.C.,T.F., to Ada Jane Buchan, daughter 
of James Livingston, Esq., J.P., Inchbrook, Walkerton, Leslie, Fife. 

DEATHS. 

Ettles.— On July 19th, at his residence, 114 a, Harlcy-street, London. 
W. I, the result of a serious operation, William James McCulloch 
Ettles, M.D., F.R.C.S., In his 50th year. 

Stitt.— On July 17th, at Halifax, N.S.. of blood poisoning, Robert R. 

Stitt, Medical Officer, S. S.-, second son of the late Colonel 

Samuel Stitt, of Birkenhead, and Mrs. Stitt, of Caldv, Cheshire, 
and loved husband of Eva Stitt, Port St. Mary, 1.0.M., in hh 
51st year. 

Webb.—O n July 16th, at Portballiutrae, C. Walsham Webb, M.D. 

Wkdd.—O n July 13th, killed in action. Captain Edward Parker Wallman 
Wedd, M.C., Yeomanry and R.A.M.C., aged 34. 

N.B.—A fee oj 5s. is charged for the insertion of Notices of Births , 
Marriages , and Deaths. 


THE LANCET, VOL. L f 1918 : THE INDEX. 


The Index and Title-page to the volume of 
The Lancet completed with the issue of June 29th 
will be ready next week. Owing to the increasing 
shortage in the paper-supply, the Index will not be 
issued with all copies of The Lancet, as was the 
custom prior to the War. Subscribers who bind 
up their numbers are requested to send a post card 
(which is more convenient for filing purposes 
than a letter) to the Manager, The Lancet Office, 
423, Strand, London, W.C. 2, when a copy of the 
Index and Title-page will be supplied free of charge 


EDITORIAL NOTICE. 

In consequence of the pressure on our spaoe and the shortage 
of paper, the Editor may be compelled to abbreviate communica¬ 
tions , as an alternative to their rejection , when time does not 
allow them to be reconsidered by their authors. 
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States, SJjorf Comments, anto ^nskrs 
fa Correspondents. 

SHOCK IN BURNS AND SCALDS. 

“Take care of shock and Nature will do the rest” 
summarises the teaching of the lecture delivered at the 
College of Ambulance (3 Vere-street, London, W.) on 
July Ilth by Dr. J. M. H. MacLeod, physician for diseases of 
the skin at Charing Cross Hospital. The lecture was the 
ninth of a series on ambulauce work and first-aid intended 
for medical practitioners as well as ambulance workers. 
Sir James Cantlie, who presided, spoke of the growing 
importance of burns aud scalds, on accouut of the improved 
methods of dealing with which the St. John Ambulance Hand¬ 
book had been recently completely revised. The lecturer 
referred to the increased number of accidents in factories 
due to war conditions, to the action in the war area itself of 
liquid fire, mustard gas, aud the like, and to the terrible 
burns resulting from aeroplane accidents and air raids at 
home. Experience had already taught much. He described 
the differences between the injuries caused by dry heat and 
moist heat. As a rule burns were less extensive and. deeper 
than scalds and nearly twice as fatal. The immediate 
gravity in either case depended more upon the extent of the 
surface injured than the depth of the injury. When one- 
half or even one-third of the body surface was injured death 
was almost absolutely certain. An arm or a hand might be 
burned to the sixth degree—i.e., totally destroyed—and yet 
with proper care the patient would recover. The duration 
of exposure to the heat was also an important factor. 
Burns of the first degree generally healed in a few 
days, those of the second degree" in which blisters 
had formed were more difficult to deal with on account 
of the liability of the contained fluid to become septic. 
Treatment should be taken seriously, however slight the 
injury might appear at first sight. In 24 hours a blister 
might form, and blisters were peculiarly liable to»become 
septic. Given a wound or a burn of the same area the 
lecturer would prefer the wound to treat. In burns of a 
minor degree the first thing to do was to soothe by bathing in 
a solution of bicarbonate of soda in the proportion of a 
drachm to a pint of water. After pain had been relieved it 
was important to avoid friction and give rest. A dressing 
with a bland powder such as stearate of zinc might be used, 
and it was not necessary to exclude air. In a burn of the 
second degree it was best to puncture and drain the blister 
after washing with 1:4000 HgCla unless it was possible 
to ensure asepticity. The dressing should soothe aud 
astringe; he had found a weak so'ution of aluminium 
acetate preferable to other applications. Picric acid was 
liable to irritate. No redressing was required unless the 
wound became septic, a condition revealed by a charac¬ 
teristic smell. To be taken oft the dressing must be soaked, 
or growing tissue might be torn off with it.,. Of all injuries 
burns were most liable to be accompanied by severe nervous 
symptoms: hysterical manifestations in the case of small 
burns and collapse in burns of a large area. The first 
consideration should be the patient, not the burn. Put 
him into a bath at 100°F., clothes and all; leave him 
there as long as necessary ; give a normal saline in¬ 
jection if desirable, but on no account a stimulant. 
Then cut the clothes off and put the patient to bed, remem¬ 
bering that the skin was hypersensitive and a hot-water 
bottle therefore out of place. The bed should rather be 
warmed before putting the patient in. For severe burns 
treated in hospital no dressing was required, but the part 
should be protected by a cage warmed by an electric lamp 
and the charred surface dusted over with a bland powder. 
Moderate sepsis was best left alone; if severe the patient 
should be placed in the bath again until the surface became 
clean. Little scarring occurred by this method, but it was 
important to place the injured part in a natural position in 
case contraction of the tissues should occur. A review of 
Dr. MacLeod’s recent book on“ Burns and Their Treatment” 
appeared in our issue of July 20th. 

MEDICINE IN SPANISH. 

Two standard medical text-books of moderate size have 
been done into Spanish under the editorship of Dr. Luis 
Felipe Calderon, professor of clinical medicine at Bogota, 
and issued by Messrs. Henry Frowde, and Hodder and 
Stoughton, as Publicaciones Medicas de Oxford. They are 
(1) “ Manual de Medicina,” by Dr. A. 8. Woodwark (pp. 415, 
price 12*. 6d.); and (2) “ Emergences en la Practica cle la 
Medicina y de la Cirugia,” by Mr. Percy Sargent and Dr. 
Alfred E. Russell (pp. 496, price 17*. 6 d.). Spanish America 
is largely dependent on foreign medical literature and we 
are glad that British text-books should be represented. The 
books may also suggest an agreeable way to the medical 
student of picking up a modicum of a Spanish medical 
vocabulary. 


CHILD-WELFARE LITERATURE. 

The National Baby Week Council, 27a, Cavendish-square, 
London, W., have published a series of pamphlets which 
should prove useful to workers in the cause of infant and 
child life conservation. Nation's Wealth (price 6a.) is a 
collection of “messages” from medical men and women, 
clerics, social workers, and others, pointing out the import 
ance of child welfare work and containing useful ideas for 
speakers and lecturers. A sentence in the foreword by 
Dr. Eric Pritchard puts the case in a nutshell: “In the 
last analysis,” he says, “the causes of infant mortality are 
want of knowledge and want of character, two wrongs that it 
is within human power to redress.” This message is further 
emphasised in Danger Ahead , or the Difficulties of a Young 
Mother , a play in three acts, while the subject is developed 
with particular reference to the dangers of syphilis in the 
Factors of Infant Mortality , a lecture by Dr. C. W. Saleeby. 
Baby Week, its Objects and its Future, by Miss Alice Elliott; 
National Baby Week from the Working-Class Mother's Point of 
View, by Mrs. H. B. Irving ; and Civic Responsibilities with 
Regard to Child Welfare , by Dr. H. Scurfield, are other lectures 
which deserve to be widely distributed and read. With the 
exception of the first mentioned publication the price in 
each case is 4 d. 

DISINFECTION OF PUBLIC VEHICLES IN CALCUTTA. 

At a recent meeting of the Calcutta municipal council 
the attention of the health department was directed to the 
report of Major Glen Liston, I.M.S., on the danger of infec¬ 
tion from vermin in public vehicles, such as railway 
carriages and tramcars, and to the method of fumigation with 
hydrocyanic acid gas to get rid of the parasites. The council 
agreed to discuss the practicability of disinfection by this 
means with the Calcutta Tramways Company. 

MORE MOULTING. 

Between the issues of June 7th and June 14th the cover 
of the valuable weekly Public Health Reports, issued by the 
U.S. Public Health Service at Washington, turned from 
green to grey. _ 

Dr. A. J. Rice-Oxley has been appointed justice of the 
peace for the County of London. 

F. W. P.'s communication would have gained in value if the 
clinic to which he alludes had been described in detail. If 
this can be done it would be well not to obscure the 
issues by reflections on those responsible for the National 
Insurance Aot. 

Dr. J. L. Roux-Berger sends us a reprint of his paper in 
the Presse MMieale for May 30th, in which he dwells on the 
danger of late and incomplete operation in gunshot wounds 
of the pleura and lung. To leave an infected fracture of the 
rib or a retained fragment of clothing or projectile is to 
ensure the permanence of infections menacing the pleura. 
Early operation on the lines first recommended by P. Duval 
would avoid the chronic infections of the pleura and the 
pulmonary fistula? which he has found always difficult to 
treat and liable to fatal complication. 


Communications, Letters, &c., to the Editor have 
been received from— 


B. —Baby Week Council, Sec. of; 
Sir J. W. Byers, Belfast; Major 
A. S. G. Bell, R.A.M C. 

C. —Dr. R. Craik. Lond.; Mr. B. 
Cridland. Wolverhampton ; Dr. 

K. L. Collis, Lond.; Major W. A. 
Chappie, R.A.M.C.; Dr. J. B. 
Christopherson, Khartoum ; Mr. 
W. G. Cooper, Chester; Sure.. 

G. F. Cobb, R.N.; Dr. A. S. 
Currie. Loud. 

D. —Dr. B. Dunlop, Lond. 

E. —Dr. G. Elliott, Toronto; 
Major R. Eager. R.A.M.C. 

F —Factories, Chief Inspector of, 
Lond.; Miss E. F. Ford. Lond ; 
Capt. W. Fletcher, R.A.M.C. 

G. —Dr. W. Gordon, Exeter; Dr. 
J. D. Grant, Lond.; Mr. J. Gals¬ 
worthy, Lond. 

H. — Messrs. J. L. Hatrlck and Co , 
Lond.; Mr. J. N. Harris, Lond.; 
Major H. Hemsted, R.A.M.C.; 
Dr. C. M. Hough, Ambleside; 
Major A. F. Hurst, R.A.M.C.; 
Mr. C. A. Hill, Lond. 

I. —Capt. A. C. Inman, R.A.M.C. 

J. —Major-Gen. Sir Robert Jones, 
A.M.S. 

K. -Dr. H. C. Kidd, Bromsgrove; 
Capt. E. B. Kitcbing. R.A.M.C.; 
Capt. E. B. Krumbbaar, M.R.C.; 
Messrs. P. S. King and Son, 
Lond. 

L. —Stnff-Surg. T. D. Luke, R.N.; 
London Hospital Medical College, 
Sec. of. 

M. —Mr. C. Mayfield, Bristol; Sir 
J. W. Moore, Dublin; Dr. J. B. 


Mennell, Lond.: Mr. L. Morris, 
St. Albans; Mr. F. S. Miles, 
Hove; Mr. L. Mundy, Lond.; 
Er. B. W. Martin, Leicester; 
Dr. J. A. Murray, Lond.; Dr. 
H. A. Macewen, Lond.; Mr. T. S. 
McCallum, Huddersfield; Messrs. 
Alex. Morison and Co., Edin¬ 
burgh ; Ministry of Food; 
Ministry of National Service. 
N.—Mrs. G. Newham, Dublin ; Dr. 
C. R. Niveu, Liverpool; National 
Health Insurance, Joint Com¬ 
mittee of. 

P.-Dr. H. R. Phillips. Lond.; 
Poplar, Medical Officer of Health 
of; Dr. F. W. Pilkington, Ken- 
cott; Dr. E. B. Prost, Glenafton ; 
Dr. C. A. Parker, Lond. 

R. —Ro al College of Surgeons, 
Etinburgh; Dr. H. S. Reynolds, 
Wisbech; Dr. W. B. Russell, 
Colwyn Bay ; Royal Academy of 
Medicine in Ireland, Dublin; 
Dr. A. J. Rice-Oxley. 

S. —Dr. J. W. Scharff, Tramore; 
Mrs. J. E. Speak, Halifax; Sir 
W. J. Smyly, Dublin. 

T. —Major P. Turner. R.A.M.C.; 
Mr. A. Thornton, Marlborough ; 
Dr. C. H. Thatcher, Edinburgh. 

U. —University of London ; Uni¬ 
versity of Glasgow. 

W.—Prof. G. S. Woodhead, Cam¬ 
bridge ; Dr. T. Wakefield, Hasle- 
mere; Mrs. M. M. Wallace, 
Peebles; Dr. L. A. Weatherly, 
Bournemouth. 
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COLONY TREATMENT AND AFTER-CARE 1 

By P. C. VARRIERJONES, M.A., M.R.C.S., 
L.R.C.P. Lond., 

FOUNDATION SCHOLAR, ST. JOHN’S COLLEGE, CAMBRIDGE; HONORARY 
MEDICAL OFFICER. CAMBRIDGESHIRE TUBERCULOSIS COLONY ; AND 
ACTING TUBERCULOSIS OFFICER FOR THE COUNTY OF CAMBRIDGE ; 
AND 

G. SIMS WOODHEAD, V.D., M.A., M.D., LL.D., 

BREVET COLONEL AND LIEUTENANT-COLONEL, R.A.M.C. ; FELLOW OF 
TRINITY HALL. AND PROFESSOR OF PATHOLOGY, UNIVERSITY 
OF CAMBRIDGE. 


The use of the word “cored ” not being justified in con¬ 
nexion with any form of treatment yet brought to bear on 
tqberculosis, the term “arrest of the disease” has been 
substituted, though even this elastic expression has usually 
been superseded by still more guarded and tentative 
expressions. 

Ihe Cause of Relapse. 

The arrest of the disease is said to take place only under 
certain ill-defined conditions. In the first place, treatment 
must be prolonged. That this may produce the desired 
result is quite in accord with pathological evidence. More¬ 
over, from clinical evidence—from the general improve¬ 
ment in the condition of the patient, where we have the 
classical signs associated with want of activity of the disease 
in the lung, increase of weight and a normal range of 
temperature—it may be argued that if the treatment can 
be continued for a further period and improvement main¬ 
tained, eventual arrest of the disease may be brought about. 

In the case of the working man, however, no figures and no 
facts in support of this thesis can be adduced. Deductions from 
the experience gained in the treatment of the well-to-do are 
obviously open to many sources of error, for it has been 
demonstrated that well-to-do people who return to their 
former unsuitable, unmodified mode of life are in no way less 
liable to relapse than are their less fortunate brethren. The 
patients that do well are those diagnosed early, who have 
the sense and opportunity to carry on in their own home a 
modified form of sanatorium treatment—a well-regulated 
life without excesses of any kind, and in which the economic 
struggle is tempered to their conditions. Well-to-do patients 
who, either through their own fault or through the stress of 
circumstances, have to resume a strenuous existence amid 
surroundings not hygienically favourable are no less likely to 
relapse than is the working man. We have certainly no 
definite statistics to the contrary. Under these conditions, 
44 once a consumptive, always a consumptive.” 

Sir Arthur Pearson lately said to his blind pupils : “ The 
first thing you have to do is to learn to be blind. ” So, too, 
the consumptive must “learn to be a consumptive, so to 
readjust his life that the ravages of the disease may make 
slower progress ; to avoid the things that lessen resistance ; 
and, above all, to guard against excessive fatigue, worry, 
and’mental strain. ‘ In other words, to live a sanatorium life. 
With our present knowledge we are, indeed, compelled to 
assume that except under the most favourable conditions 
complete arrest is out of the question except in a very small 
proportion of cases, and that the thing to be aimed at is a 
retardation of the disease such that a reasonable amount of 
work and exercise may be indulged in without exciting a 
recrudescence of those symptoms and conditions which 
oblige the patient to cease work. 

The question thus resolves itself into—“ Under what mode 
of life is the greatest retardation of the disease effected, for 
we know that no prolongation of the period of sanatorium 
treatment will so arrest the disease that a permanent cure 
is effected if the patient is again allowed to return to 
undesirable surroundings, or if in good home surroundings 
he resumes his old ways and habits in workshop and in 
office'” Dr. N. D. Bardswell’s Midhurst figures give us 
information on this point. That all the Midhurst patients 
return to undesirable Burronndings cannot be believed. Most 
of them were in that grade of society which lives in well- 
bnilt, well-ventilated houses in the better-planned suburbs 

i The Lancet, 1917,11., 779. 
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of our large towns and cities. Many worked in offices 
which, whilst perhaps not ideal, would not be condemned 
as wanting in light, air, or general sanitary amenity, and 
yet Dr. Bardsweirs figures appear to demonstrate that the 
results obtained by the treatment of the middle clas^a^ at 
Midhurst were very little better than those obtained amongst 
working-class patients at Frimley. What is the cause of 
this universal (or almost universal) breakdown or relapse ? 

The Essential Factors. 

As a temporary expedient sanatorium treatment gives 
excellent results. By itself, as a means of permanently 
restoring the patient to health, it has proved to be a failure. 
It is a good thing in itself, but not by itself. Something 
more is needed, and that something is what is now known 
as 4 4 After-care, ” designed to assist the patient in the 
continual struggle for fresh air, rest, and good food, the 
shoal on which the consumptive is shipwrecked, a struggle 
which accounts for the recrudescence of the disease and for 
the weakening of the protective forces essential for the 
final victory over infection. The less the economic struggle 
the slower the advance of the “arrested ” disease remaining 
after a short course of sanatorium treatment. Bad surround¬ 
ings are but a result of the economic struggle ; without the 
struggle bad housing might be eliminated. Both must be 
swept away if the vicious oircle is to be broken. 

We see the results of the economic pressure, but cannot 
realise the fundamental principles on which any adequate 
system of after-care should be based. Build better houses 
by all means, but do not imagine that by building better 
houses, the sources of infection still remaining, much head¬ 
way will be made in lessening the disease. A worthy squire 
in one of the eastern counties was so impressed with the 
importance of good housing as a factor in the struggle 
against tuberculosis that he erected a series of model cottages 
in his village. He is now pained and surprised to find that 
there is as much (if not more) tuberculosis in those cottages 
as in any other part of the county. One or two advanced 
cases were allowed to remain, with the inevitable result that 
the disease has spread ; but then wages are no higher than 
elsewhere, and work, worry, and anxiety are as dominant 
as in other parts of the country. The struggle goes on, 
massive infection remaining ever ready to attack the depressed 
and claim fresh victims. 

Two factors, then, are essential for the transmission of the 
disease from one member of the community to another. The 
one is complex, subtle, a force rather than a visible entity, 
but the results of that force are manifest every day—bad 
housing, insanitary dwellings, want of rest, want of food, 
anxiety, all already referred to, are the results of economic 
pressure, or, if we prefer the term, the struggle for exist¬ 
ence. The other factor is material; we can see it, handle 
it, know it in a vague sort of way, test its properties 
—the tubercle bacillus, by which massive infection has been 
demonstrated. Build up resistance, and even massive infec¬ 
tion may not prevail ; lower the resistance, and less massive 
infection will suffice to set up the disease. 

What means do we take to build up this resistance 1 We 
supply the ordinary dispensary patient with a little “ cod- 
liver oil three times a day.” A pious wish is expressed that 
the patient’s windows will be kept open and 44 take all the 
fresh air you can and don’t over-exert yourself.” In % a more 
progressive community preventive measures assume the form 
of the building of a few model cottages, which, however, are 
quickly filled with a mass of struggling humanity. The 
struggle to make ends meet, pay rent, and try to “ carry 
on ” continues—and the tuberculous cases are still allowed to 
remain ignorance as to the preparation of meals, lack of 
time for rest and recreation, worry, anxiety are scarcely 
lessened. We have not raised the resistance even in a small 
degree. 

The mere formation of an after-care committee will not 
afford any solution to a problem which must be attacked 
simultaneously from all sides by well-directed efforts, every 
one of which is to be welcomed, not only in respect to tuber¬ 
culosis, but because the resistance of the race against all 
disease should be raised. Clear away slums, build garden 
cities, do all these things by all means, but at the same time 
make sure that other measures are adopted. 

The Control of Massive Infection. 

We must, above all, deal with one of the main sources of 
trouble, the 44 carrier of massive infection,” for pathology 
E 
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teaches us, and with no uncertain voice, that though small 
doses of tuberculous virus may be harness, large doses mutt 
be guarded against. 

All are agreed that without infection by the tubercle 
bacillus there can be no tuberculosis. The usual argument 
that‘"Infection takes place in childhood and need not 
be taken into account in later life cannot, to-day, be 
discussed without impatience. Were there no specific 
bacillary infection, lowered resistance in adolescence 
would not induce tuberculosis, whatever other disease 
might manage to obtain a foothold. That we cannot 
in every case demonstrate the source of infection is no 
evidence that such infection may be overlooked or dis¬ 
regarded. Men and women are now going about their homes 
suffering from a disease which, either knowingly or other¬ 
wise, is labelled “bronchitis.” Soldiers are granted recurrent 
siok leave on account of bronchitis, and 12 months later are 
found to be expectorating numbers of tubercle bacilli and 
eventually are tent to a sanatorium for three months' 
treatment . What an absurdity 1 The infective material 
is being expectorated in massive doses, but no means to 
prevent pulmonary infection are taken. We could keep the 
disease under control. Why have we not controlled it? 
Instead of going to the root of the trouble we have preferred 
to put on a patch here and a patch there, until we are 
obliged to condemn our own methods and are now seeking 
an excuse to “save our face.” With regard to ex-soldiers, 
at any rate, we are now making no pretence that we select 

1 ‘ early cases ” for sanatorium treatment, and we are assured 
that unless cases are selected “ early ” the results will be 
eminently unsatisfactory ; nor are we making the slightest 
effort to prevent the spread of infection, to deal with which 
adequately we must first determine the stage at which the 
consumptive is most infectious. 

To the outer world, at any rate, the bed-ridden con¬ 
sumptive in charge of a village nurse is not, when adequate 
precautions are taken, a danger to the community. The 
real source of danger is the man who, just able to work, feels 
well on some days and rather bad on others ; who struggles 
on with his work, often for long hours ; who frequents 
crowded places, such as tramcars, buses, and eating-houses, 
and comes into contact with children and young people ; is 
careless in habits and manners, coughs a good deal and 
carelessly, and is said to be suffering from “bronchitis”; 
the “early case ” returned from the sanatorium, or an out¬ 
patient at one of our great hospitals. Our sanatoria are not 
available for these cases ; nor are the few homes for the 
dying willing to receive them—they are probably such a 
long way from death—and they will not go to the poor-house 
infirmary. 

The Function of the Dispensary. 

Most of the consumptives now with us are “ advanced 
cases.” They flock to our new dispensaries, and the exten¬ 
sive statistics compiled from the records of the visits of these 
poor unfortunates are accepted as evidence of splendid things 
achieved. The higher the figures the more proud are we of 
the results of our labours ; indeed, the efficiency of the 
tuberculosis officer is judged by the number of clients 
attending his dispensary—unfortunates, “ out of works,” the 
unemployable—a burden to the insurance committees, a 
trouble to councils and guardians. It is the proud boast of 
some dispensaries that the number of patients “ seen ” in a 
morning amounts to a grand total of 200. Are these 200 
there to be cured by means of tuberculin, or cod liver oil, or 
otherwise ? Are they instructed as to the mode of life they 
should lead ? If so, the instruction must be delivered at a 
very brisk rate, and with scanty respect to detail as to how 
it is to be put into practice. Many of these patients are 
sources of infection, but little or no adequate attempt is 
made to protect the community from the danger to which 
they are exposed from their presence. 

Instead of taking pride that we see 200 in a morning, 
should it not rather be counted to the dispensary doctor for 
righteousness that, examining but few patients, he deals 
with them thoroughly, and then in the interests of the com¬ 
munity asks that he may give the unfortunate consumptive 
an opportunity to live a reasonable life, to do his 50 per 
cent, or 30 per cent, of work under conditions in which the 
danger of infecting others is absent or reduced to a minimum. 

Sir Robert Philip’s well-thought-out scheme is being dis¬ 
torted and turned to very wrong uses. The dispensary — 
perhaps an unfortunate term under the circumstances—was 

designed as a centre of activities in a well-defined scheme, 
but the very keystone of the situation is often turned into a 
mere adjunct—an out-patient department with none of the 
special advantages of a large hospital. Here the “material ” 
cannot be used for teaching purposes, for obviously few 
dispensaries can be attached to medical schools, though were 
these dispensaries “ run ” properly they might, in large towns 
at any rate, become centres at which post-graduate courses 
of lectures and demonstrations could be given to the general 
practitioner of the neighbourhood. 

The Problem of the Chronic Case. 

In the meantime how are we to deal adequately with the 
mass of infection left untouched by our present dispensary 
or sanatorium organisation ? Most of the patients who spread 
infection are those for whom there seems to be no niche into 
which they can be fitted. “Chronic case,” says the phy¬ 
sician, and as a “ chronic case ” it is dismissed. But it is this 
chronic case which day by day obtrudes itself upon our notice. 

It is this type of patient who steadily descends the social 
ladder, pulling his family down with him. Did this affect the 
patient himself, merely, the matter would not be so urgent. 

The whole family, however, may be brought to the verge of 
poverty — to abject misery ; this quite apart from the risk of 
infection to which reference has been made, and the problem 
comes to be of importance from the social point of view. An 
acute illness of short duration, followed by the death of the 
bread-winner of the family, is borne comparatively easily. It 
is the long-drawn-out illness of that bread-winner, with 
increasing poverty extending over many years, that brings 
such havoc in its train. 

At present we place a premium on infection, in so far as 
many of our benevolent after-care societies aim merely at 
the provision of sufficient help to keep the patient out of the 
workhouse infirmary. Far better that such help should cease 
and the man be taken into the infirmary and cared for and 
the infection circumscribed ; better still that he be given 
the opportunity to recover some of his powers of resistance, 
receiving a sufficiency of food, living in the open, and, under 
supervision, w-orking part of the day ; for with the risk of 
infection effectually controlled at the source he is no longer 
a danger centre, especially if the family, also placed in 
favourable surroundings, have their resistance strengthened 
and their minds set at rest by the assurance of remunerative 
employment. 

Is it a practical proposition, then, to give to a large 
number of consumptives the opportunity to carry on their 
usual or other avocation under conditions carefully con¬ 
trolled by a medical man ? It is said that the problem is 
too vast, the expenditure too great, the immediate prospect 
of success too visionary. Is this the case ? 

The Tuberculous Ex-soldier. 

It is certainly useless to spend money on treatment 
which neither cures the patients nor prevents infection 
of others, but we are justified in doing the best we can 
for tuberculous soldiers discharged from the Army if 
there is any prospect of prolonging their lives and 
protecting their families. Health, even life, has been 
sacrificed by these men, though the glory of sacrifice 
is wanting. Theirs is not the honour of dying facing the 
foe, of being wounded in battle, of losing an eye or a limb, 
of receiving a visible mark of conflict. Nevertheless, our 
sympathy and help can never repay the sacrifice made by 
the man who is wounded no less surely, and no less severely, 
though by an invisible foe—the man struck down by, and 
hopelessly invalided through, consumption, often, as we now- 
know from wide experience, neglected and allowed to die a 
lingering death, through an agony prolonged perhaps for 
years. There is no lack either of sympathy or of money; 
neither is it for w-ant of appreciation that the man is 
neglected—rather is it want of courage, lack of initiative, 
of imagination, that what at first sight appears to be a 
hopeless problem is allowed to drift on from month to month, 
from year to year. 

It is argued that consumption is incurable. The physician 
is most emphatic that the best remedy is prolonged sana¬ 
torium treatment, and that, however prolonged, sanatorium 
treatment must be followed up by “after-care ”— a phrase as 
elastic as it is vague. 

Why, then, is sanatorium treatment not prolonged if by 
its means the “ cure ” may be made more certain, if lack of 
accommodation can be no answer nor lack of funds ? It is a 
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problem of *• human nature/’ Few ex-soldiers can be expected 
to consent to a prolonged course of sanatorium treatment 
under existing conditions. Has it ever occurred to us to ask 
the reason for this ? Which among us would be content to 
do useless labour the year round ? As one intelligent patient 
remarked : “ We waste time ; we wish to learn something, 
we have nothing to occupy our minds, we want to improve 
ourselves ; you say that we cannot go back to our original 
trades, yet you do not attempt to provide us with a sub¬ 
stitute ; we cannot dig, to beg we are ashamed. If we 
cannot exert our bodies, can we educate our minds ? ” 
•Yes,” it may be said, “but this was an exceptional 
patient! Are you going to educate your farm labourer, your 
van driver, your crossing-sweeper ? ” Yes. Our object is 
so to educate the man that he may realise that an intel¬ 
ligent application of what he is taught of his own trade will 
enable him to carry it on under favourable conditions and 
surroundings, and it must be our business to see that these 
surroundings are forthcoming. 

To hold that we are at the moment unable to call into 
existence these circumstances is to beg the question. If 
it is a question of money, we spend £7,000,000 a day on 
destruction; a fraction of that sum, properly expended, 
would soon call the required conditions into existence. 

Most of our ex-soldiers are intelligent, keen-brained 
workers. Two distinguished visitors wko came to inspect 
the colony recently remarked that the patients seemed to be 
an extremely intelligent set of men, and that there could 
surely be no difficulty in teaching them a new trade. They 
were astonished to learn that the patients in question were a 
window-cleaner, a lodging-house cook, a common sailor, a 
theatrical scene-shifter, a jobbing tailor, and a plough-boy 
(this plough-boy showed such aptitude at carpentry that he 
is now, after six months’ training at the colony, earning his 
living with a tirm of carpenters in a large country village). 

The patients, given no opportunity to show their intelli¬ 
gence, cannot be blamed if they evince no initiative or desire 
to start a new trade. If anyone of us were suddenly told— 
having spent any capital we may have possessed—to start on 
a new and unaccustomed line, should we not have one or two 
sleepless nights? And presumably we have been trained 
somewhat more thoroughly than has the window cleaner or 
the lodging-house cook. 

How frequently we blame the working man when we should 
blame ourselves for want of imagination and lack of sym¬ 
pathy and foresight! We prescribe a treatment which 
without our help, often withdrawn at the critical moment, 
it is impossible for the patient to carry out. 

Are we, then, to extend the treatment and our help for “a 
lifetime ” ? As far as our present knowledge goes we say, 
and unhesitatingly, Yes !—not only for the patient’s sake, 
but still more for the sake of those with whom he comes in 
contact. 

Prevention is better than cure, but if the two can be com¬ 
bined we are placed in a position to solve a very difficult 
problem and to do a really great work. Can the two 
questions be so linked that one set of machinery may be 
made to *• control ” both ? 

The Provirion of Useful Employment. 

Directors of sanatoriums find that ex-soldier patients dis¬ 
charge themselves even before the end of the regulation 
three months. Are there any reasons for this beyond those 
mentioned above? There are, and they are usually well 
founded. 

1. The temperament of the patient is such that he cannot 
accommodate himself to institutional life. Such patients 
are not numerous, but are found in all institutions, and 
obviously it often becomes a question of the suitability or 
unsuitability of the patient for the particular type of 
institution in which he is placed. 

2. Patients sometimes discharge themselves owing to 
domestic or home difficulties. This is generally considered 
by the medical superintendent as an excuse rather than as a 
reason, often before investigation is made into the real state 
of affairs of the man concerned. Can we expect a man who 
feels fairly well and able to do a certain amount of useful 
work to grind away for months at monotonous tasks, espe¬ 
cially when he knows that his family is on the verge of 
starvation, or, at any rate, is in worse circumstances than if 
he were at home and could resume work at his own trade. 

Here is the obvious remedy. Let the patient, instructed in 
a trade which if not his own is closely allied to it, realise 


that whilst undergoing his treatment he is being trained for 
a better berth, a more highly remunerative job. 

It is the “ waste of time ” which the patient imagines is 
going on during his stay at the sanatorium to which he so 
strongly objects. For the ex-soldier the question of income 
is of little account, for his family allowances are good and 
in many cases are equal to the man’s pre-war earnings. Still, 
without stimulus to the brain, with his muscular energy 
going to “ seed ” doing monotonous or useless work, a con¬ 
dition of mental discontent, easy to understand but difficult 
to overcome, seizes the patient, who “does his time’’and 
longs for home. 

Experience gained at the Bourn Colony and at Papworth 
Hall goes far to show that the mental attitude of the patient 
is materially improved by useful occupation, the nearer to his 
own tirade the better, whilst it is found that with time and 
care, which assuredly are never wasted, there is no insuperable 
difficulty in grading any kind of work as may be desired. 

What objection is there to a cabinet-maker following his 
own trade at a sanatorium ? Difficulty in supervision ? 
This, in the experience of the colony, amounts to nil. Not 
sufficient exercise? What, after all, are we attempting? 
Certainly not to turn a cabinet-maker into a navvy. Quarry¬ 
ing, indeed, is exercise, but it is not essential to the restora¬ 
tion of our cabinet, maker to health. Ours, fortunately, 
should not be a difficult task ; it is to convince the cabinet¬ 
maker that he can follow his own trade in the environment 
of the colony. Make those conditions as favourable but as 
simple as possible, so that when your patient returns home he 
may “ carry on ” under the same conditions. Demonstrate 
to him that cabinet-making need not of necessity be carried 
on in a superheated atmosphere—that, at any rate, we have 
proved ; also that lens-mounting and testing in scientific 
instruments may be carried out without a dark room 1 The 
ingenuity of the patients under treatment, properly directed, 
has already been responsible for the invention and con¬ 
struction of devices and apparatus which enable these men 
to carry on their occupations under good hygienic conditions. 

The combination of sanatorium treatment (perhaps the 
term “ colony treatment ” is to be preferred) and industrial 
work is surely a step in the right direction. We have 
admitted that there is no “cure” for tuberculosis, and 
that the best results obtainable are a return to work and a 
prolongation of life, which may be very extended. If we 
can bring about the arrest of the disease whilst the patient 
is carrying on his own trade, have we not solved, partially at 
any rate, the problem which we set out to solve ? Is it 
necessary that our cabinet-maker should return to an un¬ 
healthy workshop to struggle against a bad environment and 
work at a pressure which will mean a further breakdown ? 
Having determined the conditions under which a cabinet¬ 
maker should live and work (we are now dealing with the 
ex-soldier enjoying a pension), he may obtain those condi¬ 
tions on the colony estate, with the inestimable advantage 
that his» pension will be continued so long as he continues 
in residence and does part-time work, receiving a fair wage, 
doing work accurately graded to his strength—no more and 
no less—and surrounded by a social atmosphere in which 
he feels that he is a useful and satisfactory member of the 
community ; the State in the meanwhile having the positive 
assurance that the bacilli which are coughed up by our 
patient as he goes about are rendered harmless and that the 
man is thus no longer a danger to hi6 fellows. 

The Colony at Papicorth. 

“ The scheme sounds all very well in theory, but have you 
put it into practice ? ” Yes; on the colony estate at Pap¬ 
worth are at the present time families whose bread-winners 
are consumptives, with tubercle bacilli in their sputum, 
who by means of the State subsidy—a pension—are carrying 
on their original trade under ideal conditions—happy, con¬ 
tented, and earning their own livings. A concrete proposi¬ 
tion has been placed before these men, and they have not 
hesitated to grasp it and avail themselves of what is its best 
feature—the shielding of the patient from the keen com¬ 
petition of the outside world. 

“All this deals with a mere drop in the ocean 1 What 
practical result will be obtained ? ” Surely, it indicates a 
means of humane segregation—not making men inmates of 
an institution merely, but free men in a free English village. 
What can be done in one district should be possible in others. 
Progress may be slow at the outset, but once started on right 
lines may we not expect an increasing momentum ? 
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To what can the success of the experiment be attributed 
(for that it has been a success we are now convinced) ? To 
several factors, but undoubtedly the chief of these is the 
payment of the soldier’s pension, a State subsidy. 

At no previous time has there presented itself such an 
opportunity of subsidising carefully controlled and graduated 
labour — a control at once complete, humane, and sympathetic. 
The elimination of all harshness or scrimping is essential; 
the patient must be kept well away from the poverty line. A 
pension continued even for a number of years is a small 
price to pay for the doing away with infection even of a 
single individual, but from this cost must be taken the 
return in life and work, which is ample. But not only are 
the immediate members of the man’s family protected, but 
his fellow workmen, his old acquaintances at the public- 
house, his fellow travellers in train, tramcar, and bus — all 
benefit from the removal of this single source of infection. 
And what of the patient himself ? He enjoys a four- or a 
six-hour working day; his leisure hours are spent in a 
garden, his own, planted with his own hands, with which 
also the fruits of his labour are gathered in ; he enjoys the 
entertainments given at the colony from time to time, and 
with a library placed at his disposal his mind is kept active, 
and also by the stimulus of popular and entertaining lectures. 

A Hopeful Outlook. 

What patient with these advantages would, if matters 
were explained to him, return to a crowded street, struggle 
on working 10 hours a day, gradually break down aDd 
be left to the tender mercies of the relieving officer ? The 
social life of the colony, though touched upon incidentally 
only, is a vital part of the scheme, and must on no account 
be neglected. A patient used to town life cannot be expected 
to leave all its attractions and banish himself to the country 
unless he may look forward to some compensating advan¬ 
tages. Make an attractive proposition to him, and offer him 
a life worth living, and the community will receive —in value 
commensurate with the degree of infection removed — a full 
return for its outlay. 

We are aware that we are limning a bright and pleasing 
picture, and it may be objected that the number of patients 
already dealt with is so small that such a picture is over¬ 
drawn, and further that it is impossible to generalise from so 
few special cases ; but we may remind our readers that the 
idea of even one patient subjecting himself to the colony 
treatment has often been scouted, but the one came, and if 
one, we argued, why not two, if two why not more, and we 
were not wrong. Difficulties there were and will be—that 
of removing objections was admittedly great, but now with 
the experience gained there appears to be no reason why 
all or many should not be persuaded to come. As a matter 
of fact the applications for houses on the estate are at the 
moment more numerous than are the houses at the disposal 
of the committee. 

It often happens, when it is first suggested to a resident 
patient that it would be well for him to bring his family 
on to the estate and work there, that he will not listen to 
the proposition, or he makes demands and conditions that 
it is impossible to meet. He tries to work at home but breaks 
down. Then it is that he is willing to bring his family with 
him and return to conditions which he finds were sound 
and under which he had a few months previously regained 
so large a measure of health and strength. He has 
learned his lesson in the hard school of experience ; our 
advice is recalled and conviction is followed by action. 
The man is ready to make a sacrifice and we are ready to 
render that sacrifice as slight as possible. We place before 
him a concrete proposition ensuring work under favourable 
conditions for a number of years, this number now depend¬ 
ing upon the funds available for the purchase of land and 
for the building of houses, and usually our terms are 
accepted. 

We now know that there will be no lack of applicants for 
the houses on the estate. The non-infectious and the more 
able-bodied will not remain longer in the colony than is 
necessary to establish their health and working capacity. 
The chronic cases with numbers of bacilli in the sputum, 
patients who have no friends but who have a 50 per cent, 
working capacity when working under ideal conditions— 
we shall continue to welcome. They are the despair of the 
general practitioner and of the physician to the out-patient 
department, but there is no difficulty after gathering 
them in, in helping them. Their labour cannot be 


fully remunerative, it is not expected to “pay,” but with 
their “subsidy” there will be no great loss, certainly no 
greater loss to the State in the long run than at present. 
Any deficit is the price the State must pay for the elimina¬ 
tion of centres of infection, without which all the benefits of 
our building schemes will be neutralised and our good inten¬ 
tions brought to naught. By all means house the working 
classes properly—that is a far-sighted policy; but keep the 
new houses free from infection. 

Outline of the Scheme. 

It may be objected that a cooperative system such as that 
now suggested is far removed from the activities of an 
institution. This may be true, but the scheme of the colony 
is essentially more comprehensive than that of the sana¬ 
torium. On the one hand, it reaches towards an intelligent 
after-care movement, and on the other it is wide enough to 
provide hospital accommodation for a patient resident in a 
cottage who has a serious breakdown—and even under the 
most favourable conditions this is inevitable—and the hospital 
after all is the centre of the activities of the community as 
far as the restoration to health of its inhabitants is concerned, 
though the colony scheme embraces all the essentials of the 
ideal system which is the aim of 4 4 after-care ” committees 
to establish. 

It comprises hygienic housing conditions, abundant light 
and air, an efficient nursing staff available from the central 
institution—a staff known and trusted, friends rather than 
officials; a garden, the ideal exercise ground, combining 
that privacy and feeling of ownership so dear to the heart 
of an Englishman ; and workshops, the property of the 
colony, where the work is strictly regulated according to the 
patient’s health and strength. In some cases the work is 
done “at home ” in a room or building specially adapted for 
the purpose, where the patient may learn to live the life that 
is best suited to his special condition. The income earned 
by the patient at liis trade is, with the pension earned as a 
soldier, sufficient for his needs, but the necessary incentive 
to do more and better work is never wanting, for although 
the amount of the pension remains the same the wage 
earned depends on the skill and assiduity of the patient and 
the number of hours during which he can train himself to 
work. 

It has been hinted that the colony is admirably suited to 
the development of slackers—an idlers’ paradise. A con¬ 
sumptive patient with numerous tubercle bacilli in the 
sputum can never be set down as a slacker. He is 
definitely diseased. There can be no question of malingering. 
The proof of the presence of the disease can be demon¬ 
strated. The oft-repeated mistake of accusing the con¬ 
sumptive of slackness is a sure road to disaster. With 
all the good will in the world he is unable to do a full day’s 
work. It must not be expected of him. Once the presence 
of the bacillus is ascertained and the diagnosis established 
the greatest caution must be exercised in dealing with 
so-called slackness, for be it remembered that the con¬ 
sumptive is a strange psychological phenomenon, and as a 
rule is ready to do more work than is good for him rather 
than too little. This is not the experience of all officers of 
sanatoria, but we believe that the explanation is that the 
work given is monotonous and irksome, and often not well 
adapted to the man’s temperament. Here we assume that 
the man is working at his own trade or one nearly allied to it, 
that he is earning some money by it and is looking forward 
to earning more, and it is our experience—now not a 
negligible quantity—that the patient far from slacking 
takes pride in showing how well he can do his work. The 
more advanced the disease—within, of course, well-defined 
limits—the more anxious is he to “carry on.” The excep¬ 
tions, few in number, have to be dealt with specially. 

The Colony a Complete Scheme. 

As yet it is scarcely realised that the colony, hospital and 
settlement constitute a complete scheme to deal with 
tuberculous cases of all kinds. Here is no picking or 
choosing of the type of case to be treated. Some critics 
object that the work is not strictly limited to the so-called 
early cases, whilst others, especially corporate bodies, appear 
to think that the colony should be filled with cases practically 
hopeless from the beginning, and with these only. 

We have given our reasons for following a line laid down 
at a very early stage of our work, and we are convinced that 
any departure from this line would interfere most seriously 
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with the working of the scheme as a whole. If, on the one 
hand, any but curable cases are refused admittance, the 
most dangerous and pitiful cases are left at large to injure 
others and to suffer alone ; whilst if nothing but advanced 
cases are admitted the colony at once becomes a hospital - 
nursing staff, hospital accommodation, expenses all increasing 
out of proportion to the good effected — and the colony, 
instead of taking its place in a well-rounded scheme, becomes 
a hospital for incurables, a home for the hopeless, and a place 
to be avoided by the hopeful, with the great moral elements 
of hope and encouragement essential to success for the treat¬ 
ment of all tuberculous patients completely eliminated. 

Naturally, it is a source of intense satisfaction to us that 
the £75,000 voted by the British Red Cross Society to her 
sister society in France is being devoted by that society to 
the provision of a colony for the treatment and training of 
tuberculous soldiers—a colony to be laid down and adminis¬ 
tered on similar lines to those on which the Papworth Colony 
is run. 


COLONIES FOR CONSUMPTIVES. 

By NOEL DEAN BARDSYVELL, M.V.O., M.D.Edin., 
F.R.C.P. Lond., 

LATE MEDICAL SUPERINTENDENT, KINO EDWARD VII. SANATORIUM ; 

MEDICAL ADVISER TO INSURANCE COMMITTEE FOR COUNTY OF 
LONDON. 

Broadly speaking, there are two alternative policies 
relative to the treatment of the consumptive worker : either 
the patient must be kept at an institution until he is cured 
and can return with reasonable confidence to his former life 
and employment—this may be a matter of years—or, 
following a shorter course of sanatorium treatment, we 
must so change his environment as to render his conditions 
at home and at work such that recovery from tuberculosis 
is possible. It is the realisation of these facts that has led 
to the evolution of after-care organisations and, more 
recently, to the conception of colonies for consumptives. 

The Trvo Types of Consumptive Colony. 

The term “colony 0 is used to describe two types of 
institutions. These two colony schemes, though having 
much in common, present certain distinctive features which 
sharply differentiate the one from the other, 

Scheme 2, associated with the name of Sir Robert Philip, 
provides for an institution for the exclusive reception of the 
early and most curable cases, with a view to giving them 
prolonged treatment and a training in some agricultural 
employment. Though linked up with the sanatorium from 
which the colonists are drawn and with the other elements 
of a comprehensive anti-tuberculosis administration, it is 
designed as a separate institution. Equipped upon simpler 
lines than a sanatorium, it is less costly to administer. 
Moreover, the patients, by performing useful work in the 
institution and in the grounds, gardens, and farm, are 
able to reduce somewhat the cost of their maintenance. 
To give the favourable case some 12 or 18 months’ institu¬ 
tional treatment in place of the more usual period of three to 
four months should, apart from any question of re-education, 
appreciably improve his outlook. The patient returns home, 
having made substantial progress on the road to recovery. 
With some after-care he may be expected, in many instances, 
to attempt successfully a return to his ordinary life and 
employment. 

Scheme 2 is more comprehensive in scope, in that it makes 
provision for all kinds of cases, irrespective of the extent 
and character of their disease. Thus it comprises, under the 
same administration, a sanatorium, a colony as in Scheme 1 
for vocational training, and a home for advanced cases. The 
opportunity for occupation and vocational training, however, 
is not limited to the most favourable cases, but is offered to 
every patient who desires it and who has a prospect of some 
degree of restoration of working capacity. Further, recog¬ 
nising that many patients can never be so restored to health 
as to be able to hold their own in the open labour market, 
the*colony seeks to establish suitable trades and industries 
which, by offering remunerative employment under favourable 
conditions, will not only give scope for re-education, but 
encourage the permanent settlement in the neighbourhood of 
the colony of ex-patients and their families, thus forming 
the nucleus of a community living under the healthy con¬ 
ditions of a garden city. It is hoped that by this means the 


voluntary segregation of the consumptive will gradually be 
achieved. 

This type of colony owes its inception to Professor Sims 
Woodhead and Dr. P. C. Varrier-Jones, and it is upon these 
principles, just briefly outlined, that the Settlement at 
Papworth is now being developed, under the care of these 
two pioneer workers. The experiment of Papworth cannot 
fail to be most instructive. Should it prove that the setting 
up of industries for the employment of consumptives is a 
practical proposition, a vista of great possibilities will be 
opened up. 

Experience of Sanatorium* in the Colony Principle. 

Hitherto, for lack of money, neither prolonged treatment 
nor re-education has been possible except on a modest scale. 
What these measures might effect if adopted systematically 
is therefore, to some extent, a matter of speculation. How¬ 
ever, many sanatoriums present striking examples of the 
efficacy of suitable employment under favourable conditions 
among their personnel. To name two institutions -at 
Peppard Common over 50 per cent., and at Nayland 70 per 
cent., of the staff are made up of former patients. These 
individuals are all earning their livelihoods. Some are on the 
permanent staff, to all appearances cured, others will remain 
for a year or two, then to return to the outside world ; 
others again will remain indefinitely, performing work within 
their capacity, partially disabled for all time, but still useful 
members of society. 

Similarly, after* care- organisations furnish many instances 
of the maintenance of health and capacity for work by con¬ 
sumptives for whom healthy and sufficiently remunerative 
employment has been secured. That the principles under¬ 
lying the colony idea are sound need not be insisted upon 
it is rather a question as to how far they can be put intc 
practice on a large scale. 

Experience of Existing Colonies. 

As yet colonies in the country are too recently established 
to provide data of much value. None the less, the experi¬ 
ence of a few institutions is sufficient to give some idea of 
the probable usefulness of colonies, and of the lines upon 
which these institutions may best be promoted. 

The Edinburgh Colony. —The Springfield Colony, near 
Edinburgh, was organised by ^3ir R. Philip and opened 
in 1910. 

The colony consists of a mansion house and 30 acres of 
land, comprising two acres of fruit and vegetable garden, 
a poultry farm, pig-rearing department, and a mixed farm 
of 12 acres. There is accommodation for 25 patients, who 
under the direction of the resident staff, assist in the 
various activities of the oolony. 

Data kindly given me by Sir R. Philip relative to the 
period 1910 to 1914 show that during these years 88 patients 
transferred from the associated sanatorium passed through 
the colony, the average length of stay being some 12 
months. Of this number, 11 on their discharge changed 
their employment for work other than on the land. Nine 
returned to their former occupation, 20 returned to work 
on or in connexion with the land, mostly in the colonies, 
2 were taken on to the colony staff, and 5 female patients 
emigrated, domestic service seemingly being the occupa¬ 
tion usually followed. The remaining patients returned 
home but to no stated occupation. 

The condition of these 88 patients in 1917, exclusive of 4 
who had been dismissed from the colony and 6 who have 
been lost sight of, was as follows: Well and in full work, 
44; in poor health, 4; died of injuries or disease contracted 
on active service, 3; died of tuberculosis, 25; died, cause 
not stated, 2. 

The Leicester Colony. —The experiments in this colony, 
carried out under the direction of Dr. Killick Millard, 
medical officer of health of the city of Leicester, date from 
1914. 

The 1914 scheme consisted in the plaoing during the 
summer months of a small number of convalescent sana¬ 
torium patients upon a large nursery in Derbyshire, prac¬ 
tically a summer camp. Though on a small scale, the 
experiment was a success. The patients all benefited 
greatly, and allowing for the inoome they earned by their 
work on the nurseries the cost of their maintenance worked 
out at approximately 11s. a week. 

By the 1916 and 1917 schemes convalescent male patients 
were employed under a skilled gardener in a large fruit and 
vegetable garden within easy access of the sanatorium. 
Though living within the sanatorium precincts, the 
colonists, limited in number to 20, were accommodated 
in a separate pavilion and followed a different routine from 
that of the patients in the main sanatorium. In particular 
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they enjoyed the privilege of beiDg allowed to go home at 
week-ends. The average stay at the colony worked out at 
three months. It was found difficult to persuade the most 
suitable of the sanatorium patients—namely, the able- 
bodied, to enter and remain in the colony, the men pre¬ 
ferring to return to work at which they could earn a high 
wage. Clinically the results were most satisfactory. 
Financially, the cost of maintaining the patients in the 
colony department was the same as the weekly cost ruling 
in a sanatorium, the return from the colonists’ work being 
sufficient approximately to pay the wages of the skilled 
instructor. 

Xayland Sanatorium and Colony. — At this institution, con¬ 
ducted by Dr. Jane Walker, a good deal of pioneer work upon 
colony lines has been carried out during the 16 years of its 
existence. 

Although essentially a sanatorium, the work at Nayland 
has always been governed by the desire to promote the 
interests of the patient after his discharge from the 
sanatorium. As previously stated, every available post on 
the staff is filled by an ex-patient. Some of these former 
patients thus employed in the institution live in a hostel 
some distance from the sanatorium, and form the nucleus 
of a settlement. With regard to employment and vocational 
training, apart from instruction in gardening and vegetable 
growing no attempt is made to give an agricultural 
training. However, the sanatorium possesses a mixed 
farm of 200 acres, should the future see any demand for a 
training for the land. Considerable attention has been 
devoted to handicraft. At the present time there is pro¬ 
vision for instruction in carpentry, toy-making, and boot¬ 
repairing for men, and for dressmaking and embroidery for 
women. These facilities are open to all the patients. 
Another feature which has a distinct value as an education 
is the sanatorium shop run on the lines of a village store. 
Here patients can learn the management of a small village 
business. More definitely upon colony lines is the dress¬ 
making shop in the neighbouring village of Nayland staffed 
by four former sanatorium patients, and the school of high- 
grade metal craft recently established in the same village. 
This latter technical training colony is accommodated in 
picturesque premises, equipped with admirably fitted work¬ 
rooms, formerly a leather factory. It accommodates 25 
patients, who will be taught an interesting and remunera¬ 
tive trade. Certainty of employment is assured to the pro¬ 
ficient by the Artificers’ Guild* with whioh this enterprise 
is closely identified. Mention also should be made of the 
department for the treatment and education of tuberculous 
children, which forms another interesting feature of Dr. 
Walker’s establishment. 

The Papworth Colony , near Cambridge. — The Papworth 
Colony, directed ’by Dr. Varrier-Jones, is a development of 
the earlier enterprise carried out at Bourn. Its characteristic 
features have already been referred to. 

The colony comprises a large mansion, with grounds of 16 
acres, which include a large walled-in kitchen garden and 
orchard, and 100 acres of agricultural land. The mansion 
is devoted to administrative purposes and to the accommo¬ 
dation of advanced cases. Accommodation for the more 
favourable cases is furnished by shelters built in the grounds. 
To provide means of useful employment for the patients, 
a carpenter’s shop, forge, and mechanical workshops are 
in course of construction. Already the carpenter's depart¬ 
ment is well developed, and is in a position to execute 
orders for open-air shelters and other portable wooden struc¬ 
tures. This department is managed by an ex-patient, a 
skilled carpenter, and is run on business lines; the actual 
work is canned out entirely by the patients. The making of 
parts for the Cambridge Scientific Instrument Company is 
another enterprise which has passed the experimental stage. 
Opportunity for the employment of some women patients is 
supplied by a neighbouring fruit and jam-making industry. 
The gardens and land offer an agricultural training to those 
who elect for it. With a view to the permanent settlement 
of ex-patients the colony haB acquired some model cottages 
formerly occupied by employees on the estate ; the erection 
of further cottages will be the work of the patients. Already 
applications by former patients for cottages exceed the 
available accommodation. 

The Kinson Colony , Bournemouth. —This colony, under the 
management of the Y.M.C.A., is a unique experiment in 
that it offers facilities for a complete training extending over 
a period of at least 12 months in small-holding management 
and intensive culture. 

Admission is limited strictly to fully convalescent patients 
■who, while resident in a sanatorium, have proved them¬ 
selves equal to at least six hours’ manual work daily. There 
is accommodation for 21 colonists. The work is directed by 
an honorary resident superintendent, a gentleman of long 
experience of farming. Dr. E. H. Greves, of Bournemouth, 

• 

acts as honorary visiting physician. Some difficulty has been 
experienced in obtaining the full complement of 21 colonists; 
the length of the training required and the uncertainty of 
employment subsequently would appear to be the chief 
deterrents. Further, the physical standard required of 
candidate^ is a high one and excludes many would-be 
colonists. 

The Hairmyres Colony , Lanarkshire, N.B. — Though not 
yet fully organised, the Hairmyres Colony demands notice, 
since it is the most ambitious scheme yet projected. 

The colony is intended for the after-treatment and train¬ 
ing in an outdoor occupation of favourable cases and for 
the treatment and education of children. The colony, 
situated within easy access of Glasgow, extends to 200 
acres. The buildings, which are well advanced in con¬ 
struction, will accommodate approximately 50 men, 50 
women, and 50 children. A model farm and the best 
possible equipment for training in poultry-keeping, fruit 
and vegetable growing—in short, all kinds of agriculture 
and horticulture—are being provided. A noticeable feature 
is the Associated School of Forestry, at which suitable 
patients will receive a thorough training in theoretical and 
practical forestry. Each department of the colonists’ 
activities will be in charge of a skilled foreman. Dr. A. H. 
McPherson, under whose care the colony is developing, will 
be responsible for its general direction. 

Space will not permit of reference to other colony 
undertakings. 

The Financial Aspect of Colonies. 

Bunning expenses. — It has been shown that an institution 
for convalescent patients can be run at a lower cost per 
head than a sanatorium. Simple accommodation and equip¬ 
ment and quite a small staff are sufficient; moreover, the 
labour of the colonists can contribute considerably to the 
running and upkeep of the establishment. Apart from thus 
reducing current expenses, it has not been demonstrated 
that patients by their work can add appreciably to the 
income of the colony, much less render the institution self- 
supporting. At the Edinburgh Colony the cost per head of 

20 patients for the year 1915-16 worked out at 22*. a week. At 

Coppings Green Market Garden Colony, managed by Dr. J. E. 

Chapman, in 1906. the cost per bed per week of 25 patients 
was 21x. Under peace conditions the cost of maintenance 
per head at a colony should not exceed approximately 20x., 
and might well be a lower sum. That efficient treatment 
can be given at a low cost has been proved conclusively. 

Capital cost. — The capital cost of colony schemes varies 
enormously, depending upon their scope. 

The Hairmyres scheme has been budgeted for at some 
£100,000. The Edinburgh Colony cost approximately £4000 
to establish. The cost of the proposed colony at Hull is 
estimated at £10,000, inclusive of the purchase of freehold, 
adaptation, equipment, and endowment; the colony will 
accommodate at least 35 patients. In respect to purchase, 
a capacious house, two cottages, buildings, and other out- 
offices, with 29 acres of land, valued at £3750, have been 
purchased bv Sir James Reckitt and placed at the disposal 
of the Hull Tuberculosis After-care Committee, with option 
to purchase at any time for the sum of £2000. 

The capital cost of the original colony at Bourn for 

15 patients was a rental of £20 a year for the main building 
and 10 acres of land and £400 for alterations and additional 
buildings. The Coppings Green Colony for 25 patients was 
established on a similar economical basis, the rent of the 
buildings and 10 acres of land having been £20 per annum, 
and the cost of alterations and equipment having been ^ 

covered by an outlay of £400. The l.M.C.A. Colony for 

21 patients, complete with buildings, including farm build¬ 
ings, equipment, and 30 acres of freehold land, cost £4000. 

At Nayland the premises which comprise the colony for 
technical training are rented for £80 a year, and the sum of 
£300 has covered the cost of equipment. The instructor 
receives a salary of 905. a week. ^ 

At this moment, when labour and material are scarcely 
to be obtained, the most economical method of establishing 
a colony is by renting and adapting suitable premises, as has 
been done at Bourn and Nayland. 

Experience shows that a colony can be run with equal 
success as a distinct institution or as a department of an 
existing sanatorium. A colony on the Papworth principle 
could be built up round the nucleus of a sanatorium. A 
distinct advantage in grafting a colony on to an existing 
institution is that thereby an experienced medical staff is 
immediately available, and that various essentials, such as 
light, drainage, power, water, transport, &c., are already 
provided for. It is necessary that the work of the patients, 
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whether on the land or in workshops, be directed by whole¬ 
time skilled officers, since the medical superintendent is too 
occupied to spare the time for teaching, even should he 
possess the requisite knowledge. 

The Probable Role of the Colony. 

It is the general experience that few things are more 
difficult than satisfactorily to change a consumptive patient’s 
occupation. Light employment requiring little training is 
usually ill-paid, and in consequence unsuited to anyone with 
dependants. For the more skilled trades, which command 
a good wage, long training and experience are necessary. It 
can readily be understood, then, how that the most suc¬ 
cessful efforts of after-care organisation have been associated 
with the principle of enabling the patient to follow his usual 
occupation, or something akin to it, under reasonably healthy 
conditions. 

Hitherto the training given to patients in a sanatorium 
has been valuable, chiefly as providing an interest, and thus 
relieving the monotony of a somewhat stereotyped routine. 
Comparatively rarely has a patient been enabled to earn his 
livelihood in a new calling learnt at the sanatorium. In the 
past most success has followed the training of patients as 
chauffeurs, but in future this avenue of employment seems 
likely to be closed. 

It seems probable, therefore, that colonies will achieve 
more in virtue of the prolonged treatment they will give 
than as the result of their facilities for vocational training. 
So far as the civilian is concerned, vocational training 
cannot meet with any great measure of success unless it 
be accompanied by the provision of employment for those 
trained. This truth is reflected in the suggestion of sana¬ 
torium workshops and factories in connexion with certain 
trades which would permit of consumptive employees 
following their usual occupation under favourable conditions. 

With regard to agriculture, it is the general experience 
that farming operations are too skilled and too arduous to 
be suited to many patients, although they are admirably 
adapted to the treatment of the more robust; more¬ 
over, few individuals born and bred in a town take 
kindly to a rural life. Except in the case of institutions 
serving rural areas, more may be expected from handicrafts 
than from agriculture in the way of re-education. Every 
institution, however, should be able to give the townsman 
some practical knowledge of kitchen gardening and allot¬ 
ment culture. 

financial Aspect of Colonies from Standpoint of Patient. 

Hitherto the work of the colonies and of sanatoriums has 
been handicapped by the fact that, owing to lack of means, 
patients with dependants cannot afford to remain away from 
home for long periods. At Edinburgh the colonists during 
1910 14 were limited almost entirely to the unmarried. 
Latterly the depleted labour market ha3 made it possible 
for even the less fit to obtain profitable employment. It is 
not easy for the able-bodied consumptive to acquiesce in 
working at a colony for no wage, while a good income awaits 
him outside. The Leicester Colony was forced to close in 
1910 on this account. The future may well see the payment 
of a wage to patients in a colony, a principle which has been 
adopted at some colonies in Germany. 

Unless arrangements can be made for the care of 
dependants it is difficult to see how, in the cases of 
civilians, prolonged treatment and training can be made 
possible except on a small scale. Some form of subsidy will 
be needed to render the principle capable of general applica¬ 
tion. The discharged service man in enjoyment of a pension 
is much better situated. The fact that he can leave home 
in the knowledge that his dependants are provided for gives 
him advantages which the civilian has never enjoyed. There 
exists, therefore, an exceptional opportunity for testing the 
feasibility of subsidised training and treatment, an oppor¬ 
tunity which it is to be hoped will be fully exploited, since 
the results cannot fail to be of far-reaching importance. 


University of London.— Of the 57 successful 
candidates at the recent Second Examination for Medical 
Degrees, Part II., 35 were Women and 22 men. Of the 
former 29 were students at the Loudon (R.F.H.) School of 
Medicine for Women itwo of these also studied at other 
schools), 4 at King’s College, London, 2 at University 
College, Cardiff, and 1 each at Cambridge and Manchester 
Universities 
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Increased experience in the treatment of the hysterical 
symptoms which form one of the largest classes of war 
neuroses has led to gradual simplification of methods and 
increasing certainty and rapidity of cure. 

Earlier Experiences. 

From the earliest days of the war we realised that recent 
cases could generally be cared quickly and completely by a 
variety of methods, including simple persuasion and re¬ 
education, suggestion with the aid of electricity in the 
waking state, and suggestion under hypnosis or light 
anaesthesia. But occasionally improvement was slow and 
incomplete, and when patients reached us after being under 
treatment for long periods in other hospitals we did not 
expect such good results. 

Even in hysterical aphonia and mutism, which almost 
invariably disappeared after a few minutes’ treatment, some¬ 
times after lasting for a year or more, the more seiious speech 
defect was often followed by a stammer, which might 
require careful re-education for several weeks before complete 
recovery occurred. Indeed, we regarded stammering as one 
of the conditions in which a rapid cure was rarely possible 
even in early cases. 

Another condition of this sort was tremor: we were con¬ 
firmed in this conclusion by the opinions which had been 
expressed by two such distinguished neurologists as Babinski 
in Paris and Oppenhflim in Berlin, both of whom regarded 
the tremor of soldiers as a special neurosis of emotional 
origin, which differed from hysterical symptoms in being 
much less amenable to psychotherapy. We were fortunately 
less influenced by the writings of Babinski and Froment on 
reflex neuroses, acceptance of which would lead to the belief 
that contractures associated with vasomotor and secretory 
changes are not hysterical and could at the best improve very 
slowly with physicotherapy. 

During the last few months we have come to realise that 
stammering and tremor, except the fine tremor of the hands 
and head in pure neurasthenia and hyperthyroidism, and all 
the cases we have seen which corresponded with Babinski 
and Froment s description of reflex contractures, are as 
amenable to treatment as hysterical mutism, aphonia and 
paralysis, and that they are undoubtedly of pure hysterical 
origin. 

Rapid Cure. 

Our more recent experience has shown that the prolonged 
re-education which we had thought was required to convert 
into a cure the great' improvement which followed the active 
treatment of long-standing cases directly after admission is 
unnecessary, and we are now disappointed if complete 
recovery does not occur within 24 hours of commencing 
treatment, even in cases which have been in other hospitals 
for over a year. 

If a man with severe hysterical paraplegia of many months’ 
duration is taught to walk in half an hour, and treatment is 
then discontinued on account of his fatigue, although his 
gait is stiff and unsteady, he will probably not walk normally 
until he has undergone re-education for several weeks. But 
if the officer in charge not only ignores the patient’s fatigue, 
but also his own, and continues the treatment for another 
half-hour or hour, or even for two or three hours, the patient 
will end by walking with a normal gait, although, of course, 
some time will elapse before he completely regains his 
strength. In the same way a mute or aphonic soldier, who 
stammers on recovering his voice, should not be left until the 
stammer is also cured, or he will only recover completely 
after receiving daily lessons for some weeks. 

It is thus not merely in casualty clearing stations that 
immediate recoveries should occur in the vast majority of 
cases, but they should occur with equal frequency in 
hospitals in England. Unfortunately, the hysterical nature 
of many cases is not always recognised, and patients are 
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kept in bed for months together for the supposed organic 
results of shell shock or spinal concussion, or are regarded 
as suffering from some incurable disease of the spinal cord. 
Thus we have had seven cases of hysterical paraplegia sent 
in as disseminated sclerosis and two as primary lateral 
sclerosis in the last 12 months. Rapid recovery followed the 
recognition of the true nature of their condition. 

Many errors in diagnosis are quite excusable, as organic 
conditions are often very closely simulated, and without the 
large experience gained in special hospitals during the war 
we should have had much difficulty in reaching a correct 
diagnosis. It is for this reason that all cases of nervous 
disorders in soldiers, apart from those due to actual injury 
of the central nervous system or peripheral nerves, should 
be admitted direct or transferred as quickly as possible into 
special hospitals, the number of which should be largely 
increased. Hysterical symptoms would then be diagnosed 
at au early stage and appropriate measure would be taken 
to cure the patients at once. Men would be fit to return to 
duty or to earn their living in civil life in a few weeks 
instead of having to be invalided from the service more or 
less completely incapacitated after being in hospital for 
months or even years. 

Prognosis. 

The following cases, all of which were treated in the 
neurological section of the Royal Victoria Hospital, Netley, 
between December, 1917, and February, 1918, illustrate how 
rapidly a cure may follow when the hysterical nature of the 
symptoms has been recognised, in spite of having persisted 
for many months or even for more than'a year. 

The question may be asked whether such cures are per¬ 
manent. Experience shows that relapse is rare if a cure is 
obtained within three or four weeks of the onset. It is 
more common the longer the symptoms have lasted, but the 
liability to relapse is greatly reduced if the patient is given 
open-air work and kept under observation at the hospital 
where he was cured for a few weeks before returning to duty. 
It is for this reason as well as for the sake of the numerous 
neurasthenic and psychasthenic patients that country 
hospitals with sufficient grounds to give opportunities for a 
variety of open-air employment whilst still under military 
discipline are so desirable. 

In very long-standing cases it is generally wise to invalid 
the patient from the service even if recovery is complete, as 
a return to the front would be likely to cause a relapse, 
particularly if the patient is also neurasthenic or otherwise 
unfit, but a pension of more than 20 or 30 per cent, should 
never be necessary. So far as we know relapses have not 
occurred after discharge, except during air raids among men 
living in London. This is an additional argument, if any 
are still necessary, for the removal of all patients, officers as 
well as men, suffering from war neuroses out of London. 

Essential Points in Treatment. 

We have almost entirely given up hypnotism in the treat¬ 
ment of hysterical conditions, as our results were uncertain, 
and we have seen so many patients with whom prolonged 
treatment by hypnosis before admission had proved unavail¬ 
ing and had even given rise to new symptoms. Suggestion 
with the aid of electricity we rarely employ, except in some 
cases of flaccid paralysis, in which contractions produced in 
the paralysed muscles powerfully appeal to the patient’s 
mind, and in resistant cases of speech defects. 

. Our method now is simple persuasion and re-education 
continued with manipulation. But an all-important pre¬ 
liminary is the creation of a proper atmosphere. After 
admission the sister encourages the patient to believe that he 
will be cured as soon as the doctor has time to see him. If 
paraplegic or mute, two or three patients in the ward who 
have been rapidly cured of paraplegia or mutism tell him 
of their cure. The medical officer sees him some hours later, 
and after examining him and coming to the conclusion that 
the condition is hysterical he tells him as a matter of course 
that he will be cured the next day. By the following 
morning the patient is fully convinced that the hoped-for 
cure will take place. As the medical officer is equally con¬ 
vinced that he will cure the patient, the two essentials for 
’•ecovery are present. The nature of the actual treatment is 
really immaterial, but simple persuasion has the great 
advantage of making the patient take an active part in his 
own cure, and it removes any suspicion of charlatanism from 
the proceedings. 

Illustrative Cases. 

1. Hysterical paraplegia oj 8 months’ duration following shell shock 
cured in half an hour lit days after being awarded a 100 per cent, 
pension for total incapacity. — Driver T., aged 22, was blown up by a 
shell in April, 1917. He felt dizzy, but oarried on. In August the 
regiment was sent to England, and in September, 1917, he collapsed in 
the b%rrack square. He was transferred to Netley from another hospital 
on Feb. 2nd, fourteen days after he had been invalided from the service 
and awarded a 100 per cent, pension for four months on account of total 
incapacity. He was suffering from a typical “ watch spring tremor ” of 
his legs, and was unable to walk for more than a step without assistance. 

Putting on shoes or socks was an Impossibility. He was treated a few 
hours arter admission. Relaxation of his muscles was obtained In half 
an hour by passive movements accompanied by verbal suggestion. He 
returned to his ward unaided, and next day was able to take part in 
outdoor employment. 

2. Hysterical paraplegia , talipes, tremor , and stammer of lit months' 
duration cured in 1 day.— Sergeant-Major P., aged 32; blown up in 

December, 1916; unconscious for some days. He was paraplegic, 
stammered badly, and had generalised tremor on admission to hospital 
in England, where he remained 3 months. Then transferred to 
hospital in London ; remained until Dec. 20th, 1917. Treated with 
massage and electricity; no improvement occurred until air raid in 

September. This upset him for several days; then found he could 
walk a few steps, but shook violently whole time. A piece of bone 
was removed from left foot In October to oorrect talipes equlno-varus 
which had developed. Operation seems to have had no good effect. 

At Christmas he was sent to convalescent hospital; admitted to 

Netley on Feb. 14th, 1918. He stammered badly and had severe tremor 

Involving both legs, which increased with every voluntary movement, 
unable to stand; could walk a few unsteady steps with sticks, when 
further progress was prevented by violent tremor of legs. 

As no signs of organic disease were found he was told that treatment 
on following day would cure him. The presence in ward of three men 
recently cured of paraplegia helped to convince him. Next morning 
first one leg and than the other was passively flexed and extended until 
all rigidity and tremor had disappeared. He was then told to take 
part in movements by voluntary action, and finally to continue them 
without assistance. In five minutes he could move both legs whilst 
lying in bed without any tremor. Up to this time on attempting to 
speak his expiration became extremely unsteady; he was now told to 
breathe slowly and deeply, and with each expiration he repeated a 
single word until he could do this without any stutter. The next 
stage was to repeat two and then three and four words with each 
expiration. 

Having now had a rest for his legs for ten minutes, the passive and 
active movements were repeated sitting up. After this he w’as 
persuaded to stand and finally to walk without shaking, at first with 
very arlight support to outstretched hands to give confidence. In a 
couple of minutes he was able to walk without any help, and five 
minutes later was walking almost normally. As he was feeling faint 
he was now allowed to rest. 

He repeated the talking and walking exercises by himself at intervals 
during the next few’ hours. By 5 p.m. he was talking slowly but 
without any hesitation, and he walked a quarter of a mile with a gait 
normal except for a slight limp due to talipes equlno- varus. 

As it seemed Impossible to overcome deformity of left foot by 
manipulation It w’&s thought at first to be be due to some organic 
injury, especially as an operation had been performed upon it. More¬ 
over, it was colder than right foot and was always wet with sweat, 
whilst right foot was dry—evidence accepted by Babinski as excluding 
hysteria and suggesting a reflex” origin. More vigorous manipula¬ 
tion two days later, continued for l£ hours, resulted, however, in 
complete disappearance of the deformity ; patient now able to walk 
without any limp. It is obvious, therefore, that the talipes was 
hysterical In origin, and any Improvement following operation in 

London must have been due to suggestion. 

3. Hysterical gait and swaying movements and nose-wiping tic of 
six months' duration following shell shock cured in two hours.— 

Pte. B., aged 32, went to France in April, 1917; buried by high- 
explosive shell in August. In hospitals in France until Dec. 21st. 1917 ; 
then sent home; transferred to Netley on Jan. 21st, 1918. No evidence 
of organic disease, but he could only walk with difficulty; gait 
extremely unsteady ; he threw right leg outw'ards, somewhat suggestive 
of organic hemiplegia. On standing his body incessantly swayed 
backwards and forwards ; unless be received support would fall after a 
couple of minutes. He moved right hand up to nose as if to wipe it all 
day w Ithout intermission, both when resting and trying to walk. 

We told him he would receive treatment which would certainly cure 
him twro days later, but we did not intend to do so at once, as we wished 
to obtain a kinematograph record of gait and tic. This w as done at 

10 a. m. on Jan. 23rd. He was then treated by active persuasion and 
re-education without any help by electricity or any other methods of 
suggestion; Improvement was so rapid that by 12 o’clock another 
kinematograph record was taken ; abnormal gait, swaying movements, 
and tic had disappeared. He not only was able to walk quite well, but 
could actually run. 

4. Hysterical paraplegia of three months' duration following shell 
shock cured in SO minutes. — [Details cf some cases are omitted owing to 
lack of space.] 

5. Hysterical paraplegia following trench fever and complicated by 
malingering ; mistaken for primary lateral sclerosis ; cured by persuasion 
after persisting for three months.— Pte. H., aged 38, some w eakness in legs 
ever since be got wet In trenches In February, 1917. In beginning nf 

November, 1917, be developed trench fever with pains in legs. Pain 
severe; it was noted in France on Nov. 10th that he was disinclined to 
move his legs. Admitted to English hospital on 19th ; both legs rigid 
and completely paralysed. Diagnosis of primary lateral sclerosis. 

Knee-jerks exaggerated and followed by excessive spasms of extensor 
muscles of thigh ; ankle clonus said to be well marked. 

On admission to Netley on Feb. 1st still unable to make any move¬ 
ments of legs or to sit up. No evidence of organic disease ; no ankle 
clonus: knee-jerks normal when muscles were completely relaxed. 

Patient was told that he would be rapidly cured, but it was obvious he 
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did not believe this. The next day an effort was made to cure him 
in the usual way by persuasion. For five minutes improvement was 
unexpectedly rapid, the spasms being quickly overcome and passive 
movements followed by normal active movements. lie then suddenly 
appeared to realise* that he was getting well, but did not wish to do 
so; hia legs became extremely rigid again, and every effort to move 
them met with violent struggles, Repeated efforts were made to over¬ 
come his resistance during rest of day; he fought and screamed ; no 
improvement resulted. 

As it seemed clear there was now a large element of malingering he 
waa isolated behind screens; nobody allowed to speak to him; not 
allowed to *m<>ke. read, or write. Diet of only water, bread, and meat. 
At end of 48 hours be said he would try to walk. With no preliminary 
passive or active exercises whilst lying down, he sat up without assist¬ 
ance and walked for a few steps with body bent far forward. He then 
refused to move any more; again isolated. 

On Feb. 5th Pte. P., who had come In previous day with hysterical 
paraplegia and was already completely cured, was shown to him, and 
he was told there was no reason why he could not walk equally well. 
He at once got out of bed and walked almost normally. The isolation 
and food and other restrictions were removed, and after a few days of 
further re-education recovery was complete. 

6. Hysterical tremor and stammer following shell shock cured in one 
day seven months later, 25 days after being awarded 100 per ce?it. 
pension for "total incapacity.”— Qunner Mcix., aged 22, was admitted 
with board papers fully made up. from which the following points are 
extracted : ‘*(1) It is very difficult to get any definite history out of this 
patient; (2) A. F.W. 3494 signed with X as he was unable to write 
owing to the tremor; (3) the special medical board recommended 
100 per cent, pension for four months for total disablement.” 

When admitted 25 days after the board he was suffering from marked 
t’emor of arms and head. Eating was extremely difficult as he could 
not- approximate his hand to his mouth. He spoke with a severe 
stammer. He was treated within three hours of admission ; passive 
movements of arms and head accompanied by verbal suggestion 
carried out for 15 minutes caused relaxation of muscles and cessation 
of tremors and stammer. He returned to ward; next day was on 
out-door employment and has remained well. The history subsequently 
obtained it that he was blown up when on duty at an ammunition 
dump in July, 1917. He was dazed, but returned to duty for one <iay 
and then collapsed. His symptoms were Increased by an aeroplane 
raid on his hospital in France. Since then he has passed through seven 
hospitals. 

7. Hysterical paraplegia and tremor of jaw and limbs following shell 
shock cured in one day after lasting 16 months. 

8. Tremor of jaw of three months' duration cured by six hours’ con¬ 
tinuous treatment—V te B., aged 36, admitted with tremor of jaw, 
present for three months, and dating from attack of fever associated 
with a rigor. Tremor was intensified as he had an extremely bad set of 
false teeth ; rattle heard 50 yards away. The man was a typical “ martial 
misfit." Treated by passive movements of iaw accompanied by verbal 
suggestion with aid of faradic brush. After bIx hours’ continuous 
treatment the tremor ceased. He was detained for two months; no 
sign of recurrence. Then boarded as unfit for service, but able to earn 
bis living in civil life. 

9. Tremor of hands greatly improved in one day alter lasting 15 years 

10. Hysterical nodding movements and coarse tremors of the head 
and arms following exposure to shell fire cured in an hour after 

lasting five months. 

11. Hysterical paraplegia and generalised tremors for three months 
cured bu manipulation and suggestion in half an hour.— Pte. R , 
aged 32/ was admitted to hospital in France on August 15tb, 1917, 
with trench fever. Hospital bombed while he was sleeping; this seems 
to have resulted in hysterical paraplegia and generalised tremors. He 
was sent to us from neighbouring hospital on Nov. 29th, 1917. He 
could only walk a few steps with sticks ; shuffling ataxic gait. A 
kinetnatograph record was taken, and he was promised an immediate 
cure. Passive movements were given; in half an hour complete 
muscular relaxation and cessation of tremor. A kinematograph record 
again taken ; patient then pushed his bath-chair back to ward, half a 
mile away. Discharged to Command DepOt on Dec. 10th, 1917. 

12. Hysterical monoplegia and tremor following a mercurial injection 
cured in a few minutes after lasting for three months. 

13. Hysterical “ main d'accoucheur” and anesthesia following con¬ 
cussion'of median nerve by gunshot wound of forearm cured by 
manipulation and persuasion in ten minutes after persisting for eight 

months —Sergt. M., wounded In right forearm on April 10th, 1917; 
compound fracture of middle third of radius. When splints were 
removed three weeks later typical '*rnain d’accoucheur” deformity, 
the fingers being rapidly extended and pressed together. Total anaes¬ 
thesia in area of median nerve. No improvement by November ; 
operation ; tendons and median nerve freed from adhesions ; contrac¬ 
ture aggravated ; patient transferred to Netley on Dec. 21st, 1917. 

The condition waa at once recognised as hysterical, although the 
well-marked vasomotor disturbance and excessive sweating might 
have suggested a “reflex” origin, as the deformity was identical with 
photograph of so-called reflex contracture in Babinskl aud Froment’s 
book. On day of admission hand was continuously manipulated, 
patient being persuaded at the same time that it would rapidly relax. 
In ten minutes complete relaxation; deformity bad disappeared. 
The fingers not moved voluntarily for eight months, could now move 
normally, but still complete anaesthesia. 

The anaesthesia was, doubtless, at first organic in origin, but as It 
extended considerably beyond area supplied by median nerve we thought 
it must be hysterical, at any rate in part, suggestion with the aid of 
firadlsm for a few minutes on two occasions resulted in its complete 

W?threturn of movements the vasomotor and secretory disturbance 
disappeared. A slight degree of wasting of small muscles of hand was 
now present; otherwise hand normal In every way. Patient was kept 
under observation for three weeks; now no incapacity; returned to 

duty. 

February, 1918. 

THE ROUTINE USE OF SPINAL ANALGESIA 

IN GYNAECOLOGY: 

A STUDY OF 1552 CONSECUTIVE CASES. 

By NAGUIB MAHFOUZ BEY, 

ACTING PROFESSOR OF GYNECOLOGY AND OBSTETRICS, SCHOOL OF 

MEDICINE, CAIRO; AND ASSISTANT GYNECOLOGIST, 

K ASR- EL-AIN Y HOSPITAL. 

Before joining the R.A.M.C. in France Dr. Roy Dobbin, 
professor of gynecology and obstetrics in the Egyptian 

Government School of Medicine, requested me to write an 
account of the cases operated on under stovaine in the 
gynaecological department of Kasr-el-Ainy Hospital. This 
series — 1552 — includes all the cases in which stovaine was 
used up to Dec. 31st, 1917. The stovaine injection was 
given either by Professor Dobbin or by myself, and the notes 
were written by one of us. 

Technique.— Out technique does not differ from that of 
most other surgeons. We use an all glass syringe, holding 

3 c.cm. and graduated in centimetres. The needles, made 
of steel, are of medium length and rather flue calibre. 

Thick needles are prone to get blocked by particles of skm 
or tissue. The puncture is made at different spots accord¬ 
ing to the operation. For abdominal operations we choose 
the third lumbar space and in rare cases the second. For 
dilatation of the cervix the third is also chosen, whereas 
for vaginal and perineal operations the fourth space is suffi¬ 
cient. The patients receive the injection sitting up with 
backs arched, and are then placed in the dorsal position with 
shoulders raised on pillow. A screen placed at level of ensi- 
form cartilage prevents patient from watching operation. 

Nature of Operations. 

In all 1891 operations were performed. This exceeds the 
number of patients by 339 ; many patients have undergone 
more than one operation. 473 were abdominal operations. 

Detailed List of Operations. 

Obstetric Cases. 

Caesarean sections . 14 Induction of premature labour 

Ectopic gestation . 9 1 and incomplete abortions ... 14 

Ovaries and Tubes. 

Ovariotomy .. ••• 95 i Enucleation of septic tubes ... 15 

Partial ovarian resection ... 38 | Salpingostomy . 21 

Uterus, Cervix, and Ligaments. 

Werthelm s hysterectomy for Alexander-Adams s shortening 

cancer of cervix . 7 of round ligaments . 47 

Subtotal hysteromyomectomy 85 Fibroid polypus of cervix ... 27 

Abdominal myomectomy ... 19 Amputation of cervix ... ... 48 

KeHy’s ventro-suspenslon ... 129 Plastic operation on cervix ... 50 

Baldy's operation . 10 Dilatation and curettage ... 717 

Liberation of adherent uterus 11 

Vagina, Vulva, Bladder , and Perineum. 

Anterior colporrhapby and Vesico-vaginal and cervical 

posterior colpoperinreor- fistulae ... ... . 

rhaphy . 303 Recto-vaginal fistula? . 22 

Tumours, cysts, and bil- Complete tear of perineum... 13 

harziosis of vagina . 25 Tumours and elephantiasis of 

Haematocolpos and vaginal vulva. 20 

atresia . 25 | 

Miscellaneous. 

Retro-peritoneal sarcoma ... 2 Stone in bladder ... ... .... 2 

Peritonitis and perimetric Ventral and inguinal hernia 5 

abscesses. 18 Piles ... ... ... .. ° 

Appendicectomy . 6 Exploratory laparotomy ... 12 

We have successfully submitted to stovaine analgesia cases 
which would have run a very serious risk under general 
amesthesia. Some of the myomata and ovarian cysts in 
this series reached the weight of 38 lb. In one ectopic 
gestation the pregnancy reached almost to full term without 
rupture of pregnant tube. 

The duration of anaesthesia was sufficient for cases that 
required less than 90 minutes. Only cases of cancer done by 

Wertheim’s method required so long, and in them a little 
chloroform was necessary to finish the operation. 

Results. 

The analgesia was considered complete when there was 
complete relaxation of the abdominal muscles, pain was 
entirely absent and patient admitted that she did not feel 
any pain whatever. The results can be summarised as 

follows :— 

In 3 cases it was not possible to reach the canal. 

In 20cases the injection was given, but no analgesia followed. 

Ten of these occurred in the first 100 cases. It is noteworthy 
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that other ampoules from the same box were used on the 

surgical side without success. The failures occurred in 
groups of 3 and 4, and we believe that most, if not all of 
them, were due to defective solutions. 

Partial failure occurred in 15 cases. A few drops of 
chloroform was all that was necessary to finish the operation. 

We have therefore had about 128 per cent, complete 
failures and 0-90 per cent, partial failures. There were no 
deaths from stovaine. 

Course and extent of the analgesia. —The course of the 
analgesia varied with amount injected and place of in¬ 
jection. Immediately after the injection perineal sensation 
was abolished. In about 3-5 minutes (in rare cases 8-10) 
the analgesia would have gradually extended up to the 
umbilical region if injection was made in fourth lumbar space 
and to the ensiform cartilage if in the third. In a few cases 
sensibility to heat was retained for some time after complete 
analgesia had been established. 

Accompanying symptoms. —In a small proportion of cases 
(less than 2 per cent.) nausea occurred. Actual vomiting 
occurred in about 3 per cent., but never lasted more than a 
minute. Relaxation of sphincter during analgesia with incon¬ 
tinence of faece9 occurred in a few cases. Signs of depression, 
such as yawning, pallor of face, and perspiration, rarely 
occurred and have seldom caused anxiety. Pulse at end of 
operation was in many cases stronger than at beginning. 

Post-operative symptoms. —In about 1 per cent, of the cases 
a certain amount of headache, easily amenable to treatment, 
was complained of. The temperature rose a degree or even 
two on second and third days in some of our early cases. 
Vomiting after operation was conspicuous by its entire 
absence. Paralytic sequences, whether transitory or per¬ 
manent, have never occurred. 

The Solution Used. 

Stovaine billon was used in about half the cases. Each 
ampoule contained a little over 2 c.cm. of the following: 
Borate of epirenin, 0 00013; stovaine, 0 04; sod. chlor., 

0 0022 ; distilled water to 100. 

The amount injected is the same for a big or small opera¬ 
tion—viz., 2 c.cm. of the solution containing 0 08. In some 
cases we injected half or three quarters of the dose, but the 
effect was not quite so good and passed off more quickly. 
As an exception we may mention colporrhaphies, in which 
half a dose is sufficient, but even there it is better to inject 
a full dose, as it may be found necessary to do something 
more. 

We are now using with even better results a solution 
prepared in the school chemical laboratories under the 
supervision of Dr. Bahry Bey. The formula used is: 
Sod. chlor., 0 0011; stovaine, 0 04; water, 1 c.cm. It is 
prepared as follows :— 

The sodium chloride is dissolved in the water. The solq- 
tion is sterilised in the autoclave for 15 minutes and then 
left to cool down. The stovaine is dissolved in solution and 
filtered through a good filter previously sterilised. It is 
then heated on a water-bath for ten minutes at 80°-90°C. 
After cooling it is stored in sterilised ampoules. The whole 
process is carried on aseptically. Attempts to sterilise the 
stovaine solution by boiling have resulted in the decomposi¬ 
tion of the stovaine and is not necessary, stovaine itself being 
antiseptic. 

Conclusions. 

Stovaine analgesia was greatly welcomed by our patients. 
Most Egyptian women have a great dislike to general anaes¬ 
thesia. Many instances have occurred of patients refusing 
to have an operation done under chloroform, but agreeing to 
undergo the operation under stovaine analgesia. 

The preparations are made and the stovaine injected before 
the students come into the theatre. The patient is covered 
up with sterilised towels, and is less exposed than during an 
examination in the out-patient department. 

After having watched this number of patients during their 
operations and convalescence, and having followed many of 
them for years afterwards, we have no hesitation in asserting 
that stovaine is, in our opinion, far superior to chloroform in 
all gynaecological operations. During the operation the 
complete relaxation of abdominal muscles and the evenness 
of the analgesia are a great help to the operator. The 
absence of vomiting during the convalescence prevents any 
strain on the stitches. The freedom from shock and all 
respiratory troubles are points in favour of stovaine. 

TWO NEW FRENCH METHODS FOR 
STAINING BLOOD FILMS AND 

BLOOD PARASITES. 

By L. TRIBONDEAU. 

VKD1CAL OFFICER 'OF THE FRENCH NAVV. 

.These two methods, 1 now brought before the readers of 

The Lancet, are very practical, not only because the 
technique of the colouration is simple, but especially because 
the staining solutions can be prepared without difficulty by 
anybody. They are related to the well-known methods of 

Leishman and provide efficient substitutes for the secret 
processes of Giemsa and other German writers. 

I. Colour at ion Method with Stain III. 

Of the two methods, this one (neutral solution of eosinate 
of methylene-blue converted by ammonia) is more rapid in 
execution and gives more complete results, but it requires 
very pure and neutral distilled water. Certain commercial 
distilled waters do not possess these qualities. 2 

Preparation of Stain III .— Heat some distilled water to 
boiling point. Divide. 

(A) —-50 c.cm. in enamelled basin ; add 0 20 g. pure medicinal raethv- 

lene blue ; shake to dissolve. J 

(B) — *75 c.cm. in a glass; add 0‘30 g. water-soluble eosin (French 
eosin) ; shake to dissolve. 

Pour B into A by successive fractions. After each addition 
of B mix for some time with glass rod; then place on glass 
slide drop of mixture from end of rod. This drop is at first 
deep blue and free from precipitate. Then, as proportion of 
eosin is increased, the blue becomes more pale and a pre¬ 
cipitate appears. Finally precipitate increases and colour of 
liquid turns from blue to rose. Stop addition of eosin as 
soon as this change occurs. It generally requires a little 
more than 50 c.cm. of B to obtain this result, which is quite 
easy to observe. 

Add 4 c.cm. of ammonia to mixture thus obtained. Mix. 

Heat to 120°C. in autoclave for 20 minutes in enamelled 
basin covered with inverted glass funnel. Remove from 
autoclave ; stir with rod and allow to cool completely. 

Filter through small white filter-paper well folded all 
contents of basin. Discard filtrate. Keep only precipitate, 
which is almost entirely retained on filter, and of which a 
small portion remains deposited on side of basin. Dry pre¬ 
cipitate by placing in inoubator at 37° C. the filter widely 
open on several layers of absorbent paper, and also basin. 

When drying is complete (no trace of water must remain 
in order that ammonia may be completely volatilised) place 
filter in basin and dissolve as much as possible of dried stain 
by pouring into basin, in successive fractions, 100 c.cm. of 
glycerinated alcohol (absolute ethyl alcohol, 90 c.cm.; neutral 
glycerine 10 c.cm.) and crushing powder with large glass rod 

Transfer the 100 c.cm. of solution into flask, taking care to 
transfer also all undissolved stain. Shake flask from time 
to time. Filter after 12 to 24 hours. 

Technique of staining. — First fix preparation with undiluted 

Stain III. For this, slide carrying blood (previously spread 
in thin film, dried simply by moving in air, and marked off 
by a glass pencil line) is placed on table, film upwards. 

Cover film with 0*2 c.cm. of Stain III. (approximately 

12 drops). Cover with half of Petri dish to prevent too great 
evaporation, especially in summer. Allow to act three 
minutes. 

Then stain by adding to Stain III., on slide itself, 0*6 c.cm. 
of distilled water (approximately 12 drops). Mix water and 
stain by few movements of slide. Replace on table. Allow 
to act for average time of 12 minutes without moving. Wash 
rapidly with jet of distilled water. Dry immediately (by 
passing wet preparation for two seconds over flame and 
blowing vigorously on it). 

II. Colouration Method with Stains I. and II. 

When good distilled water is not available this second 
method ( neutral solution of eosinate of natural methylene blue 
and alkaline solution of eosinate of methylene, blue converted by 
ammonia) is preferable to first ; it is less delicate. 

Preparation of Stain I .— Pour into heat-resisting flask— 

Neutral glycerine . 5 c . cm . 

Absolute ethyl alcohol . 45 c.cm. 

Pure medicinal methylene blue . ... 0‘20 g. * 

Water soluble eosin ( Krenob) . 0*05 g! 

Dissolve rapidlv by plunging flask in very hot-water bath 
and shaking. Allow to cool. Pour into glass-graduated 

1 C. K. Soc. de Biologle de Paris. May-June, 1918. 

* One can correct a defective water by redistilling, after addition of 
a little silver carbonate obtained by precipitation of a silver nitrate 
solution with carbonate of soda, but this is complicated. 
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measure; make up to 50 c.om. with absolute ethyl alcohol. 

Filter and cork in a flask. 

Preparation of Stain II.— Pour into heat-resisting flask— 

Neutral glycerine . . 25 c.cru. 

Ethyl alcohol at 95 per cent. 15 c.cm. 

Pure medicinal methylene blue. 0*20 g. 

Water-soluble eoein (French) . 0*05 g. 

Dissolve in water bath as with I. Allow to cool. Pour 
into glass-graduated measure, and make up to 40 c.cm. with 
95 per cent, ethyl alcohol. Return into flask. 

Add 4 c.cm. of ammonia. Mix. Heat to 120 C. in auto¬ 
clave for 20 minutes in open flask. Remove from auto 
clave and allow to cool somewhat. Pour into glass- 
graduated measure and make up to 50 c.cm. with 95 per cent, 
ethyl alcohol. Return into flask, which is corked only after 
a day or two. 

Technique of staining .—First fix preparation with un¬ 
diluted Stain I. For this, place slide on table, film upwards. 
Cover film with Stain I. Cover with Petri dish. Allow to 
act three minutes. Wash with jet of distilled water. Get 
rid of surplus water by shaking; wipe under side of slide; 
place it on edge of glass or crystallising dish without 
drying film. 

Stain by pouring on preparation Stain II. diluted and hot. 
For this have small test-tube of 1 cm. diameter marked at 
2 c.cm.; pour distilled water to mark; heat tube held aslant 
in flame until appearance of first bubbles of air ; add to the 
2 c.cm. of hot water 4 to 5 drops of Stain II.; pour hot over 
film. Allow to act 15 minutes. 

Wash with jet of distilled water. Dry immediately (heating 
and blowing). Remove excess of blue by pouring on dry 
preparation held aslant watery solution of tannin (1 in 20) 
until film becomes rose-coloured. (It is necessary to avoid 
differentiating moiBt films because preparations would 
become spotted with blue. The solution of tannin is pre¬ 
pared by dissolving 1 g. of tannin “ ;i l’alcool ” in 20 c.cm. of 
very hot water. One adds a little camphor to prevent growth 
of ’moulds.) Wash at once with distilled water. Dry 
immediately. 

N . B .— One can omit Infixing simply with alcohol, but it is 
then necessary to stain with II. for 50 minutes. 


THE ISOLATION OF DYSENTERY BACILLI 
FROM THE FAECES. 

By HENRY WHITEHEAD, M.D., D.P.H. Manch., M B., 
B.S. Lond., 

TEMPORARY CAPTAIN, R.A.M.C. ; BACTERIOLOGIST TO -GENERAL 

HOSPITAL; 

AND 

J. KIRKPATRICK. 

LANCE-CORPORAL. R.A.M.C. (T.F.). 


Our object is to describe what we consider the best 
method of isolating B. dysenteries from the faeces. 

Collection and Selection of Faces fir Examination. 

(a) Duration of disease.— Specimen must be obtained 
during and as earlj as possible in acute stage of illness. 
After a week isolation of B. dysenteric becomes increasingly 
difficult, and at end of fortnight the organisms have dis¬ 
appeared in a large majority of cases unless the cases have 
re lap s e d. 

(b) Appearance of specimen. —1. Naked eye: The typical 
stool is almost completely composed of pus and mucus, in 
most cases streaked with blood; usually pinkish in colour, 
giving the impression of greyish-white opaque flakes of 
pas in mucus tinged with blood. In these cases the 
collection is simple. When the stool is of a mixed 
character the pus and mucus portion must be selected for 
investigation. The sample should be free from urine. The 
bed-pans must not be washed out with disinfectant before 
being used for obtaining specimen. In some cases of 
Flexner-Y infection the stool is fluid, containing flakes of 
mnens and pus. As duration of disease increases character 
of stool changes. Instead of blood-stained pus and mucus 
one finds fate-stained pus and mncu9, especially in Shiga 
infections. 

2. Microscopic: Every specimen must be examined 
microscopically for protozoa. Microscopical examination is 
most important as a guide to selection of stools for culture. 
The appearance in an acute case is almost diagnostic in 
itself. The field is covered by numbers of cells of various 
kinds—pus cells chiefly, red blood corpuscles, and epi¬ 
thelial cells, especially macrophages. Pus cells and macro¬ 
phages are the important guides. If the sample is non- 
cellular, although mucus be present, it is of little use 
culturing it except in case of possible carrier. We have 
cultured many hundreds of stools of this nature with 
negative results. 


(c) Age of specimen.—The stool must be cultured in a fresh 
state, as the bacilli of dysentery quickly die off in a stool. 
If the sample cannot be obtained at a convenient time it 
should be placed in an ice-chest. A fresh specimen from 
a case on second day of disease was examined and 
B. dysenteric Shiga was isolated in almost pure culture. 
Another specimen from the same case was examined as 
follows: — 

Fresh specimen (fifth day of disease) plated immediately. 27 colonies 
of B. Shiga. 

The specimens plated after standing at room temperature or in Ice- 
chest gave the number of colonies of B. Shiga stated 


After standing at room temp.: 

For I hour . 21 colonies. 

„ 2 hours . 17 „ 

.. 3 . 12 „ 

12 . 3 

„ 24 . 1 colony. 

», 56 i, ... ... No ,« 


After being in lcc-chest: 


For 1 hour 
,, 2 hours 
.. 5 
„ 12 „ 

„ 24 „ 

.. 36 


27 colbnies. 

28 „ 

24 

11 

3 

2 


A fresh specimen from an acute case was cultured, and B. dysenteric 
Flexner was isolated easily, the majority of colonies on the plate being 
of this organism. 

The day after a six hours' old sample from the same case, with 
similar naked-eye and microscopical appearanoes. was cultured. Not 
one colony of B. dysenteric was present on the plate. 

These are most striking factB which prove the absolute 
necessity of culturing fresh specimens. We have recorded 
many similar examples. 

It is recommended that the MacConkey’s medium used be 
made up with double the strength of neutral red —i.e., 
0*5 c.cm. of a 1 per cent, solution to every 100 c.cm. of agar. 


Method of Plating. 

(a) With sterilised platinum loop pick from fre 3 h 
specimen of fsBces a small portion consisting of pus and 
mnens. 

(b) Wash it well in sterilised normal saline and remove 
it immediately with loop, allowing 
excess saline to drain away along 
sides of tube. 

(c) Rub and spread washed pus 
and mucus well on to surface of 
MacConkey plate at position (A) 
shown in diagram. 

(d) Sterilise loop and make 
vertical stroke (B) from first inocu¬ 
lation. 

(?) Again sterilise and make a 
series of horizontal strokes (c) 
across vertical one without re¬ 
moving loop. 

(/) Incubate 18-24 hours at 37° C. ,.. 

By this method the portion of specimen most likely to 
contain B. dysenteric is selected. The washing helps to 
remove various coliform organisms, Ao., not wanted. The 
rubbing and spreading of pus and mucus tends to break np 
pus cells, liberating bacilli sought for. The stroke method 
with two sterilisations of loop gives three dilutions, a good 
separation of colonies on plate, and does away with necessity 
of nsing two or more plates for same case sometimes 
recommended. 



Pus and mucus. 
, Vertical stroke. 
, Horizontal strokes. 


Selection from Plate of Likely Colonies. 


(a) Discard lactose fermenters. 

Ib) Of the others, pick off with sterilised straight platinum 
wire one of each tvpe of colony present. Care must be taken 
to touch only one colony at a time. It is impossible to 
distinguish, either by naked eye or by means of a lens, between 
B. dysenteric and many other non-lactose fermenters, espe¬ 
cially typhoid group, some forms of B.ficcalis alkaligencs, 
Morgan No. 1, and paracolon bacilli, with any degree of 
certainty. , _ . 

It should be remembered that colonies of B. dysenteric are 
not clear, as sometimes stated, but are dull grey in colour 
and slightly opaque. B. Shiga colonies are always more 
opaque than B. Flexner or Y. 

It is interesting to note here that B. dysenteric are some¬ 
times retarded in growth and appear on plate after standing 
at 30° C. for 24 hours. We have isolated on an average an 
additional 20 per cent, of B. dysenteric by incubating in usual 
way for 24 hours and then allowing plate to stand another 
24 hoars at 30° C. 

Identification of Organisms. 

This is shown by their effect on sugars, indol, and litmus 
milk, and by agglutination with specific sera. 

(a) Subculture colonies selected in Durham’s fermentatiou 
tubes containing litmua-lactose-peptone-water. 

(b) Incubate 10-12 hours at 37° C. 

(c) Again discard lactose fermenters. {Note. —It is possible 
to pick off lactose fermenters from the plates, as some may 
be quite pale when young, and the presence of B.fccahs 
alkaligenes sometimes neutralises the acid produced.) 
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(d) Subculture on to trypsin-agar slopes and into lifcmus- 
mannite-peptone-yvater. 

( e ) Incubate for 12 hours. 

Then proceed according to the following 

Lactose.— Acid or acid and gas : Discard. No cbaDge . Test as follows. 

Mannitc: No change.— I. Motile: May be (1) B. fxc. alkal., or 
(2) Morgans No. 1. Confirm by reaction with other sugars, indol, and 
litmus mlik. 

2. Non-motile : Test agglutination with Shiga antiserum. Negative : 
Mav be (1) non-inotile B. fxc. alkal. ; (2) possible inagglutinable 
B. <lyscnterix Shiga. Positive: B. dystnteriic Sbiga. 

Mannite : Add. — 1. Motile: Further investigation if necessary. Not 
B. dysenteric. 

2. Non-motile: Test agglutination with Flexner and Y antisera. 
Positive: B. dysenteric Flexner or B. dysenteric Y. Negative: Test 
effect on other sugars, indol, litmus milk for possible atypical 
B. dysente rise. 

Mannite: Add ami gas.— Further investigations if necessary. Not 
B. dysenteric. 

Note on Agglutination. 

When a rapid diagnosis is required likely colonies may be 
investigated direct from the plate ; this is often possible in 
early acute cases where a large number of colonies of 
B. dysenteric appear. 

An emulsion having been made in normal saline of 
suspected colonies, a small loopful of this is put on slide, a 
similar loopful of Flexner-Y antiserum (1 in 100) is mixed 
thoroughly with it; dilution 1 in 200. A cover-slip is placed 
upon mixture and fluid examined microscopically. Immediate 
agglutination is diagnostic. A control, with saline instead 
of antiserum, is necessary, as some organisms, notably 
B. fccalis alkaligenes , and one type of paracolon bacillus 
sometimes clump in normal saline. The same may be done 
using Shiga antiserum. These rapid results must be con¬ 
firmed later by sugars, etc., and by careful agglutination by 
a macroscopical method. 

The agglutination tests referred to above may be carried 
out either by the admirable method described by Garrow 
(Garrow’s agglutinometer *) or by the ordinary tube method, 
using saline emulsions from trypsin-agar slopes. 

It is convenient to standardise the specific sera for stock 
use to titre of 1 in 50, and these stocks must be stored in an 
ice-chest. For instance, if the antiserum supplied is 
titre 1 in 5000 pure serum and already diluted 1 in 10 the 
stock is prepared by taking 9 parts of saline to 1 part of the 
antiserum. From the stocks any dilution required can 
easily be made. 

It is advisable whenever possible to use a separate anti¬ 
serum for Flexner and for Y, because we have noted that 
some Flexners do not come down to Flexner-Y' serum, but 
do so with Flexner serum alone. Many Flexner infections 
may be missed in this way. 

Note. — If Widal controls are male with patients’ sera it is necessary 
to take into consideration any previous administration of antidysenterlc 
serum or vaccine, and to draw conclusions accordingly. 

Results. 

We have isolated only two B. dysenteric Flexner out of 
some 5000 examinations of stools which contained neither 
pus nor mucus ; and never a B. dysenteric Shiga. This 
shows the futility of examining stools of this character. 

Our findings of the classical types of B. dysenteric in stools 
containing pus and mucus'or mucus alone are as follows :— 

200 cases investigated by method described. 

101 typical stools containing pus and mucus. Findings : 46 B. dysen¬ 
teric Shiga, 30 B. dysenteric Flexner-Y-i.e., 75 per cent, positive 
results. 

Remaining 99 had not the typical naked-eye appearance, but con¬ 
tained mucus. 

The findings in the 200 cases were: B. dysenteric Shiga, 68; and 
B. dysentcriie Flexner-Y, 41— i.e., 54 per cent, positive results. 

From results obtained we are bound to conclude that the 
classical types of B. dysenteric — Shiga, Flexner. and Y — 
are the true causes of bacillary dysentery. The 75 per cent, 
positive findings in selected cases is surely proof in itself. 
It is probable that the 25 per cent, negative findings may be 
explained by (1) specimens collected too long before being 
cultured, (2) duration of disease too long, with disappearance 
or paucity of dysentery bacilli. Moreover, the results fully 
demonstrate the value of the methods described. 

As regards atypical forms of dysentery bacilli, on which 
so much work has been done recently, it is more than likely 
that these are associated organisms and not the true causes 
of bacillary dysentery. The so-called inagglutinable types 
of Shiga and of Flexner-Y are often morphologically unlike 
the classical types, being distinctly smaller and thinner, and 
the colonies are more “slimy ” in character. We have often 
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isolated these types from plates on which the classical types 
were found, and from many stools apparently normal. In 
many cases the reaction of the patient’s serum has been 
tried in its effect on these atypical forms with negative 
results. In no case have we failed to get positive (con¬ 
trolled) reaction when classical types have been isolated, 
the test being done before any administration of anti- 
dysenteric serum. 

Sept. 30th, 1917. _ 


Clnoral Itoks: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


A CASE OF TRENCH FEVER IN A CIVILIAN. 
By J. H. E. Brock, M.D. Lond., F.R.C.S.Eng.,D.P.H., 

LATE HONORARY PHYSICIAN TO THE WESTMINSTER GENERAL 
DISPENSARY. 


An account of the following case may prove of interest 
and indicate the possibility of an outbreak of the disease 
amongst the general population. During the case I had the 
privilege of meeting two consulting physicians. The first, 
after probably the end of the second rise of temperature, 
hesitated to accept my diagnosis of trench fever, but would 
commit himself to no opinion, merely saying that, whatever 
the infection, he thought it was at an end, and that the 
patient would soon be on the road to recovery. The second. 
Dr. Farquhar Buzzard, unhesitatingly accepted the diagnosis 
at the end of the probable third rise in temperature, and 
four days before it rose again and the final stage of the 
illness began. 

I have used the word “probable,” as applied to the rises 
in temperature, because I think, from the subsequent course, 
that the patient first consulted me during an afebrile interval 
following the initial rise. His temperature on that day was 
perfectly normal; and a careful examination revealed 
nothing to explain the severe pains in his legs. I could 
arrive at no conclusion ; and it was not till I was sent for 
five days later, when the patient had returned from a week¬ 
end in the country, that ray suspicions as to the real nature 
of the illness were aroused. 

Patient, aged 62. a business man, consulted me on May 17th, 1918, 
complaining of a general aching, severe pslus in legs, headache, and 
slight chilliness during previous three days. No vomiting; bowels 
quite regular. T. 98’4° F. P. 84, irregular. Tongue dry and furred. 
The physical signs were only those of old mitral stenosis, of which 
I had been aware for 21 years—viz., apex beat in sixth left space, 
1 J* Inches outside nipple ; presystolic thrill, loud presystolic murmur 
running up to first sound and followed by second sound at apex ; 
base nil. Over base of left lung numerous moist r&les; few moist 
Bounds at right base. Liver a good hand's breadth below costal 
margin ; spleen not palpable. Urine normal. I wrote him a salicylate 
and alkali mixture. Patient was going to stay with his brother for 
week-end ; I offered no objection. 

I next saw patient on evening of May 22nd. T. 102"6 9 , P. 108, 
irregular, agonising pains In lower limbs from hip to feet, worse on 
right side; some pain in arms. Pain was most severe in shins; some 
tenderness on pinching calf and thigh muscles. Cardiac and pulmonary 
signs as already described. No strabismus; he could flex chin on to 
sternum; no rigidity of legs, arms, or back ; Kernig’s sign not present; 
knee-jerks absent; plantar reflex flexor, sensation normal; no loss of 
motor power in limbs ; sphincters normal. Abdomen was flaccid; liver 
enlarged as before; spleen beneath left costal margin for about three 
fingers’ breadth, not tender; lymphatic glands not enlarged. Urine 
was acid, sp. gr. 1034; no albumin, sugar, or casts; trace of bile 
pigment. The patient w*as put on gr. 6 acetosalicyl acid, 2 gr. of 
quinine, and 1 gr. of caffeine eft., every four hours. This gave him a 
certain amount of relief from pain, and enabled him to have short 
sleeps. 

On May 24th T. fell to normal. On this evening, at first consultation, 
an entirely favourable opinion was expressed. With remission of 
temperature partial relief from pains. Phenazone and bromide of 
sodium were next tried for relief of pain; not much benefit. 

At 8 p.m. on May 25th T. rose again to 99'6°; return of pains in legs 
with severity. From this date till May 30th T. elevated ; 101° on 
evening of 28th. On 30th T. again normal. Throughout this period 
pains in limbs and sleeplessness w'ere chief symptoms. For former a 
mixture of salicylate of soda and bicarbonate of soda t.d.s. with 5 gr. of 
quinine once a day were tried, and next salicylate of soda and iodide 
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of potassium, bat without success. Bromldla and then chloralamide 
were prescribed, the former with some relief, the latter without 
any. 

On May 31st patient was seen by Dr. F&rquhar Buzzard, who 
confirmed my diagnosis. He advised guaiacol carbonate, 10 gr. t.d.s., 
for the pains; results no better. On June 1st slight tcdema of feet- 
Put on mixture of am. carb. gr. 3, tinct. digitalis m. 10, and tinct. nux 
vom. m. 5. t.d.s.; also three cachets of guaiacol carbonate a day. 
At night a draught of bromide of potassium, chloral hydrate, and 
tinct. opil. 

On June 3rd T., normal for 5 days, rose again; pains again became 
severe. Digitalis mixture was continued from this time onwards till 
death ; the digitalis being gradually increased until he was taking 18 m. 
t.d.s. Guaiacol discontinued; put on salol 5 gr., quin, sulph. 2 gr., 
calomel 1 12 gr., t.d.s., for the pains; certain measure of relief. For 
sleeplessness he had medinal, at first with great success. This was? 
towards end, replaced by paraldehyde 31. The latter took five or six 
hours to act, and then produced prolonged and deep sleep. 

From June 3rd onwards T. followed a characteristically septic course, 
101' to 102*6'' at night, subnormal in morning. On June 8th he had two 
rises of temperature to 101° and 102° respectively, normal between ; no 
rigor. Despite the increasing doses of digitalis, oedema of lungs and 
feet increased, moist sounds being audible over both lower lobes in front 
and over whole back; oedema of lower extremities extended nearly to 
knees. On June 13th signs of pneumonia were audible over middle lobe 
of right lung. T. 1Q3 3 , gradually creeping up to 106° on the afternoon 
of June 14th. Patient died same night. 

Com menU. —It is now established that the vims of trench 
fever is transmitted by an infected louse, either by scratching 
and rubbing in the excreta, or apparently sometimes by a 
simple bite. It has been recognised for some time that being 
actually in the trenches or fightiDg zone is not a sine qua non 


that when the patient first consulted me on May 17th, 

after he had been ill three days, he was at the end of 
his first bout of pyrexia, and that the rise that began 
on June 3rd was therefore the fourth in the series. From 
this date onwards the temperature was unmistakably septic 
in its course, due, in all probability, to the damaged mitral 
valve being attacked by the organism of trench fever. The 
myocardium was also profoundly affected and showed a pro¬ 
gressive failure to cope with the circulation, evidenced by 
increasing oedema of the lungs and lower extremities. The 
pneumonia of the middle lobe was in all probability embolic 
in origin and part of the .same septic process. 

Hampstead, N.W. 


A CASE OF TRANSIENT HEMIPLEGIA. 
By H. H. Mills, M.D. Lond. 



for contracting the disease. Given infectious material and 
lice to carry it, the disease may spread to those in contact. 
If that can happen in France, there is no reason why the 
same thing should not occur in this country, to which large 
numbers of men are constantly returning from the front, 
many of whom have had the disease. 

An outbreak of trench fever being a possibility amongst 
the civilian population, the point to be settled is the accuracy 
of the diagnosis. Was this case one of trench fever or not? 
The organism of trench fever not having been isolated up to 
the present, bacteriology can afford us no help. The diseases 
that would require to be ruled out as possible explana¬ 
tory causes are typhoid or paratyphoid, malaria, acute 
rheumatism, Weil’s disease, and sepsis. 

The course of the pyrexia, broken by days of normal 
temperature, disposes of the typhoid group. The patient 
had not been out of England for years, had never previously 
suffered from malaria, showed no periodicity in the eleva¬ 
tions of temperature, and had no vomiting, chills, or sweats. 
From first to last no joint was affected ; the pericardium 
escaped, and do fresh valvular lesion appeared—points that 
make acute rheumatism a very improbably diagnosis. 

The pyrexia, pains in the limbs, enlargement of spleen and 
liver, made me think of Weil’s disease or epidemic jaundice 
as a possibility. The enlargement of the liver, however, was 
of old standing, only that of the spleen being recent. The 
urine contained some bile pigment, but there was an absence 
of intense jaundice, and no nephritis. A careful examination 
showed no septic focus anywhere. 

Up to June 3rd the pyrexia followed the course usually 
described in trench fever. I think it highly probable 


The case reported below is remarkable in view of the 
passing of the signs of a complete hemiplegia under actual 
observation. 

At 7 A.M. on May 1st patient, a Jewish lady, aged 28, woke with her 
left side paralysed. I was telephoned for and very soon was able to 
note an apparently complete left-sided hemiplegia. Left leg and arm 
completely flaccid and useless. Face drawn to right; Speech much 
impaired. Tongue protruded straight; pupils reacted normally ; no 
strabismus. In considerable mental distress, the patient w'as able to 
say that “she knew what she wanted to say, but could not say it 
properly.” She was mentally clear, and had gone to bed the night 
before perfectly well. This was confirmed by her sister, who occupied 
the same room. I secured a nurse. At 
11 a.m. the condition was precisely as In 
early morning, but to my surprise I heard 
that between 8 and 9.30 the paralysis had 
passed away. Heart sounds normal; no signs 
of cardiac degeneration; blood pressure 
normal ; urine gave no indication of disease. 

At 9 p.m. Dr. Lauriston Shaw saw the 
patient; condition precisely as before. As 
we were watching the patient and had 
satisfied ourselves that there was no loss of 
sensation and that the jerks and reflexes 
were normal, the facial muscles of the left 
side gradually resumed their normal func¬ 
tion and the facial expression became 
equalised on the two sides. In a slmllar 
way the muscles of the arm and leg resumed 
their function. Beyond a certain feeling of 
“ crampinesB ” there was nothing to remind 
us of the clinical picture we had observed five 
minutes before. It should be stated 'that 
at 6 p.m. there was frontal headache on right side and patient had 
vomited. Tongue clean throughout. 

On May 2nd patient was perfectly normal, but the nurse informed 
me that there had been a return of the paralysis for about a quarter 
of an hour in the night. The patient was conscious of the onset and 
the passing of the attack. From this time on until July 7th there has 
been no return of the paralysis and the only sign of anything possibly 
abnormal has been a certain amount of fatigue and some mental 
irritability (similar to such symptoms as are so commonly seen after 
any illness causing shock). There is not the slightest sign of any 
lesion affecting the nervous system or the musculature of the left side. 
Wasserman reaction negative ; cerebro-spinal fluid not examined. 

The previous history is interesting, as in August, 1917, for about 
three days, there was a feeling of " creepiness ” in left side of face and 
numbness and feeling of weight in both arm and leg of left side. Also 
for years past patient has suffered from very cold feet and hands, for 
which “ she has often put her hands in hot water for a time.” 

The diagnosis presents an interesting problem. The signs 
were so extensive as well as so transient that a temporary 
deficiency of blood-supply to the upper nervous centres 
seems to be the most likely explanation. Local spasm of the 
cerebral arteries has been regarded as a possible cause of 
migraine, and spasm of the retinal arteries has been actually 
observed with the ophthalmoscope during an attack of 
hemianopia. It would be interesting to know if any of your 
readers have notes of a similar case. 

St. Mary Abbott’s Terrace, W. * 


The garden party held on July 16th resulted in a 
benefit to the Royal Medical Benevolent Fund Guild of 
£1350 after expenses had been paid, an outcome of practical 
benevolence upon which all concerned must be congratulated. 
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$ebtttos anb Jtotices of goofes. 


Social Life in Britain from the Conquest to the Reformation. 

Compiled by G. G. COULTON, M.A. Cambridge: At the 

University Press. 1918. Pp. 540. Price 15*. net. 

Everyone who is interested in the life of the Middle Ages 
knows Mr. Coulton’s former books—namely, “A Mediaval 
Garner,” “From St. Francis to Dante,” “Chaucer’s 
England,” “ Mediaval Studies,” and the possibly less 
known “Friar’s Lantern.” His latest book, which is now 
before us, should be studied in connexion with “A 
Mediaval Garner,” which gives a more genera! view of 
mediaval life, not being confined to Britain. For one 
feature which characterised mediaval life, and one which 
fell into abeyance between the Reformation and the end of 
the Napoleonic wars, was a great intercourse between 
these islands and the continent. This was due to several 
causes, among which may be mentioned the general use 
of Latin as a spoken language among “ clerks ” as well as of 
French, among the upper classes at any rate, until about 
1360. Also, except for the great division between.the East 
and the West, there was for all practical purposes religious 
unity, though there were plenty of divisions amongst the 
various regular orders, and between them and the seculars, 
neither were religious-minded lay folk always free from doubts! 
Mediaeval university students, too, wandered from one 
university to another far more than they did in later years. 
Human nature, however, has changed but little in the main, 
and any one who reads Mr. Coulton’s extracts from various 
mediaeval chroniclers will find the same virtues, the same 
faults and weaknesses, the same strivings to do right, and 
failures, as are evident every day in the present age. Take 
a concrete instance. Most of us to-day when we can turn 
our thoughts from the battle front have to think about 
rationing and profiteering. 

As to rationing : 


On p. 376 of Mr. Coulton’s book is an extract from the Coventn 
Leet Book noting that in 1520 “the price of all manner of oorne anc 
graynes be-ganne to rise,” wherefore Master John Bond, the mayor tool 
a survey as to the number of people within the city and the quantity 
°f Jhe various grains. The population numbered 6601 and the gralni 
at the time of the survey (October) 204 qrs. 5 strike. On the Frtda\ 
before Christmas Day, owing to the exertions of Master Bond and hti 
friend, there was brought “ to help to susteyne the Cyte ” 78 qrs. 6 strike 
of all kinds of grain; moreover, “ ther was at that tyme xliij baker* 
within the Cyte, the wiche dyd bake wekly a-mongest all six score 
quarter or whet and xlj besydes pese and Rye.” Taking the wheat 
only, this gives over 9 lb. per head per week, making (says Mr. Coulton) 

at least 6 lb. even of fine white bread per person.” 

As to profiteering : 

Ift 1416 the wife of Hlldy. the poulterer (London), and the wife oi 
we « committed to prison because against the proclamation 
of the Mayor the wife of Hlldy sold four woodcocks for 20d. and the 
wife of Mede refused to take 12 d. for two partridges. The tariff of 1343 
which apparently was still in existence, fixed the price of a woodcock 

ft S.'n. n « a f P&rtri<1ge » ft 5 *, Rou * hly speaking, we must reckon pence 
as shillings to convert them into modern values. 

Food regulations are interesting : 

In 1378 the Mayor and Aldermen of London issued a tariff fixing the 
prices of meat and poultry roasted or baked in a pasty; thus a roast 

a Tf 0 *!* *&“**,?* „ Bufc in 1379 we note that the 
Pastelers of the Clty.of London have heretofore baked in pasties rabbits 
geese, and garbage, not befitting and sometimes stinking, In deceit of 
people ...... therefore by assent of the four Master Pastelers it is 

ordered and assented to that in the first place no one of the said 
trade shall bake rabbits in pasties for sale.” Is this order an early 
example of the common idea that rabbit pie is poisonous? * 

In the Section on Medicine there is an interesting note 
showing the danger of unqualified practice—namely: 

" In 1354 the Prior of Hogges Master Paschal, Master Adam de la 
Polotrie, and Master David de Westmorland, surgeons were sworn 
th ®M»yor, Aldermen, and Sheriffs to certify is to’an enormous 
and horrible hurt on the right side of the jaw of Thomas de Shene 

r^^Z h . eth rn 0r n K fc n UC ; h *w jU u y was curabl « the time when 
9P ,c er of Cornhulle took the same Thomas under his care to 
S rS aforesaid ; Who say upon their oath that if the aforesaid 
John the Spicer at the time when he took the said Thomas under his 
care, had been expert in his craft or art, or had called in counsel and 
assistance to his aid, he might have cured the Injury aforesaid; and 
T h H y Q er i 8ay tbat through want of skill on the part of the said 
fncurable ” PiCer ’ th ° 8 * d InjUry under his ha8 apparently 

John the Spicer was, suspect, an apothecary who tried 
to practise surgery. 

After the regulations to which we have referred above 
J^noerning the food of the whole, it is sad to find that 
in 1356, in an agreement between the Chancellor, Masters and 
Scholars of Oxford on the one hand, and Richard d’Amory 
on the other, it was decided that the University should have 


jurisdiction over the market with power to seize all bad 
victuals and to punish delinquents in that matter, on con¬ 
dition that the things forfeited should be given to the 
Hospital of St. John the Baptist outside the East Gate. 

Space fails us to deal with the many other sections into 
which this delightful book is divided, but we warmly 
recommend it to anyone who wishes to have a complete view 
of the life of his forefathers in the Middle Ages. 


I. A Medical Dictionary. By W. B. Drummond, M.B. 

Edin., F.R.C.P. Edin. London: J. M. Dent and Sons 

Ltd. Pp. 625. Price 10*. 6d. 

II. A Short Italian Dictionary. By Alfred Hoabe, M.A. 
• Vol. I., Italian-English. Cambridge: At the University 

Press. 1918. Pp. 443. Price 9*. net. 

I. The title of this volume is a misnomer in that the 
volume is much more than a dictionary, being intended 
by the author to supply (1) information concerning our 
advances in medical knowledge which every inquiring mind 
desires; and (2) materials for supplementing the doctor’s 
advice so that his directions may be carried out more faith¬ 
fully and intelligently. Under the former category come a 
series of illustrated articles on Anaesthesia, Antiseptics, 
Bacteriology, Eugenics, and the like; under the latter, 
others' on Athletics, Bandaging, Cooking, Ventilation, and 
so forth. We have found in a series of articles, chosen at 
random, the information in each case clearly and attractively 
written, and in most cases well illustrated. The four 
beautiful coloured plates of chicken-pox, rubella, measles, 
and scarlatina, from the ‘ ‘ Hand-Atlas of Diseases of 
Children,” should prove specially useful, as well as the 
manikin in five layers, but all the illustrations reach a high 
level. We congratulate Dr. Drummond on a book which 
can be consulted by the non-medical inquirer, and which 
may be of use to the medical man when required to present 
a topic to a lay audience. 

II. This Italian dictionary is an abridgement of the 
author’s well-known quarto dictionary which was published 
some three or four years ago, and for ordinary purposes of 
translation the smaller dictionary will be found as useful as 
the larger one. It may be remembered that the quarto 
dictionary had appended to it a short English-Italian 
vocabulary, and this vocabulary is to be extended until it 
is as large as the abridged Italian-English dictionary to 
which it will form a second volume, the whole work 
covering the needs of the translator completely. There 
has long been need for a dictionary which would serve both 
Italian and English purposes, and we can recommend 
thoroughly Dr. Hoare’s work, anticipating that the second 
volume will be as good as the first. A prefatory synopsis of 
the conjugation of the Italian verbs will be found very 
useful. Included in a list of strong, irregular, defective, 
and other difficult verbs are all the verbs of the third con¬ 
jugation, so that the student may know which of the two 
models is to be followed. 


The Dispensatory of the United States of America. By J. P. 

Remington, Ph.M., F.C.S., and Horatio C. Wood, Jr., 

M.D. Twentieth edition. London and Philadelphia : 

J. B. Lippincott Company. 1918. Pp. 2010. Price £2 10*. 

It is 11 years since the appearance of the last edition 
of this encyclopaedic work and 85 years since it was first 
published, during which time it has doubled its number of 
pages and nearly quadrupled their printed content. The 
original object of the Dispensatory was “to present an 
account of medicinal substances in the state in which they are 
brought into the shops, and to teach the modes in which 
they aie prepared for use.” This scope still holds good, 
although with the development of therapeutic agents the 
actual “ substances ” are now very different from those at first 
contemplated, and bacterial products and serums, as well as 
hundreds of synthetic remedies, are fully dealt with. This 
has necessitated a complete rewriting of the text, for which 
purpose the two editors in chief have called in the help of 
professors of chemistry, pharmacy, and botany, and a 
director of a research laboratory, who are now associated 
with them on the title page. The whole is based upon the 
newest editions of the U.S. and British pharmacopoeias and 
the U.S. National Formulary. On both sides of the Atlantic 
it will be found to be an inexhaustible mine of accurate 
information. 
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The Principles and Ideals of 
Medical Education . 1 

Sir George Newman, Chief Medical Officer and 
Principal Assistant Secretary of the Board of Educa¬ 
tion, has addressed to Mr. H. A. L. Fisher, President 
of his Board, a Memorandum on medical education 
in England, which is alike a valuable resume of the 
subject and a repository of useful suggestions for 
future developments. Grants in aid of medical 
education were first made by the Board of Educa¬ 
tion in 1908, and from that date the Board has 
taken official cognisance of what is being done at 
the various medical schools to which assistance 
has been given. This cognisance has consisted of 
periodical visits, made by Sir George Newman in 
conjunction with distinguished medical visitors, 
and on the resulting advice the grants have been 
assessed. Sir George Newman has therefore been 
able to compose his Memorandum out of the fullness 
of personal knowledge acquired by discussion with 
local education authorities and reinforced by high 
assistance. The Memorandum is introduced by a 
section setting out the nature of medical education 
in the country at the present moment, in the 
course of which the educational functions of 
the General Medical Council are reviewed, and 
the principles set down upon which medical 
schools have been recognised as fit subjects 
for Grants in Aid by the Board of Education. 
That the scope and necessity of these Grants 
may be fully understood, the succeeding sections of 
the Memorandum have been written, for it is really 
the justification of a public department for spending 
money upon sectional training. And the justifica¬ 
tion is complete. 

The 12 chapters which follow the introduction 
subdivide the subject of medical education in an 
orderly manner. First the functions of the medical 
practitioner are considered, as well as the con¬ 
ditions of medical practice, and the place which a 
University education should have in medicine. 
These general matters are discussed with clearness, 
and the way in which the information is brought 
together should make plain many questions which 
have hitherto been found difficult, because debates 
upon them are so often loose, indefinite, and incon¬ 
clusive. Coming next to the study of the preliminary 
sciences, chemistry,physics, and biology, Sir George 
Newman discusses in Section 4 of his Memorandum 
the divergences of view among educational autho¬ 
rities. For upon two important issues—namely, 
what should be the “content” of each subject as 
an adequate preliminary to medicine, and when in 

1 Board of Education. Some Notes on Medical Education In England. 
A Memorandum addressed to the President of the Board. By Sir George 
Newman, K.C.B., M.D., F.R.C.P., Chief Medical Officer and a Principal 
Assistant Secretary of the Board of Education, and Medical Assessor to 
the Universities Branch of the Board. London: Published by His 
Majesty's Stationery Office. Cd. 9124. Price 9 d. 


the student's curriculum should each subject be 
introduced—no two educational experts ever seem 
to be wholly in accord. The question of “ content’’ 
—i.e., of the syllabus or range of study to 
be required of the student—has been settled on 
a more or less comparable plan by the various 
universities of the country possessing a medical 
faculty, but this must not be taken to mean that all 
the universities and corporations can or do provide 
equal facilities for the education of their students 
according to a common design. It is exactly 
here that the Board of Education can play a most 
valuable part in helping to provide the means 
whereby education can be levelled up, and to supply 
some of the necessary information in a clear form 
has been the direct object of the Memorandum. 
Turning to the second issue, which is con¬ 
cerned with the time in the student’s education at 
which the preliminary scientific subjects should 
be attacked, relegation of these subjects to the 
student’s career at a secondary school is recom¬ 
mended. While improvement has been made in the 
teaching of these subjects in certain medical 
schools, the advance in medical knowledge has 
in its turn shown more intimate relations between 
the subjects and practical medicine, so that the 
ground which the teacher has to cover is being 
rapidly extended, while the outcry against an over¬ 
loaded curriculum becomes yearly more distinct. 
The perplexing position is thus reached that, with 
regard to the amount and standards of preliminary 
science to be acquired, while the medical school is 
the ideal place to learn the subjects, having regard 
to their later application, at this ideal place there 
is no longer opportunity for their acquisition com¬ 
parable to the opportunity that could be offered 
at a good secondary school properly equipped. 
Sir George Newman comes to the following 
general conclusions. He considers that the founda¬ 
tions of chemistry, physics, and biology for the 
medical student should be laid in the secondary 
schools in a thorough grounding in inorganic 
chemistry, mechanics, elementary physics, natural 
history, and botany. In some of these schools, he 
points out, it would be practicable in two years to 
cover the ground of all preliminary science ancillary 
to medicine, making it unnecessary for the student 
to devote any time at the medical school to study 
of these basic sciences. W r hile indicating that in 
this way it would be possible both to unload the 
medical curriculum and yet give to the student a 
better start than formerly, the Memorandum recog¬ 
nises that such schools are not to be found 
in all divisions of the United Kingdom, and in so 
doing indicates one of the chief difficulties ahead. 
But while relegating the preliminary sciences 
to the secondary schools, Sir George Newman’s 
further conclusions on the subject provide for 
linking scholastic studies up with medical studies 
proper, finding that there is no visible continuity 
throughout medical education between subjects and 
departments. In short, the professor of physiology 
may know nothing of the work of the professor of 
pathology, while the essence of medical education 
is that the student should see in pathology an 
altered physiology. Our educational authorities 













148 The Lancet, J 


MALARIA IN ENGLAND. 


[August 3,1918 


should realise that, when any considerable mass 
of teachers and students can ask seriously, tk Why 
do we learn, or why do we teach, just these 
things and up to just this point?” then the 
system employed has failed in logical reason and 
sequence. 

The remaining sections of the Memorandum deal 
with the position and conditions of study in the 
medical curriculum of anatomy and physiology, 
which lead in their turn to the study of patho¬ 
logy and of the clinical subjects, surgery, 
medicine, gynaecology, and therapeutics. The 
defects in the curriculum here are as frankly 
pointed out as the value of the work which 
is done is acknowledged. The criticisms come 
under four heads, to one of which, the in¬ 
sufficient coordination between subjects and de¬ 
partments, we have alluded to; the others are :— 
Default from university standards in the medical 
teaching ; Absence of a proper association between 
medical education and medical research; and Insuffi¬ 
cient organisation of the post-graduate study of 
medicine. Sir George Newman is, above all 
things, a practical and constructive critic, and is 
not afraid to suggest remedial action. From the 
four principal defects which he sets out, “ two 
fundamental necessities,” he says, “ emerge; the 
need of further financial assistance and need of 
guidance and direction.” He holds that the old- 
fashioned way, the literally mediaeval way, of 
running the medical education of the country out of 
the students’ fees for tuition must end in failure. 
“ It is impossible, to-day,” he says, “ to teach 
medicine as it ought to be taught out of 
students’ fees or uncertain endowments. The 
result is that medical education and research are 
starved.” We entirely agree with him, and 
agree also with his corollary, that if financial 
assistance be the first requirement, the next 
requirement, a further and collateral necessity, 
is wise, economic, and purposive outlay of any 
funds provided by the State to meet the proved 
needs. Such money will be public money, it will be 
disbursed, if it is granted, in aid of the improved 
standardisation and the detailed reform of medical 
education, and with regard to the allocation of 
such grants the medical profession alone cannot 
expect to have the disposing voice, though it can 
and must demand to be consulted in circumstances 
making it likely that medical views will receive 
proper weight. 

The Memorandum is not only a long one but 
very closely written. We have only attempted here 
to indicate its contents and outline the more con¬ 
troversial sections at the beginning of the docu¬ 
ment. We urge our readers to obtain and read the 
Memorandum. 


Malaria in England. 

During the summer and autumn months of last 
year 178 cases of malaria of indigenous origin 
occurred in the south-eastern counties of England. 
The form of disease in each case was benign 
tertian of not very severe type, and no single death 
resulted. Of the total number of cases 136 were 


men serving in the Army, 19 in the Navy, and 23 were 
in civil life. Only in two districts—namely, the Isle 
of Sheppey and the neighbourhood of Sandwich— 
was there anything which could properly be called 
local prevalence. As an actual cause of sickness 
the outbreak was therefore almost a negligible 
factor. These are the facts set out by Dr. G. S. 
Buchanan, assistant medical officer to the Local 
Government Board, in his introduction to a volume of 
papers just issued by the Board as a Special Report 
(New Series, No. 119). The larger part of this, 
introduction, dealing with the principles of pre¬ 
ventive action, we give in slightly abridged form on 
another page, as well as the headlines of the 
various papers, but we should like to draw special 
attention here to Lieutenant-Colonel S. P. James’s 
paper, entitled “ Practical Points in the Study 
of the Disease and its Diagnosis,” as we find 
in it a practical summary setting out clearly 
and logically the principal facts of malaria, 
its parasitology, diagnosis, treatment, and prac¬ 
tical prevention, in a way which will meet a 
need long felt by those at home who have 
not been brought in actual contact with the 
problems of malaria. In spite of the mildness 
and comparative smallness of the outbreak Dr. 
Buchanan regards the appearance of indigenous 
malaria as disquieting in view of the fact that in 
old days when ague was common in this country 
there were often epidemic years, particularly those 
with hot, dry summers, in which its prevalence 
became very severe. Anophelines have been shown 1 
to occur practically in any part of England where 
conditions are favourable to their breeding, and an 
increasing number of men returning from the 
Eastern campaigns are carriers of the malaria 
parasite.. Exigencies of military service, or the 
termination of the war, may at short notice provide 
all the material necessary for intensive local infec¬ 
tions. The most important question now is to 
know what methods of protection have been 
decided upon by the two Government Departments 
chiefly concerned, and these are epitomised by 
Dr. Buchanan. An anti-mosquito campaign such as 
has been attended with striking success in Panama 
and the Sudan is regarded at present as impracticable 
in this country. Segregation of the human carrier 
in special hospitals is possible enough for the men 
actually suffering from malaria, but to do the same 
with convalescents would entail serious loss of 
man-power and grave hardship on the men. The 
Army authorities rely, therefore, upon getting 
results largely equivalent to those theoretically 
obtainable by segregation by systematising the 
method of curative administration of quinine. 
These and other matters are ably set out in the 
special report. Obviously the first requisite is the 
dissemination of accurate knowledge both of the 
disease and of its causes, as well as of the adminis¬ 
trative measures so far shown to be desirable. This 
purpose the volume admirably meets. 


1 The Trustees of the British Museum (Natural History), Cromwell- 
road, Loudon, S.W., have just Issued a map showing the known dis¬ 
tribution in England and Wales of the anopheline mosquitoes, with 
explanatory text and notes, by W. Dickson Lang. M.A., assistant 
attached to the Department of Entomology (price 2s. 6d.). 
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Annotations. 

“Ne quid nirals.” 

CURRENT MEDICAL POLITICS. 

The Annual Representative Meeting of the British 
Medical Association which was held in London last 
week was not dominated, as in 1917, by any one 
burning question of medical polity. The activities of 
the Central Medical War Committee were taken for 
granted, the only resolution bearing upon its work 
expressing the desire that Government assistance 
should be welcomed towards its expenses, short 
of making the Committee subservient to War 
Office instructions. After full consideration given 
to the scheme drawn up by the Council of the 
Association the desirability of the establishment of 
a Ministry of Health was assumed by the meeting, 
the Council being called upon to cooperate with 
the Royal Colleges and other medical bodies or 
corporations interested in the matter in pressing 
the formation of such a Ministry upon the Govern¬ 
ment. The immediate urgency of legislation in 
this direction was alleged in a resolution of the 
meeting, which is being forwarded direct to the 
Prime Minister and the Home Secretary. We note 
in this connexion Sir George Cave’s statement in 
the House of Commons, reported by our Parlia¬ 
mentary Correspondent, that the Committee of 
Home Affairs hopes shortly to get its proposals for 
a Health Ministry into shape in a non-contentious 
form. 

The representation of the medical profession 
in Parliament was debated, revealing a wide 
divergence of view in regard to principles. The 
Council of the Association, as such, gave the 
meeting no direct lead, but a unanimous resolu¬ 
tion was passed to the effect that the medico- 
political education of the profession should be 
improved in order to secure for medical candi¬ 
dates the medical vote at University elections. 
But in regard to Parliamentary representation in 
general opinion was divided between a policy of 
securing candidates who should adopt the political 
tenets of one or other of the great parties whilst 
pledging themselves to represent medical interests 
as they arose, and the other policy — frankly 
regarded by many as Utopian — of returning to 
Parliament one or more candidates as direct repre¬ 
sentatives of the medical profession. The opposite 
view was strongly expressed that medicine has no 
need for representation of this kind in Parliament, 
inasmuch as the medical profession, speaking as a 
united force to the nation on any matter, would 
ensure its voice being heard without Parliamentary 
representation, on the principle that when the 
public listens Parliament is obliged to act. The 
distinction between the representation of medicine, 
as a science whose development is of the first 
importance to the public, and the representation of 
medical interests in the conduct of piiblic affairs 
was not very clearly brought out at the meeting. 

The relations of the medical profession to the 
certified midwife came up on a series of recom¬ 
mendations from the Council. The Association had 
one voice in opposition to any measure calculated 
to place the practice of normal midwifery solely in 
the hands of the midwife, or to commit to her 
sphere antenatal work other than advice on general 
domestic hygiene. It was laid down at the meeting 
that any further diminution in the practice of 
normal midwifery by the registered practitioner 


would result in the loss of experience necessary to 
deal with abnormal cases. The transference of the 
conduct of normal labour to the midwife has 
already gone a very long way, quickened but not 
started by the war-time conditions. The Associa¬ 
tion foresees that the large increase in the number 
of women medical students is likely in the 
near future to provide a sufficiency of practi¬ 
tioners to meet the whole needs of midwifery, 
as well as of antenatal and postnatal care and 
treatment. We are not ourselves aware of any 
experience justifying the belief that the woman 
practitioner is likely to devote more attention to 
normal labour than the man. A resolution, which 
was largely but not unanimously supported, ex¬ 
pressed the opinion that the private medical 
practitioners in any locality should have the 
clinical supervision of the midwives’ practice ; and 
we think that the meeting hardly realised the extent 
to which the Local Government Board is already 
aiding the midwifery service in rural areas under 
the supervision of the medical officer of health or 
of deputies appointed by him. We have referred 
but briefly to some of the more important topics 
discussed at a business-like meeting. 


TRANSIENT HEMIPLEGIA. 

In another column of this issue will be found a 
clinical note, by Dr. H. H. Mills, on a case of 
transient hemiplegia, which presents certain 
features of interest. The patient, a young woman 
of 28, had a sudden attack of apparently complete 
left hemiplegia, which lasted for an hour or two, is 
said to have disappeared thereafter, began again 
on the same day at an hour not specified, and 
disappeared during Dr. Mills’s visit in the evening. 
It came on once more for about a quarter of an 
hour during the night. Some 10 months previously 
the patient had complained of “ creepiness,” 
numbness, and heaviness of the left limbs for about 
three days. The Wassermann test in the blood 
was negative; the cerebro-spinal fluid was not 
examined. Transient hemiplegia is a not very 
infrequent neurological condition, and may be due 
to a variety of causes. In the first place, it is often 
stated to be caused by a temporary ischemia in 
some cerebral area due to local spasm in the 
artery or arteries of supply. The possibility of 
cerebral seizures due to such arterial spasm has 
apparently been accepted widely, but it is not 
yet clear whether a condition of intermittent 
claudication occurs in cerebral vessels analogous 
to that of peripheral vessels. Dejerine’s 44 inter¬ 
mittent claudication of the spinal cord ” remains 
an hypothesis. Sir William Osier grants the 
occurrence of cerebral arterial spasm only in cases 
of hyperpiesis or of well-marked cerebral arterio¬ 
sclerosis. Dr. Mills’s case is not stated to have had 
either of these pathological conditions. Dr. O. K. 
Williamson, however, believes that arterial spasm 
may occur without signs of these, arguing from 
the phenomena of migraine. Now, secondly, 
there is a similar uncertainty in regard to the 
latter condition. It is known that temporary 
local motor weakness may accompany an attack of 
migraine, although such weakness as a rule lasts 
only for minutes, and in any case the sensory 
symptoms of migraine are much more prominent 
and, in fact, constant. Dr. Mills's patient does 
not appear to have had any of the usual sensory 
phenomena of migraine, while the paralysis was 
more absolute than is seen in that “ neurosis.” But 
there are objections to the local arterial spasm or 
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local vasomotor change theory of migraine, as was 
clearly pointed out by Gowers. It should always be 
borne in mind that some of the phenomena of 
migraine are “ positive,” in Hughlings Jackson s 
sense, and others “negative.” Irritative and para¬ 
lytic phenomena cannot both be caused by the same 
morbid process at the same time, yet local arterial 
6 pasm is invoked to explain both sets of symptoms. 
A third possible cause of transient hemiplegia is 
cellular exhaustion after an epileptic cortical dis¬ 
charge. A fourth condition is associated with 
infective states such as measles and other fevers, 
where transient motor paresis has been not in¬ 
frequently found. Again, in the etat lacunaire 
described by Pierre Marie and his pupils—a 
“ subacute vaginalitis ” of the sheaths of small 
cerebral vessels—a transient paralysis of some 
hours’ duration may follow an ictus not 
associated with loss of consciousness. Still 
another possibility to be envisaged is that of 
disseminated sclerosis, which may certainly begin 
as a hemiplegic variety, with none of the so-called 
classical or cardinal symptoms. In this connexion 
the previous unilateral paraestliesiae of three days’ 
duration in Dr. Mills’s case are of considerable 
significance. Transient paresis in disseminated 
sclerosis is often in the foreground of the clinical 
picture. The negative Wassermann test in the 
blood is of importance, needless to say, yet exa¬ 
mination of the cerebro spinal fluid in so interest¬ 
ing a case might have been helpful. In a few cases 
of meningitis circumscripta serosa there has been 
sudden onset of paralysis, which has as suddenly 
disappeared after lumbar puncture. Reference may 
be made to a point of minor interest in Dr. 
Mills’s case. The hemiplegia was on the left side, 
but the patient had much impairment of speech, 
as opposed, it may be gathered, to articulation, and 
“ knew what she wanted to say but could not say it 
properly.” We are not told whether the lady was 
left-handed; this, however, might be ascertained, 
for a crossed aphasia is of such clinical rarity and 
interest that every case deserves full investigation. 


A WAR STUDY OF BRAIN SURGERY. 

Mr. Harvey Cushing records in the April number 
of the British Journal of Surgery a detailed study 
of the treatment of wounds met with involving 
the brain and its enveloping structures. This is 
a valuable communication, since the methods 
adopted by him and his team of workers have 
resulted in a reduction of the mortality of dural 
penetration cases—133 in number—from 54*5 per 
cent, for the first 44 cases to 28*8 per cent, for the 
last 45 cases. It seems that there remains still, 
after three years, less unanimity of opinion as 
regards the principles of treatment of cranio¬ 
cerebral injuries than of any other type of wounds, 
and a summary of Mr. Cushing’s methods will 
therefore be of general interest. 

The material analysed is composed of 250 cases ; of these, 
10*1 per cent, were scalp wounds, 24*6 per cent, involved 
cranium as well but with intact dura, 60’7 per cent, had 
dural penetration, and 4 - 5 per cent, were massive or burst¬ 
ing fractures. The operative procedure adopted by the 
writer consists essentially in the removal en bloc of the area 
of bony involvement, the withdrawal by suction through a 
soft catheter of the devitalised cerebral tissue lining the 
track, and the extraction of bone fragments with the least 
possible increase in the trauma already produced. A 
classification of cases is adopted, less in accordance with the 
site or character of the cranial involvement than with 
the seriousness of condition of the cranial contents. One 
can only touch here upon a few of the interesting points 
detailed by Mr. Cushing. He warns us against underesti¬ 
mating the possible seriousness of scalp wounds, especially 


if situated on the longitudinal sinus. In those cases 
where there is depression of the inner table trepanation is 
indicated, of course, but recovery is often hastened by in¬ 
cision of the dura, the dangers of infection, it is stated, being 
less than has hitherto been feared. Wounds with laceration 
of the dura and cerebral contusion are favourable cases, in 
spite of the fact that the meninges have been torn; even 
though the scalp wound may be grossly contaminated, there 
is no immediate risk of intracranial infection, since the more 
or less intact mosaic of bone fragments intervenes, and ex- 
trusion of brain substance is uncommon. More serious are 
those cases, 39 in number in this series, where fragments are 
widely indriven ; often also cerebral protrusion occurs. Most 
of these cases are wounds over the parietal area. An 
interesting feature in these cases is the progressive nature 
of the symptoms recognised by the patient who, after return 
to consciousness, is aware of weakness of one leg, or leg and 
arm, sometimes succeeded by paralysis or spasticity. When 
the ventricles were penetrated by a missile death occurred 
in all cases, probably due to early infection of the cerebro¬ 
spinal fluid. Not uncommonly the projectile lodges actually 
in the ventricle. In other cases in this series, where the 
ventricle is not penetrated, the mortality was 54'3 per cent., 
infection again playing the chief role. 

Mr. Cushing, in a final review, holds that the clinical 
histories of the 219 operation cases have clearly 
shown a large number of the recorded fatalities 
to be avoidable—not only by the employment of a 
still more perfect technique, but bylts more prompt 
application. He is in favour of operating on these 
cases in the earlier stages and eliminating, as far 
as possible, the delay in transit for even the more 
serious cases. The success of his methods certainly 
adds weight to these opinions. 


THE ROUTINE USE OF SPINAL ANALGESIA IN 
GYNAECOLOGY. 

Spinal anaesthesia has proved so useful in 
operations below the level of the umbilicus that it 
is not surprising to find gynaecologists are using 
the method more and more. Up to the present 
time, so far as we are aware, this method of anaes¬ 
thesia has hardly been regarded as sufficiently free 
from risk to be employed as a routine procedure in 
all cases; but the series we publish (p^ 141), from 
the clinique of Professor Dobbin at the Kasr-el-Alny 
Hospital, Cairo, proves that it can be used, at any 
rate in Egyptian women, in all varieties of gynaeco¬ 
logical operations with success and safety. A 
total of 1891 operations under spinal anaesthesia 
is sufficient to warrant us in regarding as trust¬ 
worthy such evidence of the advantages and dis¬ 
advantages of spinal anaesthesia in this class of 
case. From the conclusions drawn by Dr. Mahfouz 
—and the facts he adduces certainly warrant his 
conclusions—the advantages are many and the 
disadvantages few. The small number of cases 
in which complete or partial failure to produce 
analgesia occurred can almost all be explained 
as due to errors in technique, and the series is 
very remarkable for the infrequency with which 
dangerous symptoms occurred, either during or 
after the operation. The author remarks that the 
woman may find the lithotomy position distressing 
while she retains consciousness, but this is readily 
got over by putting the patient lightly under the 
influence of a general anae&thetic before the intra- 
spinal injection is given, and if necessary keeping 
her sufficiently under to prevent her being 
conscious of what is actually happening. The 
plan has already been adopted by some gynae¬ 
cologists. Very little general anaesthetic is required 
when the patient is under the influence of stovaine, 
and it is quite easy to keep her sufficiently under 
its influence to annul entirely any mental shock con¬ 
sequent upon her exposure in the lithotomy position 
or upon the discomforts of the extreme Trendel¬ 
enburg. position. It is urged by some of its 










The Lancet,] REPORTS & TAPERS ON MALARIA CONTRACTED IN ENGLAND IN 1917. [August 3,1918 151 


adherents that spinal anaesthesia does away with 
the necessity for the Trendelenburg position; 
but this is not so; it is true that spinal anaes¬ 
thesia gives complete abdominal relaxation, but 
the facilities for carrying out such an operation as 
an extended abdominal hysterectomy afforded by the 
Trendelenburg position are so real that it is the 
custom of many gynaecologists to invert their patients 
even when spinal anaesthesia has been employed. 
Some operators elevate the table as soon as the spinal 
injection has been given, others — and this, in our 
opinion, is the best plan — wait some 15 to 20 minutes 
before doing so. It is especially in such operations as 
extended abdominal hysterectomy for cahcer of the 
cervix uteri that the combined method of spinal 
and general anaesthesia is so useful. The per¬ 
formance of the operation is facilitated, the shock 
lessened, and the convalescence of the patients 
rendered quicker. Dr. Mahfouz’s paper is a valuable 
contribution to our knowledge of spinal anaesthesia, 
and Professor Dobbin’s excellent results should do 
much to commend the method to gynaecologists. 


The hearing of the action brought by four 
members of the medical staff of the Coventry 
Provident Dispensary against the British Medical 
Association and certain of its officers was concluded 
on Tuesday last, when Mr. Justice McCardie, who 
was sitting without a jury, said that he would take 
time to consider his judgment. 


In answer to a request made by a county medical 
officer of health to the Medical Officer of the 
Local Government Board, the Registrar-General 
has arranged to supply to every medical officer of 
health for the year 1918, and in subsequent years, 
a statement of the number of deaths under one 
year of age in each sanitary area classified by 
legitimacy as well as sex. This is in addition to 
the statistical information already supplied to 
medical officers of health by the Registrar-General, 
and it is hoped that in this way further investiga¬ 
tion will result into legitimacy of birth in relation 
to infant mortality. - 

The death is announced of Dr. Frederick T. 
Roberts, consulting physician to University College 
Hospital and Emeritus Professor of Medicine in 
University College, London, which took place on 
July 28th, in his 79th year. Dr. Roberts, who was 
a Fellow of University College, London, and 
Hon. D.Sc. of the University of Wales, was the 
author of a text-book on the theory and practice of 
medicine, which was a standard manual for many 
generations of students. More detailed apprecia¬ 
tion of Dr. Roberts’s career will appear in a forth¬ 
coming issue. - 

As we go to press we learn with regret the death 
of Mr. Henry Betham Robinson, Major, R.A.M.C. (T.), 
the well-known surgeon on the staff of St. Thomas’s 
Hospital, London. 


THE LANCET, VOL. I., 1918: THE INDEX. 


Owing to the continued shortage in the paper- 
supply, the Index and Title-page to the volume of 
The Lancet which was completed with the issue of 
June 29th have been printed separately, and copies 
have been supplied gratis to those subscribers who 
have, up to July 31st, intimated to us their wish 
to receive them. Other subscribers will be similarly 
supplied, so long as the stock remains unexhausted, 
on application to the Manager, The Lancet Office, 
42J, Strand, London, W.C. 


REPORTS AND PAPERS ON MALARIA 
CONTRACTED IN ENGLAND IN 1917. 


A series of important reports dealing with the occurrence 
of indigenous cases of malaria in this country has just been 
issued by the Local Government Board in a volume described 
as New Series No. 119 (price 4s.). The papers include :— 
Notes on Military Cases of Malaria contracted In England in 1917, 
from reports furnished by the Army Medical Department. 

Naval cases of Malaria contracted in England in 1917, contributed by 
Deputy Surgeon-General P. W. Bassett-Smith. R.N. 

Civil cases of Malaria contracted in England In 1917, by Lieutenant- 
Colonel E. Wilkinson, I.M.S. 

Malaria: Practical Points in the Study of the Disease and its 
Diagnosis, by Lieutenant-Colonel S. P. James, I.M.S. 

English Mosquitoes, by A. J. Grove, M.Sc. 

Tables showing Recorded Observations of Anophellne Mosquitoes in 
England. 

General Abstract from a Report to the Army Medical Department on 
the Mosquito Survey of the Aldershot District, by Captain A. C. 
Parsons, jb.A.M.C. 

Reports of Surveys of Certain Areas in England with Reference to the 
Occurrence of Anophellne Mosquitoes, 1917, by A. J. Grove, M.Sc., and 
by Mrs. A. Macdonald. 

Map showing the Localities In which Anophellne Mosquitoes have 
been Recorded. Prepared at the British Museum (Natural History) by 
direction of the Trustees. 

The reports are introduced by Dr. G. S. Buchanan, 
assistant medical officer to the Local Government Board, 
with a comprehensive review of the present position of 
indigenous malaria and the principles of preventive action. 
With the former we deal elsewhere, and the following is a 
summary of the latter. 

The Principle* of Preventive Action. 

There are several different methods of malaria prevention 
the adoption of one or other of which depends upon the 
particular conditions to be encountered and the particular 
principle which it is decided to apply. It is essential to 
decide which link in the chain of infection is to be the main 
object of attack. A little antimosquito work, a loose and ill- 
considered system for detecting and reporting malaria cases, 
and a haphazard administration of quinine will not greatly 
help, and may be dangerous by giving a false impression of 
security. Certain lines of preventive action have been con 
sidered at conferences between repi%8enfcative8 of the medical 
departments of the Army and the Local Government Board. 

Antimost/uito Work. 

A negative proposition as regards anti-mosquito work must 
first be stated. In this country we are used to gnats and 
midges. We do not often talk of mosquitoes, and think of 
them as rare. The appearance of a disease which is known 
to be ,l mosquito-carried ” thus at once suggests that it should 
be dealt with first and foremost by striking at its insect host. 
Attention is at once drawn to certain well-known anti¬ 
mosquito campaigns with their systematic method of 
drainage, petrolage, and the rest, which have been so effective 
against the mosquito-carried diseases—yellow fever and 
malaria—in Panama. The way in which for many years past 
such campaigns have practically banished all anophelines 
and malaria from places in Egypt and the Soudan is also 
well known. It has already been urged that similar methods 
should be at once organised and taken in hand, if not in the 
country generally, at least in places like Romney Marsh, 
Sandwich, and the Isle of Sheppey, where mosquitoes in 
general, including anophelines, are numerous and often in 
themselves constitute a considerable local nuisance. 

On this matter it is necessary to point out that the under¬ 
taking of such anti-mosquito campaigns must not be 
considered as the only method likely to be effective under 
English conditions, or necessarily the best method. And in 
considering its practical aspects it will be well to refer to the 
inquiries as to the distribution and prevalenceof anophelines 
in England contained or reported in these papers, and 
particularly to the accounts of the detailed mosquito-surveys. 
Consideration of these facts of distribution, of the habits 
which distinguish the anopheline from other mosquitoes, 
and of the nature of the work which has been found necessary 
in malarious countries where anopheline destruction has 
been effectively dealt with points to the conclusion that the 
task, even when limited to small areas, would be one of 
very considerable magnitude if it is to be done in such a 
manner as effectively to prevent risk of the inhabitants being 
bitten by anophelines. 

Much the same applies to measures which merely aim at 
the temporary reduction in the numbers of anophelines in 
an area where they are relatively abundant. Such a reduc¬ 
tion might perhaps be attempted administratively by treating 
the matter as a war emergency requiring special powers to 
be obtained and exercised. But this proceeding, if carried 
out on any scale in the areas principally concerned, would 
make demands on the supply of available labour and entail 
an amount of interference with agricultural work that ought 
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not to be asked for at the present time without much 
stronger evidence of its necessity than could at present be 
put forward. 

While thus setting aside comprehensive antimosquito 
work as impracticable at present, it should be said that 
from many points of view it would be desirable that some 
exact experimental work on mosquito eradication under 
English conditions should be undertaken in suitable 
areas on a small scale. Moreover, minor measures 
can sometimes be taken for destroying mosquitoes or 
mosquito larvae by individuals or by the military or local 
authorities ; for example, the clearing of particular ditches 
or ponds close to dwellings or camps which are found to 
be prolific mosquito breeding-places, or the cleansing and 
whitewashing of cowsheds which harbour the adult 
inseot. Provided that the limitations of such methods are 
understood and primary reliance is not placed upon them 
for dealing with local risks of indigenous malaria, such 
measures are all very good and deserve encouragement. 

Control rf Human Carriers of the Parasite. 

• Another root-and-branch proposal has been considered in 

connexion with the alternative plan of checking infection by 
control of the human carrier of the parasite. Broadly, this 
is a proposal for Army action to segregate those men who 
return from the Eastern war areas or elsewhere, having 
there been attacked by malaria; segregation in special 
hospitals in the case of those actually ill, and in special 
camps or convalescent establishments in the case of all who 
are convalescent from recent malaria or who are liable to 
relapse. To a large extent the first is already secured by the 
plan which for some time has been followed by the Army 
authorities. Men actually suffering from malaria, not only 
those returning direct from abroad but also those who have 
now been transferred to home service, are already treated 
for the most part in special; military hospitals, with pre¬ 
cautions where they are needed against mosquito infection. 

. If they are treated in other hospital units and there is any 

risk of mosquito infection, the hospital ward is screened 
and other precautions are taken. 

With convalescents, however, the case is otherwise. A 
large and increasing number of men who in the intervals of 
attacks are well or in fair health, though liable to relapse of 
malaria, cannot be segregated and kept from their proper 
Army work or from going on leave to their homes for long 
periods—perhaps for years. The impossibility of doing this 
without great loss of man power and grave hardship to the 
men themselves is self-evident, and it may be added that 
even complete segregation of all men known to have had 
malaria would not meet the whole difficulty, as some men 
harbour the malaria parasite without being aware that they 
have had the disease. 

The Army authorities rely upon getting results which are 
largely equivalent to those theoretically obtainable by segre¬ 
gation, by systematising the method of curative adminis¬ 
tration of quinine. It is aimed at giving this drug in such a 
way as to secure as far as possible the “ disinfection of the 
infected,’’ or in any case to obtain a great reduction in the 
period during which the blood of the malarial case would 
contain the parasite and also in the intensity of possible 
infectivity. The methods referred to have been the subject 
of various Army orders and arrangements. In addition, a 
special system has been adopted for dealing with malaria 
cases returning from Salonika. This system provides for 
the inspection of men of this group at the port of dis¬ 
embarkation by a medical officer who decides as to the 
necessity or otherwise of their immediate admission to 
hospital. Those for whom admission to hospital is not con¬ 
sidered necessary are sent to their regimental depots, where 
they are granted 30 days’ furlough before returning to duty, 
and by means of a malaria card and other arrangements 
steps are taken to secure that any necessary treatment is 
continued. Malaria-*uspected ” Area*. 

It may be anticipated that to the extent that the Army 
system referred to is continued and developed the risks of 
extension of indigenous malaria will be reduced to small and 
manageable limits. Looking to these considerations, it 
seems sufficient at the present time to limit any exceptional 
precautionary measures to certain particular localities which 
may be termed “malaria-suspected areas,” selected on 
account of the appearance in 1917 of multiple cases of 
indigenous malaria or because of facts which show that in 
these areas a considerable concentration of possible human 
malaria-carriers coincides with an exceptional abundance of 
anophelines. The areas at present noted for such excep¬ 
tional treatment as agreed upon between the medical depart¬ 
ments of the Army and the Local Government Board are 

Military Areas. Sanitary District Concerned. 

(1) Isle of Shcppey and Isle of Sheeruess Urban; Queenborough 

Grain. Urban; Sheppey Rural; Hoc Rural. 

(2) Sandwich. Sandwich Urban ; E&stry Rural. 

(3) Romney Marsh. New Romney Urban ; Lvdd Urban ; 

Romney Marsh Rural. 

(4) Borden and Longmoor Alton Rural; Alton Urban. 

(Aldershot area). 

The selection of these areas has been arbitrary, and it is 
intended to extend them should experience show that this is 
necessary. Guidance will be obtained during the present year, 
first, by the experience in these areas themselves ; secondly, 
by the information obtained as to the occurrence of any 
groups of indigenous malaria cases outside these areas ; and, 
thirdly, by arrangements w r hich have been made in the 

Army* Medical Department for watching the concentration in 
particular camps or districts of men who have returned from 
eastern war regions. 

While it is not in present circumstances considered 
essential to take steps to make malaria a disease compulsorily 
notifiable throughout the whole of England and Wales, it is 
important that in any district where a medical practitioner 
suspects malaria of indigenous origip he should at once 
communicate the facts to the medical officer of health of 
the district, gr direct to the Board, and should utilise the 
facilities provided for examination of blood specimens. 

Special Measures in “ Malaria-suspected Areas . 11 

The following arrangements are at present in operation, or 
in process of being made, in the areas specified above. 

On the military side a medical officer with experience of 
malaria (acting under the general direction of Sir R. Ross 
from the Headquarters of the Army Medical Department) 
undertakes the expert and supervisory work necessary in 
connexion with camps and troops. With the aid of this 
officer, and by means of special instructions, steps are taken 
on the military side 

(a) To detect malaria (new cases and relapses) at the earliest moment 
among men reporting siok or sent to hospital; giving systematic 
attention to all cases of pyrexia of doubtful origin or otherwise sus¬ 
picious of malaria, and taking and examining blood films in all such 
cases, (6) To give any instruction and expert assistance necessary with 
this object to all medical officers at military camps or hospitals within 
the area, making systematic visits for this purpose, (c) To move 
hospital cases found to be suffering from malaria to one of the special 
malaria hospitals out of the area, or, if they are treated at local 
hospitals, to place them in wards which are properly mosquito-proofed. 

(d) In each camp within the area, to obtain a roll of men who have 
been in any malarious war area beyond France, or who state that they 
have had malaria within two years. Men on this roll to be specially 
examined weekly: to sort out those who are anaemic, or out of sort* 
without complaining of definite illness, and to detect any malarious 
condition or relapse. ( e ) In each camp within the area to have mosquito- 
screened hut or huts for malaria cases on the above roll, with a reserv e 
of mosquito nets to be used in ordinary huts if this accommodation is 
exceeded ; and to secure that appropriate quinine treatment is being 
given to all malaria convalescents. (/) To arrange that the military 
malaria medical officers will give the aid of their special knowledge 
where desired to civil medical practitioners, Ac., within the area, to 
interchange information as to the prevalence of malaria with the medical 
officer of health, and to cooperate with , medical inspectors of the Local 
Government Board who visit the area in regard to civil precautions. 

On the side of civil administration the councils of the 
sanitary areas concerned are advised by the Local Govern¬ 
ment Board temporarily to add malaria to the list of diseases 
made compulsorily notifiable under the Infectious Diseases 
(Notification) Act, 1899, and to transmit to the Board at once 
information as to any newly notified case. Malaria has 
now been made thus notifiable in all the districts specified in 
the list above. Medical inspectors of the Board have con¬ 
ferred on the subject of malaria precautions with the medical 
officers of health, and local visits will continue to be made 
as necessary by them. 

Through these central and local medical officers steps are 
taken on the civil side 

(1) To assist medical practitioners or medical officers of civil hospitals 
in the area in the early detection of malaria cases. Blood films taken 
for this purpose and transmitted to the Local Government Board are 
examined and the result reported to the sender. The London School 
of Tropical Medicine has undertaken to assist in making these examina¬ 
tions. (2) To secure that any civil case of malaria is suitably treated in 
hospital or, if treated at home. Is supplied with mosquito nets; receives 
necessary quinine treatment; is advised how to continue quiulne so as 
to prevent relapses, and how to prevent other occupants of the house 
from becoming infected. (3) To obtain, through the medical staff of the 
county, a periodical examination of children at public elementary schools 
in the area, with a view to detecting cases of enlargement of the spleen 
or ana-mla In which the possibility of malaria should be considered, and 
confirming the diagnosis by blood film examination. In this connexion 
the importance of inquiry as to absentees suffering from fever should be 
remembered. (4) To supply medical officers of health with information 
obtained from Army sources or otherwise regarding men who have had 
malaria and have returned to civil life or civil employment within the 
district. (5) To arrange that medical officers of beilth cooperate with 
the military malaria officer who has expert charge of the area as regards 
the camps and troops therein. 

Conclusion. 

The appearance of indigenous malaria as a consequence of 
war conditions in regions from which the disease has long 
been absent is not special to England. Civil and military 
cases in small numbers, which were comparable to those in 

England in 1917, were reported during the same year from 
certain parts of northern France. Close attention has lately 
been given bv an inter-departmental committee, presided 
over by the Director-General of the Medical Department of 
the Royal Navy, to the occurrence of malaria in 1917 among 
passengers arriving from West African porta. 
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THE LATE RICHARD GRAINGER HEBB. 

To the Editor of The Lancet. 

Sir,—I regTet that the only notice of the death of the late 
Dr. R. G. Hebb which has appeared in The Lancet should 
consist in the bare record of the fact. I know you will 
permit me, even at this late date, to pay some tribute, 
inadequate though it must be, to his memory. To all the 
men who have worked at Westminster Hospital during the 
past 38 years Dr. Hebb, consulting physician and physician- 
pathologist to the hospital, stands out as a unique per¬ 
sonality. To us Dr. Hebb has meant pathology personified. 
Year after year, week in, week out, whatever changes might 
happen in the rest of the hospital, when not in his out¬ 
patient department or in the WArds, he was always to be found 
in the pathological clinical laboratory or in one of the rooms 
of that department. To some of the students in their third 
year just entering into hospital work Dr. Hebb’s manner may 
have seemed somewhat cold, but when they had passed 
through his classes in morbid histology and clinical patho- 
logy, and, better still, had had the great privilege of working 
under him as clerk in the post-mortem room, all became his 
devoted followers. Later, as resident officers in the hospital, 
Dr. Hebb’s room was the resort where they always went with 
the problems that perplexed them and to talk over the physical 
signs and the various symptoms which they could not fit in 
with any description in the text-books. There from his vast 
experience they gained what they sought. For he was a 
physician-pathologist. He knew the patient as a clinician, 
and through all the years he was constantly verifying or dis¬ 
proving diagnoses in that place where errors cannot be com¬ 
placently talked away. And therefore he habitually saw 
through clinical signs to the underlying pathological cause. 

There have been few pathologists like Dr. Hebb. There 
will be still fewer, for he lived for pathology. He left no 
time for anything else ; he cared for nothing else. He never 
laid himself out to gain private practice. He took part in no 
controversies, with the result that his true worth was scarcely 
known to anyone outside Westminster Hospital. Nevertheless, 
the offices he held and the posts he filled show that the range 
of his activities was far from limited. 

Of all the memories that crowd upon an old Westminster 
man one stands out most vividly. It is 12 o’clock on any 
Wednesday morning. The men have hurried up to the 
weekly pathological demonstration—I say hurried, for only 
the bravest, or rather only the most obtuse, would venture to 
be behind time—and as Big Ben booms out the first stroke 
of the hour the door of Dr. Hebb's private room opens and 
the master of the situation‘walks to the table where the past 
week’s specimens are arranged, waiting for that illuminating 
commentary which he knew so well how to fix in the 
memory of his listeners by caustic asides. This was the 
most dramatic moment of our Westminster week. It is no 
wonder that men interrupted whatever they were doing and 
hurried off so as not to lose one moment of that instr uctive 
hour. When in later life these men came up to London 
from the country, or home from the ends of the world, one 
of the great centres of attraction was this Hermit of Patho¬ 
logy. Even amongst the men who admired and valued his 
intellectual vigour, only few knew the heroism of those last 
years when, suffering from such pain as would have incapaci¬ 
tated many a younger man, his sense of duty held him 
unfailing to his work.—I am, Sir. yours faithfully, 

Devonshire-place, W.. 25th July, 1918. ARTHUR EVANS. 


THE TREATMENT OF FUNCTIONAL NERVOUS 
DISORDERS IN THE ARMY. 

To the Editor of The Lancet. 

Sir,—I n your issue of July20th you publish a request that 
medical men who are now being called up to serve with the 
B. A.M.C. should send in their names to the Director-General 
if they are desirous of undergoing a special course of training 
and of undertaking therapeutic work in functional nervous 
disorders. The enormous strides which have been made 
during the war in the treatment of these disorders, and the 


increasing recognition that the mental factors of strain and 
aoxicty are primarily responsible for so many of the 
minor ailments met with in general practice, should surely 
attract an adequate number of applicants. The need for a 
special course of training, by means of systematic lectures 
and clinical demonstrations and instruction, i9 emphasised 
by the fact that different cases of functional disorder require 
different methods of treatment, and that electricity, manipu¬ 
lation, isolation, and the more purely psychological methods 
of analysis, suggestion, and hypnosis each have their value 
in appropriate cases if their limitations, their uses, and 
abuses are clearly recognised. The most successful medical 
officer is he w f ho has learnt to select the particular treatment 
best fitted for each case, and who realises that he must 
familiarise himself with the different therapeutic methods. 
These can be learnt only by instruction in the hospitals 
which have been so successfully established throughout the 
kingdom for the treatment of functional nervous disorders. 

I am, Sir, yours faithfully, 

July 26th, 1918. _ M. 


THE FUTURE OF THE MEDICAL PROFESSION. 

To the Editor of Thb Lancbt. 

Sir,—T hanks are owiDg to Thb Lancet for bringing 
together the three thoughtful papers on this subject in the 
issue for July 20th. Without subscribing to any visions of 
advanced “socialism”—that half-witted offspring of ignor¬ 
ance and envy, and parent of decay—one cannot conceal 
from oneself the assurance that the war has hastened the 
recognition of a new “ natural right of man ”—viz., the riyht 
to an equal ohanoe of health and of its inevitable corollary, 
the imperative necessity for a reorganisation of medicine 
to accord with it. That such a reorganisation must include 
a unification of direction and a status of sufficient authority 
needs no argument. All unbiased opinion demands a 
Ministry of Public Health with a Minister of Cabinet rank. 
This is already much overdue. 

In framing any scheme for it, certain obvious defects in 
existing medical conditions and certain essentials of reform 
must be borne in mind. 

Certain Exist iny Defects. 

1. Preventive medicine is not yet independent of hinder¬ 
ing local interests. It can onlybe bo freed by becoming a 
whole-time State service. 

2. Medical education is still in the hands of financially 
interested corporations, to the detriment not merely of 
medical training proper, but still more so of that preliminary 
general training of the mind which counts for so much in 
the making of the practitioner. A uniform State qualifi¬ 
cation with compulsory adequate minimum of general 
education is urgently needed, and medical education should 
be properly subsidised by the State—probably as part-time 
State service. 

3. Something should be done to give the less-well-off equal 
advantages to those enjoyed by the wealthy and the poor. 
At present these advantages are denied them. 

4. In the Insurance Act the evil principle of the control of 
a highly skilled industry by insufficiently trained minds was 
introduced. This must be remedied. 

5. The financial saving capacity of the medical profession 
is ridiculously inadequate. A man doing such valuable 
public work as a doctor has a right to expect that his 
earnings will maintain himself, his wife, ana children in 
health, pay for education, and provide for his and his wife’s 
old age or for his familv’s support in case of his death or 
complete disablement. How many realise such expectations? 
Why, also, should medicine bear the greatest part of the 
burden of the medical charity of the nation ? 

Certain Essentials of Reform. 

1. The new Ministry must control the whole of medicine. 
The Navy, Army, and Colonial Medical Services should 
certainly come under it. We must know in peace our 
liabilities in war, provide for them, and, as a profession, 
organise them. 

2. Medicine must be controlled by adequately trained 
minds, and the Minister must be a medical man, since sucfi 
alone can properly voice the medical needs of the country. 

3. Except in such instances as the Navy and Army 
administrations and the Public Health Service, whole-time 
service must be restricted to administration. Those hopeful 
souls who think medicine could continue to flourish under 
whole-time conditions of service all round, however learned 
they may be, have not studied either history or human 
nature. Part-time State service for the great bulk of the 
profession is probably the most practical solution of the 
problem of State control. 
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4. Free choice of doctor by patient and patient by doctor 
is enormously important, as the chief means of maintaining 
the very peculiarly human relationship of doctor and 
patient, so vitally essential to getting the best out of 
medicine. 

5. The labourer is worthy of his hire. Adequate pay and 
pension must be insisted on. It should be borne in mind 
that reluctance to press for these is far more often due to 
cowardice than to generosity. 

6. “ Leave ” to recruit body and mind must be assured. 

7. “Study-leave” to bring every man up to date period¬ 
ically must be provided. 

A Warning. 

Whatever happens, the mere extension of the Insurance 
Act conditions to the entire profession must be resisted “to 
the last ditch.” It is manifestly the desire of certain trades 
unionists to bring the medical profession into subjection to 
the “ working classes.” No one has a greater respect than I 
have for the “knights of labour,” where indeed they are 
“ knights.” We have all felt for the men who have gone out 
to the war from the ranks of “ labour ” and returned to our 
care in hospital, something far more than wonder and 
gratitude, what one may call without affectation an 
ineffaceable affection; but with what feelings can we 
regard the men, safe at home, who have made of their 
country’s dire peril a financial opportunity, whose callous 
disregard of their fellows in the trenches has inspired think¬ 
ing men with contempt and detestation. Hands so unclean 
must not control the helm of national health. 

I am, Sir, yours faithfully, 

Exeter. July 21st, 1918. W. GORDON. 

Postscript. 

It is idle for any political wirepuller to imagine he can 
either bribe or bludgeon English medicine into any course it 
disapproves. The Insurance Act was based on such a mis¬ 
conception and it has failed. If the whole-hearted service 
of the profession is to be gained over for the nation in peace 
as it has eagerly given itself in war it mu9t be under terms 
of service both equitable and enlightened. What is fairly 
due to its vast importance and responsibilities, to its arduous 
and highly-skilled labour, must be fairly met. But also, and 
vastly more important, its control must be in the hands of 
adequately trained minds, its mental and moral equals. We 
medical men do not care a straw from what class a legislator 
comes—observation and history alike convince us that the 
makers of England have come from her People in the 
broadest sense—but we care a great deal that those who 
control the progress of the physical welfare of the nation 
shall be men of trained intelligence and unquestioned 
probity. The profession which has been second to none in 
self-sacrificing patriotism in this unequalled war is not 
going to bow to the dictates of the Bolsheviks of 
Coventry. 

The most important utterance in the discussion on Sir 
Bertrand Dawson’s able paper was that of Sir Robert Morant, 
who said : “The medical profession should get to work to 
decide as to the particular characteristics the scheme should 
possess.” What is now, therefore, necessary to bring 
matters to a head is the appointment of a committee of the 
profession, representative of every considerable section of its 
work, to draw up a definite plan for a reorganisation of its 
activities. Such a plan would be neither political nor 
protective in any real sense, but just as scientific and far 
vaster in scope than any proposals for the prevention of 
syphilis or the cure of tuberculosis. The personnel of the 
committee should be such as to command alike the confidence 
of the public and of the profession. 

The proper body to call such a committee into existence 
must be a wholly non-political and reoognisedly scientific 
body, representing already all important scientific medical 
activities. The Royal Society of Medicine answers to that 
description. 

July 25th, 1918. _ 


“ TRYPAGAR.” 

To the Editor of The Lancet. 

Sir,—I n his article in your issue of July 27th on a new 
medium for Pfeiffer’s bacillus which he calls “ trypagar ” 
Dr. John Matthews refers to a medium composed of Douglas's 
trypsin broth and agar described by Captain S. R. Douglas in 
an article in The Lancet of Oct. 10th, 1914. As we had 
always believed that the name “trypagar” was our own 
invention for another medium, I turned up this article and 


found that Captain Douglas does not use it. Had he wished 
to give his medium a name he would probably have called it 
“trypsagar.” In the communication by Lieutenant-Colonel 
M. H. Gordon and myself to the British Medical Journal 
of Nov. 18th, 1916, we gave the name trypagar to the medium 
we therein described for the meningococcus, and which con¬ 
sisted of Douglas’s trypsin broth and extract of peaflour 
combined with agar. The name “ trypagar ” was supposed 
to represent “try” for Douglas’s trypsin broth, “ p” for pea- 
flour extract, and “agar,” of course, for the agar. Sir 
Walter Fletcher suggested that we should call it “ trypsagar,” 
using the “ ps ” for the Greek yf/, until we pointed out that 
the “p” stood for the peaflour extract. Perhaps the diffi¬ 
culty would be best met by calling Douglas’s trypsin broth 
agar “trypsagar,” while retaining the name “trypagar” 
for the medium for which it was introduced—namely, trypsin 
broth containing pea extract and agar. 

I am. Sir, yours faithfully, 

T. G. M. Hine, 

Major. R.A.M.C. 

Central C.S.F. Laboratory, Caxton-street. S.W., July 29th, 1918. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 

The following subscriptions and donations to the Fund 
have been received during the week ending July 29th:— 


Dr. L. Gwllllm Davies... 

£ 

2 

8. 

0 

d. 

0 

Dr. J. L. Jackson. 

Mr. J. H. Frost . 

1 

1 

0 

Dr. J. Thomson . 

Cheltenham Doctors 1 ... 

0 18 

0 

Mr. A. Chapman, M.P.S. 

Mr. J. Gay French 

5 

5 

0 

Dr. Agatha Porter. 

Dr. Elizabeth Wilks ... 

5 

0 

0 

Mr. F. E. Warmington 

I)r. H. W. Arbuck/e 

1 

0 

0 

Dr. J. Black (for 3 mos.) 

Mr. Robt. Read . 

0 10 

0 

Southern Branch B.M.A. 

Dr. G. MacDonald 

1 

1 

0 

Dr. H. J. May . 

Mr. L. J. Giles . 

1 

1 

0 

Dr. L. Cole-Baker 

Mr. J. G. Atkinson 

1 

0 

0 

Dr. Livingstone. 

Dr. W. D. Spanton 

1 

1 

0 

Dr. Mulcaby . 

Dr. J. S. Muir. 

2 

2 

0 

Dr. Muggleton . 

Lt-Col. A. Baird, 
R.A.M.C. (R.P.). 

1 

1 

0 

Lt. Mein . 

Dr. Kirkness . 

Dr. J. Cowan. 

1 

1 

0 

Dr. Marwood . 

Dr. Scott 2 . 

10 10 

0 

* Dr. Lytle . 

Roy. Coll. Phys. Kdin.3 

26 

5 

0 

Dr. Colt. 

Messrs. Dent, Palmer 
and Co. 4 . 

10 

0 

0 

Dr. Sheaban. 

Dr. Crawley. 

Sir John Duthle 9 . 

10 

0 

0 

Capt. Palser. 

**Conlngsby”. 

1 

0 

0 

Dr. Briscoe. 

Mr. J. Jones, M.P.S. ... 

1 

1 

0 

Dr. MaoKeith . 

Mr. G. W.Lewis. M.P.S. 

1 

0 

0 

Dr. Le Quesne . 

Capt. J. R. Currie, 
R.A.M.C. 

1 

1 

0 

Mrs. E. Collett 7 . 

Lt.-Col. G. F. Nicholson 

Dr. G. McIntyre . 

3 

3 

0 



£ s. d. 
2 2 0 
2 2 0 
0 10 0 
0 15 0 
1 1 0 
1 10 0 


2 2 
2 2 
0 10 
1 1 
1 1 
0 10 
0 10 6 
0 10 6 
0 10 
0 10 
1 1 
1 1 
0 10 
0 10 
1 l 
0 10 
1 0 
1 0 


v Balance of Fund raised by Cheltenham doctors for hospitality to 
Belgian doctors (per Dr. G. A. Caidew). 3 Per Mrs. Scharlieb. 

3 Per Dr. N. Walker. 4 Per Dr. Des Vneux. 

* Per Dr. Herbert Spencer. 6 Per Dr. A. A. MacKetth (Hon. Sec.). 

7 Per Dr. Cameron Kidd. 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


Influenza in Switzerland.— Our Swiss corre¬ 
spondent writes: “An epidemic of influenza, or grippe 
espagnolc as it is called here, has been widely preva¬ 
lent in Switzerland during the last two months. At 
the beginning of July the severity of the attacks suddenly 
increased and fatal cases are being recorded daily in many 
cantons, especially Berne, Basle, Lucerne, and Zurich. In 
Berne the civilian population has been attacked to one-flfth 
or more of its total number. At Ch&teau d’Oex 6 out of 250 
English internes are reported to have succumbed to it, 
and among Swiss soldiers the official bulletin recorded 
11,000 cases with 305 deaths down to July 15th. The 
American Red Cross has voted a sum of $100,000 to provide 
better accommodation for sick soldiers, a large hotel at 
Interlaken having been secured for convalescents. The 
symptoms are those generally associated with influenza, 
but of a severe type, pneumonia being a common com¬ 
plication. In canton Vaud notification has been made 
compulsory, meetings are forbidden, and no visits allowed 
to patients in hospital. The medical profession has not 
escaped, and a certain number of fatal cases are reported, 
among them Dr. Steiger, first assistant to Professor Eichhorst 
in the cantonal hospital at Zurich.” 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Killed, 

Surg.-Prob. J. J. A. Lord-Flood, R.N.V.R. 

Wounded. 

Lieut. S. Riddiougb, R.A.M.C., attached Highland L.I. 

Capt. A. J. 8puy-Vanger, South African M.C. 

Capt. F. W. Schofield, R.A.M.C. 

Capt. W. Hall, jun., M.C., Canadian A.M.C. 

Previously reported Prisoner , non reported Wounded and 
Prisoner in German Hands. 

Capt. E. H. Griffin, D.S.O., M.C., R.A.M.C. 

Previously reported Missing , non reported Prisoners in 
German Hands. 

Capt. W. F. Dunlop, R.A M.C. 

Major F. G. Lescher, M.C., R.A.M.C. 

Lieut.-Col. H. B. Kelly, D.S.O., R.A.M.C. 

Previously reported Wounded and Missing , non reported 
Prisoner in German Hands. 

Lieut. G. V. W. Anderson, R.A.M.C. 

Missing. 

Capt. M. Donaldson, R.A.M.C. 

Lieut.-Col. A. C. H. Gray, R.A.M.C. 

Capt. E. H. Jones, R.A.M.C. 

Major E. J. Tilbury, R.A.M.C. 

Major A. M. Wood, R.A.M.C. 


Casualties among the Sons of Medical Men. 
The following additional casualty among the sons of 
medical men is reported:— 

Lieut. W. K. Walli9, attached East Lancashire Regiment, 
killed in action, eldest son of the late Dr. J. A. Wallis, 
of Preston. _ 


The Honours List. 

The following awards to medical officers for services 
rendered in connexion with the operations against Zeebrugge 
and Ostend on the night of April 22nd-23rd, 1918, are 

announced :— 

Distinguished Service Order. 

Surg. FRANK PKARCE POCOCK. M.C., R.N. (Iris II .).-By his 
devotion to duty he undoubtedly Baved many lives. When Iris II. was 
bit he at once commenced tending the wounded, and as all the slck- 
berth staff were killed, had all the work to do aloue. After the dynamo 
was damaged be had to work by candle and torchlight. 

Distinguished Service Cross. 

Surg. WILLIAM LITTLE CLEGG, R.N. (Vindictive).-^ ns 
In charge of the stretcher parties on the upper deck of Vindictive. 
Landed on the mole to recover casualties. Later, when he was pro¬ 
ceeding with his party along the forward mess deck of Vindictive, a 
shell entered and burst closeto him, killing one of his stretcher-bearers. 
He continued his work immediately, and by his personal example kept 
his stretcher-parties going. 

The following are the statements of services of the medical 
officers promoted in connexion with the same operations, and 
recorded in The Lancet of May 25th, 1918, p. 751: — 

Staff Surg. JAMBS McCUTCHKON, R.N., Vindictive (promoted to 
Fleet-Surgeon).—Was the senior medical officer of the force. It would 
be difficult to exaggerate the splendid qualities displayed by this officer. 
He organised the medical arrangements excellently, and' imbued his 
subordinates with a tine spirit, and by his own personal skill and atten¬ 
tion contributed to the saving of the lives of many gallant officers and 
men. 

Surg. HENRY St.C. COLSON, R.N, (promoted t.o Staff-Surgeon).— 
Was attached to the R.M. storming party. Worked tor many hours 
under the greatest disadvantages in gas fumes and by the light of a 
torch only with the utmost devotion to duty. 

The names of the following medical officers are mentioned 
in a despatch from Vice-Admiral Sir Roger Keyes, K.C.B., 
C.M.G., C.V.O., D.S.O., commanding the Dover Patrol, for 
distinguished services in connexion with the same opera¬ 
tions :— 

Surg. S. W. Grlmwade. R.N. ; Surg. A. C. V. Green, R.N.; Surg. 

F. M. Payne, R.N.; Surg.-Prob. P. C. du Toit, R.N.V.R.; Surg.-Prob. 

G. F. Abercrombie, R.N.V.R. _ 

The following awards to medical officers, all members of 
the R.A.M.C. unless otherwise stated, are announced. The 
dates in parentheses, in those cases where bars have been 
awarded, refer to the number of The Lancet in which a 


record of the original decoration will be found. A further 

list of awards of the Military Cross will be published next 
week. 

Bar to the Distinguished Service Order. 

Capt. (acting Lieut.-Col.) FRANCIS CASEMENT, D.S.O.-For con¬ 
spicuous gallantry and devotion to duty when he evacuated all the 
wounded and salved a large quantity of surgical material, blankets, and 
stretchers during a long retirement. His courage, coolness, and 
resource were most marked during the whole of this trying period. 
(June 9th, 1917, p. 894.) 

Major (temp. Lieut.-Col.) HUGH ALLAN DAVIDSON, D.S.O.- 
For conspicuous gallantry and devotion to duty. When in command 
of his unit he maintained the advanced dreasing station in 6pite of 
heavy shelling by the enemy, only withdrawing when ordered to do so. 
He visited the regimental aid-posts under heavy shelling, and by his 
example and energy many casualties were evacuated which might 
otherwise have been lost. (Jan. 6tb, 1917. p. 37.) 

Capt. (acting Lieut.-Col.) THOMAS SWAN EVES, D.S.O.-For con¬ 
spicuous gallantry and devotion to duty. He was In charge of an 
advanced dressing station which was being heavily shelled by the 
enemy, and he personally and thoroughly carried out a complete 
change of organisation. Later he was superintending the loading of 
ambulance cars near a railway bridge which was a special target for the 
enemy’s guns, and though twice thrown over and bruised by bursting 
shells he stuck to his post till all the wounded had been dressed and 
evacuated. His tine performance under continuous shell fire till the 
enemy were close upon him was a splendid example to all. (Jan. 12th, 

19 LleatJcol. FITZGERALD GABBETT FITZGERALD. D.S.O.-For 
conspicuous gallantry and devotion to duty. When his casualty 
clearing station was heavily shelled he not only evacuated his patients 
to places of safety, but salved practically all the stores of his unit. This 
action was performed twice over, and on both occasions his courage and 
ability were pre-eminent. (Jan. 6th, 1917, p. 37.) 

Major (Temp. Lieut. Col.) HARRY BEATTY KELLY, D.8.0.-For 
conspicuous gallantry and devotion to duty. When the camp, in which 
over 40 stretcher cases were collected, was heavily shelled, he collected 
the bearers and removed the wounded to a position of safety. Again, 
when the infantry were being withdrawn, he collected casualties with 
the bearers and carried them through a heavy barrage to the ambulance 
cars, thus saving several lives and setting a tine example to his men. 
(Jan. 6th, 1917, p. 37.) „ A 

Lieut.-Col. JOHN POWELL, D.S.O.—For conspicuous gallantry and 
devotion to duty during a long period of active operations. Owing to 
the great number of extemporiied formations from the divisions, which 
increased continually from day to day, the task of providing adequate 
medical facilities was one of extreme difficulty. By bis Indefatigable 
energy and powers of organisation he successfully met all demands, and 
completed the evacuation of all wounded with splendid efficiency. On 
one occasion, hearing some wounded had been left behind, he went 
himself, under heavy and continual shell and machlng gun fire, with 
three ambulances, and brought them In. Throughout his conduct was 
beyond all praise. iJune 16th, 1918, p. 855.) 

Temp. Capt. (acting Lieut.-Col.) LAWRENCE DREW SHAW. 
D.S.O.-For conspicuous gallantry and devotion to duty. He was 
placed in charge of the forward division of the combined field ambu¬ 
lances. Although constantly exposed to heavy shell and machine-gun 
lire he organised the system of evacuation and extended it to neighbour¬ 
ing divisional units. By his inspiring examplosuid disregard of danger 
he ensured a complete and successful evacuation of the wounded. 
(June 9th, 1917, p. 893.) „ a 

Capt. (aoting Lieut.-Col.) WILLIAM TYRRELL, D.S.O., M.C., Spec. 
R es ._Por conspicuous gallantry and devotion to duty when lu charge 
of a line of evacuation. He worked continuously for six days, and it 
was due to his gallautry, organisation, and energy that touch was 
maintained so efficiently with the brigades, and so many casualties 
evacuated. He displayed great courage and coolness throughout, and 
inspired those under nim by his fine example. (Jan. 12th, 1918, p. 78.) 

Distinguished Service Order. 

Major ARCHIBALD JOHN COLLINS, M.C., Australian A.M.C.— 
For conspicuous gallantry and devotion to duty when in charge of th i 
evacuation of wounded during intense fighting. Although the A.D.S. 
in which he was located was subjected to heavy enemy artillery fire, by 
his splendid energy, coolness, and courage he was enabled to evacuate 
safely several hundred casualties. His magnificent example inspired 
all who came in contact with him. and stimulated junior officers and 
exhausted stretcher-bearers to further efforts. 

Temp. Capt. (acting Lieut.-Col.) KENNETH WILLIAM MAC¬ 
KENZIE, M.C. (late Capt. I.M.S.).—For conspicuous gallantry and 
devotion to duty when in charge of the forward evacuation, when he 
kept in touch with the retiring infantry, oontinually searching for and 
collecting the wounded. It was largely due to his great energy, skill, 
ar*l foresight that so many of our casualties were so successfully 
evacuated. „ 

Capt. (acting Lieut.-Col.) ARTHUR THOMAS PITTS, Spec. Ree.— 
For conspicuous gallantry and devotion to duty. He established a 
dressing station in a forward and very exposed position. During two 
days and two nights he remained under continuous and terrific shell 
fire, dressing wounded and evacuating them. His courage and endur¬ 
ance under most trying conditions saved many valuable lives. 

Capt. (acting Lieut.-Col.) LEOPOLD THOMA9 POOLE. M.C.-For 
conspicuous gallantry and devotion to duty during a hostile attack. 
Hearing that a large number of wounded were uncollected, owing to 
normal communications having been cut by the attack, he proceeded 
at once to the area which was subjected to a sustained bombardment 
and oTganlsed stretcher parties, sending up all his available cars. It 
was owing to his fine courage and promptitude that upwards of 300 
casualties were not left unattended. 

Temp. Capt. FREDERICK NAYLOR STEWART, M.C.—For con¬ 
spicuous gallantry and devotion to duty. He collected and dressed 
cases under the most intense shell fire, and on two occasion*, by 
remaining behind after the order to withdraw had been given, succeeded 
in evacuating all the stretcher cases. He set a high example of courage 
and sclf-sacrifioe. He was wounded in the face and thigh. 

Temp. Capt. JAMBS LENNOX STEWART, M.C.-For conspicuous 
gallantry and devotion to duty. Although his aid-post was in the open, 
a few yards behind the front line, he remained there, caring for the 
wounded, and through his efforts they were all dressed and evacuated. 
He was the only medical officer of the brigade left. 
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Capt. (acting Lieut.-Col.) CHARLES HERBERT 8 TRINGER.—For 
conspicuous gallantry and devotion to duty when in charge of an 
advanced dressing station. Owing to the whole force retiring, the 
collection and evacuation of large numbers of wounded, who wore lying 
in thick woods, was a task of extreme difficulty in view of the rapid 
advance of the enemy. Although subjected to heavy fire, he remained 
behind till the enemy were "almost up to his position, and by skilful 
organisation he succeeded In evacuating practically all the wounded. 
His magnificent courage and devotion saved many wounded from 
falling into the enemy's hands. 

Capt. (actingLieut.-Col.) JOSEPH HUGH WARD, M.C., Spec. Res.— 
For conspicuous gallantry and devotion to duty while in command of a 
cavalry field ambulance. During two days of Intense fighting, in spite 
of the enforced moves of his unit, he continued to keep an A.D.S. open 
until the last possible moment to deal with large numbers of wounded, 
only retiring when all had been evacuated and when ordered to do so. 
Throughout this period he showed an example of pluck and determina¬ 
tion beyond all praise. 

Temp. CaDt. RuGER LLEWELLYN WILLIAMS, M.C.—For con¬ 
spicuous gallantry and devotion to duty during operations, when, with 
the C.O. and adjutant, he was the last to withdraw . Shortly after the 
C.O. was severely wounded, but, with the assistance of another officer, 
he carried him aw'ay for over half a mile under intense machine-gun 
and rifle fire at close range. Afterwards he continued to dress the 
wounded, including the adjutant, under the most intense fire, and 
throughout the withdrawal he showed the utmost energy and devotion 
to duty. 

Teanp. Capt. (acting Major) HERBERT GEORGE WILLIS. M.C.— 
For conspicuous gallantry and devotion to duty. When in command 
of a bearer division of the field ambulance throughout ten days’ fight¬ 
ing he kept all in order by visiting the R.A. P.’s and ambulance relay 
poets, and when the trolley line was destroyed by shell fire he re¬ 
organised the system of evacuation, going round the posts and making 
the necessary arrangements at great personal risk. By his action he 
ensured the clearance of the wounded. 

Second Bar to the Military Cross. 

Temp. Capt. (acting Major) CHARLES BROMLEY DAVIES, M.C.— 
For oonspicuous gallantry and devotion to duty while in charge of 
an advanced dressing station. His energy throughout whilst super¬ 
vising the collection of the wounded was remarkable, and it was due to 
him that the collection and evacuation of the wounded was so quickly 
and thoroughly carried out. Though slightly wounded he remained 
at duty for another eight days, when he was severely wounded. His 

C0 ^ ge ^ nd T en , er ^^ r Vo e ,. 0f hl « h order - (M.C. Sept. 2nd, 1916, 

p. 460 ; bar, July 28th, 1917, p. 135.) 

Temp. Capt. JAMES WALLACE MACFARLANE, M.C.-For con¬ 
spicuous gallantry and devotion to duty in going under heavy shell fire 
to the assistance of a wounded man who was lying in the shelled area, 
dressing his wounds, and getting him safely to cover. He without 

i°^ b L2 &V i^o the o , ?, ,in ’ s l,,e (M C * Au «ust 4th, 1917, p. 175; bar 
Feb. 9th, 1918, p. 234.) 

Bar to the Military Cross. 

Temp. Capt. PHILLIPPE BERNARD BELANGER, M G-For 
conspicuous gallantry and devotion to duty when the enemy had 
penetrated the defences on the left of his battalion in support and' were 
outflanking battalion headquarters. He went across 300 yards of 
ground swept by severe machine-gun and rifle fire to assist a wounded 
offioer, and had him casrled into safety. Ho displayed great courage 
and self-sacrifice throughout operations. (Oct. 27th. 1917. p 658 1 

Capt. (acting Major) HENRY BRYAN FROST DIXON, M.C —For 
conspicuous gallantry and devotion to duty. This officer remained 
behind in * No Man s Land ’ and dressed three officers under extremely 
heavy machine-gun fire, and helped to carry a wounded man more than 
two miles to a place of safety. Later he continued to dress all wounded 
although practically surrounded by the enemy. His cheerfulness and 
disregard of personal danger under these exceptionally trying circum¬ 
stances inspired all ranks. (Nov. 8 th, 1916, p. 881.) * 8 

Capt. WALTER ELLIOT ELLIOT, M.C., 8 prc. Res.-For con 
spicuous gallantly and devotion to duty. He established a regimental 
aid-post and for l 2 hours, assisted by two officers, and in spite of con¬ 
tinuous shelling, atteuded to over 250 wounded and succeeded in evacua¬ 
ting all to the dressing station. It was due to his personal courage and 
example that this was successfully carried out. (June 23rd 1917 d 969 1 
Capt. (temp. Major) JAMES GOUGLAS FIDDBS. M.C.—For con¬ 
spicuous gallantry and devotion to duty In charge of an advanced 
held dressing station, which was heavily shelled, he successfully 
evacuated ail the wounded to a safer place. He also went up to the 
front when the officer in charge there was exhausted and gassed and 
• p U 234 j t6nded the evacuatlon of aU tBe wounded. (Feb. 9th, 1918, 

Temp. Capt JAMES PHILLIPS JONES, M.C.-For conspicuous 
gallantry and devotion to duty. He was in charge of an advanced 
dressing station, and when the village had been temporarily evacuated 
he was entirely responsible for the getting away safely of many of the 
wounded. Throughout the ten days of the battle he displayed the 
jSl^ £°^24 ® aoua abilifc5r ’ 0001 courage, and devotion to duty. ( Keb. 9 th, 

Temp. Capt. RONALD S1NGLAIRE KENNEDY. M C.-For con¬ 
spicuous gallantry and devotion to duty. When in charge of advanced 
bearers he collected and led forward reinforcing bearer squads in a most 
gallant manner through a heavy barrage and through lines of retiring 
Infantry, until he gained touch with the regimental aid-post^ He 
cleared many wounded who would otherwise have been left to the 
(Oct“ 6 th A91 P 7 e p d 549 e ) BmpIe ° f perseverin « gallantry and fearlessness. 

Temp. Capt.’(acting Major) JOHN SAMUEL LEVIS, M.C.-For con- 
spicuous gallantry and devotion to duty. When in charge of stretcher- 
bearers at the ad vauced dressing station, his courage and example in 
leading squads over heavily shelled ground were the means of saving 
raanyfives. When erdered to evacuate he displayed great ingenuity 
and resource in saving his personnel and equipment. Throughout the 
op ^!rS ion8 be bas rendered most valuable services. (Feb. 3rd, 1917 

p. 200 ). * 

Temp. Capt JAMES MANUEL. M.C.-For conspicuous gallantry 
and devotion to duty, whilst battalion medical officer. During a with¬ 
drawal he frequently dropped back unaccompanied by medical staff and 
under very heavy fire attended to casualties His conduct throughout 
the operations was of a high order. (Feb. 9th, 1918, p. 234.) s 

Temp. Capt. JOHN HAY MOIR, M.C.-For conspicuous gallantry 
and devotion to duty. During a w ithdrawal he repeateily went out 
into the open, under heavy fire, to attend to the wounded. Throughout 
the withdrawal 7 officers of the battalion were wounded. That only 
one was left in the hands of the enemy was largely due to the magni¬ 
ficent courage which he displayed. (Nov. 18th, 1916, p. 881.) 

Temp. Capt. GEORGE RANKINE, M.O. — For conspicuous gallantry 
and devotion to duty during a withdrawal. He superintended the 
evacuation of wounded without rest and at great personal risk, notably 
when the left flank became exposed, and he led the bearers with great 
courage near the railway embankment and evacuated all the wounded 
under heavy artillery and machine-gun fire. (Nov. 13th, 1915. p. 1111 ) 

Temp. Capt. CHARLES ROCHE. M.C.—For conspicuous gallantry 
and devotion to duty in evacuating wounded from the front line to 
the advanced dressing station. Four out of five collecting posts occupied 
by him were heavily shelled, but he continued to work incessantly, and 
evacuated a large number of wounded. (Nov. 4th. 1916, p. 806.) 

Capt. THOMAS VICTOR SOMERVILLE. M.C.-For conspicuous 
gallantry and devotion to duty. When his battalion was about to with¬ 
draw and the wounded could not be brought to his aid-post in time, he 
went up to the firing line and stayed there attending to the wounded 
till all the troops had withdrawn. His gallant conduct saved many 
lives. (Jan. 22nd, 1916, p. 215.) 

Capt. (acting Major) JOHN STEPHENSON, M.C., Spec. Res.—For 
conspicuous gallantry and devotion to duty in continuing to dress case* 
in the open under heavy shell fire. When the advanced dressing station 
was heavily gas-shelled and several casualties caused he saved many of 
the patients and staff from being gassed by his example and coolness. 

On one occasion he went through a heavy barrage to the regimental aid- 
post, and by his coolness and judgment all ranks were encouraged 
persevere in clearing the wounded. (Oct. 6 th. 1917, p. 550.) 

Temp. Capt. CHARLES GORDON TIMMS, M.C.-For conspicuous 
gallantry and devotion to duty during recent operations. He con¬ 
tinued to collect and evacuate wounded from his post, though several 
times nearly surrounded by the enemy and under heavy shell fire. 

By his fine courage and self-sacrifice he was able to get away a large 
number of wounded under most difficult conditions. (July 28th, 1917, 
p. 135.) 

Temp. Capt. JOHN WILFRED WATTHBW3. M.C.-For con¬ 
spicuous gallantry and devotion to duty during the evacuation of a 
line. He displayed the utmost courage and coolness in evacuating 
wounded under very heavy shell fire, and it w as entirely owing to his 
energy and personal example that the whole of the wounded were got 
away in safety. Later, having lost the whole of his medical outfit, he 
rendered Invaluable assistance in rallying the men in hi 9 vicinity. 

(Dec. 1st, 1917, p. 838.) _ 

Foreign Decoration. 

Belgian. 

Ordre de la Couronne : Chevalier.— Temp. Capt. A. Stokes. D.S.O., 

R.A.M.C. 

Recognition of War Service. 

A correspondent writes to us as follows ; — 

“Why is it that medical men who have been serving at 
home ever since the war started have no badge or mark to 
indicate how long their period of service has lasted ? Those 
serving abroad have their Mons star and ribbon, or their 
chevrons, according to their length of service, although thev 
may have been no closer to the enemy guns than we are here in 

London. And it is admitted that, although the medical men 
abroad have periods of continuous and severe work, thev 
also have periods of comparative slackness, while the men 
at home have one constant flow of work all the time. The 
\ .A.D.’s and the special constables have been given dis¬ 
tinguishing marks to show their time of service, but no one 
seems to have given a thought to the doctor. The heads of 
the Army Medical 8 ervice, as Regulars, can hardly have 
intimate knowledge of the wants of the Territorial or 
temporary members of the Service. But it is not unfair to 
ask, What would have happened if we had had to rely 
entirely on the Regular members of the R.A.M.C. for the 
treatment of all of our wounded? And are not these men 
who have been doing good work in the auxiliary services 
entitled to recognition? Should they not at anv rate receive 
some distinguishing badge to show‘the length of their 
service ? It is unjust for men who have served right from the 
start to be classed with those who were virtually conscripted.” 

We agree with our correspondent iu seeing no reason why 
those who have borne the burden at home should not have 
some mark of recognition. 

The Call for Emergency Substitutes. —The 

Central Medical War Committee has from time to time 
appeals made to it for temporary assistance in practices in 
which, owing to illness or death of a partner, the incumbent 
is not only unable to do the work, but is unable to secure 
adequate assistance from his colleagues. It is found 

impossible often to secure a locum tenent through the 
ordinary channels. Offers of assistance for two, three, or 
four weeks from practitioners, either men or women, who 
could be free at short notice would be greatly valued, and 
should be sent at once to the secretaries of the Central 

Medical War Committee, 429, Strand. W.C. 2. 
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FREDERICK EUSTACE BATTEN, M.D. Camb., F.R.C.P., 

OUT-rATIKNT PHYSICIAN TO THE NATION AX HOSPITAL FOR THE 

PARALYSED; PHYSICIAN TO THE HOSPITAL FOR SICK CHILDREN, 
GREAT ORMOBD-STRKET ; AND HONORARY PHYSICIAN TO 
THE KING GEORGE HOSPITAL. 

Dr. Frederick Eastace Batten, wbo died two days after a 
severe operation on Saturday, July 27th, was a son of the 
late John Winterbotham Batten, K.C., and brother of Dr. 
Rayner D. Batten. He was educated at Westminster and 
Trinity College,Cambridge, and at St. Bartholomew's Hospital, 
where he was house physician to Sir William Church and 
casualty physician. He also spent a short time doing post¬ 
graduate work in Berlin, where he acquired an intimate 
knowledge of the German language. His medical qualifica¬ 
tion dates from 1891 when he took the Bachelorship of 
Medicine at Cambridge, followed by the M.D. degree in 1895 
In 1894 he became a Member of the Royal College of 
Physicians of London, and seven years later was elected to 
the Fellowship of that body. 

The whole of Batten's professional career was intimately 
associated with two adjacent institutions—the Hospital fof 
Sick Children, Great Ormond-street, where he held in 
succession the posts of medical registrar, assistant physician, 
and physician, and the National Hospital for the Paralysed 
in Queen-square, where he was elected pathologist in 1899 
and a member of the honorary staff in 1900. For more than 
20 years he gave unlimited time and the greater part of his 
energies to the care and cure of his hospital patients in the 
quiet backwater of Bloomsbury, which has become an 
important medical centre. There it was that he continued 
to pursue pathological researches long after he had ceased to 
hold any official position in the laboratories, and there he 
built up his reputation not only as a scientific neurologist, 
but as a physician and teacher who inspired complete con¬ 
fidence in his patients, and who earned and held to the last 
the affection and respect of colleagues and students. 
“ Great Ormond-street ” and “ The National ” have lost one 
of their truest friends, one of their most loyal servants, 
one who never failed, was never late, and never shirked the 
call of duty, however great the sacrifice. In spite of a 
large consulting practice he was always ready to undertake 
the more thankless tasks connected with hospital or school 
administration. At the time of his death he was dean of 
the medical school and secretary of the medical committee 
at the National Hospital, and we have no hesitation in 
saying that his conscientious thoroughness and zeal in these 
positions have created a precedent which his successor will 
find difficulty in following. He was a constant attendant at 
scientific meetings, and he will long be remembered for his 
services to the Medical Officers of Schools* Association, of 
which he was honorary secretary and president, and to the 
Neurological, Ophthalmological, and Clinical Sections of the 
Royal Society of Medicine. He was a consulting physician in 
the highest and most exact sense ; his patients invariably 
reached him through the medium of his fellow practitioners. 

Batten made many contributions to medical literature, 
mostly neurological, generally short, always to the point, 
and invariably characterised by the accuracy of his observa¬ 
tions and the critical acumen of his interpretation. His 
chief interest was undoubtedly centred on the pathological 
and clinical pictures of organic disease, and it would hardly 
be inaccurate to say that he faced psychological problems, 
and especially their modern aspects, with some diffidence 
and reluctance. If this was true of his attitude to the 
problem it was otherwise to the patient, 'who never failed to 
gain help in abundance from his fund of human sympathy 
and understanding. Perhaps his pet subject was that of 
acute poliomyelitis, and his Lumleian Lectures delivered at 
the Royal College of Physicians in 1916 constitute the most 
exhaustive monograph on that disease which has appeared 
in this country. The text-book on Diseases of Children 
which he edited with Sir A. E. Garrod and Dr. J. H. Thursfield. 
and to which he contributed two important chapters, was 
published in 1913, and many of his papers are to be found 
in Brain and The Lancet. 

But Batten’s first claim to the memory of those who knew 
and loved him—and they are many—lay in his character. His 
simplicity, his directness of thought and word, his love of 


children and the children's devotion to him, his geniality and 
tolerance, endeared him to all who had the privilege of his 
friendship. With strong domestic instincts, he was at his best 
as a host in his own house, full of boyish interest in every 
subject, always keen to acquire knowledge and ever diffident 
to claim it. No one could spend an hour or two in his company 
and fail to draw some inspiration from the atmosphere of 
honesty, modesty, and kindliness which seemed to be his 
natural environment. Death came at the early age of 52, 
and swept away without warning a man still in his prime 
and full of life and of that energy which he had always 
given without stint to the furtherance of science and in the 
service of his fellows. He married in 1907 Jean, the 
daughter of the late John James Stevenson, F.R.I.B.A., who 
survives him, and to whom a host of friends extend their 
deepest sympathy. 

A friend and colleague writes : 

The death of Dr. F. E. Batten has caused a gap in the 
ranks of neurologists which will not readily be filled. Yet 
work such as bis will always live, for it was characterised 
throughout by perfect accuracy and width of range of obser¬ 
vation, profound learning, extensive research, and all the 
instinct of the trained investigator. His name will probably 
be chiefly associated with nervous diseases in children, and 
especially with the study of encephalitis and myelitis, the 
etiology/ pathology, and treatment of which formed the 
subject of his Lumleian Lectures for 1916. In these 
lectures he abandoned his earlier theories as to the 
vascular or mechanical origin of poliomyelitis, and 
accepted the more modern view of its inflammatory 
and infective nature. But his essentially practical aim 
was. perhaps, most exemplified in the ingenuity which he 
displayed in designing and fashioning celluloid splints 
adapted for the treatment of every variety of infantile 
paralysis. In his wards at Great Ormond-street Hospital 
and elsewhere he was always ready to demonstrate and 
popularise the use of this form of apparatus and to show its 
value in preventing deformities, whilst enabling paralysed 
children to be up and about instead of lying helplessly in 
bed or painfully dragging heavy iron instruments attached 
to their withered limbs. Amongst his numerous contri¬ 
butions to neurological literature may be mentioned his 
admirable introduction to a discussion on the myopathies at 
the International Medical Congress in 1913. In this con¬ 
nexion he established the identity of myatonia congenita 
with congenital myopathy. Of many brilliant papers pub¬ 
lished in Brain , two at least may be regarded as classics— 
that on “ Muscle Spindles” (1897-98), a reprint of which 
appears as an appendix to Gowers’s ‘ ‘ Diseases of the Nervous 
System,” and another on “The Position of the Head in 
Cerebellar Diseases” (1903). 

Batten’s personality was attractive to all who knew him. 
To all he was genial, cheerful, and unaffectedly kind in 
manner, and he was ever ready to help and inspire his 
juniors with some of his own enthusiasm for work. Although 
naturally modest and retiring, he was fully capable of 
holding his own in public controversv, and his adversaries 
in discussion always found him a tough though scrupulously 
fair and courteous antagonist. To his intimate friends he 
revealed a strength of character, and depth of conviction, an 
uncompromising conscientiousness, and a code of morals 
almost puritanic, yet combined with kindliest toleration 
and sympathy with his fellow-men. 


ROBERT OLIVER CUNNINGHAM, M.D. Edin., F.L.S., 

FMERIlUS PROFESSOR OF BOTANT AND ZOOLOGY, QUEEN’S COLLEGE, 
RELFA9T. 

We regret to announce the death of Professor R. O. 
Cunningham, which took place at his home in Paignton 
on Sunday, July 14th. Professor Cunningham, who retired 
from his University chair about 16 years ago, had been in 
indifferent health for some time past, and before and imme¬ 
diately after his retirement he underwent severe operations 
for volvulus. 

A son of the manse, his father, the late Rev. W. B. 
Cunningham, was Free Charch minister at Prestonpans, N.B., 
for many years, and came out at the disruption in 1843. a 
fact of which his son was very proud. Robert Oliver 
CunniDgham, who was 77 years of age at the time of his 
death, graduated in 1864 at Edinburgh University, writing 
his thesis on the Solan Goose. A fellow student and 
friend of the present Lord Chancellor, his tastes, 
like the latter’s, did not turn to medicine or medical 
practice, and he from the start devoted himself to the 
study of natural history. Early in his career he was 
given an appointment as assistant surgeon in the Royal 
Navy, and went on an’ exploratory trip in H.M.S. Natsan, 
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an old 800-ton auxiliary steam brig. He spent nearly three 
years in the Straits of Magellan and the regions thereabout 
while the straits were being charted and sounded, and 
acquired a rich store of specimens, which were skinned, 
dried, and bottled in spirit within the narrow confines of 
the cabin allotted to an assistant surgeon. 

Soon after coming home he was lecturer at the Agricultural 
College, Cirencester, and after holding this post for a short 
period he was appointed to a professorship at Queen's 
College, Belfast, in succession to Sir Wyville Thompson, who 
resigned on being appointed to the Challenger expedition. 
This office he held for upwards of 30 years and carried out 
the duties with immense zeal, and with acceptance to a great 
number of students. In 1882 the Royal University of Ireland, 
of which he was a Fellow, conferred on him the honorary 
degree of D.Sc. He was never very robust, and the heavy 
work entailed by the joint offices of professor not only in 
zoology and botany but also geology—with practical classes 
in the first two subjects—was a great strain on his physical 
powers. The long vacation was always welcome, and indeed 
formed a necessary opportunity for recruiting for the winter 
session. 

Cunningham was not what is commonly termed a 
44 popular type of man. Indeed, for those who sought 
popularity he had something approaching contempt. He 
lived to a very high standard, was most absolutely sincere 
and straightforward, and for those of similar character 
among students or colleagues he readily acquired a regard 
which was reciprocated and often deepened into friendship. 
He would pick this or that man out of his class and note him 
down as “a very good fellow” or “a very able fellow,” or 
both, but was equally quick to discern the shirker, whom he 
would designate as “very unsatisfactory.” Many old students 
kept in touch with him years after they had gone out into the 
struggle of life to the colonies or elsewhere, and nothing 
gave him greater pleasure than to meet or hear from such 
an one. He had a profound and indeed encyclopaedic know¬ 
ledge of his subject, and taught his pupils to observe ; but he 
rather erred in his lectures by trying to get too much in the 
time which was available, and in university extension lectures 
similarly would race away ahead of his audience and above 
their heads. He was one of the most outstanding men on 
the staff in his time and for many years sat on the College 
council. 

Himself a staunch Presbyterian and deeply religious, 
though seldom speaking about religion, he was broad 
minded and was at all times critical of religious intolerance. 
He did not hesitate to criticise Orangemen or Romanists 
alike for this failing. One of his best friends for many years 
was a French Jesuit colleague at the Royal University, but 
he was not an admirer of the Catholic priest in Ireland, 
generally speaking. 

Apart from his Notes as naturalist in the Nassav, it is to 
be regretted that so little is left as a contribution to literature 
by one whose knowledge, especially of the geographical dis¬ 
tribution of plants, was so exhaustive, but he did not seem 
ever to contemplate writing a text-book with favour, and 
was singularly devoid of a desire to turn his abilities to such 
occupation as would materially benefit him in a monetary 
way. He was a scientist pure and simple, and would for 
choice have devoted himself purely to botanical work. He 
was predeceased by his two brothers, both of whom were in 
the medical profession (oneof them, Dr. David D.Cunningham, 
well known in the I.M.S.), but is survived by a widow. 
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ARMY MEDICAL SERVICE. 

Major-Gen. (temp. Lieut.-Gen.l C. H. Burtchaell, C.B., C.M.G., is 
appointed an Honorary Surgeon to the King. 

Temp. Col. Sir T. C. English. K.CM.G. (Captain. Il.A.M.C., T.F.), 
relinquishes his temporary commission on reposting, and is granted the 
honorary rank of Colonel. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. E. B. Knox relinquishes the temporary rank of Colonel on 
reposting. 

Lieutenant-Colonels to be acting Colonels whilst employed as Assist¬ 
ant Directors of Medical Services of Divisions: A. M. MacLaughlin, 
FitzGerald G. FitzGerald, and W. H. Blackwell (whilst employed as 
Assistant Director-General of Medical Services. British Armies in 
France). 

Majors relinquishing the acting rank of Lieutenant-Colonel on 
reposting: H. B. Kelly. C. W. O’Brien. R. F. M. Fawcett. 

To be acting Lieutenant-Colonels whilst in command of a Medical 
Unit: Capt. (acting Major) M. O. Wilson and Majors J. M. H. Conwav 
and G. A. K. H. Reed. 


Officers relinquishing the acting rank of Major on reposting : Capt. 

F. G. A. Smyth; Temp. Capts. 8. J. L. Linderaan, C. G. Sutherland. 

B. R. D. Maconochie, R. M. Handheld-Jones, H. UDeott, H. Biddle. 

The undermentioned Captains to be Majors: (Acting Lieut.-Cols.) 

G. H. Stevenson, W. H. Forsyth, B. B. Lathbury. C. Scaife, E. D. 
Caddell, W. E. Lunn, F. L.Bradish, W. J. B Bell, C. W. Bowie, W. J. 
Thompson. K. C. Phelan. J. J. O’Keeffe, E. J. Kavanagh, O. C. P. 
Cooke ; (Bt. Majors) D. M. Corbett, (acting Lieut.-Col.) B. Johnson, 
R. W. D. Leslie, J. A. Bennett; (Acting Majors) T. W. Browne. C. H. 
Denver; (Temp. Major) D. T. MacCarthy, A. C. Amy. A. H. Heslop. 
W. Mitchell, K. J. Billot. B. Gibbon, J. R. Foster, A. M. Benett, 
G. P. A. Bracken, H. L. Howell, W. F. N. Loughnan, A. H. Jacob. 

To be acting Majors: Capts. A. C. Jebb, C. Kelly, C. C. Jones. A. R. 
Wright, T. D. Inch, J. J. H. Beckton, T. L. Fraser; Temp. Capts. W. W. 
W*lTs, C. M. Kennedy, C. McM. Wilson, R. L. Scott, G. Richardson, 
W. H. W. Attlee, A. J. Blake, H. B. Walker/F. R. Brown, R. V. Dolbev, 
W. J. Pearson, R. H. Lucas. J. S. Joly, A. IS. Rayner, L. Leslie, H. V. 
Leigh, H. J. Milligan, M. Donaldson; Temp. Lieut. P. Murphy. 

Temporary Majors, Canadian A.M.C., to be acting Lieutenant- 
Colonels w hlle specially employed : S. R. Harrison, D. A. L. Graham. 

Temporary Captains, Canadian A.M.C.. to be acting Majors while 
specially employed: A. B. Schinbein, J. E. Campbell. 

Capt. R. A. Peters is seconded for sendee under Ministry of 
Munitions. 

Temporary Lieutenants to be temporary Captains: F. Penny, N. B. 
Walker, O. Marshall, H. McKenzie. D. MacKinnon, A. P. Nlcolle, 

C. E. A. Goddard, B. V. Ward, J. H. Clatworthy, H. C. Malleson, 
W. M. McDonald, J. Jenkins, J. A. Valentine, H. Daw, J. W. Trevan, 
J. H. Trench, W. B. Blandy, R. Jamison, T. E. Banister, A. B. Robert¬ 
son, G. W. Stephens, G. W. Pope, G. C. F. Roe. J. P. Brennan, C. G. G. 
Winter, D. McGregor, J. R. Watson, C. Bernard, W. B. Procunier, 
R. R. H. Wonnacott, H. H. Stiff, C. Visger, J. B. Fearn, C. W. Freeman, 

»R. R. Wade, H. C. Martin, E. D’A. McCrea. 

To be temporary honorary Captains: Temp. Hon. Lieut. J. F. Cooper ; 
J. Brereton-Barry, late temporary Captain, whilst employed at the 
Welsh Hospital. Netley. 

W. R. D. Dagllsh, late temporary Lieutenant, is granted the honorary 
rank of Lieutenant. 

Officers relinquishing their commissions Temp. Major J. W. 
Struthers; Temp. Capts. J. D. W. Beavis, M. Cohen, F. B. Gurd, 
R. C. Muir, W. Sowerby, W. Enraght, P. J. Lvdon, G. Fehrsen. O. E. S. 
Wishart, A. H. B. Pearce, L. M. Rosten, W. Harvey. S. R. Hunter. 
J. R. M. MacKenzie, T. M. Thomson, T. Sheehan, W. J. P. Lillis, L. D. I. 
Graham, P. A. Dykes. H. F. Holmden ; Temp. Hon. Capt. A. T. 
Paterson ; Temp. Lieuts. S. J. Kerfoot, G. Birch, R. B. V. Hale. 
W. Taylor, R. Larkin, C. J. Neilan, R. G. Williams, W. J. Lord, W. 
Chapman. F. G. Power. H M. Thompson, J. K. Milligan, R. A McCrea, 
A. R. Soady, H. A. Evans, B. S. Johnson, W. S. Alderson, H. W. Elwell. 

SPECIAL RESERVE OF OFFICERS. 

Capt. (acting Major) W. Barclay to be acting Lieutenant-Colonel 
whilst in command of a Medical Unit. 

Capt. P. J. Gaffikin relinquishes the acting rank of Major on 
reposting. 

Captains to be acting Majors: W. W. Wagstaffe, J. W. Gray, G. G. 
Alderson. 

TERRITORIAL FORCE. 

Lieut.-Cols. J. Clay and P. C. Burgess to be Assistant Directors of 
Medical Services and to be temporary Colonels whilst so employed. 

Major K. C. Clements is seconded. 

Major (temp. Lt.-Col.) M. Dunning relinquishes his temporary rank 
on ceasing to command a Field Ambulance. 

Majors T. A. Barron and J. O. Summerhayes to be acting Lieutenant- 
Colonels whilst commanding a Field Ambulance. 

The undermentioned Captains to be acting Majors whilst specially 
employed: G. Stevenson, T. C. Clarke, J. M. White (and remain 
seconded), H. Paterson, R. E. T. Tatiow. 

Major H. C. Donald and Capt. H. N. Barnett to be acting Lieutenant- 
Colonels whilst specially employed. 

Capt. (temp. Major) A. A. Martin to be Major. 

The undermentioned Captains (acting Majors) relinquish their acting 
rank on ceasing to be specially employed: J. M. Plews, F. Wiggles- 
worth. A, C. Alport, F. Ward. 

Captains to be acting Majors whilst specially employed: T. B. McKee. 
A. E. Ironside, G. L. Chlene (and to remain seconded), H. Burrows (and 
to romain seconded), H. C. C. Hackney, F. Clayton, P. C. P. Iugram, 
A. C. Alport. 

Capt. (temp. Major) J. Hamilton relinquishes his temporary rank on 
ceasing to be specially employed. 

Capt. H. H. Ravner Is restored to the establishment. 

Capt. J. M. Milne to be a Deputy Assistant Director of Medical 
Services and to be acting Major whilst so employed. 

Capt (acting Major) A. Ramsbottom relinquishes his acting rank on 
vacating an appointment as Deputy Assistant Director of Medical 
Services and is restored to the establishment. 

Lieuts. R. T. Pearl and J. Waterston to be Captains. 

Cpl. (acting Staff-Sergt.) H. H. Clay to be Lieutenant. 


ROYAL AIR FORCE : Medical Branch . 

Lieut. Drury Pennington to be Captain. 

T. H. James, A. A. Wilkinson, R. K. V. Hale, are granted temporary 
commissions as Captains. 

C- M. John, K. Batten, G. Hughes, II. T. Rymer, J. Valerie, J. P. 
Wells, J. P. Hosford, C. Duggan. A. St. J. Hennessy, K. H. L. LeClezio, 
O. S. Martin, O. P. Turner, are granted temporary commissions as 
Lieutenants. 


Donations. —The honorary treasurer of the 
Queen’s Hospital, Frognal, Sidcup, Kent, has received 
through the King, a donation of £1000 from General and Mrs. 
Hoidsworth, of Staveley Court, Eastbonrne, towards the 
funds of the institution, and the Queen of the Belgians, 
through Queen Mary, has sent £100. The Queen of the 
Belgians has also sent £100 to the Queen Mary’s Convales¬ 
cent Auxiliary Hospitals, Roehampton. 
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Royal College of Physicians of London.—A n 
ordmary Comitia was held on July 25th, Dr. Norman Moore, 
the President, being in the cha‘ir. The following were 
admitted Members of the College 
Geoffrey Bourne, L.R.C.P.; Francis Henry Mosse.L.R.C.P.; Ffrangcon 
Roberts, M D. Camb., L.R.C.P.; William Willis Dalzlel Thomson. 
M.D. Belfast; John Gratton Wilson, M.B.Lond., L.R.C.P.; Cecil 
Denyar Wood. M.B. Oxf. 

—Licences to practise physic were granted to 73 candidates. 
The Diploma in Public Health was granted in conjunction 
with the Royal College of Surgeons to six candidates.—On 
the nomination of the President and Council, censors, 
examiners, and other College officers were elected as 
follows:— # 

Censors. —Dr. G. Newton Pitt, Dr. F. W. Mott, Sir Humphry D. 
Rolleston, K.C.B., Dr. Raymond H. P. Crawfurd. 

Treasurer.— Sir Dyce Duckworth. 

Emeritus Registrar.—Dr. Edward Livelng. 

Registrar.— Dr. J A, Orraerod. 

Harveian Librarian.—D r. T. H. Arnold Chaplin. 

Members of the Library Committee.—Dr. Hector W. G. Mackenzie, 
Dr. A. F. Voelcker, Dr. H. Aitehle Spencer, Dr. Cyril Ogle. 

Curators of the Museum.— Dr. J. Mitchell Bruce, Sir Seymour J. 
Sharkey, Dr. F. W. Andrewes, Dr. William Hunter, C.B. 

Finance Committee.— Dr. Sidney P. Phillips, Dr. A. T. Davies, Dr. 
H. R. Spencer. 

Examiners.— Chemistry: Mr. W. H. Hurtley. Physics: Mr. A. W. 
Porter, Mr. J. H. Brinkworth. Practical Pharmacy: Dr. R. A. Young, 
Dr. i arid Forsyth, Dr. W. M. Stevens, Dr. J. A. Gunn, Dr. K. 
Mellanby. Physiology: Dr. D. H. de Souza, Mr. J. S. Macdonald. 
F.R.S. Anatomy: I)r. E. Barclay-Sraith. Medical Anatomy and 
Principles and Practice of Medicine: Dr. A. G. Barrs, Dr. F. J. 
Wet.hered, Dr. J. Calvert, Dr. William Hunter, Dr. H. G. Turney, Dr. 
J. Fawcett, Dr. J. S. Collier. Dr. Robert Hutchison, Dr. F. J. Poynton, 
Sir John F. H. Broadbent. Midwifery and Diseases peculiar to Women : 
Dr. G. F. Blacker, Dr. H. R. Andrews, Dr n T. G. Stevens, Dr. Hugh 
J. M. Playfair, Dr. W. F. Viotor Bonney. 

Public Health.- Part I.r Mr. J. H. Hyffel. Part II.: Dr. E. W. 
Hope. 

Dr. L. G. Guthrie and Dr. P. Horton-Smlth-Hartley were elected 
councillors In place of Dr. R. H. P. Crawfurd and the late Dr. Michell 

Clarke. 

—Communications were reoeived from the Secretary of the 
Royal College of Surgeons reporting proceedings of the 
Council of the College on May 9th, Jane 13th, and July 11th 
respectively; Mrs. Valentine Fleming, asking permission to 
have a copy made of the portrait of her grandfather, the late 
Sir Richard Quain (this was granted); the Minister of 
National Service, thanking the College for providing 
accommodation for the medical examination of doctors in 
the London district; and Sir George Kenyon, K.C.B , 
Director of the British Museum, returning thanks for a gift 
from the College to the Museum.—A copy of the revised 
edition of the “ Nomenclature of Diseases,” 1918, was reoeived, 
in connexion with which it was resolved 

1. That the thanks of the College be presented to Dr. Leonard 
Guthrie for his work as secretary of the Committee, and as editor of 
the Nomenclature, and that he be asked to accept an honorarium of 
200 guineas. 

2. That the Registrar do send to each of the extra-Colleglate Members 
of the Subcommittee engaged on the work the thanks of the College for 

their valuable aid. 

—On the recommendation of the Council the Moxon medal 
was awarded to Dr. F. W. Mott, F.R.S.—A report was 
received from the adjudicators of the Weber-Parkes prize, 
and it was resolved that no award should be made this year. 
—Dr. T. D. Acland was reappointed a representative of the 
College on the Court of Governors of the University of 
Sheffield.—A report from the representative of the College 
on the General Medical Council upon the proceedings of the 
Council in the session held in May last was received and 
entered on the minutes.—The Registrar proposed temporary 
by-laws to the effect that Dr. S. W. Curl and Dr. H. B. 
Day, being resident abroad, should be admitted to the 
Fellowship in absenlid , any by-law to the contrary notwith¬ 
standing.—Dr. Sidney Martin and Sir Arthur Newsholme 
were re-elected members of the Executive Committee of the 
Imperial Cancer Research Fund.—The following recom¬ 
mendations from the Committee of Management wore 
received and adopted:— 

That the Leeds Grammar School be added to the list of schools 
recognised for instruction In chemistry and physics. 

That the following Universities and Medical Colleges he added to the 
list of Institutions whose graduates in medicine are admissible to the 
Final Examination of the Examining Board in England, under the 
conditions of Para. IV., Sect. III., of the Regulations—viz,: University 
of Vermont, Burlington ; University of Alabama, Mobile, Ala.; Women's 
Medical -College of Pennsylvania; Union University, Albany, N.Y. ; 
University of Louisville. Ky.; St. Louis University School of Medi¬ 
cine, St. Louis ; Long Island College Hospital, Brooklyn, N.Y. ; Uni¬ 
versity of Pittsburgh; and Medlcsl College of State of South 
Carolina. 

That King’s College for Women be added to the list of schools recog 
nt»6d by the Board for instruction in chemistry, physics, and biology. 
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That the following schools be added to the list of schools recognise.! 

by the Board for instruction in chemistry and physics namely, 
Downside College, Stratton-on-the- Fosse; Royal Masonic 8chool. 
Bushev; Shrewsbury School, Shrewsbury; and Merchant Taylors 
School, Crosby, Lancs. , , . 

That Barry Intermediate School. which are already recognised for 
Instruction in chemistry and physics, be also recognised for instruction 
In biology. ' . , 

That Syracuse University, New York, be added to the list of institu¬ 
tions whose graduates in medicine are admissible to the Final Exa¬ 
mination of the Examining Board in England under the conditions of 
Para. IV., Sec. III., of the Regulations. 

—Books and other publications presented to the Library 
during the past quarter were received, and the thanks of the 
College given to the donors. After some formal business the 
President declared the Comitia closed. 

Royal Colleges of Physicians of London and 
Surgeons of England.— At a meeting of the Comitia of 
the Royal College of Physicians and of the Council of the 
Roval College of Surgeons on July 25th, diplomas of L.R.C.P., 
M.fe.C.S., were respectively conferred upon the under¬ 
mentioned candidates (including 10 women) who have passed 
the Final Examination in Medicine, Surgery, and Midwifery 
of the Conjoint Examining Board, and have complied with 
the by-laws:— 

Abraham Abelson, B.Sc,. Lond., Univ. Coll. Hosp.; James Franklin 
Adams, M.B. Tor., Toronto Univ. ; Kaiku Ardeshir Anklesarla, 
Bombay Univ. and London Hosp.; Bernard Francis William 
Armitage. M.A. Camb., Cambridge Univ. and St. Bart.’s ; Chas. 
Howard Backus, St. Mary’s ; Annie Hardy Banks, Royal Free and 
St. Mary’s ; "Frederick Grant Banting. M.B.Tor., Toronto Univ. ; 
Gilbert Blurton, Birmingham Univ.; Martin Vincent Boucaud, St. 
Bart.’s; Maurice Charles Breese, Westminster; John Dutton 
Byrd, Manchester Univ. and St. Bart.s; Francis Cavers, D.Sc. 
Lond., Univ. Coll. Hosp. ; Edwin Alfred Clegg. Middlesex; Alfred 
Wilkinson Cocking, Guy’s; Kathleen Mary Cogan, Royal Free 
and St. Mary's; Thomas Colley, Manchester Univ.; Norman 
Carwardlne Cooper, Bristol Univ.; Cyril Charles Herbert 
Cuff, M.B., B.S. Durh., Durham Univ.; Pares Chandra Datta, 
M.B., Ch B. Edln., Edinburgh Univ. and Middlesex ; Evan 8 herrah 
Davies, Westminster; Sidney Richard Eccles Davies, Cambridge 
Univ. and St. Bart.'s ; Thomas Morris Dayies, 8 t. Mary's; Prank 
Swinburne Drewe, Oxford Univ. and St. Thomas’s; Charles Bertram 
Dyson, Cambridge Univ. and Univ. Coll. Hosp. ; Albert Eidinow, 
London Hosp.; Saad El Din Ahmed El Daab, St. Bart.’s; 
Frederick Knowles Escritt. Guy’s; Lucie Gainsford. Madras and 
Charing Cross ; Shanazar Galstaun Galstaun, Cambridge Univ. and 
St. Bart.’s; Edwin Stowell Gawne, Liverpool Univ.; Chappie Gill- 
Caroy, Guy’s; Stuart Victor Goldhurst, Cambridge Univ. and 
London Hosp.; Lawrence Handy, St. Bart.’s; Frank Tandy 
Harrington, Guy’s; Geoffrey Gordon Havers, Cambridge Univ. and 
St. Bart.’ 8 ; Walter Anley Hawes, Guy’s; Sydney Nuttall Hayes, 
Middlesex ; Walter Ernest Heath, Cambridge Univ. and 8 t. Bart.’s ; 
Walter Sebastian Herman, Cambridge Univ. and London Hosp. ; 
Thomas Cornelius Higgins. St. Bart.’s; Cyril Patrick Hines. St. 
George’s ; Jack Joffe, B.Sc., Guy’s; Alfred Kenneth Ince 
Jones. L.D.S.Eng., Middlesex; ‘Edward Ek Dun Lau, M.B., 
B.S.Durh., Durham Univ.; Alexander Smlrle Lawson, M.B. 
Tor., Toronto Univ.; Neville Hall Little, M.B. Tor., Toronto 
Univ.; Allan Wyndham Lloyd-Da vies, Birmingham Univ.; Geoffrey 
Burman Lowe. Cambridge and Birmingham Univs.; Edith Mary 
Ponsonby Morris, St. Mary's; Kenneth Mullen, Gay’s; Robert Alan 
Olphert. Cambridge Univ. and St. George s; "Irene Grace Parsons, 
Royal Free; Rowland John Perkins, St. Bart.’s; Gordon Frank 
Peters, Guy’s; Mary Millicent Prior, Royal Free and St. Mary s; 
Percival George Quinton, Univ. Coll. Hosp.; Constance 
Amy Randall, Royal Free; Clifford George Jackson Rayne, 
St. Bart.’s; Franoes Elinor Rendel, Royal Free and St. 
Mary’s ; Norman Rumboll, Cambridge Univ. and St. Bart.'s; 
John Andrew Adamson Prinski Scott. London Hosp. ; Adolphe 
Gladstone Millott Severn, Guy’s; William Henry Simmons. 
Guy’s ; Bertram Leslie Slater, London Hosp.; Viotor Alexander 
Trevor Spong, St. Bart.'s; George Seymour Swan, Liver¬ 
pool Univ.; Arthur Denis Symons, Bristol Univ.; Matthew 
Sydney Thomson, Cambridge Univ. ami King's College Hosp.; 
Agnes Elizabeth Towers, Cambridge and Birmingham Univ.; Elsie 
Maud Visick, Royal Free; Ylk Shing Wan, University College 
Hosp.; John Whittingdale, Cambridge Univ. and St. Bart.’s; and 
Vyvian Deane Wyborn, Charing Cross. 

" Diploma of M R.C.S. conferred on July 11th, 1918. 
Diplomas in Public Health were conferred upon the 
following six candidates :— 

Stephen Leonard Baker, L.R.C.P., M.R.C.S., Haslar and London 
Hosp.; Thomas Frederick Brown. L.R.C.P., M.R.C.S., Guy’s; 
Gnanayudam Mangalanathan Dominick, .L.R.C.P., M.R.C.S., 
University College Hosp.; Hyman Isaac, M.B., B.S. Lond., Guy'B ; 
Edmund Douglas Richardson, L.R.C.P.. M R.C.S., University 
College; and Edmund Leigh White, M.D.,Ch.B. Edln., Edinburgh 
Univ. and University College. 

Royal College of Surgeons of Edinburgh.— 
At a meeting of the College held on July 16th the following 
gentlemen, having passed the requisite examinations, were 
admitted Fellows 

Claude Hamilton Blair Avarne, M.RC.S. Eng., L.R.C.P. Lond.; 
Francis Brown Craig, M.B., Ch.M. Sydney, Captain, Australian A.M.C.; 
William Robert Higgins, M.R.C.S. feng., L.R.C.P. Lond., M.B., B.C., 
M D. Camb., Captain, R.A.M.C.(T.); Edward Wilfrid Kirk, M.B., 
Ch.B. Edln., Captain, R.A.M.C.; David Lees, M B., Ch.B. Edln.; 
Leonard Newsom Morris, M.R.C.S Eng., L.R.C.P. Lond.. M.B., Ch.B. 
Bristol, Lieutenant.R.A.M.C. (T.); Frederick Lionel Spalding. M.R.C.S. 
Eng., L.R.C.P. Lond ; Kenneth Vincent Trubshaw, M.B.C.8. Eng., 

L. R.C.P. Lond., M.B., B.S. Lond.; and Alexander Stewart Wilson, 

M. B., Ch.B. Glssg., Captain, South African M.C. 
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Queen’s University of Belfast.—A t the summer 
graduation ceremony, held on July 10th, the following 
degrees and diploma were conferred :— 

M.D.— George J. Jones. 

M.B., B.Ch., B.A.O.— First-class honours: William J. Lytle and 
Charles A. Whitfield. Second-class honours: Gladys B. Chambers 
Samuel E. Duff, and Henry F. Macanley. Pass: Herbert 
Abernethy, Samuel Acheson, David D. Anderson. Annie E. E. 
Beattie, Frederick C. L. Bradbury. Samuel F. Breakey, Frederick 
Campbell. Thomas I. Candy. Gerard J. Crawford. David Croraie. 
Stewart Fullerton, John Grlmson, Robin Hall, Mary E. Irwin, 
Amy C. McCallum, Hugh H. McClelland, John McGarvey. Daniel 
McLister, Edward A. Maguire. John A. Martin. William Michael, 
Thomas Montgomery. Hugh Paul, Charlotte Pedlow, John E. Rea, 
David A. E. Scott, Thomas Wallace, Percival S. Walker, and 
Andrew Watson. 

Diploma in Public Health.—Robert Marshall, David R. Taylor, Denis 

K. Watterson, and Samuel Wright. 

Medico-Psychological Association of Great 
Britain and Ireland. —The seventy-seventh annual meeting 
of this association was held at Edinburgh on July 23rd and 
24th, under the presidency of Lieutenant-Colonel John Keay, 
R.A.M.C. After the transaction of the usual business the 
President delivered his inaugural address. This was followed 
by papers on “ The Prevention and Treatment of Neuras¬ 
thenia and Other Functional Nervous Breakdowns,” by Dr. 
Claud F. Fothergill, and “The Infective Factors in Some 
Types of Neurasthenia,” by Dr. W. Ford Robertson. On the 
second day the members and their friends were hospitably 
entertained by Lieutenant-Colonel Keay and Mrs. Keay to 
luncheon and an At Home at the Edinburgh War Hospital, 
Bangour. The wards of this excellently equipped hospital 
were visited and demonstrations were given by Lieutenant- 
Colonel C. W. Cathcart, R.A.M.C. (T.) and Major Rankine on 
the Construction and Fitting of Provisional Artificial Limbs; 
by Lieutenant-Colonel Sir Harqld J. Stiles, R.A.M.C., on 
interesting cases from the Orthopaedic Department; and 
by Captain Edwin Bramwell, R.A.M.C., on cases illustrating 
Functional Neuroses. Major D. G. Marshall, I.M.S., and Dr. 

L. K. Davies showed Microscopic Preparations illustrating 
Malaria and Dysentery. By the kindness of the chairman 
and managers and Dr. G. M. Robertson, an At Home 
was held at the Royal Edinburgh Mental Hospital, 
Morningside. Owing to the w T ar the annual dinner was not 
held, but the well-known hospitality of the Edinburgh 
members contributed in no small measure to the success of 
a very enjoyable and instructive meeting. 

Midwives (Ireland) Act, 1918.—At the recent 
election held pursuant to the provisions of the Midwives 
(Ireland) Act, 1918, the following four registered medical 
practitioners were elected by the registered medical practi¬ 
tioners resident in Ireland to act on the Central Midwives 
Board for Ireland (Section 3 (1) (b)): Sir Andrew J. Horne 
(Dublin); 8ir William J. Smyly (Dublin) ; Sir John William 
Byers (Belfast); and Professor Henry Corby (Cork). The 
other seven members will be appointed by the Local Govern¬ 
ment Board for Ireland in due course. 


URBAN VITAL STATISTICS. 

(Week ended July 27th, 1918.) 

English and Welsh Tovms.— In the 96 English and Welsh towns, with 
an aggregate civil population estimated at 16,500,000 persona, the 
annual rate of mortality was 131, against 21 T and 18 0 per 1000 in 
the two preceding weeks. In London, with a population slightly 
exceeding 4,000,000 persons, the death-rate was 11*8, or 3‘4 per 1000 
below that recorded in the previous week; among the remaining 
towns the rates ranged from 4 2 in Ilford, 5 6 in Wallasey, and 5 9 in 
Gillingham, to 22*1 in Blackburn, 24*3 in Warrington, and 261 in 
Walsall. The principal epidemic diseases caused 241 deaths, which 
corresponded to an annual rate of 0 8 per 1000 , and Included 71 from 
whooping-cough, 62 from Infantile diarrhoea, 61 from measles, 29 from 
diphtheria, 14 from scarlet fever, and 4 from enteric fever. The 
deaths from whooping-cough, measles, and diphtheria were the lowest 
numbers recorded In any week of the current year. The 787 
cases of scarlet fever and 961 of diphtheria under treatment in the 
Metropolitan Asylums Hospitals and the London Fever Hospital were 
49 and 55 below the respective numbers remaining at the end of 
the previous week. The 915 deaths from all causes In London in¬ 
cluded 86 from Influenza, against 218,287, and 192 in the three preceding 
weeks. The causes of 31 deaths in the 96 towns were uncertified, and 
included 4 in Birmingham, and 3 each in London and Gateshead. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 14‘2, against rates increasing from 11*5 to 17-4 per 1000 
in the four preceding weeks. The 318 deaths in Glasgow corre¬ 
sponded to an annual rate of 14*9 per 1000, and included 7 from 
measles, 4 from Infantile diarrhoea, 3 from whooping-cough, 2 from 
diphtheria, and 1 from enteric fever. The 71 deaths in Edinburgh 
were equal to a rate of 11*1 per 1000 , and Included 2 from measles and 
1 from scarlet fever. 

Irish Tovms .—The 153 deaths in Dublin corresponded to an annual 
rate of 20'0, or 7’2 per 1000 below that recorded in the previous 
week, and included 5 from infantile diarrhoea, 2 from whooping-cough, 
and 1 each from measles and scarlet lever. The 131 deaths in Belfast 
were equal to a rate of 17 4 per 1000, and included 8 from infantile 
diarrhoea, 2 from whooping-cough, and 1 each from measles and 
diphtheria. 


IJarlkmentarg Intelligence. 


NOTES ON CURRENT TOPICS. 

Criminal Law Amendment Bill. 

The House of Commons has appointed a Select Committee 
of six Members to join with a Committee of the House of 
Lords to consider the Criminal Law Amendment Bill and 
the Sexual Offences Bill. The six Members are Sir William 
Collins, Sir Willoughby Dickinson, Mr. G. Locker- 
Lampson, Mr. Neville, Mr. John O’Connor, and Mr. 
Tyson Wilson. 

Workmen's Compensation ( Silicosis ) Act . 

The Royal Assent has been given to the Workmen’s Com¬ 
pensation (Silicosis) Act. 

HOUSE O^ COMMONS. 

Wednesday, July 24th. 

A Ministry of Health. 

Mr. H. Samuel asked the Chancellor of the Exchequer 
whether the Government proposed to introduce before the 
adjournment a Bill for the establishment of a Ministry of 
Health.—Mr. Bonar Law replied : The Committee of Home 
Affairs has made good progress with the consideration of the 
Bill, and hopes shortly to get its proposals into shape, but it 
is not yet possible to say whether the Bill can be introduced 
before the adjournment. 

Mr. Watt : Is the right honourable gentleman aware that 
such a Bill will not be a noD-contentious measure ;in this 
House?—Mr. Bonar Law : If it is introduced I hope’that it 
will be a non-contentious measure. 

Captain Sheehan asked whether it was intended that 
Ireland should be brought within the scope of the measure 
setting up a Ministry of Health.— Mr. Bonar Law answered: 
This is not at present proposed, but any suggestion which 
may be made by Irish Members on the subject will of course 
receive consideration. 

Mr. Nugent : Has anv effort been made to ascertain what 
is the opinion in Ireland in reference to this question?—Mr. 
Bonar Law : As far as I know no effort has been made. As 
a rule, Irish Members do not require any effort to be made 
for us to find out what they want. 

Mr. Nugent: Is the right honourable gentleman aware 
that the Insurance Commissioners have already had com¬ 
munications on this matter, and has any effort been made to 
elicit the opinion of the people at all ?—Mr. Bonar Law : 

I am not aware of that. 

Influenza in Central Telegraph Office. 

Mr. Pike Pease (Assistant Postmaster-General), in the 
course of an answer to Mr. Gilbert, said: The influenza 
epidemic has been a serious matter in the Central Telegraph 
Office, where we have had as many as 700 people off in one 
dav. 

Thursday, July 25th. 

Hospitals in France. 

Colonel Faber asked the Under Secretary for War whether 
he would consider the advisabilitv of having the hospitals at 
the fronts some distance away from fighting units, so that 
no mistake could possibly arise in enemy bombing opera¬ 
tions; whether to assist this object light railways could be 
laid down by which to remove patients on to the main lines; 
and whether be would insist on the red cross being plainly 
painted on our marquees.—Mr. Macpherson answered : 
The measures suggested by my honourable and gallant 
friend have already been pat in hand so far as labour is 
available. Hospital establishments are clearly marked. 

Panel Practice in War-time. 

Mr. Morrell asked the representative of the National 
Insurance Commissioners whether his attention had been 
called to the hardship that was caused to panel doctors by 
the continuous and progressive depletion of their practice 
during their absence on war service; and whether he was 
prepared to take any steps in the matter.—Sir E. Cornwall 
replied : 1 am not aware of any general prevalence of the 
difficulty suggested in the question. Certain steps have 
already been taken by the Commissioners in regard to it— 
by means of regulations of which I am sending the honour¬ 
able Member a copy—in accordance with the suggestions 
made to them for the purpose by the medical profession. 

Monday, July 29th. 

Dentists in the Army. 

Mr. Whyte asked the Under Secretary for War whether 
he had now taken the steps promised a month ago to 
increase the number of dentists serving professionally 
with the British Expeditionary Force in France.—Mr. 
Macpherson answered: We have increased the number of 
dentists in this country and are now 'awaiting the demands 
of France which we can meet. 
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Medical Men in Turkey. 

Lord H. Cavendish-Bentinck asked the Under Secretary 
for War what steps had been taken to ensure that the 
British doctors who were prisoners in Turkey were suitably 
distributed among the different prisoners’ camps ; and 
whether he would arrange that our rights for exchange of 
doctors under the Berne agreement should be waived, in so 
far as to allow of at least one British doctor remaining at 
each camp and at least 1 per 1000 prisoners at camps with 
more than 1000 prisoners.—Mr. Macpherson replied: This 
matter is under consideration, and I hope that it will be 
possible to make arrangements on the lines suggested by my 
noble friend. 

Tuesday, July 30th. 

Artificial Limbs and Surgical Appliances. 

Mr. Houston asked the Parliamentary Secretary to the 
Ministry of Pensions whether there was delay in supplying 
artificial limbs and surgical appliances to wounded and 
mutilated soldiers and sailors who had been discharged from 
service, thereby causing pain, suffering, and pecuniary loss 
whioh might be avoided; and, if there was no delay, could 
he explain the many complaints which were made by these 
gallant and suffering men.—Sir A. Griffith Boscawen 
replied : There has undoubtedly been delay in the past in 
supplying artificial limbs owing mainly to the lack of 
accommodation. During the last two months additional 
limb-fitting hospitals have been opened at various centres in 
the United Kingdom, and the services of additional limb 
makers have been secured. The result will be an immediate 
reduction in the number of men waiting to be fitted. 

Wednesday, July 31st. 

Training of Army Nurses. 

Major Chapple asked the Under Secretary for War whether 
the certificate of training presented in evidence of qualifi 
cation by London hospital nurses applying for posts in the 
Army service stated that the nurse had had three years’ 
training in the hospital or only two years’ training.—Mr. 
Macpherson replied: As I have already informed my 
honourable friend, steps are always taken to ascertain that 
a nurse has completed the necessary period of training and 
service in the wards. 

Sir C. Henry: Is there any differentiation made in this 
rule as between the nurses who come from the London 
Hospital and those coming from elsewhere?—Mr. Macpher¬ 
son; No, Sir. _ 


BOOKS, ETC., RECEIVED 

Baiixiere, J. B., et Fils, Paris. 

Principe* de 1'Evolution des Maladies Infectieuses. Par J. Danes;. 

5 fr. 

Nouvelle Methode de Vaccination Antityphoidique : le L4po Vaccln, 
T.A.B. Par K. le Moignic et A. Senary. 2 fr. 

Balb, John, Sons, and Daniklsson. London. 

Modern Methods in the Diagnosis and Treatment of Phthisis, with 
Special Reference to Tuberculin. By James T. Macmanus. M.B. 
2s. 6d. 

Rural Water-supplies and their Purification. By A. C. Houston, 
M.B. 7a. Sd. net. 

Hlltoh and Co.. Calcutta. 

Treatise on Materia Medica and Therapeutics. By K. Ghosh. 
Edited by Lieutenant-Colonel B. H. Deare, I.M.S. 7th ed. 

7a. 6 d. net. 

Lea and Pkbioer, Philadelphia. 

Diabetic Manual. By Elliott P. Joaliu. M.D. $1.75 
Syphilis and Public Health. By Lieutenant-Colonel E. B. Vedder. 
Medical Corps. U.S. Army. $2.25. 

Lewis. H. K., and Co., London. 

The Action of Muscles, including Muscle Rest and Re-eduoation. 
By W. C. Mackenzie, M.Q. 12a. 6 d. 

Lippihcott (J. B.) Company, London and Philadelphia. 

The Dispensatory of the U.S. A. 20th ed By J. P. Kemiugton, 
Ph.M., and Others. £2 10*. 

Macmillan and Co., London. 

Life of Sophia Jex-Blake. By Margaret Todd, M.D. (“ Graham 
Travers "). 18s. 

Masson kt Cie., Paris. 

La Gangrene Gazeuse. Par M. Weinberg et P. Seguin. 20 fr. 
Roltlkdoe, George, and Sons, London. 

Studies In BlectroPtavslDiogy (Animal and Vegetable). By A. E. 
Baines. 12*. 6d. 

Saunders (W. B.) Company. London and Philadelphia. 

Differential Diagnosis. By R. C. Cabot. M.D. Vol.II. 2nd ed. 25 a*. 
Laboratory Manual and Text-book of Embryology, By C. W. 

Prentii, A.M. 

Elements of the Science of Nutrition. By G. Lusk, Ph.D. 3rd ed. 
Sim pkin, Marshall. London Booksellers' Co.. Liverpool 
Hypnotism and Treatment by Suggestion. By A. E. Davis, 
F.H.C.S. 2s. 6d. 

Times Book Co., London. 

The Lau Islands (Fiji) and Their Fairy Tales and Folk Lore. By 
T. R. St. Johnston. F.R.G.S. 5<\ net. " 

Wright, John, and Sons. Bristol. 

Medical Annual. 1918, 10s. 

British Journal of Surgerv Vol. V. 1917-1913. 36s. 6d. 



Kaul, S. N., M.B., Ch.B. Bdin., has been appointed Resident Surgical 
Officer, and Kharas, H., M.B., B.S-Bombay, and Laud, K. S., 

L.M. A 8. Bombay, House Surgeons, at the Birmingham and 
Midland Eye Hospital. 


iP'acanries. 


For further information refer to the advertisement columns. 
Birmingham University.—Sen. Demonstrator of Anatomy. £250. 
Blackpool, Victoria Hospital .—Female H.S. £260. 

Bolingbrnke Hospital . Wandsworth Common, S. W.— Res. M.O. £200. 
Brighton County Borough Asylum, Hayward's Heath.— L.T. Asst. 

Res. M.O. £7 Is, per week. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Buxton , Derbyshire, Devonshire Hospital.— Asst. H.S. £100. 

Carlisle City, Maternity and Child Welfare.- Female Asst. M.O. £400. 
Charing Cross Hospital.— H.P. and S. £100. 

Cheltenham Eye, Ear, and Throat Free Hospital.— Asst. S. £400. 
Coventry Education Committee .-School Dentist. £300. 

Evelina Hospital for Children, S.E.— H.P. and H.S. £160. 

iJrcat Yarmouth Hospital.—H.S. £200. Fifth-year Students. £150. 

Oreemcich Union Infirmary ami Workhouse.—Asst. M.O. £300. 

Guy’s Hospital, S.B .—Clinical Asst. 1 guinea per session. 

Hospital for Consumption and Diseases of the Chest, Brampton.— 
Asst. Res. M.O. £100. 

London Homoeopathic Hospital, W.C.— M.O. of Physical Exercises Dept. 
London Temperance Hospital, A r . W. —Surgical Registrar. 40 guinea.* 
Manchester City.- Female M.O. £450. 

Manchester County Asylum , Prestwick.— L.T. £7 Is. per week. 
Middlesex Hospital, W.— Temp. Res. M.O. £250. 

Nottingham General Hospital .-Two Female H.S. £250. 

Nottingham, Ransom Sanatorium, Mansfield —Rp 3. M.O. £250. 

Notts Education Committee.— Asst. Sch.’M.O, £400. 

Queens Hospital for Children, Hackney-road, E.— Temp. Asst. P. 

Royal National Orthopaedic Hospital , H r .—Hon. P. Also Hon. M.O 
of Blectro-Therapeutic Dept. 

St. Albans, Herts County Asylum, —Temp. Asst. M.O. 7 guineas a week. 
St. Pancras (Parish of ).—Two L.T. to Infirmary. 7-8 guineas per week. 
Salford County Borough .—Female Asst. M.O. for Child Welfare. £350 
Sheffield Royal Infirmary.—H.S. and H.P. £150. 

Sunderland County Borough.— Asst. Female M.O.H. and Maternity and 
Child Welfare M.O. £400. 

Sunderland, Durham County and Sunderland Eye Infirmary.— Locum. 
Tottenham Education Committee— Asst Sch. M.O. £500. 

Walsall General Hospital .—Female H.S. and An«s. £175. 

Warrington Infirmary and IHspensary .—Sen H.S. ,£250. 

Whitehaven and West Cumberland Infirmary—He*. H.S. £150 to £180. 


JSirtjis, jflurriageg, anb gealjjs. 

BIRTHS. 

LIdderdalk. —On July 26th, at Belmont Lodge, Cheltenham, the wife 
of Captain W. Guy Lidderdale, R.A.M.C., of a daughter, who 
survived her birth only a few hours. 

MARRIAGES. 

Burnham—Paterson.— On July 23rd. at the Parish Church. Lang¬ 
holm, Cecil Burnham, M.B., Ch.B., F.H.C.S, Edin., Temporary 
Major, R.A.M.C., Italian Expeditionary Force, to Marlon Paterson, 
third daughter of the late J. W. J. Paterson, Terrona, and Mrs. 
Paterson, Eskbank, Langholm. 

Collie-Alderton.— On July 25th, at the Chapel Roval, Savoy. 
Lieutenant Arnold B. Collie, R.A.M.C., son of Sir John Collie. 

M.D., C.M.G., to Ethel Mary, elder daughter of the late F. F. 
Alderton and of Mrs. Alderton, of Harrow-on-the-Hill. 

Shannon— Kkrr.—U n July 17th, at St. Andrew’s Church, Wells-sfcreet. 
London, Captain F. Shannon, R.A.M.C., to Anne Muriel 8hannon 
Kerr, youngest daughter of the late Rev. R. S. Kerr. Rector of 
Howth. Dublin. 

Shattock—Mackenzie.— On July 27th, at St. Anselm's, Kingsway. 
Clement Kdward Shattock, M.D., M.8., F.R.C.3., of Wimbledou, to 
Fede Margaret Mackenzie, M.B., B.S., of Genoa, Italy. 

Vbrnon— Abel.— On July 25th, at Westminster Chapel, Buckingham 
Gate, Lieutenant C. H. Vernon. R.A.F. Medical Service, to Edith 
elder daughter of Rev. and Mrs. A. K. Abel, of The Manse, 
Godaiming. 

White—Lamb.— On July 24tb, at Holy Innocents' Church. Fallowfield. 
Manchester, Charles Powell White. M.A., M.D., F.R.C.8.,to Lettice 
Mary, second daughter of Professor Horace Lamb. D.Sc.. F.R.S.. of 
the University of Manchester. 

DEATHS. 

Batten.— On July 27th, Frederick Eustace Batten, M.D., F.K.C.P., 
of Harley-street, of collapse following operation, aged 52 years. 
Beattie.— On July 22nd, at Southampton (suddenly!. Captain J W 
Beattie. M.D., R.A.M.C. 

Leslie-Jones.— On July 18th, at Fowey. Cornwall, Hudson Leslie- 
Jones, B.E., M.D., F.H.C.S.I., in his 78th year. 

Moorhead.— On July 23rd, at Brlghtlands, Crabton Close, Boscombe. 
Bournemouth, Lieutenant-Colonel James Moorhead, I.M.S..aged 
66 years. 

Roberts.— On July 28th, at North-gate. Regent’s Park. Frederick T. 
Roberts, M.D., F.R.C.P.. B.Sc. Lond., Hon. D.Sc. Univ. of Wales. 
Fellow of University College, London. Emeritus Professor. Medicine 
and Clinical Medicine. University College, London, in his 79th year. 

N.B.—A fee of 5s. is charged Jor the insertion of Notices oj Births, 
Marriages , and Deaths. 
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Jfates, Sjroit Comments, anb Jnsfaers 
to Correspnbents. 

THE METROPOLITAN WATER-SUPPLY DURING 
JANUARY, FEBRUARY, AND MARCH, 1918. 

In the report of the Water Examiner on the condition of 
the Metropolitan water-supply for the month of January it is 
shown that the mean rainfall during the month was 3-26 in., 
being 1*05 in. above the average mean rainfall for that month 
during the previous 35 years. Compared with the averages 
for the year 1917, all the raw river waters yielded results on a 
chemical examination worse than their respective averages, 
and bacteriological examination showed all three raw waters 
contained more bacteria than their respective averages 
for the year 1917. The filtered waters, though comparing 
unfavourably chemically with those obtained in the corre¬ 
sponding period in the previous year, gave not unsatisfactory 
results on bacteriological examination, no typical B. coli 
being contained in 100 c.cm. of the samples in the case of 
64*8, 18*2, and 58*2 per cent, examined. In February 
the rainfall was 1*39 in., being 0 65 in. below the average 
mean rainfall for that month during the previous 35 
years. All three raw waters yielded results compared 
with the previous year better than their respective 
averages as judged by the usual tests, New River water 
being an exception which showed no change. On the 
other hand, the filtered waters showed in some respects 
worse results than their respective averages. The colour 
test showed also worse results. Bacteriologically the three 
raw waters were found to contain fewer bacteria than their 
respective averages for the year 1917, and the filtered waters 
were satisfactory. In March the mean rainfall was again 
below the average mean, it was 1*08 in., being 1*10 in. below 
the figure for March during the previous 35 years. All three 
raw waters on chenAical examination yielded results better 
than their respective averages in 1917, and they also 
contained fewer bacteria. The filtered waters yielded satis¬ 
factory results, no typical B. coli being found in 100 c.cm. of 
the water in 97*2, 84*2, and 92*6 per cent, of the samples 
examined. The general returns show that while with 
increased rainfall the raw waters give less satisfactory 
results both chemically and bacteriologically the efficiency 
of filtration is maintained. 

DEATHS FROM INFLUENZA. 

For the week ending July 20th the Registrar-General’s 
returns show 192 deaths ascribed to influenza in the County 
of London, as against 67, 218, and 287 in the preceding three 
weeks, and an average of 5. In Scotland during the same 
week 19 deaths were credited to influenza, and in 79 deaths 
classified as due to other diseases influenza was a contri¬ 
butory cause. The figures for the previous week were 26 
and 74, and for the week preceding 9 and 27 respectively. 

COST OF WAR-TIME PRESCRIPTIONS. 

According to figures prepared for the London Insurance 
Committee the average cost of the 3? million prescriptions 
issued during the year 1917 was 

d. 

Ingredient cost . 

Dispensing fee cost . 

Total cost . 

Cost per insured person . 

Number of prescriptions per person 

The average cost per prescription in 1915 was 7*87 d. t and in 
1916, 5*34 d. 

THE RED CR08S AT SEA. 

The concluding lecture of the series on First Aid at the 
College of Ambulance (3, Vere-street, London, W.) was given 
on July 18th by Mr. George F. Shee, M.A., secretary of the 
Roval National Lifeboat Institution, who described the work 
of ‘the institution in saving life at sea. Miss Helen 
MacKenzie, one of the organisers of the lectures, presided. 
Founded in 1824, and now approaching its centenary, the 
Lifeboat Institution claims to have saved 56,700 lives during 
its existence, and nearly 5000 since the outbreak of the 
war. 1500 rescues have been made from war casualties on 
the sea; from the RohiUa alone 85 people, including 
doctors and nurses, were brought away in the lifeboats of 
the Institution. Supported entirely by voluntary contribu¬ 
tions, the Royal National Lifeboat Institution carries on its 
work at a cost of £115,000 a year, as compared with the 
State service of the U.S.A. subsidised to the extent of 
£450,000 a year, the number of boats being practically the 
same in each case, about 260. The work of lifeboat men 
requires courage in no ordinary degree, and Mr. Shee con¬ 
tended that a committee composed of Victoria Cross holders 
would unhesitatingly admit that the standard of heroism 
had been raised by the men who brave the perils of the 
sea in order to save human life. 


2*91 per preecriptiou. 
2 83 „ 

5*74 „ 

14-51 

2-53 
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LECTURES, ADDRESSES, DEMONSTRATIONS,&c. 

POST-GRADUATB COLLEGE, West London Hospital, Hammersmith - 

Monday. August5th.— 2p.m. .Medicaland Surgical Clinics. X Rays. 
Mr. D. Armour. Operations. Mr. B. Hannan Diseases of the Bye. 
Dr. 8imson : Diseases of Women. 

Tuesday.—2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the 
Throat, Nose, and Bar. Dr. Pemet: Diseases of the Skin. 
Wedicesday.-IO A.M.,Dr. Arthur Saunders: Diseases of Children. Dr, 
Banks Davis: Operations of the Throat. Nose, and Bar. 2 P.M., 
Medical and Surgical Clinics. X Rays. Mr. Pardoe *. Operations. 
Thursday.—2 p.m., Medical and 8urg1cal Clinics. X Rays. Mr. D. 

Armour : Operations. Mr. B. Harman: Diseases of the Bye. 
Friday.—10 a.m., Dr. Simson: Gynaecological Operations. 2 P.M., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banka Davis: Diseases of the Throat. Nose, and Bar. 
Dr. Pemet s Diseases of the Skin. _ 

Saturday.— 10 a.m., Dr. Arthur Saunders: Diseases of Children. Dr. 
Banks Davis: Operations of the Throat, Nose, and Bar. Mr. B. 
Harman: Bye Operations. 2 p.m., Medical and Surgical Clinics. 
X Rays. Mr. Pardoe: Operations. 

NORTH-BAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

THE THROAT HOSPITAL. Golden-square, W. , 

Monday, August 5th.—5.15 p.m., Special Demonstration of Selected 
Cases. 

Thursday. —5.15 p.m., Clinical Lecture. 


Colonel J. G. Adnmi, C.A.M.C., will deliver a. 
lecture on the Canadian Army Medical Corps and Medical 
Progress at the meeting of the Medical Society of the 
C.A.M.C., Shorncliffe, on August 12th. Medical men not 
members of the society who would like to be present 
should communicate with the secretary, Major A. H. Pine, 
No. XI. Canadian General Hospital, Shorncliffe. At the 
following meeting in September Sir William Osier will 
lecture on “The Future of the Medical Profession in 
Canada.” ___ 

EDITORIAL NOTICES. 

In consequence of the pressure on our space and the shortage 
of paper, the Editor may be compelled to abbreviate communioa- 
tiwns, as an alternative to their rejection , when time does not 
allow them to be reconsidered by their authors. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addreaeed 
exclusively “ To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with 
the Editorial staff. It is urgently necessary that attention 
should be given to this notice. . . . . 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

We cannot undertake to return MSS. not used. 

Offices: 423, STRAND, LONDON, W.C. 2. 

Communications, Letters, &c., to the Editor have 
been received from— 


A —Capt. J. B. Adams, K.A.M.C.; 

Mr. P. W. Atkin, Manchester. 
B.—Queen’s Unlv., Belfast; Dr. 
J. A. Browue, Newport, Essex; 
Dr. F. M Bluroer, Stafford; 
Miss Constance Beerbohm, l£nd.; 
Maior Piero Boveri, R.A.M.C.; 
Messrs. A. and C. Black, Lond.; 
Dr. T. H. C. Beniaus; Mr. W. 
Branton, Leighton Buzzard. 

C —Mr. J. Cabbum, Lond.; Dr. 
S. D. Clippingdale, Lond.; Capt. 
John Campbell, R.A.M.O. 

D. —Staff-Surg. S. F. Dudley, R.N. 

E. —Mr. Arthur Evans. Lond.; Ex- 
officers’ Employment Bureau. * 

0.—Dr. A. Withers Green, Lond.; 
Dr. W. Gordon, Exeter; Sir Jas. 
Galloway, Lond.; Prof. R. A. 

H. ^-Dr^MiHJaanna, Geneva; Ma.j. 
*H. Hemsted, R.A.M.C.; Dr. J. 
Hudson, Newcastle - on - Tyne; 
Major A. F. Hurst, R.A.M.C. 

I. —Mr. R. B. Ince, Jarvis Brook; 
Insurance Committee for the 
County of London. 

L —Dr. A. 3. Leyton, Oxtord; Dr. 
*C. E. Lea, Manchester; Local 
Government Board, Dublin, 
Asst. Sec. of; Local Government 
Board. Lond., Medical Officer of. 


M.—Dr. H. A. Macewen, Lond.; 
Mr. F. S. MileB, Hove; Mr. A. 
Mercer, Wimbledon ; Mr. John 
Murray, Lond.; Lieut. R. H. 
Malone, I.M.S.; Col. C. S. Myera, 
R.A.M.C. 

tf.—Nat. Baby Week Council. 
0 # _Capt. E. O’Connor, R.A.M.C.; 

Dr. T. T. O’Farrell, Dublin. 

P.—Dr. L. J. Picton, Holmes 
Chapel; Miss K. Pllkington, 
Lond.; Dr. F. W. Price, Lond.; 
Dr. F. W. Pllkington, Kencott; 
Staff-Surg. R. J. G. Parnell, R.N. 

R. —Mr. H.*S. Reynolds, Wisbech ; 
Reg.-Gen., Edinburgh. 

S. -Mr. H. B. Symons, Harrold ; 
Dr. Charles Slater, Lond.; Mr. 
W. F. Sherrln, Richmond; Dr. 
R. H. Steen, Dartford; Socifte 
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Sharman, Lond. 

T. —Mr. A. Thornton, Marlborough; 
Triplex Safety Glass Co., Lond. 

W.—Dr. T. Wakefield, Haslemere ; 
Col. G. Sims Woodhead, A.M.S.; 
Dr. F. Wyatt-Smlth, Lond.; Capt. 
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CCELIAC DISEASE. 

Delivered before the lloyal College of Physicians or London 
on March 14 th, 10th, and 21st, 191S, 

By G. F. STILL, M.A., M.D. Cantab., F.H.C.P.Lond., 

PROFESSOR 07 DISEASES OF CHILDREN, KING’8 COLLEGE, LONDON ; 

PHYSICIAN* FOR DISEASES OF CHILDREN. KINGS COLLEGE 
HOSPITAL ; PHYSICIAN TO THE HOSPITAL FOR SICK 
CHILDREN, GREAT ORMOND-STREET. 

LECTURE I. 

Mr. President and Fellows,— One cannot but regard it 
as an honour to deliver before this our College the Lumleian 
lectures ; but one undertakes the duty with some trepida¬ 
tion, being only too conscious that the privilege carries 
with it the responsibility of upholding the high tradition 
which has come down to us from the Lumleian lecturers of 
more than three centuries. 

Introductory. 

The disorder which I have taken as my subject I shall 
consider under the title of “Coeliac Disease,” the name under 
which it was originally described by a late distinguished 
Fellow of this College, Dr. Samuel Gee. 

In this first lecture I shall deal chiefly with symptoma¬ 
tology, and I shall assume, only as a working hypothesis, 
and without any intention of prejudging the question, that 
in the combination of symptoms which has been called by 
this name we are dealing with a specific disease. In my 
second lecture, in which I shall consider the pathological 
aspect, I shall discuss this important question of specificity, 
and, finally, in my third lecture, I shall consider treatment. 

There is little to be said of historical nature owing to the fact that 
until Dr. Gee s observations i were published in 1888 tbe condition had 
apparently not been recognised, or, at any rate, had not been described, 
as a clinical entity. Since that date remarkably little has been 
written about it. and that little seems to have attracted no general 
attention, largely, perhaps, because different observers have described 
the condition under different names. 

Tbfe late Dr. Cheadle- in 1903 included it under the heading of 
** acbolla' ; in 1908 Dr. Herter,^ in America, called it “intestinal 
infantilism ”; and in 1913 Drs. Poynton, Armstrong, and Nabarro 4 
published a valuable study of this affection as “ A Group of Cases of 
Chronic Recurrent Diarrhoea in Childhood.'’ 

Its rarity also has no doubt had something to do with the 
scantiness of its literature. 

During the past five years at the Children's Hospital, Great 
Ormond-street, amongst 14,800 admissions of children under 12 years 
of age there were only 17 cases of “cadiac disease." Figures, however, 
taken from a hospital do not perhaps altogether give a reliable Idea of 
the frequency of its occurrence, for this is one of those affections 
which for some reason, difficult to ascertain, seems to be more rare 
amongst hospital patients than amongst those seen in private practice. 

I find that of cases under my own observation 17 were seen at 
hospital, whereas 24 came to me In the ordinary course of consulting 
practice. 

This point may not be without its significance as to 
etiology, for I think we may safely infer from it that the 
condition is not one of those specially incidental to poverty 
or to lack of hygienic surroundings. 

Farther, inasmuch as the diarrhoea of infancy and early 
childhood is undoubtedly closely related to both these 
factors, the coeliac affection presumably is not a mere 
variation or outcome of the ordinary diarrhoea of infancy. 

Dr. Gibbons, ‘ in his article on coeliac disease, expresses 
this view, which I think most clinicians must have held who 
are familiar with the diarrhoeal affections of infancy and 
early childhood. 

He say*: “ It is distinctly not the disease known as chronic diarrhaa 
of children." It is. however, easier to make such an assertion than to 
prove it or even to define exactly what is meant by it. Diarrhcea is a 
symptom not a disease, and in so far as cadiac disease is both diarrhu al 
and chronic it clearly is a chronic diarrhoea of childhood ; nevertheless, 
the character of the dlarrha*a and the associated symptoms make up a 
clinical picture which many observers have regarded as something 
rui generis, and have therefore suspected of a specific cause; only when 
this can be demonstrated will It be possible to say positively that caliac 
disease la entirely separable from other diarrhoeal affections of infancy 
and early childhood. In the meantime. If in addition to the charac¬ 
teristic grouping of symptoms this disorder can be shown to have 
etiological factors which are not common to other dlarrhoal diseases, 
we shall have gone some way towards defining its position. 

Incidence. 

A remarkable fact which comes out of my own series of 
cases is the much greater frequency in girls than in fcoys; 
oat of 41 cases 30 were girls, 11 were boys. v 
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I have no explanation to offer for this, but if It be confirmed by 
larger figures it raises once again a problem which has always seemed 
to me exceedingly Interesting—namely, the sex incidence of disease. 
Why congenital hypertrophy of the pylorus or idiopathic dilatation of 
the colon should occur far more often in boys than in girls, or even why 
hysteria should be more common in women than in men is mysterious 
enough, but it seems, if possible, more surprising that an infective 
condition-if. Indeed, coeliac disease is to be regarded as such—or a 
functional digestive disorder, if that view be more correct, should affect 
the female so much more often than the male. 

The age at onset is, in the majority of cases, the later part 
of infancy, between the age of 9 months and 2 years. The 
earliest in my series was 8 months, the latest 4i years. Only 
2 other cases began as late as 3-4 years of age. 

Several, however, were first seen by me when they had already 
reached the age of 3-7 years and the disease had already been present, 
for some years. Indeed, it is by no means easy to be sure of the date 
of onset'In some cases as the disorder may begin quite insidiously. 
As far as I have l>een able to ascertain, in no case did the disease begin 
while the child was still on breast-feeding. In some cases the onset 
has been with an attack of diarrhoea, which does not seem to have been 
particularly severe In character, but diarrhaa is not a necessary ante¬ 
cedent, for, as Gee pointed out, costiveness is sometimes a forerunner 
of the disorder: in three cases there was only vomiting at first. In 
some the first symptom w’hich seems to have caused anxiety was 
wasting. 

Clinical Picture. 

The clinical picture of “coeliac disease” when it has 
already lasted for two or three years is sufficiently striking. 

The child is pale and emaciated, although, as Gee observed, the face 
sometimes remains full and apparently plump even at a late stage of 
the disease. The large abdomen contrasts with the wasted liml«, and 
the general appearance Is that of tuberculous peritonitis, for which 
caliac disease is apt to be mistaken. The most striking feature is the 
surprising Inconsistency of the child’s size with its age. What appears 
to be an infant little more than 12 months old startles one by un¬ 
expectedly talking, and so reveals the fact that It is at least a year or 
two older, perhapB 3 or 4 years older, than Its appearance would suggest. 

On inquiry It is found that the child’s stools, though not more than 
one or two a day, have almost never been formed since the illness 
began, and that they are generally pale or the colour of oatmeal. At 
Intervals of a few weeks the stools become more loose and frequent, 
perhaps three or four a day instead of one or two. These recurrent 
bouts of increased looseness are very characteristic of the disease. 

The weight, moreover, though it fluctuates, has made no permanent 
advance for many months, or even for a year or two; and the net 
outcome of its variations may even have been a loss of 2 or 3 ounces 
in as many years. 1 

So the disease drags on for months and years. 

Wasted and feeble, the child passes an Invalid existence with Intervals 
of Improvement followed by a relapse, until, as a result of rigorous 
dieting, the stools gradually became more normal, and the child 
eventually struggles back to health, able to take food more or less like 
other people, but handicapped In growth by the lost time during which 
the development has been arrested. Even such a favourable result, 
however, is not to be expected in all cases, for the relapses with 
increased looseness of tbe bowels are exhausting, and may end fatally. 

Symptoms. 

From this preliminary sketch of a case of “coeliac disease,” 
I pass to more detailed consideration of the symptoms. 

Diarrhoez.— The early history of these cases is obviously 
of importance in determining the pathology of the disease. 

In a considerable proportion, 8 out of 20 of those in which the onset 
was more or less defined, there was a history of an attack of diarrhcea 
with or without sickness at the onset, and sinoe then the stools had 
never been normal except occasionally, perhaps, for a day or two. 

JYima Jaciethto sequence would Bugge9t that the initial diarrhcea and 
the subsequent looseness of the bowels and recurrent exacerbations of 
looseness, were due to an infection which had never been eutlrely 
thrown off by the bowel, and it might even be con jectured that any 
diarrhcea of infective origin might lead to such a disorder. 

On this account I want to lay stress particularly upon the fact already 
noted, and particularly observed by Dr. Gee, that diarrhcea is not a 
necessary antecedent. In 3 out of those 20 cases the mother declared 
that the" bowels had “always been loose"; there was no particular 
attack of diarrhcea. In 4 out of the 20 the onset had been eutlrely 
Insidious, with wasting, and in one at least of these there had been 
constipation at first, with wasting, until after weeks or months the 
bulky and pale character of the stools and their looseness became 
pronounced. 

Infantile scurvy .— A curious fact which appears in my 
series of cases is the occurrence of “infantile scurvy ’as 
the antecedent of “coeliac disease” in a proportion of the 
cases, too large, I think, to be entirely accidental; 4 out of 
my total series of 41 cases had “ infantile scurvy ” just 
before or during the onset of “coeliac disease.”- 
Inasmuch as infantile scurvy Is also a comparatively rare disorder, Its 
association as an antecedent w1th caliac disease in a prop >rtion so high 
as nearly 1 in 10 is at least noteworthy. I would mention here, as a 
possibly correlated fact, the ease with which these children fall victims 
to scurvy as a result of the diet used for the treatment of the disease. 
It may be that infantile scurvy conduces in some way to diarrhaal 
affections ; certainly experience teaches caution In its treatment on 
account of this particular tendency. Quite apart from the fact that 
the passing of blood from the bowel in scurvy shows that the mucosa 
is in some way affected, there are clinical phenomena which suggest 
very strongly that the deficiency of vitamlnes which produces scurvy 
produces also a lowered resistance to infection. It may be that In this 
way the food factors which lea l to scurvy predispose also to caliac 
disease. 
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Stools. — Quite early in coeliac disease the stools show 
characteristic qualities :— 

They are bulky, pale, creamy, unformed, pultaceous, resembling 
more or less closely well-boiled porridge, except that they look more 
glistening and greasy than porridge docs ; the smell, too, is very 
offensive, fatty and 9our, perhaps rancid best describes it ; the reaction 
is markedly acid and the stool floats in water. 

But while such is the typical stool I would point out that there is 
much variation from time to time; sometimes for a few days the 
stools are pale yellow, or even brown ; sometimes they are white and 
shreddy; occasionally the child will pass a formed stool, differing little 
from the normal except in its pale drab or fawn colour. 

A point, however, which I think has not been sufficiently 
recognised is the change in the character of the stool which 
tends to occur as the disease becomes of longer standing. 

The white porridgy stools which were usual during the first year 
or two of the illness become less and less a constant feature until the 
evacuations quite as often consist of shreddy or soft fzecal material pale 
grey or greenish or even dark brown, mixed with mucus, which in rare 
instances may even show a trace of bright rci blood. In one advanced 
case pus was found in the stool, during one of the bouts of looseness. 
Occult blood has been found occasionally even In the earlier stage of 
pale porridge-like stools. 

In some cases the parents themselves have particularly noticed the 
change In the character of the stools after the disease has lasted some 
years. I lay some stress upon this point not only because the absence 
of the typical porridgy character of the stool might mislead diagnosis 
in an advanced case, but also on account of its probable bearing upon 
the significance to be attached to changes found in the bowel at post 
mortem. It suggests that lesions found at that stage may be of 
secondary origin ; I mean that inflammatory and perhaps ulcerative 
changes In the lower part of the bowel may be secondary to unhealthy 
conditions in the upper part. 

With the unhealthy condition of the stools there is 
associated distension of the abdomen, which forms one of 
the characteristic features of the disease. In cases that do 
badly this sometimes becomes so extreme as to cause con¬ 
siderable distress to the child before the fatal termination ; 
in cases that do well it is one of the last symptoms to 
disappear. 

The absence of vomiting iu most cases, except as an uncommon 
incident, seems to indicate that the condition is rather an intestinal 
than a gastric disorder. 

Pain there is usually none, and when it has been present has been 
only a slight transient discomfort such as might be produced by 
flatulence. To this statement exception must be made of the severe 

B iin which has occurred a day or two before death ; this was noted by 
rs. Poynton, Armstrong, and Nabarro In their fully recorded fatal 
case, and autopsy showed no explanation of the pain. It occurred also 
in a girl under my observation, but no autopsy w'as made, so its cause 
was uncertain. 

Coeliac disease is not accompanied by fever. 

Urine. — The urine I have examined in many cases without 
finding anything abnormal. 

Having regard to the extremely offensive smell of the stools, one 
might have expected to find indlcan present in considerable quantity, 
and sometimes till* has been observed; It is not, however, a constant 
feature. 

In one case a trace of albumin was present in the urine at repeated 
examinations; In another, a girl in whom the disease had been present 
for nearly six years, there w’oa a considerable cloud of albumin aad 
some hyaline and granular casts, evidently Indicating a certain degree 
of actual renal irritation, though there were no other symptoms to 
point to it. There is nothing surprising in this when one remembers 
that slight albuminuria is no great rarity with Intestinal disorders, 
particularly dlarrhoeal affections, in lnfanoy and early childhood. It is 
perhaps only remarkable that with such persistent disorder, asso¬ 
ciated for years, as I shall show, with evidence of toxaemia, there 
should not more often be evidence of renal irritation. 

Liver. — There is no enlargement of the liver. I have 
thought, indeed, that the reverse is rather a feature of the 
disease. 

The edge of the liver is usually not to be felt below the costal margin. 
Considering the frequency with which the liver Is easily palpable In 
ohildren, especially in those under 5 years of age, one is the more 
struck by the failure to feel It at all in a large proportion of cases of 
coeliac disease. Whether the organ is actually diminished in size Is 
difficult to ascertain by clinical examination. I have tried in some 
cases to settle this question by percussion, and I show* here some 
figures which prove that at any rate the hepatic dullness is diminished. 


Vertical Measurements of Liver Dullness in Right Nipple Line. 
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I shall refer to this again in discussing the pathology of the disease: 
here I should like to mention that It Is one small point in the diagnosis 
from abdominal tuberculosis and syphilis,! in which the liver is more 
often easily palpable. 
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The spleen also Is usually not to be felt, a fact which may be of 
Importance if the possibility of congenital syphilis is in question, and 
I shall later mention observations which would seem to render this 
question pertinent. 

Blood changes. —The pallor, which is always a more or less 
marked feature of the disease, is found to be associated 
chiefly with a deficiency of haemoglobin in the blood, but 
not of any profound degree. • 

In a severe case, a girl aged 34 years, the count was as follows : Red 
blood corpuscles, 3,450,000; white cells, 12,500; haemoglobin, 50 per 
cent.; colour index. 07. Differential count per cent: Polymorphs, 
59*5; lymphocytes, 35; large mononuclear, 2; basophiles, 0*5; tran 
sltionals, 3*0; no abnormal cells. 

Another, a girl aged 6 i, showed red corpuscles 4,500,000, white 
corpuscles 15,625, haemoglobin 58 per cent.,colour index 0-6. Differential 
count per cent.: Polymorphs 70*5, lymphocyte! 26. large mononuclear 
0*5, eoslnophiles 0*5, basophiles 0*5. trausitlonals 1*0, one normoblast in 
200 cells. 

In another, a girl aged 5i, the red corpuscles were 5.300,000, white 
cells 8750, hemoglobin 40 per cent., colour index 0*3. Differential 
count per cent.: Polymorphs 45, lymphocytes 49, large mononuclear 5. 
eoslnophiles 1 . 

In all these cases there was marked pallor, so that one was surprised 
at the slightness of the blood changes. This absence of any profound 
disturbance In the blood is particularly noteworthy In relation to the 
occurrence of oedema, to which I shall refer later ; presumably we must 
look elsewhere than to hydnemia for an explanation of this symptom. 

The only constant blood change shown by these few observations Is 
deficiency of hietnoglobin, a change which may be related to the 
failure of fat absorption, which, as I shall show, is one of the features of 
this disease ; for it has been 6 hown that a similar picture results from 
the experimental use of a diet very deficient in fats. A pig fed thus 
showed after many weeks only 65 per cent, of hemoglobin, whereas the 
blood cells were only very slightly reduced in number. (tlerter. 0 ) 

The arrest of development is one of the most striking 
features of the disease, and this is not merely a cessation of 
gain in weight but also a cessation of growth, a point which 
distinguishes it from the atrophic conditions which result 
from various disorders of digestion in early life. 

It is common enough for an infant to become thin or even emaciated 
with evident symptoms of iudlgestion and unhealthy stools and to 
suffer In this way for months, and yet at the same time to grow even 
rapidly in length, whereas, in the child with coeliac disease growth in 
length seems to be arrested from a very early stage, if not from the 
onset, of the illness. Moreover, it is clearly not dependent entirely, if 
at all, upon the general failure of nutrition, tor months after increase 
in weight has been established there is still little or no gain in length ; 
this seems to come later. 

The following figures will give some idea of the deficiency 
in weight shown by these children. 

A girl aged 23 months, when the weight should have been 27 lb., 
weighed 7 lb. 2 oz. 

Another at the age of 3 years 5 months weighed 14 lb., the weight of 
a child of 5 months. 

A girl aged 53 years weighed 21 lb., the average weight of an infant 
of 12 months. 

The arrest of growth in height can be appreciated from 
the following measurements. 

The girl mentioned above, aged 3 years and 5 months, measured 
33 Inches Id length, instead of the normal 36 inches. 

Another at 5 years was 33 inches ; the normal at this age is 41 inches. 

Another at 6 years was 374 Inches (6 inches below the normal), the 
height of a child of 3? years. Her sister, a healthy but unusually tall 
child of 24 years, was Bald to be exactly the same height. 

A girl, aged 17A, was 55g inches, the height of a child of 12 years. 

As the arrest of growth in stature has been attributed to 
deficient assimilation of calcium consequent upon the 
failure of fat absorption, it seemed worth while to investigate 
the condition of the bones by X ray examination to see 
whether any failure of calcification could be detected. 

I had skiagrams taken of the limbs in three esses. In all these cases 
the bones were unduly small, corresponding to the small stature of the 
child, but none showed any abnormality in the formed bone, the 
trabecular structure was well marked and the outer layer appeared to 
be normal In thickness and density. They all showed, however, a 
marked departure from the normal for the age In respect of the centres 
of ossification in the epiphyses. These corresponded not to the real 
age of the child but to that of one much younger, roughly one might 
sav to the apparent age of the patient. 

There is in these skiagrams a notable absence of the usual appearance 
of rickets, a fact which seems to show that If deficient calcium absorp¬ 
tion is the cause of the arrested growth In coeliac disease, then something 
further is necessary to the causation of rickets. 

A noticeable feature, which no doubt is to be explained 
as part of the arrest of growth, is the smallness of the 
voice in most of these cases. 

It tends to high pitch and very limited compass, characters due 
probably to the*smallness of the larynx. This feature, however, is in 
curious coutrast w ith the rather gruff voice which obtains In some other 
conditions where growth i 9 delayed—for instance, mongolism and 
cretinism. 

One might have expected that there would have been 
delay in dentition as one result of the general interference 
with nutrition. 

This is so to some extent, but not to any such marked degree as one 
might have expected from the delay of development in other respects. 

In one case, where the disease began at 9 months, there were only 
six Incisors and three molars at 22 months, and in other cases. wher« 
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the disease had begun at about a year old, I have noted that only 12 or 
13 teeth were present at the age of 2 years. 

The delay is not due to any accompanying rickets. It is, Indeed, a 
remarkable fact that rickets is rarely found in spite of the long-enduring 
disturbance of nutrition produced by codiac disease. 

Muscular feebleness. — Gee and most other writers have 
drawn attention to the muscular feebleness of these children. 

One of my cases, mentally normal, perhaps indeed rather precocious, 
was not able to walk until she was 6± years old. Another, in whom the 
disease began at 1 year, first stood alone at 3 years and 8 months. 

Dr. Gee says that even when recovery tends to be complete, a 
peculiar weakness of the legs is left long after all other tokens of 
disease have passed away, a weakness which shows itself in that the 
child is unable to jump. 

The mental capacity of these children does not seem to be 

affected. 

They remain capable of as much development ultimately as other 
children, but in the meantime they show- rather the mental develop¬ 
ment which is normal for a child of their size than that which is normal 

for a child of their age. 

Apart from this the intelligence is, at least, not impaired by the 
disorder, nor are dull or Imbecile children particularly liable to it; 
indeed, there is not one such among my series of cases. 

Whilst, however, the intelligence is quite good in these children they 
often show a carious slowness in response, as if they weighed one's 
question carefully before replying. I have thought that this was most 
noticeable when, with much wasting there was marked pallor, and It 
seems reasonable to suppose that such a condition must exercise some 
effect upon the brain as upon other tissues. 

As a result of the general weakness the child is usually very quiet and 
apathetic, taking but a languid Interest in toys and picture books. 

With improvement in the stools, however, the child soon begins to 
take more interest, though for a long time, even for some years In 
cases, it is quieter and less vigorous in its movements than a healthy 
child. 

There is one subject in which almost all children with cceliac dieeaso 
show a pathetic interest—namely, their food ; often, indeed, it is their 
one subject of conversation, and this is hardly to be wondered at in 
view of the meagre dietary which forms a necessary part of the treat¬ 
ment, not for weeks but for years. 

Complication*. — In the course of the illness various com¬ 
plications are apt to arise. One of the most frequent 
—so frequent, indeed, as almost to be a symptom of the 
disease— is (edema more or less general, though seldom of 
more than moderate degree. 

It is most notable usually in the hands and legs and feet, but the 
face also has a puffy appearance, especially about the lower eyelids. As 
pert of this dropsy there is sometimes a definite ascites, and this may 
be more obvious than the slight geueral uxiema. In one case under my 
observation it had led to a diagnosis of tubercular peritonitis of the 
ascitic form, for which laparotomy was to have been performed on the 
day following that on which I saw the child. 

Tetany occurred in 3 of my series. 

In one case it occurred after the disease hail been present about six 
months, in another after it had been present two years, in another 
after it had been present about eight years. 

In this last case, the girl of 17i whom I have mentioned before, the 
tetany recurred for several years and at times it came on almost daily 
in the afternoons, and at one time the pain was so severe that it was 
necessary to give ohloroform. 

Purpura occurred in several cases. 

In some it occurred as part of the terminal condition when emacia 
tion had become extreme and such a development might be expected, 
but in others patches of purpura appeared whon the child was rather 
improving than otherwise, and was well enough to be up and about. 

In one girl, for Instance, purpura appeared many times from the 
age of until the child died of the cudlac disease at the age of 94 years. 

In another patches of purpura w ere still occurring when the boy had 
improved so much that he was gaining weight rapidly and had already 
become fat; a clear proof that the purpura Is quite independent of 
emaciation. 

A complication due rather to the treatment than to the 
disease was scurry, which occurred in 5 cases between the 
ages of 3 and 7 years. In 2 of these there had been scurvy 
also preceding the onset of the disease. 

The first evidence of senrvy Is usually pain in the limbs, and with the 
knowledge that the diet used for the treatment of cceliac disease is 
very deficient In antiscorbutic elements the cause of the pains can be 
recognised early and obviated by relaxing the strictness of the diet 
either by allowing potato or by increasing the allowance of fruit juice 
if any has already been given. 

But I have seen other cases in which there was complaint of pains in 
the limbs which did not respond to antiscorbutic treatment and which 
remained obscure in their origin. One wonders how far these pains 
may be related to the low proportion of fat allowed in the diet. 
Certain fats, Including milk tat, contain, as recent observations have 
shown, a vitamine which, though differing in its effects from the anti¬ 
scorbutic vitamine, has important effects on growth ami nutrition. 
The pains seem to be referred to the bones of the limbs. Is it possible 
that they are an early symptom—usually not carried further—of those 
changes which have been miscalled late rickets ? I mention this 
because in one of mv cases this complication actually developed. 

The patient, a girl, had been kept for four years on a diet containing 
a minimal proportion of fat and was apparently recovering from the 
cceliac disease when, at the age of 8 years, her legs began to bend rapidly, 
so that much distortion occurred, crippling the child. 

In one ease only, the case in which the disease was still 
present at 17^ years, there was a chronic glossitis. 

The tongue was completely bald, almost glazed, with deep fissured 
ulcers at its margin ; it was so sore that at times the girl w as unable to 
eat solids, and the soreness and ulceration had been present in greater 

or less degree for some years. The only affect ions of the tongue which 

I have noted in other cases were in two a tendency to ordinary 
aphthous ulcers, and In one annulus migr&ns. 

Similarity to Sprue. 

I would lay some stress upon this occurrence of severe 
chronic glossitis, for it bears upon a point which I want to 
consider now, the resemblance of coeliac disease to sprue. 

It seems to have been taken for granted by Dr. Gee that there was 
not merely resemblance but identity. In his original paper he says : 

“ Sometimes from India Englishmen return sick with the cceliac 
affection,” evidently referring to the condition known as “white 
diarrhoea ” or sprue. 

Dr. Cheadle, without committing himself to their Identity, was 
evidently inclined to group them both in his category of “ achoUa.” 

“ The condition," he says, “of the stools in the two forms is absolutely 
identical, some of the symptoms, notably the appetite for food, are 
different.” 

There are obvious points of similarity :— 

Both are characterised by looseness of the bowels, which persists 
usually for years ; in both there are recurring exacerbations of the 
looseness ; In both the stools are bulky, pale, whitish, usually acid, 
peculiarly offensive, and on analysis show excess of fat. 

In sprue the small size of the liver has been specially noted by Dr. 

Charles Begg. 7 -‘The liver dullness," he says, “is always diminished 
in a pure case of sprue, often greatly so, and this is one of the 
diagnostic signs of the disease.” I have already pointed out that this 
is noticed in cceliac disease also. In both there is marked abdominal 
distension with much general wasting and feebleness ; both disorders 
are free from fever. The one'symptom which seemed lacking to 
complete the resemblance is the sore tongue which is so characteristic 
of sprue. It was not until I came across the case just mentioned that I 
found that this feature also occurs in cceliac disease as well as in sprue. 

The remarkable sex incidence of cceliac disease may be 
another point of resemblance. 

Some observers state that sprue has no special sex incidence, but 

Mense, 8 in his handbook of tropical diseases, quotes two Dutch writers 
who independently state that females are much more prone to sprue 
than males, and Jefferys and Maxwell, In their “ Diseases of China " 

(1910), say “ the female sex is far more predisposed to this disease than 
the male sex.” 

Amongst my cases is one which is at least noteworthy in this 
connexion. The child was born in India, where at the age of 9 months 
she began to suffer with cceliac disease, which she still nad when she 
first came under my care at the age of 5} years. The child was a most 
typical case of cceliac disease ; the mother was at the same time ill with 
sprue, also acquired in India, and was under treatment by some of the 
authorities for tropical disease. 

Clearly the identity of these disorders cannot be affirmed 
until a specific cause common to both has been established, 
but in the meantime the clinical resemblance is, I would 
submit, sufficiently striking to justify raising the question. 

Prognosis, 

The course of cceliac disease is always slow and tedious. 

I have never seen a case in which complete recovery could 
be said to have occurred until at least a year or two had 
elapsed since the onset. It is, however, impossible to assign 
any exact date of recovery, for it is only very gradually that 
the ability to digest ordinary food is restored and therewith 
the stools resume a normal character, and even then there 
remains for a long while the stunted growth. 

As happens with most diseases which last for years, these cases tend 
to pass out of the care of one medical man to that of another, so that 

It is difficult to keep track of them, but such records as I have 
been able to obtain are sufficient to show how protracted this disease 
may he. 

One girl, in whom the symptoms dated from about 9 months, 
weighed 21 lb. at 53 years, and was only improving at the age of 6i, 
and died at about 9 years of age. 

Another, in whom cceliac disease began at about 20 months old, was 
seen by me at intervals with relapses following temporary improve¬ 
ment until she died with an exacerbation of looseness and with 
distension of the abdomen at the age of 94 years. 

Another, a boy, who had been Under treatment for cceliac disease 
from about 12 months of age, died when 8 years old. , 

Sometimes a fatal result comes earlier, a girl in whom the symptoms 
appeared at 21 months died of cceliac disease at 4 years. 

Another girl in whom the disease began just under a year old died at 
the age of 21 months, but in this instance the termination was due 
apparently less to the disease than to an accidental complication, 
bronchopneumonia ; and in another, a girl who had been under treat¬ 
ment for cceliac disease since the age of 14 months, a fatal ending at 

23 years was due to a streptococcal pharyngitis which could only be 
regarded as an accidental occurrence. 

These 6 cases out of the 41 under my own personal 
observation are the only ones that I know to have ended 
fatally, and if it is allowed that in 2 of these death was due 
to accidental complications rather than to the coeliac disease, 
it will be seen that it is at any rate a disorder that does not 
lead rapidly to a fatal ending. On the other hand, the pro¬ 
portion of cases in which complete recovery can be affirmed 
is not large. 

In this same series only five could be said to have recovered in the 
sense that the stools were as regularly normal as those of a healthy 
child, and no special restrictions as to diet were any longer necessary, 
but all these five cases, though they had regained a good state of nutri¬ 
tion, had not nearly attained a normal height and looked years younger 
than their age. 
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The active phase of the disease had lasted, respectively, 2 years, 
34 years, 4 years, 4 years, and 6 years before this degree of recovery had 
t)C0Ti reached. 

Each case was under my observation for a year at least and most of 
them for several years after the recovery, so that it w ould appear to be 
permanent. 

There are other cases in which after long-continued 
treatment a sort of modus vivendi is reached, which, though 
it cannot be called recovery, might perhaps be described as 
permanent improvement. 

I had almost described It in the late Sir James Goodhart's words as 
“ Safe, but not Bound,” but I doubt if It can be regarded as altogether 
free from risk. The child’s nutrition has steadily improved, it is able 
to take an ordinary diet w ith little or no special restriction. The 
stools, though normal In colour, are seldom formed and easily become 
loose ; moreover, growth, though taking place, is unduly slow, and the 
child, though taking her part in ordinary child life, does so with more 
effort and is more easily fatigued than other children. Three of my 
series had recovered to this extent; one of them already referred to 
when last seen was 174 years old. 

Is there ever complete recovery in the sense of attaining 
eventually average height and acquiring normal puberty 
development ? 

With the exception of the one case which I was able to see at the age 
of 174 years, in which neither of these conditions was fulfilled, I have 
not been able to watch any case sufficiently long to answer this ques¬ 
tion. I can only mention from hearsay two instances, one a boy and 
the other a girl, under treatment, I believe, by Dr. Gee and Dr. Cheadle 
for cccliac disease in early childhood, who in adult life were of at least 
average stature and seemed normal in every way. I have no know¬ 
ledge, however, of the girl’s menstrual history. 

Two cases which I was able to feed on human milk have made so 
much better progress in growth than is usual in cocliac disease that they 
bid fair to reach at least an average height. 


STUDY OF AN OUTBREAK OF BACILLARY 
DYSENTERY. 

Br G. S. BUCHANAN, C.B., M.D. Loxi>„ 

TEMPORARY HONORARY LIEUTENANT-COLONEL, ROYAL ARMY 
MEDICAL CORPS. 


An outbreak of bacillary dysentery in an institution in 
the eastern counties in December and January last, described 
below, presented the following features which seem worthy 
of record : ( a) sudden onset and brief duration ; (b) evidence 
that the infection was water-borne ; (c) the infecting agent 
was in all cases B. Shiga ; (d) evidence of the persistence 
of Shiga bacillus when experimentally introduced into water 
and food ; (e) noteworthy results of agglutination tests 
when applied both to dysentery convalescents and to those 
who had presumably been exposed to infection but had 
escaped illness. 

Account of the Outbreak. 

The institution in question was occupied by men engaged 
mainly in agricultural work in the neighbourhood. 

At Christmas, 1917, there were about 360 men in this 
institution, all but three of whom had been there for two 
months, most of them since the building was taken into 
military use in August, 1917. The men had been selected 
as fitted for farm work ; they were well nourished and in 
thoroughly good physical condition, and the sickness among 
them before Christmas, 1917, was negligible. The three 
later arrivals were healthy men, and no suspicion of previous 
dysentery arose in their cane. 

This institution stands in open country a mile or more 
from the nearest village. First built as a* local workhouse, 
it was afterwards used as a home for inebriate women, and 
later for imbecile children, its accommodation and arrange¬ 
ments were ample for the number of men for which it was 
used; it had fairly recently been supplied with a water-carriage 
system of drainage, and had its own water-supply from a 
deep well situated close to the main building, drawing water 
from the chalk at a level of about 100 feet from the surface. 
The institution was kept in a very cleanly condition, and 
sanitary discipline was well maintained. 

As soon as the outbreak in question was reported, expert 
inquiry was arranged for, and was carried out by Captain 
B. Sweeten, R.A.M.C. (S.S.O. of the area), Captain J. I). 
Benjafield, R.A.M.C. (bacteriologist of the area), Captain 
S. Shepheard, R.A.M.C. (T.) (appointed to act as resident 
medical officer in view of his special experience of dysentery), 
and Captain A. C. Inman, R.A.M.C., who undertook a series 
of special investigations on agglutination tests by arrange¬ 
ment with the Medical Research Committee at the No. 1 
Research Laboratory, St. Bartholomew’s Hospital. Measures 
for preveation, treatment, and research were most thoroughly 
carried out by these expert officers, while the unsparing 
activity shown by Captain L. Cranmer-Byng in taking all the 


measures which were advised or were practicable to deal 
with the outbreak and trace its cause was of the greatest 
value. 

Occurrence of cases. —Setting aside a few merely suspicious 
or slight cases, definite dysentery symptoms occurred in 
38 cases at dates which may be grouped as follows :— 

4 days, Dec. 27th to Dec. 30th . 12 

4 „ „ 31st „ Jan. 3rd . 12 

4 „ Jan. 4th „ „ 7th 7 

Between „ 8th and „ 16th . 7 

Clinical characters and treatment. —The cases, particularly 
those which occurred in the first eight days, were of con¬ 
siderable severity, two dying among those first attacked. 

Clinically they were typical of bacillary dysentery. At the 
outset the civil medical practitioner in charge thought 
that the men were suffering from some form of food- 
oisoning, and it was not until some days later, when the out- 
reak had been reported to the A.D.M.fcJ. of the district, that 
the diagnosis of dysentery was made on clinical grounds and 
specimens were forwarded for bacteriological examination 
to Captain Benjafield at the district laboratory. On Jan. 10th 
Captain Benjafield telegraphed that Shiga bacillus had been 
isolated from the faeces of two cases, and later this bacillus 
was recovered from seven other cases. In all instances the 
bacillus was typical B. Shiga , no other dysentery or 
dysentery-like organism or entamoeba cysts being present. 

The cases were treated in a special section of the institu¬ 
tion, with separate latrines and washing arrangements. 
Nursing orderlies were provided. Milk, stimulants, and 
other special medical requirements were requisitioned and 
supplied. As stated above, a medical officer with special 
experience of dysentery was put in charge of the cases; for 
a brief period before his arrival another medical officer had 
been sent to assist the local practitioner who is in medical 
charge of the institution. Antidysentery serum was used 
where required. 

All the 36 non-fatal cases had completely recovered by 
March and no relapses occurred. The cases were kept in 
the separate section of the institution until satisfactory 
bacteriological reports had been received. These related to 
three specimens of froces taken during January, February, 
and March. By April the examinations made in Captain 
Benjafield’s laboratory showed that all the 36 cases had 
given three consecutive negative results, including those in 
which B. Shiga was originally found. 

Causation of the Outbreak by Water-infection. 

Two circumstances attracted special attention—the sudden 
onset and short duration of the outbreak (24 cases within 
8 days and 31 out of the total of 38 within a fortnight), and 
its widespread distribution among the men. 

The institution is a two-storey brick building enclosing 
two main courtyards. It comprised 18 dormitories, 16 of 
which were occupied. Cases occurred in no fewer than 12 
dormitories. There are several different mess-rooms and 
cases occurred in each mess. The 12 cases which occurred 
in the first four days were as scattered as the subsequent 
ones. There were three sets of latrines in different parts of 
the building, but the cases were not restricted to the users 
of any one of these latrines. 

These facts made it certain that there was some one cause 
operating in regard to the whole institution about the end 
of December, the infecting agent persisting at most some 
two or three weeks. No source of infection was to be traced 
in the district. Shiga dysentery is unknown in this part of 
the country, and inquiry at farms where the men had been 
employed gave no indication of any local prevalence of 
suspicious diarrhoea or illness. It had to be assumed that 
infection had either been accidentally introduced from out¬ 
side and had caused one or more unrecognised cases which 
had subsequently infected their fellows, or that a similar 
general infection had been started through some one or more 
of the men having suffered from dysentery before their 
arrival in England and remaining Shiga bacillus carriers. 

These alternative hypotheses of the initial introduction of 
infection will be discussed later on. but in either case it was 
necessary to find a common distributing agent, such as food 
or drink, by which, given the initial infective agent.or 
person, the outbreak itself was produced. Mere case-to- 
case infection contracted from latrines, or infection locally 
operating in particular dormitories or messes, were ruled out. 
There-were no flies about at this time of year. 

The various articles of food and their preparation and 
temporary storage were gone into in detail. The cooks, who 
cooked for the whole institution, were five men who had 
been there from the beginning, were perfectly healthy 
throughout, denied ever having had dysentery, and in all 
cases gave negative agglutination reaction. There were nt* 
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other men who handled all the food supplied to the different 
messes. Moreover, there was a control population, 80 in 
number, living separately from the institution, but receiving 
food from the same bulk supplies, all of whom escaped 

attack. 

The facts, on the other hand, were consistent with a 
general infection of short duration through a temporary 
specific contamination of the water-supply. 

Investigation of water-supply. —The liability of the well to 
contamination of excretal origin, and the special risk to 
which this water was exposed just before the outbreak 
began, is shown by the following considerations :— 

1. Leaks were found in drains laid close to mouth of well, 
some leaks between 6 feet and 13 feet from the well being 
in a drain which served one of the principal latrines. 
The soil about these leaks was much blackened, and the 
possibility of this sewage reaching the water could not be 
excluded, although it is right to state that the drains them¬ 
selves traversed a cap of clay which overlies the chalk and 
that the inside of the well did not show a point of leakage in 
any part of its wall near the surface. 

2. On Dec. 14th the main pump of the well broke down, 
and it was necessary to use a small auxiliary pump at the 
bottom of the well just about the water level. As a result 
the man in charge of the water-supply had frequently to go 
down the well to see to the engine. This man has also the 
duties of supervising the sewage disposal plant, and so there 
was some opportunity of his contaminating the water with 
sewage-contaminated soil on his boots. This possibility, to 
which Lieutenant-Colonel D. Harvey first drew attention, was 
confirmed on detailed inquiry. It was also possible that dry 
refuse brought to the fire of the pumping-engine might have 
been swept into the well. 

3. The water from the well is probably in underground 
communication with a disused well in the neighbouring 
courtyard (a capstan well which could be worked by hand). 
This capstan well was taken into use as a supplementary 
supply on one day only (Dec. 16th), following the breakdown 
referred to. It' was clear from subsequent examination, 
however, that its water was subject to gross pollution from 
the drain of the laundry adjoining it and also from other 
badly-laid drains in the same courtyard. Thus, on the days 
immediately preceding Dec. 27th, when the outbreak began, 
there had been much disturbances of the water in this 
ordinarily disused well, sufficient, in all probability, to 
influence' the quality of the underground water being drawn 
upon by the main well. 

4. Analytically the water gave evidence of sewage con¬ 
tamination. On Jan. 8th coliform bacilli were found 
present in 01 c.cm. and absent in 0 01 c.cm. in the water of 
the main well; a previous examination on August 6th, 1917, 
had given the same result. After the uncovering and re¬ 
construction of all the leaky drains referred to, another 
sample was taken on April 26th, 1918, with result of finding 
coliform bacilli greatly reduced, being present in 10 c.cm. 
but absent from 5 c.cm. 8imilar contamination and similar 
improvement as a result of the drainage work were estab¬ 
lished in the case of the capstan well. 

Thus, looking at the matter generally, it is clear that, 
given a person at the institution who was excreting B. Shiga , 
there were several ways in which the general water-supply 
could have become specifically contaminated at the time in 
question, although the exact manner cannot be conclusively 
proved. 

Duration of the infectious ability of the water.— It should 
be added that the water-supply was chlorinated towards 
the end of January, when .the epidemic was shown 
to be probably due to water. The introduction of chlorina¬ 
tion aid not coincide with the cessation of the epidemic, 
which had ceased before this. It was, however, to be 
expected that if the specific infection of the water had been 
acquired only on a few days at the end of December and had 
not been renewed, its infecting property would naturally 
disappear in a comparatively short time. In this connexion 
some experiments were made by Captain Benjafield by 
purposely contaminating some of the well water in question 
from Shiga bacillus cultures and observing the time during 
which they could be recovered. The bacilli were present, 
though in greatly reduced numbers, on the tenth day after 
the contamination, when the observation ceased. 

Source of the Initial Infection. 

Details of the very thorough and careful search made for 
an original carrier case, or for evidence of an original intro¬ 
duction of infection from outside, need not here be given, as 
the results were negative. Only four of the men gave any 
history of past illnesses pointing to dysentery. In each case 
the attack had occurred more than a year previously. In 
none of them was there any history of relapses or any 
indication from the agglutination test that they had 
suffered from dysentery- 


Incidentally to these inquiries it became necessary to test 
whether B. Shiga could survive for a few weeks on food 
which had been handled by a dysentery case or carrier. 

Some experiments were made on this point by Captain 
Inman. The freshly cut surfaces of two pieces of bacon and 
four pieces of various kinds of sausage were lightly streaked 
with a camel-hair brush wetted with a saline suspension of 
B. Shiga , so diluted as to appear just turbid to the naked 
eye when held against a dark background. After this 
artificial infection the foodstuffs were left at ordinary 
temperature for three weeks. At the end of that time the 
Shiga bacillus was readily recovered from one portion of 
bacon and two of the sausages. 

Agglutination Besults. 

Towards the end of January it was arranged that speci¬ 
mens of blood from all the convalescent cases of dysentery 
then being isolated at the institution should be sent to No. 1 
Research Laboratory for examination. 

Throughout these investigations the bloods were tested 
with standard agglutinable cultures of B. dysenteric Shiga 
prepared at the Department of Pathology, University of 
Oxford, on behalf of the Medical Research Committee. The 
technique employed was that outlined in the directions 
issued with the standard cultures. In each test the end-point 
of agglutination (standard agglutination) was arrived at by the 
use of the reduction table published by Dreyer and Inman. 1 
The reaction was regarded as positive if the serum contained 
10 or more agglutinin units per c.cm. of serum. 

The results of these tests, which are shown in Table 1, 
are striking. A positive agglutination reaction was obtained 
in every one of the 35 cases in which blood could be examined, 
and the high dilution in which the reaction was obtained in 
nearly all cases is noteworthy. 

Serum Agglutination Reactions (Capt. A. Cl Inman, R.A.M.C., 
Medical Research Committee). 

Table 1. —Actual Dysentery Cases. 

35 cases examined. Reaction in no cases negative. 
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Jan. 2 

182 

76 

28 

Jan.12 

220 

91 

5 

Dec. 30 

29 

12 

17 


182 

76 

29 

74 

31 

6 


250 

104 

18 

M 

147 

61 

30 

Jan. 14 

440 

183 

7 


282 

117 

19 


194 

80 

31 

Jan.15 

220 

91 

8 


250 

104 

20 

Jan. 3 

155 

65 

32 

,, 

155 

65 

9 


657 

273 

21 


250 

104 

33 

Jan.16 

322 

134 

10 


302 

125 

22 

Jan. 5 

171 

71 

34 

ff 

125 

52 

11 

Dec. 31 

67 

27 

23 

f 

128 

53 

35 

ft 

155 

65 

12 


388 

161 

24 

" 

707 

295 






S.A. units Staudard agglutinin units per c.cm. of serum. 


In addition, blood specimens were taken from a consider¬ 
able series of men who had not suffered from dysentery (all 
the dormitories and messes being represented), with the 
somewhat striking result that as many as 21 out of 114 of 
such men (18 per cent.) showed an agglutinating power of 
more than 10 standard units per c.cm. of serum (Table 2). 
In this 18 per cent, the titre was lower than that of the 
actual patients, but nevertheless was of an order which is 
obviously of significance and requires explanation. 


Table 2. —Men who Escaped Dysentery. 

114 men examined. I. Reaction negative: 93 men, including 
cooks (5). II. Reaction positive : 21 men (18 per cent). 


No. of 

man. 

Positive 
1 in- 

S.A. 

units. 

No. of Positive 
man. | 1 in— 

S.A. 

units. 

No. of Positive 
man. | 1 in— 

S.A. 

units. 

C.l 

69 

28 

C.8 

38 

16 

C.15 

35 

14 

C.2 

58 

24 

C 9 

125 

52 

C.16 

70 

29 

C.3 

31 

13 

C.10 

38 

16 

C.17 

36 

15 

C.4 

50 

20 

C.ll 

38 

16 

C.18 

125 

52 

C.5 

36 

15 

C.12 

25 

10 

C.19 

35 

14 

C.6 

69 

28 

C.13 

84 

35 

C.20 

50 

20 

C.7 

6J 

25 

C.14 

80 

33 

C.21 

84 

35 


Table 3.— Men from Similar Institutions where No Dysentery 
Occurred. 

104 men examined. I. Reaction negative: 103 men. 
II. Reaction positive: 1 man (09 per cent.) in dilution 1 in 
37. Standard agglutinin units per c.cm. of serum, 15. 

In view of the possibility that the reaction of these 21 men 
might in some way have been determined by a previous inoou- 
lation, inquiries were made on the point both in their case and 
in the case of a similar number of controls showing no reaction. 


1 The Lascet, March 10th, 1917. 
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The facts in each group, however, were practically identical. 
No special history could be obtained pointing to any of them 
having been inoculated with an antiaysentery vaccine. All 
had received what appeared to have been an antityphoid 
inoculation early in 1917, the 21 cases in no way differing 
from the controls in this respect. 

By way of further test, arrangements were made to supply 
Captain Inman with corresponding blood specimens from 
healthy men under comparable conditions in other institu¬ 
tions where no dysentery had occurred. 104 such blood 
specimens were taken, with result that in one case only was 
there any evidence of a high agglutination—namely, a single 
case showing 15 standard agglutination units per c.cm. of 
serum. 

These results suggest the explanation that the 18 per cent, 
of the healthy men at the institution had acquired the 
ability to agglutinate B. Shiga as a result of exposure to 
the same infection which had produced dysentery in the 
38 men who suffered from the outbreak—presumably the 
infected water-supply. But in the case of this 18 per cent., 
either because the local multiplication of the bacilli after 
infection was insufficient, or because of the existence of 
some factor of insusceptibility of the men, no symptoms of 
illness were produced. 

Similar observations might usefully be made in other 
outbreaks of dysentery, or of enteric fever, where a gener¬ 
ally operating cause like water or milk infection is suspected. 


THE “INSTINCT-DISTORTION,” OR 
“WAR NEUROSIS.” 


By DONALD E. CORE, M.D. Manch., M.R.C.P. Lond., 

HONORARY ASSISTANT PHYSICIAN, MANCHESTER ROYAL INY1RMARY ; 
PHYSICIAN, A^COATS HOSPITAL; CAPTAIN, R A.M.C. T.F. 


Ik a paper published some little time ago 1 it was pointed 
out that functional nervous disorders could be divided into 
two groups, according as to whether they were or were not 
determined by environment. Hysteria, and the neurosis 
about to be considered, belong to the former of these two 
groups, both being influenced by environment, while neuras¬ 
thenia or the functional nerve disorder brought about by 
exposure of the nerve cells to prolonged poisoning by micro- 
organismal products, and certain of the reflex neuroses, 
belong to the latter. 

The group of cases now to be considered resembles the 
hysterias in that environment plays a dominant part in their 
formation, but they differ from them in two respects : (1) in 
hysteria the r61e of environment is indirect, whereas in these 
cases it is direct; (2) hysterical phenomena are based on a 
physiological reaction, while the group under consideration 
is not so based; the phenomena are pathological and 
subserve no usefal function in the shielding of the conscious 
mind from unpleasantness. For all practical purposes it is 
a product of modern warfare ; it occurs in people correctly 
adapted for the requirements of civilised life when such 
people have been, for a length of time that varies with the 
individual, made to live in the utterly abnormal environment 
produced by the war. A functional breakdown of the kind 
to be described is liable to happen to everyone under these 
conditions, the variable element being the length of time 
that elapses before the symptoms become manifest. 


The Primary Instincts. 

Oar normal behaviour under conditions of civilised life is 
to a great extent the result of the development, inhibition, 
ahd combinations of the primary instincts among each other. 
McDougall describes seven such instincts : 


The Instinct to run away under the emotion 
.. „ Hht 

„ ,, of repulsion ,, 

„ „ curiosity „ ,, 

„ self-abasement,. „ 

,, self-assertion „ „ 

and the parental instinct „ „ 


of fear, 
anger, 
disgust, 
wonder, 
subjection, 
elation, 
tenderness. 


These instincts should not be looked upon as hard-and- 
fast and rigidly defined from each other. Nor can we 
imagine that in an ideally primitive organism such instincts 
exist in a state of elemental purity; it is almost certain 
that they have evolved from a functionally undifferentiated 
nervous system, and that their development has been deter¬ 
mined by environment. Generally speaking, the environ¬ 
ment in which animal and vegetable life has developed 
through the ages has been the same for all forms—an environ¬ 
ment of ceaseless stress and strain, of unending activity and 


1 The Lancet, 1918, i., 365. 


competition; therefore all animal life met with on this planet 
manifests the presence of some or all of these instincts, their 
combinations and associations. But they are essentially 
labile, and their relative strengths depend on the minor 
differences in the conditions of life brought to bear upon any 
genus or species. But in that these instincts have developed 
from some undifferentiated form of nerve activity, the 
reactions manifested when for any cause the normal play of 
emotion and conation is disturbed need not be distinct and 
specific for each instinct involved. As a matter of fact, 
there is. I think, a tendency for certain of these instincts 
to show their “resentment” under such circumstances in a 
characteristic manner ; but this is no more than a tendency, 
and need not necessarily obtain. 

Now, if we consider the above seven primary instincts, we 
see that in that their relative strengths are the result of our 
customary environment, and are, in such strengths, useful for 
our customary environment, then, given a sudden and suffi¬ 
ciently radical alteration in oar surroundings, the developed 
instincts in their relative powers may be utterly inefficient 
for the fresh environment. Modern civilisation tends to the 
safety of the individual without any very great trouble on 
his part, and the emotions of fear, anger, and repulsion are 
not, in such a state, called very frequently into action—at 
any rate, with any great intensity of tone. Much of the 
nerve force associated with these emotions is transferred to 
other conative activities, with results that are useful to the 
individual as long as he is living under the conditions of 
civilised life to which he is accustomed. 

The Emotions in Warfare . 

But under the conditions of modern warfare the emotions 
of fear and disgust particularly are called into frequent and 
violent activity. And not only is there a sodden and intense 
evocation of unaccustomed emotions, but the end-results 
and conative aspects of such emotions, so far from being 
given free play, are expressly forbidden, both by the 
idealistic conceptions acquired during childhood and early 
life and by vigorous punishment from fellow-men. Thus in 
modern warfare men are daily put into positions of 
imminent danger; the danger to life under certain condi¬ 
tions of military duty may be so great as to render death 
a practical certainty. In such situations men, if they are 
normally constitute!, experience fear, and, under ideal 
conditions of such a position, would run away. As it is, 
self-respect and military discipline prevent this normal 
end-result, and such men proceed to fight in direct dis¬ 
obedience to their instinct. The helpful influence of the 
emotion of savage anger against their adversaries is not felt 
with any intensity. The disgust at the unaccustomed sights 
and sounds of conflict is not allowed to manifest itself in 
the normal way by repulsion, so that under these conditions 
three of the most powerful instinctive activities are distorted. 

How utterly abnormal from the biological standpoint such 
a situation is may be inferred if we take analogous cases in 
the lower animal world and imagine a rabbit confronted by 
a hungry fox. If we further imagine the rabbit to be ah 
idealist he might be tempted, for abstract reasons, to fight 
the fox, and the result would be obvious, and from the point 
of view of natural selection wise. Such a situation between 
two such animals is inconceivable, but if in place of abstract 
reasons the rabbit was fighting in defence of its young, then, 
whatever the result, the incident would be natural and the 
animal would probably fight more efficiently. 

If we consider the above seven primary instincts we see 
that they are divisible into two groups, members of each 
reinforcing each other and antagonising those of the other 
group. Into one of these groups fall the emotions of fear, 
disgust, and self-abasement, with their associated impulses ; 
into the other anger, self-assertion, wonder, and tenderness 
felt for offspring. A sense of inferiority combined with disgust 
reinforces the feeling of fear and renders the impulse to fly 
more powerful, whereas fear may be diminished by anger, a 
sense of .superiority, and especially by the activity of the 
tender emotion. Unfortunately the tendency of modern 
warfare is to’ give play to the emotions of the first group 
without developing those of the second, and also to produce 
emotional tone without allowing the associated impulses to 
come into action. The elaborate inculcation of a hatred for 
the enemy and of a conviction that he is fighting in defence 
of his hearth and home are undoubtedly usefal in lessening 
the destructive emotions of the first group in the case of the 
fighting man. 
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In that the occurrence of any emotion should normally be 
followed by the actual occurrence of its associated impulse, 
suppression of the appropriate conative aspect is directly 
harmful to the proper functioning of the nervous system, and 
i 9 liable to be followed by functional disorders of this system. 

In the case of the production of hysterical symptoms as 
opposed to those of the functional disorder we are now con¬ 
sidering it was stated that the etiological value of the 
exploding shell and of the collapsing trench lay in the fact 
that they reinduced an emotional tone which had been at 
one time in the life of the patient associated with some par¬ 
ticular incident that he had seen, or heard, or experienced. 
In the type of functional disorder that we are dealing with 
now the exploding shell and the falling trench also are 
important etiological factors, but they bring about their 
effects in a different way ; they act as the ‘ ‘ last straw on 
the camel’s back,” and simply complete the degree of fear 
that is necessary to make the symptoms obtrusive. In the 
former case these factors act as the triggers of a specially 
adjusted mechanism ; in the latter as the final blows in the 
disrupting of the normal mental mechanism. 

Symptomatology. 

The symptomatology of the “war neurosis ” differs from 
that of the hysterias in that it conforms to one type. In 
hysterical conditions of the pure or protective form there is 
found a cutting away from the consciousness of the patient 
all impulses coming from a region of the body which has 
been concerned in the transmission of unpleasant impres¬ 
sions ; in the suggestion hysterias the diversity of symptoms 
and symptom groups is only limited by the limitations of the 
particular patient’s powers of association, but in the war 
neurosis the diversity of symptoms is reduced ; they conform 
to the various motor manifestations of fright, and are 
divisible into two groups. 

In the first of these the fright manifestations are those 
associated with flight: pallor of the face with a rapidly 
beating heart and staring eyes, sometimes to the extent of 
exophthalmos; dilatation of the pupils and muscular 
excitability, spasm or tremor. Such symptoms in their 
essence are physiologically useful in that they put the 
anima l into a state of preparedness for the obtaining of a 
desired objective—immediate removal from a given neighbour¬ 
hood—and this is the group that is most often met with in 
this form of functional nerve disorder, some or all of them. 
When all are present the impression on an observer of utter 
fright is irresistible, but in actual practice all of them are 
not present in the majority of cases, and then the role of 
the suppressed emotion may escape attention. 

In the second group the fright manifestations are those 
associated with the “crouching” instinct met with in 
certain of the lower animals, a process which keeps such 
animals perfectly stationary in situations of intense and 
imminent danger so as to avoid attracting the attention of 
an enemy. Here, in addition to the tachycardia, sweating, 
and dilatation of the pupils, there are inability to walk, or 
even to move the legs at all for this purpose ; occasional 
attacks in which the patient for a short time cannot 
voluntaiily move any part of his body; and inability to 
make a noise, aphonia, whispering speech, or its modification 
stammering. 

The Element of Fear. 

These somatic signs are indicative of a “choked up” 
conative aspect at, and leading up to, the time of their 
occurrence. Now, although it is true that normally the 
conative aspect of an instinct follows after the emotional, 
nevertheless it is a fact that the performance of appropriate 
actions tends to the production of the associated emotion. 
Thus, bracing the trunk muscles, clenching the hands, and 
setting the teeth will induce a feeling of anger ; and it is to 
be expected that the presence of the symptoms mentioned 
above would reproduce the emotion of fear. This is always 
the case, and it is the presence of this emotion that is the 
deciding factor in the diagnosis of the war neurosis. These 
patients always at one time or another experience fear. 

In the early, untreated, and acute cases the fear may be 
obvious and openly expressed; in addition to looking 
terrified, the patient is terrified, and he is terrified waking 
and asleep. As he improves the fear leaves him in his 
waking hours and is confined to his dreams, and the import¬ 
ance of a history of terror-dreams can hardly be overrated. 

Much has been written lately on the subject of dreams and 
dream interpretation, and much of what has been written 


seems to me to be of the nature of a very elaborate structure 
built on very slight foundations. We do not know enough 
of the psychology of thought to justify detailed interpreta¬ 
tion of dream incidents, but the emotion that is evoked by 
these incidents not only illuminates the general trend of the 
dream, but also gives important information as to what 
particular emotion has been excited and, if not actually sup¬ 
pressed, not been allowed free play during the waking hours. 

The progress of a patient suffering from the war neurosis 
is best estimated by the intensity of the terror-dreams. In 
the earliest phase, when fear is felt during the waking hours, 
there may be a difficulty in getting to sleep at all on this 
account. Later, when he does sleep his rest is fragmentary, 
and is broken by the distress caused by his dreams. The 
fear-content of the dreams is so intense that it wakes him 
with a jerk, often with a cry; he lies for a time unable to 
move and sweating freely. He then drops off to sleep 
again, and the same behaviour is repeated throughout the 
night. 

This phase gives way to one in which the patient on 
waking in the morning remembers with considerable distress 
the dreams that he has had, terrifying in themselves, but not 
sufficiently intense to wake him up. Or if he does wake up 
in this stage there is no free sweating. 

In the third stage towards recovery the dreams do not 
come every night; several nights of refreshing sleep are 
obtained, and only now and again does he experience the 
dreams ; in this stage he is not awakened at all by them. It 
is instructive, however, to notice that in this stage, if he is 
touched while asleep, he wakes with a start and in distress. 
If in the course of treatment the patient relapses the dreams 
revert to the early types, but not, in the majority of cases, 
with sufficient intensity to wake him. 

As these patients improve the element of fear disappears 
from their waking life and in the course of time from their 
dreams. But in the vast majority of cases the somatic 
symptoms—tremor, stammering, and so forth—remain, and in 
such cases the final phase of the disorder has been entered, 
the stage of habit. The habit stage is of importance, for 
not only is it the stage of greatest duration, but it tends to 
perpetuate the condition by bringing about relapses. If 
while under treatment anything occurs to upset a patient’s 
confidence in the methods of treatment he is receiving, if 
the conviction that he is going to recover is weakened from 
any cause, then his mind becomes, so to speak, sensitive to 
his symptoms, and in that these are the result of fear they 
work backwards and reproduce the emotion,' as mentioned 
above ; only the emotional intensity is rarely as intense as 
in the earliest phases of the condition. 

These two stages of war neurosis, the emotional and the 
habitual, are characteristic, and their differentiation is 
important from the point of view of complete recovery. A 
patient in the first stage is ill and requires hospital treat¬ 
ment, whereas one in the second stage is merely incon¬ 
venienced, and very often hospital treatment is the direct 
opponent to complete recovery. 

Another Type of Case. 

In Mesopotamia and in India during the first half of 1916 
quite another type, from the point of view of symptoms, 
of functional nervous derangement was met with. This form 
wa 9 characterised by evident mental dullness as far as events 
happening round the patient were concerned. Such patients 
would answer questions correctly but briefly ; they took no 
interest in any subject under discussion and never volunteered 
any remarks ; they were perfectly content to lie quietly and 
passively ; they neither read nor wrote. When given any 
information bearing upon their interests they either took no 
notice at all or dismissed the subject with some indifferent 
remark. Their mental state was one of inertia ; there were 
no positive signs, and to anyone who did not know anything 
of the antecedents of a particular patient he would seem just 
rather a surly and uninterested person. Yet in the course 
of their convalescence they proved themselves rather the 
reverse. 

Such patients were those who had been in Mesopotamia 
some time, and who had experienced the distressing monotony 
that a prolonged residence in that country impresses upon 
most people. In the early days of the campaign everything 
there was characterised by this deadness—country, climate, 
occupation, and food. I cannot help thinking that the 
condition of intellectual inertia produced is the result of 
this utter absence of interest—is, in fact, the result of an 
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abeyance of the emotion of wonder in the instinct of 
curiosity. Patients in this condition recovered quickly when 
sent away from the country, recovery in many cases being 
associated with a period of irritability. 

The Sex Instinct. 

In view of the mass of literature, constructive and 
destructive, that has been published during recent years on 
the part played by the sex instinct in the production of 
functional nervous derangements, it may be advisable to 
discuss briefly its potency or otherwise as such a factor in 
the light of the evidence gained from the multitude of func¬ 
tional disorders that have been recently observed. 

In that sexual activity is an instinct with emotional, 
receptive, and conative aspects, it may reasonably be sup¬ 
posed to be a possible source of an instinct-distortion neurosis, 
and in my opinion it is such a source in a limited number of 
cases. Its modus operandi is strictly analogous to that of 
the flight and repulsion instinct ; that is. it produces a 
neurosis when there is an intense emotional activity with 
obstructed conative activity. In other words, it is not ex¬ 
cessive sexuality nor perverted sexuality that produces the 
neurosis; it is compulsory abstinence from sexual activity. 
Given that a man with strong sexual tendencies be forced to 
live in an environment where he is unable to gratify them, 
however healthy they may be. then such a man may in the 
course of time manifest an instinct-distortion neurosis. I 
do not think that there is any need to postulate the existence 
of “ repressed complexes ” or other subtleties ; a man in this 
position may masturbate or fall into homosexual practices, 
or, what is still more important, he may fear the possi¬ 
bility of such a happening. The end result is the same : he 
worries himself ceaselessly over his condition and ultimately 
develops mental depression. Such men frequently tend to 
struggle against this depression and to overcompensate in 
the direction of high spirits, and their neurosis takes this 
form—cheerfulness and high spirits with periods of intense 
depression- and such patients require careful watching, for 
they not infrequently resort to suicide. 

Of course, in the case of men and women of an hysterical 
type the primary incident may be of a sexual nature, but this 
is not in any way essential, nor is it, in my opinion, at all 
frequent, at any rate in this country. The sex neurosis 
works through the medium of worry, and it is difficult, I 
think, for some of us to realise how intense this worry may 
be. Such cases may be suitably called “isolation ” neuroses, 
for it seems probable that in addition to enforced sexual 
abstinence the factor of loneliness plays a part. 

The sex instinct is most emphatically not of primary 
importance in the production of the war neurosis. 

Causation . 

It will thus be seen that the war neurosis as described 
above differs entirely in its mode of origin from hysteria. 
The latter condition clinically is the result of an improper 
suppression of a tendency that is inherent in every one of us 
and which is determined by our position in the scale of 
evolution ; it is manifested as a result of an emotional 
activity which is normal as far as the emotion is concerned. 
The former is the result of an improper strain on the 
emotions themselves, leading to a wrongful emotional tone 
and to distortion of the bodily mechanism which is associated 
with the conative aspect proper to the emotion concerned. 
To use an analogy, there is all the difference between the 
two conditions that there is between the emptying of a 
reservoir by raising the sluices in the dam and by smashing 
the sluices or the dam itself. 

The actual method by means of which emotional activity 
becomes manifest as somatic phenomena is an interesting 
problem that does not concern us here ; the work of Cannon 
and others indicates the sympathetic nervous system and 
certain of the ductless glands as important connecting links. 
It is important, I think, to exclude from the pathology of 
“ shell shock ” (which is a term generically applied to certain 
hysterical and instinct-distortion phenomena, and which is 
about as applicable to either as “cold” or “ chill” would 
be to all varieties of inflammation of the lungs) any lesion 
which gives rise to organic clinical signs. Cases in which 
after death haemorrhages and compression lesions are found 
are better called “shell disease,” after the principle that 
distinguishes caisson disease. The different functional dis¬ 
orders included at present under the name of shell shock 
should be sharply separated from those in which organic 
lesions can be diagnosed during life. 


In this way, then, a shell exploding so close to a man that 
the violent alterations in the air-pressure bring about cerebro¬ 
spinal haemorrhages and other disruptive effects would 
produce “shell disease,” whereas the explosion that com¬ 
pletes the measure of emotional stress in the manner 
described above, and which brings into eminence a condi¬ 
tion that has long been incubating, produces “shell shock,” 
so-called. In the presence of signs of organic disease shell 
shock should not be diagnosed, but shell disease. Of course, 
there are bound to be cases in which the diagnosis between 
the two conditions is of extreme difficulty, but from the 
point of view of both prognosis and treatment it is well to go 
on the principle of diagnosing shell shock only when a 
thorough examination reveals no signs of organic disease, and 
shell disease when such signs are present. 

Diagnosis. 

The diagnosis of the instinct-distortion, or war neurosis, 
is, as a rule, easy. In the absence of signs of organic 
disease it may be made in the case of any patient who shows 
symptoms of nerve irritability and in whom, at one time or 
another, the element of fear is present. In the event of such 
symptoms existing in a patient who shows no signs of fear, 
either in his waking hours or in his dreams, one of two 
conditions may be present—the war neurosis in the late or 
habit stage, in which there will be a history of terror-dreams 
at the beginning of the illness ; or a suggestion-hysteria, in 
which case no such history is obtainable. Naturally, 
leading questions should not be asked ; the patient should 
merely be asked if he sleeps well, or if he slept well at the 
time of onset of the breakdown. 

It sometimes happens, though not in my experience very 
commonly, that an instinct-distortion neurosis and a pure 
hysteria exist in the same patient. 2 

I recently saw a young soldier, a private, who was under treatment 
for herpes zoster. The condition affected the left side of the chest, in 
the area of the fourth dorsal segment. While under treatment he 
quite casually mentioned that he had been recently suffering from 
what he called “attacks,” after he had been in bed for a little time 
and when he was going off to sleep. In these attacks, which only 
lasted for a minute or so, he lost his sight, and all power of making a 
noise; he was absolutely unable to move a limb; he came to himself 
sweating, and, as he described it, “ sick with fright." 

The emotional tone of the incident, the inability to move or to make 
a sound were quite characteristic of the instinct-distortion neurosis, 
the symptoms conforming to those of the second group mentioned 
above, but the temporary blindness was difficult to account for on the 
grounds of an instinct-distortion neurosis. 

Looking through some past notes of the case, however, the following 
entry was found: “The patient states that what worried him most 
when in Flanders were the horrible sights, to which, unlike most of his 
companions, he could never get accustomed.” The amausosis. in fact, 
was the result of a pure or protective hysteria, and the condition of the 
patient was due to the existence of the two types of functional nerve 
disorder. 

The actual determining cause of the attacks was the sensation of his 
heart beating as he became drowsy ; the trouble did not arise until he 
began trying to lie on the left, or herpetic side. The condition of the 
nervous system was quite slight and readily passed away; he had not 
been invalided for it; but in the event of his not having had herpes 
zoster when he did, it would be a matter of interest as to which 
functional derangement, the hysterical or the instinct neurosis, would 
have become obtrusive first. Probably the hysterical, in which case he 
would have been invalided for blindness. 

The above case is of interest in that it indicates the lines 
along which an approach to the diagnosis should be made. 
Any particular symptom should be investigated from the 
standpoint of its being or not being, as the case may be, 
useful to the individual as a means of escape from his 
enemies, or of its being a derivative of such a useful mani¬ 
festation. Thus, inability to move or to make a noise is 
obviously useful to the hare when trying to avoid attracting 
attention, but blindness is not, for it would militate against 
the final rush when the animal realised that attention had 
been attracted ; it would prevent this realisation to a great 
extent. Therefore the blindness could not form part of 
the instinct-distortion neurosis, and further examination into 
the attitude of mind of the individual to his surroundings in 
the fighting line will ultimately bring into prominence some 
association with sight -either, as in the case just mentioned, 
distressing sights, or, if these are not complained about, some 
childish association in which the eyes played a part. 


- As a general rule, in an hysterical individual the hysteria 
symptoms manifest themselves before the emotion neuroses have 
had time to develop; this is, of course, intelligible on the theory that 
the hysterical person develops his condition to protect his conscious¬ 
ness from emotional distress. The instinct-distortion neurosis may be 
coloured by a suggestion hysteria, but in such a case the greater 
includes the less, and the case should be looked upon as an instinct- 
diBtortion neurosis. 
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Treatment. 

The treatment of the instinct-distortion neurosis is, in its 
essence, simpler that that of the hysterias, and more satis¬ 
factory. This, of course, follows from the fact that in the 
latter conditions symptoms are treated, while the underlying 
condition remains ; the patient is hysterical to the end of his 
life. In the former, however, the harmony of the nervous 
system can be, and as a rule is, fairly easily restored, the 
difficulty experienced in practice being the persistence of 
certain symptoms as habits, and even these are more 
readily removed than would at first sight appear probable. In 
the course of time, when all ideas of the war as an imminent 
factor have disappeared, the more troublesome of these sym¬ 
ptoms will be done away with owing to their very obtrusive¬ 
ness, while the less troublesome will only persist as long as 
they do not interfere with the patient as a useful individual 
in the surroundings in which he works. 

Treatment falls necessarily into two groups according as to 
whether the patient is or is not ill. These two groups 
correspond fairly accurately to the phases mentioned above, 
the active or terror phase of the illness and the habit phase. 

There are two fundamentally important principles in treat¬ 
ment that should always be kept in mind. The first is that 
the patient must be removed as quickly as possible from the 
environment which was responsible for the condition — he 
ought to be taken right away from any focus of fighting; and 
the second is that from the very beginning he ought to have 
it impressed upon him that he is going to get completely 
cured. The removal from the combatant atmosphere is so 
obvious and so usual that its importance as a method of 
treatment as well as the light it throws on the origin of the 
condition is in danger of being overlooked. 

When such a patient has arrived at the “ ultimate base ” 
wherein the remainder of his treatment is to be effected, if he 
is still in the active stage he should be kept for the most 
part in bed and in a ward that is quiet. It is inadvisable 
that he should be alone ; I think that a ward with two other 
patients in it forms the best environment. Here he should 
stay until he is able to sleep without being waked up 
frequently by his dreams. In the early stages, when he is 
unable to sleep at all, I have found the best results with 
trional, 10 gr., with or without aspirin, and diminished 
gradually as the tendency to sleep improves. During this 
period it is well to make him realise that he has power 
over his legs by making him take a few steps every day in 
the^ward, but as long as he is definitely “ill ” with his con¬ 
dition he ought to spend most of his time in bed. He 
should be seen frequently by the medical officer in charge 
and should be constantly reassured as to his complete 
curability and encouraged to look upon himself as improving 
from day to day. 

Ab the sleep improves and the dreams lessen in intensity 
he should be made to leave the ward for a short time each 
day and mix with the other patients, and then the more 
detailed treatment may be instituted. It will be found that 
patients manifest one, some, or all of the following dis¬ 
abilities : speech defects, tremors, disorders of gait, mental 
depression, irritability of the sympathetic nervous system 

As regards speech defects , the principle of treatment may 
be summed up in the words, “careful and painstaking re¬ 
education.” At the Seymour Park Military Hospital in 
Manchester we have been fortunate enough to obtain the 
assistance of the officials of the Institute for the Deaf and 
Dumb in the treatment of cases of disordered speech, and 
the results have convinced me that these patients are the 
most readily curable of all. Definite classes are formed, and 
the men are shown the position of the lips in the articulation 
of the vowels and their compounds. They are taught 
breathing exercises, are made to read aloud, and are dis¬ 
couraged from speaking to fellow-patients while they 
stammer. The result in the majority of cases is little short 
of marvellous, but, as in all cases of the instinct-distortion 
neurosis, treatment must be painstaking and to a large extent 
individual, and a very considerable degree of patience is 
required. 

Similarly, in the treatment of disorders of gait. In the 
event of there being complete inability to move the legs at 
all, the patient should be made to sit on the edge of the bed 
and “feel the floor with his feet.” Often enough this 
produces clonic spasms of the legs and the patient at first 
can only practise for short periods at a time, but if he is 
made to practise regularly and is systematically encouraged 


these spasms lessen, and he then begins to apply pressure to 
the floor with the feet. He should then be supported and 
made to stand, and to take a step or two ; in the course of a 
very short time with support he will be able to get over the 
ground easily. The support should then be lessened, and it 
is well to remember that it is very much more easy to err 
by keeping the support, orderly, crutches, or stick, too long 
than not long enough. As soon as the patient can move 
fairly well when supported by an orderly he should be given 
crutches, and when he realises that he can manage these he 
should be made to give them up and take to a stick. The 
same principle is repeated with the stick ; he should discard 
it as soon as he is able to use it with comfort. Daring the 
orderly, crutch, and stick stages he should be made to take 
exercises of precision over a track marked out on the floor. 
Two lines are painted on the floor about three feet apart, and 
foot-marks ar* indicated between them ; the patient is told 
to walk between the lines, putting his feet on the marks. 
The proper use of the thigh and leg muscles should be 
insisted upon. These exercises may be associated with the 
use of a treadle machine. 

Tremors also should be treated with exercises of precision. 
The coarse, clonic spasms of the early stages of the condition 
readily subside as improvement in walking is attained—and 
the less the patient’s attention is drawn to the hands and 
arms in this stage the better. In the stage of the fine 
tremors he should be made to use his hands and arms in the 
way that best appeals to his interest; he should be made to 
construct models with a set of child’s bricks or, in the later 
stages, with some of the “Meccano ” outfits. Or he may be 
encouraged to manipulate chessmen or to do crochet work. 
The extent of useful exercises for tremors in the later stages 
is very nearly endless, and it. requires only a little imagina¬ 
tion on the part of the medical officer, sister, or nurse to 
suit a patient’s requirements and, in addition, to make the 
exercises interesting. At the same time, these exercises 
should be carefully watched ; any tendency on the patient’s 
part to look upon them as a means of getting through the 
day apart from any therapeutic value must be checked ; also, 
as soon as he has become proficient at one set of such exer¬ 
cises he should be given another and more delicate set. And 
when all signs of mental disturbance have disappeared and 
he realises that he can do useful work with his hands, then 
the sooner he is discharged from the hospital atmosphere 
into some form of civil employment the better. 

An interesting symptom-group that occurs in certain of 
the patients suffering from this form of neurosis is mental 
depression , and often enough this only becomes obvious in 
the later stages of the disorder. Such depression may 
be due to the troublesome nature of the symptoms for 
which, primarily, a patient is undergoing treatment; in 
such a case it subsides as the symptoms improve and 
requires no special treatment. In other cases it is 
present in the absence of any obtrusive somatic symptoms, 
and then treatment should proceed along two lines—“thera¬ 
peutic conversations ” and employment. Therapeutic con¬ 
versations should always be added to whatever form of 
treatment any patient with the instinct-distortion neurosis is 
receiving, but when there is well-marked mental depression 
they become of paramount importance. In such conversa¬ 
tions, as far as possible, the “doctor and patient” atmos¬ 
phere should be avoided, and in most cases in my experience 
psycho-analytic methods are not needed. The patient should 
be treated in a friendly manner, and in the course of time 
definitely asked what is troubling him. If sufficient tact 
has been used I find that there is usually very little difficulty 
in getting him to say what is on his mind ; often enough, 
unfortunately, the cause of the depression is perfectly 
reasonable, and as far as medical treatment is concerned is 
not removable. And of all the causes domestic worries are 
the most potent. In other cases the depression is the result 
of disabling symptoms that are irremovable. In one case I 
saw profound depression was caused by gross nystagmus, 
apparently the result of haemorrhages round the fourth 
ventricle and aqueduct; the case was one of shell disease. 
Depression caused by obtrusive symptoms is best treated by 
giving the patient occupation in experimental workshops ; 
work which is not specially interfered with by his condition 
is chosen for him, and he is encouraged to make himself 
proficient in it. The more he is made to realise that he is 
not utterly disabled the more the depression lessens, but in 
some cases we have to admit that the depression is justified. 
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The tachycardia and other signs of irritability of the 
sympathetic nervous system are best treated by graduated 
exercises. It is an unfortunate fact that patients suffering 
in this way are extremely difficult subjects to convince that 
there is no organic disease of the heart; in the mind of the 
average patient palpitation, praecordial pain, and giddiness 
are incontrovertible signs of “heart disease.” Such patients 
are best treated in hospitals specialised for heart conditions, 
in which the whole atmosphere of the patient is directed 
towards his realisation that his symptoms are in no way 
dangerous, and that by training they will cease to hinder 
his activities in after life. 

Nomenclature. 

In conclusion, it may be permissible perhaps to discuss 
the nomenclature of this condition, the instinct-distortion 
neurosis. The usual name, shell 6hock, is unfortunate, 
because it covers cases that are hysterical as well as those 
that are not, but which are the results of a strained emotional 
activity. But shell shock covers neither of these conditions 
completely ; the most characteristic cases of the instinct- 
distortion neurosis may give no history of shell shock. On 
the other hand, what soldier patient that has been in the 
front line for any time has not been in the sphere of 
bursting shells? The name “shell disease” is applicable, 
for it is the direct disruptive effect of the explosion that 
produces the lesions of that condition, but shell shock, as a 
name applied to functional nervous breakdown in soldiers, 
cannot be justified. 

Exposure to the sights and sounds of the modern battle¬ 
field may bring on hysteria manifestations or symptoms of 
the instinct-distortion neurosis. This latter name is clumsy, 
and “ war neurosis ” is too general a name to be applied to 
this disorder. 3 The more specific name “ terror-neurosis ” is 
perhaps a little invidious at the present time, and I would 
suggest calling the condition described in the foregoing pages 
“dysthymia ” (8us, impeded ; 0 vj uoy, emotion). 

We could then sum up the state of affairs as regards the 
factor of the exploding shell thus : The neuroses usually met 
with as results of the present war are hysteria and dysthymia. 
Neither is exclusively the result of the war, but of the two, 
dysthymia is the nearer approach to a specific war neurosis. 
In neither need there be a history of a bursting shell or a 
collapsing trench ; such a history may be present in both. 
The bursting shell and the collapsing trench have no specific 
value in the determination of these neuroses ; they possess 
an adjuvant value only, and this value may be obvious or 
masked. Only in “shell disease,” where there are demon¬ 
strable organic lesions, have these factors any specific value, 
and the resulting condition is not functional. 

3 I have recently seen a most characteristic example of this neurosis 
in a woman, resulting from physical fear of being confined. The 
neurosis became evident shortly after marriage and became acute 
during pregnancy. __ 


ON DISAPPOINTMENTS OF VACCINE 
THERAPY. 

By H. G. ADAMSON, M.D., F.R.C.P. Lond., 

PHYSICIAN IK CHARGE OF THE SKIN DEPARTMENT, ST. KARTHOLOMKW'S 
HOSPITAL. 


The value of prophylactic vaccination has long been 
firmly established, but in regard to the efficacy of vaccina¬ 
tion as a curative agent there is to-day considerable differ¬ 
ence of opinion, and for many who have given this treatment 
a prolonged trial the results do not satisfy their earlier hopes 
and expectations. 

Experience of Dermatologists. 

As has often been the case with new remedies, dermato¬ 
logy was one of the earliest fields for the trial of curative 
vaccines; and there are two affections of the skin, of 
microbic origin and difficult to cure, in the successful 
treatment of which vaccine therapy at one time seemed 
likely to be of great assistance. These two affections are 
chronic staphylococcic infections and lupus vulgaris. 

Experience extending over a dozen years has shown that 
this early promise has not been fulfilled. It is probably true 
to say that most dermatologists will hesitate at the present 
time before embarking a patient afflicted with sycosis or 
other chronic staphylococcal infection of the skin upon a 
course of vaccine treatment; he will, perhaps, as a last 
resort employ vaccines, but he will hesitate, since it is 


not possible to predict with any certainty that the patient 
will eventually be benefited, and his anticipation of a cure 
will generally be in inverse proportion to his experience of 
the treatment. Personally, always with an intense desire 
to see good results from vaccine treatment in these obstinate 
cases of chronic staphylococcal infection, I have been so 
unfortunate as to have but rarely met with them either in 
very numerous cases treated by myself or in my own cases 
treated by expert bacteriologists. 

Striking cures are, indeed, reported, and it must be 
admitted that good results are occasionally observed with 
vaccine treatment in the less chronic forms of staphylococcal 
infection of the skin, in recent furunculosis, and, in pustular 
acne which is not of long standing ; but such results are by 
no means constant, and in the majority of cases there will 
be but temporary improvement, if really any improvement 
that cannot be attributed to other treatment carried out at 
the same time or to accidental coincidence with the natural 
course of events. In some cases the eruption will become 
worse. 

And, again, it is certainly correct to say that most 
dermatologists will not now recommend tuberculin treatment 
as a likely cure for lupus vulgaris, and that many will avoid 
it as being fraught with danger. In my own experiences, 
in every case of lupus treated by tuberculin the disease has 
subsequently become less controllable than before the treat¬ 
ment was used. 

Experience in Other Fields of Medicine. 

If we compare the experience of dermatologists with that 
of others in other fields, we find much the same opinions to 
prevail. From a perusal of the reports of the discussions on 
vaccine therapy which took place at meetings of the Royal 
Society of Medicine in 1910 and in 1914 we gather that 
although this treatment may now and then appear to give 
dramatically successful results, it more often fails, and 
sometimes does harm. 

Sir Thomas Horder summed up the opinion of many when 
he said that ‘ 1 the failures of vaccine treatment are more 
frequent than its successes.” 

In respect of the value of vaccine treatment in enteric 
fever, in gonorrhoea, and in ulcerative endocarditis, there 
are differences of opinion, and many observers have expressed 
themselves as dissatisfied with the results in these affections. 

In connexion with the treatment of septic wounds of war 
curative vaccine therapy has proved of comparatively little 
value, and Colonel Sir Almroth Wright seems to admit that 
it takes but a secondary place compared with preventive 
vaccination, for he remarks to-day in regard to the treatment 
of wounds that— 

“ Prophylactic employment of vaccines is not only from the theo¬ 
retical point of view the best of all methods of employing vaccines, but 
it is also the method which gives in practice the maximum advantage.’’ 

And again he writes — 

“ Treatment by physiological methods . procedures such as the 

opening and draining of the wound . is beyond all comparison the 

most important, and I would admit that—all loud talk notwithstanding 
—antiseptic treatment is at the best an ancillary method of treatment. 
And of course," he adds, “the same applies also to treatment by 
vaccines." 

These statements appear to indicate a distinct recession 
from the opinion, which he expressed in 1909, that _ 

“ The principle of building up the resisting power of the system 
against any microbe which may have entered the body will ultimately 
hold its own even against the principle of warding off infection from 
the susceptible patient." 

To-day prophylactic vaccination “ is the best of all methods 
of employing vaccines,” and “treatment by vaccines ” “at 
the best an ancillary method,” “all loud talk notwith¬ 
standing. ” 

Consideration of Comparative Failure of Curative 
Vaccination. 

How are we to account for this comparative failure of 
curative vaccination as contrasted with the striking success of 
prophylactic vaccination ? Is it not that in prophylactic 
vaccination we are dealing with a less intricate problem and 
a proceeding which is better supported by known facts than 
that which confronts us when we attempt to cure an already 
existing infection by means of vaccines ? 

It is easy to see that preventive vaccination has a sound 
foundation. The study of immunity reactions has established 
the general principle that when an animal becomes infected 
by a micro-organism it is rendered, after a period of incuba¬ 
tion, specifically supersensitised to the toxins of that micro¬ 
organism—to use the expression of Von Pirquet, a condition 
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of allergy or altered reactivity is produced. As a result of 
this allergic condition the animal is protected against a 
second infection. An attempt to produce a second infection 
gives rise to a reaction more violent than the reaction to the 
drst infection, which has a shorter incubation period and 
which ends in spontaneous cure. The efficacy of prophy¬ 
lactic vaccination is demonstrated in the results of pre¬ 
ventive vaccination against small-pox and against enteric 
fever. 

But when we come to the cure of an already present 
infection we have altogether different conditions. The pro¬ 
tection which has been acquired against a second infection 
varies in degree and in the length of time it endures in 
different diseases. In certain infections the reaction is 
such that the infected organism completely overcomes the 
invasion and remains henceforth protected against the 
disease. This occurs in small-pox and in scarlet fever, 
among other complaints. 

In a second class the patient, although protected against 
a second invasion from without, yet remains infected and 
is liable to new infections from within—that is, to auto¬ 
inoculations. This occurs in tuberculosis and in syphilis. 

In a third class the protection is apparently of but short 
duration and seems often to be followed by a period of 
increased susceptibility, so that new infections may easily 
take place. This is seen in streptococcal and in staphylo¬ 
coccal infections and in influenza, for example. 

What we require to know in regard to the second and 
third of these classes is whether in a subject whose 
immunity development has been insufficient completely to 
overcome the infection we can by appropriate doses of 
vaccines so enhance the production of immune bodies—i.e., 
so “ build up ” the resisting power of the system against a 
microbe which has entered the body—that the defeat of the 
invasion is assisted or completed ; and whether we can do 
this without danger of disorganising the mechanism of 
immunity and possibly lowering instead of raising the 
powers of resistance. 

Production of Protective Bodies. 

The early promise of Wright’s method of curative vaccina¬ 
tion was that we could avoid the danger of over-stimulation 
and its risks of fresh infection, such as we became familiar 
with in the early days of treatment by Koch's old tuber¬ 
culin, by regulation of the dosage, and that we were able to 
enhance the production of protective bodies without so 
disturbing the mechanism of immunity as to do harm. 

This method was based upon the hypothesis— 

“That the blood of those who become the subject of a bacterial 
Invasion is deficient In protective substances,'’and “ that by an injec¬ 
tion of corresponding bacterial vaccines the content of the blood in 
protective substances can in practically all cases be Increased.” 

These protective substances were 44 hypothetical sub¬ 
stances in the serum which incite phagocytosis by action on 
bacteria”—i.e., opsonins. It was further maintained that 
the measure of the production of protective substances could 
be gauged by the observation of the opsonic index and the 
appropriate doses of vaccine measured accordingly. 

This hypothesis is exceedingly simple, and if it expressed 
the whole problem of immunity vaccine treatment would be 
a straightforward proceeding. But in reality it is simple 
because it ignores a good many facts and current ideas in 
regard to immunity production. 

It ignores the teaching that an infected organism develops 
specific immune bodies as a consequence of becoming in¬ 
fected, for according to Wright a patient suffering from an 
infection, such as lupus vulgaris, has a lower “opsonic 
index ” than a normal uninfected person — that is to say, 
he has less protective substances in his blood. But according 
to the more generally accepted view a patient with lupus 
vulgaris is protected against fresh infection because he has 
acquired protective bodies which are absent in the normal 
person. Although the average “opsonic index ” of lupus cases 
been found to be 25 per cent, below normal, yet every 
case of lupus gives a 44 cuti-reaction ” to tuberculin, and thus 
indicates a body content of protective substances above the 
normal. 

Again, in cases of enteric fever agglutinins are present in 
the blood which are absent or deficient in the normal. Yet 
the hypothesis of Wright supposes the blood of the enteric 
patient to be deficient in protective substances. 

Bat although the hypothesis of Wright seems totally to 
ignore the teaching that an infected person develops pro¬ 
tective bodies as a result of infection, it yet supposes that 


these bodies can be developed as a result of vaccination, an 
attitude which seems contradictory. 

It is doubtless perfectly true that the immunity reactions 
may be stimulated by vaccination, but we must not lose 
sight of the fact that a person who has been infeeted is 
in a state of allergy or altered reactivity or hypersensitive¬ 
ness towards the toxins of micro-organisms by which he is 
infected, so that the reaction which may result from even 
a minute dose of vaccine may be enormous in proportion to 
that which would occur from the same dose in an uninfected 
person, and that such an excessive reaction may be followed 
by a period of exhaustion of immunity or 4 4 anergy. ” And this 
seems to be the danger of the proceeding of so-called 
curative vaccination, that we cannot estimate the result of a 
vaccine in an already infected subject. The minutest dose 
of vaccine may set up in an infected subject an explosive 
reaction whose force we are quite unable to predict or control. 

The Opsonic Index. 

According to Sir Almroth Wright’s hypothesis the proper 
dose of a vaccine may be estimated by the opsonic index. 
But this hypothesis ignores the fact that in many infections 
the polynuclear leucocytes or phagocytes take little, if any, 
part in the defence against the invading micro-organism. 
In tuberculosis, for example, the cellular defence is a con¬ 
nective-tissue-cell defence and one in which the polynuclear 
leucocytes appear to take no part. And when we examine 
the results of depending upon the opsonic index as a 
measure of the production of protective bodies by vaccina¬ 
tion we find that this has proved altogether unreliable. For 
in 1904 1/500-1/20 mg. of new tuberculin was regarded 
as an 44 extraordinarily small dose.” In 1906 Sir Almroth 
Wright said :— 

“ I now begin with a quantum of tuberculin corresponding to not 
more than 1/1000 milligram of T.B. powder and never advance to doses 
larger than 1/600 mg.” 

In 1910 the doses recommended were 1/20,000 mg. to 
1/4000 mg. These doses were from the beginning con¬ 
trolled by observation of the opsonic index, and the earlier 
cases were reported as doing well with doses which were a 
very great deal larger than the doses which were afterwards 
advised to be used. 

If we turn now to staphylococcal infections in the defence 
against which the polynuclear leucocytes do take an 
important part, and in which the opsonic index might 
more reasonably have been supposed to be of assistance, 
we find the same difference between the earlier and the later 
dosage. In 1903 the opsonic index told us the proper dose 
was from 2500-5000 million staphylococci and that the 
index could be controlled and cases cured by these doses; 
but in 1908 the dose was reduced to 100 250 millions. So 
that we must begin to doubt the value of this control even 
in cases of staphylococcal infection, and to ask, “Have we 
any reliable means of knowing the proper dose of a vaccine V 9 

Further Criticism. 

Viewed again from another aspect, the rationale of vaccine 
treatment for chronic staphylococcal infection seems to be 
at fault. In staphylococcal infections of the skin the pro¬ 
tection against a new infection varies with the severity 
of the primary infection. In the case of a carbuncle the 
patient is protected against a new infection and the lesion 
generally remains single. In the case of a boil the protec¬ 
tion is frequently of short duration, for it often happens that 
a second or more boils appear before the first has dis¬ 
appeared ; and cases are common in which there are 
repeated crops of boils over months or years, or a continuous 
infection of fresh hair follicles, as in sycosis menti. In these 
cases, in spite of the repeated stimulation of fresh infections, 
although there are intervals of improvement, yet the 
immunity reactions do not produce a cure ; and it is diffi¬ 
cult to say why we should expect a vaccine to accomplish 
that which the repeated reinfections fail to do. In practice we 
find this to be the case, and, at any rate in my own experience, 
we but rarely, if ever, succeed in curing a case of chronic 
staphylococcal infection by vaccines, and we are in danger 
of ultimately making the case worse by over-stimulation. 

It has already been said that in practice the treatment of 
lupus by vaccines is proved to be highly dangerous. In the 
treatment of staphylococcal infections the danger of doing 
harm is perhaps less serious, but vaccine treatment of chronic 
staphylococcal infections of the skin is so uncertain in its 
results that it seems to have fallen into disuse in dermato¬ 
logical practice almost equally with tuberculin treatment. 
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As Sir Almroth Wright has put it — 

“The body baa the machinery for immunisation, and you can play 
tunes upon it if you know the laws. If you do not happen to know the 
laws when playing upon it, it may be quite injurious.” 

The uncertainty of the results, for most part the dis¬ 
appointing results, of vaccine treatment should perhaps make 
us pause and ask : Are we at present in a position to play 
tunes upon the machinery of immunisation by means of 
vaccines after the machinery has already been set in motion 
as the result of microbic infection ? 

It may be that vaccine treatment sometimes gives 
dramatically successful results, and we are perhaps justified 
in giving this treatment a trial in certain cases of infection 
where other treatments have failed. Bat the still prevalent 
tendency to employ vaccines indiscriminately in all sorts of 
complaints should be deprecated, because we are not really 
in a position to know when we may do good and when we 
may do harm by this treatment, since we have no means of 
estimating its effects in a person whose reactivity has been 
altered, perhaps profoundly altered, as the result of previous 
microbic infection. 

The almost equally prevalent use of vaccines in diseases 
of non-microbic origin is perhaps of less consequence, but it 
is apt to delay the employment of a treatment more suited 
to the case and more efficient. 


$ebktos anb polices of JJoohs. 


The Life of Sophia Jex-Blake. By Margaret Todd, 

M.D..(Graham Travers). London: Macmillan and Co., 
Ltd. 1918. Pp. 574. Price 18*. 

Sophia Jex-Blake was born to be a pioneer. Whether she 
was bom to be a doctor is, of course, another question. Her 
adoption of medicine as the profession in which she could 
carry on her struggle for the rights of women and for her 
own freedom seems to have been something of an accident ; 
but she was born to struggle and to struggle through. From 
childhood to old age she overflowed with energy, an energy 
that sometimes spent itself in storms, or what she called 
“ cataracts,” and which undoubtedly caused unhappiness as 
well as happiness. Perhaps the unhappiness was chiefly for 
herself; if her intense and vehement affections did not 
always make her understand the people she loved, still less 
did they make her intelligible to them. She suffered accord¬ 
ingly, as those who give everything except calm, and 
accomplish everything except self-control, are bound to do. 
The tragedy began in childhood,‘when she was sent from 
one school to another, and a series of excellent, religious, 
affectionate, but (one fears) stupid, schoolmistresses found 
her unmanageable, while her effect on her delicate mother’s 
nerves was such that for long periods it was not considered 
possible for her to be kept at home. The tragedy went on in 
youth, when she put her whole heart into a friendship 
with Octavia Hill, a person of such opposite tempera¬ 
ment that the misery which followed was perhaps inevitable. 
It probably went on to some extent all her life, though the 
wider field in which she moved, the greater choice of com¬ 
panions, and the freedom she had won made its effects less 
visible. Bat the energy did not end in storms. The mother 
who had so often been laid on a bed of sickness by Sophia’s 
childish naughtiness, became her dearest life-long friend. 
The loss of Octavia’s friendship, though, we are told, it “cut 
Sophia s life in two,” did not break her down. For many 
years she suffered intensely, but “till the close of her life 
the friendship on her side remained unbroken,” and from it 
she drew fresh energy and idealism. She was always, we 
learn, “ one of the most affectionate people that ever lived,” 
and though it seems likely that she was also always difficult 
to get on with, she did a great deal to make the effort 
worth while. 

Her career was as stormy and as fruitful as her personal 
relations. It began when at 18 she forced her some^vhat dis¬ 
concerted father to let her go to the newly-opened Queen’s 
College, London, and to accept a post as mathematical tutor, 
for which he was horrified to find that she was to receive a 
salary. Teaching was. indeed, her chosen profession, but in 
America (which she visited seven years later) she fell in with 
Dr. Lucy Sewall, then resident physician to the New 
England Hospital for Women and Children, and was inspired 
with the wish to study medicine. She watched Dr. Sewall 


at work and learned a good deal from her, and when the 
death of her father forced her to return to England, she 
determined to seek for a medical education in a British 
university. 

The story of the great struggle which resulted in the 
opening of the Edinburgh School of Medicine to women is 
told in detail in Dr. Margaret Todd’s fascinating pages. 
Sophia Jex-Blake was the protagonist. Indeed, she began 
the struggle alone, but when the Medical Faculty and the 
Senate had sanctioned her admission to lectures the Uni¬ 
versity Court rejected her claim on the grounds that special 
arrangements could not be made for “ one lady.” As soon 
as this was made public other women announced their 
intention of standing by her side, and the famous battle of 
the Septein contra Edinam began. It lasted from 1869 to 
1873 and aroused such storms of passion as is difficult to 
imagine now. The Lancet did not at first support the 
women, but in 1871 it “took fire,” says Dr. Todd, quoting 
the following editorial passage: “Common candour must 
compel any unprejudiced person to admit that the fight 
has been pursued by the orthodox party per fas et nefas 
and that the ill-advised conduct of grave and learned 
seniors in the profession has offered only too plausible excuses 
to the heated blood of younger partisans to indulge in coarse 
excess.” From this time on The Lancet continued to urge 
the claims of honour and fairness on the party which claimed 
orthodoxy for its part, but which preferred every other 
method, from libel actions to organised riots and assaults. 
This brutality was met by the indomitable spirit of the girl 
students, and by the unstinted devotion of the male 
supporters of enlightenment, ranging from the majority of 
the Medical Faculty itself, and from such distinguished 
names as those of Professor Masson, Professor Lorimer, 
and Professor Calderwood, to the Irish students, who 
formed a defensive brigade to escort the girls to 
lectures, and no doubt greatly enjoyed the consequent 
opportunities for a free fight. In the midst of it all, 
Miss Jex-Blake disconcerted everybody by failing in her first 
professional examination. It was, of course, because she had 
been giving her whole energies to struggle instead of to 
study, and had thought a great deal more about her cause 
and those she was leading than about her personal success ; 
it was very characteristic. She did ultimately become a 
successful doctor, but it is doubtful whether science was 
ever the first thing to her. The woman’s movement and the 
help she could give to individuals seem to have come first in 
her thoughts till the end of her life. She was first and 
foremost a fine human being. 

All her humanity and all her struggles are well set forth 
in Dr. Margaret Todd’s admirable biography, which gives 
us a vivid picture of a varied and strongly-coloured life. It 
is to be recommended to all who are interested in the 
history of medical women, and to all who care for psycho¬ 
logical drama and the struggle of character with environ¬ 
ment. It is not only full of information, but is as 
absorbing as a good novel. I. B. O’M. 
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LONDON: SATURDAY, AUGUST 10, 1918. 


The Medical Conditions of 
Industrial Manufacture. 

A report which has just been issued by Mr. 
H. M. Robinson, the Chief Inspector of Factories, 
on the work of his Department during 1917, bears 
evidence of the present paper scarcity. But while 
it lacks in bulk, and while no effort can be made 
to present the masses of valuable data and 
information to which we have been accustomed 
in these annual reports, nevertheless it still 
retains all its human interest. The documents 
are of the highest value in reminding us of the 
extent to which British industries are being 
carried on to-day as apart from that branch of 
industry which is devoted to the production of 
munitions of war; and this is specially valuable 
when there is a tendency to forget that any other 
industry is at present being pursued. This 
country is at war, and is devoting its first energies 
to carrying that war to a successful conclusion, 
but it is the very essence of our strength that 
simultaneously we should be able to preserve a 
continuity in our social and commercial life. We 
have endeavoured in another article this week to 
inculcate the same lesson, as it is brought to our 
notice by the impending exhibition of modern 
British scientific products. Mr. Robinson’s report 
marks the close of Sir Arthur Whitelegge’s long 
term of office as Chief Inspector of Factories. It is 
now more than 21 years since he was appointed, 
and not as a medical man but as an administrator 
of known capacity, in order to reorganise the Factory 
Department. During his period of office that 
Department has been entirely transformed; not 
merely has it increased out of all recognition in 
size, but its work has become more and more 
skilled and technical. The standard of inspection 
has been raised, technical experts have been added 
to the staff; medical inspectors, electrical in¬ 
spectors, technical engineers and chemists have 
been appointed; and, what was regarded at the 
time as a startling innovation, lady inspectors of 
factories have been created. All these things have 
been done during Sir Arthur Whitelegge’s term 
of office, and those who have been privileged to 
work under him must always recall him as a great 
Chief Inspector. 

The present report varies from peace time 
reports in that it presents only four subjects 
dealt with in detail, each written by a specialist. 
The record given by Mr. G. Bellhouse of the 
present position in relation to hours of work 
and emergency orders is one of great interest, 
establishing as it does the way in which hours 
of labour have varied during the stress of war 
production. He shows how the efforts made 
in the early days of the war have been ascer¬ 
tained by industry itself to be not merely injurious 


to the workers, but inimical to output, so that 
recognition, without undue legal pressure, is being 
given to the necessity for not merely shortening 
hours, but for working hours which are humanly 
convenient. The tendency to give up working before 
breakfast is marked, and it is accompanied by better 
time-keeping and less sickness. There can be 
little doubt that industry will settle down to shorter 
and more reasonable hours without being driven 
thereto by legal enactments. Miss A. M. Anderson’s 
article on the extent and effect of the substitu¬ 
tion of women and girls in industry is of immediate 
importance, not merely as indicating what has been 
done in diluting male labour and so showing what 
work women can do, but as indicating what, when 
necessity drives, can be done to make industrial 
processes lighter and easier. Those who know 
Miss Anderson’s fight for the working woman 
in the past will -find her now almost advocating 
the employment of women on branches of work 
which a few years ago she would have looked upon 
as entirely outside their capacity and, indeed, as 
work which they ought not to be allowed to 
attempt. To-day women in shipyards are sweeping, 
cleaning and doing general labour, painting, french 
polishing, sand papering in joiners’ shops, core¬ 
making, assisting riveters, plumbers, and elec¬ 
tricians. They are wiring on the boats, scraping 
tanks and sides of ships, welding, repairing, and 
doing actual crane-work, and, Miss Anderson 
adds, “ if one looks at the women one usually 
finds brighter, healthier faces in those engaged 
in the more exposed processes than in the 
parts of the works which approach more nearly 
to ordinary factory conditions.” Mr. W. Sidney 
Smith’s article on Doping in Aircraft Works is the 
story of a wonderful victory for ventilation. A few 
years ago it would have been thought an impossi¬ 
bility to change the air of an ordinary workplace 
30 times an hour without causing discomfort to the 
workers from draughts, but Mr. Smith and his 
colleagues have shown how this can be done, not 
merely without causing draughts, but while main¬ 
taining the necessary warmth (about 70° F.) required 
for the process. He points out the difficulties 
which he had to overcome from so-called ventilat¬ 
ing engineers, who were so wedded to the principles 
of plenum ventilation that they attempted to intro¬ 
duce pressure fans into dope-rooms. What has been 
done for the ventilation in aircraft works must 
mark a great step forward for the more adequate 
ventilation of workshops as a whole. 

The article upon Trinitrotoluene Poisoning, by 
Dr. T. M. Legge, which concludes the series, is an 
entrancing medical chapter dealing yrith a serious 
outbreak of poisoning associated with a high rate 
of mortality. Under the stress of war work the 
problem was tackled by a combination of research 
work and medical supervision in the factories 
directed from headquarters, combined with 
strenuous support from engineers in improving 
the processes and diminishing the contact with 
the poison. As a result, even though the numbers 
employed continue to increase, the poisoning has 
diminished until it has practically reached vanish¬ 
ing point. The introduction of whole-time medical 
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officers in the factories concerned has demonstrated 
the value of such medical advice on factory 
premises, and a great extension of this service is in 
contemplation in the future. In fact, Mr. Robinson, 
in his sketch of the activities of his Department, 
points out that in the recent large developments of 
industry sight is apt to be lost of the fact that the 
whole is a natural outcome of the activities of the 
Factory Department. The movement known under 
the term “ welfare ” was largely set on foot by those 
members of the Department who formed part of 
the Health of Munition Workers’ Committee ; and 
the Home Office was able to obtain legal powers 
for enforcing welfare accommodation which are 
being fruitfully used not merely for the munitions 
industry, but in other trades as well. 


The Weapons of Science, 

The record of British scientific discovery along 
many lines is admitted to be without parallel — 
along so many, indeed, that our total contribution 
to developing civilisation is as yet larger than that 
of any nation, though the pace, which we set 
originally, has often been too fast for us. Equally 
admitted is it that the significance of the results 
of patient research in this country has not, in 
various important directions, been foreseen. In 
scientific initiative we have usually held the first 
place, but in the practical applications of our 
findings to the common affairs of life we have 
shown little aptitude, being content to allow these 
findings to remain as mere academic exploits 
whose issues could be faithfully worked out by 
others. What a policy! And the policy cannot 
be justified by any noble altruism. We have 
refrained from the meal which we prepared not 
through generosity, but because we have been 
too lazy, as a people, or too ill-educated in 
scientific affairs. It has been left for a cataclysmic 
war to bring this reproach home to us, and none 
too soon we are benefiting by our terrible lessons. 
It is gratifying to know that an earnest movement 
is now on foot to ensure that the fruits of national 
genius may be employed in favour of our national 
interests. This movement takes shape in the 
exhibition to be held at King’s College, London, 
from August 12th to Sept. 7th under the segis of the 
British Science Guild, when the products and 
appliances of scientific and industrial importance, 
which before the war were almost exclusively 
obtained from enemy countries, though the pioneer 
work had been accomplished by ourselves, will be 
displayed for public appreciation. 

That our scientific workers possess something 
more than academic initiative, and can materialise 
their academic labours for the direct benefit of the 
community, will find remarkable illustration in the 
exhibits collected, but our gratification on learning 
this will be chastened by the remembrance of the 
vast opportunities which we have let slip owing 
to our national inability to regard scientific 
discovery as a weapon in practical life and not 
as an occurrence in a laboratory, interesting 
only to those immediately employed in research. 
The results so far achieved prove that adroit 


adaptation of the results of scientific research to 
industrial enterprise can be as boldly characteristic 
of the British scientist, as is his instinctive ability 
to wrest from nature her secrets. But until now 
he has awaited a stimulus, and never before was 
there a more striking illustration of the traditional 
maxim that necessity is the mother of invention. 
Necessity has now constrained soaring genius to 
answer questions of utility, with the result that our 
people at large can comprehend their vast debt to 
research, while the seekers after truth are put in 
good heart by a public appreciation which hitherto 
has never been theirs. We believe that we shall 
write in future not of the public neglect of 
science, as, regretfully, we have written in the 
past. On the contrary, we look forward to telling 
more often the story of vigorous progress by 
scientific means to practical ends, and to describing 
the opening up of vast fields of active industry, 
destined to secure a prominent place for this 
country in commercial prosperity, while contri¬ 
buting at the same time to world progress. Recent 
developments have shown that, given political 
and financial support, the future of scientifically 
directed industries is certain. How else can we 
interpret the successful manufactures which will 
be on demonstration at the forthcoming exhibi¬ 
tion ? There will be seen dyes, special glass, optical 
appliances, surgical, bacteriological, and pathological 
apparatus, certain metals—not necessarily rare but 
all very important—and drugs which have hitherto 
been entirely supplied to this country from Germany 
or from those associated with the German cause. 
To take a striking example, we have been content 
hitherto to rely upon Germany for our supplies of 
potash, when all the time we had abundant native 
material at our door, rich in the valuable element and 
only waiting for an economic process of extraction. 
It is now announced that from felspar, among 
other minerals, there can be extracted potash more 
than enough for our needs. In times of peace no 
tenets of economy or self-reliance sufficed to 
bring that fact home to us; but the shortage of 
war has braced our scientific men, and promptly 
there has been evolved a process for its economic 
extraction. 

Many of the pressing economic and military 
problems in front of us mean, in short, the 
carrying into practice of principles which have 
been established in our laboratories. It is no 
exaggeration to say that next to our commanders 
on land and sea, the men of the moment are the 
chemist, the physiologist, and the engineer, in 
their various separate and blended capacities. 
Men of such qualifications should be sought out 
untiringly and recruited under generous conditions. 
The same demand comes from our great colonies— 
as, for example, Canada—which, as is pointed out by 
our Canada correspondent in another column in this 
issue, is enormously rich in undeveloped resources. 
The chemical engineer is badly wanted who can 
estimate whether the indications given by the test- 
tube can be materialised in the capacious tank or still 
of the works. The man familiar with the operations 
of the laboratory bench, as well as with general 
chemical principles, will recognise what an opera- 
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tion on massive scale demands; such a man 
is of prime value to this country to-day, and it 
is well that our politicians should have begun to 
perceive this truth. For much work lies ahead 
that ought to be done now, while the raw native 
materials at the disposal of the enemy give him 
many advantages, presenting to him a simpler 
problem in regard to the extraction and prepara¬ 
tion of ultimate products. Commercial men familiar 
with questions of this kind, it is to be devoutly 
hoped, will give science that hearing which the 
present position claims and which hitherto has 
been refused. Such are the reasons why the forth¬ 
coming exhibition is of the greatest national 
importance, and we are glad to learn that a 
gratifying demonstration of what British science 
is able to do in regard to industrial develop¬ 
ments is promised. Our statesmen have con¬ 
sistently disregarded the warnings of science in the 
past; they must do so no longer. 


Annotations. 

•'Ne quid nlmls." 

BACTERIOLOGY OF THE “SPANISH INFLUENZA. ’ 1 
The pandemic of influenza has not spared any 
single part of Germany. The clinical course does 
not seem to differ from that run by the disease in 
this country. Relapses, and fatal pneumonias are 
particularly noted. The clinical picture is declared 
to be identical with that of the last pandemic of 
1889. A very striking observation has been brought 
forward and generally confirmed at a special 
meeting of the Munich Medical Union on July 9th 
—namely, that persons under 30 years of age 
mainly fall victims to the disease; this was 
explained by a survival immunity in the elder 
generation. The meeting considered all the aspects 
of the epidemic on the basis of the hospital and 
University material of Munich. Pfeiffer’s bacillus 
has been found but exceptionally; streptococci, 
and occasionally pneumococci, were recovered 
from the sputum, organs, and also blood of 
the patients. Similar findings were recorded 
in 1889, and thus the present results were in 
“ keeping with precedent.” Pfeiffer’s bacillus had 
not been found until 1892, although it should 
have been impossible to overlook it in 1889, 
thus it may be that it will yet turn up in due 
course. The editors of the Deutsche medizinische 
Wochenschrift have addressed a circular inquiry to 
all the leading bacteriologists in Germany request¬ 
ing enlightenment as to the results of their labora¬ 
tory investigations. Pfeiffer himself had reserved 
his final opinion as to the relationship of the 
pandemic with those of 1889 and 1891-92. He had 
not examined a sufficient number of cases at 
Breslau, but found his bacillus in some while 
failing to recover it from others, and was still 
investigating the causes of this discrepancy. 
Gruber answered from Munich very simply: 
“ Influenza bacilli not found hitherto—investiga¬ 
tions proceeding.” Ulrich Friedemann, who is in 
charge of the infections wards of the Virchow 
Hospital of Berlin, expressed his belief that the 
symptomatology and complications of the epidemic 
correspond exactly with those described in 1889-90. 
He had not found the Pfeiffer’s bacillus, streptococci 
and pneumococci being the most common agents 

i Der t**kfceriologische Oharakter der “ Spanlschen Krankheit,” 
Deutsche med. Wchnschr., Berl. u. Lelpz., 1918, xllv.. 775 and 808. 
Editorial Notes, Mnnchen. med. Wchnschr., 1918, Ixv., 804. 


of the complicating pneumonias. The influenza 
bacillus may be evading capture on account of 
faulty method of inquiry, yet on the other hand 
the possibility must not lie overlooked that there 
may be epidemic diseases clinically resembling 
influenza of which the Pfeiffer’s bacillus is not 
the agent. Uhlenhuth has so far reported from 
Strassburg the same contradictory results as those 
of Pfeiffer. Kolle reported under the date of July 18th 
from Frapkfort his failure to detect Pfeiffer’s 
bacilli in any .of the few cases which he had 
thoroughly examined. In practically all cases 
there were found, however, large numbers of a 
Gram-positive coccus—often in a pure culture or in 
symbiosis with pneumococci. The diplococcus 
tended to develop involution forms and to grow in 
very long chains in the condensation water. He 
regards them as agents of a secondary infection in 
the “ Spanish disease ” which to his mind may 
not be identical with the pandemic influenza of 
1889-1893. The finding of this pleomorph Gram¬ 
positive diplococcus is very interesting in view of 
the observations of Rosenow and his pupils in the 
United States. _ 


A YEAR’S WORK AT A MENTAL SECTION. 

Dr. R. Eager, Major, R.A.M.C.. the officer in charge 
of the mental division of the Lord Derby War 
Hospital at Warrington and formerly senior 
assistant medical officer of the Devon County 
Asylum, has submitted to us a valuable analysis, 
appearing in full in the current number of the 
Journal of Mental Science , of the admissions and 
discharges in the division from June 17th, 1916, to 
June 16th, 1917, amounting to some 2429 of the 
former and 1466 of the latter. The main facts of 
the analysis may be summarised thus:— 

The average number of admissions per month was 202 and 
discharges 122. It may be stated that tnese figures refer both 
to men who have served with one or other of the Expedi¬ 
tionary Forces and to cases occurring with the home troops, 
although the latter are now dealt with in other ways. The 
general method adopted was to admit the patient for the 
purpose of examination, observation, and diagnosis, and if 
his case was considered mental and he did not make definite 
improvement he was certified and sent to the county asylum 
to which he was chargeable. If, on the other hand, he showed 
signs of improvement he was retained in hospital till he was 
able to be discharged to the care of his friends. To take the 
admissions from among the home trooos first. These 
amounted in the year selected to 258. Of these, 168 were 
eventually discharged to their civil occupation, 66 were 
certified and sent to asylums, 6 died, and 8 were sent 
back to home duty with the army. The main clinical 
groupings in the 258 were: mental deficiency,53; delusional 
insanity, 43; melancholia, 37; neurasthenia, 26; dementia 
proecox, 24; G.P.I., 16; mania, 13; confusional insanity, 11; 
secondary dementia, 10; and alcoholic insanity, 9. The 
corresponding figures for the cases from the Expeditionary 
Force in France mav also be quoted. These amounted in 
the same year to 16J>2, of which 536 were eventually dis¬ 
charged to some civil occupation, while 75 were sent to 
asylums, 11 died, and no less than 175 were sent to home 
duty with the army. Among the 1652 were 309 caBes of 
melancholia, 242 of delusional insanity, 233 of mental 
deficiency, 179 of confusional insanity, 135 of mania, 127 of 
dementia proecox, 99 of neurasthenia, 78 of G.P.I., 63 of shell 
shock, 33 of mental stupor, and 19 of alcoholic insanity. 

We wish to emphasise only one point out of 
much that is instructive—viz., that of 258 home 
mental cases 176 recovered and went back to 
work, while of 1652 expeditionary cases 711 
recovered and also returned to work. These figures 
supply one more confirmation, if such were needed, 
of the contention that the opening of reception 
hospitals, as distinct from asylums, for the early 
treatment of the psychoses and psychoneuroses 
will materially advance matters in this field of 
medicine. The Lancet has many times dealt with 
this subject, and has urged strenuously that the 
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unfortunate civilian patient should not be handi¬ 
capped as compared with the military patient. 
The success of the military mental hospitals is 
proof conclusive of the immediate necessity of 
tackling the problem seriously for the civilian. 
As things stand at present, it is scarcely an 
exaggeration to say that if a medical oflicer 
connected with an asylum is consulted by some 
one who fears he has incipient mental trouble the 
only thing to be done is to tell him to “ go away and 
get much worse,” when a general practitioner will be 
able to certify that he is fit for admission to an 
asylum. Surely, one of the ironies of the situation 
is that certification is mainly in the hands of men 
who are not familiar with the subtleties of patho¬ 
logical mental states. The goal to be aimed at is 
that all cases should pass through a reception hos¬ 
pital prior to certification, and that the latter, if 
necessary, should be carried out in the special hos¬ 
pital by properly qualified men. The advantage of 
being able to treat mental cases in early non- 
certifiable stages is too obvious for the point to be 
laboured. It is satisfactory to record that a select 
committee of the Medico-Psychological Association 
is sitting to deal with such proposed reforms of the 
Lunacy Laws as will incorporate all the valuable 
experiences gained by the successful methods of 
treating military mental cases, the elaboration of 
which is one of the outcomes of the war that have 
brought good in their train. 


HEMIPLEGIA DUE TO TUBERCULOUS MENINGITIS. 

Tuberculous meningitis in adults differs in 
many ways from the disease in children. Fre¬ 
quently it shows a tendency to be circumscribed to 
a point in the cortex and the symptoms suggest a 
focal lesion. At a meeting of the Academie de 
Medecine of Paris M. T. Legry reported a case in 
which the symptoms were so typically hemiplegic 
that a different disease was suggested. 

A woman, aged 31 years, was admitted into the Charite 
Hospital on Sept. 6th, 1915. She had felt fatigued for two 
months and for a week had noticed at irregular intervals 
tingling beginning at the extremities of the left foot and hand 
and spreading over the whole of the left half of the body. She 
coughed a little, but examination of the chest was negative, 
and there had never been haemoptysis. On the left side the 
knee-jerk was exaggerated, Babinski’s sign was present, and 
sensibility and muscular power were diminished. In walking 
the left leg was dragged. Lying down the patient could not 
raise the left leg more than 20 cm. above the bed. Move¬ 
ments of the left arm were also limited. The temperature 
was 98-6° F. Because of the age of the patient, the clearly 
organic character of the hemiplegia, and the absence of 
other cause which might be invoked, specific hemiplegia, 
probably the result of arteritis, was diagnosed. Iodide 
injections were given and blood was taken for a Wassermann 
test. On the following days the symptoms persisted ; there 
was no vomiting, stiffness of the neck, or sign of Kernig. 
On 8ept. 16th the temperature rose to 102 2° and paresis 
appeared in the right lower limb. Lumbar puncture yielded 
fluid under very high pressure which presented abundant 
lymphocytosis and contained tubercle bacilli. Death 
occurred on Sept. 24th. 

The necropsy showed a few isolated tubercles at 
the apices of the lungs. At the superior border of 
the right cerebral hemisphere was a thick granular 
tuberculous patch of the size of a 2-franc piece. 
In the longitudinal fissure it encroached on the 
paracentral lobule and on the external surface 
of the hemisphere on the ascending frontal and 
parietal convolutions. It was very adherent to the 
subjacent nervous tissue. In the rest of the pia 
mater were found some whitish-grey spots repre¬ 
senting early tubercles. In this case all the 
symptoms, as well as the age and the absence of 
pulmonary signs, pointed to specific disease. Only 
the results of lumbar puncture enabled the diagnosis 
to be rectified. 


PARIS. 

(From our own Correspondent.) 

Vocational Re-education of War Invalids. 

Interesting experiments in the vocational re-education 
of war cripples have been carried out at Bordeaux and 
recently reported to the Academy of Medicine. Dr. Gourdon’s 
observations extend over 5014 cases with loss of limb or 
grave and incurable injuries, of whom 73 per cent, have been 
able to resume their trade (with or without prosthesis') 
without special training ; 27 per cent, required some new 
education or a modification of their old work. 30 per 
cent, only of the patients examined were disabled in 
the upper extremity. In each case a careful examina¬ 
tion of physical and psychical aptitude was made, 
for the war cripple varies greatly in both these respects, 
and it is essential to place him under the sur¬ 
veillance of instructors and foremen who can adapt the 
technical methods of a craft to the degree of intelli¬ 
gence, energy, and skill, ns well as to the age of the cripple. 
62 per cent, of the patients at the Bordeaux centre were 
agricultural labourers, and of all cripples the worker on the 
land most readily resumes his former work. He is fond of 
it, he knows his work thoroughly, and it is work which does 
not demand precise movement. Thus 85 per cent, of the 
smallholders or farmers, and 48 per cent, of the gardeners, 
were able with suitable appliances to resume work at once. 
Cases with loss of hand or forearm have shown practically 
normal output of labour ; with loss of arm 75-85 per cent, 
of the normal ; with disarticulation of the shoulder 40-50 per 
cent. Among lower limb cripples only those with amputation 
through the thigh showed any considerable handicap ; in this 
case an output of 50 per cent, of the normal. Nearly all the 
cripples are apt at manual work, whether sitting or standing, 
the diminution of output not exceeding 10 per cent. Pro¬ 
fessor Bergoni6 is, from his own experience, strongly in favour 
of re-education by agricultural work, considering it greatly 
superior to, and more rapid in results than, all the methods 
of artificial physiotherapy practised in urban hospitals, the 
field-work being continued all day and every day under the 
supervision and direction of doctors. In the Bordeaux area 
during one year cripples undergoing the agricultural cure 
have furnished 107,000 days’ work on the fields. 

A Preventive and Curative Serum for Gas Gangrene. 

M6decin-inspecteur Vincent, professor at the Military 
School of Medicine of Val-de-Gntce, has announced to the 
Academy of Science the discovery of a serum, prepared in 
collaboration with M. Stodel, with which he has successfully 
treated gas gangrene. The action of the serum is both 
preventive and curative. Guinea-pigs injected with the 
serum after previous inoculation showed a mortality of only 
4 per cent., against a rate of 80 per cent, in the non-injected. 
On the strength of these results M. Vincent determined to 
try the curative effect upon man. Thirteen patients suffering 
from gas gangrene, all in a serious, four in a desperate, 
condition, were thus treated by him, with the result that 
11 recovered. These results augur well for the new method, 
details of which will be furnished later, as observations 
are being continued. 

Shock and Muscular Autolysis. 

In order to decide the question of the toxicity of 
muscular autolysis occurring at the seat of the wound, 
which has been regarded by some as the principal cause 
of the grave symptoms of traumatic shock, M. Pierre 
Delbet and M. Karajonopoulos have made a series of 
observations which seem to establish the part played by 
auto-intoxication. After operating upon dogs and guinea- 
pigs damaged tissue from the region of the wound was 
taken immediately after death, finely triturated with 
normal saline, and incubated at 37° C. The filtered 
extract was then injected into the peritoneum after careful 
sterilisation. In dogs it was found impossible to obtain a 
sterile extract for this purpose. With guinea-pigs and rats, 
especially with the latter, which live on a flesh diet resem¬ 
bling that of the soldiers, the authors obtained highly autolytic 
extracts producing in animals all the symptoms of shock a 
few moments after injection—acceleration of respiration, 
absolute inertia, and abolition of reflexes, then gradual 
cessation of respiration and death in coma. They conclude 
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Infirmary. This course has now been approved by the 
Local Government Board in consequence of the difficulty 
of carrying out the examinations in these infirmaries at 
the present time, provided the fee paid does not exceed 
£1 11 s. 6d. for a single examination, or £1 Is. for each 
patient if more than one attends for examination at any 
given time. The committee recommends that a sum not 
exceeding £100 be granted to cover the cost of such 
examinations during the financial year ending March 31st, 
1919. 

A West Sussex Sanatorium Scheme. 

At the meeting of the West Sussex county council on 
July 26th an expenditure not exceeding £2500 was sanctioned 
for the provision of temporary accommodation for the treat¬ 
ment of tuberculosis. A definite scheme to make provision 
for sanatoria and hospitals *Eor treating tuberculosis was 
before the council at the outbreak of the war, when it was 
decided not to proceed during the duration. West Sussex cases 
have been sent to Ockley Sanatorium, where out of 33 patients 
no fewer than 15 were from West Sussex. But that sanatorium 
being no longer available, temporary provision has to be 
made, and premises are being sought with grounds where 
huts can be erected and which may hereafter become a 
permanent place of treatment. It was stated at the meeting 
of the council that the demands for treatment were con¬ 
stantly increasing, and in addition to the civil patients the 
demand on behalf of discharged fighting men was greatly 
increasing. 

Report on Miners' Phthisis in South Afrioa. 

In his first annual report for the 12 months ending 
July 31st, 1917, to the Secretary for Mines and Industries, 
Pretoria (U.G. 6 — T8. Cape Times Limited. Price 4.*. 9^.), 
Dr. W. Watkins-Pitchford, chairman of the Miners’ Phthisis 
Medical Bureau, gives the results of the first periodical 
examination of the working miners who presented themselves 
aithe bureau. The figures furnish for the first time a com¬ 
prehensive survey of the men affected with tuberculosis, 
silicosis, or both diseases simultaneously. Of the 14,625 
miners examined 38 were found to be suffering from pul¬ 
monary tuberculosis uncomplicated by the presence of 
silicosis, a rate of 259 per 100,000. 738 men were the 

subjects of silicosis uncomplicated by the presence of tuber¬ 
culosis, a rate of 5046 per 100,000. Of these silicotic men 
58, or 7-8 per cent., had reached the secondary stage of their 
disease. Owing to the slight degree to which early silicosis 
interferes with health and working capacity the subjects of 
the disease in its primary stage tend to accumulate in the 
tnines. A condition of tuberculosis-with-silicosis was dis¬ 
covered in 95 men, giving a prevalence-rate of 649 per 
100,000. On the basis of these results it appears that, of all 
those who were silicotic, 11-4 per cent, were also affected 
with tuberculosis. Dr. Watkins-Pitchford adds that this 
observation should not be taken as implying that approxi¬ 
mately this high percentage of all silicotics develop tuber¬ 
culosis for the following reasons : (1) That a miner may first 
become tuberculous and then silicotic ; and (2) tuberculosis 
may appear in an active form long after the man has 
abandoned his work on account of silicosis. Had the 
Bureau been empowered to obtain the compulsory removal 
of purely silicotic miners, the prevalence of silicosis would 
have exhibited a decline similar to that shown for tuber¬ 
culosis. Dr. Watkins-Pitchford’s remarks on factitious 
silicosis may be quoted : — 

Despite time-honoured rumours to the contrary, it is probable that 
the radiographic and other physical signs of silicosis cannot be counter¬ 
feited ; an unsuccessful attempt was brought to light last year. An 
applicant for compensation bad obtained a supply of a tine black 
powde^ by the inhaling of which, as he had been assured, the signs of 
“Miners’ Phthisis” would be temporarily produced. The man had 
inhaled this material on three nights preceding his examination, but 
no indications of silicosis or of any other disease could be detected. 
The powder consisted on analysis of carbonised vegetable matter finely 
ground with ferruginous clay and sand. A few experiments with this 
material showed that, in order to produce any abnormal X ray signs, it 
would need to be Inhaled in so large a quantity that asphyxia would 
result. 

The Swiss Campaign. 

The handbook of 600 pages issued by the Swiss Central 
Commission for Combating Tuberculosis (Berne : A. Francke. 
Price 6 frs.) has a melancholy interest, as it was originally 
planned as a gift-book for the Twelfth International Tuber¬ 
culosis Conference which should have been held in Berne in 
September, 1914. The book is useful in giving a concise 
picture of the measures taken in a relatively small and 


compact country, and is to some extent a memorial to Dr. H. 
Schmid, the head of the Swiss Health Bureau, who died in 
1916, and who was largely responsible for the organisation 
of these measures. A good account of the work done by 
women is given by Dr. Martha Sommer, of Berne, and Mile. 
E. Serment. Prophylaxis is dealt with by Dr. A. Cramer, 
of Geneva. A bibliography is appended of work on tuber¬ 
culosis carried out or published in Switzerland. 


REPORT FOR 1917 OF THE COUNTY M.O.H. 
AND SCHOOL M.O. OF LONDON. 1 


Dr. W. H. Hamer’s report to the London County Council 
has been published. To everyone interested in the welfare 
of the metropolis we commend this masterly production as 
deserving of attentive study. 

Part I.— Public Health. 

Meteorology . — The relation of rainfall to disease has for long 
been a subject of scientific interest, and the unexampled 
wetness in South-East England since the outbreak of war is 
doubtless partly accountable for the relatively low death-rate 
of London during the past three years. Is it, I)r. Hamer asks, 
a mere coincidence that the most violent explosions ever 
known to mankind have been accompanied by an excess 
of rain more pronounced in districts contiguous to the 
seat of war than in any other part of the United Kingdom? 
This question still awaits solution. The climatic conditions 
of 1917 were, on the whole, propitious, and the health of the 
metropolis compares favourably with that of 1916, itself a 
year of low mortality. The long period of cold weather in 
the early part of the year took its toll of the aged ; but, on 
the other hand, the wet weather in July and August, with 
the consequent absence of high temperatures, was favourable 
to infant life, the mortality from diarrhoea being low. In 
the autumn also, except during the closing weeks of the 
year, atmospheric conditions were again favourable, the 
loss of life from respiratory affections and influenza being 
below the quarterly average. The death-rate among civilians 
in 1917 was 15 7 per 1000, or 11 above that of the preceding 
year. The higher death-toll of last year is accounted for 
mainly by the excessive prevalence of measles among 
children in the winter months. Infantile mortality was 
equal to 104 per 1000 births, against 89 in 1916. The rate 
was considerably above the average in the first quarter and 
again at the close of the year, the suggested cause in both 
cases being adverse climatic conditions. 

Infectious Diseases. 

Notwithstanding the exceptional circumstances of war, it 
is noteworthy that the prevalence of the notifiable infectious 
diseases was for the most part low, the chief exceptions 
being diphtheria and cerebrospinal fever , both of which 
nevertheless showed a slight decline upon the incidence of 
the preceding year. The number of scarlatinal attacks 
notified in each of the last two years has been far below any 
previous record since 1890, the first year of compulsory 
notification. Typhoid fever among the general population 
remained at the low level of the preceding year, itself low 
in comparison with 1915. At the end of the year a group 
of cases among consumers of oysters was recorded. Small 
outbreaks of typhoid fever occurred in asylum populations 
drawing patients from London, and certain more extensive 
asylum outbreaks were reported in other parts of the country. 
The prevalence of intestinal affections and the raised aggre¬ 
gate death-rate among the insane generally seem to indicate 
that in this section of the population the effect of war 
conditions was pronounced. 

Influenza : its varieties and complications. —Dr. Franklin 

Parsons in his report on the influenza epidemic of 1889 90 
recognised three forms of influenza : (a) nervous, (&) catarrhal, 
( c ) gastric. “ These three forms,” he wrote, “have all been 
observed in cases occurring together under the same roof, 
and are evidently mere varieties of the same disease.” Ever 
since the establishment of civil registration the three con¬ 
ditions known as influenza, bronchitis, and pneumonia have 
shown increase from time to time, as though in response to 
the stimulus of an epidemic influence. In other words, the 
great influenza epidemic of 1847-48 and the following 

1 P. S. King and Sons, Westminster, S.W. 1. Price la, 
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pandemic of 1890, with the subsequent epidemic waves of 
recent years, have each and all been accompanied by note¬ 
worthy increases in the deaths returned as from bronchitis 
and pneumonia. It is remarkable that for some yeark past 
there has been apparent in London an approximation, or 
merging into one another, of the prevalence of illness 
attributed in the early months to cerebrospinal fever , and 
later, in the summer months, to poliomyelitis. From an 
epidemiological standpoint the question hence arises as to 
the need of associating the prevalence of influenza not only 
with respiratory and gastro-intestinal illness, but also with 
illness in which disturbances affecting the central nervous 
system predominate. It has, in fact, become obvious that 
the present narrowed connotation of the term influenza 
requires enlargement. Towards the close of 1917 there 
was a new development which has special interest in 
connexion with recent observations respecting the relation 
of influenza to these conditions respectively. In 1916 there 
had been considerable outbreaks of poliomyelitis in London 
and in New York. Moreover, in that year, as well as in 1917, 
cerebro-spinal fever has prevailed here synchronously with 
influenza. But towards the close of 1917 a distinct change 
of type was manifested. Cases of illness with cerebral, as 
well as others with pulmonary or with gastro-intestinal, 
symptoms were prevalent, and it soon became manifest that 
a special epidemic influence was at work. At first suspicion 
fell upon food, “ botulism ” and “ solanism ” being invoked 
as the source of the trouble. But as no evidence of this was 
forthcoming it was agreed that most of the cerebral cases 
were to be regarded as polioencephalitis dependent on epi¬ 
demic influence, a view which is not held universally. In 
Paris M. Netter has described similar cases, pointing out that 
like prevalences followed the influenza pandemic of 1889-90. 
In London the condition was described as • ■ epidemic stupor,” 
lethargy being a prominent symptom. During the spring of 
the current year polioencephalitis was present in epidemic 
form in South Africa and in Germany, influenza raging in 
Spain, and a “ new disease ” in Sweden. 

Epidemic constitution of 1917-18.— Eminently instructive 
are Dr. Hamer’s remarks 2 on the epidemiological relations 
of the various illnesses described, and it remains to be seen 
how the views of the epidemiologist and bacteriologist are to 
be reconciled. We give this paragraph of the report in his 
own words:— 

"Just as encephalitis, febrile cerebrltis, influenza, and sweats pre¬ 
vailed in Europe 400 years ago, and have periodically occurred since 
that time, so. history repeating itself, they have again recently 
spread widely in the old and new worlds. Thus it would appear that 
the erenta of the last few months once more strikingly illustrate the 
* posting character,’ the unexpected manifestations and the protean 
behaviour of * influenza ’; and incidentally the close connexion between 
polio-encephalitis, poliomyelitis, cerebro spinal meningitis and influenza 

now seems to be established. It may be that recent events will 

place a limit upon the too exacting claims of the causal organisms, and 
lead to some exercise of the recognised principle known as the Law 
of Parsimony in considering additions to the list of new diseases. 
The want of such recognition during the last four years has made the 
work of administration difficult, and during the last few months there 
has been quite an outbreak of ephemeral new diseases which, on 
inquiry, have turned out to be old foes with faces new' only to th -se not 
versed in the history of epidemics." • 

Dysenteric disease.— A localised epidemic of severe illness 
associated with dysenteric symptoms was reported in Chelsea 
last autumn, occurring for the most part in a poor neighbour¬ 
hood by the river. The disease ran a course of five or 
six days, and in fatal cases post-mortem examination 
revealed extensive ulceration and swelling of the mesenteric 
glands. Children and young adults were chiefly affected. 
Of the 28 cases reported 10 occurred in one family. No 
light was thrown on the origin of infection by inquiry as to 
food and water-supply or sanitary arrangements. But a 
soldier who had recently suffered from dysentery was found 
staying in the house of one of the families attacked, and 
in him the whole outbreak is believed to have originated. 
About the same time a similar outbreak occurred in 
Islington, where seven persons were attacked in two adjoin¬ 
ing houses. A discharged soldier was found living with the 
family first infected. Within a fortnight of this soldier’s 
arrival two adults contracted an acute diarrhtea of dysenteric 
character, and about a week later two children of the same 
household developed a similar condition, which proved fatal 
to them both. All the appearances of dysentery were 
revealed poet mortem in each case. In the adjoining house 
three more cases of a like nature occurred about the same 
time. ___ 


In view of the extensive epidemics of dysentery recently 
reported in the Central Empires and in Eastern Europe, it is 
important that vigilance should be exercised to guard 
against similar occurrences in this country through the 
medium of military cases. The account of a limited outbreak 
of bacillary dysentery occurring at an institution in the 
eastern counties early this year, and described by Dr. Buchanan 
in our columns, may be studied with advantage. 

Tuberculosis. 

For nearly 50 years past London phthisis mortality has, 
with slight exceptions, fallen from year to year : the first 
indication of pause in the decline was in 1914. Among the 
civil population alone there were 6908 deaths from pulmonary 
tuberculosis in 1917, against 6491 and 6875 in the two pre¬ 
ceding years respectively. As the annual deaths among the 
entire population in the years 1911-14 had averaged only 
6286, there has apparently been an increase in phthisis 
mortality in the course of the war. The hardships of war¬ 
time immediately increased the mortality of males of military 
age, but there has been also an increase in the female 
mortality during the war period. The arrest of emigration on 
the outbreak of hostilities may be credited with a certain 
influence on the death-rate as well as the retention in this 
country of patients who would otherwise have gone abroad 
and whose deaths are included in the London registers. Lack 
of food and disturbance of the normal dietary are factors 
powerfully increasing susceptibility to tuberculous infection, 
and in the year under notice many essential articles of 
dietary were either scarce or expensive. To this circum¬ 
stance some share of the increased mortality was due. 

The tuberculosis scheme adopted in 1914 was continued 
and extended in 1917. The number of cases receiving treat¬ 
ment in that year included 670 adults and 933 children. 
Treatment in 37 dispensaries is provided under the borough 
councils’ schemes. 

{To be continued ) 


FOURTH ANNUAL REPORT OF THE 
GENERAL BOARD OF CONTROL 
FOR SCOTLAND. 1 


The report has for economic reasons been compressed as 
far as is consistent with the requirements of the Statutes, 
but, in fact, nothing of importance has been omitted, and it 
might almost seem desirable to confine it within its present 
adequate proportions for all future time. The Board reports 
that the work of the Mental Deficiency Act has had to be 
drastically curtailed. No expenditure upon new buildings 
has been undertaken, while in view of the fact that there 
is not likely to be any increase in the amount of the Parlia¬ 
mentary grant the local authorities have refrained from 
placing defectives under care, as they are entitled to do 
by the provisions of Section 26 of the Act. It has been 
found possible to place a restricted number of defectives under 
guardianship, but unfortunately many are not fitted for this 
form of provision for their care. Three institutions have 
been transferred with their .staffs to the War Office for 
military hospitals, and as a large number of male attendants 
have been called to the colours it has become necessary 
to obtain from the military authorities a supply of Army 
orderlies to take their place. The total number of orderlies 
thus supplied amounted to 75. The Board expresses its 
appreciation of the action of the War Office in this matter, 
but we are disappointed that the report does not furnish any 
explanation of this rather curious exchange. 

On Jan. 1st of this year there were, exclusive of those 
maintained at home by their natural guardians, 18,326 
insane persons. This is a decrease of 559 upon the numbers 
of last year, three-quarters of the decrease being of men. 
The Board is of opinion that “the circumstances under 
which this decrease has occurred are of so unusual and com¬ 
plicated a nature that comment could not usefully be made 
at the present time.” Among significant factors are men¬ 
tioned the withdrawing of more and more men from civil 
life; the favourable conditions produced by the disappear¬ 
ance of unemployment and by higher wages ; ar>d the 
increase of the old age pension, which has retarded the 


a See also The Lancet, 1906,1., 668; il., 1374. 
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admission into asylums of persons suffering from senile 
insanity of mild types. The total number of persons 
admitted to establishments during 1917 was 3137, which 
is 414 less than the average for the quinquenniad 1910- 
1914. It is satisfactory to note that whereas the average 
admission of voluntary patients for the 10 years 1908- 
1917 was 136, during 1917 it was 186. The increase is 
not great, but, we trust, indicates a gradually increasing 
confidence among the general public in the excellence of the 
care provided in modern institutions for the treatment of 
mental disorders. Of private patients 199 were discharged 
recovered during 1917, and of pauper patients 964. The 
number of private patients w r ho died in establishments during 
the year was 285, which is 101 more than the average of the 
five years 1910-1914. The number of pauper patients who 
died was 1612, which is 348 above the average of the five 
years 1910-1914. It would be interesting to learn how 
far this increase of death-rate may be ascribed to the 
removal of old patients from long-accustomed surround¬ 
ings necessitated by the transfer of some of the asylums to 
the military authorities. 

It is reported that 400 acres have been added to the arable 
lands attached to the asylums. The production of edible 
vegetables has been further increased by utilising flower- 
gardens and recreation grounds. At the Glasgow Royal 
Asylum, ground formerly devoted to flowers has produced 
twelve tons of potatoes and other vegetables. The cultiva¬ 
tion of chrysanthemums in the greenhouses has been dis¬ 
continued and the space devoted to tomatoes, of which 
1000 lb. were grown. Nevertheless, the procuring of 
adequate supplies has recently been attended with such 
difficulty that the Board has been compelled on various 
occasions to make representations to the Ministry of Food. 
The Board points out that from a quarter to a half of the 
inmates of modern asylums must be regarded as hospital 
cases, and that for the proper treatment of such cases a 
liberal and nourishing dietary is essential. The Board 
records its gratitude to the Ministry of Food that parts of 
asylums have been included within the definition of medical 
institutions or hospitals. 
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THE LANCET, VOL. I., 1918: THE INDEX. 


Owing to the continued shortage in the paper- 
supply, the Index and Title-page to the volume of 
The Lancet which was completed with the issue of 
June 29th have been printed separately, and copies 
have been supplied gratis to thpse subscribers who 
have, up to August 7th, intimated to us their wish 
to receive them. Other subscribers will be similarly 
supplied, so long as the stock remains unexhausted, 
on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such applications should 
be sent in at once. 


Cjmspitbeiin. 

** Audi alteram partem.” 


THE FUTURE OF THE MEDICAL PROFESSION. 

To the Editor of The Lancet. 

Sir, — In a recent issue of your valuable paper Dr. Lauriston 
Shaw a little overstates the views held by * • the extreme left 
party. ’ It would not compel every medical man upon regis¬ 
tration to enter the service of the State, but would give them 
a free choice between State service and private practice. It 
would, however, insist that everyone who did enter the 
service should devote the whole of his time to it. Again, it 
would not countenance the State forcing upon each member 
of the community such medical ministrations as it (the State) 
deemed necessary for the maintenance of his physical health. 
On the contrary, it would insist on all matters even remotely 
connected with the diagnosis and treatment of disease and 
with its prevention being left entirely in the hands of the 
medical profession. It is satisfactory to note that the 
“central party” has advanced a long way towards the 
“left” in its desire for some form of organised State 
medical service. The “extreme left,” too, has, I think, 
come near to the central party in its recognition that in any 
future scheme bureaucratic control of, and interference with, 
medical matters must be carefully guarded against. 

As pointed out by Professor Benjamin Moore and myself in 
your columns, the outstanding differences of opinion resolve 
themselves into whether the service should be whole-time or 
part-time, whether remuneration should be by salary or some 
form of capitation grant, and whether the benefits of the 
service should be free and open to all or confined to the 
poorer classes of the community. Put in another way, the 
“central party ” would exclude a large section of the com¬ 
munity from the benefits of the public service and would 
have part-time medical officers so as to enable them to 
compete for those excluded as private patients, and in order 
still further to safeguard the supposed advantages of compe¬ 
tition it would continue and expand the present panel 
system amongst those eligible for the benefits of the 
service. The “extreme left party,” on the other hand, 
would like to abolish competition for private gain, feeling 
that it has many disadvantages, and that the science of 
medicine at all events does not need such an artificial 
stimulus to progress. It would, therefore, like to see a 
whole-time salaried service ; and, further, as the sole object 
of any organised medical service is to ensure a healthy 
nation, it would like to see its benefits extended to the 
whole population as the best means of securing it. It would 
like to see the coming service made so complete and efficient 
in its organisation that everyone would be only too willing 
to take advantage of it, and the whole profession proud to 
belong to it. Private practice and competition would then 
die a natural death. 

Sir Bertrand Dawson, curiously enough, whilst seeing at 
any rate some of the evils of competition for patients, con¬ 
siders that the abolition of private practice would be gravely 
detrimental to both doctors and patients. Under competi¬ 
tion, he points out, reward goes to the physically strong men 
with plausible tongues : too little to men with brains and a 
conscience. The abolition of competition for private patients 
evidently would not be an unmitigated evil. 

Dr. Lauriston Shaw, in speaking of general practitioners 
and specialists, says, “competition and cooperation cannot 
go hand in hand.” Surely this truism is of universal appli¬ 
cation, and consequently competition between specialist and 
specialist, and between general practitioner and general 
practitioner, is as fatal to effective cooperation as is 
competition between specialist and general practitioner. 
In short, competition for personal gain must kill 
the utility of any organised medical service. Sir 
Bertrand Dawson compares the provision for health 
with the provision for education, and yet, though 
for the latter purpose there is a service of whole-time 
salaried teachers, he will not hear of whole-time salaried 
medical officers for the former. In schools salaried teachers 
undertake the subject in which they are most proficient, and 
they all work together for the pupils’ good. It would be 
just as reasonable to allow each teacher in a school to 
compete for pupils and fees as it would be to allow doctors 
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to compete for patients and fees under the roofs of the 
magnificent buildings which Sir Bertrand Dawson pictures as 
health centres in every locality. Just as teachers cooperate 
to secure well-educated children, so must doctors cooperate 
in the future to secure healthy individuals, remembering that 
“ competition and cooperation cannot go hand-in-hand," and 
that any effort to promote a partnership between the State 
and medicine based on a compromise between competition 
and cooperation is bound to fail. 

In conclusion, may I heartily welcome Dr. Lauriston 
Shaw’s suggestion of a national medical council acting as a 
professional parliament on the lines of the Whitley Report. 
Such a council would, I believe, be an efficient means of 
safeguarding the interests both of the public and the 
medical profession, and would remove many of the objections 
to a public medical service. Its success, however, would 
greatly depend on the profession having a clean-cut idea of 
its functions and duties towards the community as a whole 
as represented by the State on the one hand, and on the 
other hand towards individuals as patients. 

I am, Sir, yours faithfully, 

London, W.. July 22nd, 1918. CHARLES A. PARKER. 


MUCOID FORMS OF PARATYPHOID BACILLI. 

To the Editor of Thb Lancet. 

Sir,— Captain W. Fletcher’s paper in your issue for 
July 27th calls to my mind some observations I have made 
when working with Congo-red as a background stain which 
might be of use to him or to others working on similar lines. 
He describes a fine stippling of the background in making 
films of the mucoid colonies. A definite stippling results 
from mixing an emulsion of mucilage of tragacanth with 
Congo-red and spreading a film in the usual way. The 
size of the granules seems to vary in proportion to the 
strength of the mucilage emulsion ; the granules are very 
coarse where a thick emulsion is used. 

As regards the demonstration of mucoid bacterial capsules 
with Congo-red, working with an organism which had the 
characteristics of B. mucosas ccupsulatus I used the following 
method with a fair degree of success. A small amount of 
the gelatinous growth is placed at one end of a glass slide ; 
this is then spread along with the end of another slide, 
using considerable pressure and a side-to-side movement. 
The slide is dried in the air and lightly, and not too 
thickly, overspread with Congo-red solution, dried, and 
treated with acid alcohol in the usual way. In certain 
parts of the film, usually at the margins and extreme end, 
the microscope will show the bacilli lying each in an 
oval dark blue area. At the margins of the film these are 
often seen lying like large shadows thrown in the direc¬ 
tion in which the film was dragged and conforming exactly 
in contour to the bacillus from which they were clearly 
derived. Apparently the capsule is a definite envelope, 
and this being ruptured or in some way injured the dye 
is able to enter, and the intact bacillus is clearly outlined 
inside the capsule, which latter is much more deeply stained 
than the surrounding background. 

Sach appearances were not obtained with non-mucoid 
growths of bacilli, but I have found them in films made 
from mucoid colonies of B. ooli , such as one frequently 
sees on MacConkey plates. 

I am, Sir, yours faithfully, 

T. H. C. Benians 

Addington Park War Hospital, Croydon, July 30th, 1918. 

MUCOID FORMS OF BACTERIA : LOUIS 
.TENNER’S WORK. 

To the Editor of Thb Lancet. 

Sir,— In relation to the paper by Dr. W. Fletcher on 
Capsulate Mucoid Forms of Paratyphoid and Dysentery 
Bacilli I should like to call attention to some old observa¬ 
tions of the late Dr. Louis Jenner, the originator of Jenner’s 
stain. When director of the clinical laboratory at St. 
Thomas’s Hospital he was in possession of capsulated and 
non-capsulated strains of B. ooli which he had isolated. 
The characters of these strains were constant under constant 
conditions but could be modified, and a capsulated strain 
converted into a non-capsulated and vice versa. So far as 
my memory serves, this change was effected by passage 
through animals. Jenner made the important observation 


that the capsulated strain was much more virulent than the 
non-capsulated. Whether these observations were ever 
published or not I am ignorant. Owing to Jenner’s dislike 
to the publication of incomplete work and his untimely death 
much that was of value has been lost. 

I am, Sir, yours faithfully, 

St. George’s Hospital, July 30th, 1918. CHAS. SLATER. 

ACUTE LYMPHOCYTHjEMIA. 

To the Editor of The Lancet. 

Sir,—I was interested to read of Captain J. C. Tull’s case 
of Acute Lymphoid Leukaemia in The Lancet of June 8th, 
also your annotation of June 29th on a similar case of a 
French soldier. Perhaps, therefore, this note of the same 
condition in a sailor may be of interest : — 

An A.B., aged 20, was admitted to R.N. Hospital, Chatham, 
on Sept. 20th, 1916, as a case of tubercle. Up to six weeks 
previously he had been in perfect health, when the symptoms 
he was suffering from started gradually. These were general 
weakness, dyspnoea on slightest exertion, and attacks of 
epistaxis and hromatemesis. On examination lymphatic 
glands all over body were found to be discretely enlarged 
and of elastic consistency, their average size being about 
that of a filbert. Spleen was palpable 2 inches below costal 
margin. There was no rash. 

Blood count: Erythrocytes, 1,008,000; leucocytes, 14,200; 
haemoglobin, 20 per cent.; colour index, 1; polymorpho¬ 
nuclear cells, 16*7 per cent.; small lymphocytes, 74 0 per 
cent.; other mononuclear cells, 9*3 per cent. A few 
normoblasts were seen, but very little alteration in size, 
shape, and staining characteristics of red cells was evident. 

The patient died six days after admission. Post-mortem 
examination: 8ubserous haemorrhages, fatty heart, large 
spleen, enlarged haemorrhagic thoracic and abdominal lymph 
nodes Slight increase in marrow of a greyish colour in 
sternum and tibia. Microscopically, heart, liver, and kidney 
showed fatty changes and leucocytic infiltration. 

I was surprised to see it stated that a low leucocyte count 
was rare in this condition. Pan ton. Tidy, and Pearson state 
that in six out of eight cases of acute lymphatic leukamia 
the leucocyte count was within normal limits. 1 The above 
case is rather curious as it was one of three cases of 
leukaemia to be admitted within two months, whereas in the 
previous 10 years I had not seen a case in the Navy. 

I am, Sir, yours faithfully, 

S. F. Dudley, 

One of H.M. Hoepital Ships, July 18th, 1918. Staff Surgeon, R.N. 


SKIN-GRAFTING. 

To the Editor of The Lancet. 

Sir, — An article appears in The Lancet of July 7th, 1917, 
on skin-grafting by Captain S. R. Douglas, Captain L. 
Colebrook, and Mr. A. Fleming. During 12 years’ surgical 
practice in India I have used skin-grafts for a variety of 
cases, particularly burns, elephantoid tumours, chronic 
ulcers, &c., and I have always employed Thiersch’s method, 
slightly modified. The results have been good in the great 
majority of cases, and I am not at all convinced that the 
operation advocated by the authors is a better one, and the 
special apparatus, &c., complicate an otherwise simple pro¬ 
cedure. Skin-grafts have seldom become dislodged and 
most of the scars have been good. The raw surface from 
which the grafts have been taken heals very rapidly and I 
have never known it to go septic if dressed with gauze soaked 
in picric acid lotion. It may be that the authors have 
employed Thiersch’s grafts cut too thin, for it is important 
that part of the dermis should be taken with the skin- 
grafts. 

It has always been my experience that the weakest parts of 
the scar after skin-grafting are the skinned-over gaps 
between individual grafts, and in the authors’ method these 
are multiplied. Moreover, the operation is more tedious and 
may not be completed at one time, and healing of the wound 
is therefore delayed. 

Suppuration is a serious factor to consider in skin-grafting, 
but the destruction of grafts by tryptic ferments can 
generally be prevented by making small holes in the large 
grafts opposite the small pockets or depressions in the 
granulating area, and by applying suitable dressings on the 
lines described by the authors. In India green oiled-silk 
with small perforations is used as a covering, and over this 

i Quarterly Journal of Medicine, July, 1914. 




















184 The Lancet,] 


TEAM-WORK. — THE SERVICE8. 


[August 10,1918 


gauze is applied and kept moist by a saline lotion such as 
Locke’s solution. The marvel has always been to me how 
persistently grafts adhere and grow in septic wounds when 
they are kept at rest and provided with moisture and 
drainage. I may mention here that in my experience pig¬ 
mented skin-grafts of Indians are more resistant than grafts 
taken from the less pigmented skin of Europeans. 

In such an operation as removal of elephantoid over¬ 
growth of the scrotum the whole penis has to be skin- 
grafted at the end of the operation, and it would be most 
difficult to do this successfully by multiple small grafts. By 
employing Thiersch’s method one large and thick graft is 
taken and fixed to the penis by fine sutures at corona, at 
base of penis and at line of junction of two edges of graft. 
When proper dressings are applied such a graft can be 
readily kept in position. 

It requires a certain amount of practice to use Thiersch’s 
razor efficiently, but with experience grafts of about 
4x1^ inches can be made of almost any thickness. It is 
very important that the assistant should know how to keep 
skin of thigh taut while the graft is being taken. 

Many of the devices described in the article under refer¬ 
ence are most ingenious, but it is a question if they are 
necessary. Local anaesthesia by nerve-blocking and infiltra¬ 
tion is an important advance on the method of general 
anaesthesia. The operation described by the authors may 
give good results in some cases, but it is important that the 
many advantages of large thick grafts should not be over¬ 
looked. In India they are constantly in use, and it was in 
the clinic of Lieutenant-Colonel C. R. Stevens, I.M.S., that 
I first saw large grafts applied in the way I have described 
in the operation for elephantiasis scroti. 

I am, Sir, yours faithfully, 

F. Powell Connor, 

Mesopotamia Expeditionary Force. Lieutenant-Colonel, I.M.S. 


TEAM-WORK. 

To the Editor of The LANCET. 

Sir, — I notice the following in your note upon the 
Cavendish Lecture before the West London Medico- 
Chirurgical Society : “We shall all endorse Sir B. Dawson’s 
plea for the development of team-work in medical practice.” 
If these words are intended to put the stamp of approval 
upon the present convulsive efforts to revolutionise the 
medical system of the country, I doubt whether you speak 
for the majority of the medical profession. By some the 
point may appear of minor importance. “Team-work” 
implies a few drivers, and the rest — cattle. What matter 
whether the poor dumb creatures realise or approve of their 
destination? Some very influential, able, and organised 
“ leaders ” are extremely busy in pushing forward grandiose 
schemes. The vast body of the profession is inarticulate, 
largely because leisure is wanting to take a practical interest 
in medical politics. Thus a golden opportunity presents 
itself for meddlesome and ambitious domination, to which 
two other factors contribute. 

The first is the unprecedented political situation. The 
crisis of the war has forced upon us a makeshift constitution. 
We have a Government without the fullest constitutional 
authority, yet wielding dictatorial powers. We seem, indeed, 
to remember an understanding that these powers were to be 
used solely for war purposes, all controversial matters being 
banned “ for the duration.” But these dim memories are now 
dreamlike; and as we hear of vast schemes of reconstruc¬ 
tion in every direction we wonder whether we are at last 
blessed with a Government of universal reformers. The 
second factor is the absence on service of a very large 
proportion of our doctors. Thus we have a unique, if 
ignoble, occasion for the strident grinding of the axes with 
which our teeth are beiDg set on edge. Another aspect of 
the present reforming activity should be indicated. The 
zealots who are promoting these subversive changes and 
who are so determined to uproot the standards of individual 
liberty and individual effort are in very many cases men of 
established seniority, who will suffer least if their scheme 
miscarry, leaving a heritage of disaster to a younger 
generation. 

I submit, therefore, that no steps are justifiable to revolu¬ 
tionise the medical profession until three conditions shall 
have been fulfilled : (1) Until we have a Government which 
can claim to be representative. Our present rulers, whether 


good, bad, or indifferent, represent nobody. (2) Until our 
colleagues have returned from the front. A nice reward it 
will be for their sacrifices if they come home to find every¬ 
thing turned upside down without having been consulted ! 
(3) Until all members have had an opportunity of voting 
upon the proposals. What right have a few masterful indi¬ 
viduals to coerce a great profession without taking account 
of the thousands and tens of thousands of its members who 
may prefer to be left to work out their own salvation ? 

I am, Sir, yours faithfully, 

London, July 17th. 1918. E. O’CONNOR. 

%* Teams do not drive; they pull, and all the medical 
profession must “ endorse a plea ” for pulling together. Such 
a misunderstanding of a well-known phrase spoils all the 
force of the subsequent rhetoric.— Ed. L. 


THE SERVICES. 


ARMY MEDICAL SERVICE. 

Col. J. Meek to be retained on Active List. 

To be temporary Colonels whilst specially emploved : Capt. (Brevet 
Major) C. H. S. Frankau, K.A.M.C., T.F.; temp. Major C. H. Miller. 

ROYAL ARMY MEDICAL CORPS. 

To be temporary Lieutenant-Colonels : S. L. Jones (whilst serving at 
the Notts Co. War Hospital), temp. Major (Hon. Lieut.-Col.i W. I.de C. ' 
Wneeler, and temp. Majors A. M. Paterson and H. W. M. Tims (whilst 
specially employed). 

Major A. D. O’Carroll relinquishes the acting rank of Lieutenant- 
Colonel on reposting. 

To be acting Lieutenant-Colonels whilst in command of a Medical 
Unit: Majors C. T. Edmunds and H. G. Sherron, and Capts. (acting 
Major) E. Percival and A. C. Hammond-Seaide. 

The undermentioned relinquish the acting rank of Major on re¬ 
posting : Capt. (Brevet Major) R. W. D. Leslie, Capt. A. S. Cane, Lieut, 
(temp. Capt.) It. Stowers. 

To be acting Majors : Temp. Capt. C. W. G. Bryan, Capts. T. H. 
Balfour and J. J. D. Roche, Capt. (Brevet Major) D. M. Corbett. 
Temp. Capts. B. G. C. Price. A. Randle, S. B. B. Campbell. II. S. 
Davidson, H Emerson, P. N. Vellacott, S. F. McDonald. H. H. White, 
R. W. S. Christmas, D. Gillespie, W. F. Neil, Temp. Capt. J. D. Gunn. 
Capts. H. D. Lane, M. J. Williamson, N. V. Lothian, R. B. Barnsley, 
A. S. Cane. W. F. Christie; Temp. Capt. E. Burstal; Lieut, (temp. 
Capt.) A. Mansell; Temp. Capts. (while specially employed) H. K. 
Rawlence, R. O. H. Jones, C. R. Wills, J. G. Heath (whilst commanding 
troops on a Hospital Ship). 

T. P. Greenwood to be temporary Captain whilst serving at Notts. 
County War Hospital. 

Lieutenants (temporary Captains) to be Captains: R P. Cormack, 
D. W. Beamish. 

J. C. McGregor, from St. Andrews University Contingent O.T.C., to 
be Lieutenant 

J. W. Gill and J. T. W. Stewart (temporary Captains) relinquish 
their commissions on account of ill-health contracted on active service, 
and are granted the honorary rank of Captain. 

Canadian Army Medical Corps. 

Temp. Major C. Hunter to be acting Lieutenant-Colonel while 
specially employed. 

Temporary Captains to be acting Majors while specially employed : 
A. Blaif, H.O Boyd. 

SPECIAL RESERVE OF OFFICERS. 

Capt. N. H. Linzee relinquishes his commission on account of ill- 
health contracted on active service, and is granted the honorary rank of 
Captain. 

J. K. T. Mills, from St. Andrews University Contingent O.T.C., to 
be Lieutenant. 

B. G. Derry to be Lieutenant. 

TERRITORIAL FORCE. 

Major,R. T. Turner to be acting Lieutenant-Colonel whilst specially 
employed. 

Major (acting Lieut.-Col.) G. A. Troup relinquishes his acting rank 
on ceasing to command a Field Ambulance. 

Captains to be acting Majors whilst specially employed: W. B. 
Keith. A. Oliver. 

Capt. J. A. C. Macewan is restored to the establishment. 

Capt. (acting Major) W. A. Brechin relinquishes his acting rank on 
oeasing to be specially employed. 

Capt. F. W. Squair, from 1\F.R.. to be Captain. 

Capt. D. P. M. Farquharson to be Major. 

Lieut. (Temp. Capt.) J. V. Kinloch and Lieut. K. S. Beken to be 
Captains. 

P. R. Fincher and R. G. MacGregor to be Lieutenants. 

TERRITORIAL FORCE RESERVE. 

Capt. E. G. Annls, from R.A.M.C., to be Captain. 

ROYAL AIR FORCE: Medical Branch .» 

J. A. Giles is granted a temporary commission as Captain. 

J. D. George and G. W. J. Bousfield are granted temporary com¬ 
missions as Lieutenants. 


The governing body of Birkbeck College have 
appointed George Senter, D.Sc. Lond., to the office of 
Principal, recently vacated by Dr. George Armitage-Smith. 
Dr. 8enter, who is well known for his research and writings 
in chemistry, formerly held the readership in chemistry at 
St. Mary’s Hospital Medical School. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Killed. 

Capt. J. C. T. Teggart, R.A.M.C., attached R.F.A., was 
educated at Glasgow University, and qualified in 1912. 
After holding an appointment at the Western Infirmary, 
Glasgow, he practised at Delny, Ross-shire. 

Capt. R. Jacobs, K.A.M.C. 

Died. 

Major H. Betbam Robinson, R.A.M.C., surgeon to St. 
Thomas's Hospital, the East London Hospital, and 
King George Hospital. An obituary notice appears 
on p. 189. 

Capt. A. B. Foott, R.A.M.C., was educated at Queen’s 
College, Cork, and qualified in 1914, a few days prior to 
the outbreak of war. After holding an appointment at 
the Cork Eye, Ear, and Throat Hospital he joined up. 

Died of Wounds. 

Major J. D. Proud, M.C. and bar, R.A.M.C., was educated at 
Charterhouse and at Durham University, and qualified 
in June, 1915, forthwith joining up. The award of the 
M.C. and of the bar were recorded in The Lancet 
respectively of June 23rd (p. 969), and of Oct. 6th (p. 549), 

Wounded. 

Capt. J. C. P. Bayley, R.A.M.C., attached Manchester Regt. 
Lieut.-Col. W. C. Croly, D.S.O., R.A.M.C. 

Capt. R. L. Williams, D.S.O., M.C., R.A.M.C., attached 

S. Staff. Regt. 

Major G. B. Holroyde, R.A.M.C. 

Capt. W. St.C. Maclure, R.A.M.C., attached R.E. 

Capt. P. Ardagh, New Zealand M.C., attached Infantry. 

Missing. 

Lieut. J. R. McGregor, R.A.M.C. 

Previously reported Missing , now reported Prisoners in 
German Bands. 

Capt. T. Blackwood, R.A.M.C., attached R.F.A. 

Lieut. F. W. M. Lamb, R.A.M.C. 

Lieut. F. B. O’Dowd, R.A.M.C., attached West Yorks Regt. 
Capt. R. W. Pearson, M.C., R.A.M.C., attd. Durham L.I. 
Capt. A. B. Simpson, R.A.M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 

medical men are reported :— 

Lieut. D. Moir, M.C., Cameron Highlanders, attached 
K.A.R., died of wounds, younger son of Lieut.-Col. 
J. M. Moir, R.A.M.C., of Inverness. 

Major J. D. Proud, M.C. and bar, R.A.M.C., died of wounds, 
only son of Dr. F. Proud, medical officer of health for 
Marvport, Cumberland. 

Lieut. Cf. E. W. Brewer, R.N., killed at sea, youngest son of 
the late Dr. R. E. W. Brewer, of Newport, Mon. 


The Honours List. 

The following awards to medical officers are in continuation 
of those published in The Lancet of August 3rd : — 

The Military Cross. 

Temp. Capt. EDWARD ARTHUR ALDRIDGE.—For conspicuous 
gallantry and devotion to duty at the dressing station, remaining until 
the enemy were upon him, and having cleared his aid-post, working 
his way back, collecting the wounded and attending to them under 
heavy shell fire. His courage and sell-sacrifice set a splendid example, 
and were worthy of the highest praise. 

Tempi Capt. WILLIAM BRODIK GURNEY AXGUS.-For con 
splcuoua gallantry and devotion to duty during recent operations. H<- 
was the means of saving the lives of many officers and men, especially 
on one occasion when the brigade suffered severe casualties from shell 
fire. He was untiring in carrying out his duties and removing the 
wounded to a place of safety.- 

Capt. JOHN WEBSTER ARCHIBALD.—For conspicuous gallantry 
snd devotion to duty during recent operations. The battery position 
of the brigade was subjected to an Intense bombardment in connexion 
with the enemy attack, and although shell fire round bis own head¬ 
quarters was severe, he visited all the battery positions by himself, 
instead of having the casualties brought to him. His complete dis¬ 
regard for personal safety in order to save the wounded being brought 
through the enemy barrage undoubtedly resulted in the saving of life 
and of many casualties. His courage and cheerfulness under a heavy 
and continuous strain was of the greatest value, and a line example to 
all. 


Capt. (acting Major) CHARLES PHILIP BRENTNALL.-For con¬ 

spicuous gallantry and devotion to duty during two days at an advanced 
collecting post under conditions of great danger. Although heavily 
shelled he succeeded in keeping his post clear and getting away all the 
wounded. The collection and evacuation of wounded was rendered 
particularly difficult owing to the fact that the troops were executing a 
withdiawal. . „ A 

Capt. CHARLES HERBERT BUDD.—For conspicuous gallantry 
and devotion to duty iu attending to wounded under fire. Under 
heavy shelling he went forward and dressed wounded, and dressed one 
mau under full observation of the enemy. 

Temp. Capt. GEORGE MILNE CAMERON. — For conspicuous 
gallantry and devotion to duty when in charge of bearers. He worked 
ncessantly for 12 hours collecting and evacuating the wounded under 
heavy shell and machine-gun fire. Many cases were successfully got 
away, which, but for his determination and absolute disregard of danger, 
would have fallen into the hands of the enemy. 

Capt. DAVID CAMPBELL.—For conspicuous gallantry and devo¬ 
tion to duty, when on two occasions he was the only M.O. left with 
the brigade. He organised regimental aid-posts and established lines 
of evacuation, and during a long exposure to shell and machine-gun 
fire set an inspiring example to all. 

Temp. Capt. DUGALD STEWART CAMPBELL.-For conspicuous 
gallantry and devotion to duty. He worked without rest, and when it 
was necessary to retire successfully brought away all the wounded, in 
spite of the district being subjected to a heavy gas bombardment. He 
was undoubtedly the eause of saving the lives of many wounded. 

Temp. Capt. THOMAS HAY CAMPBELL.—For conspicuous 
gallantry and devotion to duty. When under heavy shell and machine- 
gun fire he organised a forward aid-post and evacuated over 500 
wounded. No wounded man was allowed to pass without personal 
attention, In spite of the difficulties of doing so in an exposed position. 

Capt. LOUIS ABEL CELESTIN.-For conspicuous gallantry and 
devotion to duty. He remained with a party which was covering the 
retirement, and attended to the wounded under heavy rifle and 
machine-gun fire. Later he dressed a medical officer’s wounds, and 
carried him single-handed fora distance of over half a mile through 
heavy fire when the officer he was carrying died of wounds. 

Temp. Capt. RICHARD COLLIER COATSWORTH. -Forconspicuous 
gallantry and devotion to duty during an enemy attack. He early led 
his regimental stretcher-bearers through very heavy shell fire to 
remove all wounded that could be found. He organised the removal 
of wounded, and by his perpetual cheerfulness and coolness set a fine 
example to his men. and effected the successful evacuation of many 
wounded. 

Temp. Capt. ALAN GIBB COOK.—For conspicuous gallantry and 
devotion to duty while clearing wounded under heavy machine gun 
and shell fire during an enemy attack. When the officer in charge of 
the bearers became a casualty he carried on the evacuation of the 
wounded, though badly gassed himself. He frequently led squads to 
the front line in search of wounded and showed great disregard of 
danger. _ 

Temp. Capt. WILLIAM FRANCIS CORNWALL.—For conspicuous 
gallantry and devotion to duty. When the enemy carried out a heavy 
bombardment with large calibre shells and gas he established on his 
own initiative a dressing station and continued to deal with cas«*s of 
various units for five hours, during which time the shelling was Intense. 
To evacuate the wounded be organised stretcher parties of prisoners, no 
other means being at the time available. 

Temp. Capt. JAMES ROBERT CRAIG.—For conspicuous gallantry 
and devotion to duty. He kept in touch with the retiring troops, 
evacuating the wounded without relief for eight days and nights. While 
the advanced dressing station w’as under heavy fire and all the other 
officers had been either killed or wounded he continued to carry on 
his work. 

Temp. Lieut. GWILYM CHARLES MONTAGUE DAVIES.-For 
conspicuous gallantry and devotion to duty. When a neighbouring 
village was being heavily shelled, he went there to see if he could help. 
Finding that the field ambulance had withdrawn, he re-opened the 
dressing station and remained there for hours, managing to evacuate a 
large number of wounded. 

Temp. Capt. LLYWELYN AP IVAN DAVIES— For conspicuous 
gallantry and devotion to duty when, all the R.A.M.C. in an area having 
been taken by the enemy, he was sent up to establish a system of 
evacuation. In spite of heavy shelling he kept his cars and bearers 
working for 24 hours, only retiring when the Infantry passed him, and 
by so doing prevented many of the wounded from falling into the hands 
of the enemy. 

Temp. Capt. EDWARD FORBES.—For conspicuous gallantry and 
devotion to duty. While the battalion was preparing to march off 
3 officers and 13 men were wounded ; this officer attended to them all 
under heavy tire. Later he was wounded while attending to his duties. 

Temp. Capt. (acting Major) CHARLES COLDER FORSYTH.—For 
conspicuous gallantry and devotion to duty. Hearing that help was 
urgently required at a certain point, he organised stretcher-bearers to 
clear away the wounded, of which there were over 200. He remained 
in the area, which was heavily shelled, during the whole afternoon and 
until all the wounded had been evacuated. His spendid courage and 
initiative in organising this evacuation undoubtedly saved the lives of 
many of the wounded, who would otherwise have perished. 

Capt. CHARLES WA1NWRIGHT FORT.—For conspicuous gallantry 
and devotion to duty during several days when actiDg as bearer officer. 
The conditions under which the wounded had to be collected and 
evacuated were particularly difficult, owing to the fact that the troops 
were executing a withdrawal. By his total disregard of danger and 
initiative in bringing forward bis bearers, often under heavy shell fire, 
he succeeded in clearing large numbers of the wounded. 

Capt. FREDERICK GAMM. Spec. Res.—For conspicuous gallantry 
and devotion to duty for several days when in charge of an advanced 
dressing station, and until it was almost surrounded by the enemy. 
During this time, although under a continuous and heavy bombard¬ 
ment, he continued to dress casualties and organise stretcher squads, 
which he took out to search for wounded. By his courageous action 
many wounded were collected and evacuated, and his splendid example 
was a fine stimulus to all. 

Temp. Capt, DAVID GILLESPIE.—For conspicuous gallantry 
and devotion to duty. During recent operations he did most useful 
work in tending wounded and arranging for their removal under fire. 
The work was often done under heavy machine-gun fire at medium 
range His coolness and fine example greatly contributed to successful 
evacuation being carried out. • 
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Temp. Capt. MO RLE V EDWARD GORMAN.—For conspicuous 
gallantry and devotion to duty in carrying on his work when the 
dressing station was destroyed by shell tire and in visiting his posts 
and superintending the evacuation of the wounded under heavy shell 
tire. Throughout the operations he displayed the utmost coolness and 
contempt of danger; his cheery optimism and energetic personal 
example inspired confidence in all. 

Temp. Capt. (acting Mamr) HOWARD BOYD GRAHAM. D.S.O.— 
For conspicuous gallantry and devotion to duty while in charge of over 
300 bearers, always under heavy shell fire and often under machine-gun 
fire at close range. It was due to his judgment that the wounded were 
evacuated with a minimum possible loss in personnel. On one occasion, 
being cut off by the enemy, he led his party to safety by a wide detour. 
When his dressing station was heavily shelled, with the infliction of 
heavy casualties, he organised the rescue work, rallied the shaken 
bearers, selected the line of evacuation, and, with the aid of another 
officer, evacuated 54 casualties to a place of safety. His conduct 
through this fiery ordeal was magnificent. 

Temp. Capt. fcDWARD WILLIAM DAORE HARDY.—For con¬ 
spicuous gallantry and devotion to duty. His dressing station was 
situated at cross roads, the only place available, and during a w hole day 
was obviously a target for exceptionally intense bombardment. He dis¬ 
played the greatest courage and supreme contempt of danger, remain¬ 
ing at his post and dressing wounded the entire day while everybody 
else was dug in. 

Temp. Capt. GEORGE FRANCIS PALMER HEATHCOTE.—For 
conspicuous gallantry and devotion to duty throughout mauy days of 
active operations. He was absolutely tireless in his work of rescuing 
and caring for the wounded, and freely exposed himself to heavy rifle 
and machine-gun fire in carrying out his duties. By his splendid 
courage and energy throughout the whole operations he was instru¬ 
mental in getting away most of the wounded. 

Temp. Lieut. ROBERT JOHN IIELSBY.—For conspicuous gallantry 
and devotion to duty when, the battery area being heavily shelled, he 
dressed the wounded with complete disregard of personal safety, and 
in spite of being blown up In a hou-e and badly shaken. 

Temp. Capt. FRANCIS HENDERSON.—For conspicuous gallantry 
and devotion to duty. Throughout ten days’ fighting this officer set a 
splendid example. On one day for 12 consecutive hours he was engaged 
in leading squads of bearers to and from the regimeutal aid-posts. He 
frequently dressed men in the open when their condition needed it. 
He brought a wounded officer back in a car, several times stopping it 
under heavy fire to mske the officer more comfortable. 

Capt. (acting Major) HOWARD HENRY. —For conspicuous gallantry’ 
and devotion to duty during several days when acting as bearer officer. 
The conditions under which the wounded had to be collected and 
evacuated were particularly difficult, owing to the fact that the troops 
were executing a withdrawal. By bis total disregard of personal 
danger and coolness, he set a brilliant example to the bearers under 
his command, and undoubtedly was the means of saving many lives. 

. Capt. ROBERT ALEXANDER HEPPLE, Spec. Res.—For con¬ 
spicuous gallantry and devotion to duty. The advanced dressing 
station was hit by three shells simultaneously, w'hen the building was 
demolished and sev eral men killed or wounded. He at once set to 
work to recover the wounded from under the debris, and did not leave 
till all had been cleared, in spite of the continued Intense shelling of 
the vicinity. 

Temp. Capt. STEWART HODGSON.—For conspicuous gallantry and 
devotion to duty during recent operations. For a whole day, often 
under direct rifle and machine-gun fire, he attended the wounded and 
directed their evacuation. Although wounded he continued his duties 
with exceptional coolness and skill, until the advancing enemy 
compelled withdrawal. 

Temp. Capt. HUGH LLEWELLYN GLYN HUGHES,D.S.O.-Forcon¬ 
spicuous gallantry and devotion to duty. He worked day and night in 
the open, in spite of the heaviest shell and machlne-gnn tire, tending 
the wounded and helping them back to safety, with a spirit of cheer¬ 
fulness and self-sacrifice rarely seen. After being w’ounded he still 
continued to perform his duties, until the wound necessitated his 
evacuation. 

Temp. Capt. THOMAS WILLIAM JACKSON.-For conspicuous 
gallantry and devotion to duty during an enemy attack. He was with 
two other medical officers in a dressing station when the troops in front 
fell back. The dressing station w'as full of wounded, and this officer con¬ 
tinued, with the two others, to tend the wounded, despite the close 
proximity of the enemy, till, thanks to a counter attack by our troops, 
every case was cleared. This was a fine act of courage and devotion to 
duty. 

Temp. Capt. GEORGE WILLIAM BLOMFIELD JAMES.—For 
conspicuous gallantry and devotion to duty throughout a retirement In 
remaining behind with the rearguard, dressing and evacuating wounded 
under very heavy fire, until his medical stores were exhausted and he 
was in danger of being cut off. It was due to his tireless energy that 
so few wounded fell into the hands of the enemy. His resource and 
cheerfulness throughout were a real encouragement to all. 

Capt. ARTHUR MORRELL JOHNSON.—For conspicuous gallantry 
and devotion to duty in tending and evacuating the wounded in the 
front line and under continual lire. When the order to withdraw was 
issued he remained till the last, and it was entirely due to his courage 
and energy that all the wounded were cleared. 

Temp. Capt. FRANCIS ESMOND KEANE.—For conspicuous 
gallantry and devotion to duty. Throughout the operations he displayed 
the greatest courage and grit, working unceasingly without sleep, 
establishing aid-posts, and evacuating wounded under heavy shell and 
machine-gun fire. His services to the battalion were most invaluable. 

Temp. Capt. RICHARD KENEFICK.—For conspicuous gallantry 
and devotion to duty. While the regiment was c msolidating its posi¬ 
tion, he attended to the wounded quite In the open and under very 
heavy fire, and arranged for their evacuation. He undoubtedly caved 
many lives which would otherwise have been lost. He was wounded in 
the fo*>t, but did not relax his energy, and continued to attend to all 
the wounded in the vicinity. 

Capt. JOSEPH ILLINGWORTH LAWSON, Spec. Res.-For con¬ 
spicuous gallantry and devotion to duty in bringing in wounded under 
heavy shell fire, with no one between him and the enemy, thereby 
saving them from being made prisoners. 

Temp. Capt. GEORGE AUSTEN LILLY.—For conspicuous gallantry 
and devotion to duty. In order to attend the wounded he frequently 
crossed an exposed piece of ground 300 yards In length. Later, when 
the horses had to be moved owing to heavy shelling, he rescued a badly 
wounded man, carrying'hira to safety. 

Capt. HENRY GUY” LUDOLF.—For conspicuous gallantry and 
devotion to duty. For six days he worked under continuous fire, and 
during the last two days was the only doctor on the spot attending to 
the wounded of five different battalions. He was himself suffering from 
a severe attack of neuritis, but stuck to his work till assistance came. 

During these six days his personal heroism and abnegation of self were 
beyond all praise, and owing to his gallant conduct the lives of many 
were saved. 

Capt. JOHN ALEXANDER MACKENZIE, Spec. Res.—For con¬ 
spicuous gallantry and devotion to duty at an advanced dressing 
station, under heavy shell fire, during an enemy attack. He persisted 
in his work, and successfully evacuated all the wounded before with 
drawing his personnel. At another advanced dressing station later he 
stuck to his duty for 72 hours without rest. 

Capt. KENNETH AHTHUR McLEAN, Australian A.M.C.-For con 
splcuous gallantry and devotion to duty during a heavy enemy attack. 

Under heavy fire he personally conducted bearer squads, organised the 
forward work of evacuation, and exerted himself to the utmost in 
saving wounded. His fine example served to keep the men under him 
working at high pressure, and ensured the complete evacuation of the 
positions. 

Temp. Capt. ALAN COWAN MANN.—For conspicuous gallantry 
and devotion to duty. Throughout eight days’ operations this officer 
did fine work in tending and clearing the wounded. On one occasion, 
when the line fell back, ho remained with the wounded and succeeded 

In olearing all that could be found before he withdrew. The splendid 
work done by the stretcher bearers was due to this officer s organisation 
and leading. 

Temp. Capt. HARRY GODFREY" MASSY-MILES.—For conspicuous 
gallantry and devotion during several days of severe fighting, when 
ne kept in close touch with the battalion, working unceasingly, 
without rest, during the whole period, dressing the wounded. 

Including the French. He showed great initiative in establishing 
forward R.A.P.’s, reconnoitring their sites beforehand under heavy 
hostile shell fire, thus greatly assisting the rapid evacuation of 
casualties. His courage and cheerfulness throughout a period of 
great strain were bevond praise. 

Temp. Capt. WILLIAM GRAEME DBNROCHE McCALL—For 
conspicuous gallantry and devotion to duty when at a forward collect¬ 
ing pobt. During an afternoon large numbers of wounded had to be 
dealt with, and the approaches to the station were subjected to Intense 
shell and machine-gun fire. He maintained the position for many 
hours, dressing and evacuating all wounded, though later he was in 
imminent danger of being surrounded. When the post was quite 
untenable he successfully withdrew all personnel and stores. His 
gallantry under conditions of extreme danger saved many lives. 

Temp. Capt. ROGER McGRATH.—For conspicuous gallantry aud 
devotion to duty when In charge of the bearers of his field ambulance. 

During the enemy’s advance, and while exposed to heavy shell and 
machine-gun tire*, he organised his bearers and evacuated many 
wounded, who otherwise would have been captured. He set a tine 
example of energy and courage. 

Temp. Capt. ALEXANDER CHURCH BRODIE McMURTRIB.— 

For conspicuous gallantry and devotion to duty. On several occasions 
he brought in wounded himself under shell lire, and by his disregard of 
danger set a fine example to those under him. Owing to his arrange¬ 
ments and untiring efforts many lives were saved. 

Capt. HAMILTON STEPHEN MOORE, Spec. Res.—For conspicuous 
gallantry and devotion to duty In constantly leading stretcher parties 
through Intense shell and machine-gun lire, in order to evacuate the 
wounded. On one oocasion the whole party except himself became 
casualties. He dressed his men In the open, and invariably stayed till 
all had been got away. His cool and determined gallantry w'as a great 
inspiration to all the men working under him. and his efforts saved 
many wounded from being captured. 

Capt. FREDERICK CECIL NICHOLS.—For conspicuous gallantry 
an.d devotion to duty. When the front line was forced back he main¬ 
tained his dressing station in the newly-formed front line until he had 
attended to every case, in spite of a heavy bombardment. Throughout 
the four days" fighting he displayed untiring energy and great personal 
courage. 

Temp. Capt. ALGER ROY ORAM.—For conspicuous gallantry and 
devotion to duty. In recent operations this officer, under very heavy 
shell fire, continued to attend to the wounded and evacuate cases under 
the rrjost adverse circumstances. On several occasions, by his fine 
example and personal courage, he saved many wounded who otherwise 
would have fallen into the enemy's hands. 

Temp. Capt. JOHN LINDBSAY PEARCE.—For conspicuous 
gallantry and devotion to duty while in charge of a bearer post. He 
repeatedly led squads of bearers to parts of the line where wounded 
were collected, and It was due to his tine example that so many wounded 
were saved during a period when communication with the front was 
extremely difficult. He showed courage under shell fire and waa 
indefatigable in his duties. 

Capt. ALLAN CAMPBELL PEARSON.—For conspicuous gallantry 
and devotion to duty when acting as second in command of a casualty 
clearing station. On several occasions and on different days he super¬ 
intended the evacuation of wounded under heavy shell fire, and also, 
with the greatest courage and ability, supervised the salving of equip¬ 
ment during bombing and machine-gun tire from hostile aircraft. 

Temp. Lieut. ROLAND WILFRED PEARSON.—For conspicuous 
gallantry and devotion to duty in the performance of his duties during 
lengthy operations. On one occasion two direct hits were obtained on 
his post, and a patient, who was being dressed, was killed. On another 
day he followed the battalion in a counter-attack, and rendered the 
most magnificent services to the wounded, under heavy machine-gun 
fire. By his courage, fine example, and great devotion he has at all 
times inspired his stretcher-bearers, and it was mainly due to him that 
so mady of the wounded were got away by the bearers. 

Temp. Capt. JAMES POTTER.—For conspicuous gallantry and 
devotion during lengthy operations, when he continuously attended 
the wounded under heavy shell, machine-gun. and rifle fire, maintain¬ 
ing his regimental aid-post until the enemy had nearly reached it. 

His splendid example of courage and devotion to duty were beyond 
praise. 

Capt. (acting Major) WILLIAM JAMES PURVBS.—For conspicuous 
gallantry and devotion to duty at a main dressing station, when by his 
courage, untiring energy, and grasp of the situation over 1000 wounded 
were passed through the station without a hitch, and when, owing to 
continuous shelling, he had to retire all cases were got kafely away. 

This was especially difficult, as the troops were executing a withdrawal. 
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Capt. JOHN WOOTTON RAMMELL.—For conspicuous gallantry 
and devotion to duty in dressing the wounded and carrying out his 
duties under heavy rifle and machine-gun fire. Owing to his ceaseless 
endeavour and skill all the wounded were evacuated. All ranks speak 
with admiration of his courage and good work. 

Temp. Capt. JOHN KING RENNIE.—For conspicuous gallantry 
and devotion to duty when, an advauced dressing station having 
retired, he organised another in a village, which he only left when the 
enemy entered it, working all the time under a heavy fire. Sub¬ 
sequently he again organised the evacuation of the wounded under 
difficult conditions, and saved many from falling into the hands of the 
enemy. 

Capt. HENRY WHITTBRON ROBINSON.-For conspictious 
gallantry and devotion to duty. In spite of continuous shell fire, 
during which his aid-post sustained two direct hits, this officer worked 
without ceasing, giving unremitting attention to the wounded and 

organising bearer squads. 

Capt.PETER JOHN RYAN.—For conspicuous gallantry and devotion 
to duty during lengthy operations in charge of hearers and advanced 
dressing stations. He organised the whole forward work, and it was 
due to his individual efforts and energy that so large a nurater of 
casualties were prevented from falling into hostile hands. He worked 
continuously throughout the whole retreat, and bis success was such 
that no wounded man fell into the enemy’s hands after once having 
been put under the care of the field ambulance bearers. His work was 
carried out under extremely difficult conditions, and often under heavy 
shell lire. His devotion to duty was quite beyond praise. 

Temp. Capt. CUTHBBRT SCALES.—For conspicuous gallantry and 
devotion to duty when in charge of stretcher-bearers. He collected 
and evacuated many wounded under heavy fire, and remained at his 
post until forced by the advance of the enemy to withdraw his 
collecting post further back. There he continued collecting and 
evacuating as long as possible, showing a fine example to his men. 

Capt. HUBERT SHIELD.—For conspicuous gallantry and devotion 
to duty at advanced dressing stations. Under heavy fire, he managed 
to save all wounded from falling into the enemy's hands, and 
remained doing his duty till his stations were cleared. In one 
dressing station, which he alone ran for 16 hours, he dressed and 
evacuated over 300 men. 

Capt. WILLIAM SMITH. South African M.C.—For conspicuous 
gallantry and devotion to duty during active operations. He dis¬ 
played great courage in carrying on his duties after being blown up 
by a shell, which wounded him and killed two of his orderlies, and be 
remained at duty until his tattalion was relieved. 

Capt. THOMAS COPELAND STOREY, Spec Res.—For conspicuous 
allaorr y and devotion to duty. After the withdrawal from a wood. It 
was discovered that some of the wounded had been left behind. He 
went forward and spent an hour and a half in front of the line, searching 
the wood, and brought them all back, in spite of considerable hostile 
fire. Otherwise they would undoubtedly have fallen into the hands of 
the enerov. 

Temp. Capt. RAYMOND BREW ITT TAYLOR.—For conspicuous 
gallantly and devotion to duty. He searched for a missing stretcher- 
bearer tor two hours under heavy shell fire, at last finding him in a 
shell-hole and assisting to carry him back. Throughout nine days’ 
fighting he was constantly going forward, under fire, searching for and 
bringing in wounded. 

Capt. WILLIAM WALKER, Spec. Kes.—For conspicuous gallantry 
and devotion to duty. Ho proceeded to a village under heavy fire and 
succeeded in attending and evacuating several wounded. He only 
desisted when the enemy entered the village. Later, he succeeded in 
releasing r party of stretcher-bearers who had been cutoff. Throughout 
Ihe operations he has shown the utmost energy and courage. 

Capt. CHARLES ERIC WATSON. Australian A.M.C.—For con¬ 
spicuous gallantry and devotion to duty. Under very heavy artillery 
nre he continued to dress the wounded for two hours and a half. 
Though many of the bearers were killed and wounded, he stayed with 
the stretcher cases, and it w*a owing to his fine courage and energy 
that many of the wounded were saved. 

Capt. HARRY ERNEST BANTRY WHITE, Spec. Res.-For con¬ 
spicuous gallantry and devotion to duty during recent operations. He 
was medical officer attached to the battalion, and for elghtdays he worked 
continuously without rest and often without food, generally under 
heavy fire, attending to the wounded His efforts were tireless, and 
bis courage and devotion to duty were the means of saving many lives. 

Temp. Capt. DAVID ROBERTS WILLIAMS.—For conspicuous 
gallantry and devotion to duty while in charge of hearers in evacuating 
wounded. On one occasion, going back and searching for wounded 
when, in spite of darkness, barbed wire, and torn-up ground, he brought 
away two inon from an abandoned aid-post, carrying one on his back. 
On another occasion it was largely due to his determination and grit 
that a camp which was being heavily shelled was evacuated of all 
wounded, w hen he remained till the last and «aw that all was clear. 

Temp. Capt. CHARLES EDGAR WILSON.*—For conspicuous 
gallantry and devotion to duty when, during a rearguard action, he 
worked untiringly In the interests of the wounded, who all were safely 
evacuated In spite of having to paa9 over a long stretch of open ground 
exposed to fire. Through all this trying time he was cool and cheerful, 
showing a complete disregard of personal danger. 

Capt. HENRY WILSON.—For conspicuous gallantry and devotion to 
duty. For five days, under all kinds of enemy fire, he showed an utter 
contempt of danger and disregard of self. His energy and splendid 
behaviour undoubtedly saved many lives, and through his powers of 
'Tganisat-ion no wounded were left behind when the battalion was 
relieved from the line. 

* Since deceased. See Obituary, The Lancet, May 4th, p. 653. 


The following awards to. and promotions of. medical 
officers are in connexion with operations in East Africa 

C.M.G. —Col. G. W. Tate, D.S.O., A.M.S. ; Lt.-Col. R. G. Turner, 

D.8.O., I.M S. 

7b be Brevet Lieutenant-Colonel. — Mai. (temp. Lt.-Col.) W. Benson, 

D.S.O.. R.A.M.C. 

Distinguished Service Order.—Lt.-Col. A. C. Adderley. R.A.M.C.; 
Temp. Maj. (acting Lt.-Col.) T. M. R. Leonard, Spec. List, West African 
Medical Service; Capt.(acting Maj.) A. McW.Green. South African, M.C. 

Military Cro**.— Capt. F. M. Barnes, R.A.M.C., Spec. Res. ; Capt. 
H. D. Brown, R.A.M.C., Spec. Res.; Lt. N. S. Bruce. R.A.M.C., Spec. 


Res.; Temp. Lt. G. Burnet. R.A.M.C. : Capt. H. A. Crouch, R.A.M.C., 
Spec. Res.; Temp. Capt. M. C. Gardner, R.A.M.C.; Temp. Capt. E. 
Gibson, Spec. List. West African Med. Serv.; Capt. J. B. Lapaley, 
I M S.; Capt. G. S. Lawrence, R.A.M.C.. Spec. Rea.; Temp. Capt. 
T. H. Massev. East African Med. Serv.; Temp. Capt. H. R. Morehead, 
Spec. List, West African Med. Sen - .; Temp. Capt. T. R. Sandeman, 
Spec. List. West African Med. Serv. ; Capt. R. R. Scott. R.A.M.C., 
Spec. Res. ; Capt. A. F. Wallace. Northern Rhodesia Med. Serv. 

Gallantry at Sea.— Surgeon E. A. Fiddian, R.N., 
has been awarded the bronze medal for gallantry in saving 
life at sea for assisting in the rescue of a shipwrecked 
British crew last January in the White Sea. 


The Red Cross War Hospitals.—T he annual 

report on the accounts of Auxiliary Hospitals in the British 
Isles for the year 1917 is a document which should prove of 
considerable value to all concerned in the control and support 
of those institutions, for the comparison of the working and 
expenditure between individual hospitals must lead to 
economy of administration. The report calls attention to the 
improvement in organisation, gives in detail the accounts, the 
number of patients treated indoors and outdoors, the cost of 
maintenance, and so forth. The number of hospitals dealt 
with is 1073, as compared with 960 in the report for 1916 
and 753 in that for 1915. The average cost of maintenance 
per in-patient per day in 1917 was slightly in excess of 
3s. Id ., the average total cost of each in-patient for treatment 
being £7 3s. 5 d. The total expenditure of the hospitals 
during the year was £3,466,892, as compared with £2,142,182 
in 1916 and £1,023,937 in 1915. The total cost of main¬ 
tenance was £3,144,362, the figures for 1916 being £1,937,221 
and for 1915 £891,342. The total cost of administration for 
1917 was £19,930. The report can be obtained from Room 46, 
83, Pall Mall, London. S.W. 1, mice 3*. 


URBAN VITAL STATISTICS. 

(Week ended August 3rd, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 12*1. against 18*1 and 13*1 per 1000 in 
the two preceding weeks. In London, with a population slightly 
exceeding 4,000,000 persons, the death-rate was 11*4, or 0*4 per 1000 
below that recorded in the previous week ; among the remaining 
towns the rates ranged from 3*0 in Cambridge. 5*1 in Swindon, and 
5‘8 in Wimbledon, to 20*2 in Exeter, 20*6 in Sunderland, and 31 5 in 
Aberdarc. The principal epidemic diseases caused 255 deaths, which 
corresponded to an annual rate of 0*8 pbr 1000, and included 74 from 
Infantile diarrhoea, 66 from measles, 63 from whooping-cough, 39 from 
diphtheria, 11 from scarlet fever, and 4 from enteric fever. The 
deaths from whooping-cough were the lowest recorded In any week of 
the current year ; the deaths from measles and diphtheria showed a 
slight increase over the numbers recorded in the previous week. The 
766 cases of scarlet fever and 927 of diphtheria under treatment in 
the Metropolitan Asylums Hospitals and the London Fever Hospital 
were 21 and 34 below the respective numbers remaining at the end of 
the previous week. The 878 deaths from all causes in London Included 
38 from influenza, against 287.192, and 86 in the three preceding weeks. 
The causes of 31 deaths in the 96 towns were uncertified, and included 
5 in Liverpool. 

*Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality was 13*1, against 17 4 and 14*2 per 1000 in the two preceding 
weeks. The 280 deaths in Glasgow corresponded to an annual rate of 
13*1 per 1000, and included 13 from infantile diarrhoea/6 from whooping- 
cough, 5 from diphtheria, 3 from measles, and 1 each from enteric fever 
and scarlet fever. The 79 deaths in Edinburgh were equal to a rate of 
12*4 per 1000, and Included 1 each from whooping cough and- from 
infantile diarrhoea. 

Irish Towns.—The 122 deaths in Dublin corresponded to an annual 
rate of 15*9, or 41 below that recorded in the previous week, and 
included 2 from Infantile diarrhoea, and 1 each from enteric fever and 
measles. The 113 deaths in Relfast were equal to an annual rate of 
15*0 per 1000, and included 7 from infantile diarrhoea and 2 from 
whooping-cough. 


Donations and Bequests. — The late Mrs. 
Elizabeth Tupper has left among other bequests £3000 each 
to the Cancer Hospital, the Hospital for Consumption and 
Diseases of the Chest, Brompton, St. Mary’s Hospital, and 
Middlesex Hospital; £2000 each to University College 
Hospital, Gower street, the Royal Hospital for Incurables, 
Putney, Royal Naval Benevolent Society, Guy’s Hospital, 
the Samaritan Free Hospital for Women and Children, 
Seamen’s Hospital Society, the National Hospital for the 
Paralysed and Epileptic, and the London Hospital ; £1000 
each to the Society for the Prevention of Cruelty to 
Children, the Infant Orphan Asylum, Wanstead, the Royal 
London Ophthalmic Hospital, and the Earlswood Asylum 
for Idiots; and £500 to the Society for the Prevention of 
Cruelty to Animals.—By the will ‘of the late Mr. Gunner 
Henry Patteson Strong the testator bequeathed £1000 to 
Gny’s Hospital to endow a bed and £300 to the Dunster 
Cottage Hospital, Somerset. 
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FREDERICK THOMAS ROBERTS, M D„ F.R.C.P. Lond., 
D.Sc. University of Wales, 

CONSULTING PHYSICIAN TO UNIVERSITY COLLEGE HOSPITAL AND THE 
BROMPTON HOSPITAL FOR DISEASES OF THE CHEST. 

Wfi announced last week the death of Dr. Frederick 
Roberts in his seventy-ninth year, who for a long period was 
one of the best known physicians in London, alike for his 
scientific opinions and as a teacher and an author. A Welsh¬ 
man by birth, he commenced his medical career by entering 
the Medical College at Liverpool, whence he proceeded to 
University College, London, joining the medical school. 
In the examination for the medical degree he was gold 
medallist in anatomy and physiology in 1860, became 
M.R.C.S. Eng. in 1861, B.Sc. Lond. in 1862, and graduated 
in medicine the following year. 

After holding for a brief space of time the appoint¬ 
ment of assistant physician to the Liverpool Northern 
Hospital, he returned, as was inevitable with his excellent 
student record, to University College, London, and in 1870, 
in which year he took the M.R.C.P. and the M.D. Lond., was 
appointed demonstrator of anatomy. The appointment marked 
the beginning of a great change in the system of medical 
instruction in the school. The system of teaching by 
“demonstrations” had begun to make its way elsewhere, 
but had not been adopted at University College. There 
were no demonstrations. There w^-e, indeed, two demon¬ 
strators of anatomy who looked into the dissecting-room for 
a couple of hours every day. But that was all. The students 
had their lectures and their books, and they really did 
dissect; but for the most part they had to work out their own 
salvation with their own brains and discussions amongst 
themselves. The plan was a good one at bottom, but superior 
direction was lacking. Roberts came from Liverpool a fresh 
young man and full of energy, having lectured on almost every 
subject in the medical curriculum, his mind stored with 
an infinite variety of facts which were easily accessible and 
carefully arranged with all the method of a card-index. He at 
once started in the dissecting-room some excellent demonstra¬ 
tions on the convolutions gf the brain, an innovation, as some 
of those who had almost finished their anatomy thought, 
and they proudly, perhaps conceitedly, held aloof from 
them. But Roberts’s example was quickly followed in 
other departments, and demonstrational instruction and 
revision classes (and what are popularly known as “grinds ”) 
soon became as common at University College as everywhere 
else. 

Roberts was a first-rate teacher of anatomy, as he soon 
had the opportunity of showing, for the professor, 
George Viner Ellis, fell ill, and the task of giving the 
set anatomical lectures devolved on his junior for a con¬ 
siderable time. It was not long before he joined the 
hospital staff as assistant physician, and those who had 
attended his anatomical lectures and demonstrations, and 
afterwards followed him in the out-patient room and the 
wards, could not fail to observe that his clinical and syste¬ 
matic lectures were arranged upon the familiar pattern. 
With him everything naturally fell into the tabular form — 
history, etiology, pathology, diagnosis, and treatment; and, 
though the students sometimes made fun of it, they found it 
an invaluable help in arranging their own ideas, not only for 
permanent use, but for the more transient requirements of 
i he examination-room. His lists of the causes of any par¬ 
ticular physical sign or symptom were most • carefully 
prepared, and looking back it is interesting to remember 
how often “bad teeth” took almost as prominent a place 
as “ pyorrhoea ” takes to-day. 

In 1877 Roberts became F.R.C.P. Lond. and in the follow¬ 
ing year full physician to the hospital. In his visits in 
the wards it was Roberts’s special delight to demon¬ 
strate to his class the methods of percussion and auscul¬ 
tation, and Sir William Jenner used to refer students 
to him to learn how to percuss a chest. No little 
amusement was ofcen elicited in comparing his light, 
fully-trained touch with the heavy, almost rib-breaking 
efforts of the new clinical clerk. In his appreciation of 
slight variations in the percussion note and the quality of 
cardiac murmurs his accurate musical ear stood him in good 

stead. It is always well that in a medical school different 
methods of clinical teaching should be represented, and this 
was strikingly the case at University College Hospital when 

Roberts first took charge of wards, with Wilson Fox, Ringer, 
and Bastian as his senior colleagues. His clinics were 
always crowded, and in addition to his sound and clear teach¬ 
ing there was a natural bonhomie about him which captivated 
the students and was better than a dose of medicine for the 
patients, who looked forward to his visit like a tonic. In 
remembering Roberts as a teacher, not a few will call to 
mind his course of lectures as Professor of Materia Medica. 

The subject as then taught was at the best not an exhilarat¬ 
ing one, but somehow Roberts succeeded in making it 
attractive to a large and attentive class, and there must be 
many who, carrying their memories back to the early 
eighties, will recall the carefully prepared definitions of the 
various groups of therapeutic agents, among which that 
mysterious group, the “alteratives,” must have proved 
particularly difficult for the lecturer to put in its right 
place. It was almost a matter of course that Roberts should 
write a handbook of medicine; and a very successful 
venture it was. Its title was the 11 Theory and Practice of 
Medicine.” It passed through many editions and grew into 
a huge volume. As we turn its pages we find again, as in 
his anatomical and clinical teaching, everything falling into 
its proper pigeon-hole with charming accuracy and precision. 

Thinking of all these things, and of how good a physician 
he was, and how large his public — for it must be remembered 
that he was also physician to the Brompton Hospital—one 
wonders how it was that Roberts did not secure one 
of the first consulting practices in London. It is 
impossible to specify the exact combination of qualities 
that lead up to complete success. Not that Roberts 
failed in this respect. He was busy enough. But he 
often spoke of his practice with some disappointment, and 
said that he would have done much better if he had gone on 
the operatic stage, till sometimes the thought arose whether 
his great reputation as a singer might have interfered with 
his reputation as a physician. Be that as it may, he certainly 
had the musical gifts of his race developed to the highest 
degree and an incomparable tenor voice, and a manner and 
style that made the trivial words of a light song go to your 
very heart. It was a voice without an edge, and till he was 
quite an old man Roberts’s songs were always looked forward 
to and encored at Brompton dinners, at the annual Uni¬ 
versity College festivals, and in his own house in Harley- 
street, where the music room was a shrine, and where the 
generous repast was always followed by a musical treat of 
the highest order. 

Dr. Sidney Martin writes : — 

Frederick Roberts was appointed assistant physician to 
University College Hospital at a time near the end of William 

Jenner’B great career as pioneer in medicine and clinical 
teacher in the medical school. He was a pupil of Jenner, 
and was, like all others who came under his influence, 
profoundly affected by his teaching and personality. Roberts 
soon obtained a definite position in the medicai school as 
the result of his industry and clinioal teaching. He was not 
an original worker or thinker; but his mind was very 
methodical and his definition clear, so that his clinical 
demonstrations were highly appreciated, more particularly 
by the junior students. There were, indeed, some who were 
inclined to belittle his method of teaching, which perhaps 
classified the symptoms of disease in too methodical a 
manner. But there is no question that his method was of 
great value to many who were beginning the study of 
medicine at the bedside. His systematic lectures were 
always clear expositions of the subject. For some years he 
lectured in the particularly dull subject of materia medica 
with success. His lectures in medicine did not, like those 
given by Russell Reynolds and Ringer, deal with pictures 
of disease, but consisted in a categorical statement of the 
symptoms of particular disease; a method useful, indeed, * 

for examinations, but not sufficiently stimulating, perhaps, 
for the thinking student. During the whole of his career at 
the staff of the hospital Frederick Roberts maintained his 
energy in teaching ; lie was always ready to help the student, 
and thus became a most important member of the medical 
school. Numerous are the practitioners of medicine who are 
grateful to him for his clear exposition of the symptoms of 
disease. > 

Roberts’s active career in the medical school was at a 
period before the development of bacteriology, so that he 
was not in touch with the recent developments of medicine. 

If anything he belonged to the school of Walsh, which spent 
itself in the minute examination of the physical signs of 
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disease. This is a useful aspect of clinical medicine, but its 
too exclusive studv is apt to obscure a wide view of the 
study of disease. As a colleague Roberts was delightful and 
loyal to his colleagues, to the school, and upright in all his 
dealing. There was no better friend to have, and his 
beautiful singing will remain in the hearts of his friends for 
all time. 

Dr. Walter Carr writes :— 

Among the many distinguished members of the medical 
staff of University College Hospital during the last quarter 
of the nineteenth century Dr. F. T. Roberts was in several 
respects an out-standing figure. His imposing personal 
appearance, his unfailing bonhomie , the special charac- 
tenstics of his teaching, his many acts of personal kind¬ 
ness, his magnificent and well-trained voice, all combined 
to make him exceptionally popular with successive genera¬ 
tions of students. Who can forget the way in which he 
would stride into his ward and, standing by the bedside of 
a patient, commence a clinical lecture on the causes 
of some particular symptom—“ Firstly, nothing at all ; 

secondly, ba4 teeth; thirdly .,” and so «>n, until 

every likely or unlikely cause had been discussed. 
Classification was of the essence of his teaching alike 
in the wards, in his systematic lectures on thera¬ 
peutics, and in his well-known text-book on Medicine. 
Possibly the method was carried too far, as it tended to 
attach equal importance to frequent and to rare causes of 
disease, to common and to exceptional symptoms, to all- 
important and to comparatively valueless drugs ; neverthe¬ 
less, it served to make us thorough in the investigation of 
cases and to diminish the risk of our overlooking or for¬ 
getting less important causes or symptoms. Incidentally it 
was most valuable for the immediate purpose of helping us 
to pass examinations. 

In some respects Roberts was in advance of his time. He 
impressed upon us the importance of the teeth at a period 
when they were only too frequently entirely disregarded and 
when pyorrhcea was as little thought of as were adenoids. 
He often foretold that a day would come when diseases 
of the pancreas would figure far more prominently in 
medicine than was then the case. Perhaps he was at his 
best when passing comparatively quickly from bed to bed he 
would make a few pertinent remarks on the salient features 
of each case. From his special experience at the Brompton 
Hospital, aided doubtless by his fine ear for sound, he was 
naturally particularly interested in lung diseases, and his 
pupils are never likely to forget the importance he very 
rightly attached to pleural adhesions and, above all, to 
“mixed morbid conditions in the chest.” Only a few years 
ago the writer of these notes published a clinical lecture on 
this subject in one of the medical journals, in which he 
referred to his indebtedness to his old teacher. A few davs 
later he received a characteristically kindly letter of thanks 
from Roberts, in which he said how often others had 
appropriated his teaching without any acknowledgment 
whatever. 

The amount of work which Roberts got through, apparently 
without undue strain or effort, must have been enormous. 
In addition to a large private practice, he was regular in his 
attendance and teaching at two important hospitals; he was 
constantly bringing out a new edition of his popular book on 
medicine, not to mention a good deal of other literary work ; 
he was a very active Fellow of the Medical Society of 
London, finally becoming President; and he seemed posi¬ 
tively to revel in examinerships, of which he held a 
remarkable number. Nevertheless, he found time also for 
an unusual amount of social life, and no account of him 
would be complete without a reference to his quite 
exceptionally fine tenor voice, which fully maintained the 
traditional reputation of his native country—Wales—as a 
home of song. 

Roberts retired from the active staff of University College 
Hospital in 1905, and his closing years were a period of 
enforced quietude and retirement, pathetic by contrast with 
the strenuous activities which have been set out above. He 
was a great figure in medical education during the last 
quarter of the nineteenth century. 


HENRY BETHAM ROBINSON, M.D., M.S. Lond., 
F.R.C.S. Eng., 

SENIOR SURGEON TO ST. THOMAS'S HOSPITAL; SURGEON TO KING 
GEORGE HOSPITAL; MAJOR, R. A.M.C. (T.). 

We recorded last week the death on July 31st, in his 
58th year, of Mr. H. B. Robinson, senior surgeon to St. 
Thomas’s Hospital, and lecturer on surgery in the Medical 

School. 

Henry Betham Robinson was born in August, 1860, received 
his school education at Dulwich College, and entered the 


medical school of St. Thomas’s Hospital, London, where he 
won many distinctions, amongst them the scholarship and 
gold medal in medicine at the London M.B. examination 
(1885) and the gold medal for the B S. In 1887 he became 
a Fellow of the Royal College of Surgeons of England, and was 
appointed Hunterian Professor in 1893, giving a course of 
lectures on Cystic Diseases of the Breast. In the same year 
he was elected on the surgical staff of his hospital, ascending 
the scale until at the time of his death he was senior surgeon 
on the acting staff, as well as consulting surgeon to two 
children’s hospitals in the East End. His services as a 
teacher were largely in demand. He was the last surgeon 
on the staff to give lectures on anatomy at his medical 
school, and until his death he held the lectureship on 
surgery, the entire systematic course falling on him during 
the winter months owing to the absence of a colleague. 
For many years he was examiner in surgery at the 
Universities of London and Manchester. As surgeon 
at St. Thomas’s Hospital he held a Territorial com¬ 
mission, and in August, 1914, he was called up and 
attached as. a la suite officer to the Second London 
General Hospital. Soon after he accepted a similar appoint¬ 
ment at the newly opened King George Hospital, and 
in 1915, when the military side of St. Thomas’s became 
No. 5 London General Hospital, he took charge of beds 
there as well. Thus for three years he worked incessantly 
at three military hospitals as well as his civil ones, and only 
during the last few months was he relieved of beds at the 
first named. These exhausting years, in which his energies 
never seemed to flag, contributed doubtless to his early 
breakdown. 

As a surgeon Mr. Robinson was notable for the thorough¬ 
ness of his methods, combined with a quickness which 
was never practised at the expense of the patient. He was 
an excellent diagnostician, particularly in abdominal affec¬ 
tions. For some years he was in charge of the throat depart¬ 
ment at St. Thomas’s Hospital, after he had left it retaining 
both his skill and interest in that line of work. As a 
teacher he was an unfailing attraction to the students. He 
had a good delivery, formed clear opinions, and enunciated 
them in well-chosen but simple language. A factor in his 
success was the evident enjoyment that teaching gave him, 
and he still retained his ward-classes after ill-health had 
obliged him to give up operating. Mr. Robinson also wrote 
with a clear and trenchant style, but apart from an article 
in Quain’s Dictionary and reports of cases in weekly and 
monthly journals his busy life gave him little time for 
literary work, and it is feared that his researches on the 
diseases of the mammary gland may remain unrecorded. 

Of the personal characters which made Mr. Robinson such 
a popular figure at his school an intimate friend writes : — 

“Even a stranger might have realised the mingled affection 
and respect with which Robinson was regarded by all at 
St. Thomas’s if he happened to be a guest in the operating 
theatre and saw the surgeon, the dressers, and the nurses all 
bubbling together over some little touch of humour on the 
part of their chief which he unaffectedly enjoyed at least as 
much as the rest. This element of simplicity in his character 
made it possible for him to enter naturally into the social 
life of the school. His participation in the staff race was a 
feature at the annual sports. In his student days he had 
been a regular playing member of what might be called the 
‘ ever-victorious ’ Rugby football team of the ‘ eighties,’ and 
this was one of his most cherished recollections.” 

Mr. W. H. Battle sends us a further appreciation :— 

“ Mr. H. B. Robinson was a man whose earnestness of 
endurance was crowned by thoroughness of performance. 
There were few days on which he spent less than five hours 
at the operation table, and those associated with him 
appreciated more and more his accuracy of diagnosis and 
judgment, as well as his skilful operative work. There 
can be little doubt in the minds of those who know 
the immense amount of work which he did during 
the last three-and-a-half years of his life, that he 
sacrificed himself on the altar of duty quite as much 
as the man who goes abroad and dies there from 
one of the risks incidental to warfare in the field. Those 
of us who are left have to mourn the loss of a good 
colleague and faithful friend. His quiet unassuming life was 
an example to the profession; he let his efficient per¬ 
formance of duty and practical knowledge speak for him. 
Shortly before his illness necessitated absolute retirement 
he had the satisfaction of admitting his only son to the 
Cheselden Lodge of Freemasons, of which he himself was 
Master at his death.” 
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3®rtfiral Steins. 

Examining Board in England by the Royal 
Colleges of Physicians of London and Surgeons of 
England. — As the result of the recent Final Examination, 
held from July 9th to 22nd, the following candidates were 
approved in the subjects indicated, but are not eligible for 
diplomas :— 

Medicine.— W . M. Anthony, St. Thomas's; B. A. Astley-Weston, 
Bristol; P. Banbury, St. Thomas’s; L. H. Bart ram and F. T. 
Burkitt. Cambridge and St. Bart.'s: D. Campbell. M.P.New York, 
New York; Elizabeth Casson. Bristol; N. Cheua, Middlesex; 
C. B. Clarke. Cambridge and Univ. Coll.; W. Davies, London ; 
Mary Day. St. Mary’s; G. B. Dowling. Guy’s; C. C. R. Downing. 
Cambridge and Univ. Coll.; H. Franklyn, Cambridge and St. 
Bart.B; L. E. Frazer. Cambridge and St. Thomas's: W. A. 
Freedman. M B., B.S. Durh., Durham; C. F. Good, London; 
Dorothy Winifred Gowers, Royal Free ; W. R. G. Harris, London ; 
F. Y. Hasaballa, Charing Cross; A. T. Hawley. Cambridge and 
St. Thomas’s; E. T. Holden, Birmingham; A. W. Holgate, Univ. 
Coll.: A. St. G. J. M. Huggett and G. R. Hull, St. Thomas's; 
K. H. Johnson, Manchester; R. D. Jones, St. Bart.’s; 
F. W. Kemp, Charing Cross; H. W. Kerfoot, M.D., C.M. McGUl, 
McGill; P. C. Livingston, Cambridge and London ; T. D. Llewelyn. 
Cardiff and St. Thomas’s; W. K. McKay, Guy’s; T. C. McKenzie, 
Birmingham; C. F. McLean, Cambridge and St. Thomas’s ; C. D. 
Maitland. St. Thomas’s; G. Millar, St. Bart.'s; F. Morcos. St. 
Marys; W. A. W. Parkes, Birmingham; K. A. Pearson, London; 
H. J. A. Pollard. Cambridge and St. Bart.’s; H. L. Pridham, St. 
Bart.’s; F. A. Prosser, Liverpool; F. W. Reitz. Guy’s; E. D. T. 
Roberts, St. Thomas's; L. I. Roberts, Univ. Coll.; R. H. 0. B. 
Robinson, Cambridge and St. Thomas’s; R. J. Saunders, London ; 
Hilda Norah 8hufflebotham, M.B., Ch.B., B.Sc. Birm., Birming¬ 
ham ; C. G. D. Siggs, Guv's ; J. Splra, Brussels and St. Thomas’s; 

F. H. Stuttaford and A. C. Teuten, St. Mary’s ; J. B. de V. van der 
Merwe, Guy’s; W. K. M. Wardill, M.B., B.S. Durh.. Durham; F. F. 
Wheeler, St. Mary’s; E. C. Whitehall-Cooke. St. Thomas’s; J. M. 
Winnett, London ; and G. Winter, Birmingham. 

Surgery. — J. C. Andrews, Cambridge and London; J. B. Barnett, 
Birmingham; H. F. G. Bemcastle, Guy’s; W. L. Berry, 
St. Bart.'s; J. M. Brydson, Durham and London; II. C. H 
Bull, St. George’s; W. M. Casper. Cambridge and St. Bart’s; 
R. A. Cooke, Liverpool ; C. F. Eminson. Charing Cross; G. A. 
Fisher, Cambridge and St. Bart.'s; G. A. Goolden, Cambridge and 
St. Thomas’s; P. E. Gorst, Liverpool; F. Gray, B. A. Cantab, 
Cambridge and St. Bart.’s; E. G. T. Holden, Birmingham ; 0. M. 
Jones, Cambridge and Liverpool ; E. G. Joseph. Edinburgh; 
\. J. F. JUck. London ; P. Lloyd-Williams, St. Thomas's; G. L. 
Lyon Smith, Cambridge and St. Bart.’s ; H. C. McAlister, M.B.Tor., 
Toronto; E. K. Macdonald. St. Thomas's; R. S. Ralph, Guy's; 

A. H. J. Smart, Cambridge and St. Thomas’s; E. K. R. 8purway, 
M.B., Ch.B. Birm., Birmingham; A. E. Ward, St. Thomas’s; 
W. L. M. Wardill. M.B., B.8. Durh., Durham ; and R. WolfT, B.Sc. 
Cape Univ., L.D.S. Eng., Middlesex. 

Midwijcry.—l. M. Abd El-Said, Univ. Coll. Hosp. ; N. S. Alder, St. 
Thomas's; J. H. Allan, Liverpool; G. W. Almeyda. London* 
Marjorie Back, Royal Free: H. Barbash. Cambridge and St Bart.’s; 

G. A. E. Barnes and B. F. Behman. Univ. Coll.; F. J. Bennett. 
Cambridge and Manchester: M. Z. Bochenek. London; G. A A. 
Bradnack, Guy’s; P. J. Briggs, Cambridge and Guy’s; Ella 
Marianne Britten, St. George’s; Anna Bridget Broman, Roval 

H. Brookman. Middlesex; O. H. Brown. Charing Cross; 
J. M. Brydson, Durham and London ; D. Campbell, M.D. New York, 
New York; Elizabeth Casson, Bristol; Marjorie Carnsew Chappell 
Royal Free; H. B. Cole, Cambridge and St. Bart.’s; P. C. Collyns, 
St. Bart.’s; R. A. Cooke. Liverpool; J. C. Davies. St. Bart.’s; Mary 
Day. St. Mary s; J. P. de Silva, London; J. C. Dlxey, Oxford and 
St. Bart, s; G. B. Dowling. Guy s ; R. H. Emmett, Cambridge and 
St. Gedrges; R. 8. Foss, St. Thomas’s ; E. J. Gaffney, L.D S Eng 
Guy’s; J. F. Gaha, Dublin; W. Gbtbe, Middlesex; C. Grantham- 
Hill. Cambridge and London: F. Gray, Cambridge and St. Bart.’s; 
C. H. Gunasekara. Cambridge and Middlesex; B. C. Hardiman, 
M.D., C.M. (Queen's Univ., Queen’s Univ., Ont.; Joan Margaret 
Redford Harris. Royal Free; O. S. Hillman. Middlesex; 

H. C. Hopkinson, Cambridge and Manchester; C. MrC. 
Jones. Cambridge and Liverpool ; E. G. Joseph, Edinburgh; 
H. Kamal, King’s College; H. D. Keif, St. Bart.’s; M. A. 
heshvalu, Hyderabad and Unir.* Coll. ; R. B. P. Lansdown, 
Cambridge and Guy’s; F. W. Lemarchaud. St. Bart.’s; G. L. 
Levin, Univ Coll.; L. Lyne, Guy’s; Elizabeth Esther McCulloch, 
Liverpool; E. D. Macmillan. St. Bart.'s; Malati Madgavkar, 
Birmingham; A. A. E. S. Mansour. Charing Cross; T. Mensa- 
Annan, Cambridge and King’s College; A. Mishriky. St. Marys- 
G. T. Mody, M.B..B.S. Bombay. Bombay and Bristol; Eva Morton, 
Royal Free; C. F. Newman, Birmingham; V. A. Newton, 
Birmingham; W. H. Palmer, Cambridge and St. Thomas’s; C A’ 
Paulusz, L.M.8. Ceylon, Ceylon and Guy’s; G. A. Pennant, C&niiff 
and Bristol; F. L. Pickett, Manchester; F. A. Prosser. Liverpool ; 
Enid Margaret Mary Quaife, Royal Free and St. Mary’s ; W. Relkan 
Manchester; B. R. Reynolds. Cardiff and Bristol; Hilda Winifred 
Richards St. George s ; W. A. Richards, Cardiff and Charing Cross ; 
J’ c -R-K'chardaon and H. S. Robinson, London ; J. C. Russell, 
Cambridge and London; Hilda Nora Shufflebotham, M.B., ChB 

B. Sc. Birm Birmingham ; L. A. Simalka, St. Bart.’s; J. V. A. 
Simpson, Middlesex; Mary Sylvia Stocks, Royal Free and St. 
Mary s ;C.B. Taylor. Cambridge and Univ. Coll.; A. L. Telling. 
Leeds; D. \ Townahend, Birmingham ; R. W. Warrick and E. R. 
Webb, Guy s; G. A. O. White, Middlesex ; R. L. Williams, 
Cambridge and St. Bart.’s; Ethel Dorothy Willis, Manchester ; M. 
Wong, Cambridge and St. Thomas’s; S. C. Woodbouse, London ; 

C. Young, Middlesex; and F. Young, Guy’s. 

Post-Graduate College, West London Hos¬ 
pital.— Daring next week clinics will be held each week day 
at 2 p.m., Wednesday, Friday, and Saturday also at 10 a.m. * 

W omen Students at University College 

Hospital.— The General Committee of University College 

Hospital has decided to admit women students to the 
hospital and medical school from Oct. 1st next. The 

Faculty of Sciences at University College has been open to 
women since 1877, and the Faculty of Medical Sciences since 

October, 1917. Women will thus now be able to take their 
whole medical course at University College and University 

College Hospital, and to avail themselves of the arrange¬ 
ments made with the National Hospital for the Paralysed, 
Queen-square, the Hospital for Sick Children, Great Ormond- 
street, and the Central London Ophthalmic Hospital, Judd- 
street, for students of University College Hospital to carry 
out a portion of their clinical studies at these special 
hospitals. 

Poor-law Medical Officers’ Association. — 

This association held its annual meeting at its offices, 

34, Copthall-avenue, E.C. 2, on June 27th. As the President, 
Surgeon-General G. J. H. Evatt, C.B., was detained on 
military duties the' chair was taken by Dr. A. A. Napper. 

The annual report showed considerable activity and an 
addition of 31 new members. The rules were revised and a 
discussion on the Poor-law and its future followed. The hono¬ 
rary seoretarv, Dr. A. Withers Green (City of London) read a 
short paper on the Future of the Poor Law. The subject was 
taken up by Lieut.-Col. C. Thackray Parsons, R.A.M.C., of 

Fulham Military Hospital, at some length, as well as by Dr. E. 

Claude Taylor, of the Hampstead General Hospital. Consider¬ 
ing war conditions the meeting was well attended and the 
interest sustained. A full report will be found in the coming 
number (August 10th) of the Medical Officer , published at 36, 
Whitefriars-street, E.C., which is sent free to each member 
of the association whenever it contains an inset from the 

Poor-law Medical Officers’ Association. Council meetings 
are held quarterly at the above offices. The annual sub¬ 
scription is 5$. It would be well if the Poor-law medical 
officers of each county or district were to meet together to 
discuss their interests, especially in view of probable coming 
changes, and send their conclusions to the honorary 
secretary. # 

Central Midwives Board. — A special meeting 
of the Central Midwives Board was held at Queen Anne’s 

Gate Buildings, Westminster, on July 24th, with 8ir 

Francis H. Champneys in the chair. Certain midwives 
were struck off the roll, the following charges amongst 
others having been brought forward 

A midwife being in attendance at a confinement she neglected to dis¬ 
infect her hands and forearms on each occasion before touching the 
generative organs of the patient, as required by Rule H. 4 ; she 
neglected to wash the patient’s external parts with soap and water 
and then to swab them with an efficient antiseptic solution (1) before 
making the first internal examination ; (2) after the termination 
of labour; <3i during the lying-in period, as required by Rule B. 8. A 
child suffering from inflammation of. and discharge from, the eyes the 
midwife did not explain that the case was one in which the attendance 
of a registered medical practitioner was required, as provided by 

Rule E. 21 (5). A midwife neglecting to take and record the pulse and 
temperature of the patient at each visit, as required by Rule E. 14 ; 
neglecting to enter her records of pulse and temperature in a notebook 
or on a chart carefully preserved, as required by Rule E. 14. Not being 
scrupulously clean in every way, as required by Rule E. 2, and not 
keeping her register of cases as required by Rule E. 24. Having 
been in contact with a person suffering from puerperal fever the 
midwife neglected to notify the local supervising authority thereof, 
as required by Rule E.22 (1) (e); that in the years 1917 and 1918, with 
intent to avoid inspection by the local supervising authority, she 
falsely represented to the Inspector of Mid wives of the London County 

Council that she was not practising or Intending to practise as a 
midwife, but only as a maternity nurse under medical practitioners. 

Medical aid having been sought for a patient the midwife neglected 
to notify the local supervising authority thereof, as required by 

Rule E. 22 (1) (a); she did not on each occasion when attending the 
patient wear a clean dress of washable material, as required by Rule E.2. 

A child suffering from serious skin eruptions marked by the formation 
of watery blisters, the midwife did not explain that the case waa 
one In which the attendance of a registered medical practitioner 
was required, as provided by Rule E.2I (5); discontinuing her 
attendance at a time when the conditions of both mother and child 
were abnormal. In disregard of Rule E. 12. and eiterlng in her chart, 
lists of temperature and pulse purporting to record the daily tempera¬ 
ture and pulse of the patient, well knowing that such entries were 
false. 

At a meeting held on July 25th a letter was considered 
from the medical officer of health for the county of Durham 
asking : — 

(a) Whether any objection can be raised to a registered medical 
practitioner employing a certified midwife to attend his midwifery 
cases, the midwife being paid a fixed salary for her attendance, in¬ 
cluding the collecting of fees due to her employer and paying them 
over to him. ( b) Whether In such a case the midwife Is bound to con¬ 
tinue her attendance on the patient for ten days after the confinement 
or can she hand over the conduct of the ease during the lyiug-in period 
to her employer. (c) What action should be taken by a county 
council desirous of appointing a subsidised midwife In a district not 
adequately provided with trained midwives where the local medical 
practitioners object to her appointment unless they receive a guarantee 
for the payment by the county council of their fees when called in on 
the advice of the midwife, whether the patient can afford to pay the 
fee or not. 
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The Board decided fchafc the reply be 

(a) That there Is no objection to such an arrangement. (6) That 
under the circumstances specified the midwife is bound to attend for 
the period of ten days after the labour, (c) That as the County Council 
subsidises the midwife It ought to hold itself responsible for the 
payment of the doctor when required. 

It was unanimously resolved that in the opinion of the 
Board it is desirable to pass the following resolutions, to 
come into effect if and when Clause 10 of the Midwives Bill, 
1918, becomes law:— 

(a) That having regard to the equivalent value of the standards of 
training and examination required by the Central Midwives Board for 
Scotland and by this Board it be an instruction to the secretary 
to admit to the Roll of Midwives, subject to compliance with 
the terms and conditions of 8ection 10 of the Midwives Act. 1918, any 
woman holding the certificate of the Central Midwives Board for 
Scotland in virtue of having passed the examination of that body, and 
to report his action to the Board. (6) That in the case of a woman 
applying to be certified under Section 10 of the Midwives Act, 1918, by 
reason of any qualification other than that of holding the certificate of 
the Central 'Midwives Board for Scotland in virtue of having paused the 
examination of that body, the secretary do report thereon for such 
action to be taken as the Board may deem expedient. 

British Scientific Products Exhibition.— 
Under the auspices of the British Science Guild an exhibi¬ 
tion of four weeks’ duration will be held at King’s College, 
London, daring August and September, with the obiect of 
emphasising the need for scientific research and for the 
application of its results to the arts and industries. The 
exhibits will include chemical, electrical, surgical, bacterio¬ 
logical, and pathological appliances, optical apparatus, and 
various processes in food production and conservation, with 
the intent to show that by the combination of science and 
industry this country 44 has done nearly as much in the four 
years of war as the Germans did in the preceding 40 ’’—this 
being the claims of the organisers. 


|jarlkmentarg Intelligent. 

NOTES ON CURRENT TOPICS. 

Medical T reatment of School Children. 

The Lords amendments to the Education Bill have been 
agreed to by the House of Commons. A new clause setting 
out the provisions as to medical treatment of school children 
has been thus assented to in the following terms 
44 A local education authority shall not in exercise of the power* con¬ 
ferred upon them by paragraph (6) of Subsection fl) °f Section 13 
of the Education (Administrative Provisions) Act, 1907, or by this Act, 
establish a general domiciliary service of treatment by medical practi¬ 
tioners for children or young persons and In making arrangements for 
the treatment of children and young persons a local education authority 
shall consider how far they can avail themselves of the services of private 
medical practitioners.” 


EDITORIAL NOTICE, 

In oansequence of the pressure on our space and the shortage 
of paper, the Editor may he compelled to abbreviate communica¬ 
tions, as an alternative to their refection , when time does not 
allow them to be reconsidered by their authors. 


appointments. 

Bourne, A. W.. M.B., has been appointed Temporary Obstetrician and 
Gynaecologist at the Municipal Hospital of the Wlllesden Urban 
DistAot Council. 

Hunter. Aluson Mary. Temporary Resident Assistant Physician at 
Ruchlll Hospital, Glasgow. 


#acanries. 


For further information refer to the advertisement columns. 
Birmingham University.—Sen. Demonstrator of Anatomy. £250. 
Blackburn County Borough.— Two Asst. M.O.H. £500. 

Bolingbroke Hospital , Wandsworth Common, S. H'.—Res. M.O. £200. 
Bram'eote Sanatorium, Nuneaton.— Res. M.O. £300. 

Brighton County Borough Asylum , Haywards Heath.— L.T. Asst. 
Res. M.O. £7 Is per week. 

Brighton, Royal Sussex County Hospital.— Jun. H.8. £80. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Cheltenham Eye, Ear, and Throat Free Hospital.— Asst. S. £400. 

East Ham Education Committee.— Temp. Asst.. School M.O. £350. 
Glasgow, Govan District Asylum, Cardonald.— Sen. Asst. M.O. Also 
Locum. 

Great Northern Central Hospital.— Casualty Officer. £200. 

Manchester, Ancoats Hospital.—Sen. H.S. £250. 

Manchester County Asylum, Prestwick.— L.T. £7 Is. per week. 
Manchester Royal Eye Hospital.— Sen. H.S. £120. 

Middlesex. Education Committee.— Asst. School M.O. £400. 

Middlesex Hospital, W.— Obstet. and Gynasco. H.S. 
Newcastle-upon-Tyne Education Committee.— Asst. School M.O. £350. 
Newcastle-upon-Tyne . Royal Victoria Infirmary.— Anesthetists. 
Norwich, Norfolk and Norwich Hospital.—H.S. £400. 

Nottingham General Hosjrital.—Two Female H.S. £250. 

Nottingham, Ransom Sanatorium, Mansfield —Res. M.O. £250. 

Notts Education Committee.— Asst. Sch. M.O. £400. 

Rainhill, nr. Liverpool, County Asylum.— Temp. Asst. M.O. 7 gi. wk. 
Rochdale Infirmary and Dispensary.— Jun. H.S. £150. 

Sheffield Royal Infirmary.— Rob. S.O. £200. Also H.S. £150. 
Stoke-on-Trent County Borough.— Asst. Tuberc. O. £360. 

Sunderland, Durham County and Sunderland Eye Infirmary.— Locum. 
Walsall General Hospital.— Female H.S. and Anaes. £175. 

West London Hospital, Hammersmith-road, W — H.P. £4 4a. oer week. 
Whitehave7i and West Cumberland Infirmary.—Res. H.S. £150 to £180. 


$irtjis, Storages, anir geatjjs. 


BIRTHS. 

Aldridge.— Cn July 31st,at Magdalene House'Glastonbury, Somerset, 
the wife of F. J. Aldridge, B.A., B.M., B.Ch. Oxon., of a son. 

Benso*.— On August 2nd, at “ Elmhurst.” Devonshlre-road, Sherwood, 
Nottingham, the wife of Lieutenant-Colonel W. A. Benson, D.S.O., 
T.D., R.A.M.C.. of a son. 

Bushk.— On July 31st, at St. Hilarv-terrace. Stoke, Devon port, the wife 
of Fleet Surgeon C. K. Bushe, R.N., M.D., of a son. 

Chopping.— On August 4th, at Devonshire-gardens, Glasgow, the wife 
of Colonel Arthur Chopping, G.M.G., R.A.M.C.. of a daughter. 

Herdman-Newton.— On July 28th. at Tremorvah Lodge, Truro, the 
wife of Surgeon R. H. Herd man-Newton, R.N., of a son. 

Hilton Jones.— On July 24th, at 44 Penygarth,” Harlech, North Wales, 
the wife of Major R. O. Hilton Jones, M.C., R.A.M.C., of a son. 

Tate.— On July 29th, the wife of Captain D. Laurence Tate. R. A.M.C., 
of a daughter. _ 


Communications, Letters, &c., to the Editor have 
been received from— 


A —Association of Certifying Fac¬ 
tory Surgeons, Manchester, Hon. 
Sec. of; Association of Public 
Vaccinators of England and 
Wales, Lond.; Col. J. G. Adam!, 

A. D.M.S. 

B. —Capt. W. Brown, R.A.M.C.; 
Mrs Cloudesley Brereton, Lond.; 
Dr. P. Bousfield, Lond.; Board 
of Agriculture and Fisheries, 
Load.; Dr. M. K. Barradah, 
Cairo. 

C. —Capt. C. M. Craig, R.A.M.C.; 
Lieut. T. E. Coulson, R.A.M.C; 
Colonial Office, Lond.. Private 
Sec. of; Mr. A. C. Chapman, 
Lond.; Dr. W. Carr, Lond.; Dr. 

B. L. Collis. Lond.; Dr. W. L. 
Coward in, Oban; Capt. D. W. 
Carmalt-Jones, R.A.M.C.iT.) 

D. — Dr. F J. Devoto. Kelantan. 
B.—Dr. G. S. Bari, Plymouth; 

Dr. J. S. Kdkins, Lond. 

F.— Miss P. Flngland, Liverpool ; 

Sir W. M. Fletcher, Lond. 

O.— Dr. L. Guthrie, Ockley. 

H.—C*pt. B. R. Hunt. R.A.M.C.; 
Dr. D. Harmer, Lond.; Capt. E. 
Hindie, K.B. 

J.—Dr. R. Johnson, Lond. 

L.—Dr. A. S. Leyton. Oxford; 
Local Government Board, Edin¬ 
burgh ; Local Government Board, 


Lond., Medical Officer of ; Dr. T. 
Lumsden, Lond. 

M. —Dr. H. Mallins, Watfcon ; Dr. 
H. C. Miller, Lond.; Dr E. 
McIntyre, Mitcham; Ministry 
of Information, Lond.; Miss J. 
Metcalfe, Newcastle - on - Tyne ; 
Major D. G. Marshall, I.M.S.; 
Mr. G. Mayall, Bolton; Capt. 

F. A. Mosse, R.A.M.C. 

N. —National League lor Health, 
Maternity and Child Welfare. 
Lond.; Nursing Times. Lond., 
Editor of. 

O. —Mr. H. C. Orrin, Lond.; Mr. J. 
Offord, Lond.; Dr. T. T. O’Farrell. 
Dublin. 

P. -Dr. F. W. Pilklngton, Kencott; 
Major L.G. Parsons. R.A.M.C.(T.); 
Major A. W. Pirie, C.A.M.C.; 
Major H. P. Pickerill, N.Z.M.C. 

R.—Mr. N. Richardson, Lond.; Dr. 
H. S. Reynolds, Wisbech; Mr. 

G. J. Rayner, Lond.; Dr. H. F. 
Renton, Doncaster; Mr. P. B. 
Roth, Lond. 

8 . -Mrs. I. E. Speak, Halifax. 

T.—Mr. H. H.Tawse, Nottingham ; 
Lleut.-Col. E. N. Thornton, 
S.A.M.C.; Dr. A. H. Thompson, 
Lond.; Mr. A. Thornton, Marl¬ 
borough . 

V.— Vitamogen, Ltd., Load.; Mr. 
S. K. Vaidya, Lond. 


Offices: 423, Strand, London, W.C. 2. 


MARRIAGES. 

Aitken—Chapman. — On July 31st. at Gommonhead House, Airdrie, 
Robert Aitken, M.B., Ch.B., Surgeon. Roysl Navy, to Marlon 
Adam, third daughter of Mr. and Mrs. William W. Chapman, 
Commonhead House, Airdrie. 

Denning — Bmdin. —On July 23rd. at St. Paul’s Cathedral Church. 
Valletta, Malta, Surgeon Frederick Arthur Vere Denning. Royal 
Navy, to Dalav. only daughter of Engineer Captain A. R. Emdin, 
C.M.G., R.N. 

Findlay — Forgan. —On July 31st, at the British Consulate, Mukden, 
and at Wvlie Memorial Church. Liaoyang, the Rev. James W, 
Findlay, M.A., to Margaret Rose Forgan. M.A., M B.. Ch.B. 


DEATHS. 

Hoskin — On August 5th, Theophilus Hoskin, M K.C.S Eng., L R.C.P. 
Lond., aged 62. 

Robinson.— On Julv 3lst. Henry Betham Robinson, M.D., M.S., 
F.R.C 8., Ma jor,'R.A.M.C.(T.), Surgeon to St. Thomas's Hospital, 
of 1, Upper Wimpole-street, W., aged 57 years. 

N.B.—A fee of 5s. is charged for the insertion of Notices of Births, 
Marriages, and Deaths. 


The Great Northern Central Hospital has received 
from the trustees of the will of Lieutenant Alexander 
Wernher the sum of £500 from the amount bequeathed by 
him for division amongst charities. 

The Combined Universities Conservative and 
Unionist Association has adopted Mr. Herbert G. Williams, 
M.Sc., as their candidate for the Parliamentary Division, 
which comprises the Universities of Durham, Manchester, 
Liverpool, Leeds, Sheffield, Birmingham, and Bristol. 
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States, SJjorf Comments, anb Jnsfoers 
to Corresponds. 

THE SIGNIFICANCE TO MEDICINE OF THE 
CREATION OF A HEBREW UNIVERSITY 
AT JERUSALEM. 

The recent laying of the foundation stone of a Hebrew 
University at Jerusalem reveals the true spirit of the Jewish 
people. From the earliest times it has been considered by 
Jews to be a sin to live in a town in which there was no 
school, and now the provision, amidst the clash of arms, of 
means for higher education in the “ place in the sun,” 
which the British Government has promised to restore to 
them, expresses in the most emphatic manner the high 
value that the Jews continue to attach to intellectual and 
moral development. 

Since antiquity the healing art has specially appealed to 
the Jew. In Talmudic times, although there was no in¬ 
digenous school of Jewish medicine, enthusiasm for medical 
lore was great, partly because such knowledge was daily 
required for the elucidation of ritual observance. The 
administration of the dietary laws, for instance, demanded a 
thorough knowledge of morbid anatomy and pathologv to 
be able to recognise post mortem whether an animal that 
was killed for food had previously suffered from disease 
likely to shorten its life, and thus render it t'rcpha or unfit 
for human consumption. The ancient Jewish Court of 
Justice often employed the services of a medical assessor 
in matters of medico-legal importance. Although much of 
the medical knowledge of the Talmudic period was imbibed 
by the Jews from their Roman and Greek contemporaries, 
yet there can be no doubt that they contributed a great deal 
to all the branches of medical science, for their opinions 
were often opposed to those of the Greek and Roman 
physicians. 

In early post-Talmudic times—i.e., about the fifth or sixth 
centuries—Jaws were promulgated forbidding Jews to practise 
medicine, but in the seventh century the Arabian medical 
schools contained many Jewish students and teachers. In 
Egypt and Northern Africa most of the Court physicians 
between the sixth and the fourteenth centuries were Jews. 

In modern and recent times the number of Jews who have 
distinguished themselves in medicine (either as practitioners 
or as investigators) and cognate sciences all over the world 
is out of all proportion to their population. The recital of 
such names as Henle, Remak, Cohnheim, Cohnstein, Zunz, 
Hermann, Hirsch, Romberg, Weigert, Weichselbaum, 
Ehrlich, Frankel, Neisser, Wassermann, Senator, Israel, 
and Baginski is sufficient confirmation of the statement thao 
German medicine is to a large extent Jewish medicine. In 
the United States the names of Flexner, Jacques Loeb, 
Rosenau, and Solis-Cohen stand out pre-eminently; Italy 
with such men as Lombroso and Otolonghi; and even 
Russian medicine has had famous Hebrew names, although 
until the Revolution Jews were practically debarred from 
entering the universities. 

With such a supply of talent amongst Jews it should not 
be difficult to fill the staff of a Hebrew University. Whether 
the creation of a special Jewish faculty will react"beneficially 
noon medical science is difficult to foretell. An eminent 
Hebrew nationalist writer, when speaking of “ the perennial 
spring of living creative power ’ among Jews, deplores the 
scattering of the Jewish genius among the cultures of other 
nations, instead of converging to a focus in a national 
culture of their own. The creation of a specifically Jewish 
place of higher study will afford the necessarv facilities to 
those who possess the brains but lack the 44 golden key ” or 
some other requirement for admission into a university. 
The intensive cultivation produced by concentration of 
effort under specifically Jewish surroundings will help some 
of that dormant Jewish talent to germinate which now dies 
for lack of stimulus. For this reason the medical faculty 
ad over the world will welcome the establishment of a 
Hebrew University. 

VITAMINES AND COOKING. 

To the Editor of The Lancet. 

Sir,— I have charge of two grandchildren, aged 6 and 3 
who enjoy excellent health on a diet of porridge, bread-and- 
butter and jam, vegetables, eggs, boiled milk, and a little 
meat, and occasional quantities of raw fruit. Except for the 
butter and fruit this is all cooked food. I know also some 
working-class families who live in good health on bread 
margarine, potatoes, jam, tea, trifling quantities of milk* 
and meat once a week. Here again nearly all the food is 
cooked. These children ought not to be in such good health 
if it be trae that vitamines, on the one hand, are neces¬ 
sary in small quantities for good health, and on the 
other that they are destroyed at a temperature of 1(XPC. 
—that is to say, by cooking. It is important that, if 


cooking destroys vitamines, the public should be told the 
evidence on which the statement is based. There is much 
evidence to the contrary, as in the case of the good 
health of the Scotch and Irish poor of past times, who 
lived on little else than cooked oatmeal and potatoes. The 
evidence of the prevention of beri beri by a change from a 
diet of polished to unpolished rice is even more damaging to 
the view that \itamines are destroyed by cooking, for in 
both cases the rice is cooked.—I am, Sir, yours faithfally, 
Walter Kidd, M.D., F.R.S.E. 

Alum B*y, Isle of Wight, August 3rd, 1918. 

*** This important question was discussed in our columns 
several years ago (vide annotation, The Lancet, March 21st, 
1914, p. 841), and correspondence which followed upon it 
(March 28th (p. 931) and April 4th (p. 1002), 1914). It then 
seemed clear that some vitamines at all events were 
not destroyed at 100° C. Further studies since made suggest 
that though the heat employed in cooking impairs the 
efficiency of certain accessory food substances, it does not 
destroy them altogether. This is, a3 our correspondent 
points out, obviously the case with rice, since only cooked 
rice is consumed.— Ed. L. 

OCCUPATIONS FOR WOMEN. 

Under the title of 44 Women’s Work in War Time,” Messrs. 
T. Werner Laurie, London, have issued (at the price of lx.) 
a new edition of a useful little book compiled by Mrs. H. M. 
Usborne giving a brief sketch of occupations open to women in 
all spheres of life, including details of the training necessary 
for obtaining the appointments, its cost, and the emoluments 
which may be expected. The second part of the book 
contains short articles by various writers on such topics as 
“ War Work and Future Prospects,” women in the Civil 
Service and in agriculture, the care of school children, 
welfare work, and Red Cross work in the war. 

PARASITIC MANGE. 

A leaflet has been issued by the Joint Committee of the 
Board of Agriculture and Ministry of Food, calling attention 
to the prevalence of parasitic mange at the present time 
and the importance of the notification of the disease to the 
police by owners of animals. By an amendment introduced 
this year to the Order of 1911 an animal affected with mange 
may still be worked subject to certain conditions, but failure 
to notify involves a penalty of £20. Rules as to the 

E revention and cure of mange in horses are contained in 
leaflet No. 8 issued free of charge by the Joint Committee, 
6a, Dean’s Yard, London, S.W. 1. There is no doubt that 
parasitic mange has spread lately owing to the wide move¬ 
ment of horses, to indifferent care on the part of carters and 
horsemen, and to unhealthy nutrition in the horses them¬ 
selves resulting from poor feeding. The revival of the rag 
and bone industry and the demand for small ponies may 
have been contributing factors. Since acariasis is com¬ 
municable from animals toman precautions are necessary, 
especially to prevent men of the Army Veterinary Corps 
contracting scabies from the horse. 

A 44 DROP-FOOT” SUPPORT: 

Mr. C. H. Hough, medical officer in command of the 
Ethel Hedley Auxiliary Orthopiedic Hospital, Calgarth 
Park, Windermere, calls our attention to an ingenious 
apparatus for supporting a “ drop-foot,” which is com¬ 
fortable to wear aud neat in appearance. The appliance 
consists of an anklet, made of leather or other material, 
which supports a spring attached to a metal loop which 
buckles round the instep. The spring which holds the 
instep band can be easily adjusted to any required position. 
The inventor is Mr. J. M. Sladen, Cleeve Howe. Windermere. 

NECESSITOUS LADIES’ HOLIDAY FUND. 

The war has redaced the incomes of many governesses, 
nurses, actresses, and other members of the poorer pro¬ 
fessional classes, which this Fund normally benefits. The 
Fand itself has suffered financially. A letter signed by the 
treasurer. Miss Constance Beerbohm, appeals for support in 
order to make a holiday possible for ladies unable to earn 
in the summer months. For those to whom a holiday is out 
of the question relief is supplied in the form of food, 
medicine, and clothing. The address of the treasurer is 
48, Upper Berkeley-street, London, W. 1. 

AN OVERWORKED MEDICAL MAN. 

An inquest was recently held at Camborne, Cornwall, 
relative to the death of a child who died before medical 
attendance could be procured. The medical witness stated 
that he was working from 12 to 16 hours daily; recently 
about one-third of the population of Camborne had been ill, 
and he was then sometimes employed for nearly the 24 
hours. He added that it seemed absurd that Camborne, the 
largest town in Cornwall with a population of about 16,000, 
should have only two medical practitioners. The coroner 
suggested that the urban council should apply to the Army 
authorities for the release of an Army surgeon, and the jury 
endorsed the proposition. 
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ON 

CCELIAC DISEASE. 

By G. F. STILL, M.A., M.D. Cantab., F.H.C.P.Lond., 

PROFESSOR OF DISEASES OF CHILDREN, KING’S COLLEGE. LONDON ; 
PHYSICIAN FOR DISEASES OF CHILDREN, KING'S COLLEGE 
HOSPITAL; PHYSICIAN TO THE HOSPITAL FOR SICK 
CHILDREN, GREAT ORMOND-STREET. 


LECTURE II.* 

Mr. President and Fellows,—I n my first lecture I 
described the clinical features of the condition to which the 
terra “ coeliac disease ” has been applied, and as a working 
hypothesis 1 assumed that the syndrome of symptoms to 
which Gee gave the name is actually a specific entity. I 
propose now to consider its pathology, and at the outset I 
must crave indulgence for the speculative character of much 
that I have to say. 

Morbid Anatomy. 

As evidence of specificity one naturally turns to morbid 
anatomy and to bacteriology, and, failing these, one seeks a 
specific cause in disturbance of function in some particular 
organ or organs. How far is it possible to demonstrate by 
such inquiry that in so-called “coeliac disease” we are 
dealing w ith a morbid entity due always and only to one 
specific cause? 

I must first consider its morbid anatomy, and, unfortu¬ 
nately, the available records and observations are meagre in 

the extreme. 

Dr. Go* himself, in his original paper on the subject, says : “ Naked- 
eye examination of dead bodies throws no light upon the nature of 
cadiac affection. Nothing unnatural can be seen in the stomach, 
intestine, or other digestive organs. Whether atrophy of the glandular 
crypts of the intestines be ever or always present I cannot tell.” 

X)r. R. A. Gibbons, also, writing a year later ,1889) than Dr. Gee. 
says: - Examination of the bowel after death has led to the discovery 
of nothing.'' 

The only detailed record of a post-mortem examination 
which I have been able to find is that published by 
Drs. Poynton, Armstrong, and Nabarro (1913) in the Pro¬ 
ceedings of the Royal Society of Medicine. 

It refers to a boy who had had a prolonged attack of diarrhoea lasting 
eight months in the second year of his life, and again at five years 
t-egan to suffer with diarrhoea which recurred at intervals until his 
death at the age of 9 years. The stools were at times of the pale, 
creamy, offensive character which suggests coeliac disease, the 
abdomen was mucli distended, and the boy much wasted. His weight 
at 8; years was 27 lb. No record was kept of his height, but he was, as 
I remember—for he was under my care repeatedly at a convalescent 
home—much below the normal height for his age. Eventually an 
attack of vomiting, with severe abdominal pain, for which no cause 
could be found at autopsy, ended in collapse and death. 

The noticeable features at post-mortem were thickening of the walls 
of the whole intestine both large and small, the mucosa of which 
shared in the thickening and showed also patches of acute congestion ; 
the solitary follicles were prominent in the large intestine, Peyer’s 
patches in the small were not enlarged, the stomach wall and mucosa 
showed similar thickening and congestion. 

The liver was large, pale, and soft, and showed marked fatty change. 
There was no obvious naked-eye alteration in the pancreas; there was 
no tuberculosis anywhere. 

Microscopic examination showed much small round-cell Infiltration 
of the mucosa and submucosa, but more in the stomach and small 
intestine than in the lkrge bowel. In places there were small blood 
extravasations in the mucosa. The liver showed fatty degeneration. 
The pancreas showed “ marked increase in the interlobular fibrous 
tissue, particularly that surrounding the ducts,” indicating, it was 
thought, some interlobular pancreatitis. 

In connexion with this case I will mention one which 
showed post-mortem appearances so closely similar that they 
point almost certainly to the same condition. 

Clinically the diagnosis had been In question on account of the un¬ 
usually rapid course and also the comparatively late age at which the 
symptoms began. A boy aged 7 years was under my care 19 weeks 
With looseness of the bowels, amounting at times to actual diarrhera. 
He had been sent into hospital as a case of tubercular peritonitis on 
account of wasting and enlargement of the abdomen, but one early 
bsgan to doubt this diagnosis, for the stools at times were suggestive of 
co-liac disease, and, moreover, there was, with (uriema and purpura, 
frequently recurring tetany. . . , 

Examination of the stools showed no dysentery bacillus, but a large 
predominance of a bacillus which could not he exactly Identified hut 
resembled in many respects the Bacillus laclt's acrogrnes. On the 
ground that the case was probably one of coeliac disease the boy, after 
several weeks of unsuccessful treatment, was put upon a fat-free diet 
and at once improved greatly, as cu-liao cases usually do upon such feed 
Ing but a few weeks later had a relapse of looseness with much 
distension of the bowel, and died of exhaustion. 


•Lecture l . was published in Thr Lancet of August 10th, 1918, p. 163. 
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At post-mortem there was about half a pint of serum in the abdomen 
and the bowels presented a remarkable appearance ; they were of a 
dark slaty colour externally, and looked, and were, thickened 
throughout; the stomach did not show this appearance. On opening 
the bowel the mucosa was seen to have a swollen and congested 
appearance throughout, but there was no ulceration. 

The liver weighed 19 oz. in spite of being considerably congested ; 
the normal average weight at this age is 23*6 oz., so that the findings in 
this case confirmed the results of clinical examination by percussion, 
to which I drew attention in my previous lecture. The pancreas 
weighed 1 oz. and showed nothing abnormal to the naked eye. There 
was no tubercle anywhere. 

Microscopic examination of the duodenum, ileum, and colon showed 
much small round-cell infiltration of the mucosa and submucosa, and 
this was most marked in the duodenum. The liver showed engorge 
ment with blood, but otherwise nothing abnormal. The pancreas 
showed some excess of fibrous tissue, especially around the ducts, the 
appearance being suggestive of some pancreatitis. 

There was thus, except In the absence in this case of fatty change in 
the liver, a close agreement in the post-mortem findings in these two 
cases. Unfortunately scrapings were not taken from the mucosa of the 
bowel, so that its bacteriology remains doubtful. 

It is clear that in these two cases there was an inflamma¬ 
tion involving the whole intestinal tract, an inflammation 
obvious to the naked eye as well as to microscopic examina¬ 
tion ; moreover, the marked thickening of the wall of the 
bowel was something quite unusual. 

I have examined large numbers of children who have died of diarrhoea, 
in some cases of many weeks' or months' duration, and in many of very 
acute Intensity, but these ordinary cases of gastroenteritis or ileocolitis 
show no such thickening of the bowel; often, indeed, the wall looks 
rather thinner than normal, as if It were wasted. 

I lay stress on this point because it suggests that the inflammatory 
change was, at any rate, not merely a terminal occurrence; it had 
probably existed a considerable time, possibly months. On the other 
hand, it would not be safe to conclude that this was necessarily a 
primary manifestation, or, indeed, even an essential part of the disease ; 
ft Is, at least, conceivable that the whole inflammatory process might 
be secondary to some functional failure of digestive secretions, with 
resulting abnormal decomposition of food residue favouring the growth 
of harmful bacteria, and so producing an Inflammation entirely 
secondary in character in the wall of the intestine. 

In this connexion I would recall the clinical observation 
which I mentioned in my previous lecture, that the 
character of the stools tends to change as the disease 
progresses. 

The pale, porridge-like, rancid stools which are a feature of the earlier 
stage are often replaced after several months by darker brownish stools 
with much mucus, perhaps even a little blood, and with an odour 
offensive enough, but no longer typically rancid. In other words, the 
stools, w’hich at first were compatible with a fault of digestion alone, at 
a later stage show clear evidence of inflammatory change In the bowel. 

The same difficulty arises in regard to the changes found 
in the pancreas Are they primary or secondary ? 

It is tempting to think of them as primary, as then it would be easy 
to explain the early occurrence of the pale fatty stools ; but again the 
possibility, it not the probability, must be admitted that the Increase 
of fibrous tissue, the pancreatitis if it be so, may be merely secondary. 

Bacteriology. 

If the morbid anatomy, so far as it has been observed, 
affords no reliable clue to the specific cause of this affection, 
it gives at least ground for conjecture that some specific 
bacterial agent may explain the appearances described in the 
bowel, and though, as I have suggested, these may be 
secondary rather than primary, the finding of an organism 
constantly, even where these secondary changes had already 
occurred, would be presumptive evidence that the organism 
found was the primary cause of the disease ; at any rate, it 
would give good ground for seeking further evidence of its 
specificity. 

The earliest observations of which I am aware are those by Herter 
(1908). He studied the faces of these cases, which he called “intestinal 
Infantilism,” and considered that the most noticeable feature was the 
predominance of Gram-positive organisms. Two, In particular, he 
considered to be sufficiently constant and predominant to justify the 
suggestion that they may be causal—namely, a bacillus which he called 
Bacillus infantilis and the Bacillus bifidus. Both, however, are by hi B 
owu admission found in the stools of healthy nurslings, and some 
observers have found the B. bifidus to be common in the normal stool 
at this age, and have found both of them also in ordinary cases of 
infantile diarrhoea. 

It is therefore clear that neither of these is specific in the sense that 
its presence is evidence of the disease, nor even in the sense that if it 
becomes pathogenic at all it will produce this particular symptom- 
oomplex. Indeed, the only evidence of pathogenicity mentioned by 
Dr. Herter in the case of B. infantilis is the experiment on a dog which 
was fed on milk first sterilised and then inoculated with B. infantilis. 
The animal developed a persistent diarrhoea, which ceased only with 
the discontinuation of the B. infantilis milk. A second trial gave a 
similar result. Injected into guinea pigs, neither B. bifidus nor 
B. infantilis showed any pathogenicity. 

In addition to these organisms various cocci were found in the stools, 
but no causal influence is claimed for them. 

As confirming the pathogenic r61e of the B. infantilis and the 
B. bifidus , Dr. Herter points out that these organisms become less and 
less noticeable in the stools as the child improves, when such organisms 
as B. coli and B. lactis aerogencs, Gram-negative forms, take their 
place. 
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With these observations are to be contrasted those recorded 
by Drs. Poynton, Armstrong, and Nabarro in the paper 
already mentioned. 

In their fatal case the stools were examined during life. It is to be 
noted that the boy was 8* years old and had been suffering from this 
affection at least 3£ years when the stools were first examined bacterio- 
loglcally; they showed prelomlnance of Gram-negative bacilli, some 
Gram-positive diphtheroid bacilli, and Gram-positive micrococci. Plate 
cultures showed only Gram-negative bacilli in abundance, and sub 
cultures gave most of the reactions typical of the B. coli group. At 
the autopsy scrapings of the mucosa from the large intestine were used 
to make cultures on neutral-red agar plates. Coliform and strepto¬ 
coccal colonies were found, but the organism to which special attention 
was directed proved to be a dysentery bacillus of the Flexner type 
modified, a Gram-negative bacillus agglutinating with a B.dysenterix Y 
agglutinating serum up to 1 in 2000. 

In another of their cases bacteriological examination of the stool 
Showed no dvsentery bacilli; there were many Gram-negative bacilli 
and a few Gram-positive streptococci; in this case no opportunity 
occurred for taking scrapings from the intestinal mucosa. 

Bacteriological investigations, for which I am indebted 
chiefly to Dr. D. N. Nabarro and to Dr. W. d’Este Emery, 
were made in 11 of my cases. 

In three of these the stools only were examined and the dysentery 
bacillus was isolated from one, a girl aged 2 years, in whom the disease 
had lasted five months. 

In six an agglutination test, as well as a bacteriological examination 
of the stools, was done, and in four of theie the agglutination test gave 
a positive result with one or more strains of dysentery bacillus (in 
three almost equally strongly with the Flexner. Shiga, and Y strains) ; 
in one of these four a dysentery bacillus of the Flexner type was found 
in the stools; in two or the six cases where the double investigation 
was made both agglutination and fttcai examinations were negative as 
regards the dysentery bacillus In two cases the agglutination test 
only was used ; one was strongly positive for the Flexner and Y strains 
of dysentery bacilli and only less strong for the Shiga, the other was 
negative for All these. These results are shown in the accompanying 
table 

Dysentery Bacillus in Cctliac Disease. 



Agglutination test. 

Farces. 

vase. 

Flexner. 

Shiga. 

V 

1 

2 

Strong. 

Strong. 

Strong. 

Negative. 

3 

Negative. 

Negative. 

Negative. 

IL 

4 

Strong. 

Partial. 

Negative. 

5 

Strong. 

— 

6 

— 

— 

— 

Positive. 

7 

— 

— 

— 

Negative. 

8 

Partial. 

— 

Strong. 

Positive. 

9 

— 

— 

Partial. 

Negative. 

10 

11 

Negative. 

Negative. 

Negative. 



It will be seen, therefore, that out of the 11 cases no less 
than 6 gave evidence of infection with a dysentery bacillus. 

In the two cases in which the stools only were examined and no 
dysentery organism was isolated the findings were : 

In the one, a boy aged 2 years, in w hom the disease had been present 
three months, a predominance of Gram-positive organisms, especially 
B. bifidus, together with streptococci, B. coli, and pneumo-bacilli. 

In (he other, a girl who died at f .he age of 4 years, after suffering 
with this disease for nearly three years, the stool a few weeks before 
death showed Gram-negative organisms predominant, mostly B. coli, 
no dysentery bacillus nor other non-lactoee fermenters, a few strepto¬ 
cocci. B. bifidus in small numbers, whereas about six weeks earlier the 
Gram-positive organisms, chiefly bacilli, had predominated, and the 
B. aerogenes cnpsulatus had been present in Urge numbers; on that 
occasion, as later, the dysentery bacillus was not found. 

The bacteriological findings, it must be admitted, are far 
from conclusive of any specific infective cause. The most 
suggestive part is the finding in some cases of a dysentery 
bacillus, and perhaps the more significance is to be attached 
to this inasmuch as the serum of some cases was found to 
agglutinate this bacillus. 

The apportionment of pathogenic influence must always be difficult 
in the face of such a plethora of bacteria as is show*n by investiga¬ 
tions of the intestinal flora in any particular case or group of cases, but 
the observations are probably still leas conclusive when they are limited 
to examination of the faeces. More reliable conclusions can be drawn 
from investigation of the mucosa itself or of scrapings taken from it. 
An example of this is the discrepancy mentioned in the case quoted 
above where examination of the stools during life showed no dysentery 
bacillus, whereas this was isolated in cultures from scrapings of the 
mucooa taken after death. Herter also found that the B. bifidus was 
much more numerous in the mucus immediately in contact with the 
mucosa than it was in the faeces. While, therefore, negative results in 
the bacteriology of the forces have a certain value they must be 
received with caution, especially w’here, as in several of my owu cases, 
only one or two examinations were made. For this reason the aggluti¬ 
nation test may be regarded as more reliable. 

I think, however, that one must be careful not to attach too much 
importance even to the agglutination test until much more numerous 
observations are available, and in particular until similar observations 
have been made upon cases in the early stages of the disease. 

Ail the cases in which I have mentioned the finding of the dysentery 
bacillus in the stools, or a positive result for the dysentery organism | 


with the agglutination test, have been cases of at least several months' 
duration, the earliest fully three months, and some as long as three 
yea* s. 

Before we can regard the dysentery organisms or any 
other as the specific cause of this affection it is necessary to 
exclude the possibility that their presence may be a mere 
epi-phenomenon. 

Agglutination, no doubt, goes some way towards this ; it proves that 
the presence of the particular organism concerned is exerting some 
pathogenic Influence on its host, but this does not prove that it is the 
primary pathogenic influence. The growth and the predominance of 
this or that organism depends largely upon the soil, and probably there 
is no part of the body where the soil varies so much as in the intestine, 
but its variations in health are, so to speak, within fixed limits and 
dependent partly upon the character of the ingesta and partly upon 
digestive processes. 

It is known that with temporary disturbances of digestion there are 
alterations, if not in kind, certainly in the relative proportions of the 
intestinal bacteria, and it is therefore conceivable that with profound 
and prolonged disturbance of digestive processes the soil may be so 
altered that an organism like the dysentery bacillus, whieh is now 
known to be much more widely disseminated than was thought a few 
years ago, might find a particularly favourable nidus and add its 
pathogenic effects to those of the primary digestive trouble. 

I suggest this only as a possibility. There is clearly a strong pro¬ 
bability that in some of the cases of coeliac disease, if not in all, there 
is a primary Infective catarrh of the bowel, and that this is due, in some 
at least, to the dysentery bacillus. 

Failure of Fat Assimilation. 

I turn now to another question which calls for considera¬ 
tion in seeking for the primary and essential cause of 
this disease. Is it possible that the Ions et origo is some 
profound digestive disturbance and not infective at all ? As 
I. pointed out in describing the clinical symptoms, one of 
the most characteristic phenomena of coeliac disease is the 
pale 8tool, with appearance and smell suggestive of excess 
of fat. 

As a homely method of demonstrating this, I have observed the 
sooty, spluttering flame when a match dipped in these fieces is set 
alight. Microscopically, also, it is evident in some of the sto »ls by the 
large excess of fatty acid crystals, and sometimes by the obvious excess 
of fat globules, but the only certain gauge is quantitative chemical 
analysis. 

According to Dr. Cammidge, » the normal range of variation on an 
ordinary mixed diet is 10-25 per cent, of fat in the stool, whereas in 
ccellac disease Herter found in one case (a boy, aged 8 years, in whom 
the disease had lasted five years) the total fat in the fieces amounted to 
25-47 2 per cent. In one of Dr. Cbeadle’s cases the fat iu the stools 
varied from 19 8 to 49*65 per cent., and in another was 33 per cent. 

Dr. Cammidge has estimated the fat in three of my cases. 

1. A. girl, 51 years; duration of disease, 32 years; percentage of 

2. Bov, aged 18 months; duration of disease, five months ; percentage 
of fat 73 1. 

3. Girl, aged 3 years; duration of disease. 12 months ; percentage of 
fat, 42*5. 

I have no figures from my own cases to show what proportion the 
fat passed in the foeces bears to the fat taken in the food—a very 
Important practical point. Herter, however, investigating one of his 
cases, found that there was a loss of 20-25 per cent., and on one 
occasion even as .much as 40 per cent, of the ingested fat. The normal 
loss in health varies from 2 to 8 per cent.; the average is 6 per cent. 

Failure to absorb the fat of the food may be due to various causes, 
but traced to their sources these fall into two categories: (l > lack of 
preparation of the fat for absorption through deficiency of the fat- 
splitting function of the bile or of the pancreatic secretion ; (2) failure 
of the intestinal surface to absorb, in spite of the fat being sufficiently 
prepared by the fat-splitting processes and saponification. 

Question of Hepatic Insufficiency. 

The pale colour of the stools led Dr. Cheadle to suppose 
that the deficiency was mainly one of bile. 

Speaking (1903) of the stools in these cases, which he grouped under 
the heading acholia, he said : “ They are obviously as destitute of bile 
as those of complete obstructive jaundice." More in accordance w'ith 
recent observations is Dr. Gee’o statement : “The paleness Iscommonlv 
supposed to signify lack of bile, but the colour of faeces is a very 
rough measure of the quantity of bile poured into the duodenum, nay, 
more, sto >ls are not always so wanting in bile as they seem to be, 
in particular opaque white food such as milk curd," (he might have 
added, “ milk fat ) “ undigested, will hide the colour of much bile.” 

Certainly of any organic change in the liver there is no 
hint in this disorder. 

Even in the most severe cases and in the most extreme stage there is 
no tendency to jaundice, nor has any change been observed post¬ 
mortem, except that in one of the cases quoted above the liver was 
fatty, but such a change Is found, presumably as a terminal occurrence, 
in various conditions where it is certainly no essential part of the 
disease, for instance, with abdominal tuberculosis. 

Analysis of the faeces, however, in two out of three of my 
own cases showed some deficiency of bile. 

Indeed^ in the one mentioned above, containing 73*1 per cent, of fat, 
there was only a trace of stercobllin and no biliverdin. In the o»her. 
containing 26*9 per cent, of fat, Dr. Cammidge notes “ the reaction for 
stercobllin is hot as well marked as in a normal stool.” In both these 
cases it seems natural to suppose that deficiency of bile is responsible, 
in part at least, for. the failure of fat*absorption. 
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On the other hand, I must mention that in the third case, although 
there was 42'5 per cent, of fat in the stool, there was no apparent 
diminution of atercobilin (incidentally, it is noteworthy that the colour 
of the stool in this case was nearly as pale as porridge, showing that the 
colour alone is little gauge of the activity of the liver). The deficiency 
of atercobilin iu these cases has been noted also bv Dr. Hutchison.«> 
but he points out that there is no other evidence of hepatic in¬ 
sufficiency, in particular the urea secretion attains its normal level. 

In connexion with this question of hepatic insufficiency I would 
recall the observations mentioned in my previous lecture showing that 
the liver dullness in coellao disease is usually smaller than normal. I 
know not whether there is any connexion "between the smallness of 
size and the deficiency of secretion, but it is, at least, a curious 
coincidence. 

On the whole, there seems to be evidence that one of the 
fat-splitting agents, the biliary secretion, is deficient, at 
least in some cases. I shall consider later how far this is 
responsible for the failure of fat absorption. 

Question of Pancreatic Insufficiency, 

The chief agent in the preparation of fat for digestion 
being the pancreas some fault in this gland or its function 
has naturally been suspected. 

Dr. Gibbons (1889) suggested that coeliac disease might be due to 
some profound inhibition of the functions of the pancreas. The com¬ 
bination of symptoms also, chronic looseness of bowels with arrest of 
growth, recalls the cases which Dr. Byrom Bramwell 11 described as 
“ pancreatic infantilism." 

But is there any satisfactory evidence of pancreatic 
insufficiency in these cases of coeliac disease ? 

Approaching the question first from the clinical side I tried in 
three cases Sahll’s test, administering iodoform in glutold capsules to 
see if the capsule, insoluble by the gastric juice, had been dissolved by 
the pancreatic secretion, so that the drug could be detected in the 
urine within a few hours after administration. In one only of the 
three this reaction—i.e.. the failure of the drug to appear in the urine 
—indicated deficiency of pancreatic secretion. 

I also tried Loewi’s test, dropping adrenalin solution into one eye 
and taking dilatation of the pupil on that side as an indication of 
{•ancreatlc insufficiency. In four cases out of six there was no dilata¬ 
tion of the pupil, in two there was slight but quite definite dilatation, 
and one of these was the case in which Sahli’s test was also positive, in 
the other the Sahli's test was not used. 

The microscopic investigation for azotorrhcea, as it has been called- 
in other words, failure of digestion of muscle fibres, which has been 
regarded as evidence of imperfect pancreatic digestion—gave negative 
results in five cases examined. 

In five cases the amylase content of the urine was 
investigated on the lines directed by Dr. Percy Stocks. 12 

In the absence of any sufficient data for children of this age the 
normality or abnormality of the results could only be judged by apply¬ 
ing the same method to control cases of approximately the same age. 
This was done, and it was found that on the whole there was remark¬ 
ably little variation amongst the controls, 10 units was the number 
found in three cases, 6'6 In one, and 20 units in two cases, whilst of 
oellac cases one showed 13‘3 units, another 10, another 20, and another 
6*7, so that in none was there an Increase of amylase such as is supposed 
to indicate affection of the pancreas. 

Whether the amylase content of the urine is a reliable index of the 
sufficiency of the pancreas has yet to be proved. It is difficult to 
believe that the amount of amylAsein the urine can be a safe indication 
of the efficiency of the pancreas unless the diet is taken into account, 
for Pavlov has shown how profoundly the ferments of the pancreatic 
mice can be influenced experimentally by diet. 

To sum up the result of my clinical investigations of the 
pancreatic function in these few cases, there were indications 
in some that it was defective, but in the majority all the tests 
applied proved negative. 

So far, therefore, as these tests have any weight, the balance of 
evidence is against any pancreatic insufficiency as a constant or 
essential factor in the disorder. 

There is another clinical observation which may point in the same 
direction—namely, the failure, at any rate in my hands, of pancreatic 
extract in treatment, a point of contrast between these CAses and the 
**pancreatic infantilism" in which Dr. Bramwell obtained such rapid 
and remarkable improvement with preparations of pancreas. 

Laboratory investigation of the stools gives but little 
support to the idea of pancreatic insufficiency. 

Indeed, in the three cases in which Dr. Cammidge examined the 
stools for me. the trypsin index in each was rather unusually high, 
suggesting that there was even abnormal activity in that gland. Ij 
two of these Dr. Cammidge thought that the excess of trypsin was so 
considerable as to point to some active inflammatory change in the 
pancreas, an interesting suggestion in view of the post-mortem finding 
in the cases I have quoted. 

Further evidence of runcreatic activity is the character of the fat 
passed in the Btools. Herter's observations showed that tho greater 
parts of the fats lost are in the form of fatty acid, and that the sum of 
the fatty acids and the soaps make up, on the average, about three- 
quarters of the fat lost. These results, compared with the normal 
averages found by Dr. Cammidge (1 per cent, of neutral fat to 20 per 
cent, of fatty acids and soaps), show a proportion of neutral or uuspllt 
fat which would not be inconsistent with some slight degree of 
pancreatic insufficiency. 

Even this, however, Is negatived by the finding in my three cases 
already mentioned, where the proportion of split fat in the stool was 
much higher, varying from 25*9 per cent, to 721 per cent., as against 


only 1 per cent, of neutral fat. The percentages will be best seen from 
the accompanying table, In which the normal is given for comparison 


— 

Total fat. 

Neutral fat. 

Fatty acids. 

Soaps. 

Case 1 . 

26 9 

1*0 

14*6 

11-3 

Case 2 . 

73T 

10 

33-8 

38-3 

Case 3 . 

425 

1‘0 

30*1 

11*4 

Normal, on mixed \ 

21*0 | 

1*0 

90 

11*0 

dlot (Cammidge) i 


It is evident from these figures that there is no failure 
in the splitting of fats, and if one assumes that the 
pancreatic secretion plays the chief part in fat-splitting the 
idea of any “profound inhibition of the function of the 
pancreas ” is clearly untenable. 

Failure of Fat-absorbing Poner of Intestinal Mucosa. 

It would seem, then, that, although in individual cases 
the biliary secretion may be found deficient, there is no 
interference with the fat-splitting process which prepares 
fat for absorption, and therefore we must conclude that the 
fault lies in failure of the absorptive function of the intes¬ 
tinal mucosa. Is this a functional failure or is it due to 
organic change in the intestinal mucosa ? 

If we could assume as the primary factor in coeliac disease a 
functional failure of the fat-absorbing power of the Intestines, this 
would account for many of the features of the disease, for, as I have 
already pointed out, the excess of unabsorbed fat in the stools favours 
putrefactive changes which in themselves probably render the stool 
irritating to the bowel and so would account for the looseness of the 
bowels; moreover, with putrefactive changes there would be alteration 
in the character of the Intestinal flora, and probably conditions 
favourable to the growth of pathogenic organisms, so that, as a 
secondary phenomenon, inflammatory lesions would occur. 

But apart from the difficulty of proving that purely 
functional failure of intestinal absorption ever occurs, there 
is such definite clinical evidence in a certain proportion of 
cases of coeliac disease that some catarrhal or inflammatory 
condition is an early, if not the earliest, pathological change 
that is seems a more probable view that even in the cases 
which appear to begin quite insidiously there is some degree 
of catarrh, for these, like the others which start with definite 
diarrhoea, show before long more or less of the typical 
recurrent looseness of the bowels. 

Gee evidently suspected that there was some organic change in the 
Intestinal mucosa, for he hints, as I have mentioned, ‘‘atrophy of 
the glandular crypts in the intestine," but even in the fatal cases 
which I have described, in wtaioh the disease had lasted in the one 
five months anq in the other at least four years, microscopical examina¬ 
tion showed no such atrophy. On the other hand, definite acute 
inflammatory infiltration was found, but It is extremely doubtful 
whether the appearances were consistent with inflammation which had 
lasted years, as it must have done if it is to acconnt for the non¬ 
absorption of fat, which is one of the earliest symptoms of ccellac 
disease. 

Moreover, it is difficult to reconcile the presence of an acute 
inflammation as an essential factor in the disease with the observations 
of Dr. Gee that the bowel showed nothing abnormal in his case. The 
clinical facts also are opposed to any acute Inflammatory condition as 
an essential factor, for sometimes the onset is quite insidious and 
without diarrhoea; on the other hand, the symptoms in the later 
stages of the cases which do bAdly, the passing ot much mucus and 
sometimes blood, point unmistakably to some acute irritation, 
probably inflammatory process, in the bowel. 

The first step in the disease may well be a catarrhal condi¬ 
tion of the mucosa in the small intestine, where in health the 
absorption of fat occurs chiefly or entirely. 

I suppose it is conceivable that such a catarrh, due to bacterial Irrita¬ 
tion, might eventually, especiilly with the constant irritation due to 
putrefactive change in the unabsorbed fat, become more acute or be 
altered in character by the supervention or predominance of some 
particular organism—e.g., the dysentery bacillus. 

But though It Is agreed that catarrh of the small intestine may 
interfere with the absorption of fat. It is difficult to Bee why, if this 
explanation be the correct one, the failure ot fat-absorption should be 
so much more pronounced a feature in coeliac disease than in other 
diarrhu‘Al conditions where catarrh of the upper part of the whole of 
the bowel occurs—for instance, the common summer diarrhoea or other 
forms of gastro-enteritis. 

Wassermann Reaction. 

In the search for a specific cause of coeliac disease the 
possibility of congenital syphilis had hardly presented itself 
to my mind, so conspicuously absent had been all the usual 
symptoms of such infection. 

In the light, however, of recent experience showing how slight or 
equivocal may be the clinical evidence where a Wassermann test is 
found to be positive—and one must add that in some such cases, but by 
no means in all, the diagnosis of syphilis is confirmed by the results of 
treatment—it seemed advisable to apply this test to cases of coeliac 
disease. This was done In six cases ; in three out of the six the reaction 
was positive. 
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It would be out of place here to enter Into any general consideration 
of the significance to be attached to a positive Wassermann reaction 
obtained where all other evidence of congenital syphilis is lacking, but 
at the risk of being held guilty of heresy I will venture to say that in 
my opinion a positive Wassermann reaction, extremely valuable as It 
is as confirmatory evidence, Is not by itself proof of congenital 
syphilis. 

These cases of cceliac disease in which the test was positive were none 
of them In any way suggestive of congenital syphilis so far as family 
history or the child’s own past history was concerned, nor on exa¬ 
mination was there any symptom of congenital syphilis, unless the 
cceliac disease itself was to be regarded as such. Treatment with 
mercury in one case, so far from doing any good, seemed rather to 
hinder improvement; at any rate, the child began to Improve directly 
it was stopped ; in another it seemed to have no effect at all. 

There seemed, in fact, so little to warrant accepting the 
reaction as proof of congenital syphilis that we sought 
corroboration in testing the parents and other members of 
the family. 

In one severe case of ooeliac disease, a girl aged 3 years and 5 months, 
the Wassermann reaction was done twice and was on each occasion 
strongly positive; the mother and the father were both definitely 
negative. 

Another case, a girl aged 54 years with moderately severe cceliac 
disease and showing, as did the previous case, very marked arrest of 
growth, gave a definite positive Wassermann reaction; her mother 
gave a negative ; the father wan abroad and could not be tested. 

The third esse, a girl aged 5 years and 4 months, a milder case of 
cceliac disease but showing arrested growth, gave a positive reaction ; 
the father was not available for testing, but the mother and also the 
sister, 15 months younger than the patient, were both entirely 
negative. 

In none of these cases had the relatives who were tested had any 
treatment for syphilis so far as was known. 

I leave those who consider a positive Wassermann 
reaction to be per te proof of congenital syphilis to 
explain such cases with what ingenuity they may. 

These findings seem to me rather to emphasise the uncertainty of 
significance attaching to this reaction whe>e there is no other reason to 
suspect syphilis, and to support the view that there are other con¬ 
ditions beside syphilis which may give a positive result with this 
test. 

Toxic Absorption. 

I shall turn now from the unanswered, and at present 
unanswerable, questions of pathogeny which I have raised to 
a consideration from the pathological standpoint of some of 
the clinical phenomena of coeliac disease. One of the 
noticeable symptoms, especially in severe cases, is dropsy 
occurring chiefly in the distal parts of the limbs and also the 
face, and sometimes associated with ascites. 

This is common enough In any prolonged diarrhma in infancy and, 
Indeed, with any condition of extreme wasting. As it occurs most 
commonly in advanced stages of disease It is apt to«be regarded as 
chiefly, if not altogether, an evidence of failing circulation, with, 
perhaps, some hydra*mia as a contributory cause. 

Without denying that these may play some part, as also may the 
diminished urinary secretion in diarrhoea with the resulting retention 
of chlorides, I would point out that there may be another factor, and 
that the oedema which occurs in coeliac disease may well be determined 
by it—namely, toxic absorption from the intestine. 

Apart from the fact that no particular substance having this effect 
has been isolated from the intestine or its contents, it may be objected 
that in cceliac disease wasting and feebleness are usually pronounced, 
and that therefore there is no reason for seeking further for a cause; 
at any rate, such a view would require support from cases In which 
these recognised causes are absent. 

There are at least two groups of cases which seem to me to 
corroborate this suggestion. 

First, a very common one in which there is pufliness of the eyelids, 
especially of the lower eyelid, accompanying chronic constipation or 
chronic indigestion; this surely is tedema at its vanishing point, or 
rather its first appearing point. I have thought that among the 
children brought to one for minor ailments one could often pick out 
those with chronic Intestinal disorder, especially affecting the lower 
bowel, by this puffincss of the lower eyelids. 

The second group of cases, in which clinical association and sequence 
seem to point to a similar connexion, is a rare condition of general 
u'dema with no albumin in the urine and no evidence of organic 
disease. Puzzling cases are these, and various are the explanations 
which have been offered. I am not referring to those in w-hloh such a 
condition follows scarlet fever and is associated with diminution in the 
secretion of urine without albumluuria, but to children in whom there 
has been no recent illness, and the general oedema apparently stands by 
itself, an unexplained phenomenon. In some of these the stools are 
found to be extremely foetid and offensive although there is no 
diarrhoea, rather indeed the reverse; therewith the urine may or may 
not be diminished In quantity. 

An instance of this was a boy, aged 11, who a week before coming 
under observation was noticed to be puffy in the face, and three days 
later his legs were swollen ; the bowels were open three or four times 
a day, and the stools were extremely offensive. There was some fluid 
in the abdomen and general dropsy. The urine contained no albumin, 
it was high coloured, and rather scanty. The boy was kept under 
observation, and the outstanding feature, apart from the crdema, was 
the foul foetor of the stools. 

I can offer no proof that the oedema in such a case is 
due to toxic absorption from the bowel, but the association 
suggests it. 


How far the oedema which accompanies such a condition as ileo¬ 
colitis and prolonged failure of digestion is due to such absorption and 
how far to the wasting and exhaustion is, I think, open to question, 
but there is much to suggest that in some of these also the oedema is 
determined largely by the unwholesome character of the stools. I 
have particularly noticed that in some wasted infants the appearance 
and disappearance of <edema corresponded closely with variations in 
the degree of unwholesomeness of the stools, and sdbmed to be much 
more influenced by this than by the number of the stools. 

This observation certainly applies to cases of cceliac disease, in 
which, therefore, I would suggest that oedema is to be regarded as due, 
in part perhaps to feeble circulation and hydremia, but in part at least 
to toxic absorption from the bowel. 

Certainly the oedema Is not necessarily terminal. I have known It to 
occur in several cases quite early in the disease, and in those that 
recovered as well as in those that died. 

Another symptom which is worthy of consideration in 
this connexion is purpura. 

This, like oedema, is common enough as a late symptom of many 
diseases which end with emaciation and exhaustion, but It is par¬ 
ticularly noticeable that in cceliac disease purpura is sometimes a 
recurring symptom for years. 

For Instance, in a girl who died at the age of 94 years after suffering 
with cceliac disease from the age of 20 months, bruise-like patches of 
purpura appeared on many occasions from the age of 24 years up to the 
time of her death, although during the greater part of this time site 
was well enough to be up and about. 

In another case, a boy, aged 7i, in whom the disease had been 
present for five years, but who was still well enough to get up and 
walk about, patches of purpura occurred from time to time, and 
noticeably in relation to unhealthlness of the stool; when the stools 
improved and became more normal the purpura would cease to appear, 
then a particularly unhealthy stool, without diarrhoea, would be asso¬ 
ciated with a fresh patch or two of purpura. 

I would lay some stress upon the fact that often, so far from there 
being any Increase of frequency of stools, there has often been a notice¬ 
able decrease in their frequency, perhaps no stools at all for 24 hours, 
just before the purpura appears. The non-frequency of stools may be 
more than a coincidence; delay in the evacuations of the unhealthy 
fteces may be a determining cause of the absorption which results in 
purpura. 

But, even if this view be correct, the particular substance 
which causes the purpura is still to seek. 

Mere constipation, even whon most chronic and severe, does not 
cause purpura, although there may be various symptoms suggestive of 
toxic absorption, headache, lassitude, sallow skin, and so forth ; it is 
probable, therefore, that the cause is to be sought cither in the products 
of particular bacteria or in the chemical products of intestinal putre¬ 
faction, and only when these hypothetical substances are present does 
absorption from the intestine produce purpura. 

It has been suggested that indol may be the poison in question ; and 
when indol is being formed in large quantities in the bowel this is 
indicated by a marked indlcan reaction in the urine. It has been 
specially noticed that in many cases of purpura a marked indicanuria 
is present; in one of my cases of cceliac disease I found a very definite 
indlcan reaction during the eruption of purpura, and this reaction 
became much less. In fact, almost entirely absent, when the purpura 
ceased to appear. 

Apart from oedema and purpura, the occurrence of tetany 
in cceliac disease probably points to toxic absorption. 

Here, at any rate, the question of cause is not complicated by any 
likelihood of production by feebleness or failing circulation ; the 
tetany may, as in one of my cases of cceliac disease, recur for years, and 
that when the patient is well enough to be up and about. 

It is true that tetany has been attributed to deficiency of calcium 
salts in the blood; and in cceliac disease there is an obvious reason for 
excessive loss of calcium. Quite apart from the question of tetany, 
this drainage of calcium was emphasised by Dr. Herter in connexion 
with the amount of split fat in the form of soap passed in the twee*. 
In one case he found that In ten days a boy aged 8 years lost 1*07 g. of 
calcium oxide in 198 g. of soap in the faeces, and such a loss, though it 
may sound very small compared with the Intake of calcium in the 
food, is really large in relation to the very small proportion of the food- 
calcium which can be absorbed in health. 

But does this satisfactorily explain the tetany ? 

I think not. If it were so. one would certainly expect that the 
occurrence of tetany should correspond more or less closely with the 
periods when the fatty character of the stools is moot in evidence. I 
have no analytical evidence that the early pale, rancid, obviously 
fatty stools contain more fat than the later brown slimy or shreddy 
stools in which excess of fat, if present at all, is certainly not obvious ; 
but If one may assume this, as I think one fairly may, then there is no 
such correspondence between the tetany and the fatty stools; indeed, the 
reverse is the caso, for tetany is not an early symptom In cceliac disease, 
it occurs after the disease has been present for a long time and 
usually when the stools, though extremely offensive, have lost the 
characteristic fatty appearance of the early stage. 

Absorption of some toxic material from the bowel seems much more 
in harmony with the clinical fact. 

Arrest of Growth. 

From these questions of toxic absorption I pass to the 
consideration of one of the most striking phenomena of 
cceliac disease, the arrest of growth. 

Why do these children fail to grow ? It is easy to reply vaguely 
that the cause is the general failure of nutrition, but such an answer is 
inadequate. It Is unfortunate that much that has been written on the 
problems of growth entirely ignores the fact that increase of weight 
and length do not necessarily go pari pwseu, and that experimental 
evidence as to the one is not necessarily applicable to the other. A 
physiological illustration of this must be recognised by any one who 
measures many children at the growing age; a rapid increase in 
height is not associated usually with increase in weight, often, indeed. 
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with a marked decrease, and the child may be visibly thinner ; this Is 
very noticeable in infants and gives rise to much needless anxiety, 
though I have not seen it mentioned in a single text-book that an 
infant In perfect health will often cease to gain or will actually lose 
weight, when it Is growing rapidly In length. 

In disease, also, there is no necessary correlation between the growth 
in length and the state of general nutrition as shown by the weight. 
As I have mentioned already a marasmic infant may grow steadily in 
length, and a child may become tall whilst wasted with chronic 
tubercular disease. 

It would seem, therefore, on grounls of analogy that there is no 
justification for assuming that the remarkable arrest of growth in 
length in cudiac disease is a necessary corollary of the arrest of growth 
in weight, and, while it seems only reasonable to assume that both 
may be related in some degree—though not necessarily In the same 
degree—to the general failure of nutrition, the failure of growth in 
length is so much more pronounced in crpliac disease than in most 
other conditions of disturbed nutrition that we may well seek for some 
special cause. 

Amongst the various possibilities which present themselves 
there is one which, I think, ought to be considered—namely, 
that deficiency of fat absorption may be sufficient cause for 
arrest of growth. 

This suggestion has the support of experimental evidence; young 
rats fed on a diet of lean horseflesh, so that there was hardly any fat 

iven, became stunted in growth, even though apparently in good 

ealth ; with a diet exclusively of oxflesh, which, though still affording 
them too little fat, contains more than does horseflesh, the rats throve 
better, but their growth was still retarded to some extent. (Watson 
and Hunter. 1 *) 

If the failure of fat assimilation be the cause of the failure of growth 
this would bring coeliac disease into line with Byrom Bramwell’s 
pancreatic infantilism, where arrest of growth was associated with the 
passage of fatty stools and where improvement of fat absorption by 
administration of pancreatic extract, with consequent disappearance of 
the fatty character of the stools, was followed by rapid growth. 

It is not apparent, however, how deficiency of fat in the 
diet has any special influence in arresting growth. 

If the absorption of calcium is dependent to any considerable extent 
upon the splitting of fat and combination with the fatty acids thus set 
free, and if deficient absorption of calcium inhibits growth then the 
order of events is easy to understand. As I have already pointed out, 
Herter has already shown that there is an appreciable loss of calcium 
with the soaped fat passed in the stools of coeliac disease. Clearly the 
same result would come also from any considerable failure of fat 
splitting or saponification. 

I have mentioned a case in which remarkable bending of the bones 
began at the age of 8 years, after the coeliac disease had been preseut 
nearly five years, and the child had been kept for four years on a diet 
containing a minimum of fat; an occurrence strongly suggestive of 

calcium deficiency. 

I have shown, also, that there is very striking delay of ossification of 
epiphvses, which may indicate a deficiency of calcium, but, granted 
this deficieot y. is it adequate cause for the strikin ' arrest of growth in 
codiac disease : j I have shown in my previous lecture that growth in 
height shows no necessary relation to the date of commencement, nor 
to the stage of advancement of ossification in epiphyses. 

That relative deficiency of calcium and rapid growth arc by no means 
inconsistent is shown by what happens in cretins when thyroid treat¬ 
ment is begun at the age when walking has recently been acquired, the 
child beglnB to grow rapidly and at the same time if the child is allowed 
to run about much, the previously straight legs become bowed and 
handy, presumably from deferred calcification of the rapidly growing 
bone. 

The disease which might have been expected to throw 
most light upon this point is rickets. 

There Is strong evidence that fat deficiency in the diet is a large 
factor, perhaps the determining factor, in the causation of rickets; 
moreover, there is clear evidence of deselect calcium deposit iu the 
rachitic bone. Here, then, we seem at first sight to have the required 
link bringing the fat absorption Into direct relation with formation 
of bone. 

But if this view of the pathogeny of rickets is correct we are faced by 
another difficulty in regard to coeliac disease—it should be associated 
closely with rickets ; whereas one of the very striking facts which I 
have already mentioned in connexion with its symptomatology is the 
entire absence of rickets In most cases. Conversely also, if the failure 
of fat absorption be the cause of the stunting in coellao disease, arrest 
of growth might be expected far more commonly than it occurs in 
rickets. 

The problem Is evidently a complicated one, and it is not rendered 
less so by a comparison with such a condition as the congenital 
*teatorrhcea described bvGarrod and Hurley, 14 in which the passage 
of 80 per cent, of fat in the faeces, amounting to a loss of 25 per cent, of 
the fat intake, was associated neither with arrest of growth nor with 
rickets. 


The late John St.Clair Boyd, M.D. R.U.I.—Dr. 
John St.Clair Boyd, the well-known Belfast surgeon, who 
died suddenly of cardiac disease, was a graduate of Queen’s 
College, Belfast. After further study at Edinburgh and 
I’ariB he became an assistant to Mr. Lawson Tait in Bir¬ 
mingham when that well-known surgeon was at the height of 
his career. Returning to Belfast, he was appointed surgeon 
to the Samaritan Hospital, but ill-health obliged him to 
retire about ten years ago. He was also consulting gynaeco¬ 
logist to the Ulster Hospital for Women. Dr. Boyd was a 
man of literary taste and well versed in the study of 
the Irish language. He married a daughter of the late Dr. 
Stevenson Macadam, lecturer on chemistry in the Edinburgh 
Extra-Mural School. 
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While in charge of an advanced neurological centre in 
France during the period November, 1916—February, 1918, 
I have had to deal with between two and three thousand 
cases of psychoneurosis (neurasthenia, hysteria, and psych- 
asthenia), and in the following paragraphs I will endeavour 
to give, in broad outline, a general view of the methods of 
treatment which have seemed to be most useful, and a state¬ 
ment of certain statistical results. The great majority of 
cases came under my care within 48 hours of their break¬ 
down, and I was able to return 70 per cent, of them to the 
line after an average of a fortnight’s rest and treatment in 
hospital; of course, certain individual cases needed a 
longer rest in hospital, up to two or three months. I feel 
sure that this success was due more often to prevention than 
to cure. By seeing so many of these light cases so early I 
was able to prevent the development of further hysterical 
or pithiatic symptoms which would otherwise have taken 
place. 

Essential Factors in Causation and Treatment. 

It is important that the patient should have the benefit of 
a thorough examination of his nervous system at the earliest 
possible moment after the shock of the shell explosion. The 
incipient functional symptoms from which he is suffering 
make him fear, vaguely or definitely, that he has sustained 
some organic injury of the nervous system. This fear 
encourages the further development of such symptoms. It 
and its effects can be brought to an end by the reassuring 
remarks of the neurologist, after he has completed his 
examination. But those remarks must be repeated and 
forced upon the patient’s notice. Especially is it the note 
of certainty in the doctor’s voice which carries conviction. 
By one means or another the patient must be completely 
convinced of the truth of the doctor’s explanation of his 
symptoms, and of the promise that they will quickly dis¬ 
appear. This conviction must pass beyond the stage of mere 
intellectual awareness and acceptance, and acquire the 
dynamism of strong emotion. Enthusiastic expectation of a 
rapid recovery is another essential condition of success, just 
as it was an earlier apprehension which was responsible for 
the development of the symptoms. 

This is more than mere suggestion and counter-suggestion. 
The mechanical processes of auto- and hetero-suggestion do 
certainly come into play in the fixation of the symptoms and 
in their later development and multiplication. But the origin 
of the symptoms (tremors, difficulties of speech and locomo¬ 
tion, profuse sweating, headaches, diminution or loss of 
various forms of sensation, &c.) is to be found in the intense 
emotion of fear caused by the shell explosion, of which they 
are the objective physical manifestations. In like manner, 
although counter-suggestion plays its part in the cure of 
these functional symptoms, the factors which are of very 
much greater efficacy and importance in bringing about a 
permanent cure are : (1) persuasion, whereby the patient is 
rationally convinced of the true nature of his symptoms ; 
and (2) the sthenic emotions of confidence, conviction, and 
expectation, which have a unifying effect upon the mind, 
and counteract the disintegrating effect of mechanical 
suggestion. 

It will thus be seen that I adhere to DSjerine’s theory of 
the pathogeny of the psychoneuroses in preference to that of 
Babinski. As regards the “period of meditation” which 
often elapses between the occurence of the emotional shock 
and the onset of the earliest symptoms, I would also follow 
D6jerine in holding that it is a period of subconscious 
emotional development. Babinski and his followers believe 
that it is a period during which auto- and hetero-suggestion 
cooperate to bring about the ultimate outbreak of the 
symptoms. The original shock, no doubt, produces some 
weakening of mental synthesis, although outwardly the 
patient doe 3 not appear greatly disturbed. The appropriate 
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emotional reaction, with its innervations and external 
manifestations, develops gradually during the following few 
hours or days, as the patient’s intellectual awareness of the 
accident arouses by association earlier emotional memories. 
The symptoms that eventually arise are such emotional 
manifestations in a state of relative dissociation and 
permanence. As D£jerine says :— 

*‘ Everything that an emotion may create in an accidental and 
transient way hysteria may accomplish in a lasting way.” 1 

Case of Delayed Onset of Symptoms. 

I have several examples of this delayed onset of symptoms 
in the case of hysterical mutism and hysterical hemiplegia 
which I hope to analyse and describe on another occasion. 
But I have obtained the following unbiased introspective 
description from one of my officer patients who suffered 
from hysterical spasmodic contractions of the abdominal 
and leg muscles and profuse sweating and tachycardia, which 
came on some days after the time when he was exposed to 
heavy shelling. His account is as follows :— 

“ My feelings during the shelling are hard to define, as 1 was too 
fully occupied to allow for much thought on the subject. Owing to 
the small area to which we were confined, there was no opportunity of 
being able to give vent to the pent-up feelings that were in me, and in 
consequence my nerves were strung up to such a pitch that I felt that 
something in me would snap. Every shell fired seemed to be nearer 
the mark than the last, and the ground all around was covered with 
shell holes. The general feeling was that * the next one ’ would land 
right in the post. Part of the trench had already been blown in. The 
back blast from each explosion flattened us up against the wall of the 
treuch. 

The days following, 1 was always thinking of this episode, and nights 
I could never sleep, but would just doze and then wake up with a 6tarfc, 
with my heart palpitating furiously ani with great difficulty in 
breathing. I would also find myself In a profuse cold sweat, especially 
of the scalp, forehead, and hands. Then my legs began to be affected 
and would shake as though I had the ague. This would come on in the 
day at times, but Invariably happened at night when I was lying down. 
About 10 days later I was troubled with my stomach [he means 
abdomen]; at night something—I suppose my nerves—started pulling 
me up forward as I lay down and my body shook all over. This would 
happen every two or three minutes. This action affected my back, and 
I had a belt of pain around me. During this time I was always troubled 
with my heart, and I found it hard to lie down at all. Toe cold 
sweats also continued.” 

Emotional Origin of the Symptoms. 

This description, written by an officer unversed in psycho¬ 
logy and quite ignorant of the question at issue, is in favour 
of the emotional origin of the symptoms, although, of course, 
factors of suggestion are not entirely absent. The emotion 
of fear in this patient dnring civil life always produced cold 
sweats, palpitations, and tremors of the limbs—just as in the 
case of a patient subsequently suffering from functional 
paraplegia it used to 4 * take him in the legs ” and he would feel 
weak at the knees. The period of incubation in some cases 
seems to correspond to the time during which the patient is 
struggling, with a certain degree of success, to repress the 
painful emotional memories and to remain “captain of his 
soul.” The final outbreak of the symptoms represents the 
partial failure of this effort of repression, or rather is a con¬ 
dition of the success of the psychological repression. The 
symptoms are “ convertion ” symptoms, in Freud’s sense of 
the term—i.e., they represent painful emotion converted into 
physical innervations. 

With a certain class of patients, a more detailed form of 
mental analysis is necessary. In these cases the nervous 
breakdown is partly due to earlier mental worry, and the 
“active service” element is simply the last straw. The 
patient’s mind is a battlefield of conflicting emotional 
tendencies, many of which he himself fails to recognise. 
By long talks with him, following up thread after thread 
in the association of his ideas, one can recall repressed 
memories of earlier epochs in his life, showing him the true 
emotional significance of them and their connexion with his 
present disability. In this way the patient learns to under¬ 
stand himself, and therefore I would call the method 
“ autognosis.” Self-knowledge brings with it self-control in 
the psychic domain. An analysis of the patient’s dreams 
is often of the greatest help in this method. Indeed, the 
dreams of some of these patients are so terrifying that they 
have to be dealt with, and the quickest way to exorcise them 
is to analyse them—i.e., to trace the different parts of the 
dream back to their source in the patient’s earlier life (by 
the method of “free” association), and so to discover the 
underlying unconscious dream thoughts which have been 
enjoying a disguised or distorted fulfilment in the dream 
itself. 

1 Peychoneuroaro and Psychotherapy, pp. 269, 270. 


Treatment. 

I now come to a therapeutic method which I have found 
to be especially valuable in dealing with early cases of 
shell shock exhibiting pronounced symptoms of functional 
nervous disorder, such as functional mutism, deafness, 
paralysis, tremulousness, &c., accompanied by more or Jess 
extensive amnesia. It is a form of hypnosis, but free from 
the defects attaching to the ordinary use of that method. 
To explain by an example : — 

Here is a patient who V as blown up and buried by a shell explosion 
two days ago and lost consciousness. On regaining consciousness some 
hours later he found that he was quite dumb, and also had lost all 
recollection of the shell explosion and of the events immediately 
following thereon. In other words, he is functionally mute and has 
retrograde amnesia. His memory for other recent experiences is also 
vague, but he is in full command of gesture-language and can write 
down on paper all that he wishes to say. 

I interview him alone in my office and tell him In a tone of conviction 
that I shall restore his speech to him within a few minutes if he will 
do exactly what I say. I then tell him to lie down on a couch, close his 
eyes, and think of sleep. I urge him to give himself up to sleep, to let 
sleep come to him, as it assuredly will. I tell him that he is getting 
drowsy, his limbs are getting heavy with sleep, all his muscles are 
relaxed, he iB breathing more and more alowly,more and more deeply. 
Above all, that his eyelids are getting heavy, as heavy as lead, that he 
feels disinclined to open them, that be cannot open them however hard 
he tries. At this stage, which generally superveues within two or three 
minutes, he really cannot open his eyes. This is a stage of very light 
hypnosis quite sufficient for my purpose. 

I now tell him that the moment I put my hand upon his forehead 
he will seem to be back again in the trenches, in the firing line, in the 
fighting, as the case may be, and will live again through the expe¬ 
riences that he had when the shock occurred. This I say in a tone of 
absolute conviction, as if there is not the slightest shadow of possibility 
of ray words not comiDg true. I then place my hand on his forehead, 
lie Immediately begins to twist and turn on the couch and shouts out 
in a terror-stricken voice. He talks as he talked at the time when the 
shock occurred to him. He really does live again through the experi¬ 
ences of that awful time. Sometimes he speaks as if in dialogue, 
punctuated with intervals of silence corresponding to the remarks of 
his interlocutor, like a person speaking at the telephone. At other 
times he indulges in imprecations and soliloquy. In some cases he Is 
able to reply to my questions and give an account of his experiences. 
In others he cannot do so, but continues to writhe and talk as if he 
were still in the throes of the actual experience. In every case he 
speaks and acts as if he were again wider the influence of the terrifying 
emotion. It is as if this emotion had been originally repressed, and the 
power of speech with it, and is now being worked off and worked out. 

A hreaction. 

This process.of “working off ” repressed emotion is’ what 
Freud calls “abreaction.” In my view it is the essential 
therapeutic process in dealing with the majority of war 
psychoneuroses. The original shock caused a dissociation of 
consciousness — i.e., an apparent suppression of a certain 
series of memories, and of a certain motor function (speech). 
Now, without accepting Freud’s sexual theory of the origin 
of the psychonenroses, for which I have never been able to 
find any convincing evidence (i.e., as a universal pathogenic 
factor), I do accept his theory of the cause of mental dis¬ 
sociation — viz., that it is the result of mental conflict and 
involves repression of emotional states. The repression of 
any emotion at its inception involves the danger of dissocia¬ 
tion, the ideas accompanying the emotion being then more 
ready to split off from the rest of the mind and pursue a sub¬ 
conscious life of their own. 

In most cases of nervous shock caused by shell explosion a 
state of intense fear is aroused in the patient’s mind, which, 
from its very magnitude, produces loss of self-control and 
apparent loss of consciousness. There is no real loss of con¬ 
sciousness, but the attempted repression and control of the 
fearful emotion at its inception brings about a splitting of 
the mind, which appears later as an amnesia of greater or 
less extent, often involving other losses of function also, 
such as dumbness, deafness, tremulousness, or paralysis. 
The fact that under light hypnosis, and with the appropriate 
suggestions, these memories return, together with the lost 
voice, hearing, &c., is evidence that they were not abolished 
at the time, but were simply split off from the main per¬ 
sonality. It is also evidence that the shock worked mentally 
rather than by its accompanying physical concussion (which 
is often absent). 

In my method, then, the patient goes through his original 
terrifying experiences again, his memories recurring with 
hallucinatory vividness. It is this which brings about the 
return of his powers of speech, and not direct suggestion, as 
in the ordinary method of hypnosis. 

My second modification of the ordinary method is in my 
manner of awakening the patient. Remembering that his 
disability is due to a form of dissociation and that in some 
cases hypnotism accentuates this dissociation, I always 
suggest at the end of the hypnotic sleep that he will 
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remember clearly all that has happened to him in this sleep. 
More than this, I wake him very gradually, talking to him 
all the^ time and getting him to answer, passing backwards 
and forwards from the events of his sleep to the events in 
the ward, the personalities of the sister, orderly, doctor, and 
patients—i.e., all the time re-associating or re-synthetising 
the train of his memories and interests. 

By the process of abreaction I remove the underlying cause 
of the patient’s original dissociation, and in attacking this 
cause I cannot be accused of merely treating symptoms. 

I agree entirely with Pierre Janet that only hysterical 
patients can be hypnotised—in fact that, as Charcot said 
many years ago, “hypnosis is an artificial hysteria.”- It 
follows from this that as the patient improves under treat¬ 
ment he should become less and less hypnotisable. This is 
the case with my form of the method. Hypnotism has been 
brought into disrepute by those seekers after the marvellous 
who have intentionally split up the personality of their 
subjects more and more in order to get ever more wonderful 
and abnormal manifestations from them. 

Using this modified form of the hypnotic method, one can 
abolish that tendency towards “ equivalents ” which Janet 
mentions as one of the three stigmata of hysteria (the other 
two being suggestivity and distractivity). By this is meant 
the tendency which the patient shows to suffer from another 
functional symptom as soon as his original symptom is 
removed by suggestion under hypnosis. For example, a 
mute may develop headaches or gastric symptoms as soon as 
he has been made to speak by suggestion under hypnosis. 
By using “abreaction” this tendency is completely 
eliminated. The use of suggestion without hypnosis quite 
fails to remove this tendency to develop equivalent sym¬ 
ptoms. The equivalent symptoms are often so vague that 
they are not noticed at the time, although they are none the 
less disabling. 

Results of Treatment. 

The hypnotic method is needed only for the very small 
minority of cases that arrive at an advanced neurological 
centre—only for those showing so-called major hysterical 
symptoms. In two series of 1000 cases each I treated 173, 
or 17*3 per cent., in the first, and 132, or 13*2 per cent., in 
the second by means of hypnosis. In these two series there 
were altogether 121 cases of loss of speech, or hysterical 
mutism. I succeeded in curing every single one of they 
cases. Many of them were deaf as well as dumb. These 
were given a paper of instructions to read, in which they 
were told to lie down, close their eyes, and give themselves 
up to sleep. When such a patient showed by the calm look 
on his face that he had reached a quiet frame of mind, I 
would suddenly and unexpectedly bang two books together 
near him, and have the pleasure of seeing his eyes flicker, 
and then find that he could hear. I could then continue 
the treatment by word of mouth in the ordinary way. 
Curiously enough, these deaf-mutes were the easiest of all 
my cases to treat. 

Of course, there are some patients who are ready to 
malinger with major hysterical symptoms. I caught out 28 
such patients in my first series of 1000 cases, and induced 
them to confess. But this is, happily, a very small propor¬ 
tion—less than 3 per cent. 

If, finally, the modified hypnotic method is limited in 
application, wherever possible, to one treatment only, all the 
drawbacks with which the ordinary hypnotic method is beset 
are evaded. I only applied the method to the more severe 
cases, those that had later to be evacuated to the base. 

Nevertheless, in such apparently severe cases as those of 
functional paraplegia this method was not found to be 
necessary. Vigorous persuasiveness was sufficient to produce 
a cure. In some of the lighter cases of mutism also this 
was found sufficient. 

Stammering is much more difficult to cure than mutism. 
The patient can more easily cling to the first symptom than 
to the second, agd every hysteric clings to his symptoms. 
But in several cases I have produced a complete cure, and a 
decided improvement in others. In several cases where the 
patient had stammered in civil life I was able to trace the 
stammer back to a shock in early life, in the first few years 
of childhood, and under hypnosis I was able to call up the 
experiences with hallucinatory vividness before the patient’s 
mind. The stammering was not completely cured thereby, 
because it had become the habit of a lifetime, but this 
recall of the shock was the first necessary step towards a cure. 


Another Illustrative Case . 

As a further illustration of my method I will describe 
the case of an officer, aged 25 years, whom I treated in 
France in December, 1916, and whom I happen to have 
again under my care at Craiglockhart in May, 1918. . 

Ho had boon sent Into my neurological wards on account of his 
complete Inability to stand shell fire, having the irresistible impulse to 
rush to hts dugout and crouca down there the moment shells began to 
fall in his neighbourhood. Earlier In the year (1916) he bad been 
wounded during an advance and had been left out in No Man’s Land 
under continuous shell fire for several hours. He gave a history of 
reat timorousness and extreme weakness of memory during his youth. 

learnt from him that he had been nearly drowned at the age of 
3 years, according to what his mother had told him. He himself, of 
course, could remember nothing of the incident. I should alao add 
that he exhibited many psychasthenic symptoms—e.g., he would begin 
to count the squares round the top of ihe stove in his ward, and find 
that he could not stop counting them. He would be impelled to count 
them hundreds of times. 

I hypnotised this officer and then directed his attention back to the 
drowning incident at the age of 3 years. He at once began to live again 
through this incident, gasping with terror as he again, in memory, fell 
into the water. He described the whole event with such a wealth of 
detail that it was difficult not to !>elleve that he had been taken straight 
back to this early period in his life and was living again through the 
terrifying experience. Later on, he re-experienced with hallucinatory 
vividness the lnoldcnt of his baby brother's funeral, seeing again the 
coffin being lowered into the grave and feeling the desperation of 
grief as a present emotion. He was 18 years old when this funeral 
took place. 

I concluded from these and other results of the hypnosis 
that the patient’s memory was intact, but that certain factors 
were interfering with the power of recall—viz., the very 
strong emotional tone of many of these memories, combined 
with repression of them following upon mental conflict. The 
“abreaction” of these painful memories in the hypnotic 
state — i.e., the working off of their emotional accompani¬ 
ments — should therefore prove beneficial to the patient’s 
powers of memory and to his general mental condition. This 
was found to be the case, and the patient appeared quite a 
different, and certainly a much more normal, person after 
the treatment. 

A minor point of interest arising out of this case is that 
the patient was readily hypnotised in spite of his psych¬ 
asthenic symptoms. Some authorities have held that psych¬ 
asthenics are not hypnotisable. 

In May of this year I learn from this patient that his mother 
vouches for the accuracy of his revived memories of the 
drowning incident in every particular. He is again in hos¬ 
pital suffering from certain neurasthenic symptoms, but he 
has completely recovered from his previous hysteria. He has 
done a year’s duty since he was with me in France. 

Other Treatment. 

General hygienic measures are, of course, necessary in the 
after-care of severe cases, and suffice for the entire treatment 
of the largely preponderating light cases. Regularity is 
insisted upon in all habits — alimentation, excretion, sleep, 
exercise. The patients are put on physical drill and sent for 
short route marches. Many do light duty in the wards or in 
the grounds of the hospital. But to the “ gospel of work” 
is added the gospel of cheerfulness and hope. 

For insomnia suggestion treatment at night is often very 
efficacious. The patient can often be soothed to sleep and 
incidentally taught how to employ auto-suggestion in this 
case. 

Only very rarely have I found it needful to isolate patients. 
But this device succeeded in the case of three patients 
showing persistent tremors of the head, where every other 
method had failed. 

Summary. 

The essential therapeutic agent in the case of hysteria 
caused by shell shock is “ abreaction,” or the working off of 
the repressed emotion caused by the shock. Mental analysis 
is a means to this end, and light hypnosis, applied under 
proper safeguards, is the quickest and most effective method 
of effecting this analysis, where amnesia is present and the 
case is seen early. 

For cases of neurasthenia , which are the more numerous 
and involve emotional preoccupation often dating back many 
years, mental analysis and re-education, without hypnosis in 
any form, are the needful agents, although the abreaction of 
the original emotional disturbance or disturbances is again 
essential. 

In both classes of cases the arousing of sthenic emotion in 
the patient’s mind is an important adjunct in the cure, both 
in the form of enthusiastic confidence in his doctor and 
expectation of a complete recovery, and also in the form of 
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vivid interest in some form of occupation in the stage of con¬ 
valescence, daring which the mind becomes more unified and 
consolidated. 

I have hitherto not mentioned rest, which is, of course, 
also fundamental. But no complete rest is possible while 
the mind is obsessed with bottled-up emotion. This emotion 
must be completely worked off, and then true rest will come. 
The preoccupations of the neurasthenic also must first be 
dealt with if any form of rest cure is to produce good 
results. 

After three and a half years of work with nerve patients in 
military hospitals in Egypt, England, and France, during 
which over 4000 cases have passed through my hands, I feel 
no hesitation in saying that mental analysis is the ideal 
method of treatment, provided that it is carried far enough 
to produce true abreaction of emotional states. As an aid, 
and as a sort of short cut, the special form of hypnosis which 
I have described is very useful in early cases showing major 
hysterical symptoms. 

In conclusion, I should like to thank Lieutenant-Colonel 
C. S. Myers, F.R.S., R.A.M.C., for his unfailing encourage¬ 
ment and most helpful advice as consultant psychologist in 
his frequent visits to my wards in France. 

May 29th, 1918. _ 
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In a paper on Dysentery published in 1913 by Savage and 
one of us, * 1 it was pointed out that dysentery, from its first 
authentic record in the days of the Athenian pestilence 
during the Peloponnesian War up to the present time, has 
been the scourge of armies in the field, and that it has been 
responsible for more sickness, invaliding, and military waste 
than any other factor. 

Scope of Investigation. 

The greater part of the present paper was written by us in 
the spring and summer of 1916, and the results to be set 
forth in the bacillary section were based upon the micro¬ 
scopic and cultural examination of a series of 1165 cases 
(43 fatal) admitted to a general hospital in Egypt, from 
April 30th, 1915, to April 30th, 1916. As many stools as 
possible were plated out on a specially modified MacConkey’s 
medium, and all the fatal cases were submitted to autopsy. 

Unfortunately, our collaboration was interrupted by the 
recall of one of us (C. H. S.) to Government service in 
Australia, in the late summer of 1916, before we were able, 
owing to lack of amoebic material, to complete our paper 
together for publication.* 

Since then a further very large series—though we have 
not the exact figures to hand—has come under our observa¬ 
tion. This series included many cases of acute amcebic 
dysentery, and has been examined by one of us, who had had 
in addition the experience of 14 years’ residence in Egypt 
and at El Tor upon which to draw. Any criticism, therefore, 
which may be directed against the amoebic part of this paper 
must be held to refer only to that one of us (J. G. W.). 

Infantile diarrhoea, due, practically speaking, in 
Alexandria to the B. dysenteries, levies an appalling toll 
amongst Egyptian babies at the present day. 

Amoebiasis, on the other hand, is a disease of protozoal 
origin, by reason of which it is much less infectious than 
bacillary disease, but immunity to it is less easily acquired 
and less complete. 

# From September, 1915. up to July, 1917, I (J. G. W.) was unable to 
obtain amoebic material in quantity sufficient for my purpose from 
European troops. All my cases or amoebic infection occurred in 
^Kyptians of low class, among whom alone does the amoebic type of 
dysentery predominate. The explanation of this would appear to lie 
in their relative immunity to Infection by the dysentery bacilli—a fact 
which is paralleled by their well-known Immunity to organisms of the 
enterica group, which they have acquired through generations of 
existence in defiance of the most elementary rules of personal hygiene. 


It thus follows that the lower class Egyptian with his 
dirtier habits constantly exposes himself to both infections, 
but succumbs, as a rule, to. the one only, unless his constitu¬ 
tion has been previously strained by excessive hardship or 
disease. The better class Egyptian, on the other hand, 
thanks to his cleanlier habits, is usually exposed only to the 
bacillary infection, against which, owing to its far greater 
infectivity, precautionary measures are more difficult to 
apply. 

The conclusion at which we arrived together—namely, 
that a diagnosis between the two great types of dysentery, 
amoebic and bacillary, can be made not only more rapidly 
but even with greater accuracy by simple direct microscopic 
examination of the stools than it can by cultural methods — 
has been strengthened by this further study and by a con¬ 
sideration of the results published by independent workers, 
particularly Bahr, Wenyon and O’Connor, Ledingham and 
Mackie, to mention only a few with whose work we are most 
familiar. 

The results in particular of the investigations conducted 
by or under the aegis of the Medical Advisory Commission 
have established beyond all manner of doubt the contention 
which we, in 1915, were almost alone in upholding—namely, 
that bacillary dysentery has been, and is, the predominating 
and the more severe type of the disease in the whole of the 
Near Eastern area of operations.! To this conclusion we 
were led by investigations the object of which was to 
determine whether or not two diseases so distinct in their 
etiology and morbid anatomy would give rise in the dejecta 
to different types of cellular exudate, each peculiar to its 
own class—in other words, to determine whether a diagnosis 
could be made without identifying either the one or the 
other causal organism. 

Importance of Early Diagnosis. 

It is our purpose to show in this paper that— 

1. Pure amoebic dysentery — i.e., uncomplicated by 
coexistent bacillary infection—gives rise to a characteristic 
exudate in the stools. 

2. Bacillary dysentery, whether complicated by amoebic 
infection or not, also gives rise to a cellular exudate of 
specific character in the stools. 

3. The finding of Entamoeba histolytica in the midst of such 
a “ bacillary ” exudate indicates, riot that the case is one of 
simple aimebic dysentery, but that a double infection is 
present, although all attempts to isolate dysentery bacilli 
may fail—as they do in many instances even when the case 
is one of “ simple” bacillary dysentery. 

4. In such cases of double infection, which are of more 
frequent occurrence than has been supposed, the diagnosis 
of the amoebic moiety can be made only by finding 
E. histolytica , for the reason that the exudate associated 
with the latter is comparatively so scanty and insignificant 
that it is masked by the overwhelming bacillary exudate. 
While the consequences of neglected amoebic infection may 
be disastrous, it is of still more immediate importance that 
bacillary dysentery should receive prompt recognition and 
appropriate serum treatment, for the following reasons : 

(a) In fulminating cases, the time limit during which 
treatment is of any avail is much shorter in bacillary than 
it is in amoebic cases. 

(b) In severe cases the patient rapidly becomes soaked with 
bacillary toxin, which results in severe degenerative changes 
occurring in myocardium, liver, and kidneys. 

(c) The earlier a bacillary case is treated with massive doses 
of antiserum the more prompt and complete is recovery. 
While a delay of a day or two in instituting emetine treat¬ 
ment usually makes little difference to an amoebic case, a 
like delay in administering antitoxin to a bacillarv patient 
may make all the difference between the abortion of the 
illness and months of invaliding and abdominal misery. 

(d) Antidysentery serum is harmless to an amoebic patient; 
emetine, on the other hand, seems to us, as a result of our 
experience, to be a highly risky drug to administer to anyone 
whose myocardium is degenerated. As this does not occur 
in simple amcebic dysentery there is little risk in administer¬ 
ing it in large doses to such cases, and even less to healthy 
carriers. J 

Pathology. 

In order that the principle on which this cyto-diagnosis is 
based may be more fully understood it is necessary to give 
the briefest possible account of the pathology of the two 
diseases. 


t We do not deny that there was a great deal of amoebic dysentery 
also in the summer of 1915, but not later. 

I It must not be forgotten that Entauurbq coli may coexist, as a 
harmless commensal, with E. histolytica or any of the dysentery bacilli. 
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These ulcers, in spite of the fact that they may Rive rise to the 
so-called “worm-eaten condition,*’ can easily be distinguished from 
the amicbic ulcers by the fact that they arc more superficial, more 
regularly circular or oval, and have cleaner cut edges than the ragged 
undermined amoebic ulcers. Their depth will vary with the amount 
of fibrous change that has taken place in the bowel wall around them, 
which may be so great as to make them appear deeper than they really 
are. Whereas the thickened peritoneum may often constitute the base 
of a healed amoebic ulcer, it is extremely rare to find a bacillary ulcer 
penetrating deeper than the muscularis mucosa*. In all our experience 
we have yet to come across a case of perforation or peritonitis in pure 
bacillary dysentery. 

Varying with the intensity of the infection, certain areas 
of the intestine are affected more than others. 

Rogers states that the descending colon and rectum are more 
frequently involved than any other part. In our experience, on the 
other hand, the c*cutn, first part of the ascending colon, and the 
flexures have been more profoundly affected than the other parts of 
the large gut. 

When complete recovery has ocourred after a less extensive Infection 
than that first described the mucosa is often seen to be atrophied 
and stained a dirty slate-grey colour as a result of the diffuse intra- 
mucosal haemorrhagic extravasation. In healed amir hie ulcers, on the 
other hand, this staining is seen only in and Immediately around the 
cicatrices of the ulcers. 

Concurrently with the local changes are those produced 
in heart, liver, kidneys, adrenals, and probably the nervous 
system, due to the absorption of the toxins formed in the 
gut by the dysentery bacilli. 

In bacillary dysentery, as in diphtheria, the patient dies of intoxica¬ 
tion. It may be definitely stated that as a general rule dysentery 
bacilli do not invade the blood stream, except, during the stage of pre¬ 
monitory fever before diarrhoea begins. On one or two occasions 
oertain observers have claimed to have Isolated them by blood culture ; 
but this invasion of the blood must be looked on as an accident in the 
course of the disease, and the occasions on which a general dysenteric 
baoillaemla takes place are so rare that the probability of its occurrence 
is negligible. 

Just as the amoeba is responsible for the ulcers of amoebic 
dysentery, so, in our opinion, is the dysentery bacillus alone 
accountable for the damage to gut and general system. We 
do not deny that secondary infection of the blood stream 
may and does take place occasionally in the course of both 
diseases, || but we controvert the idea that any such infection 
is to be regarded as a regular concomitant. 

It has been known for many years—In fact, since Todd first worked 
out the poison of Shiga’s bacillus—that the “ non mannite-fermenting” 
type of dysentery ba tiilus produces a soluble toxin. Whether this toxin 
is really extracellular and diffusible from the first or whether it becomes 
so owing to a rapid breaking down of the bacillary bodies, and con¬ 
sequent liberation of endotoxin, Is a matter of no moment. The fact 
remains that a filtrable toxin is easily demonstrated in cultures of this 
bacillus. 

It has been the fashion to deny to the mannite-fermenting 
group of dysentery bacilli this attribute of being able to 
produce a diffusible toxin. 

Everyone who has had experience of dysentery due to the mannite- 
fermenting type of bacilli must have been forced to the conclusion 
that a similar and equally virulent toxin was at work lu these cases, 
as in those in which Shiga's bacillus was the morbific agent. The 
clinical symptoms are the same, and the degenerative changes In the 
organs seen at autopsy are indistinguishable from those seen in cases of 
death from Shiga’s bacillus. 

In May, 1913, one of us (J. G. W.), using a slight modification of the 
technique devised by the late Sidney Rowland to extract toxic nucleo- 
albumen from B. pestis, succeeded in obtaining from different 
mannite-fermenting strains of B. dyscntcrix a toxin which killed rabbits 
in doses of 0‘01 g., in the same way as did the living bacilli. This toxin 
was aiterwards used by one of us with very good results in the 
manufacture of antldysenteric serum from horses. This point is 
mentioned here to prove that whatever the type of infecting dysentery 
bacilli similar toxic changes occur in all. 

Diagnosis Based an the Cytological Picture of the Stools. 

It will thus be seen that it is easy to diagnose between 
the two great types of dysentery when they reach the post¬ 
mortem table, so definite and peculiar to each is its morbid 
anatomy. We were led, therefore, to hope that on a priori 
grounds the differences in the nature of the exudate and 
desquamated cells found in the stools of each variety would 
be sufficiently constant and characteristic to constitute a 
basis for differential diagnosis at once reliable and rapid. 

Our investigations have led us to the conclusion that it is 
possible to arrive at such a diagnosis, based entirely on the 
cytological picture peculiar to each type of the disease. 

The character of any given stool will depend upon the particular 
stage of the disease at which that stool has been evacuated. It will 
depend to a much less extent upon the nature of the food which the 
patient has taken, in that in the vast majority of cases both types of 
patients—amoebic and bacillary—will have been treated on similar 
dietetic lines; further, our examination is restricted to any sloughs, 
bloody mucus, Ac., which may be mixed with the faecal matter. 


B Embolic suppurative nephritis (renal pyaemia) was a not uncommon 
termination of fatal cases of bacillary dysentery among pilgrims at 
El Tor. A form of B. coli was always isolated from the emboli—never a 
dysentery bacillus. 


Cyto-diagnosis in Amoebic Dysentery. 

If some of the bloody mucus from a case of “ simple ” 
amoebic dysentery be examined microscopically (under the 
J" and jV objectives) the first thing to strike the observer 
will be the scantiness of the cellular exudate, though red- 
blood corpuscles may be very abundant. This point has 
particularly impressed us when examining material taken 
from the surface of an ulcer at autopsy. . 

Another salient characteristic is the preponderance of mononuclear cells 
over polymorphonuclears, a feature which contrasts sharply with the 
picture seen in bacillary dysentery. (Compare Figs. 1 to 9 with 12tol5.) 

Next to the scantiness of the cellular exudate the most noteworthy 
element in the film is the picture presented by the actual cell com¬ 
ponents—most of them look half-digested, and have a “mouse-eaten " 
appearance (Fig’*. 10 and 11). The process evidently begins at the 
periphery, and the nucleus is the last to be Involved. In many cases 
groups of nuclei appear to become agglutinated by means of their semi- 
digested surrounding oytoplasm. 

The process Is apparently a slow one. the cytoplasm being gradually 
digested and dissolved and the unchanged nucleus being left bare or 
clothed merely in a narrow strip of ragged cytoplasm. Fig. 5 shows 
thlB very clearly; the stool was obtained 24 hours before the death of 
the patient, an Egyptian, from acute amoebic dysentery. At autopsy 
the entire large intestine was found to be studded from end to end with 
amoebic uloers of all Bhapes and sizes; non-agglutinating vibrios were 
obtained in culture, but no dysentery bacilli could be isolated. Of far 
greater value in demonstrating the absence of bacillary infection in this 
case was the healthy pink colour of the mucosa between the ulcerated 
areas. (The diagnosis was made at first from the nature of the cellular 
exudate alone, though amoebae were found later.) 

We have recently had occasion to examine one of the very 
advanced cases of gangrenous amoebic dysentery described 
earlier in this paper. (Figs. 7 and 11.) 

Curiously enough, this patient (an Egyptian) also harboured non¬ 
agglutinating vibrios in his intestines, but at autopsy there was no 
evidence of cholera and no vibrios oould be isolated from the small 
Intestine. Here again it was possible to make an ante-mortem diagnosis 
of the condition of the large bowel by means of the stringy black 
sloughs, the appalling foetor of the stool, and the fact that micro¬ 
scopically hardly any polymorphonuclear cells were seen—nothing but 
amorphous debris apparently more or less completely digested, and a 
few nuclei from which all the cytoplasm had been stripped. Many of 
the nuclei, even, were semi-digested and degenerated; but of all the 
structures involved they were evidently the most resistant to the 
degenerative force in action. 

In our opinion, this type of degenerative change can be 
explained only on the supposition that in amoebic dysentery 
no toxin is at work in the organism at all comparable to that 
produced by the dysentery bacilli. 

As will be shown later, the cells In a bacillary stool give evidence of 
being poisoned* cn bloc and undergo rapidly the changes characteristic 
of toxic necrosis and autolysis, the nucleus being among the first parts 
of the cell to be affected. 

Further, the fatty changes to be described as occurring Invariably in 
cells composing the bacillary exudate are never seen to anything like 
the same extent in amoebic stools, when examined fresh in Sudan III. 
solution; all that one sees are Isolated “lumps" or dots of fat. 
suggesting that the cells had previously ingested some fatty material 
rather than that it was of intrinsic cytoplastic origin. 

Consequently, all the evidence goes to prove, in our opinion, that 
every morbid change seen in amoebic dysentery can be explained on 
the hypothesis of proteolytic digestion of living tissue by the amoebae. 

To sum up the characteristics of a “ simple ” amoebic stool:— 

1. Scantiness of cellular exudate, especially the poly¬ 
morphonuclear element. 

2. Preponderance of mononuclears over polymorpho¬ 
nuclears. 

3. Evidence of proteolytic digestion of the cells, beginning 
at the periphery and affecting the nucleus last. 

4. Absence of all phenomena characteristic of inflamma¬ 
tory reaction, toxic necrosis and consequent autolysis. 

Cyto-diagnosis in Bacillary Dysentery . 

A very different picture is seen on examining microscopi¬ 
cally the blood-stained muco-pus from a case of bacillary 
dysentery, whether in the acute, subacute, or chronic stage. 

Here the first feature to strike the observer is the abundance of 
cellular exudate, composed largely of polymorphonuclear leucocytes. 
Desquamated and degenerated mucosal cells are also common, but the 
polymorphonuclear neutrophiles predominate. Blood may or may not 
be present according to the stage of the disease, whereas it is hardly 
ever absent from the stools of amoebic dysentery. 

The polymorphonuclear neutrophiles Rhow the characteristic changes 
consequent on toxic necrosis more than any other leucocytes, the 
eoslnophiles less and the lymphocytes least of all. The cell is 
evidently poisoned cn masse, and whether the farther changes about 
to be described are directly caused by the toxin or are merely autolytic 
phenomena resulting from the death of the cell is of no moment. The 
important point for our purpose is that the process is obviously different 
from that which takes place in the cells of an amoebic exuda»e.^f 


f The nuclei seem to be specially sensitive to the action of this toxin, 
as the changes described, particularly fragmentation and agglutination 
of small chromatin masses round the nuclear membrane, and “ ringing ” 
of the nuclei, have not been observed by us in similarly prepared films of 
pus obtained from other sources— e.g., boils—or at least to nothing 
like the same degree. 
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A type of cell which is always present, often in large 
numbers, and which seems to be associated more frequently 
with bacillary (especially cases which are improving 
clinically) than with amoebic dysentery somewhat resembles 
a free resting amoeba, and it is important not to mistake it 
for one. (Figs. 17 to 19.) 

There ii, in oar opinion, little doubt that this mistake has beon often 
made, and that as a result the numbers returned as amoebic dysentery 
in 1915 were unwarrantably high. Particularly do we consider these 
remarks applicable to cases of so-called “ running amoebic dysentery," 
often accompanied by a rise of temperature, which responded bene¬ 
ficially to serum treatment. These cells raaj T have also given rise to 
the diagnosis “post-amoebic colitis.” 

As these cells are larger than a polymorphonuclear leuco¬ 
cyte, and as the changes in them are much the same as those 
occurring in other leucocytes, it will be convenient to 
describe them as a type. 

They are very large mononuclears. 15 to 30/x in diameter, with baso¬ 
philic non-granular cytoplasm, and are probably macrophages of endo¬ 
thelial origin. They are possibly identical with the cells described by 
Jargens, Dutcher, and Bahr In the stools of bacillary dysentery some 
years ago. 

The cytoplasm, if not too degenerated, contains numerous vacuoles 
in which there may be entire polymorphonuclear leucocytes, lympho¬ 
cytes, red cells, or their fragments, and bacteria, more or less digested. 
Curiously enough, the ingested leucocytes are much le?s degenerated 
than their hosts. By Achard’s method of eosin staining these large cells 
can usually be demonstrated to be dead. In others, as a result pre¬ 
sumably of more advanced degeneration, the cytoplasm, instead of 
being granular and vacuolated, is swollen, hyaline, transparent, and 
apparently in a state of hydropic degeneration ; it stains very poorly or 
not at all with Iron-alum-hzrmatoxylin. 

The degenerative process begins early in the cytoplasm, which first 
beoomes granular, then vacuolated, and finally hyaline. It may show 
dots or granules, which are greenish w hen examined in the fresh state 
and Intensely black when stained with iron-baematoxylin. 

These are probably fragments extruded from the pyknotic nuclei. In 
fresh specimens these dots are frequently seen to exhibit distinct 
Brownian movements and are apt to be mistaken for bacteria or other 
debris which the cell has ingested Coincidently with the cytoplasm 
the nuolei begin to show very definite karyorrhectic and karyolytic 
changes, both in fresh and stained specimens. 

The nucleus first becomes swollen, then granular ; finally its centre 
becomes transparent and the chromatin is aggregated under the nuclear 
membrane, leaving the centre bare. (In other cases pyknosls may be 
the only change, as seen in the stained specimens.) The nucleus then 
bursts, and the granules resulting from this action appear as a scattered 
line of irregular dots—green In the fresh and black in the stained 
specimens—which are apparently caught in the periplast, all that 
remains of the cytoplasm. 

Later these dots disappear, and the cell is represented only by the 
periplast, which is usually regularly circular. (Fig. 15.) These cells, as 
their suggested origin Implies, possess certain feeble powers of amo bold 
movement, a characteristic which Is liable to entrap the unwary. 

Fig. 18 shows one of these macrophages (fixed and stained 
by the Schaudinn-Heidenhain method), which suggests that 
it has been caught in the act of throwing out a pseudopodium. 

These endothelial macrophages resemble resting or dead amoeba* most 
closely when they show the aggregation of chromatin granules 
scattered around the periphery of the nucleus; then one sees a large 
round cell, vacuolated and containing ingested cells, with a nucleus 
which exhibits the “ ringing ” so characteristic of the nucleus of 
amcebte. The fact, however, that the nucleus in a degenerating 
amceba is the last structure to disappear may be of some guidance in 
differentiation. 

Similar degenerative changes to those mentioned occur in 
the leucocytes and also to a less extent in the mucosal cells. 

Fatty degeneration is always present in the cells composing the 
exudate in bacillary dysentery. In the very early stages this change is 
▼ery slight and the lntracorpuscular globules present in leucocytes and 
desquamated mucosal cells appear as dust-like red granules when 
examined under the immersion lens, and a Sudan III. in alcoholic 
solution is run in under the coverslip. 

Later these globules become larger and larger, until in the advanced 
cases the greater part of the cell body is filled with them. In some we 
have even seen the leucocytes distended with large red globules 
crammed together inside the periplast like potatoes In a sack. This 
condition is best seen in the liquid green pea-soup type of stool, without 
obvious muco-pus or blood, characteristic of advanced subacute or 
chronic bacillary dysentery. (Fig. 10.) 

Another point to Btrike the observer in cases of acute bacillary 
dysentery is the extraordinarily small number of bacteria present ; the 
film, in fact, looks more as though it had been taken from the pus of a 
streptococcal abscess than from a stool. (Contrast Figs. 3 and 12.) 

To sum up the characteristics of a bacillary stool : — 

1. Abundance of cellular exudate, mostly polymorpho¬ 
nuclear. 

2. Preponderance of polymorpbonuclears over mono¬ 
nuclears. 

3. Evidence of toxic necrosis of cells, the degenerative 
changes occurring early in all parts of the cell, including 
the nucleus. This degeneration may go so far as to leave 
only the circular periplast of the cytoplasm, thus constituting 
the “ghost-cell,” the presence of which in any quantity is 
very typical of baoillary infection. 

4. Evidence of phenomena characteristic of intense inilam- 
~ 

Results of Cultural and Cyto-diagnostic Methods. 

The cultural method of diagnosing bacillary dysentery i 9 
of value only when positive results are obtained. 

It is, at best, a difficult operation—how difficult in all but the early 
acute cases only those who have had years of experience at this work 
fully appreciate. It is slow, laborious, uses up an enormous amount of 
glass-ware and medium, and necessitates a fully equipped laboratory 
with a well-trained staff. All these difficulties are multiplied under 
active service conditions, and we have no hesitation in Baving that the 
experience of this campaign has shown it to be a complete failure, alike 
for statistical and clinical purposes, in that results reach the clinician 
too late to be of any guidance to him in his treatment. 

W e contend that our method of cyto-diagnosis is not only 
much more rapid and less laborious, but also that statistics 
based on it give a much truer idea of the incidence of 
bacillary infection than do any that are based on the 
isolation of dysentery bacilli — at least, under active service 
conditions. 

A study of the various reports Issued periodically by the field labora¬ 
tories shows how far their return of positive findings falls below the 
real figure of'baclllary cases. In one Instance this represented only 

7 per cent, of “ blood and mucus ” cases In which an expert proto- 
zoologist could find no amoebse. The bacteriologist la charge at the 
time was a man of exceptional ability and long experience in this 
particular subject. 

Appended are the figures of “ cases of dysentery and suspected 
dysentery” for all the laboratories of Egypt—including those at the 
various bases under the direction of experts working under optimum 
conditions—during the first quarter of 1917. 

1. Total number of cases examined. .. 4037 

2. Number showing blood and mucus . 1127 

3. Number of cases microscopically examined . 3818 

4. Dysenteric amoebic findings . 300 

5. Number of cases bacterlologically examined. 3094 

6. Dysenteric bacilli, typical and atypical, isolated. 475 

No. 6 gives 15'S per cent, of No. 6. 

Even if the whole of No. 4 be subtracted from No. 2 the 
percentage of No. 6 to No. 2 is only 57-4. Even this is too 
high a figure, as cysts are included in No. 4, and such 
stools usually do not contain blood and mucus. Further, 
no account is taken of mixed infections. 

Mutability of Organisms. 

Again, the cyto-diagnostic method has the further advant¬ 
age of obviating a difficulty which recent experience has 
shown to beset the cultural method of diagnosing bacillary 
dysentery. 

We refer to the doubt often present In the bacteriologist’s mind as 
to whether a given organism which he has Isolated Is to be regarded or 
not as the actual cause of the disease. There is no doubt that the 
group of bacilli capable of causing dysenteric infection is a very large 
one, with much more elastic bounds than it has hitherto been 
customary to allot to it. This applies particularly to the so-called 
“ mannite-fermenting group,” the membership of which has of late 
years been expanded to admit a host of new candidate*, all of which 
show a certain relationship in their serological and biochemical 
reactions to the classical Flexner-Y types. 

The bacteriological work of the present campaign, while 
adding to our knowledge, has at the same time added vastly 
to our confusion in this respect. 

Almost weekly a new type of bacillus—non-motile, Gram-negative, 
anaerogenlc, nou-lactose-fermenting—has turned up on our plates, each 
new type showing in infinite gradation affinities with, and divergence 
from, the classical in its bearing towards recognised agglutinating sera 
and fermentation of sugars. For instance, to take only two examples 
from opposite ends of the scale, we have on several occasions Isolated a 
bacillus having all the bio-chemical and cultural characters of a typical 

B. Shiga, but showing no agglutination whatever with any Shiga - 
agglutinating serum at our disposal. 

One such strain—isolated from one of us after a mild attack of 
dysentery—was as virulent when tested in rabbits as any type of 

B. Shiga in our possession. 

Another bacillus was agglutinated up to 1: 2000 by Y-serum from the 

Lister Institute, though not by normal serum, Shiga or typhoid serum 
in low dilution; yet this strain—the purity of which was tested by 
replating—fermented every sugar on which we tried it. It produced 
permanent acidity, but no dot, in milk. 

We may add here that the results of bacteriological investigation of a 
large Berles of cases of bacillary dysentery In the Central Laboratory, 

Alexandria, fully confirm such statements. 

With all diffidence we hazard the suggestion that all 
pathogenic bacteria having their habitat in the intestine are 
actually or potentially mutable.** Apart from the facts 
bearing on mutability of the organisms of the enterica and 
dysentery families, we feel tempted in this connexion to 
quote others of a similar nature, relating to this phenomenon. 

Thus, Bordet has shown that his B. pertussis could be changed by 
repeated subculture into an organism having entirely distinot cultural 
and agglutinative reactions. 

** Cxteris paribus, the more nearly the Infecting bacillus approaches 
the classical type, the more severe Is the course of the disease, and the 
more prompt the response to serum ; and vice versa. 
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F.*:cal Films from Cases of Acute Amoebic (1-11) and Bacillary Dysentery (12-20). 



Descriptions of Illustrations. 


1. Amcebic Dysentery, 

Fig. 1.—Types of Entanueba histolytica. Stained Schaudinn-Heldenhain- 
Wenyon method. Zeiss 1/12, Oc. II. 

Fig. 2.— Entamoeba coli with degenerated and vacuolated cytoplasm 
and ingested bodies, parasites. Note the unaffected appearance of 
the nucleus. Drawn in black and white, but stained as follows: 
Schaudinn-Heidenhaln (Wenyon’s modification): Decolourised com¬ 
pletely in acid alcohol — > ammonia alcohol, and 50 per cent, spirit, 
— > counterstalned 12 hours in Borrel’s blue 1 c.cra., Gauducheau's 
stain 4 c.cm., dist. water 5 c.cm. Washed in 50 per cent, alcohol, to 
which a little 1 : 6000 acetic acid was added — > 0‘5 per cent, eosln in 
alcohol — > absolute alcohol —> differentiated in oil of cloves (con¬ 
trolled under microscope) — > xylol —> Canada balsam. 

By this method nuclear chromatin is stained blue-black, neutro- 
phile cytoplasm pink, red blood cells crimson. The advantage of thl- 
method over the original Schaudinn-Heidenhaln is that the cells 
inclusions can be differentiated from fragments of chromatin, and the 
nuclei of leucocytes, from which the cytoplasm has been stripped, 
from red blood cells. (This method is referred to hereafter as “ W ” 
stain.) 

From a case of amoebic dysentery. Zeiss 1 12, Oc. VIII. 


Figs. 8 and 9 —Faecal films from fatal cases of amoebic dysentery— 
Schaudinn-Heidenhaln-Wenyon stain. Zeiss 1/12, Comp. Oc. VI. 
Compare the macrophage containing a lymphocyte and red blood 
cells in Fig. 9 with the amoeba in Fig. 8. Note that the nuclei of 
leucocytes and mucosal cells are unaffected, while the cytoplasm has 
suffered severely. In some instances it has disappeared, leaving the 
nuoleus bare. 

Fig. 10.—Leucocytes from fiecal films of amoebic dysentery, to show- 
digestion of cytoplasm. Schaudinn-Heidenhaln-Wenyon stain. Com¬ 
pare the nuclei with those seen in bacillary films. 

Fig. 11.—A single field from the Intestinal contents of the case of 
gangrenous amcebic dysentery mentioned above, show ing a lympho¬ 
cyte, a mucosal cell, a polymorphonuclear leucocyte, and a red 
blood cell. Schaudinn-Heidenhaln-Wenyon stain. Zeiss 1 12, Comp. 
Oc. VIII. 

II. Jiaeillary Dysentery. 

Fig. 12 (original iu colours).—Faecal film from a case of acute bacillary 
dysentery. “W” stain. Zeiss 1/12, Oc. II. B. Shiya Isolated. 
Compare with Fig. 3. 


Fig. 3 (original in colours, but reproduced in black and white).—Faecal 
film from a case of acute amoebic dysentery. “ W ” stain. Zeiss 1 12, 
Oc. II. Note the preponderance of mononuclears, the mouse-eaten 
appearance of the cytoplasm, the stripping of the unaffected nuclei. 
An amceba is seen, showing the characteristic nucleus. 

Fig. 4 (original in colours).—Fa*cal film from a case ot acute amcebic 
dysentery. Modified “W” stain. Zeiss 1/12, Oc. II. An amoeba 
containing red blood cells is seen, but the nucleus is not so obvious 
by this stain, as the iron hematoxylin was omitted. 

Fig. 5.—Fecal film from a fatal case of amoebic dysentery. This man 
died with symptoms of cholera, and vibrios (non-agglutinating) were 
present in the stools. Autopsy revealed multiform amoebic ulcers, 
thickly studding the large Intestine from cecum to rectum. The 
peritoneum was full of ascitic fluid; the spleen was hard and 
enormously enlarged; the liver in an advanced state of cirrhosis—a 
case of “ Egyptian splenomegaly" (Ferguson). 

Fig. 6 (original in colours).— Fresh faecal film from a case of acute 
amcebic dysentery. Note the scantiness of cellular exudate. Zeiss 
1/12, Oc. II. 

Fig. 7.—Film from surface of colon—Schaudinn-Heidenhaln-Wenyon 
stain. This was taken at autopsy from a case of advanced gangrenous 
amoebic dysentery such as is described in the text. Zeiss 1/12, Oc. II. 
Note the digested appearance of the cells. 


Fig. 13.— Faecal film from a case of acute bacillary dysentery. “ W " 
stain. Zeiss 1/12, Oc. II. B. dysenteric mannite-fermenting type 
isolated. Drawn in black and white. The cell at 1 o’clock contains 
an ingested red blood corpuscle. 

Fig. 14.— Frecal film from a case of acute bacillary dysentery of about 
1 week’s duration (Schaudinn-Heldenhain-Wenyon stain, Spenoer 
* 1/12, Oc. II. B. dysenteric mannite-feimenting type isolated). Note 

the fragmentation of the nuclei and the regular outline of the 
cytoplasm. 

Fig. 15.—F**cal film fresh preparation In saline from stools of subacute 
bacillary dysentery unstained. Spencer 1/12, Oc. II. ( B. dysenteric 
mannite-fermenting type isolated.) To show degenerative changes in 
leucocytes and formation of “ ghost cells." 

Fig. 16.—Polymorphonuclear neutrophile probably hydropic, from 
f*cal film of bacillary dysentery, “ W” stain, drawn in black and w hite. 
Zeiss 1/12, Oc.V. To show fragmentation and centrifugal tendency 
of nuclear chromatin. 

Fw. 17.—Macrophage of endothelial origin from a cape of subacute 
bacillary dysentery (B. dysenteric manmte-fermentlngtype, probably 
B. Tor No. 1 , Isolated). Be haudinn-Heidenhain-Wenyon stain. 
Reichert 1/12, Oc. XII. The nucleus shows early karyolysi®, two- 
polymorphonuclear leucocytes ingested. 
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Descriptions of Illustrations ( continued ). 


T lo. 18.—Shows a similar cell with much more advanced degenerative 
changes from another case (technique as in Fig. 17). The cyto¬ 
plasm Is swollen, probably hydropic, and shows a projection 
resembling a pseudopodiura towards 1 o'clock. Inclusion forms are 
represented by a polymorphonuclear leucocyte, a lymphocyte, red 
blood cells, and their fragments. The nucleus is not obvious, but Is 
probably represented by a line of pyknotic chromatin granules near 
the periphery of the cell from 4 to 7 o’clock. There is no reason to 
suppose that any of the changes are artificial or extra-corporeal. 
(Fiexner’s bacillus isolated in almost pure culture from the stool.) 


Fig. 19.— Leucocytes from a case of bacillary dysentery (Schaudinn- 
Heldenhain-Wenyon stain. Zeiss 1/12, Compens. Oc. VIII.). The 
largest cell is probably a macrophage with pyknotic nucleus, the 
smallest probably a polymorphonuclear leucocyte, and the cell of 
irregular contour possibly a macrophage, showing the nuclear 
stigmata peculiar to degeneration produced by toxins of bacillary 
dysentery. . . a a tt¥ 

Fig. 20.— A leucocyte from a fresh preparation stained with Sudan III. 
from a bacillary stool. To show fatty degeneration of cytoplasm 
(drawn in black and white). Zeiss 1 12, Oc. VIII. 
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MacC..nkey- T mo9fc suggestive of all-showed that an old stock culture 

oiti. diphtherue. which had completely lost its toxigeniclty, regained 
this property concurrently with an epidemic outbreak of diphtheria in 
isolated 6 di8tr,Ct “ tfaat from whlcb th,a strain been originally 

One of us has noticed a similar variability In the virulence of stock 
dysentery cultures. Again, one of us (C. H. S.) has recently recorded - 
at the end of a true enterics epidemic—a small epidemic of a mild 
d m ea *. e \ in which ti. fsecalis alkaligcnes was constantly 
present In the blood stream. J 

Crendiropoulo has drawn attention to tho constancy with which non- 
- L br lu 8 rep i ace , the agglutinating in the stools of cholera 

tb ? end ° f an epidemic, to disappear completely a 
certain time after the epidemic has ceased. He has also adduced a 
mass of evidence to show how vibrios may lose or acquire certain of 
their characteristics, such as agglutination, hsmolysis, and the 
production of cholera-red. 

All the above, while perhaps not strictly relevant to the 
subject matter of our paper, appears to us as worthy of con¬ 
sideration, and as justification for our plea for greater 
latitude of judgment in the solution of problems presented 
by epidemic disease in general and epidemic dysentery in 
particular. J 

Our thanks are due to Captain Maguire, R.A.M.C., and to 
Corporal E. G. Davis, R.A.M.C., for the very accurate 
drawings from the microscope with which this article is 
illustrated (we are much indebted to them for the time and 
trouble which they have devoted to this work); to the 
clinicians in charge of the dysentery wards, especially 
Captain Fisher, R.A.M.C., and Captain Donald, R.A.M.C., 
for their most cordial cooperation ; and, above all, to Major 
A. R. Ferguson, R.A.M.C., Officer Commanding the Central 
Laboratory, Alexandria. We have to thank him, not only 
for correcting this paper and for his unfailing help in any 
difficulty, but also for many valuable suggestions and the 
generosity with which he placed the knowledge gained 
during many years’ experience of dysentery in Egypt at our 
entire disposal. We also wish particularly to thank Captain 
P. H. Bahr, D.S.O., R.A.M.C., who has had considerable 
experience of dysentery in the field, for criticisms and 
suggestions from his own work on the same subject. 

iJc/iffncw. 1. J. G. Willmore and A. fl. Savage- EDidemir RnHHanr 
Dysentery, Brit. Med. Jour., 1913, il., 1283-1287^2.'Bahr Dvsimto™ to 
Fiji in 1910; London: Wilking and Co., 1912 3 Manson Tmiiwi 

Srffii p 4 - H’ * ^5 Windr M ZUc°h n r: f?X£ 

1912 win' wnfnlf' P Bakt --P a ^It., Infektionskr., 

lQlfi iinH ’ pa li 5 or 5 et: Med. Jour., 1909. 8. Shearman: Ibid., 

“J R.A.M.C. Journal, 1916. 9. Crendiropoulo: Rapporta au 
Conseil Sanltaire Maritime et (^uarantenaire d’Egypte surrExamen 
ASxfSd?U de8 Voyageurs * &c ’ efc 8ur Vlbrionsf 1912 and 1913^ 
In the Field, Sinai, 1917. 


NOTES ON RECENT EPIDEMIC OF SMALL¬ 
POX IN THE FIELD. 

By G. H. MEAD, M.R.C.S., L.R.O.P. Lond., 

LIEUTENANT, R.A.M.C. (T.O.) 


Having recently had charge of a small-pox camp and the 
opportunity of seeing some 25 to 30 cases with the sole 
charge of 15 from the initial symptoms np to the termina- 
tion of the case, I have thought that the following notes 
and observations might prove of interest to fellow-practi- 
tioners at home, where hitherto small-pox has been of rare 
occurrence, though owing to the laxity with which vaccina¬ 
tion is now enforced an epidemic, I fear, may break out 
at any time in the near future. 

• 8“. all ;P° x commenced to show itself among the troops 
*“***'? t i eatre , of war towards th e end of October, 1917 
I think there is no doubt that the infection was conveyed 
by the Arabs, among whom the disease is more or less 
endemic, The Arabs were in the habit of frequenting the 
camps for the purpose of selling their produce. 8 

i ^. h .®^ ac ‘ t t ^ at 1 th ® di « eas ® wa s early got under control was, 

I think, entirely due to the following measures that were 
taken: 1. \ accination or revaccination of the personnel of 
aU .u r °T ‘he mfeoted area who had not been vaccinated 
within the past five years. 2. The early recognition of the 
first cases 3 The rigid isolation of suspected cjL, 
together with the isolation of all contacts. 4 The seerega 
tion of such troops from which definite cases had been 
removed. 5. The exclusion of Arabs from the camps. 


Illustrative Cases. 

Of the cases that came under my care the following seem 
to me to be of special interest as demonstrating the different 
types one meets with. These vary from the virulent con¬ 
fluent form in the unprotected or susceptible person at the 
commencement of the epidemic to the mild or modified form 
in the well protected person ending ir^ the abortive type at 
the end of the epidemic as the disease loses its virulency and 
flickers out. 

Case 1. Confluent variola. (SeeChart.)-Drlver R..aged43. Vaccinated 
In i " fanc y« Bears, never been revaccinated. Reported sick 

?“ mi* 1 i 917, With pai I‘ s ,n head and vomiting. Was admitted 
? t °o?!i d u ambuIance P relImJ nary diagnosis of “ gastritis ” made. On 
the 23rd he was transferred to iaolati-n camp with papular eruption on 
face, trunk and extremities. Eruption on face very profuw ; con¬ 
siderable inflammatory oedema. Likewise eruption of papules on back 

p as thA^fSh 0f fffft RCC ?™ | P ,nle( ! by intense erythema and .edema. 
By the 26th (fifth day of disease) eruption generally had reached 
vesicular stage; vesicles of characteristic loculated and umbillcated 
appearance. On face and back eruption had become confluent; on 
former oedema was so intense that patient could only with difficulty 
open his eyes. J 

«Ifi Pb ^ ia 'T R8 al !2 1 a troublesome symptom, causing much distress 
to patient, and requiring great patience of nursing orderlies in feeding 
He commenced to Buffer from diarrhoea. * 

By Dec. 1st (tenth day) condition was hopeless and patient presented 
a truly terrible appeenmee His entire features had become obliterated. 
He was unable to open his eyes at all and the skin of the face was 
literally floating on a sea of pus. Similar condition on the back, where 
large areas of skin sloughed off. Patient lingered on until the 4th 
(fourteenth day of disease), when death released him 
Cask 4. Discrete variola. (See Chart .)-Drlver D., aged 33. Vaccinated 
in infancy one large scar Revaccinated 1915. unsmSessfully/noVow 
Bf^ftod ■»<* on Nov 26th, 1917, with fever, headache, and backache 
admitted to field ambulance and Isolated. On the 28th was transferred’ 
tosmall-pox camp with papular eruption on face, trunk, and extremities- 
fTJJP 1 * 0 ® % y P r °fuse on face, very profuse on back. By Dec. 1st 
(fifth day of disease) eruption was generally vesicular, profuse, but quite 
discrete, except for peculiar little clusters of confluent vesicles along 
each tendo Achlllls. By eighth day pustulation was fairly c miplet/ 
pustules on face commencing to collapse and desiccate. Subsequent 
course uneventful, desiccation proceeding satisfactorily and fol?owSd 
on S?e Dny deBquamation at Mte of pustules. Some pitting noticeable 

Case 7. Modified variola.— Private G., aged 33. Vaccinated in 
infancy, two good scars. Itevacclnated May 16tb. 1917, two^^tLi 
Reported sick Dec. 2nd, 1917, with headache, dlzzinass and backache 
Was admitted to Isolation camp with scattered vesicular eruption on 
face, trunk, and extremities. Eruption extremely sligbt P vesicles 
having very poorly marked inflammatory areola- arounl them hn? 
showed definite loculation and urablllcatlon; few scattered t»du^ 
on palate. Subsequent course very mild. Pustulation was ver^sHght 
and unaccompanied by any constitutional upset, the papulesranldlv 
collapsing and desiccating. P»puies rapidly 

Cask 9. Confluent variola. (See Chart.)-Pte. D., aged 28 Wsu, 
vaccinated in infanoy, arm showing four plain scars. Was isolated and 
successfully re vaccinated as a contact of smallpox on Nov 26th 1917 
and kept under observation. On Dec. 4lh he complained of venerai 
malaise. On the 5th he was removed to small-pox camp with papular 
eruption on face, trunk, and extremities; considerable^ eryttaemf 
commencing (edema of face. By the 6th eruption was verxr n^f.^ 
papules verythlokly set on face and (edema Increasing. nro 

fusely covered with papules. Papules plentiful In mouth on Mlale 
tongue, and lips. By the 7th (edema of face was intense; papules v. era 
becoming veelcular and confluent. Puetuletlon was ' seven' .n^d 
accompanied by considerable Inflammatory reaction nrn.in7nt and 
By the i2th (eighth day of eruption) puetuVtto? 

but oedema about face appeared to be subsiding and cenerii ’ 

markodly improv^. Subsequently deslo^tlon proceed MtlafMtoHi 0 v 

considerable!*’ 0 d “ f ‘ uamatl ° n of cuti * in l»rge pieces. P?tu n g w« 

Cask il. Haemorrhagic confluent small-pox.— Pte. G., aired iq i T „ 
vaccinate 1. Reported sick on Dec. 15th. 1917. with Dai ,* in L n ‘ 

bwsk Admitted to small pox camp on 19th with pJpuU r eruSn*^ 
forehead trunk, and extremities: papules moat num^f,^ 1 'i 
By the21st (sixth day) eruption was very profuse; considAraM 
of face; papules were vesiculatlng and tending to becom^« 8 < 2 dem * 
By the 24tb (ninth day) pustulation was genera] and accomnantod 6 tor' 
hemorrhage into pocks. Subsequently patient becamo ^ by 

times violently delirious and died on the 29th (fourteenth dayf C and at 

Cask 12 Discrete variola with initial rash.- Pte. R aired tt , 
n . a ^ d in Infancy, four large scars. Revaccinated i^l9i? ) ' nrt V,1CcI ' 
visible. Reported sick on Dec. 24tb 1917 with r mJY r y no “c*™ 
and backache. On 25th petechial purpuric 7 eruDtion h apMSred 1 ^ ad l ,lChe, 
half of abdomen, extending on to thighs. On the 

the 29th X 

eventful” 0 ’* 1 * PU ” tU, ‘ U ° n ”' ld 

Case 15. Modified abortive variola. (See Chart).— dhvo. n , 

Vaccinated in infancy, four plain scars. Revaoclnatod r r ° * 18. 

two plain Boar. Reported .Fck on^^^ 9th? ^plainb^ 19 ! 8 ' 
and diarrhoea. Was admitted to smallpox Gimp on fhhe 
few scattered papules on fane, arms, and back. SubTeo^nfi 3111 T Ith 
few papules matured, remainder aborting without fcIy only a 

stage. On eighth day T. rose and pain l/le?t shoul d ^^? ll ves, « ular 
and tenderness in region of left acromo-clavicular jol^t * -Si? in P’ heat * 
wrapped in wool and Immobilised by binding arm to bonl. J Y lnfc was 

Th * troub,e rapldly -^“ d “ P ,l^ 
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Comment*. 

In Cases 1 and 11 the early appearance of inflammatory 
osdema of the face will be noted. This, in my opinion, is 
an important and grave sign. It is important as an early 
sign and aid to diagnosis, and is often evident when the 
papules are rather more palpable than visible. It is also a 
sign of grave prognosis, and when well marked points to a 
severe attack. 

Case 9 is also of special interest in demonstrating that 
in this case at any rate revaccination did neither abort nor 
apparently*modify the attack. The patient must have been 
incubating the disease when he was revaccinated, and the 


revaccination had apparently little or no influence upon the 
course of the disease. From this case alone one would 
gather that to prevent or abort the attack one must be 
revaccinated either before or immediately after exposure 
to infection. 

Case 7 might be taken legitimately, I think, as an attack 
of variola modified, and consequently rendered mild, by the 
successful revaccination 11 months previously. 

Case 11 is of special interest as indicating the severity of 
an attack in an unprotected person, also on account of the 
complication of haemorrhage. Haemorrhagic small-pox occurs 
in two forms. In the one, the variety commonly known as 
black small-pox or purpura variolosa, the constitutional 
symptoms are intense. Punctiform haemorrhages occur under 
the skin and there may be also haemorrhages from the mucous 
membranes in the first few days of the illness, and death may 
supervene before the papules are properly developed. In the 
other type, that this case exemplifies, 
the case progresses as a severe one 
and the haemorrhages occur in the 
vesicular or pustular stage. 

Case 12 is of a peculiar interest 
on account of the prodromal or initial 
rash. This rash, being of a purpuric 
character, might have indicated a 
severe haemorrhagic type but for the 
fact that the constitutional disturb¬ 
ance was slight and everything 
pointed to the case being a mild 
one. Of the 30 or more cases that 
passed through my hands this was 
the only instance of an initial rash. 

These rashes are said to occur more 
commonly in some epidemics than 
others and to occur in two forms, 
the diffuse scarlatinal and the 
macnlar or measly form, the common site being the lower 
part of abdomen and inner side of thighs. 

Case 15 is of special interest. 1. The abortive type may 
have been due to successful revaccination three days before 
the initial symptoms or to the epidemic exhausting itself 
and the cases becoming of a milder type. I am inclined to 
the latter view. 2. Arthritis is stated to be not uncommon 
in small-pox, and may go on to suppuration. 

Of complications, pharyngitis and dysphagia were present 
in the severe cases, together with a certain amount of 
laryngitis and bronchitis. The fact that we escaped serious 
complications such as corneal ulcers, iritis, otitis media, &c., 
1 attribute in no small measure to the care and attention the 
nursing orderlies gave to keeping the eyes, nose, and mouths 
of the patients clean and free from all noxious matter. 


Differential diagnosis. —Small-pox in its mild form might 
easily be confused with chicken-pox and also pustular 
acne. 

From ohioken-pox the eruption can usually be distinguished 
by its distribution. In small-pox the eruption tends to be 
more profuse on the face, back, and upper portions of the 
chest, and on the extremities. In tjhicken-pox the eruption 
is most profuse on the body and is scantier on the face and 
extremities. 

In small-pox the eruption is usually in the same 
stage of development in the same part of the body 
and does not come out in successive crops, as in chicken- 
pox. Further, the papules have a hard shotty feel and 
do not develop so quickly as in the 
latter disease. Moreover, in the vesi¬ 
cular stage the characteristic small¬ 
pox vesicles are circular in shape, 
distinctly loculated, and usually um- 
bilicated, are deep-seated, with definite 
inflammatory areolae around their bases ; 
whereas the chicken-pox vesicles are 
often ovoid, with a more rounded apex, 
are superficial, and are never loculated, 
and seldom umbilicated, and never 
have the definite areolae and infil¬ 
trated bases that the small-pox vesicles 
have. 

In pustular acne one finds the erup¬ 
tion in all stages of development in 
the same site. Further, acne pus¬ 
tules tend to come out in successive 
crops and the presence of scars of 
previous attacks is generally noticeable. 

Prognosis . — The majority of those attacked with confluent 
variola are said to die. To this statement I would add that 
early severe erythema of the face, accompanied by oedema, 
is indicative of a severe confluent type. The subsidence of 
the oedema of the face on the eighth or ninth day—i.e., at 
the height of the disease, as occurred in Case 9—1 took to be 
a good sign, especially when followed by a gradual fall in 
temperature. 

When the fever increases after the appearance of the 
pustules it is a bad sign, but a subnormal temperature after 
the appearance of the pustules, as occurred in Case 1, is 
more grave, being indicative of a poor resistance. 

Treatment . — There is no specific, and treatment has to be 
on the general lines of any fever. For the burning and 
itching caused by the eruption I found frequent bathing 
with a 2 per cent, carbolic lotion had a very soothing effect. 


The eyes should be frequently irrigated with warm boric 
lotion and attention given to the nose and mouth. When 
crusts begin to form oily applications seem best, such as 
weak carbolised oil or vaseline. 

For the odour of the disease, which is very objectionable 
both to the nurses and patient, I found a little oil of 
eucalyptus sprinkled about the floor and bedding had the 
effect of both drowning the obnoxious smell and giving 
a fragrant and soothing atmosphere for the patient’s 
respiratory passages, which are frequently more or less 
affected. 

In conclusion, I should like to acknowledge my gratitude 
to my commanding officer, Lieutenant-Colonel Burke, D.S.O., 
R.A.M.C., for the valuable aid he rendered me in arriving at 
a diagnosis in the early cases. 
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War and Housing Problems. 

I. Welfare and Homing: A Practical Record oj War-time 
Management. By J. E. Hutton, Manager of the Labour 
and Catering Department of Vickers, Ltd. ; Member of 
the Food Investigation Committee of the Ministry of 
Munitions. With 12 illustrations from photographs and 
two plans. London : Longmans, Green, and Co. 1918. 
Pp. viii. 4 - 192. Price 5s. 

II. Village Life After the War. London : Headley Brothers, 
Ltd. 1918. Pp. v. + 118. Price 1#. net. 

III. New Towns After the War: An Argument for Garden 
Cities. By “New Townsmen.” London: J. M. Dent 
and Sons. Ltd. 1918. Pp. 84. Price Is. 8 d. net* 

I. War conditions have made welfare work an urgent 
necessity. The aggregation of vast numbers of people in 
munition factories and community centres has led to the 
establishment of welfare management as a department of 
social science and an indispensable section of the art of 
human betterment. It is now realised that welfare manage¬ 
ment must be conducted in accordance with physiological 
and psychological principles as well as on strict business 
lines. War, with its concomitants and consequences, has 
compelled the nation to elaborate special departments of 
prophylactic and remedial assistance which can collectively 
be grouped under the general heading of social medicine. 
Mr. Hutton’s informing manual furnishes an interesting and 
practical work which will prove of real service to many medioal 
advisers and will do much to stimulate endeavours for the estab¬ 
lishment of medico-sociological work for factory workers on a 
scientific and effective foundation. The descriptions are based 
on actual experiences in connexion with the various war 
industrial centres conducted by the firm of Vickers, Ltd. 
The work formulates the essentials of welfare supervision, 
explains measures for temporary and permanent housing, and 
describes principles and practices governing catering, the 
conduct of canteens, and the estimation of food values. 
There are also suggestive chapters on motor transit, amuse¬ 
ments, works police, and industrial unrest. The information 
in the chapter on Hospitals and Medical Service is of particular 
medical interest, and we also direct attention to the helpful 
section which deals with welfare work from the women’s 
point of view. There are appendices dealing with certificates 
of'fitness, sanitary accommodation, washing conveniences, 
ambulance and first-aid arrangements, the treatment of 
minor injuries, and provision for the supply of drinking- 
water. The illustrations and plans add much to the interest 
and value of the book. The work is one which every welfare 
supervisor will do well to study, and we commend it to all 
medical practitioners called to advise in any capacity 
regarding personal hygienic management and sanitary 
arrangements for community benefit. 

II. Among the problems of after-war reconstruction 
a prominent place must be allotted to questions dealing 
with rural developments. The. complexity and far- 
reaching importance of social, economic, and hygienic con¬ 
siderations in the betterment of human conditions in country 
districts are forcibly brought out in the Reports of Con¬ 
ferences on the Development of Rural Life convened by 
the Rural. Organisation Council. The reports merit the 
serious study of all medical officers of health and others 
interested in the protection and progress of human health 
and happiness in country districts. Amongst the subjects 
discussed are means for the increased production of food, 
legislative and other measures for the organisation of satis¬ 
factory conditions particularly in view of demobilisation, 
wages, rural credit, cooperation, housing, rural planning, 
de-urbanisation of industries, education and social amenities, 
provision of village community centres, protection of com¬ 
mons, provision of open spaces and the arrest of rural dis¬ 
figurement, rural continuation school buildings, and the 
development of country industries and handicrafts. Such 
a brief enumeration is sufficient to indicate the importance 
of the volume of transactions and the aims of the Rural 
Organisation Council, the headquarters of which are at 
25, Victoria-street, Westminster, London, S.W. 1. 


The objects of the Council are thus defined : — 

“To improve the conditions of Rural Life in Great Britain, and for 
those purposes to federate and secure the harmony and cooperation of 
any sulecriblng and approved non-party societies or associations con¬ 
cerned with rural life, while preserving their separate individuality 
and Independence, and in particular to assist the publicity work and 
the financial needs of the federated societies and associations and 
generally to take steps for the promotion of agricultural prosperity in 
Great Britain, and to pursue or carryout any other lawful objects or 
functions which maj r conduce to the above objects or any of them.” 

III. An informing brochure has been issued to expound 
the aims of the National Garden Cities Committee, the 
headquarters of which are at 19, Buckingham-street, Strand, 
London, W.C. 2. This body advocates the building of new 
towns and the development of existing small towns as a 
means of dealing with the after-war housing problem and as 
part of the process of industrial, agricultural, and social 
reconstruction. The pleas, arguments, ideals, and admoni¬ 
tions set forth are worthy of the consideration of all con¬ 
cerned in the search for a solution of the housing problem 
in accordance with sound planning, aesthetics, and the 
maintenance of a high standard of human health, happiness, 
effectiveness, and community spirit. 


Abnormal Forms of Tetanus. (Military Medical Manuals.) 
By MM. Courtois-Suffit and R. Giroux. Edited by 
Surgeon-General Sir David Bruce and Captain Frederick 
Golla, R.A.M.C. London : University of London Press. 
1918. Price 65 . net. 

The universal adoption during the present war of pro¬ 
phylactic injections of anti tetanic serum as soon as possible 
after a wound has been received has modified in many cases 
the symptoms of tetanus. Man has been converted from a 
highly susceptible to a resistant subject, and as a result local 
tetanus, formerly a very rare type, now constitutes nearly 
20 per cent, of the total number of our cases of tetanus. It is to 
the credit of the authors that they were able to give the first 
systematic account of the various forms of abnormal tetanus. 
It is curious, however, that their experience does not furnish 
many examples of the purely local form, never spreading 
beyond the group of muscles originally affected, with which 
we are so familiar in this country. The majority of the 
types described by them would be classified as cases of 
generalised tetanus with a local onset. *In view of our later 
experience, much of the space devoted to a rather discursive 
and not very authoritative account of the general thera¬ 
peutics of tetanus might have been with advantage given to 
a discussion of the pathology and the differential diagnosis 
of local tetanus from the various types of contracture. The 
book is of considerable value as a clinical exposition of some 
little known types of tetanus. The editors, Sir David Bruce 
and Captain Golla, sound a not unnecessary note of warning 
on the subject of. treatment, recent statistics giving little 
encouragement to the uncritical optimism that is prevalent 
in many quarters. 

Le Paludisme Mactdonien: Caraeteres Cliniques et He mat 0 - 
logiques , Principes de ThSrapeutique. Par P. Armand- 
Delille, G. Paisseau, P. Abrami, et Henri Lemaire. 
Paris: Masson et Cie, Editeurs Libraires de l’Acad6mie 
de Mt'decine. 1917. Price 3 frs. 50. Malaria in 
Macedonia. Translated by J. D. Rolleston, M.D. 
Edited with a Preface by Sir Ronald Ross. London: 
University of London Press, Limited. 1918. Pp. 115. 
Price 6*. 

The work on malaria published in this country during the 
last year has established for most of us the following three 
things : (1) that only by a microscopic examination can a 
diagnosis of malaria be made; (2) that it is unscientific 
to speak of the treatment of malaria, when we should 
distinguish between the treatment of simple tertian and 
malignant tertian malaria; and (3) that it is essential when 
we speak of “ curing ” malaria to state clearly what we mean 
by the word “cure.” “Cure” as regards malaria strictly 
means that the parasites in the body have all been killed. 
As we have at present no means of ascertaining whether 
this is so or not, our only means is to examine the blood 
periodically and determine whether or no parasites are 
present in the blood. A rigor by itself is no evidence of 
malaria, not even in a case that has shown parasites, for a 
reference to the records of the work done in this country 
will show, even in malaria cases, rigors without parasites in 















The Lancet,] 


REVIEWS AND NOTICES OF BOOKS. 


[August 17, 1918 209 


the blood. The nature of these remains to be determined just 
as much as the nature of any other rigor of unknown origin. 
If we are to judge the value of the curative treatments for 
simple tertian malaria recorded in the last chapter of this 
book we must have these facts in our mind. We see no means 
of deciding whether any of them are of use, when nothing 
is said about the observation period. We cannot observe 
patients forever, but we can only estimate the value of “Job’s 
treatment,” “ the Italian treatment,” “Carducci’s treatment,” 
or “ Ravaut’s treatment ” (p. 109) if we know for how long 
these treatments have “ cured ” their cases, whether for 
one day, one week, one month, or one year. As regards the 
treatments themselves the reasons for them are not given, 
and we are asked to accept an ipse dixit as equivalent to 
a conclusion based on facts. In the important matter of 
curative treatment, as distinct from the treatment of a 
paroxysm, we find no guidance in this work. 

The authors regard primary malaria as invariably due to 
the malignant tertian parasite and secondary malaria as due 
to the simple tertian malaria parasite. Not all observers 
in this country will agree with their view, for infections 
originating in this country where the first attack was due to 
the simple tertian parasite have been recorded. It will be 
gathered from these remarks that we do not consider all the 
authors’ statements proved, but as a basis for further study 
the book will be found of great use, and it should be in the 
hands of all who are called upon to treat malaria. The 
work is marked by an admirable clearness of style, and the 
summary of clinical symptoms due to the different species of 
parasite is excellent. 

I. Minor Maladies and their Treatment. By Leonard 
Williams, M.D.Glasg., Physician to the French Hospital. 
Fourth edition. London : Baillftre, Tindall, and Cox. 
1918. Pp. xi. 4- 402. Price Is. Qd. net. 

II. The Art of Keeping Well. By Ronald Campbell 
Macfie, M.A., M.B., C M., Hon. LL.D. Aberd. With 
one colour and three half-tone plates. London: Cassell 
and Company, Ltd. 1918. Pp. xi. + 244. Price 6 *. 8 d. net. 

I. Dr. Leonard Williams’s book, first published in 1906. 
is now in its fourth edition. The author exposes in a 
preface the inadequacies of existing methods of medical 
training which permit the young practitioner to enter on his 
professional life incompletely equipped for dealing with 
derangements which, in all probability, will form the major 
part of his practice*, and thus fully justifies what follows 
in his book. The work deals with colds, coughs, and sore- 
throats, indigestion, constipation, diarrhoea, vomiting and 
giddiness, rheumatism, neuralgia, and headache, goutiness, 
and minor glandular insufficiencies. There are informing 
chapters on the maintenance of general health, the care of 
old age, the supervision of mentally deranged subjects, and 
the use of certain drugs. Dr. Williams possesses a vigorous 
style and writes with directness and humour. 

II. Dr. Macfie has written an interesting and service¬ 
able* book on the principles of health, designing his 
work for non-medical readers. But it will prove of 
service to medical advisers who are called upon to explain 
physiological facts to their patients, or to lecture to 
nurses, ambulance and first-aid classes, as well as to those 
called to direct the instruction of welfare workers. The 
subjects dealt with relate to man’s food requirements, the 
dietetic characters of the principal foodstuffs, digestion and 
absorption, the mechanism of breathing, air and climate, 
muscular activity, sleep, the care of the skin, breathing and 
clothing, and also the hygiene of the home. There are helpful 
chapters on alcohol, tobacco and drugs, common minor 
ailments, and the relationship of body and mind. Dr. Macfie 
ha* the knack of expressing in attractive form guiding 
truths and governing principles. 


JOURNALS. 

The British Journal of Children's Diseases. Vol. XV., April- 
June, 1918. Edited by J. D. Rolleston, M.D.Oxon.—Mr. 
R. Thompson writes on caseB of urinary disease in children, 
which, he states, are not so common as in adults owing to 
the absence of obstructive causes such as enlarged prostate 
or pregnancy. Obstructive lesions, however, may occur as 
a sequel to tuberculous peritonitis or abdominal adenitis, 
which may cause kinking or compression of the ureter. Mr. 
Thompson records cases of pyonephrosis due to aberrant 
blood-vessels, renal calculi, or fibrous adhesions kinking the 


ureters in children aged from 8 to 13 years, and draws 
attention to the fact that in children symptoms of renal 
calculus may occur on the side which is not affected. The 
commoner symptoms of vesical calculus in children, in his 
experience, are frequency of micturition and incontinence. 
The prognosis is not good, and lithotrity should always be 
preceded by cystoscopy. The prognosis of traumatic stricture 
in children is also unfavourable; if possible the stricture 
should lie excised and the ends sutured. — Dr. E. Bronson con¬ 
tributes a paper on Erythema Nodosum Associated with 
Tuberculosis, and records a case of acute pleural effusion in 
a boy, aged 9 years, suffering from erythema nodosum. 
Dr. Bronson concludes that the supposed relationship of 
erythema nodosum to acute rheumatism lacks clinical 
support; that the sequence of fairly well-defined prodromal 
stage, often with sore-throat, eruptive stage, and slow con¬ 
valescent period, supports the theory of a specific disease of 
mildly infectious type; that the possibility of it being a non¬ 
specific cutaneous manifestation of general toxiemia must be 
considered; that the strong reaction to tuberculin and 
the clinical association of the two conditions are in favour of 
the tuberculous etiology. Finally, that the etiology of 
erythema nodosum has not yet been established.—In 
his article on the nature of von Jaksch’s disease Dr. 
Gordon Ward adopts the following hypothesis. The disease 
is a reaction or the infantile blood-forming organs to 
infection. The actual infecting organism is not known, and 
is not necessarily specific. The particular reaction is only 
produced when rickets is present. There are therefore two 
essential factors—viz., infection as an exciting factor and 
rickets as a predisposing factor.—Dr. H. W. L. Barlow, in his 
notes on small-pox in childhood, gives an account of the 
recent outbreak of small pox in the East-End of London. It 
was largely an affection of childhood. Of the first 30 patients 
14 were under 15 years of age. Of these, 5 had never been 
vaccinated at all or only after the commencement of the 
actual illness, and 9 were vaccinated for the first time in the 
incubation period. The combination of a considerable degree 
of infectivity with a rather low virulence seems to have been 
a characteristic of the epidemic. Only one case, a girl aged 
6$ years, died. — “Can the Clinical Manifestations of Congenital 
Heart Disease Disappear with the General Growth and De 
velopment of the Patient ?” is the title of a note by Dr. Parkes 
Weber, who quotes two recent cases from the Guy's Hospital 
Gazette to show that such an eventuality is possible, and 
relates a similar case in a boy who used always to be cyanotic 
and had a tremendous thrill and a murmur audible at a 
slight distance from the chest. His development, however, 
was good, and he was ultimately passed for military service, 
nothing abnormal being found Dy the examining doctor. 
Dr. Parkes Weber also contributes a note on ervthema iris in 
a boy, aged 6 years, in whom the eruption consisted of three 
patches, the largest in front of the trunk, and a smaller one 
on each side.—Mr. P. B. Roth relates a case of hiemo 
philia with effusion into the knee-joints in a boy, aged 
6* years. The condition at first was regarded as tuber¬ 
culous, but the correct diagnosis was established by a 
history of haemophilia and by the following X ray 
findings which Mr. Roth considers pathognomonic of haemo¬ 
philia. There were extensive wearing away and absorption 
of the cartilage and bone of the femur, tibia, and patella, as 
well as the formation of new bone at the edges and a deep 
shadow surrounding the bones, obviously due to distension 
of the synovial cavity with blood. To obviate ankvlosis Mr. 
Roth proposed to apply two “knee-cages” to limit the 
movements of the joints and so prevent further attacks of 
effusion, and also to give regular doses of thymus gland and 
calcium and magnesium salts.—Dr. James Burnet records 
a case of pregnancy in a girl, aged 14, in whom menstruation 
had commenced at 12. The father was a boy of about the 
same age. Pregnancy lasted 268 days and resulted in the 
birth of a healthy male infant weighing 9 lb.—Drs. Marcel 
Labb£, Targhetta, and Ameuille publish the first two cases 
of infantile kala-azar in France. The patients were Serbian 
refugees, aged 6 and 9 years respectively, living at Nice, and 
had probably been infected by a pet dog.—Dr. E. Jeanselme 
andMme.Chatelain describe an epidemic of familial svphilis 
in which a soldier home on leave infected his wife and 
indirectly five other members of the family.—In a note 
on a fifth cusp and hereditary syphilis Dr. C. Mantoux 
contests Sabouraud’s claim that a fifth cusp on the inner 
surface of the first upper molar is invariably associated with 
inherited syphilis. In 7 cases with this fifth cusp examined 
by Mantoux none presented any history or signBof inherited 
syphilis, and the only two who had a positive Wassermann 
reaction were the subjectsof acquired syphilis.—The abstracts 
from current literature deal with diseases of the blood, * 
circulatory system, urogenital system, dermatology and 
syphilis, and school hygiene. 


A recent Order of the Scottish Local Govern¬ 
ment Board makes the notification of ophthalmia neo¬ 
natorum compulsory as from Nov. 1st, 1918. 
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DRIED MILK (AMBROSIA BRAND). • 

(Ambrosia Limited, Brighton Chambers. Denman-stbeet, 
London Bridge, 8.B.) 

The importance of dried milk has recently been emphasised 
in a report of the Local Government Board reviewed in our 
columns. 1 The consensus of opinion of the authorities quoted 
in that report is in favour of the use of dried milk in infant¬ 
feeding, when, of course, breast-feeding is not available, 
and it appears that the physical and chemical changes 
produced by the processes used in the preparation of 
dried milk so alter its character that it is better assimi¬ 
lated by the infant than is ordinary cow’s milk, whether 
raw, boiled, or sterilised. Further, even if the milk powder 
is not entirely soluble on reconstitution, its digestibility is 
not affected except for good. This probably is largely due 
to the fact that the casein of dried milk separates on the 
addition of gastric juice as a fine, soft curd, and not in lumps, 
as is the case with ordinary cow’s milk. Such conclusions 
are of the utmost importance, since they justify the drying 
of milk and the conservation in this way of our available 
milk-supplies, well known to be unsatisfactory, because milk 
in the fluid state is perishable and liable to contamination 
on its way from its source to the consumer. The specimen 
submitted to us by the above company presents all the 
characteristics of a dry milk powder prepared from clean 
milk by an effective drying process and under strictly 
hygienic conditions. Our analysis gave the following 
results: Moisture, 1-60 per cent.; proteins, 28-71 per 
cent. ; fat, 29-29 per cent. ; milk sugar, 35-20 per cent. ; 
mineral matter, 5-20 per cent. It will be seen that the 
proportion of fat is most satisfactory, and in general the 
results show that in this powder is preserved the complete 
food value of cow’s milk of good quality. We understand 
that the dairy and works of this company are situated in 
Devonshire, and that, although primarily the manufacture 
was installed in order to supply the troops with milk food, a 
balance is reserved by permission of the War Office for the 
purpose of infant feeding. 

“CLAROCIT.” 

(Arnold and Sons, Giltspur-street, London; E.C.) 

“Clarocit” consists of a round tablet of a soap-like 
nature, and has been designed for preventing the condensation 
of moisture on lary ngoscopic mirrors and lenses. The procedure 
is simple. Some “clarocit” is taken up by the moistened 
Anger or suitable cloth and rubbed on the glass surface. 
A dry film is obtained when left for a few moments, which 
is removed by polishing. The method, according to the 
trials we made, answers admirably, condensation of moisture 
from, for example, the breath being completely prevented. 
The price of the tablet seems to us somewhat excessive, 
but of course the difficulties of all production are to-day 
abnormal. There are two sizes, 2s. 6d. and 5*. respectively, 
and the tablet we examined weighed not more than $ oz. 
A very small quantity, however, suffices for the purpose. 

HAY FEVER OUTFIT. 

(Duncan, Flockhart. and Co., Edinburgh. London Office, 
155-157, Farringdon-road, K.G.) 

This outfit comprises (1) the ophthalmic test, and (2) the 
vaccine prepared from the pollen of Timothy grass. The 
diagnosis is indicated by the former and treatment by the 
latter. A drop of the toxin solution is instilled on the 
eyeball of the patient, and the strength of the solution 
(supplied in capillary tubes) which first causes the ophthalmic 
reaction is noted. The dose of the pollen vaccine is based 
on this indication, and is one-third to one-half of the number 
of units of ophthalmic solution which first produces a reaction. 
Thus a patient giving a diagnostic reaction with 25 units 
would receive 10 to 15 units of the vaccine hypodermically. 
The vaccine is contained in a graduated series of doses in 
ampoules, providing a good range for the varying indications 
of the patient. 


1 The Lancet, April 6th, 1918, p. 509. 


Both ophthalmic reaction solution and the pollen vaccine 
are prepared in the laboratory of the Royal College of 
Physicians, Edinburgh, in which has also been prepared 
for some time a tuberculin described by Professor Beraneck, 
director of veterinary medicine at Neuchdtel. This tuber¬ 
culin is a mixture of equal parts of a filtered culture of 
tubercle bacilli on an albumose-free medium, and a phosphoric 
acid extract of bacillary bodies. It is claime 1 that this 
tuberculin is less toxic than, and equally efficacious to, 
Koch’s tuberculin. 

FLY-QUIT PRODUCTS. 

(Lawson and Company, Limited, St. Philip's, Bristol.) 

We referred to these preparations in this column in 
The Lancet of Sept. 1st, 1917, since when further attention 
has been given to increasing their efficiency and con¬ 
venience as muscicides. They are non-poisonous, and 
“fly-quit” spray has been found useful in rendering meats 
and uncooked food-stuffs fly-proof without affecting the 
normal flavour of the food material in any objeotionable 
way. The concentrated preparation forms an emulsion 
with water which is non-staining and of broad “wetting” 
power. As a muscicide the toxic action is slow, so that 
the flies do not as a rule drop dead amoDgst the food 
or, indeed, indoors if they are free to escape. Another 
preparation is “fly-quit” oil, which is used against blow 
flies out-doors ; and, lastly, there is “fly-quit” emulsion, 
which has been successfully employed for killing both flies 
and larvae in manure and refuse heaps. The preparations 
are free from offensive smell and have the pleasant 
characteristics of wood-tar. 


JjUfo Inheittiffits. 


A “SCREW STAND” FOR USE IN BONE-PLATING. 



In plating bones according to the principles of Lane I have 
found much time wasted and much annoyance caused by 
difficulty in seizing hold of each screw with the screw-holder 
preparatory to inserting it in the bone. I have therefore 

devised a 
screw stand 
which does 
away with 
all the diffi¬ 
culty (see 
figure). It 
is arranged at an angle 
to coincide with the neck 
of the screw-holder, so 
that the screws can be 
lifted from it in a second ; 
it is heavy and will not 
overturn; it is lifted 
straight out of the steriliser by the ring and placed on the 
instrument table, so that all chance of contamination of the 
screws is avoided. Moreover, in seizing the screws only one 
hand is required, and in a typical operation several minutes 
are saved. The stand is made by Messrs. Krohne and 
Sesemann. Paul Bernard Roth, F.R.C.S., 

Senior Surgeon, Kensington General Hospital; 

Surgeon. Citv of London Milltarv Hospital. 


THE LANCET, VOL. L, 1918: THE INDEX. 


Owing to the continued shortage in the paper- 
supply, the Index and Title-page to the volume of 
The Lancet which was completed with the issue of 
June 29th have been printed separately, and copies 
have been supplied gratis to those subscribers who 
have, up to August 14th, intimated to us their wish 
to receive them. Other subscribers will be similarly 
supplied, so long as the stock remains unexhausted, 
on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such applications should 
be sent in at once. 
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The Small-pox Danger. 

In a report to the Local Government Board on 
the incidence of small pox throughout the world in 
recent years Dr. Bruce Low has given a detailed 
account of the behaviour of this disease which 
shows its presence in almost every quarter of 
the globe. He sounds a warning note as to the 
dangers likely to arise in this country from the 
continued neglect of vaccination and revaccination 
by a large section of the public. The accumula¬ 
tion at home of this unprotected material is 
attended with considerable risks at the present 
time, and these are likely to become still more 
serious at the end of the war when large bodies 
of troops, as well as other persons, will arrive 
in this country from areas in which small pox is 
endemic, or where recent epidemics have been 
occurring. This is no alarmist pronouncement 
but a justifiable and probable surmise. 

In the present day many of the younger generation 
of British medical practitioners have had little or 
no opportunities of becoming acquainted with 
small pox. Under normal conditions the occurrence 
of an imported case in a well-administered district 
is swiftly and successfully dealt with by immediate 
isolation of the patient and segregation of the 
contacts, along with vaccination and revaccina¬ 
tion. But it is not so easy to deal with cases 
in some other countries. There are certain races 
among whom small-pox is almost always present, 
and this is the case with the Arabs inhabiting 
the region from Morocco to the western shores 
of the Persian Gulf, among whom small pox as well 
as exanthematic typhus is always occurring, and 
who, when coming from the interior to coastal towns 
or to depots on the caravan routes, convey small pox 
to the susceptible individuals who may come in 
contact with them. An instance of this is given 
in a communication which we publish in our 
columns by Lieutenant G. H. Mead, R.A.M.C.(T.C.), 
entitled “ Notes on a Recent Epidemic of Small pox 
in the Field.” Here is given illustration of the 
danger from the visits to camps of friendly Arabs 
selling tlieir fruit and vegetables to our soldiers 
and camp followers. Lieutenant Mead describes a 
localised outbreak, comprising about 30 cases, of 
which he had the supervision, and he gives some 
interesting clinical facts concerning the patients 
under his charge. We infer that vaccination and re- 
Taccination of men in our expeditionary forces have 
not been so persistently carried out as in former days. 
Incidentally, Lieutenant Mead shows the danger of 
small pox to those who have reached middle age, and 
who, though vaccinated in infancy, have not been re 
vaccinated, and have consequently long lost their 
previous immunity. He also illustrates the folly 
of postponing revaccination till after exposure to 
the infection and therefore too late to arrest the 
development of the disease ; and, further, he shows 


the serious nature of a small-pox attack in an 
unvaccinated person who has been exposed to a 
virulent strain of the infection. Lieutenant 
Mead’s “Notes” are worth study by those who 
wish to keep themselves posted up in the possible 
occurrence of small pox, first in our expeditionary 
and secondly in our home communities, wherever 
somewhat analogous conditions occur. 

Dr. Bruce Low, in his report, refers to the 
disastrous pandemic of small-pox which began 
during the Franco-German war, and which spread 
over the whole of Europe, extending to the 
western hemisphere, and causing, in Europe 
alone, about half a million of deaths in three or 
four years, of which number not far short of 
50,000 occurred in England and Wales. He is 
evidently alive to the possibility of stich sinister 
history repeating itself. The existing conditions 
of a great European war, with a battle-front 
from Flanders to Mesopotamia, involve countries 
in which small pox is already present; in addition 
to this we have to reckon with the displacement 
from their homes of large numbers of the poorer 
classes, as well as refugees, deported populations, 
and prisoners of war, many of whom are unvac¬ 
cinated ; and their aggregation takes place under un¬ 
wholesome conditions of over-crowding, distress of 
mind, and privation, with consequent lowering of 
vitality. Now all these things are likely to intensify 
the type of the disease. Should such virulent strain 
of infection be introduced into this country, with its 
accumulations of unvaccinated children and unre- 
vaccinated adults, it is more than probable that a 
serious epidemic would follow. The situation would 
be further aggravated at the present time if the 
epidemic began in the absence on military service 
of many of our medical officers of health, public 
vaccinators, inspectors of nuisances, vaccination 
officers, and other officials, who in ordinary circum¬ 
stances could be trusted to deal successfully with 
the early manifestations of a small pox epidemic. 
The public who have in a large measure lost their 
former dread of small-pox in consequence of its 
comparative disappearance from our land, and have, 
therefore, neglected vaccination, would almost 
certainly suffer severely. Dr. Bruce Low’s report 
comes as a timely reminder that with all our 
boasted progress in sanitation and preventive 
medicine we cannot afford to ignore the danger 
of small pox; nor can we continue as a nation to 
neglect the only prophylactic against it known 
to medical science—namely, vaccination and 
revaccination. ■» 

40 D. 

The Regulation under the Defence of the Realm 
Act commonly known as 40 D having now been in 
force for some months, it is not too early to begin 
to inquire into its value as a measure of public 
health, for evidence is becoming available on which 
to base a judgment. It must be as a public 
health measure that the Regulation stands or falls, 
since it was introduced as such, and was not held 
out by its promoters either as a device for making 
promiscuous sexual intercourse 6afe for men or as 
a form of duress for women of loose morals. 
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the medical examiner himself in doubt as to 
which party infected the other. Either the man 
alone, or both the man and the woman, may have 
been suffering from communicable disease at the 
time they met, and the statement of either party as 
to the date of possible infection is evidently always 
to be taken with reserve. Great probability may 
exist as to the precise nature and order of the events, 
and yet that degree of certainty may not be present 
which will enable the medical examiner to speak 
without reserve in a matter which involves such 
serious issues. 

We have confined our criticism thus far to the 
purely public health aspect of Regulation 40 D. 
We agree entirely with Mr. Macpherson’s recent 
statement in the House of Commons that the War 
Office ought to do everything to preserve the health 
of the troops, but we are not sorry to find wanting 
as a public health measure a regulation which has 
aroused such widespread opposition from all who 
wish to see the law dispensing even-handed justice. 
Solicitation is difficult enough to define, and should 
be abolished as a legal offence, unless the attitude 
of intending to be solicited is recognised as a con¬ 
tributing offence. With regard to the actual duties 
of the examining doctor, examination of a woman, 
in her own interest, for the relief of present 
suffering or future disability, and in order to carry 
out the treatment found to be necessary—however 
disagreeable or painful the episode may be to the 
patient—is not in itself an idea foreign to medicine. 
But the position is essentially altered when exam¬ 
ination is not primarily or necessarily made for the 
purpose of consequent treatment. We believe that 
the cause of public health, which the medical 
profession has increasingly at heart, will not be 
advanced by any legal measure which does not 
commend itself to the moral sense of the majority; 
but whichever way that sense may work in respect 
of Regulation 40 D, the enactment appears to be 
condemned by its own futility. 
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The public health intent of the Regulation is made 
evident from its phrasing, which runs as follows : — 

“No woman who is suffering from venereal disease in a 
communicable form shall have sexual intercourse with any 
member of H.M. Forces or solicit or invite any member of 
H.M. Forces to have sexual intercourse with her.” 

Now, in the first eight charges under the Regulation 
in various parts of the country, from Manchester 
in the north to Portsmouth in the south, four con¬ 
victions were obtained and penalties of two to six 
months’ imprisonment with or without hard labour 
inflicted. In four cases the accused was acquitted, 
although in one of these the woman was committed 
to prison for a month for keeping a brothel. Last 
week, at a London police court, the solicitor acting 
for the Commissioner of Police said that so far as his 
experience went prosecutions under the Regulation 
had not turned out satisfactorily; of five cases 
conducted by himself all had failed. The difficulty, 
he added, was due to the time elapsing between 
inception of the disease and examination of the 
woman. In the case actually before the court 
no hardship, he said, could be alleged, as the 
woman was a prostitute. In a similar case brought 
early last month before a London police court 
a charwoman was fined for assisting in the manage¬ 
ment of a disorderly house, although the magistrate 
acquitted her under Regulation 40 D after the gaol 
medical officer had reported that he could find no 
evidence of disease. We observe, therefore, that up 
to the present time, in a large proportion of cases, 
it has proved impossible to establish the existence 
of '‘venereal disease in a communicable form,” 
although in some at least the women were demon¬ 
strably living a disorderly life. It may withou t unfair¬ 
ness be concluded that a searching bacteriological 
examination, involving the use of the vaginal specu¬ 
lum and the expression of secretion from the urethra 
and cervix uteri, may fail to establish evidence of 
infection in cases where clinically it was almost 
certainly present. And this conclusion is entirely in 
harmony with the admitted difficulty — some experi¬ 
enced clinicians go so far as to call it impossibility — 
of curing gonorrhoea in the female. Quite apart from 
the fact that the woman may be acting merely as 
carrier of infection without at the time clinically 
suffering herself from venereal disease, it may 
frequently happen that an infective spot is present 
in the genital tract which is beyond the reach of 
the most exhaustive examination. Put shortly, the 
coitus test is more delicate than the bacteriological. 
With regard to the latter test, Regulation 40 D 
runs :— 

“ A woman charged with an offence under this regulation 

shall . be remanded . for the purpose of such medical 

examination as may be requisite for ascertaining whether 
she is suffering from such a disease.” 

But in practice no medical examination suffices 
to ascertain the presence of infection, and this 
negative aspect in itself, we believe, discredits the 
Regulation as a public health measure. Also diffi¬ 
culty may arise in regard to positive medical evi¬ 
dence. In a case where the woman is shown to be 
infectious, and where sexual intercourse has taken 
place, the length of time elapsing between inception 
of the disease and examination of the woman, 
adduced by counsel as a legal difficulty, may leave 


The Medical Side of Chemical 
Warfare, 

4 

A series of reports which demand more than 
passing comment have just come into our hands. 
They are issued by the Chemical Warfare Medical 
Committee, a body appointed last January by the 
Director-General of the Army Medical Service to 
advise him on the scientific medical aspects of 
chemical warfare. The committee as now 
constituted has Professor Leonard Hill, F.R.S., 
as chairman, Dr. J. S. Edkins as secretary, the 
other members being Mr. J. Barcroft, F.R.S., 
Professor W. M. Bayliss, F.R.S., Professor A. E. 
Boycott, F.R.S., Dr. H. H. Dale, F.R.S., Sir Walter 
Fletcher, F.R.S., Dr. J. S. Haldane, F.R.S., Lieu¬ 
tenant-Colonel J. C. Meakins, C.A.M.C., Major H. S. 
Raper, R.A.M.C., and Dr. F. Shufflebotham, with 
corresponding members in France and Italy. The 
series consists of eight reports issued by this 
committee during the present year dealing with 
various phases of the pathology and treatment of 
gas poisoning—matters which have hitherto been 
kept secret. A number of the reports are still to 











The Lancet,] THE BRITISH SCIENTIFIC PRODUCTS EXHIBITION [August 17,1918 213 


be regarded as confidential, while the remainder 
may be treated in any way likely to advance the 
interests of the medical public. 

It has long been evident to us that records of 
this sort were necessary if the medical profession 
was to be of full service to the country, and the 
knowledge that official information on the pathology 
and treatment of gas poisoning is forthcoming, and 
that there is a definite organisation for dealing with 
it, will do much to allay anxiety. The subject of gas 
poisoning, considered as a part of medical know¬ 
ledge, presents novel features in scientific develop¬ 
ment. For some decades pathological inquiry in 
this and other countries had been directed, and 
with good reason, mainly towards bacteriology and 
its kindred subjects, such as protozoology. These, 
together with the always essential studies of morbid 
anatomy and morbid histology, occupied the minds 
of our principal pathological workers when, in 
April, 1915, gas warfare commenced. Casualties of 
an unconsidered type threatened whole armies and 
the fate of nations, and to the medical profession 
the world looked for counsel. At first, gas warfare 
consisted simply in the use of pulmonary irritants, 
the treatment of its effects being dependent upon 
the answers to a few simple questions, such as the 
following: “ How much oxygen does this man need 
to preserve life; how can this be reduced to a 
minimum ; how much do the pulmonary conditions 
admit of his obtaining, and for how long ? ” The 
whole pathology and treatment of gas poisoning 
had clearly to be worked out from first principles. 
In this country happily we are rich at the moment 
in authorities on the physiology of respiration, and 
of these experts the Chemical Warfare Medical 
Committee appears to have made full use. 

The novelty of the subject has had a striking 
effect upon the composition of the Committee 
itself. It has brought into prominence a school of 
young clinicians, all of whom had, we believe, pub¬ 
lished scientific work before the war. Such men 
as Colonel Meakins, Captain G. H. Hunt, and 
Captain R. A. Peters had been known to us as 
producing sound work in our medical centres; it is 
valuable to have such observers associated with our 
specialist workers. For it is essential that such 
a novel subject as the treatment of gas poisoning, 
and one which is ramifying in so many directions 
and which has relations with our own production 
of materials of war, should be in the hands of a 
young and capable school. Continuing activity is 
evident from the fact that some of the pamphlets 
which we have received are already obsolete in 
parts and undergoing revision. We trust that 
it may be possible to issue No. 1, dealing with 
the treatment of gassed cases at the front, 
to medical officers as soon as it has under¬ 
gone the necessary revision. For practitioners 
in England a knowledge of the early patho¬ 
logy and treatment of these cases is eminently 
desirable, and we are confident, therefore, that as 
soon as secrecy can be relaxed the committee will 
make use of their freedom. In the meantime we 
advise all practitioners who are interested in gassed 
cases to apply to Dr. Edkins at the Department of 
Physiology, Bedford College, London, N.W., for such 
numbers of the series as may be had. 


Annotations. 

“ N© quid uimls." 

THE BRITISH SCIENTIFIC PRODUCTS EXHIBITION. 

It is early yet to deal in detail with the splendid 
collection of British scientific products now on 
view at Kiug’s College, since at the informal 
opening on Monday last the work of arranging the 
exhibits had not been completed. There was enough, 
however, already on view to show that the chief 
purpose of the exhibition promises to be fulfilled in 
a most gratifying way. The belief is amply justified 
that such an exhibition at the present time will have 
a most stimulating influence upon scientific and 
industrial research and upon manufactures, and that 
the highest permanent interests of the nation will 
thus be promoted. The products shown come under 
three categories, as follows:—(1) Products imported 
chiefly from enemy countries before the war, but now 
made in this country; (2) products in the manu¬ 
facture of which we excelled in this country even 
before the war and exported to enemy countries; 
and (3) products in the manufacture of which con¬ 
siderable developments have taken place during 
the war. A very large number of the exhibits 
have a direct medical interest, as, for example, 
the surgical, bacteriological, and pathological 
appliances, including X ray apparatus in Section 8, 
the optical apparatus in Section 4, and the 
pharmaceutical and medicinal preparations, in¬ 
cluding the organo-metallic preparations shown in 
Section 1, comprising chemical products and pro¬ 
cesses. The exhibition was formally opened, after 
an impressive speech, by Lord Sydenham, President 
of the British Science Guild, on Wednesday last, 
when the stalls presented a remarkable object-lesson 
as to what British scientific workers are capable of 
doing. With the object of ensuring an intelligent 
interest in the several exhibits, men well grounded 
in their subject attend the stalls to give any 
explanation which is sought, and from time to time 
short lectures and addresses will be given dealing 
with the departments and features of the exhibition. 
By this excellent plan public attention should be 
effectively directed to the vital necessity of de¬ 
veloping our scientific industries and of applying 
to them the results of scientific research. Altogether 
the idea is admirably conceived, and. the occasion 
will doubtless lead to results of far-reaching im¬ 
portance to British scientific manufactures. The 
exhibition will be kept open until Sept. 7th, and 
thus presents a remarkable opportunity to the 
public of obtaining ocular demonstration of British 
scientific capability. _ 

MALARIA IN FRENCH WEST AFRICA. 

Dakar is a very malarious port, numerous 
infected mosquitoes invading the ships a^ they 
enter the inner harbour. Each of three French 
ships which lay there for four months had about 
400 cases on board, and a Senegal regiment 
had an enormous number, 97 per cent, of its 
strength, attacked. Another ship which passed 
there the latter half of two consecutive years had 
in the first period 169, in the second 473 cases. 
The worst month in each year was October. Of the 
first attacks, 35 per cent, were tertian, 33 per cent, 
remittent, while 24 per cent, had but a single 
pyrexia, and these last by no means those with the 
fewest parasites in their blood. The story is told 
in the Archives de Medecine Navale for July by 
Dr. Rouche of the French Navy, who, being well 
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acquainted with his shipmates, was able to recognise 
those of them who, during the fortnight of incuba¬ 
tion, while their temperature was still normal, were 
about to be attacked, for their faces, he says, were 
drawn, their complexions leaden, and a yellow colour 
spread over their eyelids and round their eyes, 
their conjunctive, too, being slightly jaundiced. The 
importance of the disease is obvious, for on one day 
in October, at sea, they had 112 men in bed with 
malarial fever, and the work of the ship could 
hardly go on. Dr. Rouche notes how dangerous it 
was to lie at Dakar; a single day’s visit in October 
started a malarial epidemic in the ship. For 
prophylaxis it is proposed not to keep any ship 
there, but to send them cruising to and from the 
Canary Islands. Quinine prophylaxis (4 gr. quinine 
daily) is recommended, but there are many men 
who will not take it. The treatment laid down 
is : on the first day, nothing but a purge, next 
day 10 gr. quinine morning and evening as long as 
the pyrexia lasts, and daily till the temperature is 
well down, with * gr. of arrhenol daily for a week. 
10 gr. of quinine are given daily during the apyrexia, 
and 15 gr. the evening before a relapse is due. 


IRELAND AND THE MINISTRY OF HEALTH. 

The announcement made recently by Mr. Bonar 
Law that the Government did not contemplate 
including Ireland in the proposed Ministry of Health 
Bill has taken the Irish medical profession by 
surprise. Ireland is greatly in need of a develop¬ 
ment of her public medical services, which could 
best be undertaken by a Ministry of Health. 
The habit of omitting Ireland from legislation 
dealing with matters of health is hard 
either to explain or justify, but it is a fact 
that Ireland has not shared in the health 
reforms of the past 20 years. The National 
Health Insurance Act does not carry medical 
benefits in Ireland. There is no provision for 
the medical inspection of schools and school 
children in Ireland. It is only within the past few 
months that a Midwives Act has been enacted 
for Ireland, 16 years later than legislation for 
England. But it is in the ordinary administra¬ 
tion of public health that Ireland lags farthest 
behind Great Britain. In the whole country 
there are only two whole-time medical officers of 
health. In fact, in all matters of health, Ireland 
is almost an untilled field, or a field only tilled in 
a few patches. The profession had hoped that with 
the establishment of a Ministry of Health this 
backward condition might have received due con¬ 
sideration, and proper schemes of development 
might have been inaugurated. No doubt there 
would be differences of opinion as to the best 
method by which the Ministry of Health should be 
applied to Ireland, but on the general principle 
there <could hardly have been any difference. The 
Irish Medical Committee, which represents pro¬ 
fessional opinion in Ireland, declared itself in 
favour of the establishment of a Ministry of 
Health, and the Royal College of Physicians of 
Ireland has expressed itself in the same sense. 


THE PREVENTION OF SIMPLE GOITRE BY 
ADMINISTRATION OF IODINE. 

In the Archives of Internal Medicine for July 
Dr. O. P. Kimball and Dr. D. Marine have brought 
forward cogent evidence that “ simple goitre is 
probably the easiest of all known diseases to 
prevent.” Their method is the administration of 
small doses of iodine. Iodine is, of course, an old 


and most important remedy in the treatment of 
goitre, but its prophylactic use seems to be entirely 
new. A census of the condition of the thyroid 
gland of all girls from the fifth to the twelfth 
grades in the schools of Akron, Ohio (evidently a 
very goitrous district), was- made. In April, 1917, 
3872 girls were examined, and the condition of the 
thyroid gland was found to be in percentages 
as follows: normal, 43’5; slightly enlarged, 49 8; 
moderately enlarged, 6‘3; markedly enlarged, 0T8 ; 
adenomas, 1. In May, 2 g. of sodium iodide were given 
in0'2 g. doses each school day to a number of pupils 
in grades from the fifth to the eighth, and 4 g. in 
0’4 g. doses to pupils in the higher grades. In 
November the pupils taking the treatment were 
re-examined, with the following results. Of 283 
normal thyroids on the first examination all had 
remained normal; 287 small goitres had remained 
unaltered; 141 small goitres had disappeared; 

2 small goitres had increased; 34 large goitres had 
remained unaltered; and 17 had decreased. On 
the other hand, in pupils not taking the treatment 
637 normal thyroids had remained normal and 259 
showed slight goitre; 759 small goitres had 

remained unaltered, 10 had disappeared, and 103 
had increased; 106 large goitres had remained 
unaltered and 5 had decreased. Thus, not a 
single pupil with a normal thyroid who took iodine 
showed an increase, while 26 per cent, of those 
who did not showed definitely enlarged thyroids— 
some moderately large goitres. More than pro¬ 
phylactic results were obtained. One-third of the 
small goitres had disappeared and one-third of the 
“ moderate ” showed a decrease of 2 cm. or more. 
Of 1000 girls who took the treatment only 5 
developed any noticeable rash, and this was evan¬ 
escent. The possibility of producing Graves’s 
disease by the treatment was considered, but no 
evidence of this was observed. As the results 
were so definite, when the treatment was repeated 
in November, 1917, only 2 g. of the iodide were 
given to the pupils in the higher grades. At the 
time of making this report it was intended to repeat 
the treatment in April, 1918. 

THE SMALL HEART IN TUBERCULOUS SUBJECTS. 

Frequent observations on patients sent for radio¬ 
logical examination for the diagnosis of tuber¬ 
culosis have enabled Dr. Carlo Guarini 1 to collect a 
large number of cases of the small median heart 
which is said to be characteristic of tuberculous or 
pre-tuberculous patients. Rokitanski was one of 
the first to draw attention to the small size of the 
heart, which he considered congenital and a sign 
of infantilism, and Albert-Weil more recently 
described it as a frequent occurrence in indi¬ 
viduals who were tuberculous or predisposed to 
tuberculosis. Barjon also noticed that the tuber¬ 
culous were habitually the subjects of a median 
heart which overlapped only to a small extent, 
to right and left, the central shadow. According 
to this observer, the median heart is indicative, 
if not of tuberculosis, at least of a predis¬ 
position to it, while, on the contrary, the exist¬ 
ence of a large heart in an individual suspected 
of pulmonary tubercle is of favourable inter¬ 
pretation. Yaquez and Bordet drew attention to the 
small narrow heart suspended from a long aorta, 
the so-called “dropping heart” (cuore a goccia ), 
which, however, they regarded as a physiological 
variety and having no pathological significance, 
arguing that if it be true that a small vertical 
heart is often found in tuberculous patients it is 

1 La Kiforma Medica, June 22nd, 1918. 
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due rather to the peculiar formation of their thorax 
than to the pulmonary tuberculosis itself. Dr. 
Guarini’s observations throw some light on these 
different views and tend to show that the small 
heart and the dropping heart are pathological 
entities in clofee dependence on the hypo-evolution 
of the other organs of the individual and on the 
hypoplasia of its anatomical parts. Of 1300 tuber¬ 
culous patients subjected to radiological examina¬ 
tion he found the small median heart in 68 per 
cent, of the cases, whereas the dropping heart was 
only found in 0T3 per cent. He considers that 
the former is a hypoplasic heart, while the 
latter, also hypoplasic, is due to an arrest of 
development of the heart and aorta during 
extra-uterine life; that both these varieties 
must be considered pathological entities, having 
no relation with the atrophic heart found in other 
morbid conditions, and that their presence is a far 
more reliable aid than clinical symptoms in the 
diagnosis and prognosis of tuberculosis. Few 
practical physicians are likely to take this view. 
Dr. Guarini has also made observations on the 
inclination of the heart’s axis in the same class of 
patients. The older anatomists and clinicians 
fixed this inclination between 55° and 60°; but 
Moreau, from radiological investigations on 100 
normal adolescents and adults, found that in 
74 per cent, the inclination varied between 65 
and 78°. Dr. Guarini found in 100 patients 
examined for diseases of the chest the inclina¬ 
tion was in 6 per cent, between 20° and 30°, in 
37 per cent, between 30' and 40’, in 41 per cent, 
between 40 and 50 , and in 16 per cent, between 
50 and 60\ Thus the angle of inclination varied 
with the individual, or rather with the morpho¬ 
logical constitution of the individual, between 
20 and 60°, which may be considered the extreme 
limits in tuberculous or pre-tuberculous subjects. 
It should be noted, however, that there may be small 
hearts whose axis of inclination exceeds the above 
limits, and these must also be considered patholo¬ 
gical, since they represent hearts with incompetent 
valves or stenotic orifices. 


CANADIAN COLLECTION OF MEDICAL WAR 
SPECIMENS. 

From 1914 onwards the Canadian Array Medical 
Service has cooperated with the Army Medical 
Service in the endeavour to obtain adequate 
medical records of the world-war. Being, per¬ 
haps. familiar with the great collections which 
the United States possess from their Civil War 
in the Army Medical Museum at Washington, 
the C.A.M.C. has steadily been working ahead to 
obtain material of all sorts which will worthily 
illustrate the medical aspect of the war. In 
1915 the Royal College of Surgeons of England, 
being the custodian of the Hunterian Museum 
of the College, which may be described as the 
National Medical Museum of the Empire, offered its 
services to collect and prepare the medical material 
for the whole British Expeditionary Force. In 
national spirit the College came to the assist¬ 
ance of Canada and the other Dominions, and 
offered to receive and care for material collected 
by their medical units—to be, in fact, the clearing¬ 
house in which this material could be collected, 
and later allocated to the rightful possessors. 
Thus all pathological and other material from 
Canadian hospitals, whether overseas or in 
Great Britain, finds its way to Lincoln s Inn 
Fields, and has been reviewed in Professor Arthur 
Keith’s annual report which has recently appeared. 


Already a large amount of this material has been 
sent to Canada, and at the notable medical gathering 
in May at Hamilton, Ontario, to which we have 
already called attention (The Lancet, July 27th, 
p. 120). when five of the most important medical 
associations of Canada met together, one of the 
outstanding features was the exhibition of speci¬ 
mens thus sent over. At the concluding session of 
the congress one of the main resolutions passed was 
“ that whereas these war specimens have aroused 
great interest both among military surgeons, civil 
practitioners, and the general public visiting the 
Congress, and since their further collection and 
their adequate preservation and development into 
a great Canadian War Museum must be of the 
utmost value in the education of the Canadian Army 
Medical Corps at the present time, as well as a 
fitting memorial to future generations of the 
sacrifices of our troops, be it resolved that a copy of 
this statement of appreciation be sent to Surgeon- 
General Fotheringham, D.G.M.S., with the recom¬ 
mendation that it be forwarded to the Minister 
overseas, as an expression of the warm support 
which the development of a Canadian Army Medical 
Corps Museum received from the members of the 
Canadian Medical Association.’’ Sir Robert Borden’s 
visit to the Royal College of Surgeons of England, 
on the afternoon of Wednesday, August 14th, was 
thus an act of appreciation on his part of the 
services rendered to Canada by the English College, 
and was the formal opening of the exhibition now 
being held there. This exhibition is not the sum 
total of Canadian war specimens, but includes 
some of the more interesting of the specimens. 
Among these may be mentioned wax and plaster 
casts of war injuries, made at Orpington by Major F. 
Lessore and his staff; bird's-eye views and draw¬ 
ings by Captain Mathews, C.A.M.C., a well-known 
Canadian artist, of the different buildings in Great 
Britain and overseas occupied as Canadian war 
hospitals; pathological specimens, photographs, and 
X rays of war wounds and diseases. The whole 
affords a striking idea of the human interest there 
is in the records of the sufferings undergone by 
the soldiers, and the endeavours made by the 
medical services to counteract those sufferings. 


In connexion with the scheme for the employ¬ 
ment of officers and men invalided from the Navy 
and Army it has been suggested that in cases of 
shell shock, gas poisoning, and general breakdown 
such men as contemplate life in the Far Eastern 
Colonies and dependencies would be well advised 
first of all to submit themselves for examination by 
some medical expert in tropical disease. 


The King of Italy, on the recommendation of the 
Italian authorities, has conferred the following 
Honours on the British members of the Royal 
Italian Military Medical Commission, in recogni¬ 
tion of the voluntary and valuable services which, 
in conjunction with their Italian colleagues, they 
have rendered in examining the Italian recruits: 
T. Vincent Dickinson, M.D., Officer of the Order of 
the Crown of Italy; James Donelan, M.D., Officer of 
the Order of the Crown of Italy; Andrew Morton, 
M.D., Cavalier of the Order of the Crown of Italy ; 
Andrew Currie, M.D., Cavalier oi the Order of the 
Crown of Italy. The Italian authorities take 
the opportunity of cordially thanking the British 
and Italian members of the Commission and the 
President, Dr. Commendatore Melandri, for the care 
and zeal displayed in the work. 
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Meteorological Office : Advisory Committee on atmospheric Pollution : Summary of Reports for the Months 
Dec. Sltt. 1917. ending Jan . Slrt , 1918. 
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REPORT FOR 1917 OF THE COUNTY M.O.H. 
AND SCHOOL M.O. OF LONDON. 


Part II.— Education. 

Medical inspection.— In a previous report Dr. Hamer 
adduced the improvement then apparent in the results of 
medical inspection as evidence that the solicitous care for 
child welfare which had distinguished the history of recent 
years still remained undiminished by the circumstances of 
war. This improvement has been maintained ever since. 
Moreover, a further indication of the favourable economic 
conditions obtaining in 1917 is afforded by the fact that the 
number of necessitous children receiving free meals con¬ 
tinued to decline below the already remarkably low figures 
of the preceding year. It is with profound satisfaction that 
the medical officer records these facts, showing as they do 
that the horrors of war had to this extent failed to 
affect injuriously the rising generation. Nevertheless, we 
learn that certain unfavourable conditions apparently in¬ 
separable from warfare still remain unredressed. Prominent 
among these is the difficulty of obtaining clean and wholesome 
milk for the feeding of necessitous infants. On analysis half 
the samples of such milk already examined have been found 
to contain added water. Apart from a few small and localised 
outbreaks of dysentery in districts north of the Thames, two 
occurrences prejudicial to health were reported as directly 
attributable to the war. In the first place, there was marked 
increase in the prevalence of scabies, doubtless introduced by 
soldiers returned from abroad. Secondly, a falling off was 
noticed in the results of treatment of children’s diseases. 
This was caused partly by the withdrawal of hospital facilities 
and partly by the failure of arrangements for “ following up.” 
In some degree that failure was due to the employment of 
nursing mothers away from home, but mainly to falling off 
in the supply of voluntary care workers. 


Effects off Economic Conditions. 

The annual individual examination of a quarter of a million 
children in London affords a reliable measure of the social 
condition of the community, with which there had previously 
been nothing to compare. In regard to personal cleanliness 
the maintenance of the status quo ante has been fully 
achieved, but only by constant vigilance on the part of the 
nurses. This is remarkable, in face of the persistent intro¬ 
duction of parasitic infection and of the increased employ¬ 
ment of married women. While the proportion of children 
ill-fed and insufficiently clothed has remained low, there has 
been a slight reduction in that of children well dressed and 
shod, as contrasted with those only fairly well provided 
for. It would appear that economic considerations have 
prevailed here, and that parents are now beginning to 
spend more on actual necessaries and less on finery of 
apparel than in the earlier years of war. Scrutiny of the 
figures for nutrition reveals the indirect influence of war 
conditions on the physical condition of the children. The 
progressive improvement in their appearance has been main¬ 
tained throughout the last two years ; the number of poorly 
nourished children having been only half as great as in pre¬ 
war times. The returns for the third term of last year were, 
in this regard, the best hitherto attained. On the other hand, 
the proportion of children returned as of “ good nutrition,” 
as opposed to “only fair nutrition,” has shown some diminu¬ 
tion. Cooperation has been established with several infant- 
welfare centres. At six of these arrangements have been 
made by which the same premises are used for the purposes 
of school treatment and infant welfare, to the mutual benefit 
of all concerned. 

The open-air schools at Birley House and Shooter’s Hill 
are still continued. The improvement in the mental as well 
as the physical state of the papils has been well marked ; 
the benefit to debilitated and anaemic children accruing 
from open-air education, supplemented by generous feeding. 
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Correspnbtiue. 

" Audi alteram partem.” 


being especially obvious. The majority of those in attend¬ 
ance are children in whom the onset of tuberculosis was 
feared, several of them having returned from sanatoriums with 
the disease in an arrested state. Further coordination of 
school work with that of the tuberculosis dispensaries has 
been effected with advantage to the children. The Kensal 
House School for tuberculous patients has been continued 
and some of the playground classes have been held in the 
public parks. The adequacy and quality of the food supplied 
to the schools has been attended to, the report containing 
results of the analysis of samples of meals supplied to the 
pupils. Save as regards milk (as previously mentioned) 
there has been found no cause for complaint. 

Personal hygiene .— There are now 25 cleansing stations in 
London, at most of which treatment is extended by the 
inclusion of scabies. More than 30,000 baths were given to 
6940 children suffering from,scabies. This large increase on 
previous records was, doubtless, caused by infection intro¬ 
duced into the homes mainly from abroad. During the year 
799,000 children were examined by the nurses, and in 
19,500 cases verminous conditions were found. 8500 of the 
children were cleansed by parents and the remainder by the 
borough councils. 

Verminous conditions and infectious disease .— The year 
under notice was remarkable for the extent to which attack 
was made on problems arising out of verminous conditions. 
How great is the improvement in this respect within the last 
30 years will be apparent to those having had experience 
of London school children extending over that period. But 
unfortunately the campaign against vermin has not until 
lately excited general enthusiasm, and consequently the 
Council’s nurses who have endeavoured to combat the pre¬ 
vailing indifference respecting cleanliness have had a difficult 
and sometimes unpopular duty to perform. It is now, how¬ 
ever, realised that the banishment of plague in the seven¬ 
teenth century was probably effected by attacking the 
prevalence of vermin, and that the practical extinction of 
typhus and relapsing fevers in this country within the last 
half-century has been accomplished mainly by improving the 
conditions of the poor as regards infection with body lice. 
Of late years study of plague in India and of the part played 
by insect parasites has greatly emphasised the importance 
of fleas, and it may well be that it is now necessary to look 
nearer home. Dr. Hamer refers to the inquiries recently 
made in London respecting the relationship between the 
“flea curve ” and the curve of scarlet fever ; he claims that 
the case in favour of a flea hypothesis of scarlet fever 
causation is one that calls for close examination. The 
amount of misery and discomfort caused by flea-bites 
among children has incidentally been revealed, but it 
is not possible to allow the question to rest at this 
point. The demonstration of the association of vermin 
with the spread of infectious disease has done more than 
had ever before been accomplished in arousiog serious 
interest on the subject. The fact that during the past year 
one London elementary school-girl out of three has been 
found to have “nits” in her hair is a condition of things 
for which the medical officer is determined that a remedy 
must be found. The spread of verminous conditions among 
soldiers and the dissemination of scabies throughout the 
country have enforced the moral, and it is to be hoped that 
the attempt to cope with this national danger will meet with 
general support. 

Among the commoner diseases of school life there was less 
prevalence than usual. Scarlet fever was reported in 6000 
instances and diphtheria in 8000. Measles and German 
measles occurred among school children in 27,000 instances. 
Whooping-cough was less prevalent in 1917 than in any year 
of the preceding five. 


The late Mr. William Fingland, L.R.C.P., 
L.K.C.8. Edin.— Mr. W. Fingland, honorary consulting 
anaesthetist to the Liverpool Royal Infirmary, died on 
August 1st from cardiac failure at his residence, Roduey- 
street, Liverpool, at the age of 66 years. Educated at 
Liverpool, he qualified with the licentiateship of the Royal 
Colleges of Edinburgh in 1891 and settled in practice at 
Liverpool, where for 25 years he was on the staff of the 
Royal Infirmary. He was vice-president of the section of 
anaesthetics when the British Medical Association held its 
meeting in Liverpool in 1912. Mr. Fingland leaves a widow 
and a daughter. 


NASO PHARYNGEAL INFECTION AT THE 
ONSET OF CEREBRO-SPINAL FEVER. 

To the Editor of The Lancet. 

Sir, Lieutenant-Colonel M. H. Gordon, R.A.M.C., in his 
letter to The Lancet of Nov. 10th, 1917, and in his report 
to the Medical Research Committee, 1917, states that “ every 
case of cerebro-spinal fever was in reality an instance of a 
carrier developing the disease, ” and that the meningococcus 
was invariably to be found in the naso-pharyngeal secretion 
at the onset of the disease. I wish to mention the following 
findings as contravening the above statements, of which 
findings Colonel Gordon is already aware, both from my 
reports and from conversations 1 have had with him, but 
to which he does not allude either in his letter or in his 
report. 

In the spring of 1916, whilst employed in coordinating the 
work of investigation and prevention of the outbreak at 
X Garrison (pages 19 and 70 of above report), I paid par¬ 
ticular attention to the question of infection in the naso¬ 
pharynx, and excluding some earlier cases, where the results 
coula not be relied upon, a special record was made of the 
results of swabbing of all patients on admission to hospital. 
Forty-one cases were examined on admission, and the 
meningococcus could be demonstrated in 19 only. There 
was no greater degree of infection in those cases actually 
diagnosed as cerebro-spinal fever than in a group of other 
febrile patients suffering from influenzal or other complaints 
who were being admitted in epidemic numbers at the same 
time. The symptoms of many of these, however, approached 
in severity those actually diagnosed as cerebro-spinal fever, 
and I suggested in my report that they were in many 
cases really caused by the meningococcus. 

The swabs were taken and examined by Captain C. »Samut, 
R.A.M.C., professor of bacteriology, Malta University, and 
by Captain R. R. Armstrong, R.A.M.C.,at that time attached 
to the Central Cerebro-spinal Laboratory. 

I discussed these negative results with Colonel Gordon, 
who was inclined to query the diagnosis. Captain Samnt 
had, however, demonstrated Gram-negative intracellular 
diplococci in the spinal fluids of all the diagnosed cases, 
nearly half of which Yielded a successful culture and were 
agglutinated ; and Colonel Gordon had agglutinated to type 
the meningococcus derived from five patients who failed to 
show the meningococcus in the naso pharynx. Captains 
Trevor Davies and E. G. Pringle, who were in medical 
charge of the patients, and all of us concerned, were entirely 
of opinion that these cases were really cerebro-spiDal fever. 
Colonel Gordon had not seen the patients. 

In my report of this epidemic I gave farther details, 
pointing to an absence of meningococci from the fauces of 
patients within a period of a few hoars to a lew days before 
the onset of symptoms, as follows :— 

3 soldiers were negatived within 24 hours of onset. 

2 „ „ „ 2 days „ 

2 „ ,, ,, ,« 3 ,, M 

1 . . „ 4-7 $ t 


These soldiers were swabbed when isolated as contacts 
immediately after the diagnosis of a case, and they developed 
cerebro-spinal fever within the period stated. 520 earners 
(contacts and non-contacts) were isolated for a long period at 
X : none of them developed any illness. 

In April, 1917, I had an opportunity of confirming the 
negative findings of the year before whilst on sick leave from 
abroad, when I was temporarily attached to the Central 
Cerebro-spinal Laboratory. Captain Glover, R.A.M.C., in 
charge of investigation of cases in the London area, kindly 
swabbed for me four definite cases of cerebro-spinal fever 
which we visited together, and in only one of these could the 
meningococcus be grown afterwards in the Laboratory, 
although two of them were tried twice. On mentioning 
these results to Colonel Gordon, he had a tabular list 
prepared of the London cases during the previous couple of 
months. This list comprised 19 cases, 7 of which were 
negative and 6 positive in the naso pharynx; the remainder 
had not apparently been tested, as no results are mentioned 
on the list. These cases were open to no doubt, and the 
meningococcus was isolated from the spine in each case. 

Other observers have likewise noted the absence of menin 
gococcus from the fauces of patients. In the Advisory 
Committee’s report it is stated that “ the meningococcus has 
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therapy a single one among a very large number of cases 
presenting all the signs and symptoms of so-called reflex 
paralysis or contracture. 

It is unfortunate that two distinguished aural surgeons, 
Dr. P. McBride and Dr. A. Logan Turner, should have been 
led by their pre-war experience to write such a pessimistic 
article on “War Deafness” as that which appeared in 
Thb Lancet of July 20th. If we had believed, like them, 
that the majority of cases of concussion-deafness are organic 
in origin, and are consequently incurable, or at the best can 
only improve slightly, we should never have attempted 
psychotherapy, whereas in our experience many are com¬ 
pletely curable by re-education and suggestion, and very few 
are incapable of some improvement by the methods which 
have been devised as a result of war experience. Our results 
are identical with those obtained by Gordon Wilson and 
Yealland in England and Roussy and Lhermitte in 
France. My own “ opportunities of studying ear 
diseases ” before the war were fortunately nil, and 
I was therefore able to face the problem of war deaf¬ 
ness with an unprejudiced mind. As it is obvious that 
suggestion cannot prevent the occurrence of nystagmus on 
testing the vestibular reaction by rotation or cold water, 
the loss of this reaction after concussion proves that some 
organic change has occurred in the internal ear, and that 
any deafness present is likely to be at least in part organic 
in origin. On the other hand, total deafness caused by con¬ 
cussion, if associated with a normal reaction, is probably 
hysterical and due to suggestion, as it is very unlikely that 
the cochlea should be so damaged that complete deafness 
results without the adjacent semicircular canals being 
affected. In cases of incomplete deafness the sign is 
of less value, but we have acted on the principle that 
whereas all cases of deafness following concussion should 
be treated by psychotherapy—in the hope that it may 
be at least in part functional, like the frequently asso¬ 
ciated mutism, blindness, tremor, or paralysis—we expect 
to obtain the best results, and we persevere with our 
treatment for a longer period, when the reactions are 
normal and definite evidence of organic injury is absent. 
Our results certainly justify our methods, as we have pro¬ 
duced more or less improvement in almost every case and 
have cured men who have been totally deaf for many months, 
sometimes after they had been told by distinguished aurists 
that they could never recover from their “ nerve deafness.” 
In contrast to this, Dr. McBride and Dr. Logan Turner 
appear to have only seen improvement in one case, and in 
that case it appears to have occurred spontaneously, as it 
is hardly conceivable that any good could have resulted 
from the use of pilocarpin, which certainly stimulates 
the secretion of glands, but has never been proved to 
stimulate the special senses. 

Dr. McBride and Dr. Logan Turner believe that “ very 
grave injustice might be done ” by regarding deafness as 
probably hysterical when the vestibular reactions are 
normal ; we, on the contrary, regard it as most unfair to 
one’s soldier patients to be so prejudiced by pre-war expe¬ 
rience that the possibility of functional origin is not con¬ 
sidered, the patient being consequently deprived of the 
chance of cure by psychotherapy. I should regard Case 2 
in Group C and Case 1 in Group D as almost certainly 
hysterical, and curable within a few days and possibly 
within a few minutes, whereas the authors state that because 
there is a history of head injury they could exclude all 
question of functional trouble “with reasonable certainty.” 
The patients therefore remained untreated and will doubtless 
remain deaf for the rest of their lives, as being told by a 
distinguished specialist that the trouble is incurable, their 
disability, which was originally caused by auto-suggestion, 
would become perpetuated by hetero-suggestion, and the 
chance of cure by psychotherapy would be enormously 
reduced. I am, Sir, yours faithfully, 

Arthur F. Hurst. 

Seale Hayne Military Hospital, Newton Abbot, July 28th, 1918. 


TREATMENT OF WAR NEUROSES. 

To the Editor of The Lancet. 

Sir, — Upon the rapidity of their results as to the removal 
of hysterical # symptoms and on the sensible form of sugges¬ 
tion which they have evolved, Major A. F. Hurst and 
Captain J. L. M. Symns are to be congratulated. It 
would greatly enhance the value of their contribution to 


The Lancet of August 3rd if they could speak with more 
definition as to the permanence of the “cures” they 
mention, and would publish statistics as to the state of their 
patients six months and one year after “cure.” The fact 
that there are many thousands (30 or 40 I believe) of 
pensioners, many of them drawing full pensions, under the 
control of the Special Medical Board, accentuates the 
necessity of not only removing hysterical symptoms, but 
of also confirming the cure of these men straight away, before 
any relapse has occurred. 

I have suggested to the medical authorities of the Navy 
and Army that many, if not all, men who have suffered 
from war neuroses should be sent, after treatment at a 
neurological centre, but before discharge to the country, 
under the auspices of the Country Host Institution, so that 
they may do outdoor work in the fields and gardens, in 
conditions half-way between the complete control of a 
hospital and the sentimentality, worry, and responsibility of 
their own homes. The Director-General of the' Medical 
Department of the Navy at once accepted the suggestion and 
some 30 undischarged sailors have already been sent off and 
are making very satisfactory progress ; the Director-General, 
A.M.S., has not yet informed me whether he intends to* fall 
in with my proposal or not. 

I rejoice to find that Major Hurst and Captain Symns 
agree with my very strong conviction that none of these 
functional nerve cases should be treated in London, subject 
as it is to air-raids ; all hospitals dealing with such cases 
should at once be transferred to the country. 

The ideal treatment for war hysteria is, I bold : (1) removal 
of symptoms, &c., by such methods as Major Hurst and 
Captain Symns use ; (2) a three months’ course of Country 
Host convalescent treatment to strengthen the men, re-educate 
them in the habit of work, and thus confirm the cure effected 
at the neurological centre. Neurasthenic (nervous debility) 
cases can with advantage be sent direct to the country for 
convalescence, thus obviating the necessity of their occupying 
valuable hospital accommodation. 

I am, Sir, yours faithfully, 

August 3rd, 1918. THOMAS LUMSDEN. 


INFANT MORTALITY AND MOTHERCRAFT. 

To the Editor of The Lancet. 

Sir,—O ne would hardly imagine, on reading Dr. W. A. 
Brend’s letter published in your issue of July 27th in reply 
to my article of July 6th, that the main point at issue between 
us is (to quote from his own report)— 

“ That the excess (of infant mortality) in industrial towns, 
the centres of large cities, and mining* areas is due to some 
factor or factors, of which possibly the most important is a 
polluted state of the atmosphere .” 

He says it probably is; I say it is not. Instead of 
addressing himself to this issue he concludes his letter of the 
27th by writing:— 

“ I am of opinion that the main cause of excessive infant 
deaths, as of tuberculosis, malnutrition of school children, 
and other evils, is overcrowding of houses, congestion of 
streete.and the absence of large and sufficient open spaces. ’ 

Cannot Dr. Brend see that these things mean far more 
than a polluted atmosphere, and that, under such conditions, 
mothercraft, and all that it implies, becomes of paramount 
importance ? 

He is wrong in stating that my main criticisms of 
his report are two in number—viz., that he has 
endeavoured to eliminate poverty and under-estimated 
the value of mothercraft! My article was an attempt 
to do much more than that; it was an attack all 
along the line against his method of proof by a 
process of exclusion—a process which, I hold, was 
singularly illogical and unconvincing, and in certain 
directions, to be candid, not quite fair or judicial. 

If Dr. Brend will get into contact with the working-class 
inhabitants of any large town, he will soon find for himself 
that far the larger amount of the excess infant mortality in 
that town does occur amongst the children of the unskilled 
and casual workers and others of the same social station. 
That they are living under the worst housing conditions I 
grant, but it is also amongst that class that the worst house¬ 
wifery and mothercraft exists. 

He further says that nowhere has he suggested that 
maternity and infant welfare centres should be incontinently 
scrapped. I never said he had ; but that would be the 
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cases require as long as 18 months must also usually be an 
error, and it seems probable that the truth must lie between 
these two extremes. I should like to suggest to physicians 
to take a previous and careful history of the health of all the 
cases they regard as early, and in the light of the new facts 
re-grade their cases and try to avoid allowing their future 
patients to become chronic. 

1 am, Sir, yours faithfully, 

Edward E. Prest. 

'Ayrshire Sanatorium, New Cumnock, August 7th, 1918. 


logical outcome of his report, if accepted, and I suggested 
that that was the question we who are interested in these 
institutions must put to ourselves. 

I am obliged to Dr. Ronald Carter for his support. From 
his own long and practical experience he appreciates, I 
know, the real difficulty of compiling thoroughly satisfactory 
mortality tables for consultation infants. It could be more 
satisfactorily done by medical officers of health than by 
medical officers to consultations, most of whom in times past 
have not been directly connected with Public Health depart¬ 
ments, nor, therefore, had the facilities for the extended 
inquiry which such tables imply. 

I hope, however, in due time to be in a position to publish 
some statistics dealing with this point. 

I am, Sir, yours faithfully, 

H. W. Pooler, M.B., 

Medical Superintendent, Derbyshire County Infant 
Welfare Centres. 

Stonebroom, Alfreton, August 11th, 1918. 

THE LATE MR.W. MORLEY WILLIS, OF 
NOTTINGHAM. 

To the Editor of The Lancet. 

Sir, — We should like to record the loss to British surgery 
in the death of that brilliant young surgeon, Mr. W. Morley 
Willis, F.R.C.S. Eng. Clear-headed, indefatigable, and self- 
confident, he was bound, if he had lived, to take a place in 
the first iank of his profession ; his death seems to have 
escaped public notice. 

He was a native of Bristol and was educated at Taunton 
Grammar School. A business career had been arranged for 
him, and for some time to meet the wishes of his relatives he 
made an effort in this direction, although from boyhood his 
ambition was to be a surgeon. But with his twenty-first year 
he brushed aside all other considerations and commenced the 
study of medicine at University College, Bristol. When he 
qualified in 1895 he continued his surgical studies at 
St. Bartholomew’s Hospital, London, taking the Fellowship 
of the Royal College of Surgeons of England in the follow¬ 
ing year. 

Commencing practice in Nottingham in 1897, he joined 
the surgical staff of the Children's Hospital, and in 1901 he 
was appointed assistant surgeon to the Nottingham General 
Hospital. Soon after this he abandoned general practice 
and confined himself entirely to surgery. In addition to the 
public work which these appointments entailed, Mr. Willis’s 
heavy duties in connexion with various military hospitals 
made his life latterly a very full one. Two months ago, 
while well, cheerful, and full of work and vigour, he was 
struck down with fatal illness, which he faced with extra¬ 
ordinary courage and pluck. Mr. Willis was not only a 
brilliant surgeon and skilful diagnostician, but a kindly and 
courteous colleague, always ready to give help and advice 
in difficult cases and eager to assist the younger men in any 
way he could. He has been greatly missed by his colleagues 
and by his patients, who loved him for his cheery optimism 
and charming manner. Mr. Willis leaves a widow and two 
daughters. — We are, Sir, yours faithfully, 

John Mackie, L.R.C.P. Edin., 

H. Bell Tawse, F.R.C.S. Eng., 
Assistant Surgeon to the Nottingham General 

August 9th, 1918. Hospital. 

COLONIES IN THE TREATMENT OF 
PULMONARY TUBERCULOSIS. 

To the Editor of The Lancet. 

Sir,—I note in your issue for August 3rd two articles on 
the above subject. To me it appears the eternal mistake of 
not knowing the beginnings of tuberculosis is being made. 
In my experience very few early cases of pulmonary tubercu¬ 
losis require more than three months in a sanatorium, and 
those that require more would seldom be better for being 
made to work. Colonies are only suitable for chronic cases — 
that is, cases which have not been treated properly when 
exhibiting symptoms of activity. Whether the expense 
involved in treating cases of this kind for prolonged periods 
is justified is more than open to doubt. That it is impossible 
to treat tuberculosis in the early stage at dispensaries would 
seem obvious to anyone who has had to deal with this 
disease; some might at great risk to themselves be 
treated at home, but never by walking about. That early 
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royal naval medical service. 

Surgeons (Reserve) to be Staff Surgeons (Reserve): J. P. Berry, 
C. F. Bain bridge, S. N. McBean. To be temporary Surgeons : W. B. M. 
Wardill, V. T. Smith, S. C. Mitchell, S. Acheson. 

The following appointments have been madeSurgeons (tempo¬ 
rary) . H. Whyte to Centurion; B. F. Nlblock to Chatham Hospital; 

J. I). Arthur to Plymouth Hospital; and W. Edgar to Haslar Hospital. 

ARMY MEDICAL SERVICE. 

The undermentioned temporary appointments are made at the War 
Office: Dep. Asst. Dir.-Gens.: Capl. E. F. W. Mackenzie, and to 
be temporary Major whilst so employed ; Temp. Major S. Fleming. 

ROYAL ARMY MEDICAL CORPS. 

T. B. Rhodes, late temp. Major, is granted the honorary rank of 
Major. 

M. A. Collins, late temp. Capt., to be temporary Lieutenant-Colonel 
whilst serving at the Ewell (County of London) War Hospital. 

Temporary Captains relinquishing their commissions and are granted 
the honorary rank of Captain : J. Glaister. on account of ill-health con¬ 
tracted on active service; L. M. Webber, on account of ill-health caused 
by wounds. 

Temporary Lieutenants to be temporary Captains: R. T. St. J. 
Brooks, D. G. Halated, H. E. Gray. J. L. McCann, E. H. R. Harries, 
W. W. Walker, A. M. Hewat, (Acting Major) D. Burrows. J. A. Lough- 
ridge, J. A. Clarke, H. M. Raven, R. M. Menzies, W. A. Mahon, 
R. McN. Wilson, G. M. Ooope, A. F. Sanderson, A. M. Jones, A. 
Rhodes, M. Hocken, N. K. Foster, J. C. Middleton, A. Allison. 
C. W. Ewing, R. Wade. E. D. W. Reid, 0. R. Wilkins, 

K. H. Bennett, F. H. Flack, S. S. M. Wood, (Acting Major) R. G. 
Oram, G. J. Eady, D. Martin, H. Sinson, J. Hunter, A. Brownlie, 
J. H. Thompson, J. B. R. McDonagh, L. G. Leonard, D. A. Stewart, 
C. Garner, J. A. Brown, T. N. Wilthew, W. Murray, F. Butler, A. 
White, J. D. Kenyon, W. J. McFeat, T. D. Graham, H. J. van Praagh, 
R. N. Berman, A. Bradshaw, A. G. Craib, D. M. McGillivray, A. D. 
Yule, W. Gorrle, W. Boyd, T. W. Bayne, G. B. Charnock, R. Parry, 
G. B. Warburton, G. Newstead, W. Angus, J. K. Willis, F. B. O’Dowd, 

G. H. Mead. R. J. Reynolds, J. H. Sutcliffe, H. H. Jenkins, J. K. 
Hamilton, G. A. Rorie, A. S. Campbell, A. T. MacKenzie, S. Bree. 
8. G. Corner, D. A. Dewar, W. J. D. Bromley, A. Davies, 

R. Davidson, J. W. Simon, K. R. C. Hallowes, F. D. Parbury, 

S. L. O. Young, N. McC. Hutchison. F. D. Nicholson, W. L. English, 
B. Banks, A. S. M. Palmer, B. E. Cassady, L. D. .Stamp, H. P. 
Dawson, A. M. Laurie, J. Donaldson, H. M. Reeve, M. F. Einrys- 
Jones, W. G. Riley, A. Morton, A. Barker, D. Purdie, J. F. Findlay, 

H. J. Beddow, R. L. Haines, E. F. Thomas, A. D. Crofts, H. J. Rae. 
G. C. B. Micville, C. W. Hutt, R. S. Roper, P. W. Stewart, F. F. 
Laidlaw. A. V. Ledger, N. C. Rogers, H. dnape, K. S. Melvin, J. R. 
Cameron, T. Miller, A. Robertson, P. E. Carroll, M. T. D. McMnrricb, 
A. Boyle, E. E. Atkin, J. Fletcher. 

Temp. Hon. Lieut. A. H. Good to be temporary Honorary Captain. 
Temp. Lieut. Michael J. MacCarthy relinquishes his commission. 

TERRITORIAL FORCE. 

Major (temp. Col.) A. Mllne-Thomson relinquishes his temporary 
rank on vacating appointment as Assistant Director of Medical 
Services, and is restored to the establishment. 

Major (Bt. Lieut.-Col.) T. D. Acland remains seconded whilst 
holding a temporary commission in the R.A M.C. 

Capt. A. N. McGregor is restored to the establishment. 

Capt. J. Allan to be Major. 

Capt. A. E. Woodhead 1b seconded for duty. 

Capt. (acting Major) H. Henry relinquishes his acting rank. 

Capt. A. McLean is seconded for duty with General Hospital. 

R. B. Driscoll and S. Shaw, R.A.M.C., to be Lieutenants. 

ROYAL AIR FORCE. 

Medical Branch.— A. P. Woollright (late Captain, R.A.M.C ) and W. G. 
West are granted temporary commissions as Captains. 

P. A Dormer, R. W. Stephenson, G. F. H. Bloom, H. B. B. Greene 
are granted temporary commissions as Lieutenants. 

Dental Branch.— Vf . C. Murray (late Dental Surgeon, R.N.V.R.) 1b 
granted a temporary commission as Captain and to be temporary 
Major whilst specially employed. 


Death of Mr. B. G. Derry, L.R.C.P., M.R.C.S.— 
Mr. Bartholomew Gidley Derry died on August 8th, at his 
residence at Bodmin, from the effects of a carriage accident. 
Mr. Derry, who was in his seventy-second year, had prac¬ 
tised in Bodmin for 47 years. He had an extensive practice 
and he was medical officer of health for the Bodmin (Corn¬ 
wall) urban district, surgeon to the Civil and Naval Prisons 
at Bodmin, and also held other appointments in which he 
earned high respect in Bodmin and the district. He leaves 
two sons and three daughters. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue : — 

Killed. 

Capt. H. R. Partridge, M.C., R.A.M.C., qualified in London 
in November, 1914, and was attached to the 1st West 
Riding Field Ambulance in the early part of the follow 
ing year. * The award of the M.C. was recorded in 
The Lancet of Oct. 28th, 1916, p. 770. 

Reported Missing , now believed Killed. 

Capt. W. H. Lloyd received his medical education at the 
Middlesex Hospital, and qualified in 1915. He became 
attached to the 3rd London General Hospital in August, 
1915, and had been in France since June, 1916. 

Died. 

Surg. Prob. A. E. Beckwith, R.N.V.R. 

Lieut. D. Taylor, R.A.M.C., qualified at Glasgow in July, 
1917, and joined the R.A.M.C. quite recently. 

* Wounded. 

Capt. R. Anderson, R.A.M.C., attached Grenadier Guards. 
Capt. W. Baxter, R.A.M.C., attached Gordon Highlanders. 
Major G. Stiell, R.A.M.C. 

Col. T. W. Gibbard, C.B., K.H.8., R.A.M.C. 

Capt. E. M. McCaffrey, Australian A.M.C. 

Lieut. J. J. Hughes, R.A.M.C., attached N. Staffs Regt. 

Capt. A. W. Ritchie, R.A.M.C. 

Lieut. J. J. Pickles, R.A.M.C., attached W. Yorks Regt. 

• Previously reported Misting , non reported Prisoners in 
German Bands. 

Capt. C. R. Crowther, R.A.M.C. 

Capt. W. T. P. Meade-King, R.A.M.C. 

Capt. G. F. P. Heathcote, M.C., R.A.M.C., attached East 
Lancs Regiment. 

Capt. F. C. H. Bennett, R.A.M.C., attd. NorthumbeiTd Fus. 
Lieut. A. Boyle, R.A.M.C. 

Capt. M. S. Esler, R.A.M.C., attached Middlesex Regiment. 
Capt. D. D. Gillespie, R.A.M.C. 

Lieut. J. W. Jones, R.A.M.C., attached Rifle Brigade. 

Lieut. A. M. McCormick, R.A.M.C., attd. Lines Regiment. 
Capt. C. Witts, M.C., R.A.M.C. 


Mentioned in Despatches. 

The names of the following medical officers are mentioned 
in a despatch by Lieutenant-General Sir J. L. van Deventer, 
K.C.B., Commanding-in-Chief, British East Africa Force, 
for distinguished services during the operations from 
May 30th to December, 1917 

Royal Army Medical Corps.— Lt.-Ool. (acting Col.) F. E. Gunter. 
D.S.O.; C»pt. W. Fraser; Capt. J. O. Garland; Temp. Lt. J. I. 
Grelg; Capt. A. Hendry; Capt. H. F. Holmden; Temp. Capt. C. R. 
Howard ; Lt.-Col R. H. Humphrey ; Maj. G. J. Keane, D.S.O.; Temp. 
Capt. A. R. Lindsay; Temp. Capt. L. R. P. Marshall; Temp. Capt. J. 
Miller; Capt. W. Mitchell; Temp. Capt. M. T. Morgan, M.C. ; Temp. 
Capt. A. Moxon ; Temp. Capt. W. A. Ryan ; Temp. Lt. R. Semple ; Capt. 
H. A. Sutton, M.C, ; Temp. Capt. W. B. Walker ; Capt. G. A. Williams. 

Royal Army Medical Corps (S.R.).— Capt. H. 8 . A. Alexander; Lt. 
J. F. C. Bratne; Capt. S. J. V. Furlong; Capt. R. L. Impey, M.C. ; 
Lt. R. Lloyd-Jones; Lt. F. C. Logan; Capt. W. A. McLennan; Capt. 

G. M. Roberts; Capt. A. R. Rosa ; Lt.-Col. J. McKle, D.S.O. 

Indian Medical Service.— Lt.-Col. (Temp. Col.) W. W. Clemesha; 

Capt. F. W. Hay, attd. Inf.; Capt. T. A. Hughes ; Mai. J. Husband ; 
Capt H. M. Inman ; Capt. M. L. G. Irvine; Capt. G. G. Jolly; Capt. 
W. M. Lupton; Maj. P. L. O’Neill. • 

Indian Subordinate Medical Department.— 2nd Cl. Asst. Surg. A. 
Baylev-de-Castro ; Asst. Surg. (Hon. Lt.) J. A. F. Harvey; Lt Cl. 
Asst. Surg. E. D. Shave; 2nd Cl. Sub-Asst. Surg. Bhag Singh ; 2nd Cl. 
Sub-Aast. Surg. Gordhandas Jethabhai Desai; 2nd Cl. Sub-Asst. Surg. 
Govind Ramchandra Upa’ekar; 2nd Cl. Sub Asst. Surg. Hari Singh ; 
1st Cl. Sub-Asst. Surg. Kaahl-Nath Ram-Chandra Kalamkar; 1st Cl. 
Sub-Asst. Surg. Mihrab Khan ; 2nd Cl. Sub Asst. Surg. Muhammad 
Kusain; 1st Cl. Sub.-Asst. Surg. Muhammad Ria/.uddln ; 3rd Cl. Sub- 
Asst. Surg. Mukand Ram; 1st Cl. Sub-Asst. Surg. Nand Lai; 1st Cl. 
Sub-Asst. Surg. Nur Muhammad; 2nd Cl. 8ub-Asst. Surg. Shambhu 
Xa»h ; 1st Cl. Sub-Asst. 8 urg. Varyam Singh. 

South African Medical Corps.-Capt. A. J. Ballantyne; Temp. Capt. 
C. P. Bllgh- Wall; Capt. H. J. Brady; Maj. C. M. Brothers; Capt. 
B. D. A. Douglas; Maj. (temp. Lt.-Col.) W. V. Field; Maj. (temp. 
Lt.-CoI.) W. Gilbert; Lt.-Col. R. L. Girdwood, D.S.O. ; Capt. 8 . J. O’L. 
Greensill; Capt. D. Henderson ; Capt. J. E. Hurworth ; Maj.T. J. W.A. 
Johnaton; Maj. A. Liebaert; Capt. S. MaePherson; Maj. A. D. 
McKenzie ; Capt. H. V’. Potter ; Capt. W. Shanks ; Lt. N. E. Thomson ; 
Capt. G. B. Wilkinson. 

East African Medical Service.— Temp. Capt. N. P. Jewell. M.C. ; 
Capt. C. 6 . Tumblings. African Native Medical Corps; Lt. R. McGeorge ; 
Temp. Capt. J. M Mack in non attd.K.A.R. 

West African Medical Service.—Temp. Capt. B. J. Courtney; Capt. 

H. F. William*. M C., attd. Gold Coast Regt. 

Uganda Medical Service.— Temp. Capt. A.H.O wen ; Maj. C. A. Wiggins. 
Northern Rhodesia Medical Service.— Capt. J. A. Chisholm ; Capt. 
and Temp. Surg. K. G. Storrs. M.C. 

Nyasaiand Field Force Medical Service. —Temp. Capt. A. G. Eldred ; 
Temp. Capt. W. C. Wigan. 




The names of the following medical officers are mentioned 
in a despatch dealing with the engagement between the 
torpedo-boat destroyers Mary Rose and Strongbow and three 
German light cruisers which attacked a convoy on Oct. 17th, 
1917: — 

Surg.-Prob. I. C. C. Barclay, R.N.V.R. (killed In action); Surg. J. P. 
Shorten, D.S.C., R.N. _ 


Officers of C.A.M.C. on H.M.H.S. “ Llandovery 
Castle ” Torpedoed. 

The following is a brief account of the five officers of the 
Canadian Array Medical Corps missing, believed drowned, 
through the torpedoing on June27th of H.M.H.S. Llandovery 
Castle :— 

Lieutenant-Colonel Thomas Howard Macdonald, who 
was in command of the ship, was 40 years of age, and a 
native of Port Mulgrave, Nova Scotia, and graduated at 
Bellevue Hospital Medical College, N.Y., in 1900. Before 
the war he was in practice at Port Hawkesbury, N.S., and 
aa active member of the Canadian Militia, in which he held 
the rank of major. He came overseas in December, 1915, 
and after various hospital appointments became president 
of the standing medical board, London area, later serving 
with a labour battalion in France. 

Major Gustavus Mitchell Davis, who was 43 years of 
age, was a native of York, Ontario, graduating in medicine 
from the University of Toronto in 1901, and practising at 
Welland, Ont. He came overseas with the first Canadian 
contingent in September, 1914. After taking part in the 
battle of Festubert he was appointed M.O. upon the hospital 
ship Letitia, and when this ship was wrecked on the ooast of 
Nova Scotia in August, 1917, rendered distinguished service 
in the care and rescue of patients. 

Captain Arthur Vincent Leonard, who was 37 years of 
age, was a native of Warkmouth, Ontario, graduating in 1911 
at the University of Toronto, where he was a prominent 
athlete. He came overseas in September, 1915, and after 
serving as M.O. of various units at the front he was appointed 
to H.M.H.S. Araguaya. 

Major William James Enright, who was 44 years of 
age, was a native of Port Daniel, P.Q., graduating in 
medicine at Laval University in 1897. He served in Canada 
on the staff of the Quebec Military Hospital before coming 
overseas. While serving as M.O. in France he was wounded 
on Sept. 29th, 1915, and evacuated to England, and returned 
to Canada for three months’ sick leave. Later, in charge of 
embarkation, his name was brought to the notice of the 
Secretary of State for War. Finally he had been serving as 
registrar and adjutant of No. 8 Canadian General Hospital. 

Captain George Luther 8ills, who was 30 years of age, 
was a native of Tweed, Ontario. While a student in medicine 
at Kingston University he joined the C.A.M.C. as a private, 
serving overseas for a year with the 5th Stationary Hospital. 
Returning to Canada he graduated in November, 1916. 


A Question of Exemption. 

After a conjoined meeting of the Executives of the 
Edinburgh and Leith Division of ihe British Medical 
Association and of the Scottish Medical Guild the following 
question was sent to Sir Auckland C. Geddes and Sir James 
Galloway : — « 

“ In the event of a medical man having been granted 
exemption from ordinary militarv service on occupational 
grounds, and called upon to undertake either military or 
civil work, and he has objections to the work he has been 
called upon to undertake, will he have the right to appeal to 
the Medical Tribunal ? ” 

The reply received from Sir James Galloway states that 
the practitioner has no legal right to a hearing by the 
Medical Tribunal as such, but that both the Central Pro¬ 
fessional Committees have arranged that in such circum¬ 
stances the practitioner would receive a personal hearing, at 
which his objections to the particular form of service allotted 
to him would receive every consideration. 

The Medical Service in the East African 

Campaign.— In reply to a question by Commander N. Craig, 
Mr. Macpherson last week informed the House of Commons 
that a report by Colonel Pyke and Lieutenant-Colonel 
Balfour, R.A.M.C., on the Army Medical Service in Africa 
had been received in May. The report was of a personal and 
highly confidential nature, and could therefore not be laid 
upon the table, and effective action had been taken upon it. 
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FRANCIS METCALFE, M.B., B.S. Durh., 

CAPTAIN, ROYAL ARMY MEDICAL C<>RP8. 

Captain F. Metcalfe, who died on July 10th. was 26 years 
of age and a medical graduate of the University of Durham. 
Qualifying in June, 1914, he joined the 1st Northumberland 
Field Ambulance in the following August. He went to 
France with his unit in April, 1915, remaining there until he 
was invalided home in September, 1916, with myelogenous 
leukaemia. After treatment in the 1st Northern General 
Hospital he made a seemingly good recovery, and after 

several months at 
Catterick returned, at 
his own request, to 
France in August, 1917. 
He went through the 
March retreat, with 
all its attendant phy¬ 
sical and mental strain, 
and the leukaemia re¬ 
gained its hold upon him. 
This time he did not re¬ 
act to treatment, and 
death occurred after a 
period of severe dyspnoea 
in the Framlingham 
House Hospital for 
Officers, Newcastle- 
upon-Tyne. During his 
college days Captain 
Metcalfe was good at all 
field sports and was the 
heavy-weight champion 
boxer. As a student he was conscientious in his work, taking 
good places in class. Retiring in manner and with no out¬ 
ward display, he was felt by his teachers to have qualities 
which only required time and opportunity to develop. 
Captain Metcalfe was an only son. 


boat three times at Henley ; rowing was an hereditary accom¬ 
plishment with him, for his father rowed for Cambridge for 
three consecutive years. He was also one of the best miniature 
shots in England, winning the Lord Roberts gold medal; and 
was second in the Public Schools' boxing competition at 
Aldershot. At college he was the first man who ever passed 
the whole of the Second M.B. before taking his B.A. 
degree, and his teachers predicted for him a splendid future. 


JAMES RANDOLPH GYLLENCREUTZ, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORP8. 

Captain J. R. Gyllencreutz, whose death from drowning is 
now presumed, was in medical command of H.M.H.S. Salta 
mined in the Channel 
during April of last 
year. He studied at 
St. Thomas’s Hospital 
Medical School, taking 
the con joint qualification 
in 1908, and thereafter 
holding house appoint¬ 
ments at the Royal 
Hospital, Portsmouth, 
and the Brentford 
Infirmary. He was 
then for some years ship 
surgeon on the Royal 
Mail line. When war 
broke out he was senior 
assistant at the Wands- 
worth Infirmary. 

Resigning at once to 
take a commission in 
the R. A. M. C., after 
varied work he went to the Dardanelles in charge of a hospital 
ship. He went down with his ship, but was picked up by a 
rescuing vessel which was itself sunk soon after. Captain 
Gyllencreutz’s friends write of his cheerful and breezy disposi¬ 
tion. In his own circle he was popular as an amateur actor. 




KEYSER ATKIN, B.A. Camb., M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain K. Atkin, who died of wounds on June 6th, was only 
son of Mr. P. W. Atkin, stipendiary magistrate at Salford. 
He was educated at Mostyn House Preparatory School (where 
he was head of the school and chief of the cadet corps), at Mill 

Hill, and Jesus College, 
Cambridge. On the 
outbreak of war he 
applied for a commis¬ 
sion, but was told to 
continue his» medical 
studies and become 
qualified. This he did 
in July, 1916. after 
having acted, when still 
a student, as house 
physician at St. Mary’s 
Hospital, and house 
surgeon at the Royal 
Infirmary, Manchester. 
He then at once 
obtained a commission 
in the R.A.M.C. at¬ 
tached to the South 
Staffs Regiment. In 
September, 1917, when 
hurrying to the relief 
of men buried by a shell, he was taken prisoner of war, 
being released five months later. During his short stay at 
home he took a special course of dentistry in order to be of 
greater service to the men on his return to France. While 
at his dressing-station he received wounds from which he 
died the same day. Captain Atkin's headmaster writes of 
him as utterly straight and conscientious, and this reputa¬ 
tion remained with him through life. At Mill Hill “he 
proved himself a boy of great character and stern resolve 
for right, who made his iofluence felt for long after he had 
left.” He won distinction as an athlete, rowing in his college 



ROBERT NEILSON WALLACE, M.B., Ch.B. Emin., 



CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain R. N. Wallace, who died on July 5th in command 
of a military hospital, was 35 years old and son of the late 
Dr. R. S. Wallace, of Edinburgh. Graduating in medicine 
at the University of his native city, he held resident 
appointments at the Bradford Infirmary and the Manchester 
Children’s Hospital 
before settling in 
Edinburgh, where he 
became clinical assist¬ 
ant to the Ear and 
Throat Department of 
the Royal Infirmary. 

For many years he 
held a Territorial com- 
raission in the 
R. A. M. C., being 
attached to the 6th 
Battalion of the Royal 
Scots. When called 
up for permanent duty 
he qualified as a gas 
officer and was put in 
command of the 50th 
Stationary Hospital at 
Colchester. While 
there he took influenza 
and succumbed to a 
secondary pneumonia. Captain Wallace was a tall and 
striking figure He was widely travelled and possessed 
of artistic and literary gifts, which accentuate the loss 
felt by his many personal friends now he is gone. 


iHb D1SLL rum- — iviuuier \>nson ashs 
ns to acknowledge donations to the Dr. J. H. Bell FiYtTh 
Sir Hugh Rigby (£1010..), Dr. David Drawoodie(£1 - ,Pom 

Colonel E. Farquhar Buzzard (£5 5#.). and from r 
Ralph R. Watts, R.A.M.C. (£1 Is.). Subscriptions shn 
sent to Dr. Wilson at 14, Harley-street. London, W. i ° 
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Stefckal Jjktos. 


IJarliamotfarg Intelligent. 


London (Royal Free Hospital) School of 
Medicine for Women. — The following awards of scholar¬ 
ships tenable at the Medical School have been made 
recently St. Dunstan’s Medical Exhibition: £60 a year 
for five years, Miss M. E. Reynolds, North London 
Collegiate School; £40 a year for five years, Miss M. E. 
Howard, St. Paul’s Girls’ School. Isabel Thorne Scholar¬ 
ship, £30, Miss E. A.. Perrott, Bromley High School. 
Sir Owen Roberts Memorial Scholarship, £75 a year for four 
years, Miss L. G. Ilifif, London School of Medicine for 
women. Mabel Sharman Crawford Scholarship, £20 a year 
for four years. Miss D. N. L. Leverkus, London School of 
Medicine for Women. Agnes Guthrie Dental Bursary, £50, 
Miss Petronelle Jago, Besheben High School, Brondesburv. 
Ellen Walker Bursary, £25 a year for two years, Miss G. M. 
Watkinson, London School of Medicine for Women. Fanny 
Butler Scholarship, £14 10*. a year for four years, Miss A. D. 
Symons, London School of Medicine for Women. 

Post-Graduate College, West London Hos- 
PIT ^ L -—During next week clinics will be held each week day 
at 2 p.m., Wednesday, Friday, and Saturday also at 10 a.m. 

Death of Dr. R. W. Spence.—D r. R. W. Spence, 
Government medical officer, British East Africa, has died at 
Nakuru, after an illness extending over ten weeks. Dr. 
Spence was an active and very capable officer, and was 
universally trusted in the large district of Nakuru, where he 
had been stationed since his appointment to the Protectorate 
Government Medical Service in August, 1913. His death is 
widely regretted. 

Literary Intelligence.—T he Oxford Uni¬ 
versity Press announces the forthcoming issue of the first 
number of “Neurological Studies” from the Seale Havne 
Military Hospital, Newton Abbot, edited by Major A.‘ F. 
Hurst, with the assistance of Captain J. L. M. Symns 
Captain W. R. Reynell, and Lieutenant S. H. Wilkinson. 

Presentation to Mr. Robert Burgess. L.R.C.P. 
<t S.Edin., J.P.—Mr. Robert Burgees, who is dispensary 
medical officer of Coagh Dispensary District, co. Tyrone, 
and who has been president for a period of 25 years of the 
Coagh Cooperative Dairy Society, was recently presented 
with a handsome tea and coffee service by the shareholders 
of Albany, Coagh, and Curglasson Creameries, and other 
friends. Mr. Burgess has been largely responsible for 
the establishment of the creameries in his district of countv 
Tyrone ; the Central Coagh Creamery was the first Parted 
in the North of Ireland, and did much to re-establish the 
reputation of Irish butter. 


Metropolitan Hospital Sunday Fund. — At a 
Council meeting of the Metropolitan Hospital Sunday Fund 
held at the Mansion House on August 9th, under the presi¬ 
dency of Sir Ernest Tritton, it was announced that the Fund 
bad reached the total of £85,652. The number of participating 
institutions was 238. The year 1918, said the chairman, was 
& record one in regard to the amount available for distribu¬ 
tion, and this was largely due to a gift of £5000 from the 
American Red Cross Society. Ministers of religion had 
carried their appeals into the homes of both rich and poor, 
either by letters or house-to-house visitation, with very 
gratifying results, and in one parish £76 had been thus raised 
in pence alone. Among the largest recipients are the London 
Hospital £10,217, Guy’s Hospital £3467, Middlesex Hospital 
and Convalescent Home £3730, and St. George’s Hospital 
£3 2 35. 

Queen’s University, Belfast.— At a recent meet¬ 
ing of the Senate it was decided that, for next session, the de¬ 
partment of anatomy (vacant through Professor Symington’s 
resignation) should be placed under the direction of Dr. P. T. 
Crymble, wiUi Dr. R. J. McConnell and Dr. Margaret Puree 
as demonstrators. It was also arranged to appoint a 
committee, consisting of the curators and the medical 
members of the Senate, to confer with the medical faculty in 
reference to the question of rearranging the work of the 
Department of Anatomy and to report to the Senate at a 
later date.—The following have been awarded scholarships 
in the Faculty of MedicineFirst Medical Examination* 
W. J. Frackelton, £40; John Beattie, £30; Cecil A. 
Calvert, £20; and Olive M. Pedlow, £15. Second Medical 
Examination: 8. J. Andrews and J. T. Lewis, £40 each * 
Eileeo M. Hickey, £30; C. H. G. MacAfee, £20* and 
William S. Gibson, £15. Third Medical Examination* 
Isaac Eban, Henry Harris, Joseph Mebau, and Phillip F 
Mooney. Final Medical Examination: William J. Lytle 
and Henry F. Maoauley, medicine, £30 each ; Samuel E. 
Duff and Mary E. Irwin, midwifery, £30 each; Cbas. A. 
Whitfield, surgery, £30; and Charles A. Whitfield, general 
prize, £20. 


NOTE8 ON CURRENT TOPICS. 

Parliamentary Session. 

Both Houses of Parliameut have adjourned until Tuesday. 
Oct. 15th. 

Royal Assent. 

Amongst the measures which received the Royal Assent 
before the adjournment were the Education Act, the 
Maternity and Child Welfare Act, and the Asylums and 
Certified Institutions (Officers’ Peusions) Act. 

Midwives Bill. 

Mr. Hayes Fisher, President of the Local Government 
Board, has presented in the House of Commons a Bill to 
amend the Midwives Act. 1902. It was read a first time. The 
intention is to proceed with it when the House resumes after 
the autumn adjournment. A Midwives Bill passed through 
the House of Lords this session, but owing to certain 
technical obstacles relating to privilege it was not found 
possible to bring it before the House of Commons. Mr. 
Hayes Fisher has therefore introduced his measure in 
substitution for it. 


HOUSE OF COMMON8. 

Wednesday, August 7th. 

Indian Medical Service and Children's Allowances. 

Answering Colonel Yate, Mr. Montagu (Secretary for 
India) said : Proposals for the grant of children’s allowances 
to officers of the Indian Army, Indian Army Reserve, and 
Indian Medical Service have been received fro'm the Govern¬ 
ment of India and are under reference to the War Office. I 
have proposed that the allowances shoald be granted with 
retrospective effect to Oct. 1st, 1917, the date of the com¬ 
mencement of the allowance for British service officers. 

Promotion of R.A.M.C. Officers ( Territorial ). 

Sir B. Falle asked the Under Secretary for War whether 
he could give auy date or information when the promotion 
of the field officers, Royal Army Medical Corps, Territorial 
and Voluuteer, was likely to take place, or as to the retire¬ 
ment of such officers in default of such promotion.—Mr. 
Macpherson replied^ I presume my honourable and gallant 
friend is referring to the promotions in accordance with 
the instructions issued recently regarding the introduction 
of a general seniority list for officers of the Royal Army 
Medical Corps (Territorial Force). The promotion of the 
officers of the Territorial Force mentioned will take place as 
soon as possible after the receipt of the recommendations 
from the various theatres of war in which these officers are 
serving. Officers not selected for promotion will not be 
retired on that account. 

SirB. Falle: Does that apply to those serving at home 9 
—Mr. Macpherson : I presume so. 

Asylum 1'reatment of Lunatic Soldiers. 

Replying to Sir Watson Rutherford, Mr. Hodge (Minister 
of Pensions) Wrote : Men of the Army and Navy whose 
mental condition has become impaired owing to their 
service, and who are admitted to asylums, are not separately 
housed, but special arrangements are made for their main¬ 
tenance. They are not chargeable to the rates and they do 
not rank as paupers. Evidence as to mental attack anterior 
to military service is clearly relevant in determining whether 
or not the disability is due to service. It is not considered 
that the provision of separate institutions is practicable, nor 
is it desirable having regard to the expediency of placing the 
patients near their friends. 


URBAN VITAL STATISTICS. 

(Week ended August 10th, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at 16,500.000 persons, the 
annual rate of mortality was 10*4, against 13*1 and 12 1 per 1000 in 
the two preceding weeks. In London, with a population slightly 
exceeding 4,000,000 persons, the death-rate was 10*5, or 0 9 per 1000 
below that recorded in the previous week; among the remaining 
towns the rates ranged from 4*4 in Hornsey, 5*1 in Southend-on-Sea 
and 5 3 In Acton, to 17 9 in Gateshead, 18*5 in Rotherham, and 20*3 in 
Aberdare. The principal epidemic diseases caused 237 deaths, which 
corresponded to an annual rate of 0*8 per 1000, and included 97 from 
infantile diarrhoea. 54 from measles, 39 from whooping-cough, 29 from 
diphtheria. 13 from scarlet fevgr, and 5 from onteric fever. The 
deaths from measles and from whooping-cough were the lowest recorded 
in any week of the current year. The deaths from infantile diarrhea, 
which had risen from 34 to 74 in the four preceding weeks, further rose 
to 97 last week. The 746 cases of scarlet fever and 904 of diphtheria 
under treatment In the Metropolitan Asylums Hospitals and the 
London Fever Hospital were 20 and 23 below the respective numbers 
remaining at the end of the previous week. The 810 deaths from all 
causes in London Included 21 from influenza, against 192, 86, and 38 In 
the three preceding weeks. The causes of 45 deaths in the 96 towns 
were uncertified, and included 8 each in Birmingham and in Liverpool, 
and 6 in Gateshead. 


















APPOINTMENTS. — VACANCIES. — LETTERS RECEIVED. 


224 The Lancet,] 


[August 17,1918 


Scotch Town *.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality was 11-8, against 14 *2 and 131 per 1000 la the two preceding 
weeks. The 265 deaths In Glasgow corresponded to an annual rate of 
12 4 per 1000, and included 17 from iufantile diarrhoea, 6 from whooping- 
cough, 4 from measles. 2 from diphtheria, and 1 from enteric fever. 
The 67 deaths in Edinburgh were equal to an annual rate of 10*5 per 
1000. and included 1 each from whooping-cough and from Infantile 
diarrhoea. 

Irish Town *.—The 117 deaths in Dublin corresponded to an annual 
rate of 15*3 per 1000, and Included 11 from infantile diarrhoea, 2 from 
measles, and 2 from whooping-cough. The 102 deaths in Belfast were 
equal to an annual rate of 13*5 per 1000. and Included 9 from infantile 
diarrhoea, 2 from whooping-cough, and 1 from measles. 



Asher, M. f L.K.C.8. Irel., has been appointed Assistant County 
Medical Officer to the Southampton County Council. 

Aziz. A.. M.B., Ch.B. Kdin., Assistant School aud Tuberculosis 
Medical Officer for Wigan. 

Butterfield, F.. M.B. Lond., Temporary Assistant Tuberculosis 
Officer to the Manchester Corporation. 

Hoa Hing, Martha H., L.R.C.P., L.R.C.S. Bdin.. L.F.P S. Glasg., 
House Surgeon at the Alexandra Hospital for Cnildren, Brighton. 

Paul, E. W., M.R.C.S. Eng.. Certifying Surgeon under the Factory 
and Workshop Acts for the Ea3t Nottingham District of the county 
of Nottingham. 

Taylor, Alice. L.B.C.P. & S. Irel., L.M., Assistant County Medical 
Officer to the Southampton County Council. 

Wilson, J. M.. M.B.. Ch.B. Aberd., Certifying Surgeon under the 
Factory and Workshop Acts for the Aberdare District of the 
county of Glamorgan. 


facaitms. 


For further information refer to the advertisement columns. 
Birmingham Education Committee.— Asst. School M.O. £300. 
Blackburn (Jounty Borough .—Two A»st. M.O.H. £500. 

Bramcote Sanatorium, Nuneaton.— Res. M.O. £300. 

Bristol Royal Infirmary.— H.P. and H.S. £120 
Bristol University .—Demonstrator in Physiology. 

Brook Bar Hospital, Woolwich. S.E.— Res. M.O. £1 ner diem. 

Carlisle City, Maternity and Chitd Welfare.- Asst. M.O. £400. 
Cheltenham Eye, Ear. and Throat Free Hospital.— Asst. S. £400. 
Derbyshire County Council.— Asst. M.O. £400. 

Dorset County Council.— Temp. Female Asst. M.O. £350. 

Erdington Infirmary and House.— Asst. M.O. £8 8s. per wk. 

Glasgow, Govan District Asylum , Cardonald.— Sen. Asst. M.O. 6 or 
7 gs. weekly. Also Locum. 

IAverpool. Toxteth Park Guardians.— Asst. Res. M.O. £300. 

London County Mental Hospital. Bexley. Kent.— Asst. M.O. 7 gs. wk. 
Manchester County Asylum, Prestwich.— L.T. £7 7*. per week. 
Manchester Royal Eye Hospital.—Sen. H.S. £120. 

Middlesex Education Commit tee— Asst. School M.O £400. 
Newcastle-upon-Tyne Education Committee.- Asst. School M.O. £350. 
Norwich, Nurfolk and NoruHch Hospital.—H.S. £400. 

Nottingham General Hosjdtal .-Two Female H.S. £250. 

Notts Education Committee.— Asst. Sch. M.O. £400. 

Queen Mary’s Hospital. Stratford.— H.S. 

Rochdale Infirmary and Dispensary.— Jun. H S. £150. 

Sheffield Royal Infirmary.—He*. 8.6. £200. . Also H.S. £150. 
Stoke-on-Trent County Borough.— Asst. Tul*erc. O. £400. 

Tottenham Urban District Council— M.O. for Maternity and Child 
Welfare Centre. 

Walsall General Hospital— Female H.S. and Anaes. £175. 
Westmorland Consumption Sanatorium.—Kant. M.O. £200 to £250. 
Whitehaven and West Cumberland Infirmary.—Res. H.S. £150 to £180. 


$irtfcs, Marriages, anil Jeatfts. 


BIRTHS 

Brewkrton. — On August 6th, at Harley-strect, the wife of Elmore 
Brewerton, F.R.C.S., of a son. 

Hurt.— On August 10th. at Cabermoyle, 8outh Farnborough. Hants, 
the wife of Ernest Rivaz Hunt, M.D., M.R C.P.. Temp. Capt., 
R A.M.C., of a daughter. 

McKee.—O n July 25th, the wife of Surgeon A. G. McKee, K.N., of a 
son. 

Pattisow.— On August 10th, at Hollow Meadows. ShefflelJ, Pamela, 
the wife of C. Lee Pattlson. M.B., B.S. Lond., of a son. 

Richards.— On August 9th, the wife of Lieutenant J. E. Richards, 

K. A.M.C., of a daughter. - 

MARRIAGES. 

Addinskll— Kkrrison.—O n August 8th, at St. George's. Hanover- 
square, Augustus W. Addinsell. M.B., M.R.C.P., to Mrs. Diana 
Kerrison, of Tattlngstone.- 

DEATHS. 

Derry.— On August 8th, at St. Leonardos House, Bodmin. Bartholomew 
Gldley Derry, M.R.C.S. Eng., L.R.C.P. Lond., aged 71 years 
Lloyd. -On August 4th, killed in action, Captain W. H. Lloyd, M B.. 

B S.Lond.. M.R.C.S., L.R.C.P.. aged 27. 

Niall.— On August 7th, at Dulwich-road, S.E., Eugene Haves NIall. 

L. R.C.P. A S.Kdln., aged 76 years. 

Walters.— While on a visit to Ashbrook Hall, Hollington, Sussex. 
John Basil Walters, M.R.C.S , L.R.C.P. 

N.B.—A Jet of 5s. is charged for the insertion of Notices of Births, 
Marriages, and Deaths. 


BOOKS, ETC., RECEIVED. 

Bailli&rk, Tindall, and Cox. London. 

Aids to Medical Diagnosis. By A. Whiting. 2nd ed. 3s. 

Errors of Accommodation and'Refraction. By E Clarke. M.D. 6*. 

Churchill, J. and A., London. 

Treatise on Applied Analytical Chemistry. By Prof. V. VilUveccbla 
and Others. Translated by T. H. Pope. B.Sc. Vol. II. 25*. 

Short Practice of Midwifery for Nurses. By H. Jellett, M.D. 
5th ed. 8*. 6 d. 

Lewis, H. K., London. 

Staticsof the Female Pelvic Viscera. Vol. I. By R. H. Paramore. 18*. 

The Twin Ideals: An Educated Commonwealth. By J. W. Barrett, 
K.B.E., Temp. Lieut.-Col., R.A.M.C. 2 vols. 25*. 

Longmans. Green. & Co., London. 

Colour in Relation to Chemical Constitution. By E. R. Watson, 
D.8c. 12*. 6d. 

Commonwealth Book of Cookery. By Muriel V. Palmer. 2*. 6 d. 

Modern Treatment of Nervous Disorders. By Bernard Hart, M.D. 1*. 

Coal aud Its Scientific Uses. By W. A. Bone, D.Sc., F.R.S. 21*. 

Elements of the Electromagnetic Theory of Light. By Ludwlek 
Sllberstein, Pb.D. 3*. 6 d. 

Masson kt Cie., Paris. 

Precis de Dermatologie. Par le Dr. Darier. 18 fr. 

Etudes sur le fonctlonnement renal duns les nephrites chronlque*. 
Par le Dr. Pasteur Vallery-Radot. 10 fr. 

Commotions et Emotions de Guerre. Par Professour Andre Leri, 
Preface du Professeur Pierre Marie. 4 fr. 

La suspension dans le traitement des fractures. Par M. P. Desfosses 
et le Dr. Charles-Robert. Preface de M. Pierre Duval. 4 fr. 

Murray, John, London. 

Sketches of the East Africa Campaign. By Capt. R. V. Dolbey, 

R.A.M.C. 6*. 

Oxford Press Warehouse, London. 

The Hearts of Man. By R. M. Wilson. M.B. 6s. 

Gymnastic Treatment for Joint and Muscle Disabilities. By Brevet 
Col. H. E. Deane, R.A.M.C. With preface bv Col. A. Carless, 
A.M.S., and by Brevet Lieut.-Col. F. W. Mott, F.R.S., 
R.A.M.C. (T.F.). 

Saunders (W. B.) Company. Philadelphia. 

Treatise on Clinical Medicine. By W. H. Thomson, M.D. 2nd ed. 24*. 

Local and Regional Anesthesia. By C. W. Allen. M.D. 28*. 

Chemical Pathology. By H. G. Wells, M.D. 19*. 

Treatment of War Wounds. By W. W. Keen, M.D. 2nded. 8*. 6 d. 

Wright. John, and 8ons, Bristol. 

War Wounds of the Lung. By P. Duval. 8*. 6<Z. 


The following journals, magazines, &c , have been received : — 

Indian Journal of Medical Researcn. Veterinary Review. Canaoian 
Medical Association Journal, Journal of Hygiene, Journal of State 
Medicine, National Food Journal, Journal of Comparative Pathology 
and Therapeutics. _ 


EDITORIAL NOTICE. 

In consequence of the pressure on our space and the shortage 
of paper, the Editor may he compelled to abbreviate communica¬ 
tions, as an alternative to their rejection, when time does not 
allow them to be reconsidered by their authors. 


Communications, Letters, Ac., to the Editor have 
been received from— 


A. —Major A. Abrahams, R.A.M.C.; 
Answers, Lond., Editor of; Mr. 
K. J. Aibery, Lond.; Miss L. G. 
Ackroyd. Bramhall. 

B. —Miss C. S. Bremner. Cros- 
thwaite; Board of Education, 
Lond., Sec. of; Capt. W. Langdon 
Brown. R.A. M.C.(T); British 
Science Guild, Lond.; Messrs. 
Butterworth and Co., Calcutta; 
Pte. A. G. Bedane; Mr. J. 
Brindley-James. Lond.; Mr. 8. 
Bhatta; Dr. H. W. Bywaters, 
Bristol ; Major W. Brown, 
R.A.M.C. 

C. —Capt. J Campbell. R.A.M.C.; 
Mrs. E. S. Chesser, M.B.. Lond ; 
Mr. J. Cahbura, Lond.; Dr. E. L. 
Collls, Lond.; Dr. W. M. Crofton, 
Dublin. 

D. —Dr. W. R. Dunstan, Lewes ; 
Capt. A D. Dunne. R.A.M.C.(T.), 
Capt. S. C. Dyke. R.A.M.C.; 
Lieut.-Col. A. M. Davies, 

E. —Major R. Eager, R.A.M.C.(T.) . 
Ex-Officers Employment Bureau, 
Lond. 

F. —Mrs. S. K. Foott, Cork ; Capt. 
C. D. Farquharson, C.A.M.C. 

G. —Mr. M. Gault., Limavady ; Dr. 
H. L. Gordon, Lond.; Mr. F. C. 
Goodall, Lond. 

H. — Mr. A. Harden, Lond.; Dr. J. H. 
Hart. East Molesey; Capt. B. 
Hlndle, R.E. 

J. —Dr. G. Jeasel, Wigan. 

K. —Major M. F. Kelly, R.A.M.C.; 
Mr. W. H. Kestcven. Kingston 


L. — London (Royal Free Hospital) 
School of Medicine for Women, 
Warden of; Dr. R. B. Low, 
Lond.: Dr. T. Lumsden. Load.; 
Mr. E. P. Leavy, Innisfail ; 
Messrs. Lea and Febiger, Phil¬ 
adelphia. 

M. —Dr. D. L. Mackinnon, Aber¬ 
deen ; Malay States Information 
Agency,Lond.; Mr. W. B. McCall, 
Birmingham ; Mr. J. K. R. 
MoDonagh, Lond.; Metropolitan 
Asylums Board, Lond.; Ministry 
of Munitions, Director of Special 
Intelligence. Lond.; Capt. J. C. 
McWalter, R.A.M.C. 

N. —National Physical Laboratory, 
Teddlngton. 

O. —Dr. H. C. Orrin, Lond. 

P-Dr. g. W. Pooler, Alfreton; 

Dr. h. E. Prest, New Cumnock. 

R. —Dr. H. S. Reynolds, Wisbech; 
Mr. P. B. Roth. Lond.; Dr. H. 
Kahmet Bey, Cairo. 

S. -Capt. R. Steele, R.A.M.C.; 
Summer School of Civics and 
Eugenics, Lond., Sec. of; Dr. H. 
Sutherland; Dr. G. E. Shuttle- 
worth, Bournemouth; Mr. W 
Scott, Bridgwater. 

T. —Dr. J. Tatham, Oxted ; Capt. 
W. J. Tulloch. R.A.M.C.- Mr. 
H. B. Tawse. Nottingham; Capt. 
A. G. Tresaider, I.M.8. 

W-—Mrs. M. B. Wilson, Petworth ; 
W««t Suwex County A«ylum. 
Chlcheiter; Dr. P. t. witkin, 
Williams. 


Hill; Dr. D. Kellin, Cambridge. 

Offices: 423, Strand, London, W.O. 2. 
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Stotts, S)jort Comments, aifo Jnsfoers 
to Comsponbents. 

COLONIAL HEALTH REPORTS. 

Nyasaland. —A report prepared by Mr. G. B. Andersoo, 
acting Assistant Cnief Secretary, dealing with the year 
ending March 31st, 1917, states that during that period the 
public health was not as satisfactory as heretofore owing to 
military requirements for labour having necessitated an 
abnormally increased movement of natives in all parts of 
the territory. 

** Smallpox,” Mr. Anderson records, “was still confined to the 
LMongue and Dows districts, and although labour was recruited from 
both these areas the precautionary measures which were instituted 
proved successful in preventing any spread of the disease. Two 
localised outbreaks which occurred in the Zamba and Upper 6h1re dis¬ 
tricts respectively among labourers employed on the military roads 
were promptly and effectually dealt with. As in the previous year, 
sleeping sickness investigations were confined to the proclaimed 
area in the Dowa district, the number ot cases reported amount¬ 
ing to 31. In 1915 tbe figures were 25 from this area, plus 4 from 
otner parts of the Protectorate, making a total of 29. It would be 
misleading to assume that these figures represent the actual incidence 
of sleeping sickness in tbe Protectorate as a whole, for the results of 
investigations in tbe past have shown that the porti -n of the Yarimba 
district bordering on tbe lake is as heavily infected as the proclaimed 
area in the Dowa district. It is much to be regretted that bubonic 
plague has made its appearance in the Protectorate for the first time. 
Kvery T effort was made to ascertain the source whence tins disease 
gained entry into the North Nyasa District, and inquiry has shown that 
there can be little doubt but that it was introduced from German East 
Africa during the latter part of the year, when there was considerable 
movement of the native carriers between Karongn and Yuraya. Threo 
cases of bubonic plague were reported in the neighbourhood of 
Karonga in the month of Novemoer, 1916, and ten in December. 
Further cases occurred during the following months, but at the 
moment of writing it is satisfactory to record that, iollowing the 
campaign of rat extermination, inoculation, and the adoption of other 
preventive measures, tbe outbreak is now well in l and and the disease 
has not shown any Indication of spreading to other parts of the 
Protectorate. The number of Europeans resident in the Protectorate, 
Including officials and non-officials, was 474 males and 257 females, or a 
tiitssl of 731, as compared with 523 males and 262 females, or a total of 
785, in the previous year. The Asiatic population amounted to 391, as 
against 379 in the preceding year. The native population is estimated 
at 1.137,266. being approximately 506,785 males and 630.431 females.” 

British Honduras.—A. report furnished to the Colonial 
Office by Mr. W. L. McKinstry, Acting Colonial Secretary of 
British Honduras, states that the estimated mean popula¬ 
tion for the year 1916 was 42,323, consisting of 21,101 males 
and 21,222 females. The following table shows the number 
of deaths for every 100 births registered during the years 
1911-15 inclusive, according to their race classification, and 
as compared with 1916 


Race. 

Deaths for everv 100 
' births. 1911-15. 

Deaths for every 100 
births. 1916. 

Indian . 

. 83*76 . 


Carib . 

. 52 05 . 


Negro . 

. 53 89 . 


Other races ... 

. 63 51 . 

.. 57 99 


The birth-rate was 39 056 and the mortality 26 321 per 
1000 of the estimated mean population. The number of 
illegitimate births was 687 out of a total of 1653 f or 4156 
per cent. 413 marriages took place during the year, being 
at the rate of 9 75 per 1000 of the mean population. During 
1916 the excess of female over male births was 85; and of 
male over female deaths 150. The colony suffered sudden 
and severe losses in tbe untimely deaths of Lieutenant- 
Colonel Slack and P. C. Burgess, at the hands of a murderer, 
and Dr. J. H. H. Harrison, the principal medical officer, at 
the bands of a lunatic. The deepest sympathy of all classes 
was extended to the bereaved families. The health of the 
colony had been on tbe whole good. Slight epidemics of 
dengue, measles, influenza, and chicken-pox occurred, but 
were all of a mild type. Infantile mortality was unfortunately 
very high in most districts. During the first six months 
of the year 1916 Dr. Hackett, of the Rockefeller Iustitute, 
conducted an inquiry into the prevalence of ankylostomiasis 
throughout the colony. He found an infection varying Irom 
practically nil on the Cayes to nearly 100 per cent, in some 
of the Indian villages. Determined* steps were taken to 
combat the disease. 

Northern Territories of the Gold Coast.—In his latest report 
on this Protectorate Mr. C. H. Armitage, the Chief Commis¬ 
sioner, states that two deaths occurred among the European 
officials—one from heart failure iu February at Tamale and 
one from yellow fever at Gambaga in October. The names of 
12 officials appeared on tbe sick list. Among the uative 
officials only 16 entries occurred on the sick report, with 
one death. The Census, completed in 1911, gave an esti¬ 
mated native population of 361,806 to the Northern Territories, 
with a computed area of 31,100 square miles, an average of 
11-6 persons to the square mile. The Census returns for 
the Southern and North-Western Provinces.were considered 


to be fairly accurate, but those of the North-Eastern Pro¬ 
vince fell far short of being correct, and it is estimated that 
not more than two-thirds of the inhabitants were enumerated. 
In spite of the heavy infant mortality it is considered that 
the population at the present day is greatly in excess of that 
shown in the last Censns returns. Except for an outbreak 
of smal 1-pox at Wa at the end of the year, no epidemic 
disease was recorded. It is reported that the Walas inocu¬ 
lated their children from the virus obtained from those who 
contracted small-pox. Two deaths from anthrax occurred 
at Salaga. Leprosy is not on the increase, and, while 
uncommon in the Southern and North-Western Provinces, 
is of more frequent occurrence in the North-Eastern Pro¬ 
vince. The natives look upon it as “a visitation of Allah,” 
but say that it shows no signs of spreading, and are generally 
averse to compulsory isolation. In concluding his report, 
Mr. Armitage remarks that:— 

“The climate of the Northern Territories, while similar to th t of the 
Gold Coaat and Ashanti, may be said in comparison with them to be 
more trying in its extremes. It possesses an insidious quality that 
lowers the vitality of Europeans and renders unduly prolonged tesl- 
dence on their part inadvisable, and it is generally recognised that a 
period of recuperation in a more bracing and salubrious climate is 
necessary after a year’s stay in the country. Innuu erable insets — 
creeping and flying-are a source of irritation, especially at evening 
time and after dark.” 

BORO-CHLORETONE IN THE TREATMENT 
OF BURNS. 

To the Editor of The Lancet. 

Sir,—I should like to draw the attention of those of your 
readers who have not yet tried it to the value of this 
powder in the treatment of burns and scalds. 1 have used 
it for several years and have found it most efficacious, and 
its marked success in a recent case of a young girl, whose 
leg and foot were badly scalded, was most noticeable. I 
found her screaming with pain. Within five minutes of a 
copious dusting of the damaged skin with boro-chloretone 
all pain had disappeared and she was able to sleep the whole 
night. The next day the circumvesicular erythema had 
distinctly faded, and healing rapidly ensued. Boro chloretone 
not only anaesthetises tbe skin but diminishes the inflamma¬ 
tion, and being in addition an antiseptic fulfils the qualifica¬ 
tions of an ideal dressing for burns and scalds. 

I am, Sir, yours faithfully, 

Watton, Norfolk. Auguat 4th, 1918. H. MALLIN9. 

MEMORIAL TO THE LATE MR. R. H. GRIMBLY, 
O.B.E., M.R.C.S., L.S.A. 

On July 11th, at Newton Abbot Ambulance Hall, a 
memorial’ tablet was unveiled to the memory of tbe late 
Mr. Richard Henry Grimbly, who was the founder of the 
local corps of the St. John Ambulance Brigade. 

EGG “SUBSTITUTES.” 

An editorial article in the Journal of the A.M.A. for 
July 13th has some hard things to say about the numerous 
products at present vaunted in America as efficient sub¬ 
stitutes for the hen’s egg. At the request of tbe Penn¬ 
sylvania State Department of Agriculture, Professor C. H. 
Lawall has investigated more than 40 of these substitutes, 
and in the introduction to his report he says:— 

One of the most reprehensible ways of making money is to take some 
common, everyday substance, disguise or alter its appear*nee in mine 
way. make a lot ot exaggerated statements regarding it,and then fell it 
for about 10 or 15 times its market value, extolling it as an economical 
substitute for Borne expensive article There has been no prepa* at inn 
of this class within recent years that has sprung into prominence with 
such rapidity as the so-called egg substitutes and with so little merit or 
legitimate warrant for their manufacture and sale. 

Practically all the substitutes have been found to consist 
chiefly of cornstarch coloured with coal-tar dye. The protein 
content varied from 0 7 to 35 per cent. Commercially dried 
egg, which is a legitimate market product, contains about 
45 per cent, of protein. Professor Lawall concludes that all 
Bo-called egg substitutes afford a ready opportunity for 
profiteering, combined with the development of the art of 
camouflage to the point of perfection. 

“Their names are deceptive; their composition In no wise resembles 
that of egg; the presence of colour, in those where it is used, in a 
fraud, and the claims as to replacing value are either deliberate mis¬ 
statements or ambiguous phrases. Egg substitutes serve no purpose 
that cannot be Berved just as satisfactorily and much more cheaply by 
articles in dally use in every household.” 

The egg “substitutes” are probably similar to what are 
known in Great Britain as oustard powders, which are pre¬ 
sumed to make “ custard without eggs.” In this country 
there is no legal definition laying down a standard, so far as 
we know, for such powders, although in Pennsylvania such 
substitutes contravene the State food regulations, and if 
found for sale are dealt with accordingly. As was shown in 
a report from The Lancet Laboratory in 1900 (The Lancet, 
May 5th, 1900, p. 1298) the powders consist practically 
entirely of cornstarch coloured with turmeric or coal-tar dye. 
They have therefore nothing in common with eggs, and the 
“custard” made from them is merely a starch emulsion 
with very small real nutrient value. 
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SOME MEDICAL NOTES FROM ANCIENT 
MESOPOTAMIA. 

Dr. Paul Haupt, of Johns Hopkins University, has, in the 
United States Oriental Research Journal , been giving a revised 
translation of the difficult cuneiform text in the Annals of 
Assurbannipal, king of Assyria, describing the illness of 
Teumman, king of Elam, with whom the Mesopotamians 
were at war. This record has been for the last 40 years 
differently rendered, and was thought to indicate that the 
disease was rabies, because one sentence is capable of being 
read as he behaved like a mad dog ” ; but Professor Haupt, 
after an elaborate discussion of the text from our knowledge, 
now so advanced, of the cuneiform vocabulary, and a com¬ 
parison of the words with their congeners in other Semitic 
dialects, shows that the following is the correct trans¬ 
lation. “ At that time he (Teumman) had an attack, his 
lip slavered, his eye rolled; wildness was imported to 
it.” This version agrees quite closely with the malady 
being an epileptic fit, for during an attack of morbus saceV 
the eyes roll wildly and the sufferer foams at the mouth. 
The ancients were agreed that such disease was specially 
inflicted by the gods, and in a further part of the inscription 
the origin of it is attributed to Assur and Ishtar. 

The existence of veterinary surgeons in very early times 
in Babylonia is disclosed by the ancient law code of King 
Hammurabi. This is confirmed by a cuneiform tablet, 
Rm. 362 in the British Museum, which, though much 
defaced, scholars can detect gave a list of plants useful for 
treating colic in the horse. One line reads, “ Plant for 
abdominal cutting pain in the horse.” Other lines read 
in Babylonian what iB most nearly translated by ‘‘Contunde 
in vino, ungue ad abdomen.” This tablet probably presents 
the earliest known instance of cataplasmata being utilised 
for treatment of colic of the horse. 

Dr. Felix von Oefele, whose residence appears now to be 
in New York, has been writing in the Journal of the American 
Oriental Society upon a Babylonian statuette of the jerboa, 
or Egyptian jumping mouse, especially with regard to the 
accurate representation of zoological detail^showing careful 
morphological observation. The double length of the tibia 
in comparison with the femur is carefully copied. The 
animal is still to be found in the Western Babylon desert, 
and doubtless it was there, and not in the Sinai peninsula, 
that the artist obtained the specimen he copied. 

“VITAMOGEN.” 

To the Editor of The Lancet. 

8 ir,—M y attention has been called to a leaflet composed 
of extracts from an article of mine on Vitamines published 
in Science Progress , 1914, followed by references to a food pre¬ 
paration called “Vitamogen” purporting to contain these 
accessory growth substances. 

The publication of my name in connexion with this matter 
is entirely without my sanction, and should not be taken to 
imply that I consider that there are any vitamines in the 
above-mentioned preparation. 

I am, Sir, yours faithfully, 

Bristol, August 12th, 1918. H. W. BY WATERS, D.Sc. 

*** We have also received a communication from Vitamogen, 
Ltd., in which they enclose a copy of a letter which this 
company wrote to Dr. Bywaters on his drawing their 
attention to the matter. The letter is as follows:— 

[Copy.] 

Professor H. W. By waters. July 31st, 1918. 

c/o Messrs. Fry and Sons, Ltd., Bristol. 

Dear Sir,—W e have yours ot the 24th inst. addressed to Mr. 
Sbepperson, and we are very sorry you feel you have cause for grievance 
against us. 

We assure you that wo had no Intention of doing anything to cause 
you to feel any disturbance of mind, as wc have actei quite Innocently 
In the matter, Inasmuch as, after Mr. Shepperson s Interview with you 
at Bristol, on your suggestion he communicated with Mr. Murray 
regarding the loan of the blocks, and at the same time mentioned that 
we should like to publish extracts from your paper and his reply was, 
that “ provided the usual acknowledgment is made of the source from 
whence It is taken.” This is from his letter which we have before us 
at the moment, dated Oct. 29th, 1917, and you will observe we have 
done this, and a proof of our leaflet was sent to the publishers of 
Science Progress for perusal before we issued it. 

We remain, yours faithfully, 

Vita'mooen, Ltd. 

HOUSEHOLD ECONOMY. 

Three recently published little books will greatly help 
towards household economy in regard to the preparation and 
preservation of food. The first, The Commonwealth Cookery 
Book y by Muriel V. Palmer (London : Longmans, Green, and 
Co. Price 2s. 6 d.), contains within the compass of 124 pages 
a large number of recipes, the result of many years of 
experience, the author being organiser of domestic subjects 
to the Birmingham Education Committee. This thoroughly 
practical little book gives instructions for the preparation 
of every-day dishes, including the requirements of 
invalids, and for the simple preservation of fruits and 
vegetables. A recipe supplied by Messrs. Cadbury Bros, for 


a cocoa-butter emulsion makes for economy in cake and 

biscuit making.- Canning and Bottling , with notes on other 

simple methods of preserving fruits and vegetables, by 
Helen P. Goodrich, D.Sc., late technical adviser on canning 
in the Food Production Department (Same publishers. 
Pp. 70. Price 2s.), deals with the subject in a very simple 
and thorough manner, the first part presenting all the 
information necessary for the successful preservation of 
fruits and vegetables, the last part being devoted to more 
technical and theoretical matters interesting to those pro¬ 
posing to can on a large scale. The author believes “ that 
the saving of fruit and vegetables may not only be effected 
during the war, but, through the lessons in economy that 
we are learning now, a pleasant and financially sound occu¬ 
pation may be fostered as a permanent national village 
industry, which cannot but make agricultural life more 

attractive.” - An enlarged edition of Miss Helen Wyldon’s 

Sugarless Jam Making , published at 10, Glendale-terrace, 
Bideford, Devon, price Is. 2d., post free, also contains 
instructions on preserving fruit and vegetables as well as 
bottling and drying, corn syrup preserving, together with hints 
for canners. At a time when there is a shortage of sugar this 
little book, with a score of recipes, should prove useful. 

TRIPLEX GLASS. 

Mr. Charles Higgens recently called attention in this 
column to the properties of this glass and the protection 
which it offers to the eye6 of our fighting men. We 
have received from the Triplex Safety Glass Co., Ltd. 



(1, Albemarle street, W. 1), a photograph, which we reproduce 
here, of a puir of safety-glass goggles which stood a severe 
test. A lieutenant iu the 11 A.F. writes that he was wearing 
the goggles when he crashed, and that they were the means 
of saving his eyesight. 

MATERNITY FEES IN EAST RIDING. 

The county medical officer has reported to the Health 
Committee of the East Riding county council that he has 
been in communication with the acting secretary of the East 
Riding local medical committee with regard to the fees to be 
paid by the county council under the maternity and child 
welfare scheme to practitioners who were summoned in 
necessitous cases by a midwife employed by the council, 
and also to practitioners who attended, under arrangements 
made by the council, necessitous women at confinement. 
The fees suggested by the local medical committee were as 
follows:— 

1. Where the practitioner is called in by the midwife in a necessitous 
case, and the distance is within three miles, not exceeding £2 2s.; 
where the distance is more than three miles, not exceeding £3 3s. The 
fee for subsequent visits to be 3*. 6d., plus mileage of Is. a mile or part 
of a mile one way. 

2. Where the practitioner undertakes the case by arrangement with 

the council: — £ S. d. 

Where the distance is a mile or under . 1 11 6 

„ „ over one mile and under three miles 2 2 0 

„ „ three miles and over . 2 12 6 

The committee approved of this scale. 

SOMERSET CENTENARIANS. 

Mrs. Russell, of Weston-super-Mare, celebrated the 100th 
anniversary of her birthday on July 19th. Weston-super- 
Mare has had four centenarians within the past four 
years.—Mr. F. W. Stabbius, of Worle, was 103 years of age 
on July 18th. _ 

J. S. McH r . has omitted to give the reference for the state¬ 
ment which he quotes. 
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LECTURE III.* 

Mr. President and Fellows.—I n this, my third lecture, 
I propose to consider the treatment of coeliac disease. 

This section of my subject I approach with considerable 
diffidence, for in face of the modern therapeutics which the 
brilliant investigations of laboratory workers in chemistry 
and bacteriology have made applicable to many diseases, one 
feels almost out-of-date in offering suggestions and observa¬ 
tions based chiefly on clinical experience. 

As, however, I have shown in the previous lecture, it has 
not been possible to trace coeliac disease to one specific 
cause. Until this has been done, or until the clinical 
grouping which has been called by this name is shown to 
be divisible into several different specific entities, the 
treatment must necessarily be more or less symptomatic and 
empirical. In the meantime experience has shown that 
certain lines of treatment are definitely valuable in many 
cases included under this heading, and these I shall try to 
indicate ; moreover, as negative observations are sometimes 
hardly less important than positive, I shall refer also to the 
failure of various methods which on theoretical grounds have 
been thought worthy of trial. 

Dietetic Treatment. 

One of the outstanding features of coeliac disease is failure 

of fat-assimilation. 

This failure has not only a negative result in depriving the child of 
Important material for nutrition, but also a positive result in leaving 
in the food-residue in the bowel an excess of fatty substances which 
favours putrefactive change, and in this way may lead to local irrita¬ 
tion and secondary infections, and more remotely may cause symptoms 
of toxic abeorption. Possibly also the excess of fat remaining unabsorbed 
may interfere with the digestion of other food by covering it with an 
oily coating which digestive secretions have difficulty in penetrating. 
Failure of assimilation of any element of food Is liable, in various ways, 
to have a more profound effect upon nutrition than the mere loss of 
that particular element would entail, for by its secondary effects in the 
bowel it may, and evidently does, interfere with the absorption of other 
food elements. 

Reduction of Fresh Con's Milk. 

I suppose this to be the reason of the value of a diet from 
which fresh cow’s milk is altogether excluded. I place this 
point foremost in the treatment of 14 coeliac disease,” for I 
know of no other item of equal importance. Experience 
shows also that it requires emphasis, for the tendency is to 
put such a case upon milk and more milk, as the one thing 
needful, whereas nothing is more likely to retard recovery. 

Dr. Qee’s experience led him to the same conclusion. 44 Cow's milk," 
he says, •• is the least spited kind of food for them ” ; but he attributes 
this intolerance of milk to the curd, not to the fat. “ Nothing is more 
certain,” he adds, “than that coeliac children cannot digest the hard 
curd of ruminants’ milk.” 

I think the balance of evidence is against this explanation of the 
harmfulness of cow’s milk in this disorder. As he himself points out, 
peptonising milk does not make it any more suitable for these cases, 
as it should do if the difficulty were chiefly or entirely curd indigestion. 
I would add that the use of dried milk, the curd from which is much 
less tough and consequently much more easily digested than that of 
cow’s milk, produces little or no Improvement in the stool unless the 
proportion of fat in the dried milk Is much less than that in the fresh 
milk. The stools show no evidence of curd Indigestion, whereas they 
do show very marked deficiency of fat absorption. Cream, even much 
diluted, is not tolerated, as it should be if the milk difficulty was due 
only to the curd. 

My own observations, in agreement with those of other 
clinicians, show that the best results are to be obtained in 
the dieting of these* children by reducing the fats to a 
minimum, and as the food in which fat is chiefly given at 
the age when these children come under treatment is cow’s 
milk these observations have applied chiefly to this particular 
form of fat. 


* Lectures I. and II. were published in The Lancet of August 10th 
(p 163) and 17th (p. 193), 1918. 

No. 4956 


Dried Milk with Reduced Fat. 

I have found most successful the replacement of fresh 
milk altogether by a dried milk containing only a small 
proportion of milk fat. 

The particular brand— 44 Cow and Gate Half Cream”—which I have 
used is stated to contain half the proportion of fat present in milk. 

Analyses showed that dried milk requires using with special pre¬ 
cautions, otherwise the proportion of fat in the food maybe very different 
from that intended. The very light, almost flaky, powder is very easily 
compressed, so that if on opening a full tin ol this half-cream dried 
milk a fully-heaped, large-sized teaspoonful is taken and added to 1 oz. 
of water the resulting proportion of fat is no less than 3*1 per cent, (the 
amount of the powder taken thus was found to be about 75 gr.), whereas 
if the powder be turned out of the tin or shaken up, as it would be in a 
partially emptied tin, the same teaspoon heaped fully with the loose 
powder contains barely 50 gr. and gives with 1 oz. of water only 1*8 per 
cent, of fat. 

Why the small amount of cow’s milk fat contained in the 
dried milk should be better tolerated than the same pro¬ 
portion of fat in fresh cow’s milk is not apparent. 

Indeed, one would rather have expected the reverse, for the emulsion 
of the fat in a solution of dried milk is so imperfect that it tends to 
form into visible droplets on the surface and forms a greasy coating on 
the vessel in which it is given. Sometimes, indeed, I have wondered 
whether the loss of a certain amount of fat to the child in this way 
may not have facilitated the digestion of these preparations. 

Human and Other Milk. 

It might very reasonably be argued that if the fat is the 
difficulty then any milk which contains as high a proportion 
of fat as cow’s milk should be equally unsuitable. 

This, however, is not so. The difficulty or assimilating the fat of 
fresh cow's milk seems to be a specialised Intolerance, for the fat of 
human milk, though present in larger proportion than is often found 
in cow’s milk, is seemingly tolerated excellently by these children. 

Usually their age makes it difficult to utilise this form of feeding, but 
in two cases where life seemed to be seriously threatened by cwliac 
disease, I was able to obtain human milk, which was used in one of 
them from the age .of 2± years for nearly a year, and in the other from 
the age of 20£ months until the child was 2 years and 11 months old. 

In both cases the human milk seemed to be the turning point In the 
illness, and its use was followed by great improvement in the stools and 
in the child’s general condition, so that one case made a complete 
recovery, though with some stunting of growth, and the other, last 
Been at 3 years and 10 months, showed no arrest whatever of growth 
and was able by this time to take both cow’s milk and goat's milk. 

In connexion with this special value of human milk I would recall 
a fact which I have already mentioned, that none of my cases of coeliac 
disease began in an Infant who was still at the breast. 

One of the most successful substitutes for cow’s milk is 
asses’ milk. 

This might be expected from the very low proportion of fat which it 
contains, commonly not more than 1 per cent. Whether this is the 
whole explanation may, however, be doubted, for cow’s milk, even 
when diluted so as to reduce the proportion of fat to this extent, or 
when used in the form of whey, which contains usually not more than 
1 per cent, of fat, is still muon more liable to render the stools loose 
and offensive. 

Apart from the proportion of fat present it is recognised that there 
are differences in the characters of the fat in the milk of different 
animals, notably in their melting point, also in the proportion of 
butyric acid present as well as In other respects, and it may be that 
these differences determine the digestibility of different kinds of milk 
fat. and therefore their relative suitability in such a condition as coeliac 
disease. 

Fat Derived from Other Sources. 

Fats other than those present in milks have also proved 
unsuitable. 

I have tried the oil obtained from soya bean in the form of an 
artificial milk. Solac, containing 3*3 per cent, of fat according to one 
analysis, and 3*75 per cent, according to another, but in spite of good 
emulsion this was not successful; it aggravated the looseness of the 
bowels. 

Cod-liver oil also is not available to replace the milk fats, for it is 
usually tolerated badly in this disorder. 

Another form of fat which, though tolerated by some of these 
ohildren in small quantities, Increases the symptoms In others, is that 
present in the yolk of egg. 

The evidence of intolerance of these various fats is the Increased 
looseness of the stools and still more their offensive character. The 
reduction of the proportion of fat in the diet produces not only 
diminution of looseness but a better colour and less offensive odour of 
the stools, and therewith a definite improvement in the child's general 
condition, and particularly in the weight. 

Carbohydrates. 

The diet, however, must needs consist of something more 
than a milk very poor in fat if any continuous improvement 
of nutrition is to be obtained. 

There is apparently some difficulty in dealing with starches, 
though much less than with fats. 

Unfortunately, one form of starch which seems particularly liable to 
aggravate the symptoms is bread. I know of no adequate substitute. 
Rusks have Beemed less harmful than bread, probably owing to the fact 
that the starch in them is partially dextrinised; they help to satisfy 
the child’s craving for something solid. For this reason, though they 
contain very little carbohydrate, I have used biscuits made with dried 
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milk, with just enough wheaten flour to give a crisp consistency; there 
have been at least two such in the market, "Nurso” and "Malac” 
biscuits. Sugar is allowable only In small quantity. 

A form of carbohydrate which generally suits these cases is 
" Kevalenta," prepared from lentils ; this made thin with a solution of 
the dried milk and sweetened with sugar, though not very palatable. 
Is generally taken well. Rice boiled In water for three or four hours so 
that It Is almost a jelly is another form of carbohydrate which lias 
usually succeeded. 

These foods, with the addition of ohlcken broth or veal broth and sweet 
jellies, have made up the total dietary. In some cases, for a year or 
more, and If anyone tries to draw up a menu from this list he will find 
that It Is meagre Indeed. If eggs are tolerated it eases the difficulty 
considerably. Pounded chicken, or fish, or meat, or brains, generally 
make the looseness of the bowel worse, and are only suitable when the 
child is already improving. 

Apart from the fact that such a diet is unsatisfying to the 
child, it is definitely scorbutic. 

Fl ye of my cases developed scurvy at ages varying from 4A years to 
10$ years. All of these were on dried milk and the diet I have men¬ 
tioned, a proof incidentally that these dried milks, if they contain 
vltamines at all, do not contain sufficient to prevent scurvy. Obviously, 
it is important to give some antiscorbutic, and sometimes there is no 
difficulty, for grape-juice can be given to some without increasing the 
looseness of the bowels, but usually fruit juices and green vegetables 
have to be avoided on this account. 

Other Diets. 

Various have been the efforts to find a diet upon which 
these children will do well. 

One of the most remarkable is that mentioned by Dr. Gee: “ A 
child who was fed upon a quart of the best Dutch mussels dally throve 
wonderfully well, but relapsed when the season for mussels was over ; 
next season he could not be prevailed upon to take them. This is an 
experiment,” he says, “ which 1 have not yet been able to repeat.” 

There may have been more reason in this method of feeding than at 
first appears, for, like most of the diets w'hich have succeeded, it is one 
containing a low proportion of fat. Moreover, while containing a high 
proportion of proteid, it contains, of course, no carbohydrate. The 
mussel contains 12’5 per cent, of proteid and only 16 per cent, of fat. 

I have tried in some cases a so-called " fat-free ’’ diet with 
marked success. 

Prom this even the dried milk and egg are excluded, and the diet 
consists of rusks. Robb's biscuits, jellies, cnlcken and veal broth, rice 
boiled in water, revalenta, mashed potato, pounded chicken or fish, 
barley water or weak tea with sugar. On this diet there has usually 
been great improvement and in six cases slow but steady recovery. 

In this diet the potato fulfils a double purpose by not only providing 
a considerable number of calories, but also a most effective anti¬ 
scorbutic. It has seemed to me to be better tolerated in this fat-free 
diet than when given in a diet including milk, dried or otherwise. This 
impression is confirmed by one’s experience in some of the commoner 
digestive disturbances of childhood, where one has often noticed that 
the combination of oily substances—for Instance, butter—with potato 
seems to render the potato particularly indigestible, possibly for the 
reason already suggested, that the fatty material forms an envelope 
around the starch granules preventing the dlast&sic action of the 
amylase of the salivary and pancreatic secretions. 

Diet Tcith Little or No Fat: Freedom from Rickets. 

It might bethought that a diet practically devoid of fat, or even such 
a regime as that previously mentioned in which the fat is reduced to 
an extremely small amount 'without being excluded altogether, would, 
when continued for months, or, as has been necessary In some cases, 
for two or three years, produce serious harm ; especially when it is 
used, as it Is almost always In this disease, at an age which should be 
that of rapid development. I have already pointed out that In spite of 
the deficient fat assimilation caused by the disease rickets Is strikingly 
absent in the large majority of children with cceliac disease; and now 
I will add that even when fat is eliminated entirely or almost entirely 
from the diet these children still show a remarkable freedom from 
rickets. 

Other Routes of Introducing Fat: Inunction. 

Admitting, however, that in this direction the low proportion of fat 
in the diet does no harm, it must still be desirable from the point of 
view of general nutrition to secure the absorption of fat If possible, 
and the question arises whether for purposes of tissue building fat can 
be Introduced by any other route than the alimentary canal. 

There is some evidence not only that it can be absorbed but that it 
can be used for tissue building when injected into the subcutaneous 
tissues. Such a mode of administration is obviously undesirable for 
children, especially as it would have to be repeated many times and for 
a long period. 

Can fat be introduced by inunction ? 

If so, it would be simple enough to compensate for the deficiency of 
fat digestion. There is plenty of evidence that various substances 
appliei In oils or ointments are absorbed—e.g., mercury in mercurial 
ointment or iodoform in oil or in vaseline; but this is no proof that the 
fat of the oily vehicle is absorbed also. 

I have sought in vain for confirmation of statements that cod-liver 
oil and other fats can be Introduced through the skin. The only 
experimental evidence which I have been able to find was that 
obtained by Lassar, who smeared the shaven skin of rabbits with rape- 
seed oil three times a day for two or three days, and found that the 
liver and kidneys after this short time were full of fat globules. He 
stated also that olive oil and cod-liver oil passed through the skin Into 
the deep organs. 

As far as I know, these experiments have not been confirmed, and it 
has been pointed Out (Reid™) that the skin of mammals usually 
employed for such experiments is thinner than that of man and more 
vascular, and in the case of the rabbit In particular contains hair 
follicles with wide mouth, so that the conditions are not strictly 
comparable. 


If fat can be absorbed through the skin it must presumably "be without 
the fat-splitting and subsequent synthesising which are supposed to be 
necessary to its absorption through the bowel. It is difficult to believe 
that if with such special adaptation to absorption as is shown in the 
structure of the Intestinal mucosa such an elaborate process is necessary 
to the absorption of fat it can be absorbed w ithout any preparation at all 
through such a structure as the skin. 

It is much to be desired that careful clinical observations 
under strict conditions could be made on this particular point. 

Most of us have ordered inunctions of oil many times for wasting 
children, who sometimes have thereupon gained weight and some¬ 
times not, but there are so many possible fallacies, and so few cases 
offer the exact conditions favourable to any decisive conclusion, that 
such inunctions are usually rather tbe therapeutics of hopefulness 
than the therapeutics of conviction. Personally, I have been under the 
impression that any good accruing was due rather to the friction and 
perhaps the warm covering of oil than to any real absorption. 

It Is Important for Investigation that the cause of tbe wasting should 
be mainly, if not entirely, failure of fat absorption by the bowel. The 
presence of some other cause of wasting, such as tuberculosis or any 
general failure of digestion, will make the results of Inunction even 
more doubtful, as any gain from skin absorption may be counterbalanced 
by loss of nutrition from other causes. In “cceliac disease ” we have a 
condition In which presumably the predominating factor in the failure 
of nutrition Is failure of fat absorption from the bowel, and therefore a 
state of things particularly suited to this investigation. 

Results in Cases Treated by Inunction. 

With this point in mind, I tried the effect of inunction 
with peanut oil (oleum arachis), two drachms being rubbed 
in twice daily for about 15 minutes. 

The patient was a boy aged 7A years who had been under my care in 
hospital for five weeks with cceliac disease without gaining weight. 
On admission he weighed 28 lb. ; at the end of five weeks only 25j lb. 
At thlB stage tbe daily inunction was begun, and the boy’s weight 
steadily rose so that in the next eight weeks he gained 8$ lb., and this 
in spite of the stool being often very pale and slimy and purpura 
appearing most of the time. 

This observation is certainly suggestive of the possibility of fat 
absorption through the skin, but I am bound to admit that even with 
such a favourable opportunity for investigation as cuellac disease ray 
results in other cases have been equivocal. 

In one case the inunction, done with cotton-seed oil, and subsequently 
with peanut oil, produced no definite gain In weight, whereas in 
another case of coeliac disease in the same w ard, w here the weight had 
been stationary for many weeks, the weight began bo rise almost 
steadily, and the child's cradltion improved enormously without 
any change in the treatment, and in particular without any Inunction. 

An unexplained Improvement like this has happened In several 
cases where the disease had already lasted two or three years w ithout 
any permanent progress. It behoves us. therefore, to be careful in 
attributing results to our treatment, whether it be fat Inunction or 
any other. 

Treatment by Drugs, Organic Extracts, and Vaccines. 

Another method of overcoming the fat difficulty which 
ha9 been tried in these cases is the administration of 
digestive extracts. 

In view of the striking results obtained by Dr. Byrom Bramwell in 
cases of pancreatic infantilism, a condition associated, like that w-e are 
considering, with failure of fat assimilation, It seemed possible that 
pancreatic extracts would be of value in cceliac disease. 

I have repeatedly used them, trying In various cases the gli cerlne 
extract specially recommended by Dr. Bramwell, also the pre¬ 
paration sold under the name of “ holadin,” and that sold as 
“trypsogen,” but none of them have appeared to me to have any 
obvious beneficial effect, a confirmation. Incidentally, of the conclu¬ 
sions reached in my previous lecture that the failure of fat assimilation 
is not due to the failure of the pancreatic secretion. 

I have also tried ox-gall on the theory that the biliary secretion waa 
deficient, but without any improvement in the stools or in the child’s 
condition. - 

Calomel. —Digestive Extracts. 

Dr. Cheadle recommended calomel as stimulating hepatic 
secretion, as well as having some antiseptic value. 

So far as mv own experience goes, the facts gertainly do not fit the 
theory, for calomel, and even grey powder, seem to aggravate the 
bowel disturbance and to be particularly unsuitable for these cases. 

Dr. Cammldge quotes one observer as having found that calomel, so 
far from diminishing the number of bacteria in the fieces, may actually 
cause an increase, presumably by increasing the mucus which serves 
as a favourable nidus for bacteria. Whatever may be the explanation 
it certainly does not improve either the stools or the patient in cceliac 
disease. 

The difficulty in digestion of carbohydrates, particularly of starch, 
which is only less than the fat difficulty, naturallv suggests the 
administration of malt for its dlastasio effect. This, however, is also 
found to be Inadmissible in most cases, for it seems rather to promote 
flatulence and looseness. 

It would seem, indeed, so far as any direct Influence can be exerted 
upon the absorption of fats and carbohydrates in cceliac disease, it is 
rather to bo accomplished by rigorous dieting than by any drugs or 
digestive extracts. 

Astringents. 

Drugs, however, even if they are of hut little assistance in 
this affection to the digestive processes which prepare the 
food for absorption, may still be of real value if they can 
render the intestinal mucosa more healthy, and therefore 
more capable of absorbing. 

Post-mortem examination has shown that, at any rate in a fatal case, 
there may be definite inflammatory change in the intestine, and the 











The Lancet,] PROF. G. F. STILL : CCELIAC DISEASE. [August 24, 1918 2 29 

presence of much mucus In the stools during life, especially when the 
disease has already been present for a long time, shows that there is at 
least much intestinal catarrh, and these changes are apparently due. 
in part at least, to bacterial irritation and partly to the irritating effect 
of putrefaction. 

It might be supposed that this could be diminished In two ways, 
either by drugs which exert an astringent effect upon the mucosa, 
or by those which have some antiseptic value and in this way prevent 
bacterial growth and putrefactive changes. 

Most of the astringents, whether vegetable or mineral, 
have proved useless in my hands; the only one which has an 
undoubtedly good effect is castor oil. 

Given in small doses, three times daily, it usually causes more or less 
improvement. 

A mixture of 5-minim doses of castor oil with salol 2 or 3 f?r. in 
mucilage and water has such a pronounced effect in improving the 
•tools and checking looseness that in several cases the child took it 
almost continuously for some years, and the parents stAted that any 
attempt to discontinue it was usually followed before long by deteriora¬ 
tion in the character of the stools, so that the medicine had to be 
resumed. 

It has always seemed to me difficult to understand how 
five drops of castor-oil can have any astringent effect on 
20 feet of intestine, but however it is to be explained there 
is no doubt that it has a very definite action in this respect. 

Another astringent which, though much less reliable than castor nil, 
is certainly sometimes useful in cceliac disease is silver nitrate, which 
in doses of A or 1 gr. ter die seems to reduce the looseness of the 
stools in some cases. 

Bismuth has seemed to me to be usually of little, if any, value in 
these cases, perhaps because it was used in the traditional doses of 
10 gr. or even 5 gr. three or four times a day. whereas the radio¬ 
graphers have taught us that bismuth can be taken by the ounce without 
ill effect, so that recently infants In my ward sometimes have 30 gr. of 
bismuth carbonate every three hours, and a child of three as much as 
60 or 70 gr. several times a day. 

Chro m o-san tonin. 

Having in mind the resemblance in many points between 
cceliac disease and sprue, I have tried in three cases the 
chromo-santonin, which Dr. Charles Begg has found to have 
remarkably beneficial effects in sprue. 

It was given, as he directs, in a gelatine capsule. There were no 
records from which the dosage proper to children of this age and 
suffering from caliac disease could be gauged, so I was obliged to feel 
my way cautiously, beginning with amounts which, no doubt, were 
too small, and perhaps even finally not reaching a sufficient dose. A 
cbild 6j .years old, weighing 21 lb., took 2 grains twice daily without 
any definite effect. 

In one case, the girl aged 17J years whom I have mentioned before, 
the administration of the chromo-santonin was followed by immediate 
improvement of the stools, which became less offensive and less loose, 
and there was rapid gain in weight. 

In another, a girl aged 3} years, and weighing 1511b.. there wns no 
marked alteration of the stools whilst the chromo-santonin was given- 
increasing doses up to 1 grain twice daily were used—but just after the 
course of this drug was stopped there was great improvement in their 
character ; they became firmer and a better colour than they had been 
for months. 

Clearly, further observations are needed on the value of this drug in 
curliac disease. In the doses used it produced no ill effects of any kind ; 
the greenish-yellow discolouration of the urine due to santonin was 
observed in 15 hours after it was taken, but this is of no importance. 

Dr. Begg considers that the chromo-santonin has a bactericidal action. 

Intestinal Antisepsis. 

Other drugs have been tried in this affection with the idea 
of intestinal antisepsis. 

In one, at the age of about six years, iodoform gr. i was given for six 
months, apparently with markedly beneficial effect. 

Salol has also seemed to do good. 

Perhaps in the same category should be mentioned ionisation with 
sodium salicylate at one electrode ; this was done in one case under my 
observation. A 2 per cent, solution of sodium salicylate was used on 
one pole on the abdomen. During this treatment, which was carried 
out lor many weeks, the child very definitely improved, though she 
subsequently relapsed and died. 

In one case I tried radium water; half a pint was given daily by 
mouth, without the slightest benefit. 

In one of the recorded cases appendicostomy was done with a view to 
overcoming intestinal infection by irrigation through the appendix. 
Some improvement of the child's general condition started after this 
was done. Autopsy, however, showed that there was inflammation 
involving the whole of the small .intestine as well as the large, so that 
it could hardly be expected that this treatment could do more than 
palliate symptoms. 

Vaccine Therapy . 

The discovery that a considerable proportion of the cases 
examined gave evidence of intestinal infection with a 
dysentery bacillus, as shown either by the finding of the 
organism in the stools or in the mucus from the bowel, or bj 
the positive result with the agglutination test, naturally 
suggested that a vaccine might be of value. 

1 have used an autogenous vaccine of the dysentery bacillus in two 
cases where the bacillus had been obtained from the stools and a stock 
vaccine of dysentery bacillus where, although th*e organism could not 
T«e found in the stools, the agglutination test gave a positive result. 

In both the cases where the autogenous vaccine was used there was 
very definite temporary improvement both of the stools and of the 
child b nutrition for about a fortnight, after which the condition again 
deterioratevl in spite of continued use of the vaccine. The vaccine was 

administered in the one case in doses of 5 millions, increased gradually 
up to 200 millions; in the other the initial dose was 60 millions, 
increased later up to 150 millions. 

In the third case, where only a stock vaccine was available, and was 
used in doses increasing from *25 millions gradually to 150 millions, no 
effect whatever was observed. 

In one case where the dysentery bacillus was absent, but the stools 
showed many streptococci and pneumo-bacilli, a vaccine was used of 
pneumo-bacilli and streptococci in increasing doses up to 100 millions 
of each ; no effect whatever, either for good or ill, was observed. 

Internal Secretions. 

The striking arrest of growth in these cases has raised a 
suspicion that one or other of the internal secretions might 
be deficient. 

In three cases under my observation thyroid was given, but without 
the slightest advantage. It did not seem to promote growth nor to 
improve the general condition ; indeed, one of tnem seemed rAther the 
worse while taking it. This symptom is one for which treatment is 
specially sought in the cabcs which reach convalescence. The child 
herself is distressed by the difference between herself-and those of her 
own age. 

In one such case the administration of polyglandln, a preparation of 
mixed organic extracts, was followed by an Increase of height of g inch 

In 14 davs and another i inch in the next 12 weeks, but the child at the 
same time had improved so much in her pow er of assimilation that she 
was able to take an ordinary diet in place of the restricted special diet, 
so that growth might have been due to this father than to the drug. 

If we have no certain means of promoting growth in these 
cases where it has been arrested by the disease I suspect 
that we can do something to prevent the stunting by the 
diet adopted during the earlier and more acute stage of the 
disease* for I have noticed that cases fed on human milk 
or on asses’ milk have shown much less interference with 
growth than those in which such feeding was not obtainable. 

Anyone who has seen the remarkable stunting of grow th w hlch can 
be produced In rats by regulating the diet so as to exclude some 
elements will realise that there is no necessity, in children with this 
disease, to seek for the primary cause of the arrest of growth in any 
fnilure of internal secretions. Nevertheless, it is quite conceivable that 
the general interference with nutrition, caused by the failure of fat 
absorption, may affect also the Internal secretions which are known to 
play a part In the regulation of growth. 

The point is one of practic al importance. For if the arrest of growth is 
due simply to deficiency of calcium absorption, through the loss of 
calcium in the soaped fat passed in the fa ces, one mignt suppose an 
increase of the intike of calcium by administration of calcium salts— 
for instance, the lactate or the chloride—would compensate to some 
degree for the loss in t he faxes, assuming that the w astage in the form 
of soap remains unaltered. 

But I know of no evidence that growth Is promoted by the giving of 
calcium in this way; I am not even satisfied that calcium salts given 
thus have any effect upon bone formation ; certainly one’s experience 
is that, judging from clinical evidence, calcium in the form of lime- 
water has little, if any, elect in the prevention or in the cure of 
rickets. Moreover, in some experiments upon the feeding of rats with 
a diet deficient in fat, the arrest of growth occurred in spite of the 
administration of calcium in the form of calcium lactate. 

Importance of Diet. 

To sum up, it would seem that drugs, while not entirely 
impotent in the treatment of this condition, have a very 
limited scope, and that chief reliance is to be placed upon 
scrupulous care in dieting. The element in the food which 
requires most consideration is the fat, and the form of fat 
which seems most obnoxious to children affected with coeliac 
disease is the fat of cow s milk. If this be borne in mind it 
is nearly always possible to obtain marked improvement in 
these cases, and a large proportion of them can be'coaxed 
back after many months or years of patient perseverance 
with a very restricted diet, to health and even to an average 
power of assimilation. 

Conclusion. 

In conclusion, Gentlemen, 1 can only regret that I have 
not been able to throw more light upon the obscure problems 
raised by this group of cases, and that the working hypo¬ 
thesis with which I started, that it can be pigeon-holed as 
one specific morbid entity, cceliac disease or intestinal 
infantilism, name it what you will, remains still nothing 
more than a working hypothesis. 

I have raised many questions, I have answered few, and 
if any apology is needed, I would say, in the words of 

Heraclitus, XP V<T ° V °* faftp-tvoi yrjv koWtjv 6pv<r<rov<ri xal 
evpicKOvaiv o\Lyov. 
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THE TREATMENT OF WOUNDS. 

By JOHN T. MORRISON. F.R.C.S. Esc.. 
J. N. J. HARTLEY, F.R.C.S. Edin., 

AND 

E. F. BASHFORD, M.D. Edin., 

CAPTAINS, R.A.M.O. (T.C.). 

(From the Surgioal Observation llut % attached 
- General Hospital .) 


I. — The Carrel-Dakin Treatment of Wounds: 

Review of 200 Cases. 

During 1916 and 1917 a large number of cases were 
treated by the Carrel-Dakin method ; detailed notes were 
kept, but for months at a time this was out of the 
question and no more than 200 form the basis of this 
paper. The first 100 were cases treated in a base hospital 
in the wards devoted to the most serious cases ; the second 
100 in the surgical observation hut attached to a general 
hospital. These last consist of severely wounded men, 
moribund cases being excluded. The following indicates 
the type of wounds dealt with : — 

Wounds of soft parts, 37 per cent. 

Compound fractures, 46 per cent. : Humerus, 9 per cent. ; ulna and 
radius, 4'5 per cent. ; femur, 6‘5 per cent.; tibia and fibula, 11 per cent.; 
other bones, 15 per cent. 

Wounds of joints, 17 per cent. : Shoulder, 4 per cent.; elbow, 2 per 
cent.; wrist, 2 per cent.; knee, 6 - 5 per cent.; ankle, 2*5 per cent. 

Results vary greatly according to whether preliminary 
surgical treatment is undertaken in the pre-inflammatory 
period or after sepsis is established. The cases have therefore 


typical of the ordinary severe injuries passing through any 
base hospital in France. The accompanying table shows the 
main results :— 

A. 114 cases. B, 86 cases. 

Temp, normal ... in 95’9% after 9’7 days* ... in 86‘3%, after 8 2 days. 
Suture standard 

reached in .82*5% „ 12 67 4% „ 15*5. 

Suture performed ,, 77*5% „ 13‘6 days ... „ 53‘5% „ 17 „ 

Healed before evacuation. 67 5% of cases ... 44 2% of cases. 

Average duration of treat¬ 
ment before healing . 28-2 days . 33'6 days. 

Case mortality, 3 %. Secondary haemorrhage, 3 %. 

Secondary amputation, 3%. 

* In each case after treatment for number of days Indicated. 

The accompanying chart is instructive inasmuch as it shows 
the relative speed at which wounds of soft parts, bones, and 
joints attained suture standard. 

Such facts speak for themselves and there is no doubt that 
similar results can be obtained by any who are familiar with 
the technique and apply it faithfully. 

Treatment. 

Treatment has followed closely on the lines laid down by 
Carrel. It has been possible to treat patients from the com¬ 
mencement in only a few instances and accordingly reliance 
had to be made for the early treatment on some unknown 
member of the profession working in an unknown 
casualty clearing station. This opportunity may be taken of 
saying how efficient that treatment-is becoming in the great 
bulk of cases. In a series of close on 300 over 10 per cent, 
reached the base in a condition enabling suture precoce to 
be practised at once. 

The main outlines of the Carrel treatment are now well 
known to surgeons in France ; one or two points, however, 
must be alluded to. 
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been divided into (A) those operated on within 24 hours, and 
(B) those without preliminary operative cleansing, or in 
which this was not done till at least 24 hours had elapsed. 
More scientific classification is impossible; cases falling 
into Class B are becoming fewer and fewer. 

Results. 

The combination of mechanical cleansing with progressive 
sterilisation by means of a chemical agent has brought about 
an extraordinary advance in wound treatment, and evidence 
will be put forward which cannot fail to convince any who 
have had to deal with wounds since the earlier stages of the 
war. The evidence consists of a careful record of 200 cases 


Attempts at excising a wound in which the infecting 
organisms have already invaded the tissues do not hasten 
recovery, and at the same time materially increase the risk 
of septi'ctemia. In these cases operations should be limited 
to such incisions as are necessary to expose freely the 
furthest recesses of the wound, and the removal of such 
tissue only bb is obviously necrotic. 

In the pre-inflammatory stage, however, a radical opera¬ 
tion secures the best results. Dong incisions give a better 
chance of seeing and removing all contaminated tissues, and 
when it comes to closing the wound long incisions are just 
as easy to suture ; they should always be planned, of course, 
to facilitate secondary closure. Partial closure of wounds at 
the primary operation almost always postpones the date of 
oomplete healing. 

When a case treated by the Carrel-Dakin method arrives 
at the base the injection of the tubes is carried on until the 
patient is seen by the surgeon. 

If the patient is comfortable and the pulse and tempera¬ 
ture satisfactory, we are in no hurry to change the dressings. 
After 48 hours* at the most, however, the bandages are 
removed and the superficial dressing at least changed. The 
skin is gently cleaned with neutral sodium oleate soap solu¬ 
tion to which 2 per cent. chloramine-T is added ana then 
covered with strips of bandage impregnated with sterile 
vaseline. If at this stage the general condition is good and 
the wound is free from pus and sloughs visible to the naked 
eye, smears and cultures are made from the parts most 
likely to give trouble, such as bone, fascia, tendon sheaths, 
or deep pockets. If the smears are satisfactory—i.e., not more 
than one organism per field, or one diplococcus in three—the 
wound is sutured next morning. If, however, the wound is not 
up to suture standard the Carrel-Dakin treatment is con¬ 
tinued.* The essence of this treatment is to supply to every 
portion of the wound surface hypochlorite solution at stated 
intervals and to keep the solution as long as possible in 
contact with the surface. In order that every portion may 
be reached each wound must be studied separately and th*e 
tubes chosen must be suitably perforated. Individual 
recesses, if important, must each have a tube, or, if un¬ 
important, a wick of gauze or lint. The influence of gravity 
must be taken into account in disposal of tubes. The 
original petticoated tube has been almost entirely given up. 
Lint is used in the dressing to a large extent instead of 
gauze. 

Operative measures are undertaken only in response to some 
urgent indications during the first ten days. 

# The results obtained by the surgeons In Depage’s clinique go to 
show that In the presence of streptococci early suture—suture precoce 
— is not justifiable. A large number of observations have been made 
along these lines, but they are not yet sufficiently far advanced to show 
just what organism it is dangerous to leave in a sutured wound; even 
the streptococci are not uniformly pathogenic. 
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Removal of foreign bodieB not giving rise to acute 
symptoms, of small pieces of badly infected bone, and 
secondary operations of all kinds are* done, if possible, only 
when local reaction is well established and, as far as may 
be, after the general wound surface has reached suture 
standard. When infected bone is not essential to the 
ultimate usefulness of the part a portion is freely resected, 
but function is never sacrificed to secure early asepsis. • Of 
the fractures of long bones included in this series which 
were retained for five weeks or more 82-5 per cent, were 
already consolidated. After eight weeks only 5 per cent, 
remained ununited. 

Fifty consecutive cases were treated with eusol. Two-thirds 
of these were A cases and one-third B cases. The results were 

as follows:— 

Temperature normal after treatment for 10*9 days in 92 percent. 

Suture standard reached after treatment for 15*9 days in 78*1 percent. 

Suture performed after treatment for 17 days in 70*9 per cent. 

Healed before evacuation, 70*9 per cent. 

Average duration of treatment before healing, 30 9 days. 

Injection of Solution. 

The solution has been prepared according to Daufresne’s 
modified formula and carefully standardised. It has been 
injected into the tubes every two hours, either by a 
hand syringe or from an ampoule. The hand syringe is 
the only method at present in use which ensures that each 
tube gets its full dose every time. Nevertheless, the labour 
saved by the ampoule is very great, and the distribution 
of fluid is fairly uniform if the following points are 
attended to:— 

1. Ampoule should be suspended as vertically as possible above 

wound. 

2. The use of Y-shaped glass junctions is preferable. 

3. The main tube of a three- or four-way glass connexion should be 
kept as horizontal as possible. This can often be secured by safety-pin 
attaching it to bandage. 

4. The tubes should be inspected at intervals to make certain that 

none are kinked. 

If the solution be injected into each individual tube by a 
syringe the free ends of the tubes should be gathered together 
and closed with a clamp after injection. Two squirts and 
two vessels containing Dakin’s solution are all that are 
needed. While one is being used to inject the tubes of the 
first patient the other stands full of solution in the second 
vessel, and is thus sterilised ready for next patient. 

The question of heating the hypochlorite solution has 
^always been a vexed one. Observations show that the 
deterioration, judged by chemical standard, is inappreciable 
after addition of an equal volume of hot water at 90° C. to 
Dakin solution 1*043 per cent. In cold weather there has 
never been any hesitation in using this solution warmed to 
body temperature by diluting, as above. 

The amount of fluid used varies according to the wound and 
number of tubes, but an average of 10 c.cm. per tube every 
two hours does not lead to overflow into bed. There should 
be a square of mackintosh under wounded part. A useful 

S recaution also is to have a sphagnum-moss pad applied to 
ependent part of wounded area outside all the bandages. 
Two hours has been chosen as the routine interval between 
injections, and experiments undertaken confirmed this 
practice. However, where pus is present the renewal of the 
fluid every hour is advisable. 

Comparison with Other Methods . 

The results recorded speak for themselves, but many of 
the cases which on paper look like failures really represent 
limbs saved and function preserved. The proportion of 
really successful cases (that is, where secondary suture in 
the first 10 to 12 days permits practically of a return to 
normal) is higher far than that attained under any other 
treatment thus far tested. Definite figures can only be 
quoted for cases treated by hypertonic saline, flavine, and 
dichloramine-T in eucalyptol. These figures should be con¬ 
trasted with those under the heading Carrel-Dakin B for the 
reason that though given surgical treatment at the front they 
did not receive the special treatment till after arrival at the 
base. 

Carrel-Dakin, A. 77*5% closed by suture. 

.. B. 53*57 ,, „ 

Dichloramine-T (In eucalyptol) ... 43 07 ,, „ 

Flavine.. 22% „ ,, 

Hypertonic saline . 12% „ 

The only other method giving results at all comparable 
is that of early operation and primary suture with or without 
the use of brilliant green, bipp, flavine, soap, or other 

fashionable adjuvants. 

[The disadvantages were here considered.] Most of the 
criticisms involve no insuperable difficulty. They are 
questions of management, possibly self-sacrifice. The 


plea that the method has difficulties should not weigh 
f#r a moment when the safeguarding of life, limb, and a 
man’s future happiness and usefulness are considered. It 
is not too much to say that the very least which we can 
do for the wounded man is nothing short of our very best. 

II.— A Study of 50 Cases Treated by Dichloramine-T 
in Eucalyptol. 

Dichloramine-T (or toluene-para-sulphondichloramide) 
(Dakin 5 ), a substance closely related to chlo?amine-T and 
very like it in its antiseptic properties, is, however, very 
sparingly soluble in water and freely soluble in various oils. 
Thus it was hoped by means of an oily solution to provide a 
reservoir from which the antiseptic in the watery fluids of 
the wound could be maintained at an adequate concentra¬ 
tion from one dressing till the next. Dichloramine-T, 
though resembling the hypochlorites in its germicidal action, 
differs in many other respects. Dakin showed that the 
chloramines have very little disintegrating effect on necrotic 
tissues. Further, dichloramine-T is a powerful coagulator 
of albumin, and even in a strength of 1-5000 precipitates 
some of the albumin present in serum. It was with the 
object of determining the value of the dichloramine-T in 
wound treatment that the following clinical study wbs under¬ 
taken. 

Results of Investigation. 

Persistence oj the antiseptic action .—That the antiseptic 
passes slowly from the oily medium on to the wound surface 
can readily be demonstrated by the starch iodide test. 
A bacteriological method was also employed to throw light 
on this point. 

Dichloramine-T 2 per cent, dressing, even if not still 
detectable by the available chemical tests, at least made its 
influence felt for about 12 hours in a lightly infected wound. 
Experiments on more heavily infected wounds showed less 
satisfactory results. In some cases the growth was quite as 
heavy within fonr hours as it had been before the applica¬ 
tion of the dressing. Nevertheless, the facts suggest that 
dichloramine-T in oily solution is a step in the right 
direction in so far as prolonged antiseptic activity on a 
wound surface is regarded as desirable. 

In order to compare the dichloramine-T oil method with 
others in the actual treatment of wounds 50 consecutive 
cases arriving at the base with infected wounds were put 
under this treatment. 

They were cases of gunshot wounds of varying severity; 
about half had bone injury. They were very closely com 
parable to the series of cases treated by flavine recently 
reported by us, 6 the results of which are here repeated for 
comparison, as also are those for a similar series of cases 
treated by the Carrel-Dakin method. It must be stated that 
practically every case in the flavine and dichloramine-T 
groups had had the benefit of early operation, followed by 
one or other established method of treatment—mostly bipp 
or Carrel-Dakin. Treatment by dichloramine-T was not 
started, however, till arrival at the, base, anything from two 
to six days from infliction of wound. 

Technique .—As a routine the 2 per cent, solution of 
dichloramine-T, as originally recommended by Dakin, was 
employed in this series. A stock of 12 per cent, in chlorin¬ 
ated eucalyptol was kept, and each day a sufficient quantity 
was diluted down with chlorinated paraffin. The stronger 
concentrations were not used, partly because it was round 
that the duration of the antiseptic action was not thereby 
materially increased, but chiefly on account of their 
deleterious effects as described later. The wounds were 
dressed daily with loose packs of lint wrung lightly out of 
the dichloramine-T oil, every effort being made to reach all 
parts of the wound surface. Where necessary the wound 
was further opened up to make this possible; otherwise 
surgical interference was restricted to a minimum, espe¬ 
cially during the first ten days. In certain cases where there 
was much purulent discharge a niece of tubing was employed 
to renew the solution in the deepest part of the wounds 
every 8 or 12 hours. 

Clinical results .—When judged from the standpoint of 
ordinary clinical experience the wounds as a whole could be 
described as doing well, passing fairly quickly through the 
usual stages. Sloughs separated and granulation of a 
moderately bright red colour soon appeared. Pus formation 
as a rule was comparatively small, and spread of infection 
to surrounding parts was not common. Epithelial growth at 
the skin margins was somewhat slow. Despite the good 
appearance of the wounds it was observed that many did not 
attain the bacteriological suture standard. In a few cases 
these were closed, with, however, no greater percentage of 
successes than is usual when wounds are closed upon clinical 
grounds without reference to the bacteriological control. 
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A troublesome complication which occurred very frequently 
was the skin irritation around the wound. In 24-5 per cent, 
of the cases there were oedema, redness, formation of papules, 
and sometimes blistering and excoriation, while in 10 per 
cent, the treatment had actually to be abandoned on that 
account. The irritation could only be controlled by diminish¬ 
ing the quantity used, and t<ta less extent by protecting the 
skin around by strips of bandage cloth permeated with 
vaseline. The authors have met certain surgeons who 
declare they have had little or no skin irritation from the 
use of dichloramine-T. These surgeons, however, have been 
found to use only minimal amounts of the solution, either 
with a spray or by dressings wrung dry before application. 
Experiment goes to prove that such small quantities of 
this antiseptic are very evanescent in their action. It 
has been stated lately that by the use of a chlorinated 
paraffin wax (chlorcosane) as a solvent for the dichlor¬ 
amine-T the skin irritation is greatly diminished, but as to 
that we have no experience. 


Results Obtained hy Dichloramine-T Oil , Flavine , and 
Carrel-Dakin Methods. 


— 

Dichloramine T. 

Flavine. 

Carrel-Dakin. 

Total. 

53 

50 

50 

T. normak in... 
Suture standard 

94% after6 4 dys. 

86% after 8*8dys. 

94 % after 11*7 dys. 

reached In ... 

48% after 16 dvs. 

38% after 15*6 dys. 

68% after 12 5 dys. 
54/] after 14*9 dys 

Sutured . 

44-2% after 17 2 
days. 

34% after 17 dys. 

Healed . 

38% after 32*4 dys. 

22 % after 26*5 dys. 56 % after 28*6dys. 

Mortality. 

Secondary am¬ 

Nil. 

Nil. 

Nil. 

putations ... 
Secondary 

2 % I 


* 7 . 

haemorrhage.. 

Nil. 

4 % 

Nil. 


The results obtained by dichloramine-T, though better 
than those in the flavine group, fell behind those in the 
Carrel-Dakin series. The average date at which the tem¬ 
perature became normal was earlier in the dichloramine-T 
series, but the cases in the Carrel-Dakin series, as a whole, 
were more serious. Several cases considered too serious for 
the trial of a new method were added to the Carrel-Dakin 
series. Yet the Carrel-Dakin series shows 20 per cent, 
more cases sutured and 32 per cent, more healed before 
evacuation than in the dichloramine-T oil series. 

The relative speed at which the wounds in the various 
series reached suture standard will be best appreciated by 
the following Chart 



Graph showing relative rapidity with which septic wounds treated by 
various methods reached suture standard. 


Histolotjy.— Portions of granulation tissue with the adjoin¬ 
ing skin edge have been excised from the series both of cases 
that came up to suture standard rapidly and in which this 
was delayed or not reached. They were excised at 
intervals varying from 3 to 30 days, and after treat¬ 
ment with the different concentrations. Dichloramine-T 
dissolved in chlorinated paraffin eucalvptol in a concentra¬ 
tion of 2 per cent, induces an evident reaction both on the 
skin and granulation tissue, which can, however, only be 
recognised as certainly deleterious after prolonged applica¬ 
tion. This is due either to the action of the free chlorine 
given off or the essential oil or to both, and occurs more 
rapidly and is more marked with higher concentrations. It 
ultimately leads to delay in the processes of healing, 
the ingrowth of skin epithelium becoming aborted and the 
formation of scar tissue irregular and imperfect. With 
higher concentrations these changes are exaggerated. 

Conclusions. 

The dichloramine-T oil method of wound treatment is 
simple of application, and the claim that the action of a 
single application is prolopged is substantiated. The results, 
even when judged by modern standards, are not to be 
disregarded. 

Dichloramine-T oil is not indifferent to granulation tissue 
or to the skin edges of wounds, but has, especially if used 
for a long time, a deleterious action on both. The ingrowth 
of skin is retarded, and the natural tendency for granulation 
tissue to disorganisation is aggravated. 

The use of an oily menstruum does not altogether prevent 
the adhesion of dressings to the surface or obviate the 
repeated, if minute, insult to the tissues inseparable from 
each dressing. 

Though an improvement on some other methods in vogue, 
dichloramine-T oil has not yielded the improvement on 
Dakin’s solution that was anticipated, perhaps because it is 
neither innocuous to healthy granulation tissue, nor a solvent 
of dead tissue, perhaps, possibly, because an oily application 
is not so efficacious as a watery solution in the treatment of 
wounds. 

References.— 1. Bashford •. The Lancet, Oct. 20th, 1917. 2. Carrel and 
Dehelly: Le Traifcement des Plaies de la Guerre. 3. Morrison: British 
Journal of Surgery, lv., No. 15, 1917. 4. The Lancet, 1918. 1., 534. 
5. Dakin and Dunham : Handbook of Antiseptics. 6. A Study of 50 
Cases Treated by Flavine, Brit. Med. Jour.. Dec. 29th, 1917. 


POST-DIPHTHERITIC PARALYSIS. 

NOTE ON A FORM FOLLOWING CUTANEOUS DIPHTHERIA. 
By F. M. R. WALSHE, M.D. Lond., M.R.C.P. Lond., 

MAJOR, R.A.M.C. ; CONSULTING NEUROLOGIST. E.K.F. 


Introduction. 

The nervous sequelae of diphtheria constitute a very 
characteristic symptom-complex. The initial palatal 
paralysis and the striking symptoms it occasions, the 
affection of accommodation, and the frequent polyneuritis 
are familiar to all clinical observers. 

The mode of development and the topography of this con¬ 
dition are commonly regarded as dependent on a selective 
action of the diphtheria toxin on certain cranial nerves and 
their nuclei; that is, on a selective hmmatogenous toxmmia 
of the nervous system. 

However, when experimentally produced in animals 
diphtheritic paralysis is not characterised by the cranial 
nerve involvement so typical of the condition in man, and 
this fact has led certain observers (C. Bolton, Crocq) to 
postulate specific differences in the action of the toxin in 
man and in animals respectively. Thus, Bolton 1 concludes— 

“That in the higher mammals the poison especiallv attacks the 
medullary centres and the cranial nerves, and in the lower mammals 
the spinal centres and spinal nerves.” 

In a comparative analysis 4 of the factors concerned in the 
production of diphtheritic paralysis in man and animals I 
have sought to show that a simple physical factor—namely, 
the seat of toxin formation—is an adequate explanation of 
these apparently specific differences. For it is noteworthy 
that in man the structures initially, and frequently alone, 
paralysed are closely related anatomically to the infective 
focus in faucial diphtheria, not only in the matter of actual 
proximity, but, and as Orr and Rows J have shown this is 
far more significant, in that of innervation. For the afferent 
innervation of tonsils and fauces and the motor nerve-supply 
of the palatal muscles are both part of the glossopharyngeal- 
vagus-accessorius nuclear system and its peripheral nerves. 
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THE TREATMENT OF STAPHYLOCOCCAL 
INFECTIONS BY STANNOXYL : 

“ MIXED INFECTION ” OF PULMONARY TUBERCULOSIS. 

By ARTHUR COMPTON, B.A., M B. R.U.I., 

D.Sc. N.U.I., 

CAPTAIN, R.A.M.C. (TEMPORARY) ; OFFICER IN CHARGE, BACTERIO¬ 
LOGICAL LABORATORY, DORSET DISTRICT ; FORMERLY RESEARCH 
ASSISTANT, IXSTITUT PASTEUR, PARIS. 


In a previous communication 1 I gave an account of the 
first cases in this country of furunculosis and acne treated 
by the new drag stannoxyl, recently put forward by Frouin 
and Gr6goire, s as a specific for staphylococcal infections. So 

Chart I. 



far the employment of stannoxyl with successful results in 
staphylococcal infections has been recorded only for furun¬ 
culosis (Frouin and Gr6goire, a Hudelo, 3 Compton *), acne 
(Frouin, 4 Compton 1 ), chronic suppuration of bone (GrGgoire 
and Frouin *), traumatic osteomyelitis (Phocas 6 ), suppura¬ 
tion in gunshot wounds (Phocas e ). 

In view of the fact that the staphylococcus is more or less 
constantly met with in the microbial flora constituting the 
“ mixed infection ” of pulmonary tuberculosis, it has occurred 
to me to test the influence of stannoxyl on this condition. 
The present paper deals with three clinically definite cases 
of phthisis so treated, a short preliminary account of which 
has already appeared elsewhere. 7 The stannoxyl for the 
investigation was kindly placed at my disposition by 
M. Frouin. 

Broncho-pneumonia (f Tuberculous). 

Case 1.—Pte. L., aged 23, half-caste Australian aboriginal. Sent 
back from France on Feb. 17th, 1917, suffering from pleurisy ; left side 
affected. Admitted to hospital at Norwich, where he stayed five weeks, 
from which he was sent to Dartford, where he remained eight weeks. 
Arrived eventually at Weymouth In May, 1917, feeling pretty well. 
Next comes a history of three or four days pain in chest on right side; 
cough, with frothy expectoration (no blood), and a difficulty in keeping 
his food down. Readmitted to hospital May 29th, with the provisional 
diagnosis of tuberculous broncho-pneumonia. Moist sounds scattered 
throughout the chest, with harsh breathing at both apices. Following 
admission, morning temperature was 100-101° F., evening temperature 
102-103°; pulse 100-140 per minute; respiration 32-40 per minute. 
Tepid sponging was practised throughout June to control the 
temperature. 

First seen by me about July 10th, when, with the idea of clearing up 
the “mixed infectionon the assumption that the case was tuber¬ 
cular, which it was clinically—and, thereby, bringing down the 
temperature, stannoxyl treatment was begun. Frequent examinations 
of sputum for T.B. were carried out over the period May 30th to 
August 16th; but T.B. were never found; the pneumococcus was 
constantly found. The bacteriological findings in regard to a specimen 
of sputum of July 2nd, examined by culture on serum-agar for the 

S resence of staphylococci, were as follows : No staphylococci Isolated ; 

ut colonies of three sorts of Gram-negative bacilli, one being 
Friedlander ; also a Gram-negative dlplococcus. Another specimen of 
sputum was examined from this point of view on August 7th, w'hen 
Staphylococcus albus was found to be present. 

Chart 1 indicates the progress of the case from the time stannoxyl 
treatment began, or just a little previous to this, until the temperature 
became normal and remained thereafter at or about the normal level. 
The dotted portion of the obart between July 30th and August 3rd 
corresponds to a missing temperature chart, unfortunately lost during 
a change of hospital. , 

Only four stannoxyl tablets (about 1 g.) were taken per day at the 
commencement of treatment, and sometimes even less, as the patient 
was so ill, and one was uncertain what the effect of the stannoxyl 
might be. Indeed, on July 19th, his condition was so bad that an 
injection of pitultrln had to be resorted to. 

Seventeen days after treatment with stannoxyl had begun the tempera- 


from hospital on Sept. 7th to return to Australia. Although still in a 
weak condition at the time of his discharge his temperature, wich the 
exception of evening rises to 100*8° recorded on three occasions, had 
only oscillated 0*5° on either side of the normal all through August; 
his pulse-rate had become on the average 94, his respirations 26; the 
amount of sputum expectorated had greatly diminished ; his appetite 
had become good, and his general condition bad altogether improved, 
the patient being able to get up and move about his ward a few hours 
daily. 

Before his departure he was taking regularly eight tablets of stan- 
noxyl per day. 

Pulmonary Tuberculosis. 

Case 2.—Private W.. aged 19. Joined the Army in January. 1917. 
He caught a cold in February during his training in a camp at Ripon; 
when he had a cough and frequently spat up blood; but he did not 
report sick to his medical officer. The cough eventually passed off, 
and he arrived in France in June, 1917. He was wounded at Ypres on 
August 15th by abullet in the left forearm, which necessitated amputa¬ 
tion of the arm. He was sent to Boulogne, where he remained in 
hospital a few days, and was eventually transferred to Wevmouth, 

arriving here on August 28th. He 
then had a cough and complained 
of always sweating (chiefly in the 
daytime). His physical signs at this 
time (examination Sept. 4th) were : 
Right lung, in front, dullness and 
bronchial breathing at the apex; 
behind, crepitations scattered all 
over the lung Left lung, in front, 
breathing good at the apex, dullness 
and crepitations over lower lobe; 
behind, dullness, especially at the 
base, bronchial breathing at the 
level of the spine of the scapula, and 
coarse crepitations at the base. A 
specimen of sputum examined on 
Sept. 6th revealed the presence 
of T.B. 

Stannoxyl treatment was begun 
on Sept. 8th, 4 tablets (1 g.) being 
taken the first day, 6 the second, 
and 8 per day ever since. Chart 2 
gives a graphic representation of 
the progress of the case, showing 
the response to treatment. 

Systematic examinations of sputa were carried out during the course 
of treatment, to ascertain the effect in vivo of stannoxyl on the 
microbial flora constituting the “mixed infection.” Table I. resumes 
the findings. 

Table I. 


Date. 

Films stained by— 

Culture. 


Ziehl. 

Gram. 


6/9/17 

T.B. 

- 

— 

10/9/17 

• 9 

G. + and G. - 
diplococci, G. - 
diplobaclllus. 

Staph. aureus, streptococcus, 
pneumococcus, meningo¬ 
coccus, M . lelragenus. 

15/9/17 

— 

— 

Streptococcus, pneumococcus, 
meningococcus, M. tetragenus. 

21/9/17 

T.B. 


Streptococcus, meningococcus, 
/>. flavus, G. - cocco-bacillus. 

27/9/17 

•• 

G. - dlplococcus. 

Staph, aureus, pneumococcus, 
D. flavus, yeast cells. 

1/10/17 

*» 

G. + and G. - 
diplococci. 

Streptococcus, pneumococcus, 
meningococcus. D. flavus. 

6/10/17 

No T.B. 

Streptococc u s, 
G. - dlplococcus. 

Staph, albus, pneumococcus, 
streptococcus, D. flavus. 

7/10/17 

T.B. 

G. - dlplococcus. 

Staph, albus, pneumococcus, 
1). flavus, B. diphtheroid, 
two kinds of G. — bacilli.* 

12/10 17 

" 

G. + and G. - 
diplococci. 

Staph, albus , streptococcus, 
pneumococcus, D. flavus, a 
long curved G. — bacillus.* 

19/1017 

No T.B. 

G. -f dlplococcus, 
pneumococcus. 

Streptococcus, pneumococcus, 
meningococcus, if. tetra¬ 
genus, G. - bacillus.* 

25/10/17 

T.B. 

Pneumococcus. 

Staph, albus , streptococcus, 
pneumococcus, I), flavus, and 
G. - bacillus.* 

31/10/17 

No T.B. 

G. + dlplococcus. 

Streptococcus, pneumococcus, 
M. tetragenus, D. flavus. 

12/11/17 

•• 

G. + and G. - 
diplococci. 

Streptococcus, pneumococcus, 
D. flavus, B. Friedlander. 


T.B. = 

T.B. found. 

* Not identified. 


Gram-positive. 


G. - — Gram-negative. 


During the fourth week of treatment, as Chart 2 indicates, the 
temperature fell to normal, and after oscillating for a fortnight more 
or less widely about the normal eventually ran a subnormal course for 
three weeks before settling down about Nov. 7th to oscillate less thaD 
0*5° on either side of the normal. At the same time the pulse- and 
respiration-rates improved, the quantity of sputum became less, the 
appetite became very good, and the patient visibly put on flesh. The 
physical signs also showed improvement, as the following examination 
of Nov. 9th shows: Right lung, at the apex, dullness, prolonged expira¬ 
tion but no crepitations in front; behind, dullness, prolonged expira¬ 
tion, and some crepitations on deop Inspiration; lower lobe, breath 
sounds not very clear, but no crepitations. Left lung, breathing 
normal. 


Since Sept. 29th the patient began to get up, and that no doubt is the 
explanation of the rise of temperature of that date. Since Oct. 6th he 
ture fell sharply to or about normal, and remained so until his discharge | has been going out every day for a short walk. 
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W Case 3.— Private D., aged 19. Joined the Army in November, 1916. 
Admitted to hospital on August 30tb, 1917, complaining of " tightness 
in the chest and cough.” For the few days following admission his 
morning temperature was 100-101° F.,and that of the evening 102-103°; 
pulse-rate 88-110, and respiration-rate 22-24. Physical examination on 
Sept. 7th revealed marked dullness at the right base, diminished 
fremitus and vocal sounds, with deficient air entry. A sputum 
examination of Sept. 9th showed the presence of a few tubercle bacilli, 
while this was confirmed in a second specimen of Sept. 13th, in which 
more bacilli were found. On Sept. 24th there was marked dullness in 
the right axillary space extending from the fifth to the eighth ribs, 
vocal resonance and tactile fremitus were diminished, and the breath 
sounds were distant; the patient had profuse night-sweats. 

Stannoxyl treatment,as indicated on Chart 3, was begun on Oct. 2nd, 
and throughout the treatment numerous bacteriological examinations 
of the patient’s sputum were carried out to ascertain the effect of the 
treatment on the flora constituting his ** mixed infection.” Table II. 
Indicates the findings. _ 

Two weeks after his having been put on stannoxyl we find the tem¬ 
perature reduced to Dormal, or rather subnormal, in which region it 
remained more or less until his diBoharge from hospital on Oct. 30th. 
He was discharged on this date to proceed to a sanatorium, since when 
he has been lost to view. 

In addition to the patient’s temperature becoming normal under the 
influence of the treatment, his general condition showed almost daily 
improvement. His night-sweats disappeared, his sputum became 
markedly less, his pulse- and respiration-rates became more nearly 
normal, and he was rapidly putting on flesh, having gained 8 lb., 
as indicated on Chart 3, between Oct. 11th and 25th. He had been 
getting up ten days and had been taking walks outside five days 
previous to his discharge from hospital. 

Remarks. 

These three cases—one of broncho-pneumonia (? tuber¬ 
cular) and the other two of pulmonary tuberculosis—are of 
particular interest. As cases they constitute a record of the 
first attempt, so far as I am aware, to combat by means of 
stannoxyl the “mixed infection” of pulmonary tuberculosis 

CHART 2. 


conditions of culture in the body are anaerobic, the more 

the stannoxyl would appear to act by rendering the soil unfit 
for staphylococci to live and survive in. That is the condi¬ 
tion met with more particularly in furunculosis. On the 
Table II. 


Date. 

Films stained by— 

Culture. 

Zlehl. 

Gram. 


9/9/17 

T.B. 

- 

- 

13/9A7 

*« 

— 

— 

6/10/17 

" 

Pne umococcus, 
G. — and G. + 
diplococcl. 

Staph, albus, streptococcus, 
pneumococcus, B. proteus. 
B. diphtheroid, G. - cocco¬ 
baclllus. 

7/10/17 

$ 

Pneumococcus, 
G. -f dlplococcus. 

Staph, albus, streptococcus, 
pneumococcus, G. - bacillus 
producing a p^pk-brown 
pigment. 

10/10/17 


Pneumococcus, 
G. - dlplococcus, 
G. - coccobaclllus. 


18/10/17 

No T.B. 


Pneumococcus, B. diphtheroid 
and G - bacillus producing a 
plnk-browm pigment. * 

26/10/17 


Pneumococcus, 
G. + dlplococcus. 

Staph, albus, streptococcus, 
pneumococcus, 3/. letragenus, 
and G. - bacillus producing a 
! pink-brown pigment. 


other hand, in the “mixed infection” of pulmonary tuber¬ 
culosis the conditions of life for the staphylococci and asso¬ 
ciated microbes approach more and more aerobic conditions. 



—infection long recognised as the agent responsible for the 
temperature and which really kills and carries off the patient 
in phthisis. 

In all three cases under the influence of stannoxyl treat¬ 
ment the temperature sooner or later fell to th§ region of 
normal ; in three weeks for the first, in four weeks for the 
second, and in two weeks for the third. At the same time, 
a corresponding improvement 
occurred in the general con¬ 
dition ; the pulse and respira¬ 
tion rates became more nearly 
normal, the sputum expecto¬ 
rated steadily became less, 
the appetite improved, and 
the patients put on flesh. 

Considering, therefore, the 
results achieved in the above 
three cases, out of five which I 
had at my disposition for the 
investigation, the publication 
of their notes to-day seems j us- 
tifiable. The other two cases, 
in a dying condition when first 
seen by me and put on stan¬ 
noxyl, did not survive long 
enough to permit of the drug having a fair trial, their disease 
carrying them off within a week of the commencement of 
treatment. Case 1 has for the time being been lost sight of, 
owing to his discharge from the army and return to Australia ; 
as also Case 3, having been discharged to a sanatorium. 
Case 2 is still under observation and treatment. 

These therapeutic studies, and those already published on 
furunculosis, 1 constitute a complete confirmation of Frouin 
and Grfcgoire’s original in vitro observations. 3 The more the 


At any rate, that would afford an explanation of the 
bacteriological findings recorded in Tables I. and II., where, 
although quantitative diminution in the amount of sputum 
occurred under the treatment, yet qualitatively the “ mixed 
infection ” remained more or less constant throughout. This 
is suggestive that the curative action of the stannoxyl may 
have been in attenuating the virulence of the microbes present. 


How stannoxyl in the soil may bring about the attenua¬ 
tion of virulence is unknown ; but certain experiments of 
Frouin as bearing on the question may be quoted. When 
metallic tin is incorporated in a nutritive medium containing 
alcohol, which is then inoculated with Mycoderma aceti , 
the production of acetic acid in the medium is diminished 
or totally hindered, although the growth of the microbe is 
not interfered with. 1 Also metallic vanadium or a salt of 
vanadium, when added to a nutritive medium inoculated 
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with B. pyocyaneus , favours the development of the microbe 
while hindering the production of pigment. 9 These experi¬ 
ments permit one to suppose that the attenuation of viru¬ 
lence is possibly due to some reaction akin to that which 
electrolytes play generally in activating and in inactivating 
enzymic activities. 0 The question is both an interesting 
and important one, opening up, as it does, new vistas of 
research. 

I wish to express my thanks to Lieutenant-Colonel E. 
Carroll, I.M.S., Captain K. B. Clarke, R.A.M.C. (T.), Dr. 
James Miller, and Dr. S. Penny Snook for kindly placing the 
above patients at my disposal for the purpose of this 
investigation. 
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BLOOD-PRESSURE MEASUREMENTS: 

USES AND LIMITATIONS IN MODERN MEDICINE." 
By Major EUGENE S. KILGOKE, 

MEDICAL OFFICERS’ RESERVE CORPS, UNITED STATES ARMY, 

SAN FRANCISCO. 


This review confines itself necessarily to a limited number 
of points in the broad field covered by the title — points 
which appear to be specially worth consideration by the 
practitioner because they are clinically valuable and in¬ 
sufficiently recognised or because they are widely talked 
about and over-rated. 

Technic. 

Blood-pressure technic has become fairly well standardised 
and its use practically universal. It is still well to insist, 
however, upon the necessity of using a cuff 12 cm. wide, a 
mercury column for pressure gauge or one of the spring 
instruments which is checked up from time to timp against 
mercury, the securing of mental and muscular relaxation 
by the patient when measurements are taken, and the use of 
the simplest indices for locating systolic and diastolic 
reading points. The exact relation of clinical readings, 
both systolic and diastolic, to the true blood pressure is still 
a matter of academic interest and discussion, but the 
important thing clinically is very simple — merely the 
establishing of definite normal standards and the interpreta¬ 
tion of figures within or without these limits accordingly. 
So long as our technic gives results with a fairly uniform 
relation to the true pressure clinical demands are met, and 
the test or a good index is its ability to give constant results. 

Normal standards for systolic pressure have long been 
established according to the simple palpatory technic, and 
I fail to see justification for the recent tendency to resort 
to more complicated methods. The oscillatory method, still 
used with some of the graphic instruments like Erlanger’s 
and with spring instruments like the Tycos and von Reckling¬ 
hausen and by some even with mercury manometers, and 
still referred to by certain writers as the standard of 
accuracy, I have shown to be particularly untrustworthy in 
clinical work. 1 The auscultatory method, as shown by 
Berkley, Rowe, Stabler, and myself, 1 gives results most of 
the time which are just about as good as those of simple 
palpation; but not very infrequently there are cases in 
which the arterial sounds are far from clear, and occa¬ 
sionally those in which auscultatory readings are definitely 
lower than those made with the finger. Published recogni¬ 
tion of this long-observed fact has recently appeared in an 
article by Taussig and Cook. 1 As shown in Fig. 1, ausculta¬ 
tory readings are usually higher by 5 to 15 mm. Hg than 
palpatory readings, and for this reason the feeling has gained 
ground that auscultatory readings are nearer the true blood 
pressure. As already indicated, however, it is not the 
absolute truth of the readings which is of clinical value but 
only definiteness and constancy in the relation of the 
readings to the true pressure ; so that even if the supposition 
about increased absolute accuracy of the auscultatory readings 

* From the Department of Medicine and the Student*’ Infirmary, 
University of California. 


were true, it would not mean that they are superior for 
clinical use. As a matter of fact, however, it is probable 
that the auscultatory readings are actually farther from the 
truth than the palpatory readings, since in the reported experi¬ 
ments in which palpatory readings were compared with 
actual intra-arterial pressure in human subjects the former 
were found to be too high ( 4 *). For this reason, as well as 



Fig. 1.—Systolic measurement* of normal young men. Solid line 
showo result of 915 palpatory determinations on 314 individuals; 
dotted line 908 auscultatory measurements on 186 individuals. 
Recumbent position. Ages 16 to 36 years, mostly 17 to 19 years. 

for simplicity and convenience, the palpatory systolic method 
is prescribed for use by interns and students in the University 
of California Hospital. 

Diastolic readings are best made by the auscultatory 
method, the change of sound,” or fourth phase, being used 
when it is clearly marked, otherwise the disappearance of 
sounds. Which point most nearly corresponds to true 
diastolic pressure is still a matter of dispute, but is not of 
great clinical importance. Record is made of the criterion 
used, and in comparing cases it is understood that the change 
of sound represents a point usually 5 to 10 mm. of mercury 
higher in relation to the diastolic pressure than the dis¬ 
appearance of sounds. 

Practical Applications. 

The practical applications of blood-pressure measurements 
are few in comparison with the number and size of the 
volumes written on the subject. Certain associations are of 
the greatest importance, particularly that of high pressure 
with nephritis, pregnancy toxaemias, and acute cerebral 
pressure; and abnormally low pressure with Addison’s 
disease. 

Since myocarditis, cachexia, and other conditions respon¬ 
sible for low pressure are as a rule outspoken, a decidedly sub¬ 
normal pressure is of great value in the diagnosis of Addison’s 
disease. The lower limit of normal systolic pressure, how¬ 
ever, as indicated in the books, is as a rule too high. Thus 
the lower limits of normal for young adults, according to 
Janeway, is 100, to Wiggers 100, to Norris 103, and to 
Goodman 120. Fig. 1 shows the results of systolic pressure 
measurements of healthy young adults taken during the 
course of medical examinations for admission to the State 
university. It is in substantial agreement with the results 
obtained by Lee' at Harvard University, and shows that 
while with the palpatory method the majority are within the 
commonly assigned limits of normal, a not inconsiderable 
number are below 100, and an occasional one as low as 85 
or 90. 

The upper limit of normal systolic pressure also needs a 
little more elasticity than is usually given to it in the books, 
especially if the auscultatory method is used. Fig. 1 shows 
that in a considerable proportion of healthy young men 
under the conditions of a first examination, at least, the 
auscultatory systolic pressure is above 140 and occasionally 
considerably higher. By the palpatory method only 2 per 
cent, are as high as 145 to 150. It should be stated that the 
men who showed these high figures were followed until we 
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were satisfied that they were normal; and the extreme 
figures shown in Fig. 1 would not appear if first measure¬ 
ments were excluded. 

Even after ruling out high figures due to excitement, &c., 
the diagnostic significance of hypertension is frequently in 
doubt between nephritis, arterio-sclerosis, and so-called 
“idiopathic hypertension.” The diagnosis “idiopathic 
hypertension” or “hyperpiesis ” will have at times to be 
made; but if the pressure is sustained at a high level — 
180 mm. of mercury and over — the chances are great that 
kidney lesions are present. Almost all autopsies of indi¬ 
viduals who have carried habitually a pressure of 200 mm. Hg 
or over show renal changes (Lee T ), though at times it is 
problematic how far these changes are chargeable as causes. 
Many are undoubtedly minor incidents in widespread 
arterial disease. The importance of blood pressure to the 
obstetrician and the brain surgeon is well recognised and 
need not be discussed here. 

The peculiar 'increase of leg over arm " systolic measure¬ 
ments when the patient is horizontal and the increase in 
pulse pressure are at times of considerable value as confirma¬ 
tory evidence in the diagnosis of doubtful cases of aortic 
insufficiency. They are also useful in estimating the extent 
of aoitic valve damage. 

A valuable and little known 9 use of the blood-pressure 
apparatus is found in the recognition of pulsus alternans, 
which for prognosis is the most important and, at the same 
time, the most easily overlooked form of cardiac irregularity. 
In such cases, at times even those difficult to recognise by 
other means, it is simple to adjust the cuff pressure between 
that of the large beats and the alternate smaller ones, so 
that only every other pulse sound is heard. 

In these instances blood-pressure determinations are of 
great positive value in clinical medicine, playing as they do 
an essential part in diagnosis, and also helping in prognosis 
and treatment. Their value is tremendously enhanced by 
the fact that in the earlier stages of arterial and renal disease 
hypertension is often the only sign of trouble. And when to 
this is added the extreme simplicity and definiteness in 
making the observations as contrasted with the uncertainty of 
blood-pressure guesses from feeling the pulse, the importance 
of the sphygmomanometer is seen to be very great. 

A sharp distinction should be drawn, however, between 
the few conditions already mentioned and the many others 
in which blood pressure is of distinctly minor or negligible 
importance, notwithstanding the amount of writing on the 
subject. Many facts have been contributed concerning 
blood pressure in a large number of conditions — tuber¬ 
culosis and many other fevers, ductless gland disorders, 
nervous and mental diseases; bldod-pressure in high alti¬ 
tudes, in the tropics, in various races, &c. ; but while many 
of these researches have academic interest, little of positive 
clinical value has come from them. Blood-pressure findings 
which have been supposed to be characteristic of this or 
that disease have too many exceptions or tend to show the 
characteristic changes only in the advanced cases when 
other clinical features are distinctive. 

Blood Pressure in Functional Diagnosis. 

The hopes that blood pressure would be a reliable 
functional index, and therefore a guide in the treatment 
of febrile and other circulatory disorders, have mostly met 
with disappointment. And the disappointment might have 
been predicted if the significance of blood pressure had been 
more clearly recognised. The rate of blood flow, the 
number of cubic centimetres per minute passing through the 
capillary system, is the thing which determines the efficiency 
of the circulation, and this may undergo extensive changes 
without any corresponding alteration of pressure, at least of 
systolic pressure. The reason for this is that one of the 
factors (increased heart output) making for increased rate of 
flow also elevates the pressure, while the other (vaso¬ 
dilatation) tends to lower pressure. So that, while it is 
often true that heart failure is accompanied by a reduction 
of blood pressure from a previously normal or elevated 
level, it also frequently happens that, together with a weak 
heart*contraction and small output, there is enough peri¬ 
pheral obstruction to keep the pressure high. It is not 
unusual even to see moderately high pressure, when a patient 
enters the hospital with cardiac decompensation, changed to 
normal pressure with improvement of the circulation. 

In fevers, particularly typhoid fever and pneumonia, little 
practical value has resulted from the many efforts to 


interpret the condition of the circulation from blood-pressure 
readings. For several years at the University Hospital we 
have undertaken a continuous study of these cases, systolic 
and diastolic-pressure readings being made every four hours, 
the same as the pulse and temperature records, but so far it 
is not possible to say that these pressure determinations have 
proved of much value in the conduct of the cases. Gibson’s 
rule 1 * in the prognosis of pneumonia has attracted much 
attention, and several investigators have confirmed Gibson’s 
statement that “ a pressure appreciably below the normal in 
pneumonia is invariably of evil omen, and any considerable 
fall bodes disaster. When the arterial pressure, expressed 
in ram. Hg, does not fall below the pulse rate expressed in 
beats per minute, the fact may be taken as of excellent 
augury, while the converse is equally true,” Our experience, 
however, is that, while Gibson’s rule may be true in many 
desperate cases, where the prognosis would be very guarded 
anyway, in the more doubtful cases it is of no particular 
value, as the unfavourable picture, according to Gibson, will 
not develop until an hour or so before death. Newburgh and 
Minot 11 recently have come to similar conclusions. ' 

Diastolic Pressure. 

My remarks so far have related mainly to systolic 
pressure. Increasing interest in the last few years has 
been taken in diastolic and pulse pressures. Some have 
thought diastolic pressure a better index than systolic 
pressure of what is normal or abnormal, for the reason 
that it is nearer the mean pressure and in a given case is 
usually more stable and less affected by excitement or other 
accidental disturbing influences. To my mind, however, this 
advantage, if it be such, is offset by the greater uncertainty 
which we a have found to be connected with the diastolic 
readings. Moreover, after a considerable number of researches 
on'the subject there is still lack of agreement as to which 
auscultatory phenomenon indicates diastolic pressure, the 
change from a loud to a dull tone or the final disappearance 
of arterial sounds. In most of these studies the standard 
for comparison was the oscillatory method, which, as already 
indicated, is highly unreliable itself. The two criteria, 
though usually 5 to 10 mm. apart, have no constant relation, 
and may differ by a large amount or by practically nothing. 3 
And if one attempts to confine himself to either index, many 
cases will be encountered in which it is anything but clear 
cut. 

These facts argue rather strongly for retaining systolic 
pressure, with its long-established normal standards, as the 
most important blood-pressure determination. The diastolic 



of sound criterion) on 183 individuals; dotted line 720 measurements 
of pulse pressure on 177 individuals (difference between auscultatory 
systolic readings and “ change of sound ” diastolic readings). Recum¬ 
bent position. Ages 16 to 36 years, mostly 17 to 19 years. 

pressure as found in a series of normal young men entering 
college is shown in Fig. 2. It will be seen that the absolute 
range of variation among these measurements is practically 
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as great as among the systolic measurements shown in 
Fig. 1, so that relatively the dispersion among the diastolic 
measurements is greater. 

Pulse Pressure. 

The same considerations naturally speak for conservatism 
in the use of pulse pressure; for, being the difference 
between systolic and diastolic pressures, its error is a com¬ 
posite of the errors from both of these readings. So that 
before making any attempt to interpret pulse pressure, in 
the absence of a large series of concordant readings, we 
should discount deviations probably up to at 
least 10 or 15 mm. of mercury. 

But even after liberal allowances for obser¬ 
vational errors the field is by no means clear 
for making pulse pressure the basis for un¬ 
restricted deductions about the behaviour of 
the circulatory organs. The temptation to use 
pulse pressure in this way is natural enough 
and has often been yielded to. Indeed, on 
theoretic grounds such attempts are quite justi¬ 
fiable. Thus, many years ago Strassburger 1 * 
claimed that the quotient of pulse pressure 
divided by systolic pressure was of value in 
showing the part played by cardiac work and 
also vascular resistance. According to him, 
if the quotient remains unchanged increase in 
systolic pressure means increased heart work, 
and vice versa; while increase in systolic 
pressure with an approximately equal fall in the quotient 
means increased vaso-motor tonus. In a similar way 
Fuerst and Soetbeer 12 suggest the use of a modified 
Strassburger formula, viz. 

_pulse pressure_ 

diastolic pressure -f-1/3 pulse pressure. 

In 1904 Erlanger and Hooker, 18 and in 1906 von Reckling¬ 
hausen, 1 * proposed the product of pulse pressure multiplied 
by pulse rate as an index of the rate of blood flow, and hence 
of heart activity. Three years ago Barach 15 suggested the 
use of a so-called “ energy index ” to indicate the expense 
of cardio-vascular energy. He multiplies the pulse rate 
by the systolic pressure and by the diastolic pressure, 
and adds the products to obtain the index (S.D.R. index). 
Stone 16 excited considerable interest in this country by pro¬ 
posing to use the quotient of pulse pressure divided by 
diastolic pressure as an index of so-called “heart load.” 
Vater he modified his claims for this formula. 17 

It is impossible here to go into the theoretical merits of 
these propositions, but from the standpoint of clinical 
applicability the following two criticisms may be made 
which apply to all of them : First, pulse-pressure measure¬ 
ments, as already mentioned, are subject to considerable 
error under the best conditions; and, secondly, several 
factors affect pulse pressure beside the thing usually sought 
after—namely, the amount of blood ejected from the heart. 
Vaso-constriction and dilatation have a considerable effect 
6ven when confined to the area at which the examination is 
made, for, as Klemperer showed, a marked difference in 
pulse pressure between the right and left arm of the same 
subject can be obtained by heating one arm and cooling the 
other. Of course, generalised arterial changes will alter 
pulse pressure, and, as already mentioned, Strassburger 
attempted to judge the condition of the arteries from the 
pulse pressure. Moreover, normal arteries in a normal state 
of tone have quite different degrees of distensibility when 
subjected to different grades of internal pressure ; and this 
results, of course, in different pulse pressures. And the 
problem is further complicated by the fact that these three 
variables do not necessarily vary proportionally to each other. 
Add to these facts the further consideration that on the 
cardiac side volume output is not the only factor to influence 
pulse pressure, but that very slight differences in ejection¬ 
time may, through its effect on the inertia of the pulse wave, 
have a great influence on pulse pressure, and it will be seen 
that pulse pressure is a very complicated quantity, and that 
its exact interpretation would be difficult even if its deter¬ 
mination were a matter of great accuracy. Fig. 2 shows the 
wide range of pulse pressures obtained in the examination of 
healthy young men. In Fig. 3 is shown the distribution of 
the same measurements after each pulse pressure is divided 
by the corresponding diastolic pressure—i.e., this figure 
represents the variations among normals of “heart load” 
according to Stone’s formula. The dispersion is still great. 


The various other relations of pulse pressure to systolic and 
diastolic pressures have not been worked out in these cases ; 
but it is evident that any set of ratios constructed from these 
figures would show great variation. 

It appears justifiable, therefore, to regard with scepticism 
any formula which proposes in terms of any moderate 
alterations of pulse pressure to classify clinical cases as 
normal or abnormal. And even in following the progress 
in a given case, as, for example, a case of internal concealed 
haemorrhage (Wiggers lg ), much caution must be exercised. 


Another attempt to gauge heart efficiency with the blood- 
pressure apparatus was the method described in 1910 by 
Goodman and Howell. 19 With falling cuff pressure the 
so-called “tone phases” were auscultated below the cuff, 
and the second and third phases (the murmur and the 
following clear sound) were considered to be related to heart 
strength, and the first and fourth phases to heart weakness. 
Normally they considered that the sum of second and third 
phases should be about 75 per cent, of the total pulse 
pressure. Fig. 4 shows large variations above and below 
this amount obtained in observations on normal young men. 

In addition to these attempts to utilise blood-pressure 
readings in functional diagnosis several functional heart 
tests have been proposed which involve, among other obser¬ 
vations, measurements of blood-pressure responses to exercise 
or other manoeuvres. It is impossible here to discuss these 
tests further than to suggest that their failure to come into 
more general use will probably be found to be due to the fact 



Fig. 4.—" Tone phases.” In each case the sum of second and third 
auscultatory “tone phases” is divided by the pulse pressure, and 
these quotients are charted as percentages of the pulse pressure. 
Based on 221 observations on 104 normal young men from 16 to 36 
years of age. Subjects recumbent. 

that the responses of normal subjects vary considerably and 
overlap the results which are supposed to indicate heart 
weakness. And it is doubtful if such tests of the circulation 
will ever compare in value with a careful history and physical 
examination, including due consideration of the patient’s 
own sensations after exercise. 
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Fig. 3.—Pulse pressure in relation to diastolio pressure. Same measurements as shown 
in Fig. 2, but here in each case the pulse pressure Is expressed as a percentage of the 
corresponding diastolic determination (change of sound). 
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Summary. 

Experience has shown great practical clinical value of 
blood-pressure measurements in connexion with a limited 
number of conditions—namely, arterial and renal diseases, 
cerebral pressure, pregnancy toxaemias, Addison’s disease, 
and, to less extent, aortic insufficiency. Before attributing 
pathological significance to the measurements, however, 
wider normal limits (both systolic and diastolic) should be 
recognised than those generally indicated in the books. 
Figures from normal young adults are presented in sub¬ 
stantiation of this statement. An important and little-known 
application of the blood-pressure apparatus is its use in the 
detection of pulsus alternans. It is urged that systolic 
pressure be retained as the most important measurement, and 
that the simple palpatory technic be used. 

Blood-pressure determinations in general have fallen short} 
as clinical indicators of circulatory function. Pulse pressure, 
and consequently the various formulas in which it is 
involved, depends upon too many factors to be a very useful 
index for any of them. Great variation is shown among 
pulse-pressure measurements of normal persons. The same 
criticism is shown to be applicable in the case of the 
auscultatory ‘ 4 tone phases. ” 
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FIVE CASES OF RAPID DECEASE IN 
YOUNG MEN. 

By ADOLPHE ABRAHAMS, M.D. Cantab., 

M R.C.P. Lond., 

MAJOR, B.A.M.C. ; OFFICER-IN-CHARGE MEDICAL DIVISION, 
CONNAUGHT HOSPITAL, ALDERSHOT ; 

AND 

N. F. HALLOWS, M.D. Oxon., D.P.H., 

PATHOLOGIST, CONNAUGHT HOSPITAL, ALDERSHOT. 


The five cases described below appear of sufficient 
interest to publish, partly because of the clinical and patho¬ 
logical details which they individually supply, and partly 
because of certain accidental features which, notwithstand¬ 
ing essential differences, justify their collection in a group. 
Their occurrence in comparatively young men in rapid 
succession—they were admitted to the Connaught Hospital, 
Aldershot, within one week—is also of interest. 

Case 1.—Pte. F. B.. aged 26. was admitted as a case of bronchitis on 
account of “dyspnea." No history was forthcoming save that he was said 
to have been ill for several days. Interrogation was Impossible owing 
to the patient’s extreme deafness; he was a sufferer from chronic otitis 
media. The “dyspnoea” in question was soon recognised to be air 
hunger, and a provisional diagnosis of uraemia was made, partly upon 
tbia feature and partly upon the condition of a heart clearly hyper¬ 


trophied to the left without showing cardiac disease of any kind. No 
urine was obtained. The blood pressure was not taken. The patient 
suddenly and unexpectedly collapsed and died within two hours of 
admission. 

Post-mortem. —The kidneys exhibited very little renal substance and 
were obviously in a state of chronic interstitial nephritis, the weight 
of the pair being 4} or.. The heart weighed 18± or., and except for great 
hypertrophy of the left ventricle was normal. 

No history of antecedent renal disease was ever obtainable, 
but the presence of a chronic otitis media suggested the 
possibility of scarlet fever in childhood. 

Case 2.-Pte. S., aged 30, was admitted the following day, very livid 
and in a condition of extreme respiratory distress. The dyspnea being 
identified as “air hunger” by the medical officer who had been in 
charge of the previous case, a diagnosis of uraemia was made (with 
precocious confidence), more especially as the left ventricle was much 
hypertrophied and the maximum systolic blood pressure was 180 mm. 
Again no urine was forthcoming, and the patient was far too exhausted 
to give the history of this or any previous illness. It was, however, 
noted that the temperature w’ab 103° and that a distinct cardiac diastolic 
murmur was present. Owing to the patient’s Intense distress careful 
examination was impossible. Venesection was at once performed. 
Death occurred just 35 minutes after admission. 

Post-mortem.— The kidneys were found healthy in sire and structure. 
The heart was much hypertrophied, especially the left ventricle; 
weight 18 oz. The free edges of the aortic cusps were greatly thickened 
but not ulcerated ; the mitral valve showed an extreme degree of 
button hole stenosis. The lungs exhibited an early stage of red 
hepatisation. 

This pair of cases seem to us to be an excellent example 
of two familiar fallacies. The first is the traditional expecta¬ 
tion of encountering a second example of some relatively 
rare condition very shortly after one has appeared. The 
second is that of diagnosing a case on a general superficial 
resemblance to something one has recently seen. No amount 
of persuasion to the contrary will destroy the inclination to 
rely on a supposed tendency of rarities to run in couples and 
trios ; and although teachers of medicine are perpetually 
pointing out the folly embodied in the second fallacy, no 
amount of experience appears to render one immune 
thereto. 


Case 3.—Pte. K., a German prisoner, aged 32, admitted intensely 
cyanosed and dyspncelc. T. 104°. There was a history of a recent 
illness of a ffw days’ duration. Very few signs were present in 
the chest. Venesection was performed. Death occurred within 12 
hours of admission. 

Post-mortem.— The lungs showed acute general bronchitis and con¬ 
gestion. The other viscera were congested, but exhibited no obvious 
morbid change, save that scattered areas of early necrosis in the liver 
were visible. A pure culture of a streptococcus was obtained from the 
lung; culture from the spleen was negative. 

Death in this case appeared to be due to a primary strepto¬ 
coccal toxaemia or septicaemia. 

Case 4.—Pte. M., aged 29, admitted collapsed and pallid with a 
history of frequent copious hajmatemeses. At the time no history of 
antecedent illness was obtainable, but subsequently it was ascertained 
that about six months previously haemoptysis (? haematemesia) had 
oocurred. On account of the patient’s profound collapse a very incom¬ 
plete examination was made. Death occurred eight hours after 
admission, the patient developing coma for the last six hours. In all 
probability the morphia administered contributed substantially to this 
state. 

Post-mortem.— The dominant feature was a large spleen—30 oz., 
exhibiting subcapsular ha?nsorrhagea. The stomach showed submucous 
hamorrhages. mainly on the lesser curvature. The intestines contained 
blood from the ileum onwards. The liver was small and studded with 
numerous yellow umbillcated nodules of varying size. These were 
shown afterwards to be composed of fibrous tissue, w ith a peri-lobular 
distribution. The blood (examined post mortem) contained no myelo¬ 
cytes. A section of the spleen demonstrated the presence of nucleated 
red cells. 

Diagnosis, splenic anaemia. 

Case 5—Corporal H.. admitted as Influenza among a large number 
of apparently similar cases. Routine examination discovered great 
impairment of the right base, evidently due to presence of fluid. On 
exploration a syringeful of perfectly clear colourless fluid was extracted. 
This peculiarity, coupled with the feature that the patient was a New 
Zealander, led to an immediate diagnosis of hydatid of the lung. On 
examination of this fluid, however, no hooklets were found. On the 
following day the patient's respiratory distress was very much Increased. 
The heart was pushed over to the left and the presence of a pneumo¬ 
thorax with most typical signs was unmistakable. Death occurred 
suddenly 24 hours after admission. 

Post-mortem.— The right lung was found to be collapsed. On incision 
the whole of the middle lobe was seen to be occupied by a cyst, which 
on removal left a cavity 7 cm. In diameter. The lining wall of the cyst 
was extracted Intact without difficulty. The cyst had pointed on the 
anterior surface, where pulmonary tissue was represented by nothing 
more than the external wall of the cyst. There was no evidence of 
daughter cysts. The lining membrane on incision was found to be a 
unilocular cyst containing some slightly stained turbid fluid. The wall 
was everywhere covered with granular bodies, shown microscopically 
to be scollces of Tcenia echinococcus, both invaginated and extruded. 
The liver was carefully examined, but there was no evidence of other 
cysts either in this viscus or elsewhere. 
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A CASE OF HYPOADRENIA SIMULATING 
INTESTINAL OBSTRUCTION. 

By H. M. Rashbbook, M.B., B.S. Lond., 

MAJOR, R.A.M.C. (T.C.); 

AND 

F. W. Carter, M.B., Ch.B. Aberd. 

The difficulties of diagnosis of adrenal disease without 
Ihe characteristic Addisonian syndrome are well recognised, 
and a typical case having come under our care it has been 
thought worth while to record it. 

A soldier, aged 19, first came under the care of one of us In August, 
1915, with a typical attaca of acute appendicitis; appendix with 
gangrenous tip removed ; uninterrupted recovery. Patient was re¬ 
admitted to hospital on Nov. 29th, 1917, and stated that on rejoining 
his unit after his last illness he had an attack of faintness on a march 
and was again in hospital for six weeks. Since then lie had been 
subject to periodic attacks of abdominal pain and vomiting, accom¬ 
panied by constipation. Pain usually was In epigastric region; 
occasionally radiated into right iliac fossa. The attacks had necessitated 
his being invalided from the service. 

His illness when seen for the second time had started seven hours 
previously. On admission pale and collapsed; epigastric pain. 
Vomiting was present, at first bilious, later developing a somewhat 
faecal odour. Constipation extending over previous day or two was 
also admitted by patient. T. 95° F., P. 110. Palpation of abdomen 
elicited tenderness in epigastrium and In right Iliac fossa radiating 
from old operation scar downwards and inwards. A provisional 
diagnosis of intestinal obstruction due to adhesions from former attack 
of appendicitis was made. 

The collapse was treated by rest, warmth, and stimulants. An 
enema gave a good though constipated result, and the general 
condition greatly improved. Vomiting ceased, though local pain and 
tenderness remained. The pulse also became less rapid and stronger, 
but still did not become quite normal In force. 

In a day or two patient felt quite well except for feeling of fatigue on 
exertion. He was allowed up for a little each day and seemed to suffer 
no inconvenience, but retained to some extent a pinched and cold 
appearance. The bowels were kept moved regularly by administration 
of liquid paraffin eaqh evening. Beyond sllghtdiminutlon of percussion 
note and few fine crepitations at apices o? lungs in front a general 
physical examination revealed no signs of organic disease. Examina¬ 
tion of sputum for tubercle bacillus negative. 

On Dec. 6th, another attack of abdominal pain with repetition of 
previous vomiting occurred. At this time it was noticed that deep 
palpation over abdominal scar produced a feeling of nausea. Same 
treatment as during previous attack; recovery equally rapid and 
marked. It was then decided to explore the abdomen, but it was not 
until the end of December, when the general condition had improved, 
that this procedure was considered advisable. 

On Jan. 5th, two days before date of proposed operation, a third 
attack developed. The abdominal pain recurred ; vomiting *ot so 
prominent as previously. Marked syncopal symptoms with great 
dilatation of pupils were also present. Patient's general condition 
became worse; death occurred same evening. 

On account of our inability to understand the sudden 
termination of the case, permission was obtained for a partial 
post-mortem examination. 

The abnormal findings In a routine examination of the abdominal and 
thoracic viscera were as follows: —- 

Pleura.— A few fibrous adhesions at right apex. Lungs.— In right 
apex a small fibro-caveous patch with some calcification about size of 
two-shilling piece. Heart.—Free margin of mitral valve showed fringe 
of organised granulations; valve appeared healthy. 

Stomach.— Somewhat dilated ; musculature thinned. Large intestine. 
—Pew adhesions between lower end of caecum and parietal peritoneum ; 
not such as could cause any obstruction. A small healed dimple marked 
site of appendix. Mesen ten/. —Glands throughout palpable. 

Kidneys and suprarenale.— Considerable fibrosis of perirenal struc¬ 
tures, particularly in upper part; careful dissection was necessary to 
separate suprarenals from surrounding tissues. The adrenals were not 
altered in shape or Increased In size. On section both were found to be 
the seat of caseous degeneration with a few scattered calcareous 
particles. 

The mesenteric glands and adrenals were sectioned. Microscopic 
examination of glands showed only small round-celled infiltration. 
Sections of suprarenal bodies showed that for the most part the 
glandular cells had been replaced by degenerated caseous masses, but 
outside these giant-cell systems could be clearly distinguished. In a 
few places the cells composing cortex of glands could still be defined, 
but even these for the most part showed cloudy swelling and Irregular 
staining. 

Langlois, Gourfein, and others have demonstrated by 
animal experiments that ten-elevenths of the suprarenal 
bodies can be destroyed without the general body metabolism 
being so disorganised as to cause death. In the case here 
noted the adrenal destruction seems to have reached a very 
considerable degree before the final issne occurred. Lewin 
pDints out from an analysis of published cases that in 


28 per cent, no pigmentation occurred. At the present 
time the exact cause of the pigmentary changes in 
Addison’s disease does not seem to have been ascertained 
with any degree of certainty. In this case we suggest that 
it may possibly be due to the fact that not sufficient time 
elapsed between onset of disease and patient’s death to allow 
it to occur. 

Ebstein and Zaudy have recorded the occurrence of cases 
of suprarenal disease with predominant abdominal symptoms, 
but we have not be able to ascertain the frequency with 
which they occur. Owing to the previous abdominal 1 history 
and the symptoms of partial obstruction which responded to 
the usual methods of treatment the probabilities seemed to 
point to the clinical diagnosis made. * It was not until the 
post-mortem examination revealed disease of the suprarenal 
capsules that the symptoms here recorded were viewed in 
their proper perspective and recognised as another elinical 
entity—namely, hypoadrenia. 


A DEVICE FOR PREVENTION AND 
TREATMENT OF ADENOIDS. 

By Isabel Ormiston, M.B., 

MEDICAL INSPECTOR OF SCHOOLS, TASMANIA. 

When in 1914 a non-operative method of treating adenoids, 
discovered by Mrs. E. Handcock, was brought under my 
notice, I was not merely sceptical, but openly scoffed at the 
idea I was bound to admit, however, that after two years’ 
residence in a children’s hospital and three years’ medical 
inspection of school children I was not satisfied with the 
results of the usual operative treatment ; as such a large 
percentage of cases remained mouth-breathers and continued 
to suffer from nasal catarrh. In many cases also the growth 
returned. 

Description of Method. 

This new treatment consists in the production of a sneeze 
by lightly touching the nasal septum near the tip of the nose 
with a slightly irritant adhesive powder, made from powdered 
iris root and soap. The powder is not sniffed up into the 
nose. 

The effect of the sneeze is to expel the catarrh or muco-pus 
from the nose and the adjacent sinuses. This stimulation 
should be repeated till a “dry’’sneeze results. The free 
flow of lymph which accompanies the sneeze acts as a most 
efficient washout, and no doubt sets, too, as a natural 
protective fluid against the bacterial invasion present in 
adenoids. 

The children who are old enough to blow their noses are 
then taught a handkerchief drill. They stand in line, and 
at the word of command they grasp the bridge of the nose 
and raise the elbow to the height of the shoulder, and then 
blow forcibly The position of the elbow automatically 
expands the lungs and ensures a strong current of air being 
forced through the nose, which is held at the bridge to 
prevent pinching of the nostrils. 

Demits. 

Under the supervision of Dr. Octavia Lewin an experi¬ 
mental clinic of this nature has been in existence for six 
months at the Roll of Honour Hospital for Children, 
Harrow-road. The committee is so satisfied with the results 
that it is to he continued as part of the hospital routine. 

I have been observing this simple method of treatment for 
the past four years and have found the results most 
gratifying. The first marked improvement is curiously 
enough in the digestive system. The dyspepsia and con¬ 
stipation, which are so common an accompaniment of 
adenoids, are the first symptoms to disappear. Perhaps 
some student of reflex action could explain this. We know 
that the nose is an early indicator of indigestion, alcoholism, 
and gout; so perhaps it is not surprising if the digestive 
system can be reflexly affected by a nasal stimulus. 

Deafness due to the blocking of the Eustachian tube also 
disappears quickly. 

The time taken for the shrinkage of the growth varies. 
Generally speaking, the younger the child the quicker the 
results. A great deal depends on the intelligence of the 
mother, as the treatment must be carried out every day. In 
older children and adults with nasal obstruction a certain 
amount of manipulation of the head and neck is necessary 
to stimulate the lymphatic circulation. 
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One of the chief advantages of this form of treatment 
is that large numbers of school children should be treated 
simultaneously at little cost. School nurses could be 
quickly trained to carry out the treatment under the 
supervision of the medical inspectors of schools. At the 
present, when, owing to the shortage of staff, the out¬ 
patients’ departments of the various hospitals find it 
impossible to cope with the number of cases from the 
board schools, it seems the ideal moment to introduce the 
system into our schools. 

A clinic has lately been started at the Westminster Health 
Association, Greek*street, Soho, where the enthusiasm of the 
mothers over the improvement in their children is most 
encouraging. 

Illustrative Cases. 

The following are notes referring to a few of the cases 

treated:— 

Cask 1.—Male aged 34. Seen April, 1913. Difficulty in breathing; 
slept with mouth open ; slightly deaf; one eye squinted slightly ; 
frequently constipated ; distended abdomen. Out-patient for two years 
at Royal Free Hospital and afterwards at Great Ormond-street. In 
April was taken to Central London Nose, Throat, and Ear Hospital, 
where operation for adenoids was advised. He was then treated by the 
above method for three months, and treatment was kept up for 
another three months by the mother at home. In August, 1913, the 
father wrote as follows: “ Our boy is in splendid health. Eyes are 
straight; deafness gone. Sleeps well with closed mouth, and has 
grown considerably in height and Increased in weight.” 

Case 2.— Male aged 10. Suffering from asthma and adenoids. This 
boy was in such a generally weakened state that the medical man 
under whom he w*s placed for the treatment of asthma advised his 
mother to try the Handcoek treatment for adenoids before resorting to 
operation. Was treated from June 18th to July 27th, having as a rule 
three treatments each week, which were afterwards carried on by his 
mother at home. In November the mother wrote as follows : “1 feel 

sure It will interest you to know that I took M-the other day to see 

the doctor who had examined him before, and found adenoids and 
advised operation. He was delighted with bis improved appearance, 
and said the adenoids had totally disappeared, and that he was better 
and stronger in every way.” 

Case 3.—Male aged 42. Passed on to me by oculist. Complained 
ci.iefly of headaches, which lasted from 8 to 12 hours daily. The con¬ 
dition had existed 15 years and was not relieved by spectacles. On 
examination patient found to have nasal obstruction due to a deflected 
septum and thickened mucous membrane. He also bad a calcareous 
ridge round the occipital region and calcareous nodules in tissues of 
bade of neck. These were broken up by manipulation and patient 
made to sneeze dally. At the end of a fortnight he had two days’ 
complete freedom from headaches. The treatment was continued for 
another t hree weeks, during which time he rarely had a headache which 
lasted more than an hour. I then gave patient instructions how to 
carry on the treatment and have not heard from him since. 


$ebiffos anb JUtires af JJooks. 


Diseases of the Nervous Sy stent : A Text book of Neurology 
and Psychiatry. By Smith Ely Jelliffe, M.D., Ph.D., 
Adjunct Professor of Diseases of the Mind and Nervous 
System, New York Post-graduate Medical School and 
Hospital ; and William A. White, M.D., Professor of 
Nervous and Mental Diseases, Georgetown University, &c. 
Second edition, revised, rewritten and enlarged, with 
424 engravings and 11 plates. Philadelphia and New 
York : Lea and Febiger. 1918. Pp 938. Price §7.00. 

Apart from the larger and more ambitious systems and 
encyclopedias of neurology, this is one of the first text-books 
of one Tolume, we believe, to embrace the whole of neurology 
from diseases of the sympathetic system to insanity. The 
authors are surely justified in their contention that all 
mental disease is nervous disease and that the distinction 
between the two is artificial. Further, they have in down¬ 
right fashion refused to admit the claims of certain internists 
to filch from neurology the diseases of the ductless glands, 
maintaining rather that the 41 endocrinopathies ” are but a 
part of vegetative or visceral neurology, as indeed they are. 
The scheme of this stimulating volume accordingly follows 
a division of the nervous system into three levels of 
functional activity, the vegetative, the sensorimotor, and 
the psychic. 

The first is a study in itself, of ever-widening importance ; 
within its limits is found an immense variety of disturb¬ 
ances of visceral mechanisms as yet far from being 
adequately differentiated into recognisable syndromes. 
Impairment of function of glandular, gastro-intestinal, 
genito-urinary, vascular, respiratory, cutaneous, bony, and 
other systems on their nervous side has been sadly neglected 


ate a subject of clinical study, but a glance at the hundred 
pages allotted to this in the text-book will serve to demon¬ 
strate the richness of the symptomatology that is growing up 
round these topics and at the same time reveal the serious 
gaps in our present knowledge. We notice that the authors 
place the muscular dystrophies or myopathies under the 
endocrinopathies, in our view, somewhat prematurely; even 
where there is more justification, as, for instance, in the 
case of myasthenia gravis and possibly myotonia congenita, 
the origin of the disease in a defect of endocrine glands 
cannot be said to be clearly established. 

Sensorimotor neurology, the ordinary organic neurology 
of the schools, is, of course, much better systematised and 
more thoroughly investigated. The authors have succeeded 
in compressing a remarkable 'amount of information into 
the 450 pages of this section, and, on the whole, the material 
is well apportioned. The relative meagreness of certain 
paragraphs may, no doubt, be set down to the desirability of 
coneiseness. More attention, we think rightly, has been 
given to the exposition of group syndromes than to particu¬ 
larities of individual diseases, a method which avoids much 
overlapping. 

As for the third section, the “psychical or symbolic 
systems,” comprising some 200 pages, it is also remarkably 
complete within its limits. The authors are frankly Freudian 
in their outlook, attributing neurasthenia, e.g., “in most 
instances,” to “excessive masturbation or frequent pollu¬ 
tions ”— a point of view which has little to commend it, and 
appears to us unworthy of the critical spirit the authors 
elsewhere evince. This slavish following of a “master” 
does not appeal to English neurology. 

The volume is nothing if not up to date. All the newest 
work in neurology and psychiatry is at least touched on, and 
the student will find paragraphs on dystonia musculorum 
deformans, dyssynergia cerebellaris progressiva, apraxia, 
cyclothymia, Alzheimer’s disease, and so on, which are not 
to be found in many other text-books. The illustrations are 
many and valuable, especially the diagrams. In this con¬ 
nexion the authors appear to have borrowed far more illus¬ 
trations than are original; in fact, they seem to have been 
able to obtain from other sources the pick of neurological 
drawings. The charts that are the conspicuous feature of 
Dejerine’s “ Semiology ’* are all here also. The printing is 
clear and the index is good. As a compendium of our 
knowledge in neurology and psychiatry the book is unusually 
satisfactory and reflects credit on the industry and wide 
reading and research of its compilers. 


Locomotor Ataxia: An Introduction to the Study and Treat - 
ment of Nervous Diseases. By William J. M. A. Maloney, 
M.D. Edin., Neurologist to the Central and Neurological 
Hospital, New York, &c. Illustrated. London and New 
York: D. Appleton and Co. 1918. Pp. 299. Price 
15*. net. 

The avowed plan of this book is somewhat out of the 
common. Tabes dorsalis is taken as the “ text,” so to speak, 
from which to give an exposition of a great deal of clinical 
anatomy and physiology which may be subsequently applied 
to other diseases of the nervous system. Thus there are long 
chapters on disturbances of reflex motor function, sensory 
function, attitude and movement, of the vegetative nervous 
system — all as exemplified by tabes, and no doubt of value 
to the student. The book in its first part really constitutes 
a kind of introduction to the study of the nervous system, 
and as such is worthy of note. 

The second part is devoted to an elaborate description of 
the treatment of tabes and of its symptoms, mainly ataxia, 
by the author’s methods, which are modified from, and it 
may be an improvement on, those of Frenkel, of Heiden. 
In a word, the keynote of the method is the removal of 
competing visual images by blindfolding the ataxic patient, 
thereby ensuring his dependence on such postural images as 
he retains and facilitating their re-establishment. Apparently 
the author has had encouraging results. 

Where there is so much attention given to the minutiae of 
one disease we should have liked to see an attempt to 
explain the mechanism of the Argyll Robertson pupil. No 
reference is made to the experimental work of Karplus and 
Economo in this connexion. Among the visceral crises nasal 
and uterine varieties are not given a place. Gowers s work 
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on the auditory atrophy of tabes is omitted. The expectation 
of life of the tabetic is given as “at least two-thirds that of 
the average healthy man." Marie and Mooquot have shown 
that it is even higher than that. There are a fair bibliography 
and a number of good illustrations. 


Disease* of Occupation and Vocational Hygiene. Edited by 
George M. Kober, M.D., LL.D./and William C. 
Hanson. London : Wm. Heinemann (Medical Books), 
Limited. 1918. Price 32*. net. 

Tits present war has brought home to nations as never 
before their dependence upon industry to supply them with 
material for offence and defence, and just now, when in this 
country the profession is looking forward to a Ministry of 
Health, attention is being specially directed to the effect of 
industrial occupation upon health and upon the production 
of disease. A new branch of preventive medicine is rapidly 
coming into being, a branch concerned with the environment 
of the workshop in contrast to the public health of* the 
past concerned with the environment of the home. De¬ 
velopment on these lines is needed to meet the altered 
conditions of the working classes ; it is needed, and indeed 
is overdue, for industrial medicine has not kept pace with 
the advance in industry which took place in the last 
century. Those who recognise the need are looking for some 
standard source of information containing knowledge on the 
subject as it stands to-day, and the publication from 
America of the volume under review is opportune. Probably 
there will be few examining its contents who will not be 
astounded at the size of this new field of medical science, 
astounded at the advances made, astounded that they have 
practised among an industrial population in entire ignorance 
of it all. The day is past when a doctor can be content to 
treat his patients, the majority of whom are industrially 
employed, with no knowledge of how they spend their lives 
or of the influences injurious to health to which they are 
daily exposed. Industry and industrial processes are ever 
altering and expanding without consideration for the health 
of the workers. The living organism reacts to these influences 
in new and unexpected ways, which may even be associated 
with injury to limb and danger to life. “At hercule homini 
plurima ex homine sunt mala.” The practitioner of the 
future must acquaint himself with what goes on within the 
factories in his district as well as within the homes. 

This volume is undoubtedly of great value and will remain 
as a book of reference ; but the editors set themselves a hard 
task by seeking contributions from among authorities living 
in different countries. Each author appears to be a law unto 
himself unchecked by the editors ; considerable overlapping 
has occurred; divergence of opinion may be detected, and 
omissions are noticeable. Such matters, however, may be 
rectified in a subsequent edition and may only be taken as 
indications of the rapid increase of knowledge on the subjects 
discussed. Although English writers contribute we note that no 
reference is made to the following : Professor A. E. Boycott’s 
work on ankylostomiasis among Cornish miners ; the report of 
the Home Office Committee on the use of lead compounds in 
the painting of buildings ; the report of the Royal Com¬ 
mission on Metalliferous Mines and Quarries (with its im¬ 
portant conclusions on fibroid phthisis, which have justified 
the Act just passed giving compensation for silicosis of the 
lungs); the report of the Home Office Pottery Committee 
(the basis of the splendid code of regulations now controlling 
that industry) ; the work of H. C. Ross on pitch cancer ; 
the report of the Compensation Committee on Dupuytren’s 
contraction ; Prosser White’s book on Occupational 
Dermatitis. 

Probably, although this book was only published this year, 
it was too late to contain more than a passing reference to 
the recent work put out by the Health of Munition Workers 
Committee. This is especially unfortunate, as the section 
devoted to industrial fatigue is somewhat inadequate to the 
importance of the subject. The food question also and the 
industrial canteen have received more attention in this 
country recently (paiticularly from Major Greenwood and 
Leonard Hill) than is indicated. The same reason may 
account for the omission of the whole question of toxic 
jaundice and aplastic anaemia due to tetrachlorethane and 
the nitro-derivatives of benzine—e.g.. T.N.T., which has 
been so carefully worked out in England. 

A general criticism may be made that the space devoted 
to descriptions of processes and industries is too great for 


those ignorant of the trades to whom descriptions without 
personal inspection are of little value and too small to be 
useful to those already acquainted with them. This fault 
is, however, one common to most treatises on occupational 
hygiene. The editors have aimed high, and if their aspira¬ 
tions have not been entirely fulfilled, nevertheless they are 
to be congratulated in getting together much useful know¬ 
ledge on a subject of rapidly increasing interest and 
importance, and they should be rewarded by an early call 
for a second edition. Should this happily occur, the sugges¬ 
tion is worth making that the volume should be divided 
into two separate works—one dealing with the hygiene of 
industry and the means which it affords for healthy life to the 
community, and a second dealing with occupational disease 
and the way in which industry falls short of its high calling. 


Hysterical Disorders of Warfare. By Lewis R. Yealland, 
M.D., Resident Medical Officer, National Hospital, 
Queen-square, London. With Preface by E. Farquhar 
Buzzard, M.D., F.R.C.P., Lieutenant-Colonel. R.A.M.C. 
London: Macmillan and Co. 1918. Pp. 252. Price 
Is. 6 d. net. 

Dr. Yealland’s readable volume on the hysterical disorders 
of warfare appears at a time when it is likely to prove of 
immediate and practical usefulness to the medical pro¬ 
fession. Considerable numbers of cases of hysteria are 
being dealt with in special and in general military hospitals, 
large and small, and by boards, pension committees, and 
individual medical men. Such cases cannot be satisfactorily 
handled for therapeutic purposes except by active, intelligent, 
immediate, persuasive tactics on the part of the individual 
who will devote himself to each particular case. Treatment 
cannot be allowed to devolve on deputies if successful results 
are to accrue; the problem is that of one mind versus 
another, and its solution demands unremitting application 
on the part of the therapeutist. The reward is worth the 
mental labour, however, for in this field, above all others, 
nothing succeeds like success, and each cure is not merely 
an incentive for further triumphs, but is a potent factor in 
the establishment of that easy and reliable self-confidence 
the possession of which is half the battle. 

Various methods of psychotherapy are in vogue at 
present for the treatment of hysteria. The exponent of 
hypnotism, or psycho-analysis, or of suggestion without 
apparatus may obtain results satisfying to himself and 
pleasing to his own views of the nature of hysteria ; others, 
less concerned with psychological theories, may give the 
patient a whiff of ether aDd obtain just as good and as 
lasting effects. Dr. Yealland is an accomplished exponent 
of treatment by means of a combination of electricity and 
mental persuasiveness, which in his hands, judging by his 
records, has proved literally irresistible. Apparently he has 
not had one single failure out of hundreds of cases, for 
which he deserves cordial congratulations. Every variety of 
hysterical phenomenon has been met and successfully com¬ 
bated ; not merely the simple case of flaccid palsy of short 
duration, already half-cured by auto-suggestion ere the 
seance begins, but the complex and difficult case of 
functional spasm of accommodation, which has required 
many hours of continuous treatment for its exorcism. Dr. 
Yealland enters into the minutest details of his particular 
technique, and a perusnal of his selected cases will provide 
adequate information for all who desire to learn and practise 
this particular method. Incidentally, the author uncon¬ 
sciously reveals the secrets of his unfailing success — 
ingenuity of application of the method, nimbleness of mind 
in the presence of unforeseen hitches, imperturbability of 
temper, patience and persistence which have gone to almost 
incredible lengths, enthusiasm, above all, an insight into the 
mind of the sufferer without which no amount of electricity 
would effect a cure. 

If there is no special analytical investigation of the 
phenomena from a psychological standpoint, the value of 
the method is not thereby lessened. Dr. Yealland shows 
how potent is the fact of relief of symptoms in itself re¬ 
enforcing and consolidating the therapeutic gain, so that 
instances of relapse are few and far between. The book is 
written in an easy, colloquial style, and, apart frpm the 
details of the method in a large variety of cases, also contains 
useful diagnostic criteria between organic and functional 
nervous disease. 
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The Drug-supply after Four Years 
of War. 

This country lias depended upon overseas sources 
for its supply of most of the important vegetable 
drugs before the war; and before the war the 
whole world drew practically all it needed in the 
way of the so-called “ newer remedies ” from 
Germany. But when need drives we can do without 
Germany. It is true that all drugs are relatively 
scarce and many of them very costly at the present 
time, but among the thousand and one materials 
inside and outside the Pharmacopoeia those which 
are absolutely unprocurable can be counted on the 
lingers of one hand, while it is perhaps safe to say 
that not a single essential drug has entirely vanished 
from the shelves of our chemists’ shops — a tribute 
to the power of our Navy. When the market 
sections of the drug papers speak of a drug as 
being scarce it must not necessarily be inferred that 
the drug is being produced only in small quanti¬ 
ties; the accurate inference is that the quantity 
available for distribution through the druggists 
to the civil population is greatly reduced, for we 
must remember that the demand for drugs from 
the medical services of our own and our Allies’ 
Armies has to be met first. This is a not unim¬ 
portant point, and we draw attention to it in order 
to emphasise the fact that when a drug is reported 
to be scarce it does not mean that sick and wounded 
soldiers lack the proper remedial agents. Then, 
again, it is common knowledge that glycerin is 
difficult to obtain and that castor oil of the 
best quality cannot be bought in the open 
market. But there is no intrinsic scarcity of 
either of these substances; they are being produced 
in quantities far exceeding the pre-war output, 
but the whole of the production is required 
for purposes other than those medicinal. Thus, 
taking a broad view, we have much to be thankful 
for. Notwithstanding the U boats, trading vessels 
are bringing to port those vegetable drugs that 
cannot be produced in our soil and climate, 
and though freights are amazingly high, cargoes 
much reduced in weight, and ships less frequent 
and longer in passage, the storehouse is never 
empty. If there is no Turkish opium to be had 
there is a sufficiency of Persian; if we do not 
import quinine from Germany we can secure a 
goodly proportion of the product of the Dutch 
factories, or we can make quinine here from the 
cinchona bark of Java. 

The keeping up of a regular supply of synthetic 
products presents a wholly different problem. 
Germany had, as everybody knows, secured a 
practical monopoly of the dye industry, and the 
synthetic production of drugs was an offshoot 
of that industry. When war broke out nobody 
foresaw how long it would last, and nobody 
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appears to have begun at once to make pre¬ 
parations to produce synthetic drugs on a scale 
adequate to supply the country’s needs in the 
event of a long war. The American chemists were 
not hampered like our own manufacturers were, 
and they got to work before us. But the necessity 
of establishing a fine chemical industry in this 
country was recognised in due course, and, after the 
initial problems had been solved, our chemists 
were able to produce some of the more com¬ 
monly prescribed compounds in commercial quan¬ 
tities. In France, Spain, Holland, Japan, and 
especially in Switzerland, and even in some of 
our own overseas dominions, the drug industry 
has now been established. The result is that the 
world has been able to make itself independent of 
Germany; and if it can do this in war-time we may 
be sure that it will be able to do it when labour 
becomes plentiful and the scarcity of raw materials 
is no longer a factor to be reckoned with. In his 
altogether admirable address at the Fifty-Fifth 
Annual Meeting of the British Pharmaceutical 
Conference, Mr. C. A. Hill, the President, mentioned 
salicylic acid, aspirin, phenacetin, hexamine, and 
saccharin as substances which are being produced 
here on a regular scale. He did not extend the list 
further, but he did something more reassuring ; 
for he said flatly, that “ whenever a particular 
substance has been required for a particular 
purpose, British chemical science plus British 
chemical industry have not failed to produce it 
in requisite amount and of requisite purity within 
a reasonable time.” Now all this is true enough, 
but it is important, in v\ew of the future, to add 
Mr. Hill’s proviso that, “ questions of cost apart, 
the thing can be done.” Lord Balfour’s Committee 
on Trade After the War recommended that during 
a specified period British manufacturing chemists 
should be given very generous protection, so as to 
encourage them to establish here the synthetic 
drug industry on a large and permanent basis. 
We hope that the “ questions of cost ” will not 
be too far “ apart.” This class of drug can and 
should be produced here at a price which will allow 
of the products being sold for sums approximating 
to those which they would fetch if imported 
from abroad. 

We have sufficient confidence in the chemical 
skill and commercial acumen of our manufac¬ 
turers to believe that the public would not suffer 
unduly as a result of the protection recom¬ 
mended. The President of the British Pharma¬ 
ceutical Conference in his address did not make 
the mistake of leading us to think that we had 
made any remarkable progress in the synthetic drug 
industry. We have made a good beginning, it is 
true, but the manufacture of some of the drugs 
mentioned has been, as he told the Conference, an 
industry ad hoc. Obviously this Will not meet 
after-war conditions, for the production of synthetic 
drugs on an economical scale must necessarily be 
part and parcel of a large and general scheme. It 
is in the imaginative lay mind that the danger lies, 
and it is to be hoped that the Exhibition of British 
Scientific Products now being held at King’s College 
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THE CASE-MORTALITY OF INFECTIOUS DISEASES. 

The annual report of the Metropolitan Asylums 
Board for 1917 appears in the abbreviated form to 
which the exigencies of war have accustomed us. 
But the absence of charts and tables does not do 
much to diminish the interest excited by the 
changing values of the case-mortality for the 
various common infectious ailments. In the case 
of scarlet fever and diphtheria the death-rate 
has not altered materially. Together these two 
infections account for more than three-quarters of 
the total admissions to the hospitals of the Board, 
and the death-rate is therefore built on large 
numbers. The figures for 1917 were 1*9 and 6’7 
respectively, being only a single point different 
from the 1916 figures, plus in the case of scarlet 
fever, minus in the case of diphtheria. It is 
apt to be forgotten that while in the last 
decade of the nineteenth century the case- 
mortality of diphtheria rapidly fell, as a result 
of antitoxic treatment, from over 30 to its present 
figure, the case-mortality of scarlet fever has fallen 
in about the same proportion, but more gradually, 
from year to year since the earlier “ seventies,” 
when it was above 12, to its present value below 2. 
In the case of the four other acute infectious fevers 
with which the Board has dealt during the year 
the death-rate shows in each case a rise of 
roughly one-quarter on the 1916 figure. For¬ 
tunately in the case of enteric and cerebro-spinal 
fevers the total number of admissions is but 
small—enteric, 172 ; cerebro-spinal, 101—but none 
the less the death-rate of 17*3 in the former and 
53*7 in the latter is worthy of serious thought. 
Progress in regard to both has been on the side of 
prevention rather than of treatment. The total 
deaths are such as to warrant more continuous 
effort than has yet been given to improvement in 
the clinical treatment of these diseases. The 
numerical aspect is quite otherwise in the two 
remaining infectious fevers of uncertain etiology. 
2951 cases of measles were admitted during 1917 to 
the hospitals of the Board, and of these 11*7 per 
cent, died; 391 cases of whooping-cough, and of 
these 13*4 per cent. died. The death-rate in the 
case of whooping-cough is the highest on record, 
in the case of measles higher than any figure 
since 1911. In neither instance, of course, does 
the death-rate of patients in the Board's hos¬ 
pitals give any clue to the average case-mortality 
outside, because it is only the cases with serious 
complications, for the most part broncho pneumonia, 
* which are admitted. But making all allowance 
for this circumstance, the figures in the 1917 report 
reveal measles and whooping-cough once again as 
the dangerous plagues which they are to the town 
child under present social and hygienic conditions, 
and justify any possible speeding-up of the scheme 
for home nursing which the Local Government 
Board has set in action and subsidised by grants-in¬ 
aid. _ 


DRIED VERSUS CONDENSED MILK. 

The official resume (The Lancet, July 13th, 
p. 55) of Dr. F. J. H. Coutts’s report to the Local 
Government Board on the role of dried milk in 
infant feeding has brought us an eloquent plea 


from across the channel for the claims of sweetened 
condensed milk for hand-fed babies, and at the same 
time for an international solution of such a many- 
sided problem as the artificial feeding of infants. 
Our correspondent. Dr. P. Lassabli^re, is chef de 
laboratoire to the Faculty of Medicine in Paris, and 
speaks on the basis of an experience of several 
years with more than a thousand hand-fed babies, 
of whom some hundreds were brought up exclu¬ 
sively on condensed milk. The passage in the 
Local Government Board’s resume on which he 
bases his remarks is as follows:— 

Sweetened condensed milk is often used for baby feeding. 
Dried milk has the advantage, when made up with the 
proper proportion of water, of containing the essential food 
elements in a proportion more suitable for the baby than 
when full-cream sweetened condensed milk is used. The 
latter, if made up so as to give the right proportion of fat, 
has a very excessive amount of sugar. This is not good for 
the baby, who usually becomes fat and dabby, and is liable to 
suffer from diseases such as rickets, Ac. 

Dr. Lassabli6re states that all the babies under his 
care brought up on condensed milk showed a normal 
growth and no signs of scurvy or rickets after 14-18 
months or more of its use. More than this, in a 
number of babies whose growth had been retarded 
by digestive troubles, a change to condensed milk 
was accompanied by a return of digestive power 
and of normal development. He has seen no 
harm follow the excess of saccharose in the milk 
mixture, and agrees with Dr. J. I. Fanz, of 
Jefferson Medical College, in believing 1 that even 
in young babies saccharose is hydrolysed by the 
enzyme “ invertine ” to an extent not generally 
admitted. Dr. Lassabli&re finds in the laxative 
action of the saccharose a definite point of value 
for the hand-fed infant, which would justify the 
excretion of a certain quantity unchanged, if this 
is in fact what takes place. He quotes with 
approval Professor Lo Monaco’s recent observations 
on the influence of saccharose on the digestive 
glands. Finally, he explains the divergent experience 
of medical men in regard to the effect of condensed 
milk on babies by the different dilutions adopted, 
and to some extent by the differing quality of the 
brands of milk on the market. Unsweetened con¬ 
densed milk he considers positively dangerous. Dr. 
Lassabli£re concludes his letter with an excursus 
on fashions in medical theories and opinions, and 
asks to have condensed milk judged by the test of 
controlled clinical observation. In this country at 
the moment the shortage of sugar might stand in 
the way of such a test._ 

NASAL BREATHING IN THE TOWN CHILD. 

To snivel or to snuffle is such a familiar habit of 
the small child in poorer town areas that it excites 
no interest and barely any annoyance in the family 
circle, the mother or elder sister being content to 
wipe away with any old rag the mucus or muco-pus 
actually visible outside the nose. But it is the 
secretion within the nasal cavities which alone is 
of importance, and its accumulation effectually 
prevents the free nasal breathing which is as impor¬ 
tant to healthy development as free nutrition and 
excretion. Some relation between adenoid vegeta¬ 
tions in the naso pharynx and chronic nasal catarrh 
is generally recognised, although doubt may arise as 
to which is cause and which is effect. In a clinical 
note which we publish this week Dr. Isabel 
Ormiston deals with a method of treating adenoids 
by means of a nasal drill designed to keep the 

i New York Medical Journal, 1915, i., 253. 
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breathing passages free from obstruction by secre¬ 
tion. Older children are taught regularly to blow 
their noses without constricting the orifice in a 
way which expands the chest at the same time. 
In children too young to do this the same 
result is obtained by the application of an 
iris-root snuff to produce sneezing. Dr. Ormiston 
admits that she was sceptical of the method when 
it was brought to her notice by its inventor, but 
after trying it herself for four years and in an 
experimental clinic for six months with Dr. 
Octavia Lewin, she has become convinced of its 
value. In children with adenoids she finds the 
first improvement in the digestive system, followed 
by relief of deafness and by a steady shrinkage in 
the adenoid growths. Both the cases which Dr. 
Ormiston cites were found to be better in the 
summer, the usual history with such children, and 
it may be contended that the method is only likely 
to be successful in cases where ordinary systematic 
breathing exercises would also have succeeded. 
But there is no doubt that the drill is an 
effective way of performing the very necessary 
nasal toilet, and results on a larger scale will be 
looked for with interest. 


SPIROCH/ETAL BRONCHITIS. 

More than ten years ago Castellani discovered 
in Ceylon a form of bronchitis, due to a microbe 
which he termed Spirochceta bronchialis. Since 
that time cases have been described in various 
parts of the world. At a recent meeting of the 
Academie de Medecine of Paris Dr. H. Violle 
reported what appear to be the first cases of this 
curious affection observed in France. During three 
months he has seen 30 cases in the naval hospital 
of Saint-Mandrier, Toulon. The sputum is bloody, 
viscid, and of a uniform rose tint resembling goose¬ 
berry juice. The colour is not observed in any other 
affection, and hence is diagnostic. Dr. Violle there¬ 
fore proposes the title “ bloody bronchitis.” Some of 
the patients were admitted with the diagnosis of 
phthisis, but repeated examinations of the sputum 
failed to reveal the tubercle bacillus. On the con¬ 
trary, smears stained with nitrate of silver showed 
spirochfetes, sometimes innumerable, of all forms 
and dimensions, some long and fine, others thick 
and squat, with various undulations. Often these 
organisms were almost in a state of purity, some¬ 
times they were associated with other microbes. 
Blood examination revealed slight anaemia, pro¬ 
bably due to the repeated haemoptysis. The affec¬ 
tion is relatively benign; the onset is insidious, 
the general condition is good! there is no fever, but 
headache occurs. The pulmonary signs are slight 
and sometimes are absent. Often they are those 
of ordinary bronchitis, sometimes of apical bron¬ 
chitis, or of congestion of the bases. Cough is 
frequent and may be painful. The sputum sometimes 
is abundant and may regularly be haemorrhagic or 
muco-haemorrhagic alternating with muco purulent. 
Relapses are frequent. It is important to recognise 
the affection, as it is very contagious. It appears 
to have been introduced into France by Asiatic 
troops or workers, or by troops which had been in 
the Levant. The disease has become acclimatised 
in France—in the south, at any rate. A quarter of 
the patients were Frenchmen. The affection may 
be complicated by graver affections, such as tuber¬ 
culosis, pneumonia, or broncho pneumonia, the 
germs of which evidently enter the lung through 
the breaches made by the spiroclicetes. A look-out 
should be kept for the carriers. 
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THE REAL BOTULISM. 

The most recent monograph (No. 8, July 31st, 
1918) of the Rockefeller Institute for Medical 
Research is devoted to a clinical and experimental 
study of botulism by Dr. Ernest C. Dickson, from 
the Stanford University Medical School at San 
Francisco. Dr. Dickson’s interest in the subject 
dates from an outbreak which occurred in 
December, 1913, after a banquet in a students' 
club house, when the only article of food taken 
by all the 12 students attacked was a salad of 
string beans (presumably the equivalent expression 
for our runner beans) prepared at the home of 
one of the members of the club. The B. botulinus 
was not recovered from the organs of the one 
student who died, and all the salad had been eaten, 
leaving none to examine ; but the clinical picture 
was typical of botulism, and the peculiar type of 
thrombosis in the blood-vessels of meninges and 
brain, since shown experimentally to be charac¬ 
teristics of botulism, was first demonstrated in the 
fatal case by Professor W. Ophuls, pathologist of 
Stanford University. Since this time Dr. Dickson 
has investigated a number of outbreaks on the 
Pacific coast of America, and has succeeded in 
isolating three strains of the infecting organism, 
twice from the crops or gizzards of chickens which 
had died after eating string beans or discarded 
maize, and the third time from a can of string beans, 
fellow to one which caused poisoning among a party 
of 15 at an hotel dinner at Escondido, California, in 
January, 1917. In this as in other outbreaks the 
most striking symptom was progressive muscular 
weakness, especially marked in the muscles of the 
head and neck and called by the expressive name 

limber-neck” when it occurs in domestic fowls. 
In one outbreak the condition is described thus:— 

“ There was extreme tlaccidity of the muscles of the neck, 
allowing the chin to rest upon the chest or the head to fall 
backward if not supported when the patient was elevated. 
It was a common occurrence to see a patient move her head 
with her hands, and one girl who had long braids used them, 
with the head of the iron bed as a pulley, to swing her head 
into position when she wished to move. The head could be 
rotated and held from falling to either side, but the anterior 
and posterior supports were Tacking.” 

The monograph will be read with keen interest 
by all those who found a close resemblance to the 
symptoms of botulism in the epidemic encephalitis 
of a few months ago. Dr. Dickson’s monograph is 
of special value because it shows that botulism, 
while endemic in the United States and compara¬ 
tively common on the Pacific coast, is not essen¬ 
tially a meat poison, but may also occur in canned 
vegetables and fruits. He advocates a campaign of 
education to inform those who can fruits and 
vegetables of the danger of infection with 
B. botulinus . 


Colonel William R. Smith, M.D. Aberd., D.Sc., 
F.R.S.Edin., Sheriff of the City of Loudon, professor of 
forensic medicine in King’s College, Loudon, and Principal 
of the Royal Institute of Public Health, is a candidate for 
the Parliamentary representation of the Universities of 
Scotland. 

The identity of Mr. A. Stanford Morton may not 
have been generally recognisable under his official descrip¬ 
tion as Dr. Andrew Morton in the list of honours conferred 
by the King of Italy (The Lancet, August 17th, p. 215). 

By an Order in Council, dated August 14th, the 
provisions of the Parliament and Local Elections Act, 1918. 
have been extended to the election of Members of the 
General Medical Council by registered practitioners resident 
in the United Kingdom, the effect of which is to extend the 
terra of office of the existing Direct Representatives until 
Deo. 31st, 1919. 
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THE BRITISH SCIENTIFIC PRODUCTS 
EXHIBITION. 


AN inspection of this interesting exhibition showed that 
there were in all 14 sections distributed amongst the class¬ 
rooms, theatres, hall, and corridors of King’s College. Many 
sections related to great industrial processes, as those con¬ 
cerned in the production of textile fabrics, paper, ferrous 
and non-ferrous metals, glass, refractory materials (firebricks, 
carborundum). We confine ourselves, however, to brief 
notices of those products which have an important bearing 
on the position of medical science. These sections all told 
the same story ; they served to illustrate our dependence for 
supplies in the past on enemy countries and our independ¬ 
ence for these supplies in the future. It is obvious that 
the exhibits could not complete the tale of our scientific 
indolence in the past, since many products have been 
obtained which it would not be in the public interest to 
exhibit. The sections of direct interest to medical men were 
three in number: Section I., Chemical Products and Pro¬ 
cesses ; Section IV., Optical Apparatus ; and Section VIII., 
Surgical, Bacteriological, and Pathological Appliances. 

Section I.— Chemical Products and Processes. 

This section was perhaps more eloquent than any other of 
the resources of British science, particularly in the direction 
of building up synthetics. The Gas Light and Coke Co., of 
Beckton, E. 16, for instance, exhibited a most interesting 
series of chemical substances chiefly the products of coal tar, 
the parents of so many synthetic drugs, amongst which may 
be mentioned beta-naphthol, salicylic acid, acetyl salicylic 
acid (the aspirin of German manufacture), ammonium salts, 
and cyanogen products. In addition, there were fine 
specimens of carbolic acid in both glacial and detached 
form. Messrs. Evans, Son, Lescher and Webb, Ltd., 
of 56, Hanover-street, Liverpool, showed an attractive 
series of drugs, all evidencing careful scientific preparation. 
Amongst these were atropine and hyoscyamine, bismuth 
tribromophenol (hitherto familiarly known as xeroform), 
chlorophyl, hexaraine, lanoline, salvarsan and sodium 
sozoiodolate, and thymol, formerly imported from Germany, 
but now obtained from raw material grown in India. 
Messrs. Evans, Gadd, and Co., of 100, Fore-street, 
Exeter, exhibited fine examples of lysol. The exhibit 
of the British Drug Houses, Ltd., uf 22 30, Graham- 
street, City-road, N. 1, comprised some 80 samples of 
chemical preparations representative of the extension 
in the domain of fine chemical manufacture which 
this company has made duriDg the war to meet the 
demand for products hitherto obtained from Germany. 
These included bismuth, tribromophenate of bismuth 
(German xeroform), thymol iodide (German aristol), 
iodatol (German iodopin). Similarly were shown micro¬ 
scopic reaeents and dyes and standard analytical reagents, 
all formerly supplied from Germany. Altogether this 
exhibit was a quite impressive one, having regard to the 
object of demonstrating that what the Germans 
could do the British could do. Messrs. Boots 
Pure Drug Co., Ltd., of Nottingham, presented an 
interesting series of fine pharmaceutical products ; amongst 
these were acriflavine, acetanilide, aspirin, atropine and 
its salts, butyl chloral hydrate, cantharadin, chloramine, 
and di-chloramine T, digitalin, halozone, hexamine, homa- 
tropine and its salts, hyoscyamine, phenetidin, proflavine, 
saccharin, salicylic acid, soluble aspirin, theobromine salicy¬ 
late, and tropine. Amongst the exhibits of The Bradford Wool 
Extracting Co., Ltd., of Pit Lane Mills, were some fine 
chemicals, including phenacetin, salicylic acid and its 
derivatives, and acetanilide. As examples of chemicals 
illustrating the manufacture from raw potash material 
produced in this country, the British Cyanides Co., Ltd., of 
Oldbury, Birmingham, exhibited specimens of carbonate and 
bi-carbonate of potash, the permanganate, ferrocyanide, and 
chloride. The products of the “Wellcome” Chemical Works 
(Messrs. Burroughs, Wellcome and Co., Snow Hill Building, 
London, E.C.) formed an interesting exhibit of synthetics, 
notably kharsivan and neokharsivan, replacing the 
German salvarsan and neo-salvarsan. Similar replaced 
products were hexamine (syn.. German urotropine), phen- 
acetin, aspirin, among a number of fine chemicals used 


in medicine. Pilocarpine, atropine, eserine and homa- 
tropine and their salts were made on a commercial 
scale by this firm several years before the war broke 
out, and the researches carried out in their labora¬ 
tories have produced “ ernutin,” a synthetic product 
presenting the active therapeutic principles of ergot, and 
emetine hydrochloride and emetine bismuth iodide. The 
Chemical Research Laboratory of the University of 
St. Andrews contributed some instructive specimens illus¬ 
trating the manufacture of synthetic drugs in this country. 
No less than 25 fine chemicals, including novocain and ortho- 
form, were shown and now prepared on the manufacturing 
scale by processes developed in the above laboratory since 
the outbreak of the war. Luminescence chemicals were the 
attractive feature of the exhibit of the Cold Chemical Co., of 
13, Canal-road, Kingsland-road, N. 1. Amongst these were 
calcium tungstate, the basis of X ray intensifying screens, 
and cadmium tungstate and synthetic willemite fluorescent 
materials for the same screens. Sir William Crookes 
exhibited specimens of anti-glare glass, which, used in 
spectacle lenses for our troops and airmen, is doing good 
service, and also in munition work in which the workers are 
exposed to powerful light and heat rays. By the addition of 
various metallic oxides the glass acquires the dual property 
of arresting both the ultra-violet and the heat radiations. 
Messrs. Hedley and Co., of 120, Harrow-road,* Leytonstone, 
showed specimens of ethyl chloride, bromide, and other 
related ethers used in anaesthetic practice. Ethyl chloride 
was manufactured in Germany to the extent of hundreds of 
tons both for the manufacture of pharmaceutical products 
and “intermediates” in dye production. An interesting 
series of organic compounds, the manufacture of which has 
been undertaken since 1914, was exhibited by Messrs. Thomas 
Kerfoot and Co., of Bard si ey Vale Mills, Bardsley, Lancs. 
These included “ kerocain ” (Kerfoot’s novocain), phenacetin, 
acetyl salicylic acid, and a number of chemical materials 
essential in the manufacture. Messrs. Boake, Roberts, of 
Carpenter s-road, Stratford, London, had a very interesting 
collection of organic salts, including acetates, formates, buty¬ 
rates, and salicylates, and there were also shown specimens 
of formaldehyde, paraldehyde, and hexamine. Such is a 
rapid review of the more important preparations of 
medical interest in this section, all illustrating our inde¬ 
pendence of enemy supplies in the future, and the remark¬ 
able results which have followed our awakening to the need 
of applying science to the production of many essentials in 
medical practice. 

Section IV.— Optical Apparatus. 

The exhibits in this section are the outcome of this country 
finding itself at the outbreak of the war cut off from a supply 
of optical glass required in the construction of gun-sighting 
telescopes, field-glasses, and other service instruments. The 
essential constituent of certain glasses is potash, of which 
Germany possesses favourable sources. Now ample supplies 
of potash of high quality are produced by electrolysis in 
this country, with the result, as Professor R. A. Gregory says, 
that “glass-makers will never need to go to Germany again 
for this substance.” We refer to the important results shown 
in this section because they clearly have a bearing upon the 
efficiency of medical investigation in which good lenses are 
a sine qua non , as in laryngoscopy, microscopic work, and 
bacteriology. 

Section VIII.— Surgical, Bacteriological, and 
Pathological Appliances. 

The importance of a supply of high-quality glass in medical 
practice was further illustrated in the exhibit of artificial 
eyes by Mr. Albert E. Waters, of the Empire Works, Mole- 
street, Sparkbrook, Birmingham. Prior to the war, it is 
stated, the major portion of the artificial eyes used in this 
country were imported from Germany. These eyes are 
now superseded by a British-made artificial eye superior 
to the German article in every particular. Messrs. Allen 
and Hanburys, Ltd., of 48, Wigmore-street, London, W., 
exhibited an improved cystoscope, giving large-field 
upright image and sharp definition. Constructed on the 
same principles is a cystoscope for the combined 
irrigation of the bladder 'and catheterisation of the 
ureters. It is fitted with channels through which ureteral 
catheters can be passed, and there is also an improved 
rubber valve which can easily be rendered sterile and 
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replaced when necessary. The British Laboratory Ware Asso¬ 
ciation, Ltd., of 24, Martin’s-lane, Cannon-street, London, 
E C., exhibited well-known forms of apparatus used in bac¬ 
teriological practice ; all testify to the excellence of British 
manufacture. Amongst the exhibits of Messrs. Chas. W. 
Cook, Ltd., of University Works, Bridge-street (Owens 
College), Manchester, were a hand-press and filter de¬ 
signed by Professor Delepine for asepticallv extrac¬ 
ting pulp of juices from fresh tissues, and a micro¬ 
tome by the same designer for cutting large sections 
of animal tissue and for paraffin wax and other sections 
when using the freezing method. The manufacture of 
fluorescent and intensifying screens used in X ray work was 
practically a German monopoly, but Messrs. Harry W. Cox 
illustrated in their interesting exhibit how the enemy has 
been beaten in this direction. Messrs. Hawksley and 
Sons, of 357, Oxford-street, London, W. 1, exhibited their 
hcemacytometer, the feature of which is the special form of 
counting chamber. An all-glass hypodermic syringe, an 
ampoule syringe, a blood “extractor,” and double-channel 
glass catheters, formed the novelties on the stall of Hyposol 
Limited, of High-road, Wealdstone, Harrow, while Messrs. S. 
Maw, Son, and Sons, Ltd., of 7-12, Aldersgate-street, London, 
E.C. 1, showed hypodermic syringes, together with antiseptic 
dressings and the “limpet” nail-brush for one-armed men. 
A very representative and up-to-date collection of surgical 
instruments was shown by Messrs. Mayer and Meltzer, of 
71, Great Portland-street, London, W.l, most of them referring 
to war surgery and made since the war began. The exhibit in¬ 
cluded Shipway’s warm anaesthetic vapour apparatus, already 
described in our columns. Mr. W. J. D. Roberts, of 81, 
Mortimer-street, London, W. 1, showed an improved stretcher, 
the chief claim of which is that the canvas is easily removed 
for the purpose of cleaning and sterilising, thus reducing the 
risk of infection to the patient. The exhibit of the 8urgical 
Requisites Association, of 17, Mulberry-walk, Chelsea, 
referred chiefly to splints, as, for example, the papier- 
much6 splint, made on an actual cast of the affected 
part, so securing an accurate anatomical fit. The material 
is light, non-inflammable and waterproof, and, what is 
of some importance, transparent to X rays. A thoroughly 
representative exhibition of typical serums, vaccines and 
tuberculins was given at the stall of Messrs. Burroughs, 
Wellcome, and Co., all these being products of their research 
laboratories at Heme Hill, London. 

We have attempted to deal with only those sections of the 
exhibition which give ample illustration of what British 
scientific effort is doing to ensure for^medical science the 
efficiency of its material and equipment and to secure 
them entirely and satisfactorily within our own country or 
dominions. It need hardly be added that the other sections 
included industrial developments of the greatest importance 
to the nation’s position in the world, developments which 
will advance more and more as science is brought to bear 
on the methods of production. 


REPORT OF THE SANITARY COM¬ 
MISSIONER WITH THE GOVERN¬ 
MENT OF INDIA FOR 1916. 


This annual report on the health of the population of 
India is as comprehensive and clearly arranged as in former 
years. It deals with the health conditions of 315 millions 
of people (about three-fourths of the population of the 
British Empire), including those of the European and Indian 
armies, the prisoners in jail, and the civil population 
generally, and gives an account of the various medical 
institutions, hospitals, dispensaries, medical schools and 
colleges, and laboratories for research work throughout the 
country. 

Health of the European Army in India. 

It is pointed out by the Director of Medical Services in 
India at the commencement of the portion of the report 
dealing with the health of the European troops, that, on 
account of the war conditions prevailing, any “comparison 
with statistics previous to 1914 must take into account the 
following factors : a continual outflow of healthy individuals 
to overseas forces, while soldiers unfit for active service are 
retained in India ; this automatically raises the proportion of 
unfit men to the total strength; the lower standard of 
physique required for garrison battalions; a continued 


ingress into India from overseas forces of debilitated men 
who are more susceptible to disease ; and the advent of large 
numbers of unacclimatised men straight from Europe with a 
susceptibility to tropical diseases.” The average strength of 
troops (Regulars and Territorials) during 1916 was 60,737 
warrant and non-commissioned officers and men. The admis¬ 
sions to hospital from all causes were in a ratio of 772 per 
1000, the number constantly sick averaged 39 75, the deaths 
6 54, and the invalids sent home 22*11 per 1000. Compared 
with 1915, when the admissions had been 823 1, the con- 
stantly-sick 39 08, the deaths 5 95, and the invalids 19 80 
per 1000, all the ratios except that for admission to hospital 
are higher, and compared with the ratios for the preceding 
five-year period (1911-15) there is a considerable increase 
in every case, the quinquennial ratios having been 
601-2, 31’06, 4*51, and 8*68 respectively. There is, 
however, no return to conditions such as prevailed in 
the period, 1881-1890, when the constantly sick averaged 
73 and the deaths 14*79 per 1000. The chief causes of 
death from disease in 1916 were heat stroke (45 deaths), 
enteric fever (33). pneumonia (33), cholera (19), malaria (19), 
and dysentery (18). The healthiest parts of the country 
appear to have been Southern India and Upper Burma ; in 
the former region (including Bangalore and Madras) the 
admission and constantly-sick ratios were only 5019 and 
28*7 per 1000 respectively ; in Burma Inland (or Upper 
Burma) these ratios were 598*5 and 29*5 per 1000. The 
troops on the western coast, mostly at Colaba (Bombay), 
showed the highest constantly-sick ratio (58*7 per 1000), the 
admissions being in a ratio of 886*5 ; while those on the 
North-West Frontier (Peshawar, Nowshera, &c.) had the 
highest admission ratio (1116*5), the constantly sick 
averaging 45*7 per 1000. The chief large stations (with 
over 1000 effective strength) that showed excessive sickness 
were Sialkot (1326*3 admissions per 1000, of which 543 5 
were due to malaria), Nowshera (1291*0. of which 457 8 
malarial), Peshawar (1270 *8 and 679*2), Ahmednagar (1070 9 
and 380*6), Lahore (1009 9 and 162*6); the constantly sick 
ratios in these stations were 62 9, 56*1, 47*1. 41 1, and 
50 *6 respectively. On the other hand, Poona had only 610*1, 
Secunderabad 544*3, and Bangalore 481*9 admissions per 
1000, the constantly-sick ratios being 46 7, 30*8, and 27*7 
respectively. 

Malaria was in 1916, as always, the predominating cause 
of inefficiency among British troops in India, and was more 
prevalent than in any year since 1909 : there were 186*0 
admissions and 0 31 deaths per 1000, compared with a 
quinquennial average of 123*1 admissions (1911-15) and 
0 23, respectively, for 1911-15. The North-West Frontier 
group of stations suffered most with an admission ratio of 
442*4 per 1000, Peshawar itself, with a garrison of 2363 
European troops, having 679 2 per 1000, the most severe 
prevalence in the past seven years. Owing to frontier dis¬ 
turbance the troops had to be brought down from the hills 
earlier than usual. There was also an excessive rainfall. 
The general increase in malaria throughout the country is 
considered to have been largely due to the endemicity of the 
disease in certain garrisons of Northern India ; the existence 
of active “ carriers” among troops returning from overseas ; 
the presence of a large proportion of young, unacclimatised 
soldiers, category B men, and garrison battalions; 
abnormally high rainfall at certain stations ; and frequent 
and unavoidable changes of medical personnel. In addition 
sandfly fever caused 45*9 and pyrexia of uncertain origin 
7*4 admissions per 1000, compared with 41*1 and 9*8 
respectively in 1915 ; 6 deaths were due to the latter disease. 
Enteric fever caused 5*2 admissions and 0*54 deaths per 
1000 ; in the decennium 1906-15 these ratios had been 7*3 
and 1 -28 respectively. The admission ratio was higher than 
in 1915(3*7); higher, indeed, than in any year since 1909, 
the year in which effective inoculation was introduced. At 
certain stations there were actual epidemics, though on a 
small scale compared with those of former years; thus, at 
Bangalore there were 59 admissions for fevers belonging to 
the “enterica group” (16*7 per 1000), 5 only being actual 
enteric, while 51 were paratyphoid A and 3 paratyphoid B ; 
at Nowshera there were 28 cases (13 9 per 1000) and at 
Peshawar 30 cases (12*7 per 1000); at Bombay there were 
17 cases (10*6 per 1000). Carrier infection was suspected at 
each place and fly infection also at Nowshera. There was 
an increase in the prevalence of dysentery (8*2 admissions 
per 1000), the quinquennial ratio (1911-15) having been 6*0 
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per 1000 (though the ratio for 1906-15 was 9 1); it prevailed 
chiefly in Southern India, as at Bangalore, where there were 
24 4, and at Secunderabad 23*5 admissions per 1000. Plague 
caused 8 admissions and 4 deaths ; 4 of the cases occurred 
at Poona, none of which were fatal. For cholera there were 
50 admissions and 19 deaths ; 8 of the cases (with 5 deaths) 
occurred at Meerut. The incidence of venereal disease was 
higher (36 8 per 1000) than in 1915, but lower than in any 
previous year in recent times ; for the decennium 1906-1915 
it has averaged 66 3. At Calcutta the admissions were 151T 
and at Bombay 114 5 per 1000 ; while, on the other hand, 
at Lucknow this ratio was 47*9, at Jubbulpore 42 4, and at 
Rawalpindi 37 1 per 1000. Some explanation should surely 
be forthcoming as to these wide variations in prevalence. At 
Poona (where the venereal admission ratio was 54 6 per 
1000) it was noted that 50 per cent, of the infection had been 
contracted in the United Kingdom, France, or Egypt. Heat¬ 
stroke (including sunstroke)accounted for 347 admissions and 
45 deaths, giving ratios of 5*8 and 0 74 per 1000 respectively. 
At Ferozepore there were 94 6 admissions per 1000 for this 
casualty, at Lahore 62 0, at Multan 32 7. A large number 
of cases (136) occurred on a troop train travelling between 
Karachi and Peshawar in June, which were admitted to 
various hospitals en route; 19 of these were fatal. The 
mortality ratio for all India from this cause (0*74 per 1000) 
was more than double that for the decennium 1906-15, which 
had been 0 35 per 1000. Thirty-five victims of dog-bite were 
treated at the Pasteur Institutes at Kasauli and Coonoor; 
only 2 cases of hydrophobia occurred ; one was treated at 
Kasauli, but subsequently developed the disease and died ; 
the other, also a fatal case, who had been bitten by his own 
dog, did not report sick until the disease had developed. 

Health of the Indian Army . 

The average strength of Indian troops, including 2531 in 
China, Ceylon, and Somaliland (but excluding those on field 
service) was 139,076. The ratio of admissions to hospital 
was 757*4 per 1000, the constantly sick 37*7, and the deaths 
and invaliding 8 97 and 24*5 per 1000 respectively. All 
these ratios, except that for invaliding, were higher than 
in the previous year, and all were very considerably in 
excess over the quinquennial averages for 1910 1914, when 
the admissions averaged 546*9, the constantly sick 20*7, the 
deaths 4*39, and the invaliding 5*39 per 1000. There was 
a notably increased prevalence of malaria, venereal disease, 
dysentery, and pneumonia. For malaria the admission and 
death-rates were 200*7 and 0*69 per 1000 respectively ; at 
Miransbah the admissions were as high as 1710 9 per 1000, 
the cases being mostly of the malignant tertian type. There 
was, however, much less pyrexia of uncertain origin (12*4 
admissions per 1000, compared with 22 3 in 1915), and sand¬ 
fly fever (6*8, compared with 13 9). There were 86 cases of 
plague, 38 being fatal, the ratios per 1000 being 0*6 and 0*27 
respectively; small outbreaks occurred at Poona (11*2 per 
1000), and at Pindi (7*3 per 1000), the death ratios being 
3*50 and 3 80 respectively. The most fatal disease attacking 
Indian troops was, as usual, pneumonia (16 9 admissions and 
3-35 deaths per 1000) ; in the Peshawar Division these 
ratios were 23*7 and 5*57, both much in excess over recent 
years. Pulmonary tubercle caused 2 8 admissions, and 0*42 
deaths per 1000, being most prevalent in the Gurkha regi¬ 
ments, where the admissions were 4*2 per 1000. 

Health of the General Population. 

The dry weather of the first four months of 1916 affected 
the wheat crops, especially in the unirrigated areas of the 
west and north-west; but the rice crops were the highest on 
record. A further decline in the birth-rate (37*13 per 1000, 
compared with 38 87 for the preceding quinquennium) applies 
to the greater part of the oountry, but not to Madras 
Presidency, the Punjab, or Lower Burma. The total death- 
rate of 29*10 per 1000 is slightly lower than that of the 
preceding quinquennium (30 08). Considerably more than 
half the deaths (17*13 per 1000) are returned under the head 
of “fevers,” a very vague term. The highest mortality ratio 
occurred in the Central Provinces and Berar (39 95), the 
lowest (21*90) in Madras Presidency. Cholera prevailed in 
the Central Provinces (2 82 deaths per 1000), Bihar and 
Orissa (2 60), and Assam (2*16) ; for the whole country the 
death ratio was 1*21 per 1000. Plague was most severe in 
Bombay Presidency (4 06 deaths per 1000) and in the Central 
Provinces (2*06). Taking India as a whole, it was a mild 
plague year. 


The jail sickness and mortality ratios (594 admissions to 
hospital and 19 78 deaths per 1000) were somewhat in excess 
of the decennial averages of 584*4 and 19*11(1906-15), and 
of those for 1915 (586*1 and 18*74 per 1000). There was great 
variation in the statistics of different jails : in Bengal the 
admissions to hospital were 1113*3 per 1000, in Madras 
they were only 262*8, and in Burma 301*0 per 1000. The 
death-rates also varied greatly between 60*72 in the North- 
West Frontier jails and 1318 in Madras. In Assam jails 
the improvement has been most marked ; for the decade 
1906-15 the mortality had averaged 36 87 per 1000 ; in 1916 
it was only 18 97. Sanitary improvements are in progress at 
Delhi, now the capital of India, and the municipal boundaries 
of the city have been extended. Pathological and research 
work in various directions is carried out at the Central 
Research Institute and at the various Pasteur Institutes, the 
King Institute, Madras, and the Bombay Bacteriological 
Laboratory. 

This valuable report is submitted by Major F. Norman 
White, C.I.E., I.M.S., Officiating Sanitary Commissioner 
with the Government of India, who succeeded Major W. W. 
Clemesha, I.M.S., in 1917. 


PARIS. 

(From our own Correspondent.) 

The Coming Cong rets of Surgery. 

The Twenty-seventh French Congress of Surgery will meet 
in Paris from Oct. 7th-10th next in the large amphitheatre 
of the Faculty of Medicine. Three subjects appear on the 
agenda, but on this occasion without preliminary abstract— 
viz.: (1) extraction of intrathoracic projectiles; (2) treat¬ 
ment and remote results of gunshot lesions of the nerves by 
projectiles; (3) esquillectomy and repair of bony loss. 

Serum-therapy of Gas Gangrene . 

At the same time that Professor Vincent acquainted the 
Academy of Science with his discovery of a new preventive 
serum for gas gangrene the Society of Surgery took a keen 
interest in the question and several communications were 
made to it upon the subject. M. P. Duval and M. Vaucher 
employed at one and the same time on a series of patients 
three serums, prepared from the bacterial agents commonly 
met with in this deadly complication—viz., B. perfring eve, 
B. ccdemati&ns , and the septic vibrio. The serums were 
prepared at the Pasteur Institute by M. Weinberg and 
M. 86guin. The injections were first made in the 
case of 50 men whose wounds seemed most likely to 
incur the danger of gangrene, and were administered 
on an average 5-6 hours after receipt of the wound, occa¬ 
sionally 10, 12, or even 18 hours after. None of these cases 
contracted gas gangrene ; 25 died in the first 24 hours owing 
to the severity of the injury, but without sign of gangrene. 
None of those who recovered had symptoms of gangrene. 
After the battle of Flanders 37 men were treated in similar 
wise on an average 16 hours after being wounded. The three 
serums were injected at the same time in equal doses of 
10-30 c.cm. A first group of 21, whose wounds, though 
grave, were in good condition, recovered without incident. 
Another series, who did not arrive at the field hos¬ 
pital until 20 hours after being wounded and whose wounds 
were already copiously infected, gave the following result: 
2 deaths from streptococcal septicaemia without gas gangrene; 
4 with wounds in very bad condition in which gas gangrene 
developed, of which 2 died, and 2 recovered after fresh 
injections of serum; 2 more seriously wounded and in¬ 
operable on arrival who died in spite of large injections. 
These two authors concluded in favour of the method, used 
as a complement to surgical operation. Professor Delbet 
reported on a case of antigangrenous serum-therapy with 
recovery in the case of a patient reaching hospital with 
gangrene of 24 hours’ duration. He is satisfied that serum- 
therapy on the lines described is a most effective measure. 
M. Veau and M. Baudet reported each a similar case. 
M. Rouvillois has employed serums prepared from B. hellon- 
ensis and the septic vibrio. Among 12 cases of gangrene not 
treated with serum only one recovery occurred, and that one 
following operation ; 25 other cases were treated with serum, 
of which 5 died of wounds without evidence of gangrene, 
while of the remaining 20 14 recovered and 6 died. 
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Aviatort' heart. 

M. G. Etienne and M. Lamy, of Nancy, have systematic¬ 
ally examined with the aid of radioscopy the hearts of a 
series of aviators, finding evidence of the existence of con¬ 
siderable hypertrophy. The hypertrophy sets in early, being 
demonstrable after five months of flying, and persists even in 
the case of aviators who had long ceased to fly. Its degree 
is roughly proportional to the altitude habitually reached. 
Simple examination on the screen serves to distinguish between 
chasers and bombers flying at 5000 6000 metres, and pilots 
and machine-gunners keeping within the 1000 3000 metre 
limit. The hypertrophy is progressive, beginning with a 
phase of rapid development, remains of moderate degree, 
and involves principally the left ventricle. Compensation 
nearly always remains perfect. The maximum tension is 
slightly raised in* proportion to the increased muscular 
strength of the heart; the minimum tension remains 
normal. This cardiac hypertrophy is practically a physio¬ 
logical adaptation brought about by the effort of the heart 
to adapt itself to circulatory modifications, especially those 
of vascular pressure, determined by the varying conditions 
of the atmosphere crossed in flight, and by the incidents of 
aviation in general. 

August 19th. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


£ s. d. 

1 1 0 


2 2 
1 1 
2 2 


0 

5 

0 0 


Dr. J. K. Keith . 

Capt. H. E. H. Oakeley, 

S.A.M.C. ;.. 

Capt. K. M. Stewart, 

R.A.M.C. 

Dr. Percy Hughes f 
Dr. W. H. Rowlands t ... 
Dr. C. L. Hawkins t 

Dr. Ambrose!. 

Dr. Williams!. 

Dr. Coaker ! . 

Mr. Beilby t . 

Small sums t ... . 


£ d. 
1 0 0 

10 0 0 


Subscriptions to the Second Appeal. 

The following subscriptions and donations to the Fund 
have been received during the week ending August 17th 

Dr. Alfred Cox (monthly) 

Lt.-Coi. W. M. Dawson, 

R.A.M.C. 

Dr. S. W. Carruthers ... 

Dr. F. S. Palmer . 

Messrs. Steel Brothers 

and Co., Ltd.* . 105 

Sir James Barr . 5 

Staff-Surg. W. Kenneth 

Wills, K.N.V.R. 5 

Messrs. Burroughs Well¬ 
come and Co . 100 0 0 

Dr. H. E. Belcher. 2 2 0 

Dr. L. B. Poole . 2 2 0 


1 1 
1 0 
1 1 
0 11 


* Per Dr. Herbert Spencer, 
t Collected by Dr. Cameron Kidd. . 

Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

A. Patton to be temporary Surgeon. 

royal naval medical reserve. 

To be temporary Dental Surgeons: J. G. Townsend. W. G. Bowie. 
G. K. MacLennan. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. W Bennett to be temporary Colonel whilst employed as 
Assistant Director of Medical Services of a Division. 

Temp Major A Chartres to be acting Lieutenant-Colonel while in 
command of a Medical Lnlt. 

Major J. A. Anderson to be temporary Lieutenant-Colonel whilst 
specially employed. 

Temp. Major A W. Nuthall (Capt.. R.A.M.C. (T.F.)) relinquishes his 
temporary commission on re-posting. 

JJ- * ardam to be temporary Major whilst specially smploved 
R. S. Turton and T. W. Shaw to be temporary Majors 

H T H™l P t° r j r Rlffln tenant8 40 56 tem P° rar * Ca P tai ™ * G. A. Ticehurst, 

jute temporary Captains grante.1 the honorary rank of Captain: 
T. MacHardy, H. W. Ward, J. fl. Paterson. L. M. Davies 
To be temporary Captains: A. M. Roes, W. Edgecombe, E. F. 
Buckler J. Mcl. Falkiner. J. B. O. Richards (late Captain. Devon 
v* K \f ’ Ca ?i‘ MacKa y. D - Cotterill, G. Birch, Hon. Capt. 

V. M. Fisher O. G. Morgan, J. A. Hadfield. K. L. Moorhead (late 
Surgeon-Captain, Yeo., T.F.). temp. Lieut. R. A. Attridge. 

Temp. Hon Lteuts. J. F. Harvey and J. V. Ricci to be temporary 
Honorary Captains. ^ J 

To be temporary Lieutenants -. A. C. Brown. W. N. Leak, C J L 
Palmer, C.V.Macnaraara K Price, J. Butterworth, J. Paxton.’ E. H. 
Miisoii, O. H Woodcock, P. C. MacRobert, J. Clarke. J. Good, Z. M. H 
Ross, T. S. Macaulay, J. M. Reid. G H. Dunn, J. C. Carr, F McF' 
Fellows, G. Smith, H. S. Roberts, C. M. Smith, W. G. Mac Art bur 


V. D. Pennefather I. Clarke, L. P. MacK. Gardner, N. B. Benjafield. 
C- L. Smith, R. M. Kendall, J. McClellan, B. D. Merrin, J. L 

Phibbs, J. A. Aitken, B. Blacklock, A. P. Mitchell, R. Clark. G. H 
Dart, O. Marriott. S. McClure, J. C. Warrick, G. B. Woodroffe. A E 
Hodgkins, H. P. Fairlie, K. W. Gllmour. 

8. A. Moor to be temporary Honorary Lieutenant. 

V P. G. Pedrick, late temporary Lieutenant, to be honorary 
Lieutenant. i J 

Temp. Lieut.-Col. R. B. Graham (Lieut.-Col., ret., T.F.) relinquishes 
his temporary commission. 

Officers relinquishing their commissions: Temp. Majors H C T 
Langdon and 8. H 8cott. Temp. Capts. H. J. Norman, A. McP! 
Warner, W. Clow (on appointment under the Ministry of National 
Service), A. Paterson, W. J. Macdonald. H. F. MacKendrick. O De 
Muth, J. B. Anderson, H. G. Coulthard, T. H. Crews, S. Waddell, R. R. 
Scott, E.H Lawson. S H. Calnek, C. G. Sutherland. H. B. Lawson. 
A M. Cowie, G. M. DeYine, D. S. Page (on account of ill-health 
and are granted honorary rank of Captain), W. C. Mayo, R H Dix 
and R. P. Kennedy (on account of ill-health contracted on active 
service and are granted the honorary rank of Captain), J. Mitchell (on 
account of ill-health caused by wounds received in action). Temp. 
Lieuts. R. J. Archibald and W. M. Hume (on account of ill health and 
are granted the hononary rank of Lieutenant), and G. S. Ewen. 

SPECIAL RESERVE OF OFFICERS. 

,., Li ? ut £ na ~ ts 10 1,6 Captain*: C. C. Chesterman, J. C. Collins 

W. I. FitzG. Powell, C. G. Irwin, J. B. S. Lewis, T. H McLeod 
A. G E. Wllcock C. V. Pink, H. W. Leatham, W. G. Woolrich, C^! 
^* 0 '' J ‘ C. Churchill, A. O. Bolton, D. Cameron. A. Rose-Iunes 

P w J-Rowland, H. Gainsborough. R. S. Corbett. I. Braun. 

R. L. Robinson, J. H. Wiseman. H. G. V. Mence, T. W. Shaw, J W 
Bowman. C. A. Harvey, J. Irvine, J. Kinnear, F. J. Charlton. 

Capt. M. W. H. Miles relinquishes his commission ou account of ill- 
health and is granted the honorary rank of Lieutenant. 

M. Jackson and O. P. W. Staunton (from University of London Con¬ 
tingent, O.T.C.) to be Lieutenants 
D. O. Macdonald to be Lieutenant. 

TERRITORIAL FORCE. 

Temp. Hon. Lieut.-Col. E. W. White to be temporary Lieutenant- 
Colonel. 

Major E. J. Maclean to be acting LleutenAnt-Colone! whilst specially 
employed. r J 

Major A. F. Fergus relinquishes his commission on account of Ill- 
health and is granted the honorary rank of Major. 

Capt. G. M. A. Thomas relinquishes his commission on account of Ill- 
health and is granted the honorary rank of Captain. 

Capts. L. A. Avery and R. Thornton to be Ma jors. 

Capt. (Brevet-Major) C. H. S. Frankau is seconded whilst holding a 
temporary commission in the R.A.M.C. 

Capt. W. A. Phillipps relinquishes his commission on account of ill- 
health and i« gran tod the honorary rank of Captain. 

Capt. W. C. Hodges to be acting Major whilst specially employed. 
Capt. (acting Major) L. Milton relinquishes his acting rank on ceasing 
to be specially employed. * 


L. F. Wallis, A. R. Ward, A. W. Bartlett, E. Jones, and F. Rae, to be 
Lieutenants. 

Temporal Captains relinquishing their commissions: F N B 
Smartt, J. Ticliborne, R. J. MorganfH. Whitwell, and P. S. MacLarea 
who is granted the honorary ranTc of Captain. 

Temp. Lieut. F. H. R. Heath relinquishes his commission. 

Lieut. J. Jackson to be Captain. 

Attached to Units other than Medical Units.- Capt. J. D. Wells to be 
a Deputy Assistant Director of Medical Services, and to be acting Ma or 
whilst so employed. _ 

ROYAL AIR FORCE: Medical Branch. 

H. J.Leviseur (late temp, Surgeon. R.N.), C. L. Birmingham (late 
temp. Lieutenant. R.A.M.C.), H. L. H. Greer (late Captain. R.A.M.C.) 
are granted temporary commissions as Captains. 

The undermentioned are granted temporary commissions as Lieu- 
tenanta: N Homewood. R. G J. McCullagh. S. A. Nield-Faulkner, 
P. C. Parr, N. Rumboll, G. Meadows, T. Montgomery, V. A. Spong. 

INDIAN MEDICAL SERVICE. 

Col. C. R. M. Green has been appointed to succeed Col. Robinson as 
Inspector General of Civil Hospitals in the Central Provinces. 

Lieut-Col. A D. Jameson, R A.M.C., has been appointed to succeed 
Major F. W. W. Dawson. R.A.M.C.. Commandant of the Rangoon 
Station Hospital, who has left Rangoon on transfer in command.of a 
hospital ship. 

Major N. Walker, Professor of Medicine at the King George’s Medical 
Conege. Lucknow, has been posted to Mussoorle as Civil Surgeon: 
Major J. W. D. Megaw, the Principal of the College, will act as 
Professor of Medicine In addition to his other duties. 

Maj'or R. A. Needham has been appointed Assistant Director-General 
(Sanitary) at Headquarters, and Major H. Ross succeeds him as 
Assistant Director General (Stores). 

Lieut.-Col. S. C. Evans has been appointed to act as Principal, Grant 
Medical College, in addition to his own duties. 


URBAN VITAL STATISTICS. 

(YVeek ended August 17th, 1918.) 

English and Welsh Tenons .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at 16.500.000 persons, the 
annual rate of mortality, which had steadily declined from 21*1 to 10 4 
in the five preceding weeks, was again 10*4 per 1000. In London, with 
a population slightly exceeding 4.000,000 persons, the death-rate was 9 8. 
or 0 - 7 per 1000 below- that recorded In the previous week ; among the 
remaining towns the rates ranged from 4 9 in Carlisle. 5 0 iu Wallasey. 

51 in Hornsey, to 17*3 In St. Helens. 18 5 In West Hartlepool, and 
2o*0 in Barnsley. The principal epidemic diseases caused 28y deaths 
which corresponded to an annual rate of 0 9 per 1000. and included 
168 from infantile dlarrhcea, 3S each from measles and whooping- 
cough, 31 from diphtheria, 8 from scarlet fever, and 4 from 
enteric fever. During the past five weeks the deaths from 
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diarrhoea have shown a progressive increase, but were below the 
numbers recorded in the corresponding period of last year. The 739 
cases of scarlet fever and 903 of diphtheria under treatment in the 
Metropolitan Asylums Hospitals and the London Fever Hospital were 
7 and 1 below the respective numbers remaining at the end of the 
previous week. Of the total deaths in the 96 towns 116 resulted from 
violence. The causes of 33 deaths were uncertified, of which 8 were 
registered in Liverpool and 5 in Birmingham. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,600,000 persons, the annual rate of 
mortality was 10*0, against 131 and 11*8 per 1000 In the two preceding 
weeks. The 233 deaths in Glasgow corresponded to an annual rate of 
10 9 per 1000, and included 27 from Infantile diarrhoea, 6 from whooping- 
cough, and 3 from diphtheria. The 51 deaths in Edinburgh were equal 
to a rate of 8*0 per 1000, and Included a fatal case each of whooping- 
cough and diphtheria. 

Irish Towns .—The 135 deaths In Dublin corresponded to an annual 
rate of 17‘6, or 2*3 per 1000 above that recorded in the previous week, 
and Included 22 from Infantile diarrhoea, 2 from whooping-cough, and 
1 from enteric fever. The 118 deaths in Belfast were equal to a rate 
of 15 7 per 1000, and Included 13 from infantile dtarrhcea, and 1 each 
from enteric fever and whooping-cough. 


VITAL STATISTICS OF LONDON DURING JULY, 1918. 

Ix the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in the City of Loudon j 
and In each of the metropolitan borougns. With regard to the 
notified cases of infectious disease it appears that the number of 
persons reported to be suffering from one or other of the ten 
diseases specified in the table was equal to an annual rate of 
3*5 per 1000 of the population, estimated at 4,026,901 persons; .in 
the three preceding months the rates had been 3'9, 4 1, and 4*5 per 
1000. The lowest rates in July were recorded in Chelsea, the City of 
Westminster, Hampstead, Islington. Stoke Newington, Holborn, and 
Wandsworth; and the highest rates in-Shoreditch, Bethnal Green, 
Stepney, Southwark, Bermondsey, and Greenwich. One case of 
small pox was notified during the month, against 5, 21, 4, 3, and 
0 in the five preceding months; this case belonged to Islington. 
The prevalence of scarlet fever was about lo per cent, less 
than in the preceding month; this disease w as proportionally 
most prevalent in Kensington, Finsbury, Shoreditch, bouthwark, 
and Deptford. The Metropolitan Asylums Hospitals contained 
753 scarlet fever patients at the end of the month, against 898, 786, 
and 846 at the end of the three preceding months; the weekly 
admissions averaged 105, against 105, 129, and 127 in the three pre¬ 
ceding months. The prevalence of diphtherik was about 25 per 
cent, less than in the preceding month; the greatest proportional 
prevalence of this disease was recorded in the City of London, 
Shoreditch, Bethnal Green, Stepney, Southwark, Bermondsey, and 
Greenwich. The number of diphtheria patients under treatment In 
the Metropolitan Asylums Hospitals, which had been 1358. 1232, and 
1179 at the end of the three preceding months, numbered 918 
at the end of July; the weekly admissions averaged 122, against 
143, 202, and 165 in the three preceding months. The preva¬ 


lence of enteric fever was slightly less than in the pre¬ 
ceding month; of the 35 cases notified in July, 4 belonged to 
Hammersmith, 4 to Fulham, 3 to St. Marylebone, 3 to Hackney, and 
3 to Lambeth. There were 23 cases of enteric fever under treatment 
in the Metropolitan Asylums Hospitals at the end of the month, 
against 23, 32, and 40 at the end of the three preceding months ; 
the weekly admissions averaged 4, against 3, 5, and 6 in the three 

S receding months. Erysipelas was proportionally most prevalent in 
t. Marylebone, Shoreditch, Bethnal Green, Poplar, Southwark, and 
Camberwell. The 12 cases of puerperal fever included 5 in Lambeth. 
Of the 18 cases of ccrebro-splnal meningitis 3 belonged to Battersea, 
2 to Poplar, and 2 to Wandsworth ; while of the 7 cases of polio¬ 
myelitis 2 belonged to St. Marylebone and 2 to Bermondsey. 

The mortality statistics In the table relate to the deaths of persons 
actually belonging to the several boroughs, the deaths occurring in 
institutions having been distributed among the boroughs in which 
the deceased persons had previously resided. During the five weeks 
ended August 3rd the deaths of 5724 London residents were registered, 
equal to an annual rate of 14*8 per 1000; in the three preceding 
months the rates had been 17i, 13*7, and 118 per 1000. The death- 
rates ranged in July from 99 in Wandsworth, 100 in Lewisham, 
10 8 in Hampstead, 11 *6 in the City of London, 12 0 in Kensington, 
and 12i in Paddington, to 18 0 in Greenwich, 18 6 in Finsbury, 19*1 in 
Bethnal Green, 19 9 in Bermondsey, 20 4 in Holborn, and 21*4 in 
Southwark. The 5724 deaths from all causes included 376 which 
were referred to the principal infectious diseases; of these, 139 
resulted from measles, 13 from scarlet fever, 48 from diphtheria, 
129 from whooping-cough, 4 from enteric fever, and 43 from diarrhoea 
and enteritis among children under 2 years of age. No death from 
any of these diseases was recorded during the month in the City of 
London. Among the metropolitan boroughs the lowest death-rates 
from these diseases were recorded in Kensington, Hammersmith, 
Deptford, and Lewisham ; and the highest in Finsbury, Bethnal Green, 
Southwark, Bermondsey, Lambeth, and Greenwich. The 139 deaths 
from measles were 34 above the average number in the correspond¬ 
ing period of the five preceding years ; this disease was proportionally 
most fatal in Fulham, St. Pancras, Bethnal Green, Southwark, 
Bermondsey, Lambeth, and Greenwich. The 13 fatal cases of scarlet 
fever were 4 below the average number, and included 4 in Lambeth, 
2 in Kensington, and 2 in Southwark. The 48 deaths from diphtheria 
exceeded the average number by 2, and included 6 in Stepney, 5 in 
Islington, 4 in St. Pancras, 4 in Lambeth, 4 in Camberwell, and 3 in 
Hackaey. With the exception of the preceding month, the mortality 
from whooping-cough was considerably lower than in any other month 
of the year, the deaths numbering 129 against an average of 58; this 
disease was proportionally most fatal in Paddington, Fulham, Finsbury, 
and Southwark. The 4 deaths from enteric fever were 6 less than the 
average ; of these 2 belonged to Camberwell. The 43 fatal cases of 
diarrhoea and enteritis among children under 2 years of age were less 
than a third of the average; 5 deaths belonged to Bermondsey, 4 to 
Islington, and 3 each to Kensington, Southwark, Wandsworth, 
Camberwell, Greenwich, and Woolwich. In conclusion, it may be 
stated that the aggregate mortality in London in July from these 
principal infectious diseases was 3 per cent, below* the average. 


ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING JULY, 1918. 

(Specially compiled for The Lancet.) 


Notified Cases of Infectious Disease. I Deaths from Principal Infectious Diseases. 


Cities and 
Boroughs. 

Estimated civl 
population, 191 

| Small-pox. 

Scarlet fever. 

Diphtheria.* 

Typhus fever. 

| Enteric fever. 

1 Other con- 
I tlnued fevers. 

Puerperal 

fever. 

5 

1 

6 

M 

H 

9 £ 

| Poliomyelitis. 

Total. 

¥ 

Iji 

sM 
1J 

If 

1 § 
CO 

Measles. 

Scarlet fever. 

| Diphtheria.* 

Whooping- 

cough. 

* 

9 

9 

3 

a 

* 

c’H 

III 

Q = 

9 

| 

3 c 

HI 

SM 

< g. 

Deaths from al 

causes. 

Death-rate p< 
1000 living. 

LONDON. 

IFfest Districts: 

4,026,901 

1 

535 

599 

- 

35 

1 

12 

142 

18 

7 

1350 

35 

- 

139 

13 

48 

129 

4 

) 

43 

376 

10 

5724 14-8 

Paddington . 

122.507 

— 

1 8 

23 

— 

1 

l — 

1 

3 

— 

1 _ 

36 

3-1 

1 — 

2 

— 

1 

7 


— 

10 

0*9 

142 12*1 

Kensington . 

151,535 

! — 

1 31 

6 

— 

i 1 

— 

— 

3 

1 


42 

2*9 

1 — 

1 

2 

— 

1 

— 1 

3 

7 

0*5 

174 

12*0 

Hammersmith 

114,952 

— 

11 

11 

| — 

4 

— 

1 

3 

1 — 

■ — 

30 

27 

— 

— 

— 

— 

3 

— 

2 

5 

0-5 

167 1 

115-2 

Fulham . 

145.186 

— 

21 

l 11 


4 

— 

— 

4 

1 — 

! — 

40 

2*9 

1 — 

7 

— 

1 

8 

1 

— 

17 

1*2 

184 , 

13-2 

Chelsea . 

57,368 

— 

4 

1 

1 — 

1 

— 

1 

1 

— 

1 — 

8 

1*5 

— 

2 

— 

— 

2 

— 

— 

4 

0*7 

75 

136 

City of Westminster 
North Districts : 

122,046 

— 

1 3 

| 5 

— 

1 


— 

3 

1 

' ” 

13 

1-1 

j — 

2 

1 

u 1 

3 


1 

6 

0*7 

157 

13*4 

St. Marylebone ... 

92,796 

— 

. 6 

15 

— 

3 


1 

5 

— , 

| 2 | 

32 

3*6 

, — 

1 

— 

2 

2 

— 

— 

5 

06 

138 

155 

Hampstead . 

75.649 

— 

3 

11 

_ 

2 

— 

— 

1 

— 


17 

2-3 

— 

— 

— 

1 

3 

— 

— 

4 

0-6 

78 

10*8 

St. Pancras . 

186.600 

— 

24 

35 

_ 

- 

i — 

— 

7 

1 

I - — | 

67 

37 

; — 

15 

— 

4 

5 

— 1 

— 

24 

1*3 

294 I 

16-4 

Islington.. 

297,102 

1 

21 1 

34 

_ 

2 

i — 

_ 

9 1 


j _ 

68 

2*4 

— 

2 

— 

5 

11 

— 1 

4 

22 

0*8 

452 15*9 

Stoke Newington... 

47,426 

— 

2 

3 

_ ! 

— 

— 

_ 

— ; 

1 

— 1 

6 

1-3 

— | 

1 

— 

— 

1 

— . 

1 

3 

0*7 

57 12*5 

Hackney. ; 

Central Districts : 

196,598 

— ‘ 

14 

24 

— 

3 

— 

— 

6 

i : 

p 

48 

2*5 



— 

3 

5 

1 

2 

12 

06 

252 134 

Holborn .' 

35,303 

— 

4 

4 

— 

— i 

— 

■ — 

— 

— 

__ 

8 

2-4 

1 - 

1 

— 

1 

1 

— ' 

1 

4 

1*2 

69 20*4 

Finsbury. 

City of London ... 
East Districts: 

68,011 

— 

13 

7 

_ 

— 1 

— 

_ 

_ 

_ 

— , 

20 

3*1 

— 

3 

— 

— 

6 

— 1 

1 

10 

1*5 

121 118*6 

16,138 

— 

— 

4 

— 


— 

— 

— | 

— 

— 

4 

2'6 

— 

— 

— 

— 

— 

— j 

— 

— 

— 

18 ! 

11*6 

Shoreditch . 

89,675 

— 

19 ! 

26 

— ' 


— 

— 

8 

_ ! 

— - 

53 

8*2 

1 — 

— 

— 

2 

3 

— 

2 

7 

0*8 

148 

17-2 

Bethnal Green 

107,362 

— 

19 | 

31 

— 

1 

— 

1 

5 

_ 


57 

5*5 

i — 

6 

— 

1 

5 

— j 

2 

14 

1-4 

197 

19*1 

Stepney . 

232.010 

— 

35 , 

69 

_ 

— 

— 

— 

8 

1 


113 

5*1 

1 — 

8 

1 

6 

3 

— i 

1 

19 

0*9 

372 | 

16*7 

Poplar . 

South Districts : 

143,443 


13 

23 

— 

1 

— 

— 

6 

2 


45 

3*3 

— 

3 

— 

1 

3 

— 

1 

8 

0*6 

223 

16-2 

Southwark . 

167,936 


85 

39 

_ 

1 

1 

1 

14 

_ 

_ 

141 

8*8 

— 

16 

2 

2 

9 

— 

3 

32 

2*0 

345 21*4 

Bermondsey . 

107,635 


14 

25 

_ . 

1 

— 

_ 

4 

1 

2 

47 

4*6 

— 

18 

1 

2 

1 

— | 

5 

27 

2-6 

205 1 

19*9 

Lunbeth . 

272,038 


41 

28 

_ ( 

3 

— 

5 

9 

_ 

— 

86 

3*3 

— 

19 

4 

4 

9 

— 

1 

37 

1*4 

404 1 

15-5 

Battersea . 

150,023 


18 

19 

_ 

_ 

_ 1 


6 ; 

3 

X 

47 

33 

_ 

6 

1 

2 

7 

— 

— 

16 

1*1 

206 

14*3 

Wandsworth . 

300,787 

— ! 

39 

17 

_ 

2 

_ 1 

1 

9 

2 

_ 

70 

2*4 

_ 

2 

— 

1 

11 

— 

3 

17 

0*6 

286 

9*9 

Camberwell . 1 

239.461 

_ | 

21 

41 

_ • 

_ 

_ 


15 , 

1 

_ 

78 

34 

_ 

10 

_ 

4 

7 

2 

3 

26 

1*1 

354 ! 

15-4 

Deptford . 

103,527 

_ 

21 

17 

_ ! 

2 

_ 

_ 

3 


_ 

43 

4*3 

_ 

1 

1 

— 

1 

— 

1 

4 

04 

125 12-6 

Greenwich . 

90,440 


15 

20 

_ 

1 

_ | 

_ 

2 

1 

1 

40 

4*6 

_ I 

5 

— 

2 

4 

— 

3 

14 

1-6 

156 

18*0 

Lewisham . 

161,405 


7 

28 

_ 


_ 

_ 

4 


1 

40 

2*6 

_ 

5 

_ 

1 

2 

_ 


8 

0*5 

154 

10*0 

Woolwich... . 

131,942 

— 

23 

22 

- I 

1 

— 

— 

4 

1 


51 

40 

— 

2 

— 

1 

6 I 

-! 

~3 

12 

0*9 

171 

13-5 



























Including membranous croup. 
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Cffrmpnbente. 


" Audi alteram partem .** 

THE FUTURE OF THE MEDICAL PROFESSION. 

To the Editor of The Lancet. 

Sir, —I am not sure that it is worth while my discussing 
with Mr. Charles Parker what was the exact position of 
“the extreme Left party ” in medical politics a few years 
ago. We may take it, however, that Mr. Parker, as an 
officer of the State Medical Service Association, is an 
authority on the present position of the party, and I am 
bound to say that its position, as stated in his letter to you 
last week, seems less logical and less practical than that 
which I assigned to it in my recent address on Medicine and 
the State. In pleading for more satisfactory relations 
between general practitioners and consultants I pointed out 
that “competition and cooperation cannot go hand in hand.” 
Mr. Parker seizes on this phrase, states that it expresses a 
truism of universal application, and claims as a chief 
advantage of his party’s ideals that they will completely 
abolish competition. But surely if it is now proposed to 
allow each medical man upon qualification to choose between 
becoming a whole-time servant of the State or a private 
practitioner, there will indeed be introduced between these 
two sections of the profession a very fierce form of com¬ 
petition. How otherwise indeed than by competition to the 
uttermost is Mr. Parker’s belief “that private practice would 
then die a natural death” to be fulfilled? So long as man 
is allowed to be possessed of private property and to have any 
option in its disposal, large numbers of individuals will 
undoubtedly desire to make use of their wealth in order to 
purchase the private advice of such medical men as are 
allowed to compete for practice with the State Medical 
Service. If the extreme Left party desires to eliminate this 
form of competition it will be necessary to absorb into the 
State service every practitioner as and when he is qualified 
and to protect the service by making it illegal for any other 
persons to practise medicine. 

The policy of the “extreme Left party,” as re-stated by 
Dr. Benjamin Moore and Mr. Parker, is to abolish com¬ 
petition, and they believe that a whole-time salaried 
service will secure this. But will it? Does it do so in 
other whole-time salaried services? Is there not com¬ 
petition for more honourable or better paid whole-time jobs ? 
Might there not be competition for less responsibility and 
lighter work? Might not a salaried doctor by cultivating 
the smiles of his Administrative Board instead of his patients 
compete with his fellows for early promotion ? Might 
he not by want of sympathy and indifference to his 
troublesome patients and by constant reference to a higher 
authority compete with his more conscientious colleagues for 
ampler leisure to devote to scientific research or even to 
recreation? Elimination of competition is a party shibboleth, 
which, human nature being what it is, is not within our 
capacity to attain. In our present attempt to reconstruct 
medicine we shall be seriously handicapped if we follow 
any such will-o’-the-wisp. Let us by all means endeavour to 
eliminate obviously evil forms of competition such as under¬ 
selling, profiteering, and qualified quackery, but let us 
recognise that amongst the most honest and honourable men 
there must always exist varying powers which may justifiably 
be used to increase one’s opportunity of useful service. 

My contention that cooperation and competition cannot 
go hand in hand as the basis of the relationship between 
consultants and general practitioners is founded on actual 
experience of everyday conditions. Few general practi-. 
tioners will deny that they are constrained from seeking 
specialist advice for their patients, on every occasion when 
they would value it, by the fact that most specialists under¬ 
take independent, as well as consultative, practice, and 
thereby place themselves in competition with general practi¬ 
tioners. Few specialists will deny that they would prefer 
always to act in cooperation with a general practitioner, if by 
so doing their professional time were sufficiently occupied 
and an adequate income could be earned. To admit that a 
mixture of cooperation and competition between these two 
sections of the profession does not make for the public good, 
and to urge that in any scheme of reconstruction an attempt 


should be made to eliminate the competition, is not the same 
thing as asserting that all professional competition is un¬ 
desirable. The belief that by proper organisation competition 
between consultants and general practitioners could be 
eliminated does not commit one to the proposition that in 
our present stage of civilisation the total abolition of com¬ 
petition is praticable. Even if total abolition of competition 
were practicable and desirable a whole-time salaried service 
would not secure it. 

I am, Sir, yours faithfully, 

August 11th, 1918. IiAURISTON E. SHAW. 

40 D. 

To the Editor of The Lancet. 

Sir, —The powerful leading article which you publish in your 
number of August 17th on the subject of 40 D must convince 
everyone that the maintenance of the law as it at present 
stands is undesirable. It does not therefore follow that no 
attempt should be made to attain the object of 40 D by 
other means ; indeed, such an attempt appears imperative 
in the interest of public health. May I suggest an 
alternative ? 

You state that some clinicians go so far as to regard the 
cure of gonorrhoea in the female as impossible and that the 
difficulty of a cure is admitted by all. Surely, this leads to 
the conclusion that we must aim at prevention and not cure. 
At the present moment facilities for prophylaxis are estab¬ 
lished for soldiers and very large sections of the male popu¬ 
lation, and these have diminished in a greater or lesser 
degree the danger of infection, but in the case of women 
such facilities either do not exist or are not availed of to any 
material extent. Are not women entitled to at least equal 
facilities for the prevention of infection ? Indeed, arguing 
the matter from the national health standpoint, it would be 
easy to contend that facilities for them should not be equal 
but greater, as cure in their case is infinitely more diffi¬ 
cult, while the presence of disease constitutes among certain 
classes an infinitely greater danger to the community. It is 
no argument against this procedure to say that its suocess 
will render promiscuous intercourse less dangerous for men, 
for this result would occur in all events which improve the 
general exemption from disease. 

The main cause of failure, up to recent years, of all 
attempts to solve the drink problem was the fact that 
reformers mixed up physiology and morality, and judged 
physiological measures in the coloured light of their supposed 
moral effect. Let us not make the same mistake in the case 
of the venereal diseases. Morality and physiology have both 
their claims, but they must be treated separately and not 
in confused conjunction. 

I am, Sir, yours faithfully. 

August 20th, 1981. X Y. Z. 

HARVEY AND THE PLACE OF PATHOLOGY 
IN MEDICINE. 

To the Editor of The Lancet. 

Sir, —The present-day inadequate instruction in pathology 
would have been criticised byHarvey. In the first of his 
Anatomical Exercitations concerning the Circulation of the 
Blood Harvey says :— 

“And I dare say the opening and dissection of one consumptive 
person, or of a body spent with some ancient or venomous disease, has 
more enriched the knowledge of physick than the dissections of ten 
bodies of men that have been hanged.” 

This dictum of Harvey, which might well serve for the 
text of a Harveian orator, has not, so far as I know, received 
the attention which it deserves. It occurs in a letter to John 
Riolan, professor and dean of anatomy in the University of 
Paris, expressing the desire which the publication of Riolan ’s 
“ Encheiridion ” had excited in Harvey to put forth a work 
on medicinal anatomy similar to Riolan’s “Treaties con¬ 
cerning Anatomy and Diseases.” Amongst other things, 
Harvey says, in close connexion with this, that “from 
pathology the use and art of administering physick, and 
occasions of inventing many new remedies do occur.” 

It is clear even at this time, in about 1650, that the man 
whom Harvey calls “the Prince of Dissectors of Bodies,’’ 
and the discoverer of the circulation of the blood were at 
one as to the importance of pathology to the practitioner of 
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medicine, without depreciating the necessity of a knowledge 
of anatomy and physiology, but certainly does not place 
pathology behind them, when he makes this comparison. 
Indeed, this would seem to be a truism which one would 
have thought no teacher of any portion of the medical curri¬ 
culum would have denied, yet it is often denied by the self- 
styled “pure physician.” Even a layman such as Francis 
Bacon saw this, and in his philosophical work on the Advance¬ 
ment of Science (Bk. II., X. 5) he says : 

•* In the enquiry which is made by anatomy (that Is, by post-mortem 
examination). I find much deficlence: for they enquire of the parts 
and their substances, figures, and collocations ; but they enquire not of 
the diversities of the parts, of the secrecies of the passages and the 
seat or nestling of the humours, nor much of the footsteps and Impres¬ 
sions of diseases. And for the humours, they are commonly passed 
over in anatomies as purgaments, whereas it is most necessary to 
observe what cavities, nests, and receptacles the humours do find in 
the parts with the differing kind of humour so lodged and received. 

And as for the footsteps of diseases.they ought to have been exactly 

observed by a multitude of anatomies and the contribution of men s 

several experiences. I will not doubt to note as a deficienoe that 

they enquire not the perfect cures of many diseases, or extremities 
of diseases, but pronouncing them Incurable do enact a law of neglect, 
and exempt ignorance from discredit.” 

These words of Bacon apply especially to the so-called 
practical pathology as taught nowadays, in which consider¬ 
able attention is paid to staining methods and the examina¬ 
tion of microscopic sections, while true experimental 
pathology is hardly taught at all. In fact, I doubt whether 
there are any teachers of pathology who are aware of the 
possibilities of instructing the student in experimental patho¬ 
logy by the use of decerebrate animals. To those unaware 
I would suggest that they should study the course of experi¬ 
mental physiology as carried out in the University of Oxford, 
and would counsel them to adapt it to the course of experi¬ 
mental pathology. 

But even at the present time there are several learned 
institutions in which the time devoted to the teaching of 
pathology is hopelessly insufficient, and proposals for its 
increase meet with opposition, and consideration of the 
matter is deferred for the duration of the war, as if the war 
could make any difference as to the amount of teaching 
required in any particular subject. One might as well defer 
all alterations in teaching until the war is over on this line 
of argument. That would be recognised as an obviously 
silly proposition, yet the # other is on a level with it. 

8ome years ago I took the trouble to inquire of various 
universities the amount of time which was devoted to the 
teaching of this subject. The result obtained was approxi¬ 
mately as follows: — 

Leeds . 120 hours. Cambridge 

Liverpool . 140 „ Birmingham 

Guy’s Hospital . 160* „ Oxford ... 

Manchester. 170 „ Edinburgh 

Glasgow. 180 


200 hours, t 
220 

250 „ about. 

3001 „ 


* Phis extra for University candidates, t For Part I. pathology only. 

; Two hours daily during three terras. 

It was difficult to ascertain the amount of time spent in 
the dead-house, and it seemed occasionally not to be actually, 
even if it was nominally, compulsory. 

In other medical subjects at Leeds (I quote Leeds as being 
the University with which I am best acquainted): 

Physiology ... 310 hours. I Surgery* .. hour8 ’ 

Anatomy. 800 „ about. Gynecology . 450 „ 

Medicine*.., ... 900 .. I P M. 50 

* Exclusive of school lectures. 

Roughly, the estimation in which the degrees of these 
bodies are held may be said to be in proportion to the time 
spent on pathology. 

In estimating the value of Harvey s opinion in this matter 
it is to be remembered that he was professor of anatomy and 
surgery at the Royal College of Physicians and also phy¬ 
sician to the King, and consequently of considerable clinical 
experience and practice. Conversely, many physicians of 
repute have also been expert pathologists—for instance, 
Addison, Bright, Moxon, Goodhart, Bristowe, and many 

others. _ , . ., 

If we regard, as Harvey also does, physiology as the 
science of health and pathology as the science of disease, 
there does not appear to be any reason why more time 
should be devoted to the former than to the latter in the 
medical curriculum. Nor is there any reason why the 
art of medicine should receive such a comparatively excessive 
amount. I mean by that excessive beyond the science of 
disease; it is not excessive for what is required, as seen by 
the above table. Inasmuch as pathology covers a similar 


area of knowledge as physiology or anatomy, there is no 

ground for supposing that the acquisition of this necessary 
knowledge would take less time in one case than in the other. 

I plead, then, for more extended teaching of the subject 
which Harvey calls “the doctrine of diseases ” (i.e., patho¬ 
logy) “by which actions of the body are hurt.” “In this 
range sickness and its causes and accidents are handled, but 
the physician performeth his cure by preserving health and 
restoring it (if it so please God) when it is lost.” 

I am, Sir, yours faithfully, 

August 10th. 1918._ A S ' LEYT0N - 

WAR DEAFNESS. 

To the Editor of Thb Lancet. 

Sir —In your last issue Major Hurst, R.A M.C., has 
criticised the article by Dr. Logan Turner and myself on 
“War Deafness.” Nothing would please me more than to 
find that we have been unduly pessimistic, but, on the other 
hand, nothing adduced by Major Hurst has in the smallest 
degree affected my belief in the accuracy of the conclusions 
we have arrived at by clinical study of a large number 

of cases. . . _ . , . 

Major Hurst says, “My own ‘ opportunities of studying ear 
diseases’ before the war were fortunately nil, and I was 
therefore able to face the problem of war deafness with an 
unprejudiced mind.” Now from his letter I much fear that 
he has not studied the question froni a scientific point of 
view even now, and that, as a consequence, his mind has 
remained not only unprejudiced but uninformed. To^ be 
perfectly candid, it occurred to me on first reading his letter 
that it required no reply, because it consist* I of statements 
resting not upon the production of a definite series of 
properly observed cases but upon an ipse dixit and a 
certain number of inaccuracies. On consideration, however 
it suggested itself to me that some of your readers might not 
compare our original paper with Major Hurst s letter, and 
might in consequence be influenced by the views he has 
expressed, so for this reason it has seemed necessary to reply^ 
To put the matter briefly, general statements are not of 
the slightest value in a controversy of this kind, and unless 
Maior Hurst is able to produce a series of cases in support 
of his views these views will remain valueless. If and 
when he does so we shall all no doubt be prepared to give 
them the attention they deserve. 

If he will consult otological literature Major Hurst will be 
able to convince himself of the fallacy of his statement that 
“it is very unlikely that the cochlea should be so damaged 
that complete deafness results without the adjacent semi- 
circular Canals being affected.” I fear that his criticism of 
our two cases in which he has arrived at a diagnosis of 
hysterical deafness is rather characteristic of his methods. 
In one of them the injury which produced the deafness 
(Case 1, Group D) caused perforation of the tympanic 
membrane as well as a concussion lesion of the cochlear 
apparatus. Does he then think that the objectively demon¬ 
strable middle-ear suppuration was also hysterical, and if 
not why not? Of course, I do not deny that hysterical 
deafness may occur in soldiers who have been exposed to 
shelling, only I believe it to be rare, and I hold that the cases 
recorded by Dr. Logan. Turner and myself have proved that 
vestibular tests are not of great value in diagnosing between 

functional and organic deafness. 

I am, Sir, yours faithfully, 

. A . 1Qf . 1Q1R P. McBride. 

Edinburgh, August 18th, 1918. 

THE DISAPPOINTMENTS OF VACCINE 
THERAPY. 

To the Editor of The Lancet. 

Sir _ i have read without surprise Dr. H. G. Adamson’s 
paperwith the above title in your issue of August 10th His 
disappointment in the therapeutic results of vaccine therapy 
is from the quotations he gives, evidently shared by bir 
Aimroth Wright, and, indeed, is general amongst those who 

follow the orthodox method of administration. 

I have frequently pointed out during the last 13 years the 
common causes of failure. Let me repeat them : 

1. Inadequate dosage. 

2. The use of the wrong or bad antigen. 

3. Bad spacing of the doses. 

4. Very rarely, incapacity of the patient to react. 
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Dr. Adamson says he rarely cores a case of sycosis barbse 
or of acne vnlgaris. I very rarely fail to do so. I may say 
the same of. gonorrhoea, gleet, and lupus. These last three 
are practically always mixed infections, so that a single 
antigen is not likely to succeed. 1 have had the most rapid 
and dramatic results in two cases of paratyphoid B and 
three of B. typhosus infection, but again not with the 
specific antigen alone ; it is necessary to include the patient’s 
B. coli as well. 

As to the dangers of abnormal reaction they are chimerical, 
as they can be controlled by the exhibition of iodine. 

1 ask Dr. Adamson to read my book “ Therapeutic 
Immunisation ” and to try again. I shall be much surprised 
if he does not get greatly improved results. I always feel 
myself that if I fail it is generally my own fault, that I have 
missed some essential microbe or that I have failed to adapt 
my immunisation to the reactivity of the patient. I am not 
so foolish as to think that the use of vaccines precludes the 
use of other methods of treatment, on the contrary ; but I 
know that by its means results can be attained which can 
be obtained by no other known method. 

I am, Sir, yours faithfully, 

University College, Dublin, August 17th, 1918. W. M. CROFTON. 


TRANSIENT HEMIPLEGIA. 

To the Editor of The Lancet. 

Sir,—E njoying a brief holiday, I have only just read the 
clinical note and your annotation upon my case of transient 
hemiplegia. The cerebro-spinal fluid was not examined, as 
owing to the rapid recovery of the patient to a condition of 
good health one did not feel justified in pursuing a very 
active investigation. There are none of the usual evidences 
of arterio-sclerosi8, although an interesting cardiac condi¬ 
tion was verified by autopsy in the patient’s father, who 
died at a comparatively early age. 

If I may say so, this case illustrates fully the need of a 
better coordination of work, happily called “team-work” 
by Sir Bertrand Dawson in his recent and most opportune 
manifesto. Many of his suggestions were published in the 
memorandum of the London Local Medical and Panel Com¬ 
mittee in June, 1917. Those ideas were dominant in the 
minds of those who, in 1912, urged the profession to accept 
the modified terms of the National Insurance Act as a first 
great instalment of State cooperation, as applied to civilian 
medical services. The principle of mutual aid which the 
words “ team-work ” so happily express seems to me the 
only hope for both humanity and civilisation. 

I am, Sir, yours faithfully, 

Studland, Dorset, August 20th, 1908. H. H. MILLS. 

A NEW REFLEX SIGN IN SPASTIC PARAPLEGIA. 

To the Editor o/The Lancet. 

Sir,— In The Lancet of June let last, on p. 777, there 
appeared an editorial note under the above heading. The 
sign has been described recently by Dr. Bing, the neuro¬ 
logist of Basle, and consists of plantar flexion of the ankle 
when the dorsum of the foot is struck at any point along an 
imaginary line between the malleoli. It is stated that the 
sign occurs constantly in organic spastic conditions of the 
lower extremities, and that Dr. Bing claims that this 
“paradoxical” Achilles jerk can be elicited in cases in which 
the more common reflex signs of spasticity from cortico¬ 
spinal impairment appear to be absent. 

Since June 1st I have made a point of testing this sign in 
every one of a large number of patients and I have found 
that, whereas it is certainly present in the conditions 
mentioned above, it is present also in cases of non-organic 
disease in which the tendon-jerks are exaggerated, and also 
in a considerable proportion of cases which, to my examina¬ 
tion, are neurologically normal. 

The matter can readily be tested by everyone for himself, 
and I think that it will be found that the sign has not quite 
the significance which has been claimed for it by its dis¬ 
tinguished describer and by the author of your note. 

I am. Sir, yours faithfully, 

Hildred Carlill, M.A., M.D., M.R.C.P., 
Neurologist to the Royal Navy; Assistant Physician, 
Westminster Hospital, &c. 

R N. Hospital, Haslar, August 17th, 1918. 


The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Killed. 

Capt. W. H. Lister, D.S.O., M.C., with bars, R.A.M.C., was 
a student at University College, London, and qualified in 
1913. At the time of the outbreak of war he was holding 
an appointment at University College, which he at once 
resigned, and joined up.. He saw service in France and 
in Italy, in which latter country he was killed. In the 
Balkan War he served as a dresser in the British Red 
Cross Unit with the Greek army, for which he was 
awarded the Balkan Medal. The awards of the D.S.O., 
the M.C., and bars were recorded in The Lancet 
respectively of June 26th, 1915, p. 1373; Oct. 28th, 1916, 
p. 770; Dec. 2nd, 1916, p. 595; and Dec. 22nd, 1917, p. 951. 

Capt. G. H. H. Almond, R.A.M.C., received his education at 
Loretto, at Oxford, and at St. Bartholomew’s Hospital, 
London, and qualified in 1906. After holding appoint¬ 
ments at St. Bartholomew’s Hospital and at the West 
London Hospital, he practised at Bath, where he was 
honorary assistant pathologist at the Royal United and 
Mineral Water Hospitals. He served in the South 
African War in a combatant capacity. 

Lieut.-Col. A. J. A. Menzies, D.S.O., R.A.M.C., qualified at 
Edinburgh in 1912, and joined the R.A.M.C. prior to the 
outbreak of war. At the time of his death he was in' 
command of a cavalry field ambulance. The award of 
the D.S.O. was recorded in The Lancet of Nov. 13th, 
1915, p. 1112. 

Capt. W. H. Lloyd, R.A.M.C., attached London Regiment, 
was a student at the Middlesex Hospital, London, and 
qualified in 1915. He joined up shortly afterwards. 

Surg. L. A. Martin, R.N., was a student at University 
College Hospital, London, and qualified in 1912. 

Previously Reported-Missing , now believed Killed. 

Capt. C. W. Bond, R.A.M.C., was a student at St. Mary’s 
Hospital, Paddington, and qualified in 1901. A few years 
later he qualified in dentistry from the Royal Dental 
Hospital, London. He toQk part in the Boer War. 

Died of Wourtth. 

Capt. R. C. Rogers, R.A.M.C., attached H.A.C., qualified at 
Edinburgh at the close of the year 1914. He held an 
appointment at the Royal Infirmary in that city prior to 
joining up. 

Capt. M. A. McKechnie, Canadian A.M.C. 

Capt. T. W’hitmore, Canadian A.M.C. 

Wounded. 

Lieut.-Col. D. Donald, Canadian A.M.C. 

Major J. Hughston, R.A.M.C. 

Capt. I. M. Barrow, Australian A.M.C. 

Capt. D. St. C. Campbell, Canadian A.M.C. 

Capt. E. A. McCusker, Canadian A.M.C. 

Capt. J. D. H. W. Barnett. Canadian A.M.C. 

Capt. D. A. Morrison, Canadian A.M.C. 

Capt, J. A. C. Scott, M.C., R.A.M.C., atid. Durham L.I. 

Wounded and Prisoner in German Hands. 

Capt. G. Perkins, R.A.M.C. 

Previously reported Killed , now reported Prisoner in 
German Hands. 

Lieut. A. M. Clare, R.A.M.C., attached Durham L.I. 

Preciously reported Missing , now reported Prisoners in 
* German Hands. 

Lieut.-Col. A. C. H. Gray, R.A.M.C. 

Capt. R. M. Handfleld-Jones, M.C., R.A.M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 

medical men are reported :— 

Second Lieut. J. H. Wybrants, London Regiment, died of 
wounds, only son of the late Dr. R. B. Wybrants, of 
Wincanton, Somerset. 

Temp. Capt. T. P. Muspratt, M.C., Worcestershire Regiment, 
died of wounds, second son of Dr. C. D. Muspratt, of 
Bournemouth. 

Lieut, (acting Major) R. H. Collyns, M.E., Royal Engineers, 
died of wounds, second son of Dr. R. G. Collyns. of 
Dulverton, Somerset. 
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Lieut. R. O. C. Macdonald, M.C., R.F.A., accidentally killed 
whilst flying in England, son of Dr. R. J. J. Macdonald, 
of Wuchow, China. 

Capt. W. B. Young, R.A.F., accidentally killed whilst flying 
in England, only son of Dr. J. Young, of Earlston, 
Berwickshire. 

T. S. Keith, Cameron Highlanders, killed in action, youngest 
son of the late Dr. A. D. Keith, of Aboyne, Aberdeen¬ 
shire. 

Surg. L. A. Martin, R.N.,accidentally killed at sea, youngest 
son of Dr. E. F. Martin, of Weston-super-Mare. * 

Corp. K. A. Clark, killed in action, elder son of the late Dr. 

■ A. W. Clark, of Wisbech, Cambs. 

Lieut. R. A. Edwards, West Yorkshire Regiment, died of 
wounds, youngest son of Lieut. E. H. Edwards, R.A.M.C., 
of Rochdale, and formerly of Tai Yiian Fu, China. 

Capt. O. Horsley, M.C. and bar, Gordon Highlanders, 
attached R.F.C., killed whilst flying in England, youngest 
son of the late Sir Victor Horsley, of Cavendish-square, 
London. _ 


The Honours List. 

The following are the statements of service for which the 
decorations recorded in The Lancet of March 9th, 1918, 
p. 386, were conferred :— 

Bar to the Military Cross. 

Ternp. Capt. GEORGE LBSTOCK THORNTON, M.C., R.A.M.C.— 
For conspicuous gallantry and devotion to duty. After his two 
orderlies had been killed he continued to attend to the wounded with 
complete disregard for his personal safety. 

Military Cross. 

Temp. Capt. ROBERT DANIELS BELL, R.A.M.C.-For conspicuous 
gallantry and devotion to duty. On the battery positions being 
heavily shelled with gas shells one shell struck a dug-out occupied by 
three men, badly wounding two of them and gassing the third. This 
officer Immediately proceeded to their assistance, extricated them from 
the debris, and proceeded to bind up their wounds, removing his own 
gas mask In order to see more clearly. The men were successfully 
evacuated to a dressing station, but be, unable to find his mask, 
became badly gassed. Despite this he persisted in carrying out his 
duties for some time until he had to be evacuated. His absolute lack of 
tear was undoubtedly the means of saving the lives of the three 
men. _ 


Brought to Notice. 

The names of the following medical officers have been 
brought to the notice of the Secretary of State for War for 
valuable services rendered in connexion with the war :— 
Army Medical Service.— Surg.-Gcn. W. S. M. Price. 

Royal Army Medical Corps.— Lt.-Col. H. J. Barnes, R.P. (late 
R.A.M.C.); Temp. Capt. D. J. Bedford ; Lt.-Col. U. J. Bourke ; Temp. 
Capt. A. E. Boycott; Temp. Maj. F. S. Brereton ; Temp. Capt. R. 
Bruce-Low ; Capt. G. A. Child (T.F.); Temp. Capt. W. A. Clayton; 
Temp. Capt. F. Corner; Temp. Maj. W. B. Cosens ; Temp. Capt. S. E. 
Denyer, C.M.G.; Temp. Capt. J. Fairley ; Capt. R. A. Freeman (T.F.); 
Temp. Lt.-Col. H. French; Lt.-Col. (temp. Col.) C. T. Green, T.D. 
(T.F.); Capt. L. C. Hayes; Temp. Hon. Maj. T. G. Hine ; Capt. (temp. 
Lt.-Col.) E. A. Houchln (T.F.); Maj. H. A. Howes (T.F.); Temp. Mai. 

G. P. Humphrey ; Capt. (acting Maj.) A. Jackson ; Maj.-Gen. O. R. A. 
Julian. C.B., C.M.G. (formerly R.A.M.C.); Capt. G. E. Klnnersley; 
Capt. W. P. Mac Arthur. D.S.O. ; Temp. Capt. E. F. >V. Mackenzie, 
M.C. ; Temp Capt. D. W. Maclagan; Temp. Capt. J. A. Marsden ; 
Capt. (local Maj.) A. T. J. McCreery, M.C.; Lt.-Col. H. M. Nlcholls; 
Capt. G. W. S. Paterson ; Temp. Capt. R. A. Peters, M.C.; Temp. 
Capt. (temp. Maj.) H. T. L. Roberts; Temp. Maj. W. V. Robinson; 
Temp. Capt. T. Russell; Capt. T. Sheedy (S.R.); Lt.-Col. W. F. Somer¬ 
ville, T.D. (T.F.); Maj. C. B. Turner (T.P.); Temp. Maj. R. Wilson; 
Capt. C. W. Wirgman (T.F.); Temp. Maj. S. W. Woollett; Lt.-Col. J. R. 
Yourdi, R.P. 

Canadian Army Medical Corps.— Maj. S. C. Chown ; Lt.-Col. W. H. 
Delaney; Lt.-Col. P. G. Goldsmith ; Capt. (acting Maj.) J. R. Goodall; 
Lt.-Col. (acting Col.) L. E. W. Irving. D.S.O.; Col. S. H. McKee, 

C. M.G.; Lt.-Col. K. D. Panton ; Capt. B. L. Warner ; CapC. C. R. Wilson ; 
Maj. C. A. Young. 

Australian Army Medical Corps.— Maj. (temp. Lt.-Col.) J. K. Ade.v; 
Lt.-Col. C. E. Dennis; Lt.-Col. W. E. Grlgor; Capt. (temp. Maj.) H. O. 
Lethbridge; Lt.-Col. F. Marshall ; Lt.-Col. B. M. Sutherland : Mai. H. 

H. D. Turnbull; Mai. G. C. Willcocks, M.C. 

Neic Zealand Medical Corps.— Capt. (temp. Maj.) W. Bruce; Capt. 

D. E. Fenwick; Col. W. H. Parkes, C.M.G. ; Maj. T. R. Ritchie; Capt 
W. S. Wallis. 

South African Army Medical Corps.— Lt.-Col. H. H. Balfour, M.B.K. 
(temp. Maj., R.A.M.C.); Temp. Maj. J. C. A. Rigby. 

United states Medical Corps.—Lt.-Col. W. J. Le H. Lyster. 

Jersey Medical Corps.— Maj. A. C. Stamberg (temp. Maj.. R.A.M.C.). 
Queen Mary's Auxiliary Army Corps.—Dr. A. M. Roberts, Medical 
Rectg. Controller. J_ 

Dr. Mary E. Phillips has been granted per¬ 
mission to wear the Insignia of the Fourth Ciass of the 
Order of St. Sava conferred upon her by His Majesty the 
King of Serbia in recognition of her services with the Scottish 

Women’s Hospitals in Serbia. 


The Chair of Surgery at Zurich.—P rofessor 
P. Clairmont, of Vienna, is to succeed Professor F. Sauer 
bruch as professor of surgery and director of the Surgical 
Clinic at Zurich. 


OBITUARY OF THE WAR. 


JOHN DOVER PROUD, M.B., B.S. Durh., 

MILITARY CROSS WITH BAR. 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major J. D. Proud, who died on active service on 
August 1st, was 26 years of age and the only son of Dr. 
Frederick Proud, of Maryport. Educated at Charterhouse 
and Durham University he graduated M.B., B.S. in 1915, 
and at once joined the R.A.M.C. as a lieutenant in 
the Special Reserve, 
from which he later 
transferred to the 
Regular Army. Going 
at once to the Western 
front he was appointed 
to a field ambulance 
attached to a famous 
Highland division and 
saw. constant fighting 
for three years. He was 
awarded the Military 
Cross in April of last 
year and a few months 
later a bar to the 
cross for conspicuous 
gallantry and unweary¬ 
ing exertions under 
heavy fire. He was 
wounded on July 28th, 
while acting as bearer 
officer for the forward 
clearing of wounded of an infantry brigade, dying at a 
casualty clearing station four days later. 

When a student Major Proud represented his university in 
all branches of sport, and was a good game shot and keen 
ornithologist. His colonel writes of him in the field : *• He 
was quite fearless and one of the best officers I have ever 
had serving under me.” _ 


ERIC NEWTON, M B., Ch.B. Aberd., 

CAPTAIN, ROTAL ARMY MEDICAL CORP8. 

Captain E. Newton, who died of wounds in East Africa at 
the age of 32, had been reported missing since August, 1917, 
but official intimation of his death was only received recently. 
He received his early 
education in India, 
where his father was a 
medical officer, con¬ 
tinuing at Aberdeen 
University, and gradu¬ 
ating M.B., Ch.B. in 
1915. After a brief 
period as assistant to 
Dr. A. E. Jones, of 
Prestwick, he obtained 
a commission in the 
R.A.M.C., and was sent 
out to East Africa in 
charge of a hospital. 

Captain Newton had 
some reputation as an 
all-round sportsman. 

At hockey he was a 
good full-back, playing 
on several occasions in 
international matches, and liis quickness and sureness 
of eye stood him in good stead at lawn tennis and cricket. 
He was unmarried. _ 


WADE SHENTON GARNETT, M.B., B.S. Melb., 

MAJOR. AUSTRALIAN ARMY MEDICAL CORPS. 

Major W. S. Garnett, who was recently killed in France, 
graduated M.B., B.S. at Melbourne University in 1910 with 
honours and was appointed to the resident medical stall* of 
the Melbourne Hospital for 12 months. Later on he was 
resident at the Women’s Hospital and at the Children s 
Hospital, where he became senior resident before commencing 
practice iq Prahran. In April, 1916, he enlisted in the 
A.I.F., going overseas in August. He was for some mouths 
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attached to the staff of an Australian general hospital in 
France, and later was transferred to a field ambulance and 
then to the 45th Battalion, with which he was serving when 
he was wounded fatally by a shell whilst dressing men in 
the open. His loss is keenly felt amongst a large circle of 
Australians and others. _ 


WILLIAM McCALL, M.B., C.M. Glasg., 

DISTINGUISHED SERVICE ORDER, 

LIEUTENANT-COLONEL, ROYAL ARMY MEDICAL CORPS. 

Lieutenant-Colonel W. McCall, who died in the 1st 
Southern General Hospital at Birmingham in his forty- 
seventh year, was the elder surviving son of William 
McCall, of Irvine, Ayrshire. Educated at the Irvine Royal 
Academy, where he was a medallist, he went on to Glasgow 
University, where he 
graduated M.B., C.M. in 
1894. Three years later 
he settled in Birmingham 
as assistant in a prac¬ 
tice which he eventually 
bought. In 1908 he joined 
the R.A.M.C. (T.F.) and 
was attached to the 
1st South Midland Field 
Ambulance. On the 
outbreak of war he 
was mobilised with the 
Territorial Force and 
given the rank of 
major. In March, 1915, 
he was sent to France, 
and in 1917 was given 
command of an ambu¬ 
lance with the rank of 
lieutenant-colonel. Last 
November he went with 
his unit to Italy and was stationed for some time in the 
neighbourhood of Vicenza, his name being included 
in the New Year’s Honours list. In April he was 
invalided home and underwent an operation from which 
he never rallied. He is survived by his widow, a son, and 
two daughters. 


ffitbkal Jtetos. 


Matriculation Candidates from the Services. 
—Candidates who have been on active service during the 
present war will be admitted to the matriculation examina¬ 
tion by the joint board of the Universities of Manchester, 
Liverpool, Leeds, Sheffield, and Birmingham under the 
following conditions: Each candidate will be required 60 
apply to the board on an official form, and to supply evidence 
of qualifications with a statement of the purpose in joining 
a faculty of a university. The representatives on the board 
appointed by each of the universities will conduct an exa¬ 
mination to ascertain the general standard attained by the 
candidate, consisting of a viva-voce examination, with a 
general paper and essay to all candidates, and such other 
papers as they may think desirable. They have power to 
exempt from the matriculation examination applicants who 
satisfy them of their general attainments and ability to take 
the course in the specified faculty with a reasonable prospect 
of taking a degree. The fee for examination and for certi¬ 
ficate of registration is £2, and forms of application may be 
obtained from the secretary to the board, Z4, Dover-street, 
Manchester. 

Civics and Eugenics at Oxford.— On Monday 
last, August 19th, a Summer School of Civics and Eugenics 
was opened at Oxford, with a preparatory course dealing 
with the scientific basis of educational and social work. The 
second week, beginning on August 26th, will be divided into 
three courses, dealing respectively with the training of 
teachers, social workers, and speakers. Among the lecturers 
for the various courses and lectures are Professor J. Arthur 
Thomson, Sir Malcolm Morris, Dr. Mary Scharlieb, Major 
Leonard Darwin, and Professor James Lindsay. The 
subjects included in the courses are Venereal Disease, 
Prostitution, Marriage and Social Welfare, and the Life of 
Women and Girls in Factories. Further particulars may be 
obtained from the secretary, Civil and Moral 'Education 
League, 11, Tavistock square, W.C. 1. 


Army Prohibition Order in regard to Phen- 
ACETIN AND Acetanilide.— In exercising the powers con¬ 
ferred upon them by the Defence of the Realm Regulations 
Act the Army Council have prohibited the sale or supply of 
henacetin and acetanilide, and any salts, preparations, 
erivatives, or admixtures prepared from or with either of 
the above-mentioned drugs, to or for any member of His 
Majesty’s Forces except subject to certain conditions. This 
Order adds two more drugs to a growing list of those for¬ 
bidden to be sold to the Army. The new Order is dated from 
the War Of$ce, August 8th, 1918, and appeared in the 
London Gazette of August 13th. 

Presentation to a Woman Doctor.— Dr. Mary 
Gordon, who was recently appointed senior medical officer 
to the Johannesburg General Hospital, was the recipient of 
an address of congratulation from the Women’s Suffrage 
Conference held at Johannesburg on July 5th. As this is 
the first appointment of a medical woman made at the 
institution a similar address was sent to the board of the 
hospital. 

British Dentists’ Hospital. — This hospital, 
founded in 1911, to provide treatment by registered dentists 
for necessitous workers and their families, has just issued 
its sixth annual report, dealing with the work at its 
four centres of Camden-road, Lewisham, Clapham, and 
8t. PancraB School for Mothers. The attendances at these 
centres during 1917 were 2343, 2566, 880, and 201, a total 
of 5990. Of these, extraction cases .totalled 1804 and 
fillings 1006, scaling 146, dentures 290, dressings, temporary 
fillings, and root treatment 412, and crowns 12. The 
receipts were £539, £674, £256, and £484, and the expenses 
£728, £610, £367, and £416, showing for the four centres 
(1) a deficit of £189, 12) a surplus of £64, (3) a deficit of 
£111, (4) a surplus of £68; or a total net deficit on the 
working of £168. The constitution and by-laws are under 
process of revision, as decided by the executive committee in 
the light of the experience they "have gained, and a new scale 
of fees to be charged for the treatment of patients and supply¬ 
ing dentures has been agreed upon. The President of the 
hospital is Sir Francis Farmer and the Vice-Presidents 
include Lady Meyer, the Mayor of St. Pancras, and the 
medical officers of health for Bermondsey and Tottenham. 
Mr. George Thomson is chairman of the executive com¬ 
mittee and trustee. The head offices are at 31, Camden- 
road, N.W.l. 

Presentation.— Dr. J. Johnston, the author of 
“ Visits to Walt Whitman, M an interesting picture of the 
American poet in his old age, has been presented with the 
long-service silver medal of the Order of St. John of 
Jerusalem in England in recognition of his 27 years’ service 
to the St. John Ambulance Association and Brigade. Dr. 
Johnston was for 12 years an honorary surgeon to the Bolton 
Infirmary and for 16 months was an officer on the staff of 
Queen Mary’s Military Hospital at Whalley. He holds the 
St. John Ambulance South African War medal and the 
Coronation Medal of King George. 

Death of Dr. W. R. MacDermott, J.P.—The death 
occurred at his residence, Poyntzpass, on August 9th, in his 
seventy-ninth year, of a well-known North of Ireland prac¬ 
titioner, Dr. W. R. MacDermott, who had been medical 
officer of Poyntzpass Dispensary district, co. Armagh, since 
1867. Born in co. Meath, the son of a doctor, Dr. MacDermott 
graduated iu the University of Dublin in 1866, and in the 
same year he obtained tne qualification of the Irish College 
of Surgeons. In 1868 he was elected medical officer of the 
Poyntzpass district, the duties of which he discharged to 
the complete satisfaction of everybody, until in January of 
this year he was laid aside by illness. At the time of his golden 
jubilee the guardians granted him a substantial increase of 
salary, and at the time he died he was the oldest dispensary 
doctor in Ireland. He was the author of two books, “ The 
Green Republic,” dealing with the Irish land question, and 
“ Foughilotra,” a story laid in the “ montiaghs,” or boggy 
districts along Lough Neagh. He also communicated 
articles at times to such papers as the Statist and Observer. 
In all the relations of life he was kind, sympathetic, and 
respected by everyone. 


BOOKS, ETC., RECEIVED. 

Allen. George, and Unwin, Limited. London. 

Breathing Power. By Haydn Brown, L.R.C.P. Edin. Is. 6 d. 

Religio Gr&mmatlci. 1 he Religion of a Man of Letters. By 
G. Murray, LL.D. Is. 6 d. 

American Laryngological Association, New York. 

Transactions, 1917. 

Heinemann, William, London. 

War Nursing. By C. Richet. Translated by Helen de V. Beauclerk. 

Is. 6 d. 

Kimpton, Henry, London. 

Treatise on Cystoscopy. By G. Luys. Translated by A. L. Wolbarst, 
M.D. 

Roentgen Technic (Diagnostic). By Norman C. Prinoe, M.D. 2nd ed. 
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For further information refer to the advertisement columns. 

Abe Hitler y Urban District Council.-M.O H. and Sch. M.O. £500. 
Birmingham Education Committee.— Asst. School M.O. £300. 
Brighton. Royal Sussex County Hospital.— H.P. £100. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Cheltenham General Hospital.— Res. H.S. £200. 

Derbyshire County CouncU.— Asst. M.O. £400. 

Great Northern Central Hospital, London, N — H.S. £100. 

Huddersfield County Borough.— Female Asst. M.O H. £400. 

Liverpool, Walton Institution , West Derby Union.— Two Aset. Rea. 

M.O.'a. £330. 

London Temperance Hospital, AMI'.—Surgical Registrar. 40 guineas. 
Manchester Corporation.— Coroner. £1000. 

Manchester Royal Eye Hospital.— Sen. H.S. £150. 

Metropolitan Hospital, Kingsland-road, E.— H.P. £150. 

Nelley, British Red Cross Hospital. — M.O. • 

Queen Mary’s Hospital. Stratford.— H.S. 

Rochilale Infirmary and Dispensary.— Jun. H.S. £150. 

Sheffield Royal Infirmary.—Hes. S.O. £200. Also H.S. £150. 

Scottish Women's Hospitals. - Female Sorg. C M.O. 

South Mimms, Clare Hall Sanatorium.— Asst. Med. Supt. £300. 
Stoke-on-Trent County Borough.— Aast. Tuberc. O. £400. 

Swansea General Hospital.— H.S. £250. 

Walsall General Hospital.— Female Son. H.S. and Anars. £250. 
Westmorland Consumption Sanatorium.— Sec. Asst. M.O. £200 to£250. 
Willesden Urban District Council.— Asat. M.O. £10 IQs. per week. 

The Chief Inspector of Factories, Home Office, S.W., gives notice of 
a vacancy for a Certifying Surgeon under the Factory and Workshop 
Acts at Avoca, Wicklow. 


Utarriages, anb f ealjis. 


BIRTHS. 

Barrixoton-Warp.— On August 16th, at George-street, Hanover- 
square, the wife of L. K. Barrington Ward, F.R.C.S., of a daughter. 
PF. Boirville.— On August 18th, at South Grange. Aigburth-road, 
Liverpool, the wile of Captain V. Chastel de Boinvllle, M.D., 
R. A.M.C. (T.), of a son. 

Crosbie.- On August 3rd, the wife of Major D. E. Crosbie, M.C., 
D.A.D.M S.. of a daughter. 

Radford —On August 15th, at Saxtead, Marshall's-road, Sutton, to 
Muriel Radford, M.B. (nee Lloyd), wife of Maitland Radford, M.B. — 

a daughter. 

Roper.— On August 17th, at Exeter, the wife of Major F. A. Roper, 
R.A.M.C. (T.), of a daughter. 


LECTURES, ADDRESSES, DEMONSTRATIONS,&c. 

POST-GRADUATE COLLEGE, West London Hospital, Hamraersmith- 
road, W. 

Clinics each week-day at 2 p.m., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Poet-Graduate* Course were given In Issue of August 3rd.) 

NORTH-EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

THE THROAT HOSPITAL, Golden-square, W. 

Monday, August26th.—5.15 p.m., Special Demonstration of Selected 
CAaea. 

Thursday.— 6.15 p.m.. Clinical Lecture. 


EDITORIAL NOTICES 

In consequence of the pressure on our space and the shortage 
of paper , the Editor may be compelled to abbreviate communica¬ 
tions , as an alternative to their rejection, when time does vet 
allow them to be reconsidered by their authors. 

It la most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “ To the Editor," and not in any case to any 
gentleman who may be supposed to be oonneoted with 
the Editorial staff. It is urgently necessary that attention 
should be given to this notice. 

It is especially requested that early Intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original artioles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, mast be authenticated bv the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager." 

We cannot undertake to return MSS. not used. 


MARRIAGES. 

Griffiths — Jambs.— On August 13th, at Charles-street Congregational 
• Church, Cardiff, Hugh Ernest Griffiths. M.B. Lond., F.R.C.S. Eng., 
to Doris Birene, youngest daughter of the late Mr. W. H. James 
and Mp. James, of Penylan, Cardiff. 

Irving—Bradshaw.— On August 15tb. at Crosthwaite Church, Keswick, 
Robert James Irving, F.R.C.S., to Violet Dorothy Gwenlllan Pole, 
daughter of Edward H. G. Bradshaw, of Clifton, Bristol. 

Malseed-Stuart.— On August 15th, at Waterside Presbyterian 
Church. Captain Alfred Malseed, M.C., R.A.M.C., attached King’s 
Liverpool Regiment, to Eileen, daughter of the Rev. Dr. and Mrs. 
Stuart, Cllftou Manse, Londonderry. 

Miller—Gilford.— On August 15th, at St. Luke's Church, Reading, 
Reginald Miller, M.D., F.R.C.P., to Dorothy, daughter of the late 
William Gilford and Mrs. Gilford, of Wilmington, Wokingham road, 
Reading. _ 

DEATHS. 

Almohd.— Killed in action, August 9th, Captain George Hely- 
Hutchlnson Almond, R.A.M.C., M.A., M.B., B.Ch. Oxon., aged 41, 
son of the late Hely-Hutchinson Almond, Headmaster of Loretto, 
and of Mrs. Almond, and dearly loved husband of Violet Almond 
(nee MacCormac), 6, Brock-street, Bath. 

Glascott.—O n August 14th, at Rosemullion, Budleigh Salterton, after 
a very short Illness, Charles Edward Glascott, M.D., F.R.C.S., late 
of Manchester. 

Lister. —On August 9th, killed in action, Captain William Howard 
Lister, D.S.O., M.C., R.A.M.C., Fellow of University College, 

London, of Buxton, aged 31. 

Mekziis.—O n August 9th, killed in action, Lieutenant-Colonel Arthur 
J. A. Menzies, D.S.O., R.A.M.C., aged 32. 

Procter.— On August 15tb, at Brampton-Kinlet, Canford Cliff 9 John 
Ward Procter. M.R.C.S., L.R.C.P., aged 84. 

Soott-Laudeh.—O n August 14th, at Helensburgh. Henry 8cott- 
Lauder, Deputy Surgeon-General, R.N. (retired), aged 81 years. 

Weston —On August 12th, after many years' illness, in Devonshire, 
Arthur Ernest Weston, L.R.C.P. Lond., M.R C.S. Eng., age 47. 

N.B.—A fee of 6s. is charged Jor the insertion of Notices of Births. 

Marriages, and Deaths. 


The following Journals, magazine*. &c , have been received 
Medical Review, Shield, Bulletin of the Johns Hopkins Hospital, 
Journal of Nervous and Mental Disease, Middlesex Hospital Journal' 
Birmingham Medical Review, New Zealand Medical Journal, American 
Journal of Public Health, Canadian Practitioner, Therapeutic Gazette, 
Bulletin of the International Association of Medical Museums. Journal 
of Obstetrics, American Journal of Tuberculosis, Medical Journal 
of South Africa. 


Communications, Letters, &c., to the Editor have 
been received from — 


A. —Major A. Abrahams, R.A.M.C.; 
Col. J. G. Adaml, A.D.M.S.; 
Mr. C. B. Andrews, Lond.; Mrs. 
V. Almond, Weston-super-Mare. 

B. —Dr. F. Barlow. Lond.; Board of 
Agriculture and Fisheries, Lond.; 
Mr. W. H. Bowen, Cambridge; 
Mr. S. S. Barton, Liverpool •/ 
Dr. A. E. Brindley, Derby; 
Messrs. John Bale, Sons, and 
Danielsson, Lond.; Capt. P. 
Bahr, R.A.M.O.; British Dentists' 
Hospital, Lond.; British Hos¬ 
pitals, Association, Lond.; Mrs. 
C. Brereton, Lond. 

C. —Capt. J. Campbell, R.A.M.O.; 
Surg. H. Carlill, R.N.; Dr. W. M. 
Crofton, Dublin; Mr. G. K. 
Cope, Flnchampstead; Mr. A. L. 
Cameron, New York; Chicago 
School of Sanitary Instruction ; 
Capt. C. M. Craig, R.A.M.C.; 
Central Council for District 
Nursing in London; Committee 
concerning Causes of Death, 
Ac., Melbourne, Chairman of; 
Major D. W. Carmalt- Jones, 
R A.M.C.(T.F.) 

D. —Dr. W. T. Davies, Llanbister; 
Decimal Association, Lond.; 
Dr. V. Dickinson, Lond.; Dr. 
M. A. S. Deacon, Liverpool; Dr. 
H. A. Dea Vceux. 

E. —Mr W. Eugster, St. Gall; Dr. 
H. Elliot-Blake, Beer ; Dr. J. S. 
Edkins, Lond. 

F. —Capt. W. Fletcher. R.A.M.O.; 
Factories, Chief Inspector of, 
Lond. 

G. —Capt. J. A. Glover. R.A.M.C.; 
General Medical Council, Lond., 
Acting Registrar of; Dr. H. L. 
Gordon, Lond. 

H. —Col. W. Hunter, H.A.M.C.; 


Major A. F. Hurst, R.A.M.C.; 
Major H. Hemsted. R.A.M.C.; 
Dr. J. Haddon, Denholm; Capt. 
A. Maude, R.A.M.C.; Mr. F. G. 
Hallett, Lond. 

I. —Capt. A. C. Inman, R.A.M.C. 

J. —Dr. G. Jessol, Wigan. 

L. —Dr. T. Lumsden, Lond.; Mrs. 
Lloyd, Carmarthen ; Messrs. Lea 
and Feblger, Philadelphia; Local 
Government Board, Lond.; Dr. 
P. Lassablicre; Mr. R. Lake, 
Lond. 

M. —Mr. G. May all, Bolton ; Dr. P. 
McBride, Edinburgh; Messrs. 
Alex Morison and Co., Edin¬ 
burgh ; Dr. A. S. Morton, Lond.; 
Dr. H. H. Mills, Studland; Mr. 
J. E. R. McDonagh, Lond.; Dr. 
A. Miles, Edinburgh ; Capt. W. A. 
Murray, R.A.M.C. 

O. —Capt. J. R. O’Brien. R.A.M.C.; 
Oil and Colour Trades Journal, 
Lond.; Optical Munitions, Con¬ 
troller of. 

P, —Mr. R. H. A. PUramer, Lond.; 
Dr. F. Proud, Mary port; Dr. 
G. K. Paterson, Edinburgh. 

R.—Dr. H. F. Renton, Doncaster; 
Dr. A. Routh, Lond.; Mr. H. S. 
Reynolds, Upwell; Dr. R. J. 
Reece, C.B., Lond.; Royal 
Italian Embassy, Lond.; Dr. 
E. D. Ross, C.I.E., Lond.; Capt. 
E. D. Roberta, R.A M.O.; Mrs. 
M. Robertson, Aberdeen. 
g.-Prof. J. W. W. Stephens, 
Liverpool; Mr. H. M. Savery, 
Cleethorpea; Dr. L. Shaw, 
Lond. 

T.-Dr. F. W. Twort, Lond.; 
Dr. J. M. Taylor, Bar Harbor, 
Maine. 

W.-Dr. S. A. K. Wilson, Lond.; 
Mr. J. Ward, Richmond. 


Major S. R. Harrison, C.A.M.C.; 

Offices : 423, Strand, London, W.C. 2. 
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Holes, Sjjort Comments, anb Jnsfoers 
to Correspondents. 

THE HOUSEHOLD FUEL AND LIGHTING ORDER. 

The drastic demands of the Fuel Order may well give rise 
to anxiety for the coming winter. The shortage of coal 
means now not only a cutting down of the domestic supply 
of the fuel itself, but of the services of gas and electricity, 
which are, of course, terms interchangeable with coal. 
The allowance under the Order imply in no uncertain 
terms a very severe reduction in the quantities of coal, 
electricity, and gas which people have been accustomed to 
consume. Nor can the supplies be equalised on the old 
basis, for the consumer is informed that he is allowed so 
many units of gas, electricity, and coal, and he has the 
difficult task of deciding how to parcel out the allowances of 
each to bis best advantage. If he takes his full allowance 
of coal, then he can have neither gas nor electricity. 
The quantity of gas and electricity allowed him is, in other 
words, dependent upon the reduction he is able to effect in 
the coal allowance, which already is probably in the large 
majority of cases a considerable reduction on past consump¬ 
tion. The situation is thus a very difficult one, and we may 
expect it will lead to one of the worst hardships inflicted upon 
us by the war so far as home conveniences are concerned. 
We are glad to see, however, that a clause provides for a 
special allowance for the invalid and infirm, as well as for the 
aged and young children. Temporary allowance in case of 
illness may be granted on production of a medical certificate. 
The public are advised to study very seriously how best they 
can tide over the crisis with the least discomfort. Attention 
should be given particularly to the use of wood, coke, and 
gas. As much coal as possible should be reserved for the 
gasworks, where it is economically used, and valuable by¬ 
products, including coke, obtained from it. It is devoutly 
to be hoped that the coming winter will not be severe. 

CHLORETONE IN THE TREATMENT OF BURNS. 

To the Editor of The Lancet. 

Sir,—I note in your issue of August 17th reference by 
Dr. H. Mallins to the use of chloretone in the treatment of 
burns. Until I became acquainted with the different pre¬ 
parations of flavine I used chloretone, not in powder form, 
but in a solution of olive oil, 30gr. to 1 oz. I found that the 
introduction of chloretone relieved the pain and made dress¬ 
ing of the burns a comparatively painless process. The 
value of chloretone as a local anesthetic also led me to 
introduce it into iodine solutions, so that the preliminary 
agony following the application of iodine solution to a raw 
surface was abolished.—I am, Sir, yours faithfully, 

H. Mearns Savery, M.R.C.S. Eng., L.R.C.P. Lond. 

Cleethorpes, Lines, August 20th, 1918. 

TREATMENT OF INFLUENZA IN SWITZERLAND. 

In a useful article in the current number of the principal 
Swiss medical journal Professor R. Staehelin, of Basle, 
points out that little is really known of the actual death- 
rate from the present epidemic of influenza in Switzerland 
in spite of the alarmist returns in the press, inasmuch as 
the total number of cases is merely a matter of conjecture. 
Not much success appears to have’attended any particular 
system of treatment. Professor Staehelin says : — 

** We faw no effect from p&lvarsan, and only fleeting fall of tempera¬ 
ture from optoebln. Klectrargol occasionally gave rise to rigor with 
resulting fall of temperature and definite improvement of general con¬ 
dition. but for the most part of transient nature. Subjectively anti¬ 
pyretics worked best (of these quinine showed no specially favourable 
effect), and in particular salicyl preparations, sweating being succeeded 
by a fall in the fever and Increased comfort for several hours. In 
pneumonia camphor in large doses was the only effective remedy, with 
of course, venesection where Indicated. We should welcome any 
suggestions from colleagues of a more effective remedy.” 

The same need is also being felt nearer home. 

COLONIAL HEALTH REPORTS. 

Bermuda . — According to the Blue-book for 1916, recently 
received at the Colonial Office, the Registrar-General esti¬ 
mates that the total resideut civilian population at the end 
of the year was 21,215, composed as follows; White, 7282 
(3477 maleT 3805 female); coloured, 13,933 (6761 male and 
7172 female). The birth-rate was 32 2 per 1000 among the 
resident civilian population, being 231 among white resi¬ 
dents and 34 00 among coloured residents. The death-rate 
among resident civilians was 18*67. The illegitimate births 
were in the proportion of 14*42 per 100 births among the 
civil population (3*5 white and 18 4 coloured). The death- 
rate among white resident civilians was 14*42 per 1000 and 
among coloured residents 20*76. The European infantile 


mortality rate was 10*8 per 100 living births, and the rate 
among the coloured population 21*3 per 100, a considerable 
increase over the rate during 1915, which was 16*1 per cent. 
The mortality among children under 5 years of age was 
35*2 per cent, of the total deaths (excluding stillbirths), as 
compared with 31*2 in 1915. The deaths from cancer among 
the resident civil population numbered 16. aud those due to 
tuberculosis 39, being 5 among white inhabitants and 34 
among coloured. No outbreak of seriouB infectious disease 
occurred. There is no hospital maintained by the Colonial 
Government, but during 1912 an Act was passed authorising 
the building of a general hospital, to be known as the King 
Edward VII. Memorial Hospital. The erection of this 
hospital was begun during 1913, but the works being in¬ 
terrupted by circumstances arising out of the war only about 
one-half of the structure was completed at the end of 191,6. 
There is a cottage hospital near the city of Hamilton, which 
is supported by voluntary contributions, and hospitals are 
also maintained in connexion with the Imperial Naval and 
Military establishments. An asylum for the care and treat¬ 
ment of the insane was first established in this colony in 
1846. The medical officer of health *is tfie medical super¬ 
intendent of the institution. Twelve patients (6 male and 
6 female) were admitted into the asylum in 1916. Five 
patients wore discharged and 12 died; 66 patients (32 male 
and 34 female) remained in the institution at the end of the 
year. 

Mauritius . — Reporting on the affairs of the colony for the 
year 1916, Mr. L. Koenig, Assistant Colonial Secretary, states 
that the estimated population, inclusive of Dependencies, 
was 384,253, an increase of 1513 on that of the previous year, 
and in the proportion of 492 males aud 1021 females. There 
were 13,161 births, or 67 more than in 1915. The birth-rate 
was 35*0 per 1000 of the estimated population, as compared 
with 34*8 per 1000 for 1915. Of the births registered, 4280, 
or 32*5 per cent., were legitimate and 8881,v or 67*5 per cent., 
illegitimate. The deaths registered were 11,432, or 1669 less 
than in the previous year. The death-rate was 30 4 
per 1000 of the estimated population, as against 34*8, 
the death-rate in 1915, or a decrease of 4*4. Comparing the 
infant mortality with the birtb9 during the year, 13,161 
infants were born and 1932 died at one year of age or under, 
equal to 16*9 per cent. The percentage under 5 years was 
30*5. The principal causes of death throughout the colony 
during the year were : malaria, 32*6 percent.; phthisis and 
other forms of tuberculosis, 18 per cent. ; dysentery, 9*8 per 
cent. 227 cases of enteric fever were notified, with 52 deaths. 
Plague registered 22 attacks with 15 deaths, giving a death- 
rate of 68*2 per cent. Port Louis has been plague-free since 
April 6th, 1915. Trapping and poisoning of rats is carried 
out continuously. Rat-catchers accounted for 55,532 rats in 
Port Louis and 66,860 in the districts. Anti-malaria and 
anti-mosquito measures were continued during the year. 
The civil hospital in Port Louis, with 275 beds, is the most 
important of the colony. The number of patients 
admitted at this institution during the year was 6411, 
the number discharged 6060, and the daily average 
in hospital 246. The number of death b was 329. Of 
those discharged 3128 were reported as cured, 2605 were 
relieved, and 327 were not improved. District hospitals are 
also maintained by Government at Barkly Asylum (Beau 
Bassin), Mahebourg, Kouillac, Long Mountain, Poudre d’Or, 
Flacq and Moka, with an aggregate accommodation of 592 
beds. The total number of cases treated at all district 
hospitals was 12,164, as against 12,782 in 1915. A new 
hospital is under construction at Candos, Quatre Bornes, 
to replace the present hospital buildings at Barkly Asylum. 
The outlying districts are served by dispensary hospitals 
and dispensaries for the treatment of emergency and pauper 
cases. The Immigration Law also requires tlie mainten¬ 
ance of hospitals on every estate on which there are 
20 Indian indentured labourers. There were 72 inmates 
in the leper asylum at the close of the year, a decrease of 
9 as compared with 1915. 

THE RISKS OF ETHER IN THE OPERATING 
THEATRE. 

A fatal accident recently occurred in the operating theatre 
of the Germiston Hospital, near Johannesburg, South Africa. 
While preparation was being made for an operation a bottle 
of anesthetic ether was upset, part falling on to a nurse’s 
dress and part on a heating radiator, which at ouoe ignited. 
The nurse with her dress on fire rushed into the corridor, 
where Dr. Spaulding extinguished the flames by wrapping her 
in a blanket, being himself burned in the act. The nurse died 
from her injuries, but the life of the child on the operating 
table was saved by the presence of mind of a second medical 
man, Dr. Th. Lund, who was present. In this country it is the 
rule not to use ether as an anesthetic when there is any naked 
flame in the theatre, 9iuce it is well recognised that not only 
is the liquid inflammable but the invisible vapour itself is 
heavy, and may be wafted a considerable distance and take 
light unexpectedly. 
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The Study of Clinical Medicine. 

A recent debate, held under the auspices of the 
Abeinethian Society at St. Bartholomew’s Hospital, London, 

was devoted to discussion on a motion : “ That . the 

study of surgery at the present time is of greater importance 
than the study of medicine.” Major L. Bathe Bawling, 
R.A.M.C., who proposed the motion, contended that the 
mantle of medicine could readily be thrown over the 
surgeon, and that while the physician could not at the call 
of necessity wield the scalpel, the surgeon could at any 
time minister to the needs of the civilian population by 
consulting the stethoscope. Sir Thomas Horder and Dr. 
A. E. Stansfeld opposed the motion, the former on the 
ground that the fitness or otherwise of the recruit for 
military service was a matter almost solely in the hands of 
the physician, and that even in the actual field of war the 
surgeon’s scope was limited, in that the vitally important 
first-aid work was best carried out by well-trained orderlies ; 
while on the Eastern front the man with the knowledge 
of medicine was occupied all the time with malaria, 
dysentery, and other acute disease. At home the 
investigation and treatment of heart and nerve cases 
and of trench fever was fully occupying the attention of 
the physician, who was given to think more deeply 
than the surgeon. Dr. Stansfeld expressed the opinion 
that surgery could be more easily “picked up” than 
medicine, the third-year student demonstrably feeling less 
at a loss in the surgical than in the medical wards of a 
hospital. The motion was lost by a two-thirds majority. 

We recognise that the debate was held in the informal 
atmosphere of a students’ society, and that the champions of 
medicine and surgery doubtless were not so judgmatic in 
the expression of their views as they would have been 
on a more responsible occasion. But the report of the 
meeting, which we have derived from the St. Bartholomew's 
Hospital Journal , illustrates the striking fact that in the 
midst of war, with its myriad urgent claims, 80 or more 
students of a single metropolitan medical school were found 
to take part in debating an educational problem; and 
that, notwithstanding the wonderful success of war-time 
surgery, and its consequent glamour, they came to a con¬ 
clusion which ranks clinical medicine as the principal 
subject for general study. For the verdict suggests that 
while medicine in its broadest sense is a scientific whole, 
internal medicine (or clinical medicine, as we generally 
call it) is to be regarded as the mother of all other clinical 
divisions. This conclusion has been repeatedly forced upon 
medical teachers on both sides of the Atlantic. 

The Renewed Interest in Medical Education. 

The debate and its outcome are significant at a time when 
we are witnessing an intense revival of interest in the whole 
subject of medical education, of which the effect cannot yet 
be foreseen, but which will certainly be nothing short of 
revolutionary. A forecast of this revival we may without 
false modesty see in the series of articles on medical educa¬ 
tion which appeared in our own columns nearly ten years 
years ago, and which were republished later in book form 
under the title “Some Considerations of Medical Educa¬ 
tion ”; 1 and these were immediately supplemented by the 
able reports on Medical Education 3 to the Carnegie Founda¬ 
tion for the Advancement of Teaching made by Abraham 
Flexner, on which more recent reformers have largely based 
their own schemes. The year which has elapsed since our 
last Students’ Number has seen two further remarkable con¬ 
tributions to the study of medical education in this country. 
The first of these is the inquiry conducted under the auspices 
of the Edinburgh Pathological Club, the results of which 
have been published in instalments by the Edinburgh 
Medical Journal month by month since January, 1918, 
and are not yet concluded. The other is the Memorandum 3 

1 Tmc Lancet, ii., 1909. * Bulletin No. 4 (United 8t*teaami Canada), 
1910, No. 6 (Europe), 1912, Carnegie Foundation, New York City, 
a Cd. 9124, H.M. Stationery Office. 9d. 
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on Medical Education addressed to the President of the Board 
of Education by the Chief Medical Officer, Sir George 
Newman. On these two sources we shall draw freely in 
what follows, giving actual quotations where these are likely 
to make for clearness. 

Clinical Medicine and its Implications. 

The modern conception of clinical medicine, which lies 
at the root of all the recent attempts made to realise it, 
defines the laboratory as a place constructed for the express 
purpose of facilitating the collection of data bearing on 
definite problems and initiating practical measures for their 
solution. Flexner finds that the hospital and the dispensary 
are laboratories in the strictest sense of the word. The 
practising physician and the “theoretical” scientist are 
thus, he says, engaged in doing the same sort of thing, even 
while one is seeking to correct a digestive aberration and the 
other to localise the cerebral functions of the frog. 

“ Certain conclusions as to clinical teaching follow. The 
student is to collect and evaluate facts. The facts are locked 
up in the patient. To the patient, therefore, he must go. 
Waiving the personal factor, always important, that method 
of clinical teaching will be excellent which brings the student 
into close and active relation with the patient : close, by 
removing all hindrance to immediate investigation ; active, 
in the sense, not merely of offering opportunities, but of 
imposing responsibilities. 

Clinical teaching has had substantially the same history 
as anatomical teaching. It was first didactic: the student 
was told what he would find and what he should do when he 
found it. It was next demonstrative: things were pointed 
out in the amphitheatre or the wards, those who got the 
front seats seeing them more or less well. Latterly it has 
become scientific: the student brings his own faculties into 
play at short range—gathering his own data, making his own 
construction, proposing his own course, and taking the con¬ 
sequences when the instructor who has worked through 
exactly the same process calls him to account: the instructor, 
no longer a fountain pouring forth a full stream of knowledge, 
nor a showman exhibiting marvellous sights, but by turns an 
aid or an antagonist in a strenuous contest with disease.” 

This is, in other words, the English method of clinical 
training in ideal if not in practice. The method has been 
generally lauded by American and Continental schools, and 
arose directly from the way in which the English schools 
originated, although in those days laboratories were 
undreamt of and physiology was almost an untouched branch 
of human knowledge. The medical schools of England 
were a development of the apprentice system. Originally 
students became doctors by learning their work through 
direct apprenticeship to their seniors, certain universities and 
corporations giving them degrees and diplomas afterwards, 
if such hall-mark was applied for and could be earned. 
Then hospital surgeons and physicians began to reoeive 
pupils at high fees who had the advantage of seeing the 
practice of the institutions to which their principals were 
attached. This procedure grew until first around individual 
surgeons and physicians, and later around the accom¬ 
modating hospitals medical schools grew up. They were 
originally an integral part of the hospitals, for the students 
acted as the assistants of their principals in the treatment of 
the patients. This association of pupil and master became 
crystallised gradually into a system of clinical clerkships, 
surgical dresserships, house physician ships, and house 
surgeonships. This method, it will be seen, never was that 
of a large class of obedient listeners to an authoritative 
professor. The relation was that of disciples serving and 
working under a leader. But the system no longer meets 
the position fully. Our students do not get the training 
which enables them to pass their examinations in a reason¬ 
able time. The fault lies somewhere between the teachers 
and examiners, both of whom are drawn from the same 
class and whose opportunities are given no fair scope ; the 
teachers are ill-paid, the curriculum has become unwieldy ; 
and the students do not face the exigencies of private 
practice as well equipped as they should be. These are 
the main things which have to be remedied, and while 
they are considered here in relation to clinical medicine, 
mutatis mutandis the remarks hold good over the whole 
field of medical education. 

The Present Unsatisfactory Position. 

One of the teachers of the Edinburgh School of Medicine 
describes the function of the school thus : — 

“To turn out thoroughly qualified practical men, well 
versed in modern methods of investigating and treating 
I 
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disease in its early and la*e stages—men imbued with a 
desire to help in advancing oar knowledge of disease, 
recognising that in many directions their aid is both neces¬ 
sary and valuable.” 

This being the aim and scope of the study of clinical 
medicine, and being realised as such by practically every one 
who has taken the trouble to think out its general principles, 
why has not the practice been brought into harmony with 
the principles which have been so clearly enunciated ? 
Certainly because it is not quite clear where reforms should 
begin. Flexner considers that our examination system is at 
fault, and has attacked it on the ground that too much 
deference is paid to seniority. 

‘‘The English profession,” he writes, “governs and exa¬ 
mines itself. But the active governors — those prominent 
in the corporations -are in the main elderly men, wise, 
seasoned, aud eminent veterans to be sure, but in large 

measure veterans still. To get a new point of view into 

the examination, chemical, pathological, or other, it must 
first be got into teaching. The ultimate reliance for ideals 
and intelligence must be on the schools as such, not on the 

schools acting under the coercion of examining bodies. 

Now the official profession is eminent, dignified, and con¬ 
servative-loyal to its past, deferential to the interests of 

the schools. A change can be wrought only if a new 

spirit takes hold of education; it is not likely that stubborn 
or long resistance to revising the examinations would be 
made, ouoe a revolution in educational sentiment has been 
accomplished.’ 1 

We have, of course, heard an enormous amount of criticism 
of examinations and examiners, and no one suggests that 
medical students are not an over-examined class ; but reform 
of examinations can follow upon reform in the educational 
curriculum as easily as it can precede it, and perhaps it is 
the curriculum that should be amended first. As regards 
deference to seniority, a writer in the St. Mary's Hosjntal 
Gazette said bluntly some months ago : — 

“ Test everything possible for yourself, and do not place 
too blind a trust in books or teachers; uncritical respect for 
one’s elders and betters is irreverence in a scientific man." 

This spirit has its faults as well as its merits ; it makes 
the work of the instructor very difficult, and so diminishes 
the good that he might do to less independent students. 
Originality would be thus kept unimpaired, but the inde¬ 
pendent-minded students would not pass their tests under 
the existing state of things. Before it would be practically safe 
for the student to follow the above counsel, with which we 
much agree, it will be necessary for the medical curriculum to 
become less a series of unconnected, if parallel, paths, and 
more a broad and continuous highway upon whose surface 
there is room for some alternations of courses. General 
elucation would then rank above particular instruction, and 
examinations would become more flexible. 

Reform of the Examination System. 

To determine that the present position of medical examina¬ 
tions is wrong is one thing and to analyse the defects with a 
view to their removal is another. Professor G. Lovell Gulland 
regards it as essential to make the final examinations both 
more practical and more searching. In clinical medicine he 
would discard the farce of “spotting” urines and micro¬ 
scopical specimens. We ought, he says, to insist on real 
urine-testing, real chemical examination of other substances, 
and real microscopic work. 

“We should also consider the advisability of including in 
the final examination the results of class examinations and 
the work in the wards, so as to encourage steady work and 
discourage spurting. We all know that neither the student 
nor the examiner is always at his best at an oral examina¬ 
tion. Confidential reports from the systematic and clinical 
teachers might well take their place in determining whether 

man should pass his final, and at what level." 

The same solution is proposed by Sir George Newman, 
speaking from his experience as medical assessor to the 
Universities Branch of the Board of Education : — 

“A vast and almost immediate benefit would accrue to 
the whole business of clinical education in this country 
if the whole basis of the Degree Examinations was 
the training the student had received and not certain 
items of information which, on a given date, he was 
able to furnish to the examiner. If the medical work 
of the examinee was assessed — his theoretical and prac¬ 
tical work, his preparations, slides and drawings, his 
reports of cases, the records of his clerking, dressing, and 
clinical pathology, and the results of his class examinations 
—and could form a substantial portion of the Degree 
Examination, we should immediately see an improvement 


in the system of education. Cramming and other forms of 
alchemy would disappear, and the purpose of training would 
be its own intrinsic value, the equipment of a practitioner 
of medicine and surgery, and not an artificial test on a 
theoretical basis at a given date in an examination hall.” 

This is a return to a policy which has been advocated for 
many years, but has always been addressed to deaf ears. The 
policy is supposed to imply eventually the examination of the 
students by their own teachers, and this again is supposed 
to be a retrograde procedure. But is either deduction true ? 
It ought to be quite easy to have such a proportion of extern 
examiners that there would be no risk in allowing the actual 
teachers some share in the fate of their students; and it is 
certain that students could work with smaller apprehension 
of their fate and more determination to acquit themselves 
well in the eyes of their teachers if the latter were known 
to have a voice in the issue. In talking of the vices of the 
examination system we must always remember that while 
the curriculum is undoubtedly influenced by the character 
and standard of its examinations, so the character and 
standard of the examinations are influenced by the curricu¬ 
lum. If, for example, the curriculum is disjointed, the 
examination will geneially be fussy and meticulous in 
detail, rather than directed towards broad principles of 
learning. 

The Imperfections of the Medical Curriculum. 

The various plans laid down by the qualifying bodies for 
the medical curriculum of their students will be found 
fully set out as usual in the Students’ Number of 
The Lancet, and it will be seen that all these plans con¬ 
form practically to one pattern. The student first learns the 
general sciences of chemistry, biology, and physics up to the 
point where he is introduced to the special sciences of 
human anatomy, physiology, and pharmacology, those being 
the divisions of biology and chemistry on which his pro¬ 
fessional education will be founded. Then come hospital 
practice, theoretical and practical medicine, surgery, and 
obstetrics, the pathology and therapeutics of all these being 
illustrated by the patients receiving attention at the hospital 
either as in-patients or out-patients. Under the Medical 
Acts the student is supposed to occupy five years of training 
in his studies between the time of entering the medical 
school and the time of obtaining his degree or diploma 
from a University or corporation. As a matter of fact, the 
average time taken is over six years, and on this ground alone 
the curriculum has been much criticised. Further, it is 
doubtful whether the young man, so large a slice of whose 
life is occupied in professional training—all of which must be 
really preliminary to the acquisition of professional wisdom— 
is as well equipped as he might be considering the money and 
trouble expended. There seems to be a consensus of opinion 
that he is not. Sir George Newman finds that there is a lack of 
scientific spirit in the curriculum ; the Edinburgh critics find 
that the neglect to instruct students in incipient disease and 
early symptoms renders the first years of their professional 
life very difficult ones; and thirdly, on all hands it is 
admitted that the student is given too much to learn in the 
allotted time. But the essential blot on the system, which 
if it is particularly clear in the case of clinical medicine is 
present also in the cases of surgery and obstetrics, is the 
want of continuity in the training. The student finds at 
each stage that he has too much to learn, because what he has 
learned in the past is not made to help him sufficiently in 
the later stages. This is a lack of scientific spirit. 

Lack of Scientific Spirit. 

A larger measure of the scientific spirit is Sir George 
Newman’s first requisite in adapting the teaching of clinical 
medicine to the needs of the time. How difficult this is to 
ensure even in London with its unlimited opportunities he 
illustrates by a painful example : — 

“ Here is a London medical school of the first rank with a 
large and eminent staff, but there is only one clinical lecture 
per week, or 12 in a term; here are four other London 
medical schools with the attendance of the clinical teaching 
staff irregular, intermittent, and unreliable owing to the 
prior claims of practice; and here is an example of a school 
where the physicians and surgeons teach only their own 
clerks.” 

He concludes that the result of such conditions is abso¬ 
lutely to preclude clinical teaching of university standard, 
and all reformers of education are working towards the 
University degree as the only proper termination of an 
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academic and practical course of training. Twenty years 
ago such an ideal would have had little foundation ; to-day 
it is the inevitable outcome of the rise of a large group of 
provincial universities, well equipped materially and educa¬ 
tionally, and infused with an ardent spirit of progress. 

It is difficult to agree that the absence of clinical lectures 
connotes the absence of the scientific spirit, but we are per¬ 
fectly sure that the medical curriculum is not interpreted by 
its exponents, either teachers or taught, in the ways that 
lead to the highest mental development or the finest con¬ 
ceptions of medicine. And the reason for this is mainly the 
lamentable want of continuity in studies, so that the student 
hardly perceives while he is learning pathology that he is 
dealing with modified physiology, while the clinical teacher 
who finds himself in contact with a question of chemistry 
cannot elucidate the points for his class, even if he perceives 
the connexion, because he has forgotten them, having from 
his practical, but hopelessly unscientific, point of view no 
reason to remember them. 

Edinburgh is wide awake to the need of raising the 
standard of clinical teaching,"and the medical faculty has 
drawn up a memorandum of changes desirable after the war. 
These include a limitation in the size of clinics, subdivision 
of classes for junior and senior students, closer supervision 
of case-taking, a fuller utilisation of the services of the 
assistant physicians, and the following up of cases to the 
post-mortem room. The last of these things is exactly illus¬ 
trative of what was said above,—that the lack of scientific 
spirit leads to lack of continuity. The post-mortem examina¬ 
tion is the last chapter in the most fateful of the hospital 
stories which it is the student's privilege to read, and that 
last chapter he may never hear of ! 

Neglect of Disease in its Earliest Stages. 

Failure to deal with the early or incipient stages of disease 
has been a very usual reproach against the medical curriculum 
because when the young practitioner first faces his public it 
is upon early and correct diagnosis that his utility and future 
will largely depend. It must be admitted that incipient cases 
of disease do not find their way in bulk into hospitals ; but 
this is a direction where teachers should ever be on the alert 
to furnish out of their experience lessons which the ward or 
the out-patient department for the moment is not supplying. 
The absence of enthusiasm among Edinburgh students for 
medicine as contrasted with the intense attraction exerted 
by present-day surgery is noted, and will be seen to be in 
direct opposition to the way in which the Abemethian 
Society of St. Bartholomew’s Hospital registered their votes. 
This apathy is attributed by Dr. Chalmers Watson in part 
to the fact that hospital students are continually seeing 
cases of chronic disease which remain for months and leave 
the wards very much in statu quo. The neglect of dis¬ 
pensary teaching is lamented by the younger Edinburgh 
men, who regard dispensary practice as of great value to 
the student. 

41 A great part of his afterwork consists in the recognition 
and treatment of minor maladies, which he does not, and 
cannot, Bee in the wards of the infirmary, but which are of 
everyday occurrence in dispensary practice. Dispensary 
teaching should be definitely coordinated with the teaching 

in the infirmarv. If this arrangement were carried out 

the teaching of medicine from the curative point of view 
could be brought into line with teaching from the preventive 
point of view.’* 

Professor Gulland agrees that the weak point in 
the present teaching is that it is conducted on hospital 
patients—i.e , either on people so seriously ill that they 
cannot be bandied by large numbers of students, or else on 
cases of well-established disease, excellent enough for 
physical signs, but not admitting of really curative or 
preventive treatment. 

What 13 the Value of Systematic Lectures? 

The Edinburgh faculty has devoted special attention to 
the place of systematic lectures in the curriculum. Clinical 
medicine to Professor Harvey Littlejohn is the teaching of 

medicine, and he adds :— 

“Systematic medicine ought simply to be giving the 
student a general outline of various diseases. My idea of 
systematic lecturing is that the lecturer should be simply 
like a guide taking a number of people round a picture 
gallery, devoting the greater part of the time to those 
pictures which are standards in art. He should point out 
the characters of all the pictures, but devote special 
attention to those which really may be taken as out¬ 
standing types. ’ 


It is noteworthy chat attendance at certain groups of 
systematic lectures has been made optional for the 

duration of the war by London University and other 
examining boards, and this course was taken, no 

doubt, because the war has removed so many of 
the competent guides from the class-rooms to the 
zones of battle. In the special case of medicine 
Dr. Robert Thin considers such lectures to be simply 
a relic of mediaeval times, when books were non¬ 
existent or were too expensive to be in the hands of 
students. Dr. Edwin Matthew, speaking for himself and the 
other Edinburgh assistant physicians, regards the attempt to 
give in the course of two hundred lectures a more or less 
complete account of diseased conditions (their recognition, 
results, and treatment) as a mere dictation exercise, of little 
benefit to the student. Professor William Russell sees the 
advantage of retaining the systematic course embodying the 
complete knowledge of an experienced lecturer for the sake 
of the sense of perspective so necessary for the student. 
Professor Gulland finds the text-book out of date almost 
from the moment of its publication, but humorously 
suggests that the lecturer at all events derives untold 
benefit from reviewing his knowledge in every department 
of medicine at least once a year. Dr. Ivy McKenzie’s 
suggestive idea of coordinated work is a special 
systematic lecture at the end of each week, dealing with 
the subject demonstrated in detail at ordinary clinical 
lectures during the week. A fruitful line of coordination is 
sketched by Professor Lorrain Smith, who says that the 
attempt has lately been made in Edinburgh to make the 
study of pathology introductory to the subjects of medicine 
and surgery-- 

“ by making the main part of our course the teaching of 
how the story of disease in a given case is to be read in 
pathology in cc rrespondence with the clinical observations 

and history of the case. By thus coordinating the work 

of these departments a great deal of introductory matter 
could be got over, and physiology, anatomy, and pathology 
could be made more interesting to the students, who would 
arrive at medicine not unfamiliar with the living patient." 

In pathology, he adds, systematic lectures are of little 
importance until the student has a basis on which to build. 

In London the yoke of the systematic lecture has pressed 
all too heavily in recent years. A writer in one of the 
hospital gazettes hardly exaggerated the position in the 
following words:— 

“ The habit of lecture attendance grows ; the student gain3 
a greedy appetite for them, until in his final years he (or 
she) spends most of his time in passing from ‘one lecture- 
room to (sleep in) another. And on those rare occasions 
when there are no lectures the armchairs around the library 
fires become filled rather than the laboratory, wards, or 
museum." 

We agree with this writer in thinking that the blame lies 
with the system rather than with the student, but if lectures 
were of the character postulated by Dr. Ivy Mackenzie, and 
took the form of a topical r6sum6 of a week’s hospital work 
in a definite direction, the value of such teaching would at 
once appear. In this way the past and present work of the 
student would be constantly revised and coordinated. 

Simplification ani> Organisation. 

We have alluded to the errors and omissions in the present 
system of teaching in clinical mediefne not in any despondent 
spirit, but because we believe that now is the time when 
old and worn-out methods may be discarded and our faces 
set in the direction of new and fruitful effort. The general 
directions which progress should take are fairly obvious, and 
what applies to clinical medicine applies also in large 
measure to other sections of medical education. 

The curriculum is overloaded, for the students cannot pass 
their examinations in reasonably high numbers in the allotted 
time. The large average of failures in examinations may be 
due, in part, to the nature of the tests devised ; and, in part, 
to the disjointed nature of the educational course. Two 
remedies suggest themselves. The first is that as far as 
possible the study of the ancillary scientific subjects should 
be carried on at a secondary school, though in some 
divisions of the United Kingdom State aid might here be 
needed. The second is that continuity in scientific and 
pathological training should be instituted at all medical 
schools by a properly paid corps of teachers in touch with 
each other’s work. Medical examinations, reformed to test 
the merits of students thus educated, would then meet both 
professional and public needs. 
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GENERAL COUNCIL OF MEDICAL EDUCA¬ 
TION AND REGISTRATION OF THE 
UNITED KINGDOM. 


Powers, Duties, and Constitution of the General 
Medical Council. 

The powers and duties of the General Medical Council or 
4 ‘ General Council of Medical Education and Registration of 
the United Kingdom ” to give the Council its full title, have 
been set out in detail in many previous Students’ Numbers of 
The Lancet. It is first a registering body : no person, even 
though his qualifications have been obtained, is a legally 
qualified medical practitioner unless his name appears on the 
Medical Register. Secondly, it is a standardising body, 
ensuring that the education of medical men is kept up to an 
efficient standard by scientific examination. Thirdly, it is a 
penal and disciplinary body, having power to remove from 
the Register any practitioner adjudged guilty of conduct 
** infamous in a professional respect.” Fourthly, to the 
Council is committed the codification of pharmaceutical 
remedies. 

The duties of the Council are thus primarily of a public 
nature, and its construction shows its fitness for its fourfold 
responsibilities. 

The Council at present consists of 38 members, of whom, 
as will be seen by the annexed list, all b\it 11 are official 
representatives of some corporate body. Five members 
are chosen by the Crown on the advice of the Privy Council, 
and six others are elected by the members of the medical 
profession as Direct Representatives. 

President of the General Council : Sir Donald MacAlister, 
Members of the General Council : Dr. Norman Moore, 
chosen by the Royal College of Physicians of London; 
Mr. Holburt Jacob Waring, Royal College of Surgeons of 
England ; Mr. Meredith Townsend, Apothecaries’ Society of 
London; Mr. Arthur Thomson, M.B., F.R.C.S., University 
of Oxford; Mr. Frederick Gowland Hopkins, M.A., 
M.B., University of Cambridge; Dr. Robert Howden, 
University of Durham; Sir Frederick Taylor, Univer¬ 
sity of London; Dr. Grafton Elliot Smith, Victoria 
University ot Manchester ; Mr. Harry Gilbert Barling, 
C.B., University of Birmingham; Dr. Richard Caton, 
University of Liverpool ; Dr. Alfred George Barrs, Uni¬ 
versity of Leeds; Mr. Rutherfoord John Pye-Smith, 
University of Sheffield ; Sir Isambard Owen, University 
of Bristol; and Dr. David Hepburn, C.M.G., University of 
Wales. Dr. William Russell, chosen by the Royal College of 
Physicians of Edinburgh; Mr. James William Beeman 
Hodsdon, Royal College of Surgeons of Edinburgh ; Dr. David 
Neilson Knox, Royal Faculty of Physicians and Surgeons of 
Glasgow ; Dr. H. Harvey Littlejohn University of Edinburgh ; 
Sir Donald MacAlister, University of Glasgow ; Dr. John 
Theodore Cash, University of Aberdeen ; and Dr. John Yule 
Mackay, University of St. Andrews. Sir John William 
Moore, chosen by the Royal College of Physicians of Ireland ; 
Sir Arthur Gerald Chance, Royal College of Surgeons in 
Ireland; Dr. Edward Magennis, Apothecaries’ Hall of 
Ireland; Dr. Arthur Francis Dixon, University of Dublin; 
Sir Bertram Coghill Alan Windle, National University 
of Ireland ; and Dr. Johnson Symington, Queen’s University 
of Belfast. Nominated by His Majesty, with the advice of 
his Privy Council: Mr. Charles Sissmore Tomes, Sir Arthur 
Newsholme, Sir Francis Henry Champneys, Dr. John Christie 
McVail, and Dr. Edward Coey Bigger. Elected as Direct 
Representatives : Dr. Langley Browne, Dr. H. A. Latimer, Dr. 
J. A. MacDonald, Mr. Thomas Jenner Verrall, Dr. Norman 
Walker, and Dr. Leonard Kidd. Treasurers of the General 
Council: Mr. Charles Sissmore Tomes and Sir Frederick 
Taylor. 

The Educational Curriculum. 

Professional Education. —The course of professional study 
after registration occupies at least five years. The Final 
Examination in Medicine, Surgery, and Midwifery must not 
be passed before the close of the fifth academic year of 
medical study. 

Registration and Preliminary Examination of Medical 
Studetit*. —The following are the General Medical Council’s 
Regulations in reference to the registration of students in 
medicine. 


Every medical student should be registered in the manner 
prescribed by the General Medical Council. The registration 
of medical students is placed under the charge of the 
Branch Registrars. Every person desirous of being registered 
as a medical student should apply to the Branch Registrar of 
the division of the United Kingdom in which he is residing ; 
and should produce or forward to the Branch Registrar a 
certificate of his having passed a preliminary examination as 
required by the General Medical Council, and evidence that 
he has attained the age of 16 years, and has commenced 
medical study at an institution approved by the Council. 
The Branch Registrar shall enter the applicant’s name 
and other particulars in the Students’ Register and shall 
give him a certificate of such registration. Each of 
the Branch Registrars shall supply to the several licensing 
bodies, medical schools, and hospitals, in that part of the 
United Kingdom of which he is registrar, a sufficient number 
of blank forms of application for the registration of medical 
students. The commencement of the course of professional 
study recognised by any of the qualifying bodies should not 
be reckoned as dating earlier than 15 days before the 
date of registration. In addition to the universities and 
schools of medicine there are many institutions where 
medical study may be commenced. * Applications for 
special exceptions are dealt with by the Students’ 
Registration Committee, which reports all such cases to 
the Council. 

Regulations for the Maintenance of the Register of Medical 
Students. 

The following examinations have been approved* by the 
Council :— (a) The final examinations for the degrees in 
Arts and Science of any University of the United Kingdom 
of of the British Dominions, (ft) All examinations which 
are accepted for Matriculation in the Faculties of Arts and 
Science in any one of the Universities of Great Britain, 
provided the pass-certificate (or certificates) includes English, 
Mathematics, and at least two other subjects named in 
the following list: —Latin, Greek, Hebrew, Arabic, Persian ; 
French, German, Spanish, Italian, Russian, or any approved 
modern language ; History, Geography, Natural Philosophy 
or Physics, Chemistry, Biology, Physical Geography, 
Geology, (u) All examinations not included under the fore¬ 
going section (ft), which are accepted for Matriculation in 
the Faculty of Medicine in any one of the Universities of the 
United Kingdom of Great Britain and Ireland provided the 
examination is completed at not more than two periods of 
examination, and that the pass-certificate (or certificates) 
includes English, Mathematics, Latin (or Greek or Hebrew), 
and at least one other subject named in the follow¬ 
ing list: — Latin, Greek. Hebrew, Arabic, Persian, French, 
German, Spanish. Italian, Russian, or any approved modern 
language. ( d ) The Council may grant special recognition 
to the following examinations not included under the 
foregoing sections (a), (ft), and (u) : — (1) The final examina¬ 
tions for the degrees in Arts and Science of any specially 
recognised Foreign University. (2) Examinations conducted 
by approved Examining Bodies within the United Kingdom 
under the provisions set forth in the foregoing section (c). 
(3) Examination^ conducted by approved Examining Bodies 
out of the United Kingdom under the provisions set forth in 
the foregoing section (c), and under such other conditions as 
the Council may impose in each case. 

List of Bodies whose Examinations are accepted under the 
Foregoing Regulations. \ 

I. Examinations in Great Britain. § 

(1) The Matriculation Examinations in the Faculties of 
Arts of Science of. and all examinations accepted in lieu 
thereof by, the following Universities : Oxford (including 
Responsions and Moderations), Cambridge (including the 
Previous Examination and the General Examination), 
Durham, London, Manchester, Birmingham, Liverpool, 
Leeds, Sheffield, Bristol, Wales, Edinburgh, Glasgow, 
Aberdeen, St. Andrews. These examinations are accepted 
subject to the conditions set forth under Section 2 (ft) above. 
(2) The Preliminary Examinations in the Faculty of Medicine 
of, and all examinations accepted in lieu thereof by, the 
Universities of Durham, Edinburgh, Glasgow, Aberdeen, 
St. Andrews. These examinations are accepted subject to 
the conditions of Section 2 (c) above. (3) Specially recognised 
Examinations conducted by approved bodies. 
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The following Schools Examinations have been recog¬ 
nised by the English Board of Education and are accepted 
by the General Medical Council under the conditions noted 
below: — 

As First Examinations. 

1. The School Certificate Examination of the Oxford and Cambridge 
Schools Examination Board. 

2. The Senior Local Examination of the Oxford Delegacy for Local 
Examinations. 

3. The Senior Local Examination of the Cambridge Local Examina¬ 
tions and Lectures Syndicate. 

4. The School Certificate Examination of the University of Bristol. 

5. The First School Certificate Examination of the University of 
Durham. 

6. The General School Examination of the University of London. 

7. The School Certificate Examination of the Northern Universities 
Joint Matriculation Board. 

As Second Examinations. 

8. The Higher Certificate Examination of the Oxford and Cambridge 
Schools Examination Board. 

9. The Higher School Certificate Examination of the Oxford Delegacy 
for Local Examinations. 

10. The Higher School Certificate Examination of the Cambridge 
Local Examinations and Lectures Syndicate. 

(a) 11. The Higher School Certificate Examination of the University 

of Bristol. 

12. The Higher Certificate Examination of the University of Durham. 

(a) 13. The Higher School Certificate Examination of the University 

of London. 

14. The Higher Certificate Examination of the Northern Universities 
Joint Matriculation Board. 

(a) These Examinations will be held for the first time in 1919. 

In the First Examinations: School Certificates(“ passes with credit") 
and in the Second Examinations: Higher Certificates, provided in both 
instances that they fulfil the conditions required for Matriculation in 
the Faculties of Arts or Pure Science in any University of Great 
Britain, are accepted by the General Medical Council under Clause 2 (b) ; 
otherwise they are accepted under Clause 2 (c), provided that 
evidence is afforded that all the subjects required by the Council have 
been actually passed on an approved standard. (Applicants are advised 
to apply to Ike Examining Bodies for the necessary evidence.) 

Other Certificates accepted under Clause 2 (6). Scottish Education 
Department: Leaving Certificates. 

Other certificates accepted under Clausv 2 (c). Intermediate Certifi¬ 
cate. Central Welsh Board : Senior Certificate. University of 
St. Andrews: Final Examination for Diploma of L.L.A. College of 
Preceptors: Senior Certificate; Preliminary Examination for Medical 
Student* Certificate. Educational Institute uf Scotland: Preliminary 
Medical Examination Certificate. 

II. Irish Examinations. 

University of Dublin: Matriculation Examination : (a) Junior Fresh¬ 
man Term Examination (exclusive of Trigonometry); (b) Special Pre¬ 
liminary Examination to be held in March, the standard and subjects of 
which shall be those of a Junior Freshman Examination (exclusive of 
Trigonometry); (c) Junior Exhibition Examination on obtaining marks 
ol sufficient merit in the subjects of (a) or (b); (d) Examinations tor 
the First, Socond, Third, or Fourth Year in Arts. (Certificate to be 
signed in the approved form by the Medical Registrar of the Univer¬ 
sity.) Queen's University of Belfast: Matriculation Examination. 
National University of Ireland: Matriculation Examination. Inter¬ 
mediate Education Board of Ireland : Middle Grade Examination, with 
Honours in three subjects ; Senior Grade Examination. Royal Colleges 
of Physicians and Surgeons in Ireland: Preliminary Examination. 
These Examinations are accepted subject to the conditions set forth in 
Section 2 (c) above. 

The remainder of the curriculum, though all under 
the supervision of the Council, is in detail in the 
hands of the various degree- and diploma-granting bodies 
whose representatives are members of the General 
Medical Council. In the next pages we give the 
regulations of the various examining bodies, but it must 
always be remembered that the examinations are under 
the supervision of the General Medical Council, who 
visit the various centres in turn and closely inspect the 
procedure. 

III. Examinations Held Out of the United Kingdom. 

Every Certificate from Indian, Colonial, and Foreign 
Universities and Colleges must contain evidence that the 
Examination has been conducted by or under the authority 
of the Body granting it, must include all the subjects required 
by the General Medical Council, and must state that all the 
subjects of Examination have been passed in at not more 
than two examinations ; copies of the form of the required 
Certificate are supplied by the Registrar of the Council for 

the purpose. In the case of Natives of India or other 

Oriental countries whose vernacular is other than English 
an Examination in a Classical Oriental Language (e.g., 
Sanskrit, Arabic, Chinese) may be accepted instead of 
an Examination in Latin. The German Abiturienten- 
Examen of the Gymnasia and Real-Schulen and the 
examinations entitling to the French diplomas of 

Bachelier es Lettres and Bachelier &s Sciences and 

other corresponding Entrance Examinations to the Uni¬ 
versities in Europe are recognised by the General Medical 
Council. 
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These examinations are accepted subject to the conditions 
set forth in Section 2 (c ) above. 

Further particulars are given in the Students’ Regulations, 
which can be obtained at the offices of the Council, price 9 d. 

The Officers of the Council. 

Norman C. King, Registrar of the General Council 
and of the Branch Council for England, 44, Hal lam-street, 
Portland-place, W. 1. — James Robertson, Registrar of the 
Branch Council for Scotland, 54, George-square, Edinburgh. 
— Richard J. E. Roe, Registrar of the Branch Council for 
Ireland, 35, Dawson-street, Dublin. All communications 
should be addressed to “The Registrar” and not by name. 

Postponement of the Election of Direct 
Representatives. 

By an Order in Council dated August 14th the provisions 
of the Parliament and Local Elections Act, 1918, have been 
extended to the election of members of this Council by 
registered practitioners resident in the United Kingdom, the 
effect of which is to extend the term of office of the existing 
Direct Representatives until Dec. 31st, 1919. Accordingly 
no election of Direct Representatives will fall to be held in 
the present year. 


THE 

MEDICAL EXAMINING BODIES 

AND 

SCHOOLS OF THE UNITED KINGDOM. 

A Guide to the Facilities for Obtaining the Various 
Medical Degrees and Other Qualifications 
for the British Medical Register. 


I.—ENGLAND AND WALES. 

THE UNIVERSITIES. 


UNIVERSITY OF OXFORD. 

There are two degrees in Medicine, B.M. and D.M ., 
two degrees in Surgery, B. Ch< and Af. Ch ., and two diplomas, 
Public Health and Ophthalmology. 

Graduates in Arts (B.A. or M.A.) are alone eligible for 
the degrees. The most convenient course for the B.A. 
degree for intending graduates in Medicine is to take 
Responsions, the Preliminary Science Examinations men¬ 
tioned below, and the Final Honour School of Physiology. 
In order to obtain the degrees of B.M. and B.Ch. the 
following examinations must be passed: — 1. Preliminary 
subjects: Mechanics and Physics, Chemistry, Zoology, and 
Botany. 2. Professional, (a) First Examination: Subjects— 
Organic Chemistry, unless the candidate has obtained a first 
or second class in Chemistry in the Natural Science School; 
Human Physiology, unless he has obtained a first or second 
class in Animal Physiology in the Natural Science School ; 
Human Anatomy. (ft) Second Examination : Subjects — 
Medicine, Surgery, Midwifery, Pathology, Forensic Medicine 
with Hygiene, Materia Medica and Pharmacology. The 
approximate dates of the examinations are as follows : — Pre¬ 
liminaries—Zoology, Botany, and Chemistry, December and 
June; Mechanics and Physics, March and June ; Profes¬ 
sional (First and Second B.M.), June and December. 

The lirst Examination for the degrees of B.M. and B.Ch. 
may be passed as soon as the Preliminary Scientific Exami¬ 
nations have been completed. Anatomy and Physiology are 
to be passed together, and Organic Chemistry may be taken 
before or after these have been passed. 

The Second Examination may be passed after the com¬ 
pletion of the first, but Pathology, Hygiene, and Materia 
Medica and Pharmacology may be taken before or with 
the remaining subjects. Before admission to the Second 
Examination candidates must present certificates of attend¬ 
ance on a course of laboratory instruction in Practical 
Pathology and Bacteriology and of having acted as post¬ 
mortem clerk for three months, surgical dresser for six 
months, and clinical clerk for six months. Also they must 
produce certificates of instruction in Infectious and Mental 
Diseases, and of attendance on Labours, of proficiency in 
the practice of Vaccination and Anaesthetics, and of having 
attended a course of Practical Pharmacology. Also in 
respect of the First Examination candidates must present 
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certificates showing that they have dissected the whole 
body once and have attended courses of laboratory instruc¬ 
tion in Practical Histology and Practical Physiology. 

The degree of D.M. is granted to Bachelors of Medicine of 
the University provided they have entered their thirtieth 
term and have composed on some medical subject a disserta¬ 
tion w T hich is approved by the professors in the Faculty of 
Medicine and examiners for the degree of B.M. whose 
subject is dealt with. The degree of M.Ch. is granted to 
Bachelors of Surgery of the University who have entered their 
twenty-first term, who are members of the surgical staff of a 
recognised hospital, or have acted as Dresser or House Surgeon 
in such a hospital for six months, and who have passed the 
M.Ch. examination in Surgery, Surgical Anatomy, and 
Surgical Operations. This examination is held annually, in 
June, at the end of the Second B.M. Examination. 

Diploma m Ophthalmology. — This diploma has been 
suspended during the war. 

Travelling fellowship. Scholarships , and Prizes. — A 
Radcliffe Travelling Fellowship is awarded annually after 
an examination held in February. It is tenable for 
three years and is of the annual value of £200. The 
examination is in Physiology, Pathology, and Hygiene, 
and is partly 44 practical.” Candidates must be graduates 
in Medicine of the University. The holder must travel 
abroad for the purpose of medical study. Application 
should be iflade to the Radcliffe Examiners, Radcliffe 
Library, University Museum. A Rolleston Memorial Prize is 
awarded once in two years to members of the Universities 
of Oxford and Cambridge of not more than ten years’ stand¬ 
ing for an original research in some Biological subject, 
including Physiology or Pathology. The Radcliffe Prize, 
founded by University College (1907), is of the value of 
£50 and is awarded biennially for research in some branch 
of medical science. The Theodore Williams Scholarships 
of the value of £50 each are awarded annually in the 
subjects of Anatomy, Physiology, and Patholoey. A King’s 
College Hospital Burney Yeo Scholarship of £80 is awarded 
each year. The Scholarships in Science which are offered 
by several Colleges are open to those who intend to pursue 
Medicine. The value of these scholarships is usually £80 a 
year for four years. 

In addition to the University lectures and classes the 
several Colleges provide their undergraduates with tuition 
for all examinations up to the B.A. degree. 

In the Radcliffe Infirmary and County Hospital clinical 
instruction is given by the Regius Professor of Medicine, the 
Litchfield Lecturers in Medicine and Surgery, and the other 
physicians and surgeons. Instruction is also given in post¬ 
mortem work and Clinical Pathology in connexion with the 
courses in Pathology. 

More detailed information may be obtained from the 
University Calendar ; from the Examination Statutes, 1918 
(both of which are published by the Clarendon Press) ; 
from the Regius Professor of Medicine ; and from the 
Professors in the several departments of medical science. 
Certain special conditions as regards students wbo have been 
engaged on war service may be obtained on application to 
the Assistant Registrar of the University, Clarendon Build¬ 
ing, Oxford. _ 

University of Oxford : Radcliffe Infirmary and 
County Hospital. — Courses of instruction are given in 
connexion with the Oxford University Medical School. These 
include (1) a course in Practical Medicine by the Regius Pro¬ 
fessor of Medicine ; (2) Clinical lectures by the Litchfield Lec¬ 
turers in Medicine and Surgery ; and (3) tutorial instruction 
and demonstrations in special Regional Anatomy (medical 
and surgical), methods of Medical and Surgical Diagnosis, 
and Surgical Manipulation. (4) Pathological demonstrations 
and instruction in post-mortem work are given by the 
Assistant Pathologist. Practical Pharmacy is taught in 
the Radcliffe Dispensary. Opportunities are offered to 
students who wish to act as surgical dressers and clerks. 
The Hospital contains 170 beds. 


UNIVERSITY OF CAMBRIDGE. 

The student must enter at one of the Colleges, or as 
a non-collegiate student, and keep nine terms (three 
years) by residence in the University. He must pass 
the Previous Examination in Classics, Mathematics, 


Sec., if possible, before he comes into residence in 
October, or he may obtain exemption through the Oxford 
and Cambridge Schools Examination Board, the Oxford 
or Cambridge Senior Local Examinations, the London 
Matriculation Examination, the Scotch Education Depart¬ 
ment, Responsions at Oxford, and the Joint Matriculation 
Board of the Universities of Manchester, Liverpool, Leeds, 
and Sheffield, the Matriculation Examination of the Uni¬ 
versity of Birmingham, or by being graduates of certain other 
Universities in the United Kingdom. He may then devote him¬ 
self to medical study in the University, &c. Or he may, as 
nearly all students now do, proceed to take a degree in 
Arts by passing either ( a ) the General Examination and one 
Special Examination, or ( h ) two Special Examinations for 
the ordinary B.A. degree, or an Honours degree in one 
of the Triposes. The Natural Sciences Tripos is taken 
most frequently, as some of the subjects are practically the 
same as those for the first and second M.B. 

For the degree of Bachelor of Medioinc (M.B.) five years 
of medical study are required either in Cambridge or 
at one of the recognised Schools of Medicine. The first 
three or four years are usually spent in Cambridge till 
he has passed, say, the examination for Part I. of the 
Natural Sciences Tripos and the first and second examina¬ 
tions for M.B. Hospital practice and many of the requisite 
lectures may be attended in Cambridge, and some students 
remain to attend lectures and hospital practice until they 
have passed the second part of the second examination for 
M.B. The laboratories for Botany, Chemistry, Physics, 
Biology, Zoology, Human Anatomy, Physiology, Bio¬ 
chemistry, Pathology, Bacteriology, Pharmacology, Psych¬ 
ology, and Public Health are well equipped. Adden- 
brooke’s Hospital, the Infectious Diseases Hospital, the 
Cambiidge Research Hospital, and the Field Laboratories 
are utilised for study and research. 

There are three examinations for M.B. The first includes 
(1) Chemistry and other branches of Physics, and (2) Ele¬ 
mentary Biology. These parts may be taken together 
or separately. The second is divided into two parts— 
viz., (1) Human Anatomy and Physiology; and (2) Phar¬ 
macology and General Pathology. The third is also 
divided into two parts: (1) Principles and Practice of 
Surgery (including Special Pathology and Midwifery and 
Diseases Peculiar to Women); and (2) Principles and 
Practice of Physic (including Diseases of Children, Mental 
Diseases, Medical Jurisprudence), Pathology (including 
Hygiene and Preventive Medicine), and Pharmacology 
(including Therapeutics and Toxicology). The examina¬ 
tions are partly in writing, partly oral, and partly practical, 
in the hospital, in the dissecting room, and in the labora¬ 
tories. An Act has then to be kept in the Public Schools, 
by the candidate reading an original dissertation composed 
by himself and being examined orally on some subject 
approved by the Regius Professor or Physic. 

Candidates who have passed both parts of the third M. B. 
examination are admitted to the registrable degree of 
Bachelor of Surgery (B. Ch.) without separate examination 
and without keeping an Act. 

The degree of Doctor of Medicine (M.D.) may be taken 
three years after that of M.B. o> four years after that of 
M. A. The candidate is required to produce certificates 
of having been engaged in Medical Study for five years, 
and if an M.A., to pass the same examinations as are 
required for the degree of M.B. An Act has to be 
kept, consisting of an original Thesis sustained in the 
Public Schools with viva voce examination; and a short 
extempore essay has to be written on a topic taken from 
the general subject of his thesis, whether it be Physiology, 
Pathology, Pharmacology, the Practice of Medicine, State 
Medicine, or the History of Medicine. 

For the degree of Master of Surgery (M.Ch.) the candidate 
must have passed all the examinations for B.C., or, if he 
is an M.A., have obtained some other registrable qualifica¬ 
tion in surgery. He is required either (1) to pass an 
examination in Principles and Practice of Surgery, 
Surgical Anatomy and Surgical Operations, and Pathology, 
and to write an extempore essay on a Surgical Subject; or (2) 
to submit to the Medical Board original contributions to the 
advancement of the Science or Art of Surgery. Before he 
can be admitted to the examination two years at least 
must have elapsed from the time when he completed all 
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required for the degree of B.C. Before submitting original 
contributions he must have been qualified at least three years. 

Women Students . — Increased facilities have been offered 
to students of Girton and Newnham Colleges, and they are 
admitted to the First and Second M.B. Examinations under 
certain conditions. 

University Prize in Medicine.— The one University Prize 
ip Medicine, the Raymond Horton Smith Prize (value £19), 
is awarded to that candidate for the degree of M.D. who 
presents the best thesis for the degree during the academical 
year, provided that he has taken honours in a tripos 
examination. Medical Studies are endowed by the numerous 
Natural Science scholarships at the various colleges, 
information about which can be obtained from the respective 
Tutors. 

An abstract of the Regulations and Schedules of the range 
of the examinations in Chemistry, Physics, Biology, Pharma¬ 
cology, and General Pathology may be obtained upon 
sending a stamped directed envelope to the Registrary, 
the Registry, Cambridge. _ 

Addenbrooke’s Hospital. — Clinical Lectures in Medicine 
and Surgery, in connexion with Cambridge University 
Medical School, are given at this hospital twice a week 
during the academical year ; and practical instruction in 
Medicine and Surgery is given in the wards and out-patients’ 
rooms by the physicians and surgeons daily during the 
term time and vacations. The fee for pupilship is 3 guineas 
a term. All communications by students should be made to 
Dr. Aldren Wright. 


UNIVERSITY OF LONDON. 

The University of London was established by Royal 
Charter in 1836 as an examining and degree conferring 
body with affiliated colleges but no direct teaching func¬ 
tions. In 1900 it was reconstituted under the Act of Parliament 
1898 and became a teacffing as well as an examining body. 
Many schools already existing became constituent colleges, 
including all the metropolitan medical schools. Teachers 
were also appointed in special subjects to give lectures at the 
University. 

Teaching Staff .—The teaching staff of the University is 
organised under two heads : 1. Appointed teachers—i.e., 
such as are appointed by, and are paid out of the funds of, the 
University. 2. Recognised teachers—i.e., those who have 
been appointed and are paid by the several schools of the 
University and other institutions at which instruction 
is given under the auspices of the University, and who have 
been recognised by the Senate as conducting work of 
University standard. Courses by non-recognised teachers 
may also be approved in schools of the University. The 
lecturers in the Medical Sciences and the professors in the 
Faculties of Medicine in University College, London, and 
King’s College, London, will be found enumerated under 
their respective medical schools. 

Internal and External Students .—All the examinations of 
this University are open to men and women alike. Matricu¬ 
lated students of the University may be either internal 
or external. Internal students of the University are 
students who have matriculated at the University and 
who are pursuing a course of study approved by 
the University, either {a) under the direct control 
of the University or a committee appointed thereby; 
or ( b ) qnder one or more of the appointed or recognised 
teachers of the University. Centres for preliminary and 
intermediate medical studies have been established by 
the University at University and King’s Colleges. Internal 
students must pursue their studies at one of the above 
centres, or at one of the medical schools connected with 
the University. These are St. Bartholomew’s Hospital, 
Charing Cross Hospital, St. George’s Hospital, Guy’s 
Hospital, King’s College Hospital, the London Hospital, 
St. Mary’s Hospital, the Middlesex Hospital, St. Thomas’s 
Hospital, University College Hospital, Westminster Hospital, 
and the London (Royal Free Hospital) School of Medicine 
for Women. The London School of Tropical Medicine and 
the Lister Institute of Preventive Medicine are also recognised 
as schools of the University in special departments. External 
students are all other matriculated students, and may pursue 
their studies at other universities and medical schools, pre¬ 
senting themselves for examination at the University of 
London. 


Faculty of Medicine. — The Faculty of Medicine grants the 
joint degrees of M.B., B.S. (. Bachelor of Medicine and Sur¬ 
gery ), and the higher separate degrees of M.D. (. Doctor of 
Medicine ) and M.S. ( Master of Surgery). 

The curriculum for the medical degrees is now five and a 
half years from the time of matriculation, except in the case 
of students who have passed the Preliminary Scientific 
Examination or the First Examination for Medical Degrees 
before July, 1910, and the examinations formerly known as 
the Preliminary Scientific, the Intermediate, and the Final 
Examination in Medicine are now respectively entitled the 
First, Second, and Third Examinations for Medical Degrees. 
Part II. of the former Preliminary Scientific Examination has 
now been made Part I. of the Second Examination. 

A. Internal Students. — In order to be admitted to the 
Bachelor’s degrees a student must normally, after regis¬ 
tration as an internal student, have: (1) Attended pre¬ 
scribed courses of study for five and a half years in one or 
more schools of the University. (2) Passed the follow¬ 
ing examinations, under the conditions mentioned below: 
(a) The First Examination for Medical Degrees in Inorganic 
Chemistry, Physics, and General Biology; {b) the Second Exa¬ 
mination for Medical Degrees : Part I., Organic and Applied 
Chemistry ; Part II., Anatomy, Physiology, and Pharma¬ 
cology, including Pharmacy and Materia Medica; (o) the 
Third Examination for Medical Degrees, or M.B., B.S. 
Examination in Medicine, including Therapeutics and 
Mental Diseases, Surgery, Midwifery and Diseases of 
Women, Pathology, Forensic Medicine and Hygiene. 

B. External Students. — To be admitted to the Bachelor’s 
degrees an external student must (1) have passed the Matri¬ 
culation examination or have been exempted therefrom 
under Statute 116 not less than five and a half years pre¬ 
viously ; (2) have passed subsequent examinations similar to 
those required of an internal student; and (3) have been 
engaged in professional studies during the five and a half 
years subsequently to Matriculation and four and a half 
years subsequently to passing the First Examination for 
Professional Degrees at one or more of the medical institutions 
or schools recognised by this University for the purpose, one 
year at least of the four and a half years to have been spent 
in one or more of the recognised institutions or schools in 
the United Kingdom. 

Ike First Examination for Medical Degrees (Inorganic 
Chemistry , Physics , and General Biology) will take place 
twice in each year, commencing on the Monday following 
Dec. 10th and on* the second Monday in July. It must 
as a rule be passed by internal students not less than one 
academic year after matriculation and by external students 
not less than nine months after matriculation. 

The Second Examination for Medical Degrees (Part I.) : 
Organic Chemistry. — This examination will take place twice 
in each year, commencing on the Thursdays following the 
third Monday in March and the second Monday in July. 
No candidate will be admitted to this examination within six 
months of having passed the First Examination. [During the 
continuance of the war only this examination will be held in 
December as well as in March and July. ] 

2 he Second Examination for Medical Degrees {Part II) 
takes place twice in every year, commencing on the 
third Monday in March and on the first Monday in July. 
The subjects of the examination are Human Anatomy and 
Embryology, Physiology, and Pharmacology, including 
Pharmacy and Materia Medica. No candidate shall be 
admitted to the examination unless he has passed the First 
Examination for Medical Degrees at least 18 months pre¬ 
viously, and has passed Part I. of the Second Examination 
for Medical Degrees. 

The Third or M.B ., B. S. Examination.— The M. B., B. S. exa¬ 
mination takes place twice in each year, commencing on the 
fourth Monday in October and on the first Monday in May. 
No candidate except those who pass the Preliminary Science 
or First Examination for Medical Degrees before Juiy 
will be admitted to this examination within three academic 
years from the date of passing in Anatomy and Physiology 
at the Second Examination (Part II.), nor unless he has com¬ 
pleted that examination together with prescribed courses of 
study or practice summarised below. (1) Princip’es and 
Practice of Medicine ; (2) Clinical. Methods and Physical 
Diagnosis ; (3) Insanity (with clinical demonstrations at a 
recognised Asylum); (4) Therapeutics ; (5) accination ; (6) 
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Principles and Practice of Surgery ; (7) Operative Surgery, 
Surgical Anatomy, Practical Surgery, and the Administration 
of Anaesthetics ; (8) Diseases of the Eye, Ear, and Throat; 
(9) Lectures and Demonstrations on Midwifery and 
Diseases of Women; (10) Practical Midwifery, the con¬ 
duct of at least 20 Labours, and practice as a 
Clinical clerk in Gynaecological work; (11) Pathology and 
Bacteriology ; (12) work of the Post-mortem room ; (13) 
Forensic Medicine ; and (14) Hygiene. He must also have 
attended the Medical and Surgical practice of a recognised 
hospital for two years and a course of instruction at a 
recognised Fever Hospital for two months. 1 He must have 
had clinical instruction and must have held the posts of 
medical clinical clerk and surgical dresser for periods of six 
months each. Candidates will be examined in Medicine 
(including Therapeutics and Mental Diseases), Patho¬ 
logy, Forensic Medicine and Hygiene, Surgery, Mid¬ 
wifery, and Diseases of Women. The subjects may be 
divided into two groups—namely : (1) Medicine, Pathology, 
Forensic Medicine, and Hygiene ; and (2) Surgery, Midwifery, 
and Diseases of Women. These groups may betaken either 
separately or together. The list of candidates who have passed 
will be published in two parts—namely, an Honours list and 
a Pass list. Bachelors of Medicine of this University who 
graduated in or before May, 1904, may obtain the B.S. degree 
by passing the Surgical part of the M.B., B.S. examination. 

Doctor of Medicine .—The examination for this degree 
takes place twice in each year, commencing on the first 
Monday in December and on the first Monday in July. 
Candidates may present themselves for examination in one 
of the following branches, namely : (1) Medicine; (2) Patho¬ 
logy I (3) Mental Diseases ; (4) Midwifery and Diseases of 
Women ; (5) State Medicine; and (6) Tropical Medicine. 
Any candidate for the degree of M.D. may transmit to the 
Registrar a thesis or published work having definite relation 
to the branch of Medicine in which he is a candidate, and 
if the thesis be approved by the examiners the candidate 
may be exempted from the written examination in that 
subject. 

Master in Surgery. —The examination for the degree of 
Master in Surgery takes place twioe in each year and com¬ 
mences on the first Monday in December and on the first 
Monday in July. 

Fees .—Matriculation £2 2*., which will be returned if the 
candidate withdraws his name before the last day of entry. 
Should he fail to present himself an additional £1 Is. will be 
charged on subsequent presentation within eight months. 
£2 will be charged on each subsequent entry. At pro¬ 
vincial examinations an additional fee of £1 Is. to £3 3s. is 
charged by the local authorities at the time of examination. 
First M.B., B S. Examination : £5 5s. for each entry to the 
entire examination, or £2 2s. each subject if the examina¬ 
tion is taken in parts. Second M.B., B.S. Examination: 
Part I. £2 2s., repeated on each subsequent entry; Part II. 
£8 8s. for the whole examination. For re-examination in 
one subject £4 4s. Third (Final) M.B., B.S. Examination : 
£10 10s. for each entry to the whole examination and £5 5s. 
for examination or re-examination in each group. M.D. 
Examination: £21; for re-examination £10 10s. M.S. 
Examination : As for M.D. 

Full details of the prescribed curricula of study and the 
names of the recognised Internal and External Schools of the 
University, can be obtained free on application to the Academic 
Registrar, University of London, South Kensington, S.W. 

1 During the continuance of the war students who have not passed 
the Second Examination for Medical Degrees in Anatomy and Pnysio- 
logy. but who have completed one year’s study after passing the First 
Examination for Medical Degrees, will be allowed to count not more 
than six months’ service as clinical clerk or not more than six months’ 
service as surgical dresser in a recognised hospital as if they had so 
passed the examination in question. Clinical service during the con¬ 
tinuance of the war, for any period of not more than twelve months in 
a medical Unit of the Regular or Territorial Forces, or in a hospital or 
detachment of the Red Cross Society, or in any hospital recognised by 
the military or naval authorities for war purposes, will be accepted by 
the University as equivalent to the medical and surgical practice in a 
recognised hospital for an equal period; and further, any portion or 
the whole of the time so spent will be accepted as equivalent to time 
spent either as a clinical clerk or as a dresser, at the choice of the 
candidate. Clinical service during the continuance of the war, as set 
forth above, will be similarly accepted for a period not exceeding six 
months from students who nave not passed the Second Examination 
for Medical Degrees in Anatomy and Physiology, but who have 
completed one year of study after passing the first Examination 
for Medical Degrees, as if they had so passed the examination in 
question. 


MEDICAL SCHOOLS OF THE UNIVERSITY 
OF LONDON . 1 


St. Bartholomew’s Hospital and College.— The 
hospital contains 757 beds, of which 687 are for patients 
in the hospital at Smithfield and 70 for convalescent patients 
at Swanley. It receives over 8000 in-patients annually and 
its out-patients and casualties amount to more than 75,000 
annually. Special departments have been organised for 
Diseases of Women and Children, the Eye, Ear, Larynx, 
and Skin, as well as for Orthopaedic and Dental Surgery r 
and for Electro-therapeutics and X Ray work. Surgical 
operations take place every day at 1.30 p.m. and Surgical 
Consultations are held on Thursdays at the same hour. 
Medical Consultations are held on Thursdays at 3.15 p.m. 
The physicians and surgeons deliver clinical lectures weekly 
during both the winter and the summer sessions. Clinical 
Lectures on all special subjects are also given. The visits 
of the physicians and surgeons are made at 1.30. 

Ten house physicians and ten house surgeons are 
appointed annually, and are provided with rooms by the 
hospital authorities and receive £80 a year as salary. 
A resident midwifery assistant, an ophthalmic house 
surgeon, and a house surgeon for diseases of the throat, 
nose, and ear are appointed every six months, and are 
provided with rooms and receive a salary of £80 a year. 
Three resident anaesthetists are appointed annually, and 
receive salaries of £120, £100, and £100 respectively, with 
rooms. An extern midwifery assistant is appointed every 
three months, and receives a salary of £80 a year. The 
clinical clerks, the obstetric clerks, the clerks to the medical 
out-patients, the dressers to the surgical in-patients and 
to the out-patients, and the dressers in the special depart¬ 
ments are chosen from the students. A residential college 
is attached to the hospital. 

New Buildings. —The new buildings comprise residential 
quarters for the resident staff, casualty, medical, surgical, 
and special out-patient departments, casualty wards, 
dispensary, and clinical lecture theatre. A new chemical 
laboratory has been added to the Medical School, and 
a laboratory devoted to instruction in Public Health. A 
second new block is devoted to Pathology, and contains 
the post-mortem room as well as extensive laboratories 
for bacteriology, clinical pathology, pathological histology, 
and pathological chemistry. The Medical School Buildings 
include three large lecture theatres, a large dissecting room, 
a spacious library (containing 13,000 volumes), a well- 
appointed museum of anatomy, physiology, comparative 
anatomy, materia medica, botany, and pathological anatomy. 
The pathological museum is the most complete in the 
kingdom. There are laboratories for chemistry, physiology, 
pharmacology, physics, public health, and biology, giving 
ample accommodation in every department. 

Special Classes for the Primary and Final F.R.C.S. are held 
twice yearly. Instruction in Preliminary Science is given 
to University of London students in chemistry, biology, 
and physics throughout the year. Laboratory Instruction for 
the D.P.H. is provided during the winter and summer 
sessions. 

The recreation ground of 10 acres is at Winchmore 
Hill for the use of the members of the Students’ 
Union, w r hich all students are expected to join. The 
Students’ Union contains a large reading and smoking 
room, a committee and writing room, luncheon and 
dining hall, and a miniature rifle range. 

Scholarships given in aid of Medical Study. —At this school 
various Scholarships, prizes, &c., are given. For five of 
the Scholarships and the Exhibition—namely, (a), (ft), 
two Entrance Scholarships of the respective values 
of £75 and £100; (r) Entrance Scholarship in Arts, 
£100 ; ( d ) Jeaffreson Exhibition, £50; and (e) Shuter 

Scholarship, £50—a full or University course at St. 
Bartholomew’s Hospital is required. The awards of (a) t 
and (ft) are made after examination in selections from the 
subjects of Chemistry, Physics, Zoology, Botany, Physio¬ 
logy, and Anatomy; (c) and (d) are awarded after exa¬ 
mination in Latin, Mathematics, and Greek or French 
or German ; (e) is awarded after competitive examination 
among Cambridge Graduates in Anatomy and Physio- 

1 For Ancillary Metropolitan Medical Schools see p. 280. 

















The Lancet,] 


MEDICAL SCHOOLS OF THE UNIVERSITY OF LONDON. [AUGUST 31. 1918 287 


logy. The remaining Scholarships and prizes are as 
follows :—Four Junior Scholarships : (/■) No. 1, £30, 
Anatomy and Physiology ; (y) No. 2, £20, Anatomy and 
Physiology ; (A) No. 3, £25, Chemistry, Physics, and 
Biology ; (i) No. 4, £15, Chemistry, Physics, and Biology ; 
(J) Senior Scholarship, £50, Anatomy, Physiology, and 
Chemistry ; (k) Kirkes Scholarship, £30 and medal, Clinical 
Medicine ; (/) and (?n) two Brackenbury Scholarships, £39 
each, one in Medicine and one in Surgery; (n) Sir G. 
Burrows Prize, £10, Pathology ; (o) Skynner Prize, ,13 

guineas, Regional and Morbid Anatomy ; ( p ) Matthews 
Duncan Medal and Prize, £20, Midwifery and Gynaecology; 
( 7 ) Luther Holden Research Scholarship in Surgery, awarded 
by election, £105 ; and (r) Lawrence Research Scholarship 
and gold medal in Pathology, awarded by election, £115. 

Information may be obtained on application to the Dean 
of the Medical School: Dr. T. W. Shore. The Warden of 
the College is Mr. W. Girling Ball. 


Charing Cross Hospital.— The Hospital, to which the 
School is attached, contains 300 beds. Over 3000 cases pass 
through its wards each year, and some 24,000 out-patients 
and casualties are treated. There are special departments 
for Mental Diseases, Midwifery, Diseases of Women, of 
Children, of the Skin, Eye, Ear, Throat, Nose, and Teeth, 
for Orthopaedic Cases, X Ray work, and for Electrical 
Examination and Treatment. 

Appointments .—In the Medical School Demonstratorships 
and Assistant Demonstratorships are open to students of the 
School. Medical, Surgical, and Obstetric Registrars to the 
Hospital are appointed annually. Six House Physicians, six 
House Surgeons, and two Resident Obstetric Officers are 
appointed each year after competitive examination. 

Primary and Intermediate Studies. — By an agreement with 
the University of London the School sends its Primary and 
Intermediate Students to receive their lectures and practical 
work at King’s College, which is situated within four 
minutes’ walk. This arrangement has proved most 
successful. 

Final Studies. —These are taken in the school and hospital, 
whqre systematic lectures, demonstrations, aDd tutorial 
classes are arranged to cover all the subjects necessary for 
qualifying examinations. Departments are also available 
for other final subjects of Bacteriology, Clinical Pathology, 
Materia Medica, Toxicology. Public Health, and Operative 
Surgery, and also for Research Work and Post-graduate Work. 

The Museum contains over 4000 specimens, including a 
notable collection of over 800 gynascological specimens, 
“The Cuthbert Lockyer Collection.” 

Students' Club. — The social comfort and convenience of 
students are met by library, reading, and smoking-rooms, 
refreshment-room, &c. The Club, which is under the control 
of a Committee of Students, provides needful athletic 
recreation, and includes the Medical Society. 

Women Students . — Women students are accepted by the 
School and Hospital upon the same terms and conditions as 
men, and after qualification are eligible for resident Hospital 
appointments. A separate common-room and a female 
attendant are provided, but beyond this no further distinc¬ 
tion is made. This system of co-education, under which 
men and women are placed on terms of complete equality 
throughout the whole of the curriculum, has been found to 
work successfully and to their mutual advantage. 

Fees .—An entrance fee of 10 guineas and 8 guineas is 
payable by full-course and final-course students respectively, 
and an annual fee of 26 guineas covers all other expenditure, 
with the exception of 7 guineas for vaccination, dispensing, 
and fever hospital attendance, which must be taken outside 
the hospital. Membership of the Students’ Club is included 
in these fees. 

Further information may be obtained on application to 
the Dean, Dr. W. J. Fenton, Medical School, Charing Cross 
Hospital, London, W.C. _ 

St. George’s Hospital. — This hospital has a service of 
436 beds, of which 180 are allotted to surgical, 150 to 
medical cases, and 100 are at the Convalescent Hospital at 
Wimbledon. One ward is set apart for Diseases Peculiar 
to Women. Children’s beds are placed id all the women’s 
wards. Two wards are allotted to ophthalmic cases. 

Entrance Scholarships and Endowed Prizes of a total 
value of £482 are awarded annually; a detailed list is 


placed below. The entire teaching and laboratories are 
now devoted to purely clinical subjects, and arrangements 
have been made with the University of London for students 
who enter during the first, second, or third year of the 
curriculum as students of St. George’s to carry out the 
necessary courses of instruction at either University College 
or King’s College. Students then complete their course, 
without payment of any entrance fee, in a school entirely 
devoted to Clinical work. The school is admitting a strictly 
limited number of women students during the war. These 
women students will be allowed to continue their studies 
until qualification. 

Eight house physicians and eight house surgeons are 
appointed annually. Special attention is directed to the 
following paid appointments, among others, which are open 
to students after they have held house office:—Medical 
Registrarship at £200 per annum; Surgical Registrar- 
ship at £200 ; Assistant Curatorship of the Museum 
at £100 ; Obstetric Assistantship (Resident) at £50 ; 
the post of Resident Anaesthetist at £100; the post 
of Senior Anaesthetist at £50; the posts (3) of Junior 
Anaesthetists, each at £30. The St. George’s Hospital Club, 
with smoking- and luncheon-rooms on the hospital premises, 
and an athletic ground at Wimbledon, is an amalgamation 
of the Hunterian Society, the Gazette , and the chess, lawn 
tennis, boxing, hockey, rifle, and golf clubs. Students have 
the advantage of a library of medical and scientific books 
which is kept up-to-date. 

Scholarships and Prizes. —At this school two entrance 
scholarships are given, the money value and the subjects 
of examination being as follows : ( a ) and ( h ) two Uni¬ 
versity Entrance Scholarships, 70 guineas and £50 
respectively, Anatomy and Physiology. The others are 
as follows: ( 0 ) William Brown Exhibition, tenable for 
two years and open to perpetual pupils having registrable 
qualifications, £112 per annum. Practice of Medicine, 
Midwifery, and Surgery ; (d) William Brown Exhibition, 
tenable for three years and open to perpetual pupils 
qualified not more than three years previously, £42 
per annum, Essay and Original Work ; ( e ) Allingham 
Scholarship in Surgery for Students qualified not more 
than three years, £50, Competitive Essay ; (/) and (y) two 
Brackenbury Prizes, one in Medicine and one in Surgery, 
£30 each, open to students of not more than five years’ 
standing; (A) H. C. Johnson Memorial Prize, £15, Practical 
Anatomy ; ( i ) Pollock Prize, £17, Physiology, Physiological 
Chemistry, and Histology ; (J) Clarke Prize, £5; (k) 
Thompson Medal, £5, Clinicai Reports; (I) Brodie Prize, 
£7, Clinical Reports ; ( m ) Webb Prize, open to perpetual 
pupils, £30, Bacteriology. 

Further information may be obtained from the Acting 
Dean of the Medical School, Mr. R. R. James. 


Guy’s Hospital. — This hospital, founded by Thomas Guy 
in 1721 for the reception of 400 patients, and enlarged 
through the aid of a large bequest from the late William 
Hunt, contains at the present time 643 beds. The 
school buildings have been rebuilt and now offer very 
complete accommodation. Within the grounds of the 
hospital are situated the residential college, with accommo¬ 
dation for 60 students, the students’ club, with reading, 
smoking, luncheon, and dining-rooms, a fives court, and 
swimming bath. The athletic ground and club house is 
situated at Honor Oak Park, and can be reached in 20 
minutes from the hospital. 

House physicians, house surgeons, out-patient officers 
and assistant house surgeons, obstetric residents, oph¬ 
thalmic house surgeons, clinical assistants, clerks to 
anaesthetists, surgeons’ and assistant surgeons’ dressers, 
surgical and medical clinical clerks, post-mortem clerks, 
extern obstetric attendants, and dressers and clerks 
in the special departments are appointed from among 
the students upon the recommendation of the medical 
council according to merit. 

There is a Medical Section of the Officers’ Training Corps 
of the University of London in connexion with the Hospital. 
Drill is held in the grounds of the Hospital, so that the 
senior students can carry out the necessary military training 
without any serious interruption of their work in the wards. 
The establishment of a Venereal Clinic, in accordance with 
the Scheme of the Local Government Board and London 
County Council. Lectures and clinical instruction are given. 
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to which Medical Students and Practitioners are admitted 
without fee. Residential College : the rent of rooms remains 
the same, but the cost of board has increased. 

Scholarships .—Five entrance scholarships are awarded 
annually as follows:— (a) one scholarship of £100 for 
students under 21 years of age, Latin, English, Greek 
or French or German, Arithmetic, Euclid, and Algebra; 
(b) one scholarship for students under 21 years, £120, 
Inorganic Chemistry, Physics, and Biology c ) a Scholarship 
of £50, open to candidates under 21 years of age, to be 
awarded either in Arts or in Science, according to the 
discretion of the Examiners, and to the percentage of the 
marks obtained ; ( d) two scholarships, one of £75 and one 
of £35, for students under 25 years of age who hare com¬ 
pleted the curriculum for, or passed the examination in, 
Anatomy and Physiology for a medical degree in any Uni¬ 
versity of the British Empire. Subjects: Any two of the 
following : Anatomy, Physiology, Pharmacology, General 
Pathology, Organic Chemistry. 

In agreement with the practice of the Universities, an 
allowance will be made (1) for Military Service performed 
by candidates, the term “military service” meaning service 
in the Naval or Military Forces of His Majesty or of His 
Majesty’s Allies during the present War ; or (2) in respect 
of other approved duties in connexion with national defence. 

The Honorary Dean of the Medical School is Sir Cooper 
Perry, the Sub-Dean Dr. M. S. Pembrey, from whom further 
information may be obtained. 


University of London: King's College.— The medical 
department (Faculty of Science, Medical Division) at this 
College only deals with Preliminary and Intermediate sub¬ 
jects, and instruction in these subjects is given in the College 
laboratories by university professors and their assistants. 
The following four hospital schools prepare their students 
only for the final examinations — viz., King’s College Hos¬ 
pital, Westminster Hospital, St. George’s Hospital, and 
Charing Cross Hospital—sending them to King’s College for 
the earlier part of the curriculum. The department is open 
to both men and women. 

Fees .—For London University course : For First examina¬ 
tion for medical degrees, 25 guineas; for the Second 
examination, 58 guineas, or two instalments of 30 guineas 
each. For Conjoint Board course: For First examination, 
20 guineas ; for Second examination, 58 guineas, or two 
instalments of 30 guineas each. For prospectus and further 
information application should be made to the Dean of the 
department (Professor W. D. Halliburton). 


King’s College Hospital Medical School.— The 
advanced subjects in the curriculum are dealt with at the 
Medical School attached to King’s College Hospital, which 
is situated at Denmark Hill, S.E. The hospital stands 
in the midst of a South London population, from which 
an immense amount of clinical material is forthcoming, an 
average of 3500 out-patients being dealt with weekly. There 
are 350 beds available for in-patients, and provision will 
ultimately be made for 600 beds. Special departments are 
provided for the following : diseases of women and children, 
the eye, ear, throat and nose, skin, teeth ; radiography, radio¬ 
therapy and radium-therapy ; pathology, massage, medical 
gymnastics, and electro-therapeutics. The appointments 
open to students are those of senior clinical assistant to the 
-special departments ; medical, surgical, and obstetric tutor¬ 
ships ; resident casualty officer ; resident anaesthetist; resi¬ 
dent assistant pathologist; and medical, surgical, and 
obstetric registrarships. There are 16 resident medical 
and surgical officers appointed yearly. 

Scholarships and Prizes. —For the first two scholar¬ 
ships in the list here shown a complete course at King’s 
College is required. The money value and subjects of 
examination are as follows :—( a ) Two Warneford Scholar¬ 
ships, tenable for four years, £25 each per annum ; ( b ) Sam- 
brooke Scholarship, £50 ; ( c ) Rabbeth Scholarship, £20 ; 
( d) Medical Entrance Scholarships, £50, Anatomy and 
Physiology, and, £50, Pathology and Pharmacology, open 
to students who (1) propose to take a degree at any British 
University, and have passed their University examination in 
Biology, Chemistry, and Physics, and who (2) will become 
students at King’s College Hospital from date of entering 
upon Scholarship; ( e) Two Medical Entrance Scholarships 
one in Arts and one in Science, £50 each, tenable for five 


years, successful candidates to study at King’s College and 
king’s College Hospital ; ( f) Three Medical Scholarships, 
£40 for fifth-year students, £20 for third-year students, 
and £20 for second-year students; ( g ) Two Sambrooke 
Registrarships, open to matriculated students who have filled 
certain appointments in hospital, £50 each ; ( h ) Carter 
Prize, £15, Botany; ( i ) Tanner Prize, £10, Obstetrics and 
Diseases of Women ; (f) Todd Prize, £4 4s. and medal. 
Clinical Medicine ; (A) Two Burney Yeo Entrance Scholar¬ 
ships, £80 each, open to students of Oxford and Cambridge. 

Athletics .—The King’s College Hospital Clubs and 
Societies Union was formed in 1908, and consists of the 
Listerian and Musical Societies, the Hospital Common Room, 
and the various athletic and sports clubs. Admirable 
playing fields, over six acres in extent, have been provided 
for the use of the students on Dog Kennel Hill, Lordship- 
lane, S.E., about ten minutes’ walk from the hospital. There 
are also Tennis Courts in the grounds of the Hospital and of 
“The Platan£s,” the hall of residence for students belonging 
to the hospital. 

Fees .—The composition fee for Hospital work and Final 
subjects of the curriculum is 70 guineas if paid in one sum, 
or 72 guineas if paid in tw r o instalments. For information 
and prospectus application should be made to Dr. H. W. 
Lyle, Dean of the Hospital, or to Mr. S. C. Ranner, M.A., 
Secretary of the Medical School, Denmark Hill, S.E. 5. 


London Hospital. — The hospital has 933 beds in con¬ 
stant use and no beds are closed. It is the only geneial 
hospital for East London — i.e., for a million and a half 
people. In-patients last year, 16,053; out-patients, 102,130; 
major operations, 6656. From the beginning of the war to 
the close of 1917 4771 military patients were admitted, while 
naval patients (who were first admitted at the end of Septem¬ 
ber) totalled 396. In the wards (containing 15 beds) provided 
for the treatment of syphilis 758 patients were admitted for 
treatment during 1917. Owing to the large number of 
patients more appointments are open to students than at 
any other hospital. 141 qualified appointments are made 
annually and more than 150 dressers, clinical clerks, &c., 
appointed every three months. All are free to students of the 
College. Holders of resident appointments have free board. 
Special classes are held for the degrees of the University 
of London, the Fellowship of the Royal College of Surgeons, 
and other higher examinations. Special entries for medical 
and surgical practice can be made. The Students’ Hostel 
provides accommodation for 30 students. The Clubs Union 
Athletic Ground is within easy reach of the hospital. The 
Metropolitan and other railways have stations close to the 
hospital and the college. 

Scholarships and PHzes . — At this school the successful 
candidates for the first items in the list here shown 
must enter as full students. The value and the sub¬ 
jects of examination are as follows: — Price Scholarship 
£100 ; and one Entrance Scholarship of £50, subjects of 
First Medical Examination at the University of London ; 
Epsom College Scholarship, free education, subjects of 
First Medical Examination as above; Price Scholarship, 
open to students of Oxford and Cambridge Universities, 
£52 10s., Human Anatomy and Physiology; Buxton 

Scholarship,' £31 10s., subjects , of Preliminary Examina¬ 
tion in Arts; three Scholarships 'for Clinical Work, 
£20 each, Medicine, Surgery, and Obstetrics ; Sutton Prize, 
£20, Pathology; Duckworth Nelson Prize, biennial, £10, 
Pathology, Practical Medicine, and Surgery ; Letheby Prizes 
(2), £25, Chemistry; £25 in Anatomy and Physiology; 
eight Dressers’ Prizes, amounting to £40, zeal, efficiency, and 
knowledge of Elementary Clinical and Minor Surgery ; 
Hutchinson Prize, triennial, £40, Clinical Surgery; two 
Practical Anatomy Prizes, £6 and £4 respectively ; Andrew 
Clark Prize, biennial, £26. Clinical Medicine and Pathology ; 
James Anderson Prizes, £9, Elementary Clinical Medicine ; 
Wynne Baxter Prize, £5 5#., Forensic Medicine; Arnold 
Thompson Prize, £5 ; and Liddle Prize, triennial £120. 

Medical Research Funds. —Research Funds of over £25,000, 
including the Eliza Ann Alston Endowment Fund for Medical 
Research, provide valuable scholarships for men wishing to 
undertake research or desirous of preparing Theses for 
University degrees. 

The above arrangements are subject to revision in 
consequence of circumstances arising out of the war. 
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Farther information may be obtained from the Dean of 
the Medical School, Professor Wm. Wright, or from the 
Secretary of the College, Mr. E. J. Burdon. 


St. Mary’s Hospital. —305 beds. The number of in¬ 
patients treated during 1917 was 2861. The number of 
out-patients was 12,512 with 17,794 casualty cases, a total 
of 30,306. The situation of the hospital and Medical School 
in the centre of the residential districts of Paddington, 
Bayswater, and North Kensington renders it exceptionally 
convenient for students’ rooms, a register of which is kept 
by the authorities for the use of students. 

Laboratories , —The Medical School provides for the 

entire curriculum. Special laboratories are in use for 
Biology, Chemistry, and Physics, a series of lecture theatres 
and laboratories for Anatomy and Physiology, and a spacious 
and well-lighted dissecting-room. The Pathological Depart¬ 
ment is under the direction of Dr. B. H. Spilsbury, and a 
block of consulting-rooms and laboratories in the New Wing 
of the Hospital has been equipped for the department of 
Therapeutic Inoculation. 

Appointments .—All clinical appointments in the hospital 
are free to students of the Medical School and the resident 
medical officers are chosen by competitive examination. 
Six house physicians, six house surgeons, four obstetric 
officers are appointed in each year and receive board and 
lodging in the hospital. Two resident anaesthetists are 
appointed in each year and receive a salary at the rate of 
£100 per annum, with board and lodging. Four casualty 
house surgeons are appointed in each year upon the same 
conditions. Several assistants in the department of Thera¬ 
peutic Inoculation are appointed annually at salaries of 
£100 per annum and upwards. In addition to the above, 
the senior appointments, medical, surgical, and obstetric 
registrar, casualty physician, demonstrator of anatomy, 
physiology, and biology are made annually. 

Clubs , cfe. —The amalgamated clubs include all the various 
athletic clubs, as well as the medical society, See. 
There is a students’ club on the Hospital premises, the 
membership of which is included in the amalgamated clubs. 
The athletic clubs’ ground at Park Royal, Acton, has been 
commandeered by the War Office and sold. Steps are now 
being taken to procure a new site. 

Special Tuition. —Special tuition is provided for the 
Intermediate and Final Examinations of the Universities 
of Oxford, Cambridge, and London, and for the Primary and 
Final F.R.C.S. 

The composition fee for full students is £140 if paid in 
one sum, or £145 if paid in four instalments. University 
students who have completed their examinations in Anatomy 
and Physiology are admitted on payment of a composition 
fee of 65 guineas (£68 5*.) paid in one sum or by payment 
of two annual instalments of 40 guineas (£42) and 30 
guineas (£31 10*.) respectively. A system of annual fees 
is also in force as an alternative to composition fees. 
Separate courses of lectures, laboratory work, or hospital 
practice may be taken. 

Scholarships and Prizes .—The money value and subjects of 
examination of these are as follows: ( a ) and (ft) Entrance 
Scholarships in Natural Science, £100 and £50 respectively, 
awarded by competition in September ; (o) the Frederic 
John Palmer Scholarship in Natural Science, £25; (rf) 
University Scholarship in Natural Science, open to members 
of Oxford or Cambridge University, £52 10s. ; ( [e ) University 
Scholarship in Natural Science, open to members of any 
British University, £52 10*. ; (/) Epsom Scholarship, awarded 
by nomination, £52 10*. ; (y) Gold Medal, £20. an Essay on 
Some Special Point in Clinical Medicine; (ft) Meadows’ 
Prize, awarded in alternate years, £8, Obstetrics ; (i) Wallace 
Memorial Prize and Medal, for work in Vaccine Therapy, 
£5 5*. David Lees Prize in Clinical Medicine, £8. 

Sir John Broadbent is Dean of the Medical School. The 
School Calendar and full information can be obtained from 
the Secretary, Mr. B. E. Matthews, St. Mary’s Hospital 
Medical School, Paddington, W. 


Middlesex Hospital. —The Hospital and Medical School 
are situated in Mortimer-street, at the top of Berners-street, 
and only a few minutes' walk from Goodge-street Station 
(Hampstead and Charing Cross Tube), Oxford Circus 
Stations (Bakerloo and Central London Tubes), and Great 
Portland-street Station (Metropolitan Railway). 


The hospital contains 455 beds, including special w-ards 
for Cancer Cases, Maternity and Gynaecological Cases, and 
for Diseases of Children and the Skin and Eye. 

The Cancer Charity, containing 92 beds and Special Investi¬ 
gation Laboratories, offers unrivalled opportunities for the 
study of Cancer, both in its clinical and pathological aspects. 

In the Electro-Therapeutical Department students obtain 
instruction in the Treatment of Lupus and Cancer by the 
X Ray method of treatment. An Electrocardiograph Depart¬ 
ment has recently been established. 

The Hospital and Medical School are fully equipped for 
the theoretical and practical teaching of all the subjects of 
the medical curriculum, and for the Diplomas in Public 
Health. Ample laboratory and class-room accommodation 
is provided. 

The Bland-Sutton Institute of Pathology contains a new 
lecture theatre and large pathological, bacteriological, and 
clinical laboratories where every facility is given for original 
research. The Anatomical and Pathological Museum is now 
part of the Institute. Special classes are held to prepare 
students for the Intermediate examinations of the Univer¬ 
sities, and for the Primary and Final examinations for the 
F.R.C.S. (England) Diploma. There is a Residential College 
in the hospital for students. 

Hospital Appointments. — All appointments are made with¬ 
out fee of any kind, and the following are appointed 
at intervals annually : six house physicians, eight house 
surgeons, two obstetric and gynaecological house surgeons, 
two casualty medical officers, two casualty surgical officers, 
one resident anaesthetist, and two resident officers to the 
special departments. The medical and surgical casualty 
officers are appointed twice a year. The medical, surgical, 
and obstetric and gynaecological registrars are appointed as 
vacancies arise. 

Non-resident qualified clinical assistants are appointed to 
assist in the various out-patient departments. Clinical clerks 
and surgical dressers are also appointed in every department. 

Scholarships, Prizes , $o.— (a), (ft), and (c) Three Entrance 
Scholarships, value £100, £50, and £25, and (d) a Uni¬ 
versity Scholarship, value £50, are awarded annually in 
September. The successful candidates are required to become 
general students of the school. ( e ) A Freer Lucas Scholarship 
for Students of Epsom College is awarded annually on the 
nomination of the Headmaster. There are also, (f) and ( g) % 
two Broderip Scholarships, value £60 and £40 respectively ; 
(ft) the Lyell Gold Medal and Scholarship, value £55 5*. ; 
(i) the John Murray Medal and Scholarship, value £25 
(awarded every third year) ; (ft) the Freeman Scholarship, 
value £30 ; (/) the Hetley Clinical Prize, value £25 ; (vi) the 
Leopold Hudson Prize, value 11 guineas ; and (n) the Second 
Year’s Exhibition, value 10 guineas. There are also numerous 
class prize examinations. 3 

In connexion with the Cancer Investigation Department 
the following Scholarships are awarded : — Richard Hollins 
Research Scholarship, value £100; Walter Emden Scholar¬ 
ship, value £100; and a Cancer Research Scholarship, 
value £60. 

Fees. — The Composition Fee for the curriculum for the 
diplomas of the Conjoint Board or Society of Apothecaries 
is 135 guineas ; for the curriculum for the degrees of the 
University of London 145 guineas ; for students who have 
passed the First Examination for Medical Degrees (Uni¬ 
versity of London), 120 guineas; and for those who have 
completed their Anatomical and Physiological studies, 70 
guineas. The fee for Dental students is 54 guineas. The 
fees may be paid by instalments. 

The Amalgamated Students’ Club includes the following : 
the Medical Society, the Common Room Society, the 
cricket club, the football clubs, the athletic club, the 
rowing club, the musical society, the chess club, the lawn 
tennis club, and the hockey club. A subscription to the 
Amalgamated Students’ Club is payable by all General and 
Dental students. _ 


St. Thomas’s Hospital. —This hospital received its pre¬ 
sent charter from King Edward VI., but as a monastic insti¬ 
tution was in existence prior to the year 1207. The building 
occupies a unique position by the river, opposite the 
Houses of Parliament, and contains 1014 beds, including 

? Certain of these scholarships and those in connexion with the 
Cancer Investigation Department have been modified for the period of 
the war, particulars of which can be obtained on application. 
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530 for military patients. The in-patients last year 
numbered 9780, whilst the number of attendances as 
out-patients, including the casualty and light depart¬ 
ments, was 242,686. There are special departments for the 
treatment of women, children, the eye, ear, nose and throat, 
skin, and teeth. The Tuberculosis Department forms a part 
of the Lambeth scheme for treatment of patients and for 
instruction. The Venereal Department has been established 
as part of the London County Council scheme. Depart¬ 
ments for light treatment. X rays, and the Physico- 
therapeutic Department are also special features. A speech 
clinic has recently been inaugurated in connexion with 
the Children’s Department. Exceptional facilities are offered 
in the hospital laboratories for the study of general patho¬ 
logy, clinical pathology, chemical pathology, cardiology, and 
of treatment by serums and vaccines. Surgical operations 
take place in the main theatres every day except Saturdays 
at 2 p.m. Clinical teaching in the wards, out-patients’ and 
special departments, is available every day of the week. 
Clinical lectures are delivered every Wednesday during 
the sessions. All appointments in the hospital are 
open to students without extra fee. Clinical assistants 
to all the special departments are appointed every three 
months. A resident assistant physician and a resi¬ 
dent assistant surgeon, at a salary of £150 each, 
are appointed biennially; also four hospital registrars 
(medical, surgical, obstetric, and ophthalmic), the two 
former receive a salary of £150 and the two latter £50. 
An assistant in the clinical laboratory and an assistant 
pathologist are pa\d at the rate of £200 per annum. 
Appointments open to students before qualification: 
Clinical clerks and dressers for in- and out-patients 
are selected from students who have completed their 
third year’s work. Every student acts as clerk in the post¬ 
mortem room and in one of the pathological laboratories, 
takes his turn on maternity duty under proper supervision 
in the maternity ward, thus obviating any necessity for 
seeking instruction elsewhere. Students are instrimted in 
the administration of anaesthetics by one of the nospital 
anaesthetists. The Students’ Club comprises a spacious 
restaurant and smoking and reading room. There is no 
occasion for students to leave the hospital buildings 
during working hours. The curriculum is arranged to 
meet the requirements of all the Examining Bodies. 
Special classes are held for the examinations at the Uni¬ 
versity of London and for the First and Final Fellowship 
Examinations of the Royal College of Surgeons of England. 
Tutorial classes in all subjects precede the various exa¬ 
minations. The hospital is easily accessible from all parts. 

Fees. —The annual composition fee is 30 guineas, 
covering all tutorial classes—in addition to a fee on en¬ 
trance. Qualified practitioners are permitted to attend the 
hospital practice on terms which may be ascertained from 
the secretary. 

Scholarships and Prizes .—At this school there are five 
Entrance Scholarships—namely, two in Arts, equivalent to 
the tuition fees for the first medical examination ; two in 
Natural Science, of the value of £150 and £60 respectively, 
to be taken out in tuition fees ; and the University Scholar¬ 
ship of £50 in Anatomy, Physiology, and Chemistry. The 
money value and subjects of examination of the 
remainder are as follows: ( a ) and (h) two College 
Prizes, one for second-year students and one for third-year 
students, £10 and £5 respectively; (u) William Tite 
Scholarship for second-year students, £25 ; ( d ) and ( e ) 
Musgrove Scholarship or (alternately) Peacock Scholar¬ 
ship, each for third-year students and tenable for two 
years, £35 each; (/) three College Prizes for fifth-year 
students of £10 each and three of £5 each ; (y) C'heselden 
Medal, Surgery and Anatomy; (h) Mead Medal, Medicine, 
Pathology, and Hygiene; ( i ) Toller Prize, Medicine, 
Pathology, and Hygiene ; (j) Bristowe Medal, Pathology 
and Morbid Anatomy : (A) Solly Medal and Prize, biennially, 
Surgical Reports ; (Z) Treasurer’s Gold Medal for the most dis¬ 
tinguished fifth-year student ;(m) Wainwright Prize, Medicine, 
Pathology, and Hygiene: (n) Hadden Prize, Pathology; (o) 
Beaney Scholarship, £50 biennially, Surgery and Surgical 
Pathology ; (p) Sutton Sams Prize, biennially, reports of 
cases in Obstetric Medicine ; (y) Grainger Testimonial Prize, 
£31 10*. Anatomy and Physiology ; (r) Salters’ Company 
Research Fellowship, tenable for three years, £100 annually, 
Pharmacology; (*) Louis Jenner Research Scholarship, 


tenable for two years, £60 annually, Pathology; and 
(tf) Research Scholarship, tenable for two years, £200 per 
annum. 

The Dean of the Medical School is Dr. E. Stainer, the 
Sub-Dean Dr. C. R. Box, and the Secretary Mr. G. Q. 
Roberts, from whom any further information may be 
obtained. 


University of London, University College. — Uni¬ 
versity College has been constituted a University centre 
for the teaching of medical sciences. The College Faculty 
of Medical Sciences comprises the Departments of Physics, 
Chemistry, Botany, and Zoology (the Preliminary Medical 
Sciences); also the Departments of Anatomy, Physiology, 
and Pharmacology (the Intermediate Medical Sciences), and 
the Departments of Hygiene and Public Health, and of Patho¬ 
logical Chemistry (Post-graduate Study). 

PaouUy of Medical Sciences. — Composition fees. — For 
the courses required by the University of London. 1. For 
the First Medical Course, 26 guineas, entitling to one 
attendance and to the privileges of the Union Society 
for one session. 2. For the Second Medical (Intermediate) 
Course, 58 guineas if paid in one sum; 60 guineas if paid 
in two instalments of 30 guineas each. This fee entitles 
to attendance at Anatomy and Physiology during three 
years and to one attendance at Organic and Applied 
Chemistry, Pharmacology, and Materia Medica, and to the 
privileges of the Union Society for two sessions. 

For the medical education required by the Examining 
Board in England and the Society of Apothecaries. First 
examination, Parts I., II., III., 21 guineas, entitling to 
attendance for the First and Second Terms and to the 
privileges of the Union Society for one session ; 26 guineas, 
entitling to attendance throughout the session and to the 
privileges of the Union Society for one session. First Exa¬ 
mination, Part IV., and second examination, 58 guineas if 
paid in one sum, and 60 guineas if paid in two instalments 
of 30 guineas each. This fee entitles to attendance during 
three years in all subjects but Practical Pharmacy and to 
the privileges of the Union Society for two sessions. 

Scholarships and Prizes. — The first three items on the 
present list require a complete intermediate course at 
University College. The money value and subjects at exami¬ 
nations are as follows: ( a ) The Bucknill Scholarship, 135 
guineas ; (6) and ( c ) two Entrance Exhibitions, 55 guineas 
each, Chemistry, Physics, Botany, and Zoology; ( d ) Cluff 
Memorial Prize, £15 biennially, Anatomy, Physiology, and 
Chemistry ; US Schafer Prize in Physiology. £18 triennially ; 
( J ) Sharpe^^hysiological Scholarship, £105, Biological 
Sciences ; (g) Morris Bursary for sons of deceased profes¬ 
sional men, by nomination, tenable for two years, £16 a 
year ; and (A) five Gold* and five Silver Medals* awarded 
annually in various departments. 

Women students are admitted. 


University College Hospital Medical School.— 
Dean: Dr. G. F. Blacker. Acting Secretary: G. E. 
Adams. It has been decidedf to admit women as Medical 
Students to this Hospital and Medical School on and after 
Oct. 1st, 1918. They will now be able to pursue the whole 
of their Medical Education at University College and 
University College Hospital, and will be eligible for all 
Scholarships, Exhibitions, and Prizes, at the Medical 
School. Fees for Preliminary and Intermediate Course: 
See under University College. For the Final M.B., 
B.S. (London) Course, 80 guineas if paid in one sum, 
82 guineas if paid in two instalments, as follows— 
first year, 50 guineas ; second year, 32 guineas. This fee 
entitles to attendance on Lectures and Hospital Practice 
during three years and to one attendance on Practical Patho¬ 
logy and Practical Surgery. Vaccination and attend¬ 
ance at a Fever Hospital are not included. Students who 
obtain a medical qualification within three years of the 
time of commencing this course are not required to 
pay an additional fee for further attendance. This 
course of instruction is also suitable for the corresponding 
examinations at the Universities of Oxford, Cambridge, and 
Durham, and for the medical education required by the 
Examining Board in England and the Society of Apothecaries. 

There are over 400 beds in the hospital. 

* Award 8appended during the war. 
t See The Lanckt, August 10th, 1918,' p. 190. 
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Special Departments , Clinical and Laboratory Facilities .— 
Those who are desirous of carrying out original research in 
Pathology, including Morbid Anatomy, Bacteriology, Experi¬ 
mental Pathology, and Chemical Pathology, are admitted to 
work in the laboratories of the school by the Director of 
Pathological Studies and Research, and under certain 
conditions can receive grants from the Charles Graham 
Medical Research Fund. A special course of instruc¬ 
tion is given for preparation for the examinations for 
Diplomas in Public Health of the various universities and 
examining bodies; also special courses of Lectures and 
Demonstrations in Anaesthetics, Diseases of the Eye, Ear, 
Nose, and Throat, Skin, and Diseases of the Teeth, in Elec¬ 
trical and Radioscopic Diagnosis and Treatment, in Clinical 
and Tropical Pathology, and in Cardiac Pathology. These 
courses are designed for senior students and graduates. 
Special arrangements have been entered upon which, when 
completed, will enable students of University College 
Hospital to carry out a portion of their clinical studies at 
the National Hospital for Nervous Diseases, Queen-square, 
the Children’s Hospital, Great Ormond-street, and the 
Central London Ophthalmic Hospital, Judd-street. The 
Royal Ear Hospital, Dean-street. Soho, has been amalga¬ 
mated with University College Hospital as the Ear, Nose 
aod Throat Department. In the Dental Department in Great 
Portland-street, formerly known as the National Dental 
Hospital, there is afforded the opportunity for attending 
lectures and practical instruction in diseases of the mouth 
and teeth. 

Appointments tenable ley Students .—Clerkships and dresser- 
ships to the physicians, surgeons, anaesthetist, and patho¬ 
logist are allotted amongst the students of the hospital. 
Maternity students are appointed each month and reside in 
the Students’ House connected with the Medical School and 
Hospital. Eight house physicians and house surgeons, four 
senior and four junior obstetric assistants, are selected 
annually by examination from among the senior students 
who have a medical qualification. The house physicians 
and house surgeons reside free in the hospital for six months, 
and the senior obstetric assistants for three months. In 
addition to these posts there are certain special appoint¬ 
ments which are vacant from time to time and are filled by 
senior students of the hospital : 1. The Resident Medical 
Officer. This officer is appointed for a period of two years 
and is chosen from amongst the more senior recent residents 
of the hospital. 2. The two Surgical Registrars are also chosen 
from among the more senior recent residents of the hospital. 
3. The Obstetric Registrar. 4. Two Casualty Medical Officers 
and a Casualty Surgical Officer are appointed, each for a 
period of six months. 5. Assistant in Ear and Throat 
Department, appointed for one year. 6. Assistant in Oph¬ 
thalmic Department, appointed for one year. 7. Registrar in 
Anaesthetic Department, appointed for one year. 8. Deputy 
Anaesthetists. During the absence of one or another of the 
Anaesthetists in the summer months a senior qualified student 
is appointed as a substitute and is granted a special 
certificate. 

Museum of Pathological Anatomy. —The Museum, a spacious 
and well-lighted room, is open for study from 9 a.m. to 5 p.m. 
Microscopic sections of most of the specimens in the Museum 
have been prepared and are available for the use of students 
on application to the Curator. The Museum contains 1100 
admirable paintings by Sir Robert Carswell and Sir Charles 
Bell and a collection of old surgical instruments formerly 
belonging to Robert Liston. 

The Anatomical Museum of the University of London, 
University College, is open to all students of University 
College Hospital and Medical School on the recommendation 
of the School Committee. 

The Medical Library is open daily for the purposes of study 
to every student of the Medical School from 9 a.m. to 5 p.m., 
Saturdays 9 a.m. to 1 p.m. It contains about 13,500 works 
on medical subjects, including all the current text-books 
and works of reference required for study or research. 

The Medical Society of University College Hospital 
Medical School exists for the dual purpose (1) of pro¬ 
moting the study of Medical and Surgical Science, 
and (2) of promoting social intercourse among its 
members. All Students of the Medical School are eligible 
for membership. Meetings are held once a fortnight 
for the purpose of discussing subjects connected with 
the study of medicine. In its social aspect the society 


includes various athletic clubs and superintends the 
gymnasium and squash racquet court in the Medical 
School. The Athletic Ground, which is used in 
conjunction with the Union Society of the University of 
London University College, is situated near the Great 
Western Railway station at Peri vale. 

Scholarships and Prizes. —At this School the ffirst two 
Scholarships ( a ) and (ft) require a complete course at 
University College and University College Hospital Medical 
School; the second two (0) and ( d ) require a final course 
at the Medical School. The money value and subjects 
of examination are as follows (a) Entrance Scholar¬ 
ship, Bucknill, 135 guineas, Chemistry, Physics, Botany, 
and Zoology ; (ft) Epsom Free Medical Scholarship, subjects 
of Preliminary Scientific Examination and Nomination by 
Epsom College ; ( c) and (« d ) two Goldsmid Entrance Exhibi¬ 
tions, 80 guineas each, Anatomy and Physiology; ( e ) Graham 
Scholarship in Pathology, £200 per annum for two years, 
awarded by the Senate of the University of London; 
(f) Atkinson Morley Scholarship, tenable for three years, 
£45 per annum, Surgery ; (y) Atchison Scholarship, tenable 
for two years, £55 per annum ; General Proficiency in 
Medical Studies: (ft) Magrath Clinical Scholarship, about 
£100, Clinical Cases ; (i) Percival Alleyn Scholarship, about 
£60, Surgery; (J ) Filliter Exhibition, £30, Pathology; 
(ft) Erichsen Prize, £10 10*., Practical Surgery ; (l) two 
Senior and two Junior Fellowes Clinical Medals for Clinical 
Medicine ; (m) two Liston Gold Medals for Clinical Surgery ; 
( n ) Alexander Bruce Gold Medal for Pathology and 
Surgery ; and (0) Tuke Silver and Bronze Medals for 
Pathology, (p) Radcliffe Crocker Travelling Scholarship 
for Dermatology. 

Pesidence of Students. — University College Hall, Ealing, 
is recognised by the Medical School authorities as a 
residential hostel. The Students’ House in University- 
street contains large and comfortable rooms. The Maternity 
Students occupy them on payment of a moderate charge. 
Gentlemen who desire assistance in their studies should 
consult the Dean or Lecturers. 

Westminster Hospital. — T he hospital contains 215 
beds and affords relief to upwards of 2000 in-patients and 
30,000 out-patients annually. There are separate depart¬ 
ments for Diseases of the Eye, Ear, Skin, Teeth, and Throat, 
for Orthopaedic practice, for Diseases of Women, for Diseases 
of Children, for Radiography, and for the Light Treatment. 
The-Anatomical, Pathological, and Materia Medica Museums 
are open to all students of the school. 

The usual registrarships and house appointments will be 
made at the conclusion of the war. 

By a scheme for the concentration of the teaching of the 
preliminary and intermediate subjects of the curriculum, 
which has the support of the London University, an 
arrangement has been made by the Westminster School 
for the teaching of these subjects at King’s College. 
Students, however, join the Westminster Medical School 
as formerly and may compete for Entrance Scholarships as 
heretofore. 

Scholarships and Prizes. — The following Entrance Scholar¬ 
ships are offered for competition : Winter Session : (a) Arts 
Scholarship, the “Guthrie,” £60. (ft)Science Scholarships : 
Natural Science Scholarship, £60 ; Chemistry and Physics 
Scholarship, £30; and Two Scholarships in Anatomy and 
Physiology, £50 each. Summer Session : Two Scholar¬ 
ships in Anatomy and Physiology, £50 each. During 
the period of study the following prizes may be 
competed for: Sturges Prize in Clinical Medicine, 
about £6, Notes of Cases ; Clinical Surgery Prize, 
£5, Notes of Cases; Chadwick Prize £21 in books 
or instruments, Medicine and Surgery, including Patho¬ 
logy and Applied Anatomy and Physiology; Frederic 
Bird Medal and Prize, open to Fourth-year Students, 
£14 in medal and books or instruments — Midwifery, 
Diseases of Women, Medicine, Pathology, Forensic 
Medicine and Bacteriology, and Public Health and Toxico¬ 
logy ; Abrahams Prize in Clinical Pathology, 5 guineas, a 
Paper and Tests in Practical Work ; Alfred Hughes Memorial 
Prize, open to Second-year Students, about £5 in books 
or instruments—Anatomy ; Huxley Memorial Prize, 3 
guineas in books or cash, open to Second-year Students — 
Physiology ; Carter Gold Medal and Prize for Botany, 
open to Students of not more than three years’ attendance, 
gold medal and books of the joint value of £15 ; 
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Jelf Medal awarded to Third-year Students; Second- 
year Scholarship, £20, Elementary Anatomy, Physiology, 
Histology, and Organic Chemistry; Daniell Scholarship, 
tenable for two years, £20, Chemistry ; Rabbeth Scholar¬ 
ship, open to First-year Students, £20, Class Examinations 
in the Preliminary Scientific Course ; and the Sambrooke 
King’s College Scholarship in Science, value £25. 

The Secretary to the Medical School is Dr. E. B. Hulbert 
(Librarian) to whom inquiries may be addressed. 

London (Royal Free Hospital) School of Medicine 
for Women, 8, Hunter-street, Brunswick-square, W.C.— 
The fee for the medical course for the degrees of the 
University of London and for the diplomas of the Royal 
Colleges of England and for other qualifications is £169 
in one sum, or £179 in five instalments. These sums 
include library and laboratory fees. 

The Royal Free Hospital contains 184 beds, of which 78 are 
reserved for surgical, 64 for medical, 13 for gynaecological, 
six for ophthalmic, 11 for maternity, and four for isolation 
cases. Students can also attend the in-patient and out¬ 
patient practice of the Elizabeth Garrett Anderson Hospital. 

An agreement has also been made under which students 
of the school attend full clinical courses at St. Mary’s 
Hospital, Paddington (305 beds). 

Special courses are arranged for the Primary Fellowship 
Examination of the College of Surgeons ; also for dental 
students in conjunction with the London Dental Hospital, 
Leicester-square, and the National Dental Hospital. 

Students after qualification can hold the posts of house 
physician, house surgeon, obstetric assistants, clinical assist¬ 
ants, anaesthetists and assistant anaesthetist, medical and 
surgical registrars, pathologists, medical electrician, and 
museum curator; and at the Medical School the posts of 
demonstrators in the departments of Anatomy, Physiology, 
Chemistry, and Physics. They can also hold posts at the 
Elizabeth Garrett Anderson Hospital, South London Hos¬ 
pital for Women and Children, and at four other hospitals in 
London officered by medical women. Many other resident 
posts in London and elsewhere are also open to them. 

The School buildings have been entirely rebuilt in recent 
years, and there are spacious, well-equipped laboratories, 
which afford every facility for efficiency of teaching and 
practical work in all departments. An extension of the 
School was opened in 1916. The extension will enable 
90-100 new students to be received at the School each year. 

There are residential chambers at 8, Hunter-street, 
25, Gordon-square, and 36, Tavistock-square, and the 
Warden can be consulted on the subject of other residences 
for students. The Students’ Union arranges the social, 
athletic, and other clubs and societies at the School. 

i Scholarships and Prizes. —(<z) Isabel Thorne Scholarship, 
£30. (&) St Dunstan’s Medical Exhibition, £60 a year, 
tenable for three or five years, (c) Mrs. George M. Smith 
Scholarship, £50 a year, tenable for three or five years 
and next to be awarded in 1919. ( d ) Bostock Scholarship, 

tenable for two or four years, and next to be awarded in 
June, 1919, £60. ( e ) Mabel Sharman-Crawford Scholarship, 

tenable for four years, £20 a year, (f) Sir Owen Roberts 
Scholarship, £75 a year for four years, (g) Mabel Webb 
Research Scholarship, tenable for one year and renewable, 
£30, Physiology, Chemistry, or Pathology. (A) Fanny 
Butler Scholarship, tenable for four years ; next award in 
July, 1918, £14 10*. (i) John Byron Bursary, tenable 

from two to four years, for students already in the School 
requiring assistance for the prosecution of their medical 
studies, application to the Secretary by March 31st; next 
award in March, 1919, £20. ( k ) Ellen Walker Bursary tenable 
for two years, awarded to a student beginning fourth year of 
medical study, £25 a year. (1) Helen Prideaux Scholarship, 
awarded every second year to a student who has become 
qualified during the two years immediately preceding the 
award, and to be spent in assisting the holder to further 
study, £40. (m) Agnes Guthrie Bursary, value £60, is offered 
annually to students who desire to pursue a full course of 
study for the Licentiateship in Dental Surgery, (n) Dr. Edith 
Pechey Phipson Post-graduate Scholarship of the value of 
£40, awarded annually in June. It is open to all medical 
women, preferably coming from India, or going to work in 
India, fer assistance in Post-graduate study. ( 0 ) Sarah 
Holbom Scholarship, value £20 a year for three or five 
years, awarded every alternate year; next award in 


1919. Two Richardson-Kuhlmann Prizes are given each 
year, value £12, for proficiency in Clinical Obstetrics, 
value £8, for proficiency in senior subjects respectively. 
Two Evans Prizes of £2 2s. and £1 1*. are given each year 
on the results of the class examination in Midwifery. The 
Evans Prize for Operative Midwifery, value £5 5*., is 
awarded yearly. The Edith Pechey Phipson Prize in Pharma¬ 
cology, value £3 3*., is awarded annually. There is also a 
small loan fund from which assistance can occasionally be 
given to students and to graduates who specially require 
pecuniary help. Prizes and Certificates of Honour are 
awarded in each class at the end of the session . 

The Dean of the Medical School is Miss Aid rich-Blake, 
M.D. ; the Honorary Secretary, Dr. May Thorne; and the 
Warden and Secretary, Miss L. M. Brooks, to whom inquiries 
may be addressed. 


UNIVERSITY OF DURHAM. 

Two Diplomas, one Licence, and six degrees are conferred 
— viz., the Diploma in Public Health, Diploma in Psychiatry, 
the Licence in Dental Surgery, and the degrees of Bachelor 
of Medicine, Bachelor of Surgery, Master of Surgery, 
Doctor of Medicine, Bachelor of Hygiene, and Doctor of 
Hygiene. 

For the degree of Bachelor of Medicine there are 
four professional examinations. The subjects of the 
First Examination are—Elementary Anatomy, Elementary 
Biology, Chemistry, and Physics. The subjects of the 
Seoond Examination are — Anatomy and Physiology. The 
subjects for the Third Examination are—Materia Medica 
and Pharmacy, Pathology, Medical Jurisprudence, Public 
Health, and Pathology and Elementary Bacteriology. The 
subjects of the Fourth Examination are—Medicine, Clinical 
Medicine and Psychological Medicine, Surgery and Clinical 
Surgery, Midwifery and Gynaecology, Therapeutics, and 
Diseases of the Skin, of the Throat, Nose, and Ear, and of 
Children. 

It is required that at least one of the five years of 
professional education shall be spent in attendance at 
the University College of Medicine, Newcastle-upon-Tyne. 
Candidates who have passed the First and Second Examina¬ 
tions of the University will be exempt from First and Second 
Examinations of the Conjoint Board. 

For the degree of Bachelor of Surgery every candidate 
must have passed the examination for the degree of 
Bachelor of Medicine of the University of Durham and must 
have attended one course of lectures on Operative Surgery 
and one course on Applied Anatomy. Candidates will be 
required to perform operations on the dead body and to 
give proof of practical knowledge of the use of surgical 
instruments and appliances. 

For the degrees of Doctor of Medicine and Master of 
Surgery a candidate must not be less than 24 years 
of age and must satisfy the University as to knowledge 
of Greek or German. If he has not already satisfied 
the Matriculation Examiners in either Greek or German 
he must pass in one of these subjects at one of the 
ordinary matriculation examinations of the Newcastle 
division of the University. He must also have obtained 
the degree of Bachelor of Surgery of the University of Durham 
and must have been engaged for at least two yeais sub¬ 
sequently to the date of acquirement of the degree of Bachelor 
of Surgery, in attendance on the practice of a recognised 
hospital, or in the naval or military services, or in medical 
or surgical practice. The candidate for the M.D. degree 
must present an essay. The subjects of examination for 
the M S. are: — Principles and Practice of Surgery, Surgical 
Pathology, Surgical Anatomy, Surgical Operations, Clinical 
Surgery. 

Doctor of Medicine (without residence).—The Uni¬ 
versity of Durham has instituted a special examina¬ 
tion whereby the degree of Doctor of Medicine may be 
obtained without residence. Candidates shall not be under 
40 years of age and shall have been in active practice for 
15 years as registered medical practitioners. They shall 
produce certificates of moral character from three registered 
members of the medical profession. The fee will be 
50 guineas, of which 20 guineas will be retained if the 
candidate fails to satisfy the examiners. 

Candidates for any of the above degrees, diplomas or 
licence, must give at least 28 days’ notice to Professor 
Howden, Secretary, College of Medicine, Newcastle-upon- 
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Tyne. In the case of the M.D. (essay) examination candi¬ 
dates must send in their essays six weeks before the date of 
the examination. 

Scholarships and Prizes. —In connexion with this Uni¬ 
versity the following Scholarships and prizes are 
awarded:—(a), ( b) % ( c ), and (<f). Four Scholarships 
of £25 a year each, tenable for four years ; the exa¬ 
mination will be the September Matriculation Examina¬ 
tion. Candidates must take English, Latin, Arithmetic, 
Euclid, Algebra, Geography, English History, with Greek or 
German, or both. (See College Calendar for special books.) 
Open to candidates desirous of being admitted as Medical 
Students. The successful candidates must take out their 
entire curriculum at the University of Durham College of 
Medicine, Newcastle-upon-Tyne, (r) Pears Scholarship of £50 
a year (when vacant), tenable for three years; Matriculation 
Examination.—At the College of Medicine are: (/) Dickinson 
Scholarship, interest on £400 and gold medal ; examination 
in Medicine, Surgery, Midwifery, and Pathology. Open to 
full students of the College of Medicine who have passed the 
third M.B. Examination, (y) Tulloch Scholarship, interest 
on £400 ; examination in Elementary Anatomy, Biology, 
Chemistry, and Physics. (A) Charlton Memorial Scholar¬ 
ship, interest on £700; examination in Medicine. Open 
to full students of the College entered for the class on the 
Principles and Practice of Medicine. ( i ) Gibb Scholarship, 
interest on £500 ; awarded annually as a Scholarship in 
Pathology to full student who passes the best examination 
in that subject. No student is eligible after completion of 
his curriculum, (j) Luke Armstrong Memorial Scholarship, 
interest on £680: Original Essay on some subject in Com¬ 
parative Pathology. (If no essay of sufficient merit be 
presented the scholarship may be awarded to the candidate 
who, in passing the first part of the Examination for the 
B.Hy. Degree, obtains the highest number of marks in 
Comparative Pathology during the year.) Open to all 
Graduates in Medicine or Hygiene and candidates for these 
degrees who have spent six months at the University and 
whose age does not exceed 30 years. (&) Stephen Scott 
Scholarship, interest on £1000; Original Essay on any 
Surgical subject. Open to any graduate in Medicine or 
Surgery of the University or any student of the College 
of Medicine. Student’s age must not exceed 30 years. 
(/) Heath Scholarship, interest on £4000. For 1916: 
Original Essay en Genito-urinary Tuberculosis : Its Etiology, 
Pathology, Methods of Spread, Prognosis, and Treatment. 
All Graduates in Medicine or Surgery of the University are 
eligible, (iw) Gibson Prize, interest on £250 stock ; examina¬ 
tion in subject of Midwifery and Diseases of Women and 
Children. Open to students who have attended one 
course of lectures on Midwifery and Gynaecology, 
(n) Outterson-Wood Prize, interest on £250, in Psycho¬ 
logical Medicine. ( 0 ) Turnbull Prize and Medal ; exa¬ 
mination in Surface Anatomy. Open to students at 
end of their second winter session.—At the Royal Infirmary 
is (p) Goyder Memorial Scholarship, interest on £325; 
awarded annually to student who most distinguishes 
himself in Clinical Medicine and Clinical Surgery at the 
Royal Infirmary. For further information apply to Pro¬ 
fessor R. Howden, Secretary of the College. 

Hygiene.— The regulations with regard to the degrees in 
Sanitary Science will be found under the section on Public 
Health. _ 


The College of Medicine, Newcastle-upon-Tyne. — 
Clinical instruction is given at the Royal Victoria Infirmary, 
containing 585 beds. In it adequate accommodation is 
provided for the study of the various special subjects, in 
addition to the ordinary clinical work. 

Newcastle-upon-Tyne Royal Victoria Infirmary.— 
The Infirmary was founded in 1751, but has been entirely 
rebuilt, the new hospital being opened by His late Majesty 
King Edward VII. in 1906. The number of beds is 585. The 
number of in-patients annually is 9200 and of out-patients 
69,000. The medical students of the University of Durham 
attend the practice of this hospital. Clinical Lectures are 
delivered by the Physicians and Surgeons weekly and ward 
demonstrations are given daily. Tutorial classes are held 
by the Assistant Physicians, Assistant Surgeons, and 
Surgical Registrars weekly, and demonstrations are given in 
the several out-patient departments daily. Pathological 
demonstrations are given by the Pathologist daily or as 


opportunity occurs, and in the new buildings nothing has 

been spared in perfecting scientific equipment. In addition 
to medical and surgical in-patient and out-patient depart¬ 
ments the following special departments are fully equipped 
for teaching students: Ophthalmic, Throat, Nose, and 
Ear, Skin, Gynaecological, and Electrical. The hospital 
building contains the following laboratories: 1. Special 
Pathological Laboratory, attached to the post-mortem 
rooms. 2. Bacteriological Laboratory, in which all 
clinical bacteriological investigations are carried out— 
opsonic indices estimated with a view to treatment by 
vaccines and serums, Ac. 3. There is in addition a 
Clinical Laboratory attached to each ward and to the out¬ 
patient department. There are five operating theatres in 
use in the hospital. The surgical practice is especially 
good. The session opens on April 17th and Oct. 2nd of 
each year. Applications for detailed information should be 
made to the acting Dean, Dr. D. Wells Patterson, at the 
hospital. 

There are other institutions in addition to the Royal 
Victoria Infirmary at which the student of medicine of the 
University of Durham can receive clinical instruction. 
Practical Midwifery can be studied at the Newcastle 
Lying-in Hospital. Instruction is given in Psychological 
Medicine at the Northumberland County Asylum, Morpeth. 
A special course of instruction is given in the City 
Hospital for Infectious Diseases by the City Officer of Health. 
Ophthalmology is further taught at the Northumberland, 
Durham, and Newcastle Infirmary for Diseases of the Eye. 
Out-patients, 11,892 ; in-patients, 410. Secretary : Mr. 
Richard Smith, 61, Westgate-road, Newcastle-on-Tyne. 


UNIVERSITY OF BIRMINGHAM. 

The University of Birmingham grants the degrees of M.B., 
Ch.B., M.D., Ch.M., and also a degree and a diploma in 
Public Health. The course for the Bachelors’ degrees ex¬ 
tends over five years from the date of commencement of 
professional study. As a rule the first four of these 
years must be spent in the University, but the Senate has 
power of recognising attendance at another University as 
part of the attendance qualifying for these degrees and of 
recognising examinations passed at such other Universities as 
exempting from the examinations in Chemistry, Physics, and 
Elementary Biology. In the case of such students at 
least three years must be spent in attendance upon classes 
at the University. The fifth year may be spent at any 
other school or schools of medicine recognised by the 
University. The students of the Medical Faculty can be 
members of the University Club, the University Athletic 
Club, and the University Officers’ Training Corps, while they 
possess a guild—the Guild of Undergraduates—which is 
designed to be a recognised medium of communication 
between the teachers and the taught. The University 
Medical Society and the Dental Students’ Society also offer 
opportunities of cooperation for mutual benefit. 

Degrees of Bachelor of Medicine and Bachelor of Surgery .— 
The student must have passed the Matriculation Examina¬ 
tion of the Joint Board or an examination accepted in lieu 
thereof. All communications respecting the Matriculation 
Examination, and examinations accepted in lieu thereof, must 
be sent to the Secretary to the Board, Joint Matriculation 
Board, 24, Dover-street, Manchester. First Examination. — 
Chemistry and Physics and Elementary Biology. Second 
Examination.—Anatomy and Physiology. Third Examina¬ 
tion. — General Pathology and Bacteriology, Materia Medica, 
and Practical Pharmacy. Fourth Examination (at the end of 
the fourth year). — Forensic Medicine, Toxicology, Public 
Health, Therapeutics, and Special Pathology. Two years’ 
hospital work must have been accomplished. Final 
Examination. — Medicine, Surgery, Midwifery, Diseases 
of Women, Mental Diseases, and Ophthalmology. Atten¬ 
dance at a general hospital for a year after the passing 
of the fourth examination will be required, also attend¬ 
ance at a fever hospital three months, maternity hospital 
one month, and lunatic asylum three months. Vaccination 
instruction must be taken out and courses of Ophthalmology, 
Medical and Surgical Anatomy, and Operative Surgery. 

Be greet of Doctor of Medicine and Master of Surgery . — 
At the end of one year from the date of having passed 
the final M.B., Ch.B. examination the candidate will be 
eligible to present himself for the higher degrees of either 
Doctor of Medicine or Master of Surgery or both. 
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Candidates for either of these degrees have to present a 

thesis embodying observations in some subject embraced in 
one of the departments of the medical curriculum, and in 
addition pass a general examination in Principles and 
Practice of Medicine for the M.D., and general examination 
in Principles and Practice of Surgery, including operations 
on the cadaver for the M.Ch. It will be in the power of the 
Board of Examiners to exempt from the practical parts of 
the examination a candidate whose thesis is of exceptional 
merit from any part of these examinations. 

lees .—Matriculation, £2; First Examination, £2 ; Second 
Examination, £2 ; Third Examination, £2 ; Fourth Examina¬ 
tion, £2 ; Final Examination, £8 ; M.D. or Ch.M., £10. 

At the University of Birmingham the following Scholarships 
are awarded (a) Myers Travelling Studentship of £150, 
tenable for one year, awarded by vote of committee to M.B., 
Ch.B. Birin., B.Sc. candidates, tenable at some University or 
Hospital not in Great Britain or Ireland ; ( b ) Ingleby Scholar¬ 
ship of £10, awarded to the candidate at Final Examina¬ 
tion obtaining highest “first-class ” marks in the subjects 
of Midwifery and Diseases of Women ; (c) Sydenham 
Scholarship of £42. tenable for three years, award of Council 
to orphan sons of medical practitioners; ( d ) Sands Cox 
Scholarship of £42, tenable for three years, awarded to the 
candidate, not being more than 19 years of age, taking the 
highest marks at the July Matriculation ; ( e ) Dental Scholar¬ 
ship of £37 10*., Open Competitive Examination in subjects 
learned during apprenticeship ; (/*), (g\ (A), and (i) Four 
Queen’s Scholarships of £10 10*. each. In the Second and 
Fourth Examinations the Scholarship is awarded respec¬ 
tively to the student taking the first place and obtaining 
“ first-class ” marks. In the Third Examination the Scholar¬ 
ship is awarded to the student obtaining the highest 4 4 first- 
class ’ marks in Pathology and Bacteriology, provided that 
such student passes at the same examination in the subjects 
of Materia Medica and Practical Pharmacy. In the Final 
Examination the Scholarship is awarded to the candidate 
taking the first place in the examination—that is, obtaining 
the greatest aggregate number of marks—provided that in 
each of the subjects of Medicine, Surgery, and Midwifery 
he gains not less than 60 per cent, of the total 
available marks ; (J) George Henry Marshall Scholar¬ 

ship of £10, awarded annually, for the encouragement 
of Research Work in Ophthalmology; and (A) Russell 
Memorial Prize, a prize of books, value about £2, awarded 
annually to the student who, not being of more than six 
years* standing as a student of the School of Medicine of 
the University, shall pass the best examination in the subject 
of Nervous Diseases. 

Clinical Instruction .—The medical students of the Uni¬ 
versity receive their clinical instruction by attending the 
amalgamated practice of the General Hospital and the 
Queen’s Hospital, details of which follow. 

The clinical instruction of the Birmingham medical 
students is carried on under the direction of the University 
Clinical Board. The hospitals present an excellent field 
for clinical work, possessing more than 500 beds, treating 
annually over 8000 in-patients and 100,000 out-patients. 
The . students spend part of their curriculum in each 
hospital, and thus have every opportunity of acquiring a 
varied, full, and practical knowledge of their professional 
work. The curriculum is adapted in the first place to 
meet the needs of the students of the University of Bir¬ 
mingham, but it is also well adapted to the requirements 
of students preparing for the examinations of all other 
universities and licensing bodies. At the General Hospital 
there are open to the students the following appointments : 
A resident medical officer, elected annually (£100); a 
resident surgical officer, elected annually and eligible for 
re-election for three years (£100); a resident pathologist, 
elected for six months (£50); three surgical casualty 
officers, elected annually and eligible for re-election 
(£50); three house physicians and four house surgeons 
hold office for six months, receiving board, residence, 
and salaries at the rate of £50 a year; two house 
surgeons to the gynaecological, ophthalmic, and aural 
departments are elected every six months, receiving board, 
residence, and a salary of £50 a year; two assistant house 
surgeons are elected every three months, receiving board, 
residence, and salaries at the rate of £40 a year ; aVesident 
medical officer at the Jaffray Hospital, who is elected 
annually but is eligible for re-election, and who receives 


£150 a year; and a resident medical assistant at this hos¬ 
pital, who is not necessarily qualified, is provided with board 
and residence, and holds office for three months. At the 
Queen’s Hospital there are open to the student the following 
appointments : Three house physicians, three house surgeons, 
and one obstetric and ophthalmic house surgeon, who hold 
office for six months and have salaries at the rate of £80 
a year. Thirty-eight other appointments of varying value 
are at the City Workhouse and Workhouse Infirmary, at 
the Birmingham General and Branch Dispensaries, at the 
Birmingham Lunatic Asylums, at the City Fever Hospitals, 
at the Children’s Hospital, at the Birmingham and Midland 
Eye Hospital, at the Orthopaedic and Spinal Hospital, at the 
Maternity Hospital, and at the Ear and Throat Hospital. 


The Birmingham General Hospital.— 400 beds are in 
daily use, 5560 in-patients per annum. Special wards for 
children, gynecological, septic and infectious cases ; special 
beds for eye, ear, and skin cases. About 50,000 out-Datients per 
annum. Laboratories for bacteriology and morbid histology. 
Separate rooms adjoin the medical and surgical wards for 
clinical pathology. Five operating theatres (one for out¬ 
patients), all designed and fitted on the most modern lines. 
In addition to clinical teaching given in the wards and out¬ 
patient department by the honorary staff, medical and 
surgical tutorial classes are held for senior and junior 
students. Clinical instruction in all the special departments. 
The Jaffray Branch Hospital contains 54 beds. 

The Queen’s Hospital. — Similar arrangements for clinical 
teaching are made here, and the material also is excellent. 
Ward and tutorial classes are regularly conducted by the 
staff, there are daily clinics in the out-patient department, 
while teaching duties are definitely assigned to the house 
physicians and house surgeons. There are also special 
departments for gynaecology and ophthalmology. 

Birmingham and Midland Eye Hospital, Church- 
street, Birmingham.—This hospital possesses 120 beds, and 
there is an average daily attendance of out-patients of over 
250. This institution is recognised by Universities and the 
Royal College of Surgeons, England, and Royal College of 
Physicians, London, as an ophthalmic hospital at which 
clinical instruction in ophthalmology may be received. 
Students attending for a period of three months will be 
granted certificates which will qualify for the University 
and Conjoint Board examinations. 


UNIVERSITY OF LIVERPOOL. 

The degrees in the Faculty of Medicine are Bachelor of 
Medicine and Bachelor of Surgery (M.B. and Ch.B.), Doctor 
of Medicine (M.D.), Master of Surgery (Ch.M.), and Master 
of Hygiene (M.H.). 

Degrees of Bachelor of Medicine and Bachelor of 
Surgery. — Candidates for the degrees of Bachelor of 
Medicine and of Surgery must have attained the age of 
21 years on the day of graduation. At least two of the 
five years of medical study must have been passed in the 
University, and one year at least must have been passed in 
the University subsequently to the date of passing the First 
Examination. The other three years may be passed at any 
college or medical school recognised for this purpose by the 
University. Candidates must pass three examinations entitled 
respectively: the First Examination, the Second Examina¬ 
tion, and the Final Examination. The fee is £5 for each 
examination. The subjects of the First Examination are: 
(1) Chemistry, Inorganic, Organic, and Physical; (2) Biology 
(Zoology and Botany); and (3) Physics. The examination is 
divided into two parts—namely, (1) Chemistry and Physics, 
and (2) Biology; and candidates may present themselves 
in these parts separately. The subjects of the Second 
Examination are (a) Anatomy and Physiology (including 
Physiological Chemistry and Histology), and (d) Materia 
Medica, Pharmacy, and Pharmacology. Candidates may 
present themselves in (a) or (d) separately. The subjects 
for the Final Examination are: (1) General Pathology 
and Morbid Anatomy; (2) Therapeutics; (3) Forensic 
Medicine and Toxicology; (4) Public Health ; (5) Obstetrics 
and Diseases of Women ; (6) Surgery, Systematic, Clinical, 
Operative, and Practical, including Ophthalmology; and 
(7) Medicine, Systematic and Clinical, including Mental 
Diseases and Diseases of Children. The Final Examination 
is divided into three parts, the first consisting of subject (1)* 
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the second of subjects (2), (3), and (4), the third of 
subjects (5), (6), and (7). Candidates may present them¬ 
selves in these parts separately. Candidates for the third 
part must have completed the fifth year of medical 
study. 

Degree* of Doctor of Medicine and Master of Surgery .— 
No candidate will be admitted to the degree of Doctor 
of Medicine or Master of Surgery unless he has previously 
received the Degrees of Bachelor of Medicine and Bachelor 
of Surgery, and at least one year has elapsed since he passed 
the examinations for those degrees. Candidates for the 
degree of Doctor of Medicine are required to present a 
dissertation embodying the results' of personal observations 
or original research, either in some department of medicine 
or of some science directly relative to medicine: provided 
always that original work published in scientific journals 
nr separately shall be admissible in lieu of, or in addition to, 
a dissertation specially written for the degree. 

At this University the following Scholarships and Fellow¬ 
ships and Prizes are awarded:—(a) and ( b ) Robert Gee 
Entrance Scholarships, two annually, of £25 each, tenable 
for two years, Joint Matriculation Board Examination held 
in July, open to First M.B. Course Students; ( c ) Lyon Jones 
Scholarship, No. 1, of £21 per annum, tenable for two years, 
•Competitive Examination among Junior Students in First 
M.B. Subjects, Perpetual Course at the University; ( d ) Lyon 
Jones Scholarship, No. 2, of £21, Competitive Exa¬ 
mination among Senior Students in Anatomy, Physio¬ 
logy, Pharmacology, and Materia Medica; (e) Derby 
Exhibition of £15, Competitive Examination among Fourth- 
or Fifth-year Students in Clinical Subjects, and Clinical 
School Exhibition of £15 annually for Fourth- or Fifth-year 
students; (f) University Scholarship of £25 for one year, 
awarded on results of Second Examination for the degrees; (g ) 
Holt Fellowships, Physiology and Pathology, of £100 each, for 
one year; (h) Gee Fellowship, Anatomy, of £100, for one 
year ; (i) Alexander Fellowship, Bacteriology and Pathology, 
of £100, for one year; (j) Johnston Colonial Fellowship, 
Bio-Chemistry, of £100, for one year ; (A) John W. Garrett 
International Fellowship, Bacteriology, of £100, for one 
year ; (1) Thelwall Thomas Fellowship, Surgical Pathology, 
of £100, for one year; (in) Ethel Boyce Fellowship in 
Gynaecological Pathology, of £100, for one year ; numerous 
prizes and medals ; (n) Mary Birrell Davies Memorial Fund 
Scholarship, of the value of £60, tenable for four years, 
offered for competition in alternate years ; open only to 
women students who will have attained the age of 19 on the 
first day of October next following the award ; students who 
are or have been registered day students of the University 
are eligible for election; holder to proceed to a University 
degree in Medicine ; candidates must apply in writing to 
the Registrar, forwarding evidence of their qualifications, 
on or before July 1st. 

Medical School Building*. —Medical research has also 
been endowed with several new laboratories in which 
students can pursue research work after graduation. All the 
laboratories and class-rooms are situated close together, 
communicating with one another, and are made up of four 
large blocks of buildings which form one side of the College 
quadrangle. There are the Johnston Laboratories for 
Experimental Medicine, Bio-Chemistry, and Tropical 
Medicine; the Medical School for Anatomy, Surgery, Toxi¬ 
cology, and Ophthalmology ; and the Thompson-Yates 
Laboratories for Physiology and Pathology. 

Clinical Instruction. —The Clinical School of the University 
now consists of four general hospitals—the Royal Infirmary, 
the David Lewis Northern Hospital, the Royal Southern Hos¬ 
pital, and the Stanley Hospital; and of five special hospitals 
—the Eye and Ear Infirmary, the Hospital for Women, 
the Infirmary for Children, St. Paul’s Eye Hospital, and 
St. George’s Hospital for Skin Diseases. These hospitals 
contain in all a total of about 1134 beds. The organisation of 
these hospitals to form one teaching institution provides the 
medical student and the medical practitioner with a field for 
clinical education and study which is unrivalled in extent in 
the United Kingdom. All the hospitals are within easy 
access of the University. There are a large number of 
appointments to house physicianships and surgeonships both 
at the general and special hospitals which are open to 
qualified students of the school. 


School of Veterinary Science . — There is a school of 
Veterinary Science in connexion with the University which 
provides full courses of instruction for the M.R.C.V.S. 
Degrees of B.V.Sc., M.V.Sc., and D.V.Sc., together with a 
diploma in Veterinary Hygiene, are also granted by the 
University. 

Public Health Department . — This is located in a separate 
building known as Ashton Hall, in which full courses of 
instruction are given to students for the Diplomas and 
Degrees 6f the University and of other Examining Boards. 

Prospectuses and further information may be had on appli¬ 
cation to the Dean of the Faculty of Medicine, University of 
Liverpool. 


THE VICTORIA UNIVERSITY OF MANCHESTER. 

Four degrees in Medicine and Surgery are conferred by the 
University—viz., Bachelor of Medicine and Bachelor of 
Surgery (M.B. and Ch.B.), Doctor of Medicine (M.D.), and 
Master of Surgery (Ch.M.). A Diploma in Psychological 
Medicine is awarded by examination to registered medical 
practitioners. 

Degrees of Bachelor of Medicine and Bachelor of Surgery .— 
Before admission to the degree of M.B. or Ch.B. candi¬ 
dates are required to present certificates that they will 
have attained the age of 21 years on the day of 
graduation and that they have pursued the courses of 
study required by the University Regulations during a 
period of not less than five years subsequently to the 
date of their registration by the General Medical Council, 
two of such years having been passed in the University 
and one year at least having been passed in the University 
subsequently to the date of passing the first M.B. Examina¬ 
tion. All candidates for the degrees of Bachelor of Medi¬ 
cine and Bachelor of Surgery are required to satisfy the 
examiners in the several subjects of the following examina¬ 
tions. 

The First Examination. —(1) Inorganic Chemistry and 
Physics ; (2) Biology ; and (3) Elementary Organic Chemistry 
and Bio-Chemistry. Candidates must have attended during 
at least one year courses both of lectures and of laboratory 
work in each of the above-named subjects. The Examina¬ 
tion is divided into three parts : Part 1, Inorganic Chemistry 
and Physics; Part 2, Biology; Part 3, Elementary 
Organic Chemistry and Bio-Chemistry ; and the candidates 
may pass in these parts separately under certain con¬ 
ditions. 

. The Second Examination. —(1) Anatomy ; (2) Physiology, 
including Physiological Chemistry and Histology. Candi¬ 
dates may pass in (1) and (2) separately under certain 
conditions. 

The Third Examination. —(1) Pathology ; (2) Pharma¬ 
cology and Therapeutics ; (3) Hygiene. These subjects may 
be taken separately under certain conditions. 

The Final Examination. —(1) Medicine, Systematic and 
Clinical (including Mental Diseases and Diseases of 
Children) ; (2) Surgery, Systematic, Clinical, and Practical; 
(3) Obstetrics and Gynaecology (including Clinical and Prac¬ 
tical) ; (4) Forensic Medicine (including an Oral Examina¬ 
tion). These subjects may be taken separately under certain 
conditions. 

Candidates for the Final Examination must have com¬ 
pleted the fifth year of medical study. 

Degree of Doctor of Medicine. —Candidates are not eligible 
for the degree of Doctor of Medicine unless they have 
previously received the degrees of Bachelor of Medicine 
and Bachelor of Surgery and at least one year has elapsed 
since they passed the examination for those degrees. 
Candidates may elect either (1) to present an original dis¬ 
sertation ; or (2) to undergo an examination. The disserta¬ 
tion must embody the results of personal observation or 
original research, either in some department of medicine or 
of some science directly relative to medicine. The examina¬ 
tion, which will be partly written, partly practical, is 
in the Principles and Practice of Medicine, in Patho¬ 
logy. and in some other subject to be selected by the 
candidate. 

Degree of Master of Surgery. —Candidates are not eligible 
for the degree of Master of Surgery unless they have pre¬ 
viously received the degrees of Bachelor of Medicine and 
Bachelor of Surgery and at least one year has elapsed 
since they passed the examination for those degrees. The 
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subjects of examination are as follows: (1) Surgical 

Anatomy; (2) Surgery ; (3) Operative Surgery; (4) Clinical 
Surgery; (5) Ophthalmology ; and (6) Pathology and 
Bacteriology. 

Communications should be addressed to the Registrar, 
The University, Manchester. 

Scholarships , Fellowships , and Prizes. — At this Uni¬ 
versity there are 22 Foundation Scholarships, 12 Exhibi¬ 
tions, five being for subjects connected with medical 
study, a Surgical Prize, a University Fellowship (Leech 
Fellowship, £100), Research Fellowships in Public Health, 
and Honorary Research Fellowships. 13 Entrance Scholar¬ 
ships are tenable for Medical courses ; one Scholarship is 
offered in Surgery, Biology, Physiology, and Diseases of 
Children respectively, and one General Medical and Surgical. 
Exhibitions are offered in Physiology and Anatomy, and one 
for French and German. “ The Dumville ” Surgical Prize is 
awarded on the results of the Final Examination in Surgery 
in the Summer Term, £15. The Leech Fellowship (£100) 
is for the encouragement of study and research, and is 
open to persons who have graduated M.B., Ch.B., in the 
University not more than 18 months previously. The 
Honorary Research Fellowships, tenable for two years, 
conferring the right of free use of the laboratories, are 
awarded generally in October on application, with evidence 
of capacity for independent investigation. 

There are many entrance scholarships, the examinations 
for which are held in the month of May. Full particulars 
can be obtained from the Dean. 

The Medical School. — This medical school, largely extended 
in 1895, is provided with dissecting-rooms, physiological 
laboratories, private laboratories, and work-rooms, besides 
lecture-rooms, a museum, and a library. A special 
laboratory is equipped for experimental work on the 
central nervous system. In the pathological laboratories 
ample provision is made for the teaching of pathology and 
bacteriology and for the prosecution of original research. 
The Helen Swindells Laboratory is specially equipped for 
cancer research and investigation in general pathology. 
Ample facilities for investigation are provided in Anatomy, 
Physiology, and Materia Medica. In the public health 
department, which is lodged in a separate institute in York 
Place, near the Royal Infirmary, suitable laboratory accom¬ 
modation is provided for the study of sanitary chemistry, 
physics, and practical bacteriology in the departments of 
chemistry and physics and in that of pathology. 

Clinical Studies. — The clinical and practical depart¬ 
ments of medical study are taught partly in the Medical 
School and partly in the Royal Infirmary and St. Mary’s 
Hospitals for Women and Children, a fever hospital, a lunatic 
asylum, and a convalescent home, and other special hospitals. 
Medical and Surgical Clinical Classes are conducted in the 
Infirmary, which together with the associated hospitals at 
Cheadle contains 1109 beds, exclusive of those reserved for 
military cases, and separate instruction is afforded in the 
elements of Medical and Surgical Physical Diagnosis, in 
Obstetric Medicine, Ophthalmic Surgery, and Pathological 
Anatomy by the different members of the staff of the Medical 
School and Infirmary. 

Clinical Instruction.— The Manchester Royal In¬ 
firmary. — The Royal Infirmary is built on the pavilion 
system, near the University, and has accommodation for 882 
(including 510 temporary military beds). The remaining beds 
are allocated to civilians. The medical side consists of five 
units, each unit having a testing room for the scientific inves¬ 
tigation of morbid products and a class-room. The surgical 
beds are also arranged in five units, each unit having its own 
operation theatre, with an?esthetising, recovery, sterilising, 
testing, and apparatus rooms, and its own class-room attached. 
Of these units all are occupied. The fine educational 
block provides very handsomely for the wants and comforts 
of the students, there being separate suites of rooms for 
the men and the women, and also a large common reading 
room, a lecture theatre, and a museum. The present 
annual average number of in-patients is 12,000, of out- 
and home-patients 32,000, and the list of casualties in 
the accident room has averaged 22,000 per annum. About 
8000 operations are performed annually in the operation 
theatres. Associated with the infirmary are: (1) the Con¬ 
valescent Hospital at Cheadle, containing 136 beds ; (2) the 
Royal Lunatic Hospital at Cheadle, accommodating with its 
branches 430 patients ; and (3) the Central Branch in 


the city for casualty and out-patient work, and 62 temporary 
military beds. The Associated Hospitals thus contain 1448 
beds and are under the same management. Women students 
are admitted to the practice of the Infirmary on the same 
terms as men. 

Fees .—Medical Practice : Three months, 5 guineas ; six 
months, 8 guineas; 12 months, 12 guineas; full period 
required by the Examining Boards, 42 guineas. 

Two Entrance Scholarships in Medicine of the value of 
£100 each are offered annually by the Council of the 
Manchester University and the Medical Board of the Man¬ 
chester Royal Infirmary for proficiency in Arts and Science 
subjects respectively. Ctyher scholarships and prizes are in 
the College Syllabus. Numerous annual appointments and 
junior appointments may be held by those who have attended 
the practice of the Infirmary. 

The secretary to the Infirmary is Mr. F. G. Hazel!. 


Manchester Children’s Hospital, Pendlebury, Gart- 
side-street, Manchester, and St. Anne’s-on-the-Sea.—The 
hospital contains 188 beds and 24 in the Convalescent Home, 
St. Anne’s-on-the-Sea. The medical staff visit the hospital 
daily at 10 a.m. Clinical instruction is given by the medica) 
staff at the Hospital and Dispensary. Out-patients are 
seen daily at 9 a.m. at the new Out-patient Department, 
Gartside-street, Manchester. Secretary : Mr. W. M. Humphry. 

The Manchester Northern Hospital for Women 
and Children, Park-place, Cheetham Hill-road, Man¬ 
chester. — The hospital contains 70 beds. Out-patients are 
seen daily from 8.30 to 10 A.M. 


UNIVERSITY OF LEEDS. 

Four degrees in Medicine and Surgery are conferred—viz. : 
Bachelor of Medicine and Bachelor of Surgery (M.B. and 
Ch.B.), Doctor of Medicine (M.D.), Master t>f Surgery 
(Ch.M.), also Degrees and Diplomas in Dental Surgery and 
Diplomas in Public Health and in Psychological Medicine. 

Degrees of Bachelor of Medicine and Bachelor of Surgery .— 
Candidates for these degrees are required to present certifi¬ 
cates showing that they will have attained the age of 21 
years on the day of graduation, and have attended courses 
approved by the University extending over not less than 
five years, two of such years at least having been passed in 
the University subsequently to the date of passing the First 
Examination. Candidates must also satisfy the examiners 
in the several subjects of the following examinations 
entitled respectively: the Matriculation Examination, or 
such other examination as may have been recognised 
by the Joint Matriculation Board in its stead ; the First 
Examination; the Second Examination; and the Final 
Examination. 

The First Examination. —The First Examination consists 
of: Part I., Physics and Chemistry; Part II., Biology. 
Candidates will be allowed to pass the two parts separately. 

The Second Examination. —The Second Examination con¬ 
sists of: Part I., Anatomy and Physiology ; Part II., Materia 
Medica and Pharmacy. Candidates will be allowed to pass 
the two parts separately. 

The Final Examination. —The Final Examination consists 
of : Part I., Pathology and Bacteriology. Part II., Forensic 
Medicine and Public Health. Part III., Medicine: Sys¬ 
tematic and Clinical, including Mental Diseases and Diseases 
of Children; Surgery: Systematic, Clinical, and Practical; 
Obstetrics, and Gynaecology: Systematic, Clinical, and 
Practical; Pharmacology and Therapeutics. Candidates 
will be allowed to pass Parts II. and III. separately or 
together, and they may present themselves for examination 
in Part I. at the end of the tenth term. 

Degree of Doctor of Medicine. —Candidates are not eligible 
for the degree of Doctor of Medicine or Master of Surgery 
unless they have previously received the degrees of Bachelor 
of Medicine and Bachelor of Surgery and at least one year 
has elapsed since they passed the examination for those 
degrees. Candidates for the degree of Doctor of Medicine are 
required to present a dissertation and, if the dissertation be 
accepted, to pass an examination. 

The first term commences on Sept. 30th. Prospectus, ko , 
can be obtained from the Dean of the Medical School. 

Clinical Instruction.— The Leeds General Infirmary, 
in connexion with this medical faculty, has accommoda¬ 
tion for 620 in-patients, including 88 beds at branch 
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hospitals in the country. During the last year 11,463 
in-patients and 33,671 out-patients were treated. Clinical 
teaching takes place daily in the wards, and Clinical 
lectures are given in Medicine and Surgery by the Physicians 
and Surgeons. There are Medical, Surgical, Ophthalmic, 
Aural, Electro-therapeutic, and Radiographic Depart¬ 
ments, in each of which special instruction is im¬ 
parted to students. A Gynaecological and Extern Obstetric 
Department, together with Laryngeal and Skin Clinics, are 
in operation. Several valuable prizes are given at the end 
of each session. Numerous appointments at the Infirmary 
are annually open to students after qualification. 


UNIVERSITY OF SHEFFIELD. 

The Degrees in the Faculty of Medicine are Bachelor 
of Medicine and Bachelor of Surgery (M.B., Ch.B.), Doctor 
of Medicine (M.D.), and Master of Surgery (Ch.M.). The 
courses and degrees in the Faculty of Medicine are open to 
men and women alike. 

Candidates for a medical degree shall have matriculated in 
the University or have passed such other examination as 
may be recognised for this purpose by the University and 
sanctioned by the Joint Matriculation Board. 

A candidate for the degrees of M.B., Ch.B., shall produce 
certificates that he will have attained the age of 21 years on 
the day of graduation ; that he has pursued the courses of 
study required by the University regulations during a period 
of not less than five years subsequently to the date of his 
matriculation, three of such years at least having been 
passed in the University, one at least being subsequent to 
the passing of the First Examination. 


Degrees of Bachelor of Medicine and Bachelor of Surgery. 

The First Examination. —The subjects of the examination 
are Chemistry, Physics, and Biology. The Intermediate 
B.Sc. Examination in these subjects will, on payment 
of the required additional fee, be accepted instead of 
this examination. Candidates must, after matriculation 
and registration as medical students, have attended courses 
of instruction (lectures and laboratory work) in chemistry, 
physics, and biology for one year each. 

The Second Examination. —The subjects of the examination 
are Anatomy and Physiology. 

The Third Examination. — The subjects of the examina¬ 
tion are Pathology and Pharmacology. A candidate entering 
for the first, second, or third examination, who shall pass 
creditably in one subject of either examination and obtain a 
certain minimum of marks in the other, may enter for such 
other subject separately in a subsequent examination. Candi¬ 
dates must have completed the fourth year of professional 
study. 

The Final Examination. — The subjects of the examination 
are Medicine (including Forensic Medicine, Public Health, 
Mental Diseases, and Diseases of Children) ; Surgery; and 
Obstetrics (including Gynaecology). Candidates must 
satisfy the examiners in all subjects at the same examina¬ 
tion. Candidates mfist have completed the fifth year of 
professional study. 

Degree of Doctor of Medicine .—Candidates for the degree 
of Doctor of Medicine must have passed the examination for 
the degrees of M.B., Ch.B. at least one year previously, must 
present a thesis embodying observations in some subject 
approved by the professor of medicine, and must pass an 
examination in the Principles and Practice of Medicine. 

Degree of Master of Surgery. — Candidates for the degree of 
Ch.M. must have passed the examination for the degrees of 
M.B., Ch.B. at least one year previously, and must, since 
taking the degrees of M.B., Ch.B., have held for not less 
than six months a surgical appointment in a public hospital 
or other public institution, affording full opportunity for the 
6tudy of Practical Surgery. 

The subjects of examination are Systematic, Clinical, and 
Operative Surgery, Surgical Anatomy, Surgical Pathology, 
and Bacteriology. 

Scholarships , ffc. — At this University, in addition to four 
Edgar Allen scholarships of £100 a year for three years, 
holders of which can take the courses in the Faculty of 
Medicine, there are 8 scholarships and a Town Trust Fellow¬ 
ship. Full particulars as to curriculum, scholarships, &c., 
may be had on application to the Registrar or to the Dean 
of the Medical Faculty. 


The Medical School .—The new buildings of the University 
opened in 1905 are situated at the west end of the city, 
adjoining Weston Park, and the Medical Department occupies 
the entire north wing of the University quadrangle. The 
various athletic and other students’ societies are under the 
management of a Students’ Representative Council, elected 
annually. There are large and comfortable common rooms 
both for men and women students. A refectory is open daily 
at the University where students may obtain refreshments, 
lunch, dinner, &c., at extremely moderate prices. The 
University journal, Iloreamus , edited by a committee of 
staff and students, is published each term. The University 
Hostel, “Oakholme,” Clarkehouse-road, is recognised by the 
Senate as a residence for women students, full particulars of 
which may be obtained of the tutor for women students. 

Clinical Instruction. —The University is within easy reach 
of the various hospitals with which it is connected for 
clinical purposes. These are as follows : The Royal Infir¬ 
mary (Secretary, Mr. J. W. Barnes), containing 320 beds, 
with an annual average number of over 3800 in-patients, over 
11,500 out-patients, and over 23,000 casualties; the Royal 
Hospital (Hon. Sec., pro tem.. to the medical and surgical 
staff, Mr. J. B. Ferguson Wilson), with 191 beds, and an 
annual number of 3000 in-patients, over 20,000 out-patients, 
and nearly 20,000 casualties; and the Jessop Hospital for 
Diseases of Women, with 80 beds, about 750 in-patients, and 
over 3000 out-patients; also a Maternity department, with 
about 450 in-patients per annum and about 700 out-patient 
cases attended. Special courses on Fevers are held at the 
City Fever Hospitals (570 beds) and on Mental Diseases at 
the South Yorkshire Asylum (1610 beds). For purposes of 
clinical practice the practices of the Royal Infirmary and 
Royal Hospital are amalgamated, giving a total of 511 beds 
for the treatment of medical, surgical, and special cases. 
There are special departments for the treatment of Diseases 
of the Eye at each institution, with wards assigned to them. 
In addition to these the Royal Infirmary has special depart¬ 
ments for the treatment of Diseases of the Skin and Ear, 
with beds assigned to them, whilst at the Royal Hospital 
there are special out-patient departments for Diseases of 
the Throat, Ear, Skin, Orthopaedics, and Mental Diseases. 
During the last year over 6000 patients passed through the 
wards of the two institutions, while those attending as out¬ 
patients numbered over 45,000. The department of Path¬ 
ology and Bacteriology in the University is fitted with 
every requirement for the most advanced work these 
subjects. 

Fees .—The Composition Fee is £30 a year for each of 
the five years and entitles the student to attendance on all 
the Lectures, Laboratory Classes, and Hospital practice 
required for a Medical and Surgical Degree in the University 
or for the ordinary qualifying examinations of the various 
Examining Boards. The composition fees do not cover the 
cost of apparatus, instruments, parts for dissection in 
anatomy, kc. , all of which must be provided by the student 
when and as required. The fees are payable in instalments 
extending over the five years of the curriculum. 


UNIVERSITY OF BRISTOL. 

In the Faculty of Medicine there are the following 
degrees: — Bachelor of Medicine and Bachelor of Surgery 
(M.B. and Ch.B.), Doctor of Medicine (M.D.), Master of 
Surgery (Ch.M.), Bachelor of Dental Surgery (B.D.S.), and 
Master of Dental Surgery (M.D.S.). There are also the 
following diplomas: Diploma in Public Health (D.P.H.), 
Diploma in Dental Surgery (L.D.S.), and Diploma in 
Veterinary State Medicine. 

All candidates for degrees in Medicine, Surgery, and 
Dentistry are required to pass an examination called the 
Matriculation Examination, or to pass such examination as 
may be regarded as equivalent by the Senate. All courses, 
degrees, and diplomas are open to men and women alike. 
The winter session commences on Tuesday, Oct. 1st, 1918. 

Conjoined Degrees of Bachelor of Medicine and Bachelor of 
Surgery. —Candidates shall be not less than 21 years of age 
and shall have pursued the courses prescribed by University 
Regulations during not less than five and a half years, of 
which three shall have been passed in the University, and 
two of these three subsequent to pass in the second 
examination. All candidates for the degrees of M.B., Ch.B., 
are required to satisfy the examiners in the several subjects 
of three examinations. 
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The First Examination. —The subjects of examination are : 
Chemistry (Inorganic), Physics, and Biology, the courses 
pursued being those for the time being approved for the 
intermediate part of the B.Sc. curriculum. This part of the 
curriculum shall extend over one year. (Candidates who 
have passed the Higher School Certificate approved by the 
Board of Education in these subjects will not be required to 
sit for the first examination and will be regarded as having 
completed one year of study.) 

The Second Examination. — The subjects of examination are : 
Organic Chemistry and Elementary Anatomy (Part I.) and 
Advanced Anatomy and Physiology (Part II.). Parts I. and 
II. may be passed separately or together. 

The Final Examination. — The subjects of examination are : 
Materia Medica and Pharmacy, Pharmacology and Thera¬ 
peutics, General Pathology, Morbid Anatomy, and Bacterio¬ 
logy (Part I.); Special Pathology, Forensic Medicine, 
Toxicology, and Public Health, Obstetrics (including 
Diseases of Women), Surgery (Systematic, Clinical, Prac¬ 
tical. and Operative), Medicine (Systematic, Clinical, and 
Practical, including Mental Diseases)(Part II.). Candidates 
may pass I. and II. together, or separately, and Forensic 
Medicine and Toxicology may, at the option of the candi¬ 
date, be taken either with Part I. or Part II. 

Degree of Doctor of Medicine. — Candidates shall be 
Bachelors of the University of not less than two years’ 
standing as such and may elect either (1) to pass an exami¬ 
nation in General Medicine, or (2) to pass an examination in 
State Medicine, or (3) to present a Dissertation. The candi¬ 
date who elects to pass the examination in State Medicine 
must hold a diploma in Public Health of some University or 
College, and the candidate who elects to present a 
Dissertation may be examined in the subject thereof. 

Degree of Master of Surgery. —Candidates shall be Bachelors 
of not less than two years as such, during which period they 
shall have attended the Surgical Practice of an institution 
approved for the purpose. They shall pass an examination 
in Surgical Anatomy, Pathology, and Bacteriology, and 
Operative, Clinical, and General Surgery, and present to the 
University a Dissertation on some subject of Surgery. 

Clinioal Instruction. — The allied hospitals (Bristol Royal 
Infirmary and Bristol General Hospital) have between them 
about 600 beds and extensive out-patient departments, special 
clinics for Diseases of Women and Children and those of 
the Eye, Throat, and Ear, in addition to large and well- 
equipped departments for Dental work and large outdoor 
Maternity Departments. 

At each of these institutions there are well-arranged 
pathological museums, post-mortem rooms, and laboratories 
for Morbid Anatomy. There are also laboratories for work 
in Clinical Pathology, Bacteriology, and Cytology, in which 
special instruction is given in these subjects. Departments 
are provided and well-equipped for X ray work, both for 
diagnosis and treatment, the various forms of Electrical 
treatment, including High Frequency Currents, Electric 
Baths, Finsen Light treatment, and Massage. 

The students of the school also attend the practice of 
the Royal Hospital for Sick Children and Women, con¬ 
taining 140 beds, and that of the Bristol Eye Hospital, 
with 40 beds. The total number of beds available for clinical 
instruction is therefore about 750. f 

Further information as to scholarships, curricula, and fees 
can be obtained from the Dean of the Faculty of Medicine 
or the Registrar of the University. 

UNIVERSITY OF WALES. 

This University has the privilege of granting degrees 
in Medicine and Diplomas in Public Health. At the three 
constituent Colleges of Aberystwyth, Bangor, and Cardiff 
there are Professors of Chemistry, Botany, Zoology, and 
Physics, so that the students of the University can obtain 
proper instruction in the ancillary subjects. The founda¬ 
tion of a Medical Faculty has been laid at University 
College, Cardiff, where there is a recognised school of 
medicine. 

University College , Cardiff: School of Medicine. — All 
classes are open to both men and women students who may 
spend three or four out of their five years of medical study 
at Cardiff. The courses of instruction given at Cardiff are 
recognised as qualifying for the examinations of the 
Universities, Royal Colleges, and other licensing bodies of 
Great Britain and Ireland, and they are specially adapted to 


meet the needs of those University students studying 
for Cambridge and London degrees. Students who are 
preparing for * these examinations may compound for 
their courses by paying a fee of £63, while a com¬ 
position fee of £41 10s. includes all the necessary 
courses for the first and second examinations for the 
Diploma of the Conjoint Board. In all cases the com¬ 
position fees may be paid by instalments. Hospital 
instruction is given at the King Edward VII.’s Hospital, 
Cardiff. The attention of students about to matriculate ia 
drawn to the numerous entrance scholarships offered for 
competition at University College, Cardiff, in April next, 
most of which may be held by medical students. Full 
particulars of the examination for these may be obtained by 
application to the Registrar. In the department of Public 
Health established in 1899 instruction is given qualifying 
for the D.P.H. examinations. Further information maybe 
obtained from the Dean of the Faculty of Medicine. 

Clinical Distraction.— King Edward VII. ’s Hospital, 
Cardiff. —Students can attend the practice of this 
Hospital, which contains 320 beds, 104 beds for military 
patients. Founded 1837. In-patients, 2717 ; out-patients, 

13,746.- Swansea General and Eye Hospital and 

Swansea Hospital Convalescent Home.— Hospital, 188 
beds ; Convalescent Home, 25 beds. In-patients, 2177 ; out¬ 
patients, 7978. _ 


ENGLISH MEDICAL CORPORATIONS 
GRANTING DIPLOMAS. 


EXAMINING BOARD IN ENGLAND BY THE ROYAL 

COLLEGE OF PHYSICIANS OF LONDON AND THE 
ROYAL COLLEGE OF SURGEONS OF ENGLAND. 

Under this heading we give the regulations for the exa¬ 
minations enjoined by the Conjoint Examining Board of the 
Royal Colleges of Physicians of London and Surgeons of 
England and of the Society of Apothecaries upon students 
desiring their respective diplomas of qualification. We do 
not give any list of schools recognised by these bodies as 
eligible to prepare students for their examinations beyond 
mentioning that all the schools which we have already 
described (under the heading of the Universities to which 
they are attached) are recognised as suitable places of 
instruction by the corporations granting medical diplomas. 
The courses of study at the principal colonial medical 
schools are also recognised as qualifying for the examina¬ 
tions of these corporations. 

Any candidate who desires to obtain both the Licence of 
the Royal College of Physicians of London and the diploma 
of Member of the Royal College of Surgeons of England is 
required to complete five years of professional study at 
recognised Medical Schools and Hospitals and to comply 
with the following regulations and to pass the examinations 
hereinafter set forth. Six months of the curriculum may 
be spent in an Institution recognised by the Board for in¬ 
struction in Chemistry, Physics, Practical Chemistry, and 
Biology. 

Professional Examinations. —There are three Examina¬ 
tions, called herein the First Examination, the Second 
Examination, and the Third or Final Examination, 
each being partly written, partly oral, and partly 
practical. These examinations will be held in the 
months of January, April, July, and September or October 
unless otherwise appointed. Every candidate intending 
to present himself for examination is required to give 
notice in writing to Mr. F. G. Hallett, secretary of the Exa¬ 
mining Board, Examination Hall, Queen-square, Bloomsbury, 
W.C., 14 clear days before the day on which the examination 
commences, transmitting at the same time the required 
certificates. 

The subjects of the First Examination are—Chemistry, 
Physics, Elementary Biology, and Practical Pharmacy. A 
candidate may take this examination in three parts at 
different times (Chemistry and Physics must be taken 
together until the required standard is reached in both or in 
one of these subjects, but a candidate will not be allowed to 
pass in one without obtaining at the same time at least 
half the number of marks required to pass in the 
other). A candidate will be admitted to examina¬ 
tion in Chemistry and Physics, in Practical Pharmacy, 
and Elementary Biology on producing evidence of having 
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passed the required Preliminary Examination and of 
having received instruction in these subjects at a recognised 
institution, but he may take Pharmacy at any time during 
the curriculum. A candidate rejected in one part or 
more of the First Examination will not be admitted 
to re-examination until after the lapse of a period of 
not less than three months from the date of rejection, 
and he will be re-examined in the subject or subjects 
in which he has been rejected. If referred in Chemistry, 
Physics, or Biology he must produce evidence of further 
instruction at a recognised institution. Any candi¬ 
date who shall produce satisfactory evidence of having 
passed an examination for a degree in Medicine on any 
of the subjects of this examination conducted at a university 
in the United Kingdom, in India, or in a British colony will 
be exempt from examination in those subjects in which he 
has passed. 

The fees for admission to the First Examination are as 
follows : For the whole examination, £10 10s. ; for re¬ 
examination after rejection in Parts I. and II., £3 3 s. ; and 
for re-examination in each of the other parts, £2 2 1 . 

The subjects of the Second Examination are Anatomy 
and Physiology. Candidates will be required to pass in 
both subjects at one and the same time. Candidates will 
be admissible to the Second Examination on production of 
the required certificates of professional study. The study of 
Anatomy and Physiology before passing in two of the first 
three parts of the First Professional Examination is not 
recognised. 

A candidate referred on the Second Examination will be 
required, before being admitted to re-examination, to pro¬ 
duce a certificate that he has pursued, to the satisfaction of 
his teachers, in a recognised place of study, his Anatomical 
and Physiological studies during a period of not less than 
three months subsequently to the date of his reference. 

The fees for admission to the Second Examination are: 
£10 10*. for the whole examination and £6 6s. for re¬ 
examination after rejection. 

The subjects of the Third or Final Examination are : 
Part I. Medicine, including Medical Anatomy, Pathology, 
Practical Pharmacy, Therapeutics, Forensic Medicine, 
and Public Health. Candidates who have passed in 
Practical Pharmacy at the First Examination will not be 
re-examined in that subject at the Third Examination. 
Part II. Surgery, including Pathology, Surgical Anatomy, 
and the use of Surgical Appliances. Part III. Midwifery 
and Diseases Peculiar to Women. Candidates may present 
themselves for Parts I., II., and III. of the examination 
separately or together at the expiration of not less than 
two years (24 months) from the date of passing the 
Second Examination on production of the certificates of 
study required for the respective parts, provided that the 
examination is not completed before the expiration of five 
years from the date of passing the Preliminary Examination. 

The fees for admission to the Third or Final Examination 
are as follows : For the whole examination, £21. Part I. 
For re-examination in Medicine, including Medical Anatomy, 
Pathology, Therapeutics, Forensic Medicine, and Public 
Health, £5 5*. ; for re-examination in Practical Pharmacy 
(if taken at this examination), £2 2s. Part II. For re-exami- 
nation in Surgeiy, including Pathology, Surgical Anatomy, and 
the use of Surgical Appliances, £5 5s. Part III. For re-exami¬ 
nation in Midwifery and Diseases Peculiar to Women, £3 3*. 

A candidate referred on the Third or Final Examina¬ 
tion will not be admitted to re-examination until after 
the lapse of a period of not less than three months 
from the date of rejection and will be required, 
before being admitted to re-examination, to produce a 
certificate, in regard to Medicine and Surgery, of having 
attended the Medical and Surgical Practice, or the Medical 
or Surgical Practice, as the case may be, during the 
period of his reference ; and in regard to Midwifery and 
Diseases Peculiar to Women a certificate of having received, 
subsequently to the date of his reference, not less than three 
months’ instruction in that subject by a recognised teacher. 

Students of recognised universities in England, Scotland, 
and Ireland, who have passed examinations for a degree in 
Medicine at their universities in the subjects of the First and 
Second Examinations of the Examining Board, may enter 
for the Final Examination at the expiration of two years 
from the date of passing in Anatomy and Physiology on 
production of the required certificates. 


Members of certain recognised Indian, Colonial, and 
Foreign universities who have passed examinations for the 
Degree of Doctor or Bachelor of Medicine or Surgery in the 
subjects of the First and Second Examinations of the 
Examining Board may present themselves for the Final 
Examination under special conditions which can be ascer¬ 
tained on application to the Secretary. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON: 

THE MEMBERSHIP AND FELLOWSHIP. 

In addition to the diplomas granted by the English Con¬ 
joint Board, the Royal College of Physicians of London and 
the Royal College of Surgeons of England grant honour 
diplomas, which no longer give the right to practise pro¬ 
fessionally if held separately. The Royal College of Phy¬ 
sicians of London has two such diplomas, the Fellowship 
which is a purely honorary distinction and the Membership 
which is obtained by examination. 

Membership. —Every candidate for the Membership of 
the College must furnish proof of having attained the 
age of 25 years. Candidates must not be engaged in trade, 
dispense medicine, make any arrangement with a chemist 
or any other person for the supply of medicine, or 
practise medicine or surgery in partnership, by deed or 
otherwise. Any candidate being already registered or having 
passed a qualifying examination in accordance with the 
Medical Act of 1886, who has obtained the degree of Doctor 
or Bachelor of Medicine at a University in the United 
Kingdom, in India, or a British colony, or who has obtained a 
foreign qualification entitling him or her to practise medicine 
or surgery in the country where such qualification has been 
conferred, wherein the courses of study and the examinations 
to be undergone previously to graduation have been adjudged 
by the Censors’ Board to be satisfactory, will (if the Censors 
think fit) be admitted to the Pass Examination. The nature 
and extent of this examination will, in the case of each 
candidate, be determined by the Censors’ Board. All other 
candidates must produce proof of having passed the examina¬ 
tions required for the Licence of the College. The examina¬ 
tion is directed partly to pathology and partly to the practice 
of medicine and may be modified in circumstances to be 
ascertained by application to the Registrar. For example, 
candidates under 40 years of age are examined in an ancient 
and a modern language, a test from which their seniors are 
exempt. The fee for admission as a Member of the College 
is 40 guineas, except when the candidate for Membership is 
a Licentiate of the College, in which case the fee already 
paid for the Licence shall be deducted from the 40 guineas. 
The fee for the examination is £6 6*. 

Fellowship. —The Fellows are selected annually from the 
ranks of the Members by the Comitia of the College. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND: 

THE FELLOWSHIP. 

The Royal College of Surgeons of England confers its 
diploma of Fellow upon a few distinguished persons in an 
honorary capacity. Two Members of long standing may 
also be elected to the Fellowship annually. But the 
bulk of the Fellows obtain the diploma as the result of 
examination. 

Fellorcship. — The examination for the Fellowship is 
divided into two parts — viz., the First Examination and 
the Second Examination. The subjects of the First 
Examination are Anatomy and Physiology, and the ques¬ 
tions on these subjects may require an elementary 
acquaintance with Comparative Anatomy and Physiology. 
The examination is partly written and partly viva voce. The 
subjects of the Second Examination are Surgerv, including 
Surgical Anatomy and Pathology. The examination is partly 
written and partly viva voce and includes the examination 
of patients and the performance of operations on the dead 
body. 'The examinations are held during the months of 
May and November of each year. 

Thd fees for examination are : — First Examination, each 
admission, 5 guineas. Second Examination, each admission, 
12 guineas. Of such examination fees 17 guineas will be 
reckoned as part of the fee payable upon admission to the 
Fellowship. The fee to be paid upon admission to the 
Fellowship is 30 guineas, except when the candidate is a 
Member of the College, in which case the fee is 20 guineas. 
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A Member of the College is admissible to the First Exa¬ 
mination at any time after receiving his Diploma of Member¬ 
ship. A candidate who is not a member of the College is 
admissible to the first Professional Examination for the 
Fellowship on the production of evidence of having passed 
the First and Second Examinations of the Examining Board 
in England by the Royal College of Physicians of London 
and the Royal College of Surgeons of England (or, if a 
member of a University recognised by the College for the 
purpose, of having passed the Examinations in his Uni¬ 
versity equivalent to the First and Second Examinations of 
the Board) and on the production of certificates of attend¬ 
ance upon certain courses of study described in the 
Regulations. 

A Member of the College is admissible to the Second 
Examination at any time after having passed the First 
Examination, on producing satisfactory evidence of having 
been engaged not less than six years in the study (or study 
and practice) of the profession. 

A candid a te who is not a Member of the College must 
possess the registrable surgical and medical degrees of 
universities recognised by the Council and must have been 
engaged in the study (or study and practice) of the profes¬ 
sion for not less than four years subsequent to the date of 
obtaining the recognised qualification, one year of which 
shall have been spent in attendance on the Surgical Practice 
of a recognised hospital. The diploma of Fellow is not con¬ 
ferred upon successful candidates until they have attained 
the age of 25 years. 

The Regulations may be obtained on application to the 
Director of Examinations, Examination Hall, Queen-square, 
Bloomsbury, London, W.C. 1. 

SOCIETY OF APOTHECARIES OF LONDON. 

There are two examinations—Primary and Final. The 
Final examination is divided into Section I. and Section II. 
The Primary examination is held quaiterly. Final examina¬ 
tions are held monthly. No examinations are held in the 
month of September. 

The Primary examination consists of two parts. Part I. 
Elementary Biology ; Chemistry, Chemical Physics, including 
the Elementary Mechanics of Solids and Fluids, Heat, Light, 
and Electricity ; Practical Chemistry ; and Materia Medica 
and Pharmacy. Part II. includes Anatomy, Physiology, and 
Histology. This examination cannot be passed before the 
completion of twelve months’ Practical Anatomy with 
Demonstrations, and these subjects cannot be taken separately 
except in the event of the candidate having previously 
passed in one. A schedule for the Primary examination, 
to be obtained of the Secretary, must be signed by 
the Dean of the Medical School or other authority. 
Section I. of the Final examination consists of three parts. 
Part I. includes the Principles and Practice of Surgery, 
Surgical Pathology, and Surgical Anatomy, Operative 
Manipulation, Instruments, and Appliances. Part II. 
includes the Principles and Practice of Medicine, Phar¬ 
macology, Pathology, and Morbid Histology ; Forensic 
Medicine, Hygiene, Theory and Practice of Vaccination ; 
and Mental Diseases. Part III. includes Midwifery, 
Gynjecology, and Diseases of New-born Children and the 
Use of Obstetric Instruments and Appliances. Section I. 
of the Final examination cannot be passed before the 
expiration of 45 months from the date of commencement of 
medical study, during which time not less than three winter 
sessions and two summer sessions must have been passed 
at one or more of the medical schools connected with a 
general hospital recognised by the Society. Section II. 
of the Final examination consists of two Parts. Part I. 
Clinical Surgery ; Part II. Clinical Medicine and Medical 
Anatomy. Section II. cannot be passed before the end of 
the fifth year. 

The course of study for the Primary examination is 
as follows :—Elementary Biology, not less than three 
months; Chemistry and Chemical Physics, six months; 
Practical Chemistry, three months ; Pharmacy and Dis¬ 
pensing, three months ; Anatomy, six months ; Practical 
Anatomy with Demonstrations, 12 months ; Physiology, 
six months; Histology with Demonstrations, three months. 
The study of these subjects must be pursued at a Medical 
School recognised by the Society. Instruction in Pharmacy 
Mid Dispensing must be given by a registered medical prac¬ 


titioner or by a member of the Pharmaceutical Society 

by examination, or in a public hospital, infirmary, or 
dispensary. 

The course of study for the bitial examination , Section I ., 
includes attendance on the Surgical and Medical Practice 
(with Post-mortem Examinations) at a hospital connected with 
a medical school for a period of two winter and two summer 
sessions; lectures on the Principles and Practice of Surgery, 
six months; Practical Surgery, three months; Clinical 
Surgical Lectures, nine months ; Dressership, six months; 
Performance of Surgical Operations on the Dead Body; 
lectures on Principles and Practice of Medicine, six months; 
Pathology, three months ; Clinical Medical Lectures, nine 
months ; Clinical Clerkship, six months; Forensic Medi¬ 
cine, Hygiene, and Insanity, three months ; Midwife^ and 
Gynaecology, three months; Clinical Instruction in the 
same, three months; a course' of Practical Midwifery; 
attendance on 20 Midwifery cases. The course of medical 
study must extend over the above-mentioned period of 
45 months, and the offices of dresser or clinical clerk 
must be held at a hospital or other institution recognised 
by the Society. Two years must elapse after a candidate 
has passed the examination in Anatomy and Physiology 
before he is eligible to sit for any part of the Final 
examination. 

The course of study for the Final examination , Section IT. , 
includes either attendance on the Practice of Medicine 
and Surgery at a hospital or other institution recognised 
by the Society for a further period of 12 months, 

or six months" as above and six months as a pupil 

of a registered practitioner holding a public medical 

or surgical appointment, or attendance at two special 

hospitals for six months (three months at each hos¬ 
pital), and for six months at a general hospital, all such 
hospitals to be recognised by the Society. Evidence shall 
also be given of practical instruction in Infectious Diseases 
and in Mental Diseases (at a lunatic asylum or in the wards 
of an institution containing a special ward set apart for 
the treatment of mental diseases), and in any two of 
the following subjects : Ophthalmic Surgery, Laryngology 
with Rhinology and Otology, Dermatology, and Diseases 
of Children. No candidate is eligible for the Final 
examination who has not completed the curriculum pre¬ 
scribed by the Society, in evidence of which a schedule, 
to be obtained of the Secretary, must be produced, signed by 
the Dean of the Medical School or other authority. Prior to 
Section II. of the Final examination the candidate must 
produce certificates : (1) of being 21 years of age ; (2) 
of moral character ; (3) of the course of medical study ; 
(4) of proficiency in vaccination signed by a teacher 
authorised by the Local Government Board; and (5) of 
instruction in the administration of amesthetics. Candidates 
intending to present themselves for examination are required 
to give 14 days’ notice. A form for this purpose will be sent 
on application. 

Licentiates are eligible for the Membership of the Society 
of Apothecaries. Particulars may be obtained on application 
to the clerk. 

The fee for the Licence is 20 guineas. Female candidates 
are admitted to examinations. The examination offices are 
open from 10 a.m. to 4 p.m. : on Saturdays from 10 a.m. to 
1 p.m. All letters should be addressed to the Secretary, 
Court of Examiners, Society of Apothecaries of London, 
Blackfriars. E.C. 4. 

METROPOLITAN ANCILLARY SCHOOLS AND 
HOSPITALS AFFORDING FACILITIES FOR 
CLINICAL OBSERVATION. 

The institutions which follow provide to the medical 
student and medical graduate facilities for different forms 
of instruction and clinical observation. In each case further 
information can be obtained from the secretary of the 
hospital. 

The Seamen’s Hospital Society possesses two hospitals 
—the Dreadnought Hospital at Greenwich, 250 beds, 
and the Branch Hospital in the Royal Victoria and 
Albert Docks, E., 50 beds ; and the Angas Home 30 beds. 
It has also two Dispensaries — one in the East India Dock- 
road and the other at Gravesend—from which the patients 
are transferred to the hospitals. The London School of 
Clinical Medicine is attached to the Dreadnought Hospital. 
For the present the services of the School have been placed 
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at the disposal of the War Office in connexion with special 
Courses which are being given to Medical Officers belonging 
to the Array, who are going abroad. Secretary : Mr. P. J. 
Michelli, C.M.G. 

West London Hospital, Hammersmith, W. — This 
hospital has 160 beds, all of which are constantly in 
use. 2440 in-patients and 30,322 out-patients, whose 
attendances numbered 155,870, were treated last year. 
Attached to the hospital is the West London Post- 
Graduate College. The practice of the hospital is re¬ 
served exclusively for qualified men, no junior students 
being admitted. Instruction is given in the medical and 
surgical out-patient rooms and demonstrations are given in 
the wards every morning and afternoon. Lectures and 
demonstrations are in abeyance during the war. Special 
Classes are held in Diseases of the Throat and Nose, 
Skin, and Eye, and in Gynaecology, Medical Electricity, 
Operative Surgery, Bacteriology, Anaesthetics, Intestinal 
Surgery, Medical and Surgical Diseases of Children, 
Blood and Urine, Clinical Microscopy, Tropical Medicine, 
Cystoscopy, Venereal Diseases, and Operative Ophthalmo¬ 
logy. The accommodation for post-graduates consists of a 
large lecture room, together with reading, writing, and class 
rooms, &c. The hospital has a fully equipped pathological 
laboratory at which instruction is given in elementary 
bacteriology, a class being held every month. The fees for 
hospital practice, including lectures, are £6 6*. for three 
months or £15 155. for one year. The certificate of the hos¬ 
pital is accepted by the Admiralty, War Office, Colonial Office, 
and India Office in cases of study leave. Further information 
can be obtained on application to the Dean, Mr. Donald 
Armour, or Vice-Dean, Mr. Bishop Harman, at the hospital. 
Secretary of the Hospital: Mr. A. Betteridge. 

Great Northern Central Hospital, Holloway-road, N. 
—This hospital is recognised by the Examining Board 
in England of the Royal Colleges of Physicians and 
Surgeons as a place of study during the fifth year 
of the medical curriculum. Besides the Honorary Staff 
there are six Anaesthetists, Pathologist, Resident Medical 
Officer, two resident House Physicians, and three resi¬ 
dent House Surgeons. The hospital contains 350 beds 
(including emergency beds), which are fully occupied. 
There is also a ward for children under five years 
of age. The large rectangular and circular wards, each 
of which contains 35 beds, the observation wards, the 
two operation theatres, general and special out-patient 
and pathological departments, are specially designed with 
a view of offering the greatest facilities for clinical 
work. There is also a well-appointed electrical department. 
The Pathological Department has been extended and is under 
the control of a Director of Clinical Pathology. The Reckitt 
Convalescent Home at Clacton-on-Sea belongs to the 
hospital. It contains 60 beds. Medical practitioners 
are cordially invited to see the general and special 
practice of the hospital. Demonstrations are given daily 
in the wards and out-patient departments. Clinical 
assistants (qualified), clinical clerks, and pathological 
clerks are appointed in the general and special depart¬ 
ments and may receive certificates at the end of their 
terms of office. Further particulars from the Secretary 
of the Medical Committee at the Hospital. 

Prince op Wales’s General Hospital, Tottenham, N.— 
This general hospital is in the midst of a densely populated 
neighbourhood of more than half a million inhabitants. It 
contains medical, surgical, gynaecological, and children’s 
wards, having 125 beds. There are special departments for 
gynaecological cases, diseases of the eye, ear, throat, and 
nose, skin diseases, medical electricity, radiography, and 
dentistry. Operations are performed every afternoon of the 
week (except Saturday) at 2.30 p.m. Clinical instruction, 
ordinarily including laboratory classes, and lectures are 
given in the wards and out-patient departments, labora¬ 
tories, and lecture hall in connexion with the North-East 
London Post-Graduate College attached. There are four 
Resident Medical Officers, and Clinical Assistants are 
appointed under certain conditions. Further particulars 
in regard to the hospital may be obtained from Mr. H. W. 
Carson, Secretary to the Medical Committee, 111, Harley- 
street, W. ; or from Dr. A. J. Whiting, Dean of the North- 
East London Post-Graduate College, 19a, Cavendish- 
square, W. Secretary: Mr. F. W. Drewett. 


London Temperance Hospital, Hampstead-road, N.W. 
(Established 1873 ; Incorporated 1917).—The hospital con¬ 
tains 120 beds. The in-patients in 1917 were 1155, 
and the out-patients and casualties numbered 14,064 
new cases. The medical and surgical practice of the 
hospital is open to students and practitioners. Opera¬ 
tions: Mondays at 2 p.m., Tuesdays, Wednesdays, and 
Fridays at 9 a.m. 

Hampstead General and North-West London Hos¬ 
pital. —The Hampstead General Hospital (Haverstook Hill) 
and the North-West London Hospital (formerly at Kentish 
Town) have been amalgamated since 1907. The Hampstead 
General Hospital (137 beds—viz., 118 free, 6 isolation, &c. r 
and 13 paying or contributory; out of these, 53 beds 
are reserved for soldiers) accommodates the in-patients 
from the districts hitherto served by both hospitals. 
The out-patients, with the exception of Hampstead 
casualty and emergency cases, attend exclusively at the 
Out-patients Department, Bayham-street, Camden Town. 
Further particulars from the secretary at the hospital 
(Haverstock Hill, N.W.). 

Elizabeth Garrett Anderson Hospital, 144, Euston- 
road, N.W.—A considerable number of the students work 
in the B.G.A. Hospital under the visiting staff, and in return 
for much valued clinical teaching they perform the duties 
assigned to students in the wards of a general hospital. 
Secretary : Miss Imogen H. Murphy. 

The South London Hospital for Women, 103, South 
Side, Clapham Common, S.W. ; Out-patient Department: 
86-90, Newington Causeway, S.E.—This hospital, officered 
entirely by medical women, is a general hospital for women, 
girls, and small children of both sexes, and provides accom¬ 
modation for 80 patients. All diseases are treated with the 
exception of acute infectious fevers and mental disease. 
There are Ophthalmic, X Ray, and Pathological Depart¬ 
ments. The provision of additional facilities for post¬ 
graduate training for medical women is one of the special 
objects of the hospital. The number of in-patients treated 
during the year 1917 was 976. At the Out-patient Depart¬ 
ment in Newington Causeway 7095 new cases were treated 
during the past year, the total number of out-patient attend¬ 
ances amounting to 28,248. Clinical assistants (qualified 
women only) are from time to time appointed in the Out¬ 
patient Department. Secretary : Miss M. E. Ridler. 

French Hospital and Dispensary, Shaftesbury-avenue, 
W.C.—This hospital, which was founded in 1867 to afford 
medical treatment for poor foreigners who speak the 
French language, has 87 beds, of which 48 are now occupied 
by British wounded soldiers. The French (Convalescent 
Home and Retreat for Aged French People at Brighton) 
contains 91 beds, of which 60 are now occupied by British 
wounded soldiers. Secretary : Mr. G. Pondepeyre. 

Italian Hospital, Queen-square, W.C.—This insti¬ 
tution was established in 1884 for the maintenance 
and medical treatment of Italian and Italian-speaking 
people, irrespective of their religious and political 
opinions, who may be suffering from sickness or bodily 
infirmity, but the sick poor of any nationality are also 
admitted for treatment. The institution also provides 
surgical and medical relief to Italians and others not being 
inmates of the hospital. It has 50 beds normally, now 
increased to 85, of which 60 are devoted to British wounded. 

German Hospital, Dalston, N.E. —This hospital was 
founded in 1845 with the object of supplying medical aid 
to poor people speaking the German language and for 
cases of emergency and of accident. It has 154 beds, 
including a sanatorium with 12 beds and a convalescent 
home at Hitchin with 40 beds. 

National Hospital for the Paralysed and Epileptic 
(Albany Memorial), Queen-square, Bloomsbury, W.C.—The 
hospital, with the Finchley branch, contains 210 beds 
and cots. The physicians attend every Monday, Tuesday, 
Thursday, and Friday at 2 p.m. In- and out-patient practice 
at that hour. Clinical Clerks are appointed under the in-patient 
and out-patient physicians. Lectures are given on Tuesdays 
and Fridays at 3.30. The hospital has been recognised by 
the Conjoint Board for England as a place where part of 
the fifth year may be devoted to clinical work. All 
communications concerning clinical appointments, lectures, 
hospital practice, and fees should be addressed to the 
Secretary at the hospital. 
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Hospital for Epilepsy and Paralysis, &c., Maida Vale, 
W. (85 beds), and Golder’s Green (100 beds for invalided 
soldiers).—Both in-patient and out-patient departments of 
this hospital are open free to students as well as to medical 
graduates. Secretary and General Superintendent: Mr. 
H. W. Burleigh. 

Wbst-End Hospital for Diseases of the Nervous 
System, Paralysis, and Epilepsy, 73, Welbeck-street, 
W.—Graduates in medicine and senior students may attend 
demonstrations in the Out-patient Department. No fees 
are charged. The Savill Prize and Medal are at present in 
abeyance. Owing to the war, routine demonstrations by the 
staff have been discontinued for the present. 

Bethlem Royal Hospital, St. George’s Circus, S.E. 
—This hospital is open for the admission of two 
Resident House Physicians who have recently obtained 
their diplomas to practise Medicine and Surgery. They 
are permitted to reside in the hospital for a term 
generally not exceeding six months, commencing May 1st 
and Nov. 1st, and are provided with apartments, complete 
board, attendance, laundry, and a salary at the rate of 
£100 per annum. They are under the direction of the 
Physician Superintendent and are elected by the Committee 
from candidates whose testimonials appear to be most 
satisfactory. The students of certain specified London 
Medical Schools receive Clinical Instruction in the wards of 
the hospital and qualified practitioners and other students 
may attend for a period of three months on payment of a fee. 

Hospital for Consumption and Diseases of the 
Chest, Brompton (333 beds).—The hospital contains 333 
beds. The Sanatorium at Frimley contains 100 beds and 
50 beds for paying patients. Six House Physicians reside 
in the hospital for a term of six months ; their duties 
include attendance in the out-patient department. Pupils 
are admitted to the practice of the hospital: terms, £1 1*. 
for one month ; three months, £2 2 s. ; perpetual, £5 5$. 
Clinical Demonstrations are given throughout the year by 
members of the medical staff. Lectures have been suspended 
for the duration of the war. Clinical Assistants are ap¬ 
pointed to the Assistant Physicians in the out-patient depart¬ 
ment and Clinical Clerks to the Physicians in the wards. 
The hospital has been recognised by the Conjoint Board 
for England as a place where six months of the fifth year 
may be spent in clinical work. The medical practice of the 
hospital is also recognised by the University of London, 
the Apothecaries’ Society, and the Army and Navy and 
Indian Medical Boards. Dean of the Medical School: Dr. 
Cecil Wall. 

City of London Hospital for Diseases of the Chest, 
Victoria Park, E.—During the past year 783 in-patients 
have been treated in the wards. The out-patients treated 
during 1917 numbered 9730. Address “Secretary of the 
Medical Committee.” 

Royal Hospital for Diseases of the Chest, City 
road, E.C. (80 beds.) — This hospital provides accommoda¬ 
tion for 80 in-patients. Expenditure for 1917 £14,198. 
income £28,442. The attendance of out-patients averages 
25,000 annually. Secretary : Mr. A. T. Mays. 

The Mount Vernon Hospital for Consumption and 
Diseases of the Chest, North wood. Central Out¬ 
patient Department, Fitzroy-square, W.—The hospital 
contains 110 beds. Number of in-patients, 461 ; out¬ 
patients, 3279. Resident Medical Staff. Clinical Demon¬ 
strations are given by the Visiting Medical Staff at the 
hospital at Northwood. Clinical assistants are appointed 
to physicians in the wards and in the out-patient department. 
Secretary : Mr. W. J. Morton. Offices: 7, Fitzroy-square, W. 

Queen Charlotte’s Lying-in Hospital and Mid¬ 
wifery Training School, Marylebone-road, N.W.—This 
hospital receives about 2000 patients annually, besides 
having a large out-patient department. Medical pupils are 
received at all times of the year. Pupils have unusual 
opportunities of seeing obstetric complications and operative 
midwifery, on account of the very large number of primi- 
parous cases—nearly one-half of the total admissions. 
Clinical instruction is given on the more important cases 
which present themselves. Certificates of attendance at 
this hospital are recognised by all the Universities, Colleges, 
and licensing bodies. Pupil midwives and monthly nurses 
are received and specially trained. A Residential College 
provides accommodation for five men at a time, students and 
qualified practitioners, and is opposite the hospital, with 


which it is in telephonic communication. Arrangements 
have been made for Medical Students to receive the pre¬ 
liminary instruction in Practical Midwifery recommended by 
the General Medical Council. Women students are received, 
and the Resident Medical Officers are women at present. 
For further particulars application should be made to Mr. 
Arthur Watts, Secretary, at the hospital. 

The Hospital for Women, Soho-square, W. — In con¬ 
nexion with the out-patient department there has been 
for some years a well-organised Clinical Department. The 
appointments are open to qualified medical men and women. 
Every facility is afforded them by the gynaecologists in the 
out-patient department of obtaining experience in diagnosis 
and treatment and the practical use of instruments. Fee 
for one month £2 2s. ; for each subsequent month the same. 
The hospital contains 67 beds. In the out-patient depart¬ 
ment there were over 4000 new cases during the past 
year, the total number of out-patient attendances being 
14,500. This large number affords exceptional opportunities 
for examining and studying most of the varieties of the 
diseases of women. Applications should be made to the 
Secretary, Mr. Alfred Hayward. 

Samaritan Free Hospital for Women, Marylebone- 
road, N.W. — Qualified practitioners are admitted as clinical 
assistants to both the in- and out-patient departments. 
Demonstrations are given daily in both departments. The 
fees, payable in advance, are £3 3 s. for three months. Full 
particulars may be obtained on application to the Secretary 
at the hospital. There are 70 beds. Secretary : Mr. G. H. 
Hawkins. 

East London Hospital for Children and Dis¬ 
pensary for Women, Glamis-road, Shadwell, E.—The 
hospital maintains 126 cots, and on an average 245 
out-patients are seen daily. Clinical instruction is given 
by the physicians and surgeons to the hospital, which 
is recognised by the Conjoint Board for England as 
a school of medical teaching for students in the fifth 
year of the curriculum. All particulars may be obtained 
on application to the Secretary. Two clinical clerkships 
for qualified or unqualified students are open every three 
months subject to reappointment if desired. Clinical 
assistants (qualified men only) are from time to time 
appointed in the out-patient department. Any additional 
information may be obtained on applying to Mr. W. M. 
Wilcox, the Secretary, at the hospital. 

The Hospital for Sick Children, Great Ormond- 
street, W.C. 1, contains 210 beds, besides 30 beds at the 
Branch Hospital, Highgate. The hospital having been 
recognised by the Conjoint Board for England as a place 
where, under the new curriculum, six months of the fifth 
year may be spent in clinical work, the practice is arranged 
to meet this need and is open to students of both sexes who 
have completed four years of medical study and also to 
qualified medical men and women. The medical staff are 
recognised by the University of London as teachers in 
Diseases of Children. Arrangements have been made with 
University College Hospital for the routine admission of 
their students of both sexes to clerkships and dresser- 
ships in the wards. Appointments are made every three 
months to six medical clerkships, which are open to students 
of the hospital. Clinical instruction is given daily by 
members of the visiting staff. Fees for hospital practice, 
one month, £2 2s. ; three months, 5 guineas ; perpetual 
ticket, 10 guineas. Clinical Clerks, 1 guinea for three 
months. OphthalmologicaT Clerkships.—Clinical Clerks are 
appointed once a month. Fees £1 1*. for one months 
attendance. Pathological Clerkships. — Facilities are afforded 

for obtaining theoretical and practical instruction in Clime* 
Pathology and Bacteriology in the Pathological Laboratories. 
Clerks attend for about four hours daily. Fees : For one 
month, £3 3s. ; for two months, £5 5s. ; for three months, 
£6 6s. A reduction is made in the case of those already 
holding tickets for general attendance at the hospital- 
Secretary : Mr. Stewart Darmady. . 

Evelina Hospital for Sick Children, Southward 
Bridge-road, S.E.—This hospital contains 76 cots and ^ 
very extensive Out-patient Department. About ten i 

assistants (either sex), to work with the Honorary 
Staff for Out-patients, are appointed quarterly for a P®” 
of three months; there is no salary attached to th^ 
posts; but, on the other hand, no fees are charged- 
Secretary: H. C. Staniland Smith. 
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Victoria Hospital for Children, Tite-street, Chelsea, 
S.W. — The hospital contains 104 beds and has a large out¬ 
patient department (over 1200 weekly) ; the home at Broad- 
stairs has 50 beds, and the home at Biggin Hill, Kent, has 
14 beds. Out-patients are seen as under Diseases of the 
Eye: Tuesday, 2 p.m. Diseases of the Skin: Wednesday, 
1.30 p.m. Whooping-cough Cases : Friday, 2.30 p.m. 
Dental Cases: Thursday, 1.30 p.m. Medical and Surgical 
Cases: Mornings at 9.30. Accidents and urgent cases are 
admitted at any time. Secretary, Mr. H. G. Evered. 

The Queen’s Hospital for Children {late North-Eastern 
Hospital for Children ), Hackney-road, Bethnal Green, E. 
(Te'ephone 305 Dalston.) For the sick children of the poor 
under 14 years of age. Established 1867. 134 beds in London 
and 30 at the seaside branch, “ Little Folks ” Home, Bexhill. 
— During the past year 2029 in-patients and 42,225 out¬ 
patients (attendance 98,346) were relieved, 736 of the in¬ 
patients being infants under two years of age. The surgeons 
attend on Tuesdays and Wednesdays at 1.45 p.m. and Fridays 
and Saturdays at 9.30 a.m. ; the physicians daily at 
1.45 p.m. , except Saturday, 9.30 a.m., and Wednesday 
and Friday, 9.30 a.m., as well as 1.45 p.m. A course of 
clinical demonstrations and lectures, open free to medical 
practitioners and students of medicine of both sexes, is 
usually given during the winter session. Secretary, Mr. T. 
Glenton-Kerr. 

The Belgrave Hospital for Children, Clapham-road, 
S.W.—Clinical Assistants (men or women) are from time to 
time appointed to the members of the Visiting Staff attend¬ 
ing in the Out-patient Department at this hospital, and 
facilities are given for attendance in the wards. 

Alexandra Hospital for Children with Hip Disease, 
Queen-square, W.C. — At this hospital students who have 
obtained a recommendation from their teachers can attend 
to see the practice. The out- and in-patients’ clinic is held 
on Mondays at 2.30 P.M., subject to alteration during the war. 

Royal London Ophthalmic Hospital (Moorfields, 
1804-1899), City-road, E.C. 138 beds. — This hospital, 
known as Moorfields Eye Hospital, was moved in 1899 to 
larger buildings in City-road. In 1917 there were 
2248 in-patients, the out-patients were 45,770, of whom 
40,055 were new out-patients, and the attendances 
were 109,364. Operations are performed daily from 
10 a.m. to 1 P.M., and four surgeons attend on each 
day. Students are admitted to the practice of the 
hospital. Fee for six months, £3 3$. ; perpetual, £5 5*. 
A special Clinical demonstration is given by a member 
of the staff in the out-patient department every morning. 
Courses of instruction on the following subjects are 
given at the hospital periodically: (1) examination of the 
eye; (2) the use of the ophthalmoscope ; (3) errors of re¬ 
fraction ; (4) external diseases of the eye; (5) surgical 
anatomy of the eye ; (6) motor anomalies ; (7) pathology 
of the eye ; (8) practical pathology; (9) bacteriology; 
(10) operative surgery; and (11) X ray work. A 
composition fee of £10 10*. will entitle students of the 
hospital to a perpetual ticket, and will admit them once to 
all the above lectures and demonstrations except the classes 
on practical pathology, bacteriology, operative surgery, 
and X ray work. Students of the hospital are eligible for 
the offices of house surgeon or clinical and junior assistants. 
Junior assistants are appointed every three months. Any 
further information will be furnished by Mr. Robert J. 
Bland, Secretary. 

Royal Westminster Ophthalmic Hospital, King 
William-street, West Strand. — The hospital contains 40 beds. 
Out-patients, who number over 15,000 annually, are seen at 
1 p.m., and operations are performed daily at about 3 p.m. 
The practice of the hospital is open to practitioners and 
students, men and women. Fees for six months, £3 3*. ; 
perpetual, £5 5*.; shorter periods by arrangement. Students 
of the hospital are eligible for the posts of house surgeon, 
assistant house surgeon, pathologist, and clinical assistants. 
Secretary : Mr. John Hy. Johnson. 

Royal Eye Hospital, St. George’s-circus, Southwark, 
S.E.—There are 40 beds and 2 cots. There were 
56,097 attendances in the Out-patient Department last 
year, and the new patients numbered 19,198. Out¬ 
patients are seen daily 1.30 to 2.30 p.m. Dean : Mr. A. D. 
Griffith. 


Central London Ophthalmic Hospital, Judd-street, 
St. Pancras, W.C. — This hospital, which has lately been 
rebuilt, has 40 beds and possesses a well-equipped 
laboratory and every facility for clinical teaching daily. 
Last year there were 412 in- and 10,364 out-patients 
(entailing 28,097 attendances). The out-patient work begins 
at 1 o’clock, and operations are performed daily between 
1 and 4. A scheme has lately been constituted and has 
received the recognition of the London University whereby 
students of the University College Hospital and other 
general hospitals in the neighbourhood will receive their 
ophthalmic training at the Central London Ophthalmic 
Hospital. Secretary : Mr. H. R. S. Druce. 

Hospital for Diseases of the Throat, Golden- 
square, London, W., with which is amalgamated The 
London Throat Hospital, Great Portland-street. — The 
hospital contains 60 beds. There is an out-patient attend¬ 
ance of over 50,000 yearly. Clinical Instruction in the 
Diagnosis and Treatment of Disease is given in the 
out-patient department from 2 to 5 p.m., on Tuesdays 
and Fridays from 6.30 to 9 p.m. From amongst the 
students Junior Clinical Assistants are selected, whose 
duty it is to assist the member of the staff to whom they 
are "appointed. For terms and further information apply to 
the Dean, Mr. Geo. W. Dawson. 

Central London Throat and Ear Hospital, Gray’s 
Inn-road. — In addition to the new In-patient Department 
and operation theatre the hospital has a very extensive 
out-patient department, which is open to all medical practi¬ 
tioners and students for the purpose of clinical demonstration 
and instruction during the hours of the surgeons’ visits. 
During the past year 10,248 out-patients (involving 40,000 
attendances) and 616 in-patients were treated. The 
fee for three months’ attendance is 5 guineas; for six months, 
8 guineas. The post-graduate teaching consists of succes¬ 
sive series of practical demonstrations by the members 
of the staff delivered twice weekly during the winter and 
summer sessions. They are so arranged that practitioners 
joining at any part of the course are enabled to complete the 
group of subjects. A special Operative Surgery class is 
held at intervals. The fee for each course is 2 guineas, 
with daily attendance at the out-patient depaitment during 
the period of the course. Details of subjects, &c., will be 
afforded by the Dean. Considerable attention is given 
to scientific work, particularly with regard to Bacterio¬ 
logy of the ear and respiratory passages. Operation 
days : in-patients, Monday, Tuesday, Wednesday, Thursday, 
and Friday, at 2 p.m. ; out-patients, daily at 9 a.m. The 
following appointments are open to qualified members of 
the profession: — Six Registrars, tenable for twelve months ; 
and sixteen Clinical Assistants, tenable for three or six 
months. Secretary : Mr. Richard Kershaw. 

The Metropolitan Ear, Nose, and Throat Hospital 
(1838) (incorporated). — The hospital w>as founded in 
1838, and is situated in Fitzroy-square, W. The Out-patient 
Department is opened daily at 2.30 p.m. to all medical 
practitioners and senior students for acquiring clinical 
instruction and technical knowledge. Operations upon 
in-patients are performed on Tuesdays, Wednesdays, 
Thursdays, and Fridays at 10 a.m. Fee for one month’s 
attendance at the hospital £1 1*., and for three months 
£2 2s. Clinical Assistants are appointed as vacancies 
occur, and have responsible duties. 

Royal Ear Hospital, Dean-street, Soho. (Founded 
1816.)—This hospital is at present handed over to the British 
Red Cross Society and will probably be retained by that 
society for the duration of the war. 

St. Mark’s Hospital for Cancer, Fistula, and other 
Diseases of theRectum, City-road, E.C. (Founded 1835.)— 
The hospital contains 52 beds for men and women. Opera¬ 
tions are performed on Mondays, Wednesdays, and Thurs¬ 
days at 2.30 p.m. Medical practitioners and students are 
invited to the operations and to the clinical instruction in 
the wards and in the out-patient department. The number 
of out-patient attendances per year is 5000, and the average 
number of in-patients 670. 

St. Peter’s Hospital for Stone and other Urinary 
Diseases, Henrietta-street. Covent Garden. Established 
1860. New Hospital opened 1882. — The hospital contains 
30 beds for men and 2 beds for women and children. Medical 
practitioners and students are invited to the clinical instruc¬ 
tions which are given in the wards and out-patient depart- 
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ment daily, and to the operations in the theatre on 
Wednesdays and Fridays at 2 p.m. Average beds occupied 
daily, 30 ; average out-patients seen daily, 125. 

St. John’s Hospital for Diseases of the Skin, 49, 
Leicester-square, W.C. 2. — The in-patient department, 40 
beds, is at 262, Uxbridge-road, W. The out-patient practice 
is open to the medical profession every day at 2 and every 
evening (except Saturday) at 6. At the afternoon clinics 
demonstrations on the different diseases presenting them¬ 
selves are given. Venereal Diseases, under the Government 
scheme, are admitted at all clinics. The X ray department 
is open every afternoon except Saturday. The Chesterfield 
Lectures are given on Thursdays at 6 p.m., October to March, 
commencing Oct. 10th. At the end of the course the Chester¬ 
field medal may be competed foi by those who have attended 
three-fourths of the lectures. Special laboratory courses in 
Pathology and Bacteriology of the Skin may be arranged for. 

London Lock Hospital and Rescue Home.— In the 
Female Hospital at Harrow-road, W., there are 159 beds, and 
679 patients were admitted in 1917. In the Male Hospital 
and Out-patient Department in Dean-street, Soho, W., 
there are 43 beds, which during 1917 accommodated 435 
patients. 36,500 out-patients were treated. 10,010 injections 
of the substitutes for salvarsan were made in 1917. Male 
patients are seen at Dean-street on Mondays from 1 to 

2 p.m. and from 6 to 8 P.M. ; on Tuesdays and Wednesdays 
from 6 to 8 p.m. ; on Thursdays at 11.30 A.M. and 5.30-7 P.M. 
(female patients); on Fridays from 2 to 3 p.m. (female 
patients); and on Saturdays from 2 to 4 p. M. (males). Secretary: 
Henry J. Eason. Head office : 283, Harrow-road, W. 9. 

ENGLISH PROVINCIAL ANCILLARY SCHOOLS AND 
HOSPITALS. 

Under this heading we include all the hospitals which are 
recognised by the English Royal Colleges for a part of the 
required attendance on medical and surgical practice, for 
medical clerkships, and surgical dresserships. The list 
includes nearly every hospital of a general character in the 
country having more than 150 beds, though occasionally a 
large hospital is admitted because equally good opportunities 
are afforded to students at other institutions in its neigh¬ 
bourhood, while a small hospital may be included because no 
such facilities for study are present elsewhere. The list is 
arranged alphabetically as to the town where the hospital is 
located. 

Bath Royal United Hospital, Bath.—This hospital 
contains 130 beds, and possesses a tine library. Secretary : 
Mr. J. M. Sheppard. 

Bedford County Hospital, Bedford.—This hospital 
has 100 beds, with X Ray and Pathological Departments. 
Secretary : Mr. Beauchamp Wadmore. 

Bradford Royal Infirmary, Bradford.—This hospital 
contains 215 beds. The material passing through the 
Surgical wards consists of major operations, chiefly abdo¬ 
minal, and gynaecological work, and affords excellent facilities 
for either students or post-graduates. Plans for a new 
hospital of 382 beds have been adopted, and the building 
operations will be commenced as soon as the funds in 
hand will allow. 

The Royal Sussex County Hospital, Brighton (265 
beds).—This hospital affords ample facilities for students, 
possessing a large out-patient department, a library, and a 
well-appointed clinical research and bacteriological depart¬ 
ment. The hospital does not take resident pupils, but 
out-pupils may attend the practice of the hospital for any 
period not exceeding two years on payment in advance of 
such a fee, not exceeding 20 guineas, as the Board of 
Management shall direct. 

Kent and Canterbury General Hospital, Canterbury. 
— The hospital contains 110 beds. Pupils of the staff are 
admitted to the practice of the hospital and have the use 
of the library of the East Kent and Canterbury Medical 
Society for £7 Is. An X-ray apparatus has recently been 
given to the hospital. Operation day, Thursday, 11 A.M. 
Secretary : Mr. Arthur J. Lancaster. 

Derbyshire Royal Infirmary, Derby. — This hospital 
contains 260 beds. It was founded in 1810, and was entirely 
rebuilt and enlarged 1892-1915 on the most modern lines at a 
cost of over £144,000. There is a separate ophthalmic block of 
33 beds, a separate children’s block of 34 beds, and a special 
department for gynaecological cases. There are three resi¬ 
dent house surgeons and a resident house physician. There 

is also a well-equipped Finsen light and X ray department. 

Registered medical students are admitted to witness 
the medical and surgical practice on payment of 10 
guineas annually. 

Royal Devon and Exeter Hospital, Exeter.—The 
hospital contains 200 beds (including special children’s 
ward) and has a good library, museum, dissecting room, 
and post-mortem room. Attendance on the practice of 
this hospital qualifies for all the examining boards. There 
is also a Private Nursing Staff attached to the hospital. 

For particulars as to fees, Ac., apply to the Matron. A 
new wing was added in 1897. Arrangements may be made 
by which gentlemen in practice desiring to increase their 
qualifications may have the use of the museum and library 
and other facilities and by which students may attend mid¬ 
wifery. A new Operating Theatre was opened in 1906 (the 
gift of Mrs. Nosworthy of Newlands, Dawlish, Devon). The 

Electrical Treatment Department (the gift of Mrs. M. A. 

Sanders) was opened in 1907 by Lady Duckworth-King. 

A department was opened in 1917 for the treatment of 
genito-urinary diseases ; there are three sessions per week, 
two for men at 4 p.m. and 7 P.M., and one for women at 4 P.M. 

West of England Eye Infirmary, Exeter.—Secretary : 

Mr. W. W. Beer. The infirmary contains 64 beds. Students 
of the Exeter Hospital can attend the practice of the Eye 

Infirmary. Patients for the year ending Michaelmas, 1917, 

2537. 

The Gloucestershire Royal Infirmary and Eye 
Institution, Gloucester. — This hospital, which was granted 
the title of “ Royal ” on the occasion of King Edward VII.’s 
visit to Gloucester in the year 1909, has 140 beds. Secretary : 

Mr. H. P. Pike. In-patients, 1780 ; out-patients, 7018. 

North Staffordshire Infirmary, Hartshill, Stoke-on- 
Trent. — The New Infirmary, opened in 1869, is built on 
the pavilion plan, has accommodation for about 240 
patients, including Children’s wards, and a special depart¬ 
ment for the treatment of Diseases of the Eye, a special 

X Ray and Electrical Department, and a special department 
for the treatment of Diseases of the Ear, Nose, and Throat, 
so that there are excellent facilities for acquiring a practical 
knowledge of the profession. During the last six years 
the sum of £35,000 has been spent on new buildings and 
alterations. A new Out-patient Department, costing £12,000. 
a new Children’s Ward of 30 beds, a new Pathological 
Department, and a second large Operation Theatre are 
amongst the structural improvements already completed. 

The whole institution is now equipped in a thoroughly up-to- 
date manner. Secretary and House Governor: Mr. W. 

Stevenson. 

Hull Royal Infirmary, Hull. — This hospital contains 

256 beds. 

Leicester Royal Infirmary, Leicester. — Instruction in 
the infirmary for first-year students is duly recognised by 
the various examining bodies. At the General Infirmary there 
are 230 beds, and at the Children’s Hospital in connexion 

70 ; total 300. 126 beds have been placed at the disposal of 

the War Office for wounded soldiers. A new wing containing 

100 beds was recently opened by H.R.H. the Duchess of 

Argyll, and a new Nurses’ Home containing separate 
accommodation for 100 nurses has also been opened. A recon¬ 
struction scheme has been carried out, and £120,000 spent 
on bringing the accommodation of the institution to a 
modern standard of efficiency. This scheme has included 
the provision of two modern operating theatres, and a 
self-contained out-patients’ department. The Children’s 

Hospital, has ( been reconstructed and enlarged by the 
addition of a third ward at a cost of £14,500. Open- 
air balconies on all three floors are a feature. A central 
sterilising department has been provided. Plans have 
been passed for a new Pathological laboratory and post¬ 
mortem rooms at an estimated cost of £5000. There are 
eight resident medical officers—viz., two house surgeons, 
one house physician, two assistant house surgeons, one 
assistant house physician, and two dressers. All receive 
salaries. The dressers are given an honorarium. House 

Governor and Secretary : Mr. Harry Johnson. 

Northampton General Hospital, Northampton. — Two 
new wings were opened in 1904 and the old buildings 
entirely renovated and rearranged. The number of beds is 

298, 120 of which are occupied by wounded soldiers. 
Non-resident pupils are received and have every oppor¬ 
tunity of acquiring a practical knowledge of their profession. 

The fee is £10 10*. Pupils can be received at any time. 
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Norfolk and Norwich Hospital, Norwich.—This hos¬ 
pital has at present 425 beds (150 civilian, 275 military). 
Non-resident pupils admitted. Fees: For three months. 
£3 3* *. ; for six months, £5 5s. ; as permanent pupil, £8 8s. 
Secretary: Mr. F. Inch. 

Nottingham General Hospital.— At the present time 
there are 233 beds available for civilian patients, and 300 
for the accommodation of sick and wounded soldiers from 
overseas, including 200 in temporary buildings which 
have been erected within the hospital grounds for this 
purpose. 

South Devon and East Cornwall Hospital, Plymouth. 
— This hospital contains 189 beds (25 of which are allocated 
for wounded soldiers). A new mortuary chapel has been 
recently erected. 

The Royal Hospital, Portsmouth (founded 1847). — 
The number of beds is 160. The hospital has X Ray and 
Massage Departments. The hospital is a preparatory School 
of Medicine and Surgery; the attendance of pupils at this 
hospital is recognised by the Examining Boards. Particulars 
of the Secretary at the hospital. 

Royal Berkshire Hospital, Reading.—This hospital, 
which contains 264 beds, with military wards, has been 
recently enlarged, the additions including a new Out¬ 
patient Department, a Casualty Department, an X Ray 
Department, a Laboratory, an Eye Theatre, and Eye Wards. 

Salisbury General Infirmary, Salisbury. This hos¬ 
pital contains 200 beds. In-patients, 169 daily average ; 
out-patients, 644, including ophthalmic cases 208 and X ray 
cases 943 ; attendances on 3728 casuals. Secretary, Mr. 8. B. 
Smith. 

Royal Salop Infirmary, Shrewsbury.— This hospital 
has 160 beds. In-patients, 1264; out-patients, 981 ; out¬ 
patients’ attendances for the year, 16,326. Secretary : Mr. 
Alfred Sugden. 

Royal South Hants and Southampton Hospital, 
Southampton. — This hospital contains 130 beds. In-patients, 
2310 ; out-patients, 8297. Secretary : Mr. T. A. Fisher Hall. 

Staffordshire General Infirmary, Stafford. — This 
hospital has 77 beds. In-patients, 880; out-patients, 2614. 
Secretary : Mr. R. Battle. 

Royal Hants County Hospital, Winchester.—This 
hospital has 108 civilian and 240 military beds. Secretary : 
Mr. Edwin J. Pearce. 

Wolverhampton and Staffordshire General Hos¬ 
pital, Wolverhampton. — There are 262 beds. Special 
departments for Children, Gynmcology, Ear, Throat, 
and Nose Diseases, Electro-therapeutic and X ray and 
Pathological departments. There is an excellent library. 
The resident officers are a resident medical officer 
and three house surgeons. Pupils are allowed to witness the 
whole of the practice of the hospital and to be present at 
operations and have every opportunity of acquiring a 
practical knowledge of their profession. Fees : £3 3*. a 
quarter, £10 10*. the first year, and £5 5s. subsequent 
years. A course of Practical Pharmacy is given by the 
dispenser. Fee £3 3*. for three months. Applications 
should be made to the Secretary of the Medical Committee. 

Worcester General Infirmary, Worcester.—This 
hospital has 132 beds (temporarily reduced to 70). Pupils 
are taken by members of the Honorary Medical and 
Surgical Staff. Number of operations last year 1308. 
New X Ray and Electrical Departments have been 


School of the Pharmaceutical Society of Great 
Britain. —The subjects of the Minor examination of the 
Pharmaceutical Society (for registration as “chemist and 
druggist ”) are botany, chemistry and physics, practical 
chemistry, materia medica, pharmacy, practical pharmacy 
and dispensing, and prescription reading. Fee, 10 guineas ; 
for each subsequent examination after failure, 3 guineas. 
The advanced or Major examination (for registration as 

* * pharmaceutical chemist ”) includes botany, chemistry and 
physics, practical chemistry, and materia medica. Fee, 
3 guineas. The inaugural address will be delivered on Wednes¬ 
day, Oct. 2nd. Medical students are admitted to the lectures 
and laboratory work in any or all the courses. Certificates 
of instruction in this school are received by the Conjoint 
Board of the Royal Colleges and by the University of 
London. Application for admission to the school, or for 
further information, may be made to the Dean, Professor 
Greenish, 17, Bloomsbury-square, London, W.C. 1. 


recently erected and are now in use. Additional 
accommodation for the Honorary Staff and Out-patients 
and also an Outdoor Shelter in connexion with the 
Children’s Ward have been built as a memorial to King 
Edward VII. In-patients, 1014 ; out-patients, 3098. Secre¬ 
tary : Mr. E. J. Holland. 

York County Hospital, York.—This hospital contains 
230 beds, of which 110 are reserved for military patients. 
There are balconies for outdoor treatment and two installa¬ 
tions of X Ray apparatus. 


II.—SCOTLAND. 

THE UNIVERSITIES. 


UNIVERSITY OF EDINBURGH. 

Four Degrees in Medicine and Surgery are conferred by 
the University of Edinburgh — viz., Bachelor of Medicine 
(M.B.), Bachelor of Surgery (Ch.B.), Doctor of Medicine 
(M.D.), and Master of Surgery (Ch.M.). The degree of 
Bachelor of Surgery cannot be conferred on any person 
who does not at the same time obtain the degree of Bachelor 
of Medicine, and similarly the degree of Bachelor of Medicine 
is not conferred on any person who does not at the same 
time obtain the degree of Bachelor of Surgery. 

No one is admitted to the degrees of Bachelor of Medicine 
and Bachelor of Surgery who has not been engaged 
in Medical and Surgical study for five years. No course 
of lectures will be allowed to qualify unless the lecturer 
certifies that it has embraced at least 100 lectures, 
or 50 lectures, as may be required by the regulations, 
and that the student has also duly performed the work of 
the class. 

Candidates for the degrees of M.B. and Ch.B. must have 
attended for at least three academic years the medical and 
surgical practice either of the Royal Infirmary, Edinburgh, or 
of a general hospital elsewhere which accommodates not 
fewer than 80 patients and possesses a distinct staff of 
physicians and surgeons. They must have attended Clinical 
Surgery during a course or courses extending over not less 
than nine months, and courses of instruction in all the sub¬ 
sidiary subjects. They must have personally conducted, under 
the superintendence of a registered medical practitioner, 20 
cases of labour at least. 

With respect to the places and institutions at which the 
studies of the candidate may be prosecuted the following 
regulations have effect: — Two of the five years of medical 
study must be spent in the University of Edinburgh. The 
remaining three years may be spent in any University of 
the United Kingdom, or in any Indian, Colonial, or Foreign 
university recognised for the purpose by the University 
Court, or in such medical schools or under such teachers 
as may be recognised for the purpose by the University 
Court. Of the subjects of study — viz.. Anatomy, Practical 
Anatomy, Chemistry, Practical Chemistry, Materia Medica, 
Physiology, Practical Physiology, Practice of Medicine, 
Surgery, Midwifery and Diseases of Women, Pathology, 
Practical Pathology, Physics, Botany, Zoology, Medical 
Jurisprudence, and Public Health — not less than one-half 
must be taken in the University of Edinburgh, which 
corresponds to the two years above referred to. 

Women are admitted to graduation in medicine under 
practically the same conditions as men. 

The fee to be paid for the degrees of Bachelor of Medicine 
and Bachelor of Surgery is £23 2*., and the proportion of 
this sum to be paid by a candidate at each division of 
the examination shall be as follows—viz. : For the First 
Division of the Examination (Botany, Zoology, Physics, 
and Chemistry), £6 6*. ; for the Second Division (Anatomy 
and Physiology), £5 5*. ; for the Third Division (Pathology 
and Materia Medica and Therapeutics), £4 4*. ; and for the 
Final Division (Surgery and Clinical Surgery, Medicine and 
Clinical Medicine, Midwifery, Clinical Gynaecology, and 
Forensic Medicine and Public Health), £7 7*. 

Bachelors of Medicine and Bachelors of Surgery may 
proceed to the degrees of Doctor of Medicine and Matter 
of Surgery after they have spent one year in the medical 
or surgical wards respectively of a hospital, or the Military 
or Naval Medical Services, or in scientific work bearing 
directly on their profession, or two years in practice. In 
each case an examination must be passed and a thesis 
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submitted for approval of the Faculty. The fee to be paid 
for the degree of M.D. is £15 15a., and the fee to be paid for 
the degree of Ch.M. is £15 15a. 

A diploma in Tropical Medicine and Hygiene (D.T.M. and 
H.) is granted to graduates in Medicine and Surgery of the 
University of not less than six months’ standing, and to 
Registered Medical Practitioners who, having resided in a 
tropical country, may be approved by the Senatus, on the 
recommendation of the Faculty of Medicine. 

Diploma in Psychiatry .—Courses of instruction have also 
been instituted for a Diploma in Psychiatry, open to all 
legally qualified Medical Practitioners who conform with the 
Regulations. There shall be two examinations for the 
Diploma, the first comprising the subjects of Anatomy of the 
Nervous System ; Physiology, Histology, and Chemistry of 
the Nervous System; Pathology of the Brain and Nervous 
System ; and Practical Bacteriology in its relation to Mental 
Diseases; and the second examination comprising the 
subjects of Psychology with Experimental Psychology, 
Clinical Neurology, and Psychiatry (systematic and clinical). 
The fee for each examination shall be £5 5*. 

The University of Edinburgh is especially rich in scholar¬ 
ships and prizes in medical subjects. Full particulars can be 
obtained from the Dean of the Medical Faculty. 

School of Medicine of the Royal Colleges, 
Edinburgh.—The number of students varies much in the 
classes and subjects. It is within the limit to say that before 
the war about 1000 students availed themselves each session 
of the opportunity of attending the school. The lectures 
qualify for the University of Edinburgh and other Univer¬ 
sities, the Royal Colleges of Physicians and Surgeons of 
London, Edinburgh, and Dublin, the Faculty of Physicians 
and Surgeons of Glasgow, and other Medical and Surgical 
and Public Boards. 

The anatomy rooms and laboratories will open and the 
lectures commence on Oct. 9th. 

In accordance with the statutes of the University of 
Edinburgh one-half of the qualifying classes required for 
graduation may be attended in this school. The regulations 
require that the fee for any class taken for graduation in 
Edinburgh shall be the same as that for the corresponding 
class in the University. The whole education required for 
graduation at the University of London may be taken in this 
school. 

The courses on special non-qualifying subjects have for the 
last quarter of a century formed a marked feature of the 
school. Indeed, such medical subjects could be studied in 
Edinburgh only in this school until lately, when the University 
of Edinburgh appointed from the school lecturers on Diseases 
of the Eye, Insanity, and Diseases of Children to take 
charge of classes intra-murally. Special courses of instruction 
for dental students and for women are also included in the 
curriculum of this school. 

The minimum cost of the education in this School 
of Medicine for the Triple Qualification of Physician and 
Surgeon from the Royal Colleges of Physicians and Surgeons 
of Edinburgh and the Faculty of Physicians and Surgeons 
of Glasgow, including the fees for the Joint Examinations, 
is about £120, payment of which is distributed over the 
period of study. There is no composition fee. 

Further particulars regarding the school, also its calendar, 
may be had on application to the Dean of the School, 11, 
Bristo-place, Edinburgh. 

Clinical Instruction. —Royal Infirmary, Edinburgh.— 
This hospital has 921 beds and 42 cots for children. Courses 
of Clinical Medicine and Surgery are given by the physicians 
and surgeons to male and female students. Special instruc¬ 
tion is given on Diseases of Women, Physical Diagnosis, 
Diseases of the Skin, Diseases of the Eye, the Ear, the 
Larynx, and the Teeth. Separate wards are devoted to 
Venereal Diseases, Diseases of Women, Diseases of the Eye, 
the Ear, Throat and Nose, and the Skin, and also to cases of 
Incidental Delirium or Insanity. There are also large and 
complete Medical-Electrical and X Ray and Bathing 
Departments. Post-mortem examinations are conducted 
in the anatomical theatre by the pathologist and his 
assistants, who also give practical instruction in Patho¬ 
logical Anatomy and Histology. The fees for hospital 
attendance are as follows—viz. : Perpetual ticket, in one 
payment, £12 ; annual ticket, £6 6*. ; six months, £4 4 g .; 
three months, £2 2 s. ; monthly, £1 1*. Separate pay¬ 
ments amounting to £12 12*. entitle the student to a life 


ticket. No fees are paid for any medical or surgical appoint¬ 
ment. The appointments are as follows : 1. Resident phy¬ 
sicians and surgeonsare appointed and live in tha house free 
of charge. The appointment is for six months, but may be 
renewed at the end of that period by special recommenda¬ 
tion. 2. Non-resident house physicians and surgeons and 
clinical assistants are appointed for six months. The 
appointment may be renewed for a like period by special 
recommendation. 3. Clerks and dressers are appointed by 
the physicians and surgeons. These appointments are open 
to all students and junior practitioners holding hospital 
tickets. 4. Assistants in the Pathological Department are 
appointed by the pathologist. 

Royal Hospital for Sick Children, Sciennes-road, 
Edinburgh.—This hospital contains 120 beds, and is fitted 
with every modern improvement. A fully equipped out¬ 
patient department (medical and surgical) is conducted 
daily in a building adjoining the hospital. Systematic 
courses of instruction, which qualify for graduation in the 
Edinburgh University and elsewhere, are given from time 
to time throughout the year by the staff. Students may 
enter at any time. Full particulars can be obtained from 
the Registrar at the hospital. 

Eye, Ear, and Throat Infirmary of Edinburgh, 
6, Cambridge-street, Lothian-road.—Clinical Lectures and 
Instruction are given in this institution, which is open at 
1 o’clock daily for outdoor patients for Eye Diseases ; 
Mondays, Thursdays, and Saturdays at 12 noon, and 
Tuesdays and Fridays at 4 p.m. for outdoor Ear, Nose, and 
Throat Patients. Special Practical Ophthalmoscopic Classes 
by arrangement. Patients whose diseases require opera¬ 
tions or more than ordinary care are accommodated in the 
house. Secretary: Mr. J. P. Watson, W.S., 32, Charlotte- 
square. 


UNIVERSITY OF GLASGOW. 

The University of Glasgow is both a teaching and a 
degree-granting body, but admits to graduation only 
candidates whose preliminary examination and course 
of study conform to its own regulations. Within 
certain limits instruction given by recognised medical 
schools and teachers may be accepted, but not less than 
one-half of the subjects other than clinical must be 
taken in this or some other recognised university, and at 
least two years of the course must be taken in Glasgow 
University. Six degrees, open both to men and women, 
are conferred: MB. and Ch.B. (always conjointly), M.D. 
and Ch.M.; B.Sc. in Public Health ; D.Sc. in Public Health ; 
and B.Sc. in Pharmacy. A Preliminary Examination must 
be passed in (1) English, (2) Latin, (3) Elementary Mathe¬ 
matics, and (4) Greek, or French, or German, or Italian, 
with possible options to students whose native language is 
not English. Candidates taking the University preliminary 
examination are not obliged to pass in all the four subjects 
at one examination, but must do so at not more than two 
occasions. 

For the degrees of M.B. and Ch.B. a curriculum of five years 
is required. The candidate must, during his curriculum, 
have attended a course or courses of instruction in each 
of the following subjects of study, extending over not less 
than the number of terms specified in each case, and 
including such class examinations as may be prescribed in 
connexion with the several courses : — Chemistry (including 
Organic Chemistry), two terms ; with Practical Chemistry, 
one term ; Physics (with practical work), one term ; Botany 
(with practical work), one term ; Zoology (with practical 
work), one term; Anatomy and Practical Anatomy, five 
tenns; Physiology and Practical Physiology, three terms ; 
Materia Medica and Therapeutics (together or separately), 
each subject, one term ; Pathology and Practical Pathology, 
three terms; Medical Jurisprudence and Public Health 
(together or separately), each subject, one term ; Midwifery 
and Diseases peculiar to Women and to Infants, two terms ; 
Surgery, two terms; Medicine, two terms. Candidates 
must attend at least three years the Medical and Surgical 
Practice of a recognised hospital accommodating at 
least 80 patients and having a distinct staff of physicians 
and surgeons. At least nine months’ hospital attendance 
is required on both Clinical Surgery and Clinical 
Medicine, and the student must have acted for six months 
as clerk in medical and dresser in surgical wards, and 
must have had six months’ outdoor practice; he must 
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also have attended a course of Mental Diseases and of 
Practical Pharmacy (25 meetings), must have been 
properly instructed in Vaccination at a public vaccination 
station, and must have attended at least 20 cases of 
labour and the Practice of a Lying-in Hospital. The 
University also requires further study in various special 
subjects. 

There are four Professional Examinations, the first 
comprising Botany, Zoology, Physics, and Chemistry; the 
second comprising Anatomy and Physiology; the third 
comprising Materia Medica and Therapeutics and Patho¬ 
logy ; and the fourth or final, comprising Medical Juris¬ 
prudence and Public Health, Surgery and Clinical Surgery, 
Practice of Medicine and Clinical Medicine, and Midwifery 
and the Diseases peculiar to Women and to Infants. 

The degrees of M.D. (Doctor of Medicine) and Ch.M. 
(Master of Surgery) are higher degrees in Medicine and 
Surgery respectively, and candidates (not under 24 years 
of age) who have previously obtained the double bachelor¬ 
ship may be admitted to either M.D. or Ch.M. on com¬ 
pleting the after course prescribed, including an examina¬ 
tion in Clinical Medicine for M.D. and an examination in 
Surgical Anatomy, operations on the dead body, and Clinical 
Surgery for Ch.M. 

Fees. —The Fees for M.B. and Ch.B. are £23 2s. The 
class fee in each subject of the curriculum for M.B. and 
Ch.B. is £2 2s., £3 3s., or £4 4*., and the present fee for 
hospital attendance is £7. The fee for M.D. is £15 15*., 
and for Ch.M. £15 15*. 

The great majority of the students take their hospital 
course at the Western Infirmary, or the Royal Infirmary, 
where clinical instruction is given by professors of the 
University and others. Clinical instruction on Fevers is 
given at Ruchill and Belvidere Hospitals, while special 
courses, largely of a practical nature and embracing work 
in Hospital or Asylum wards, are conducted by University 
Lecturers on the Ear, the Throat and Nose, Dermatology, 
Ophthalmology, Venereal Diseases, and Insanity. Queen 
Margaret College, sometime conducted as a separate institu¬ 
tion for the higher education of women, was made over to 
the University in 1892, and in it medical classes for women 
are conducted under University professors and other lec¬ 
turers appointed by the University Court, whilst for clinical 
instruction female students are admitted to the Royal 
Infirmary. 

In this University Bursaries and Prizes to the annual 
amount of over £1000 are appropriated to students in the 
Medical Faculty, and there are also several Scholar- 
hips and Fellowships which may be held by medical 
students who have gone through the Arts course. A full 
list will be found in the University Calendar. 

The Anderson College of Medicine, Dumbarton- 
road, Glasgow, W.—Courses are given which qualify for all 
the licensing boards and for the Universities of London, 
Durham, Edinburgh, and Glasgow (the latter two under certain 
conditions). Candidates for the Licence in Dental Surgery 
can obtain the full medical curriculum in Anatomy, Chemistry, 
Physiology, Surgery, Practice of Medicine, and Materia 
Medica. The courses special to Dentistry are also con¬ 
ducted in the Anderson College of Medicine. 

The buildings are situated in Dumbarton-road, im¬ 
mediately to the west of the entrance to the Western 
Infirmary, and adjoining the University. Extensive accom¬ 
modation is provided for Practical Anatomy, Practical 
Chemistry, Practical Botany, Practical Zoology, Practical 
Physiology, Practical Pharmacy, Operative Surgery, and 
Public Health. Ample provision has also been made for 
the comfort of students. 

Women students are admitted on the same terms as men. 

The Carnegie Trust extends its benefactions to students 
of the Anderson College of Medicine. Full particulars may 
be obtained from Sir W. S. McCormick, the Carnegie Trust 
Offices, Merchants’ Hall, Edinburgh. 

Communications relating to the College to be addressed 
to the Secretary of the Medical Faculty, The Anderson 
College of Medicine, Glasgow, W. Communications 
relating to the Preliminary Examination in General 
Education to be addressed to Mr. Hugh Cameron, M.A., 
F.E.I.S., Educational Institute Office, 34, North Bridge- 
street, Edinburgh. Communications relating to the Triple 
Qualification to be addressed to Mr. Walter Hurst, Royal 
Faculty Hall, 242, St. Vincent-street, Glasgow. 

The Winter Session will open on Monday, Oct. 14th, 

1918, and will close on Thursday, March 20th, 1919. 

The Summer Session will open on Wednesday, April 23rd, 

1919, and will close on Wednesday, July 2nd, 1919. 

St. Mungo’s College and Glasgow Royal Infirmary. 

—The classes in St. Mungo’s College qualify for the 

English, Scotch, and Irish Conjoint Boards and, under 
certain conditions, for the various universities, including 
the University of London. Students who have fulfilled 
the conditions of the Carnegie Trust as regards Scottish 
birth or extraction, age (16 years), and Preliminary Exa¬ 
mination, are eligible for the benefits of this Trust during 
the whole course of their studies at St. Mungo’s College. 

The classes are open to male and female students equally. 

The minimum fees for all the lectures, including hospital 
attendance, necessary for candidates for the Diplomas of 
the English or Scotch Colleges of Physicians and Surgeons, 
amount to £65. Further particulars can be obtained from a 
syllabus which may be procured free on application to the 

Secretary of the Medical Faculty, 86, Castle-street, Glasgow. 

Glasgow Western Medical School. —This School is 
closed during the war. 

Queen Margaret College, University of Glasgow 
(Women’s Department of the University).—The classes 
are taught by professors of the University and other 
lecturers appointed by the University Court, and it is 
governed by the University Court and Senate. The curri¬ 
culum, regulations, and fees are the same as those of the 
male students, and the University degrees are open to 
women on the same conditions as to men. They have 
access to the University Museum and can borrow books 
from the University Library, besides having a library 
of reference in Queen Margaret College. The School 
of Medicine is a special feature of the College, and 
gives full preparation for the medical degrees of the Uni¬ 
versity. In July, 1894, for the first time in the history of any 

Scottish University, women students graduated in medicine 
in Glasgow University. 253 women have now taken the 
degree of M.B., C.M., or M.B., Ch.B. of the University of 

Glasgow and 24 the degree of M.D. The women students 
attend classes in the various University Buildings at 
Gilmore-hill, Queen Margaret College, and the Royal 

Infirmary. Excellent facilities for clinical work are 

given in the Royal Infirmary, in the Maternity, and other 
hospitals. The Arthur Scholarship is open every third year 
to students of first year ; other Bursaries are open in Arts 
and Medicine; and by an ordinance of the Universities 
Commissioners women are admitted to certain University 
bursaries, scholarships, and fellowships. There is a house 
of residence for the students of the College coming from a 
distance. The Winter Session will open on Oct. 15th. 

Royal Infirmary, Glasgow.—The ancient connexion 
between the University of Glasgow and the Royal Infirmary 
was revived in 1911, when four University Chairs and several . 
University Lectureships were established at the infirmary. 

St. Mungo’s College is situated in the infirmary grounds. 

The infirmary has, including the Ophthalmic Department, 

835 beds. There are special beds and wards for diseases of 
women, of the throat, nose, and ear, skin, venereal diseases, 
burns and septic cases. The wards are open to Women 

Students. At the Out-door Department the attendances in 

1917 numbered almost 136,000. In addition to the large 
medical and surgical departments there are departments for 
special diseases—viz., diseases of women, of the throat and 
nose, of the ear, of the eye, of the skin, and of the teeth. 

Five house physicians and 12 house surgeons, having a 
legal qualification in medicine and surgery, who board in 
the hospital free of charge, are appointed every six months. 

Clerks and dressers are appointed by the physicians and 
surgeons. As a large number of cases of acute diseases and 
accidents of a varied character are received these appoint¬ 
ments are very valuable and desirable. There is a modern 
and fully equipped Electrical Pavilion, and year by year 
the latest and most approved apparatus for diagnosis 
and treatment has been added. The fees are as follows: 

(a) For hospital practice, including attendance at the out¬ 
door department, at the pathological department, post¬ 
mortem examinations, and the use of the museum : Perpetual 
ticket, £7 ; six months, £2 2s. ; three months, £1 1*. ; 
separate payments amounting to £7 Is. entitle the student 
to a perpetual ticket, on return of previous season tickets ; 
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( b ) for Clinical Lectures, six months, £3 10#. ; three months, 
£1 15#. ; (<?) Vaccination, £1 1#. ; Pathology, £4 4s. ; 
Bacteriology, £2 2#. 

Glasgow Western Infirmary. —This hospital adjoins 
the University of Glasgow. Number of beds upwards of 
600. Special wards are set apart for Diseases of Women and 
for Affections of the Skin. In the out-patient department 
there are special cliniques for Diseases of Women and for 
Diseases of the Throat, Ear, Teeth, and Skin. The Clinical 
Courses are given by the physicians and surgeons, each of 
whom conducts a separate class, and students require to 
enter their names at the beginning of the session for the 
class which they propose to attend. Special instruc¬ 
tion is given to junior students by tutors or assistants, 
and clinical clerks and dressers are selected from the 
members of the class. All the courses of clinical instruc¬ 
tion are recognised by the University of Glasgow and the 
other boards in the kingdom. In the Pathological Department 
the course is both systematic and practical, also post-graduate 
courses, and extends through the winter and following 
summer ; these are likewise recognised by the University 
for graduation. Fifteen resident assistants are appointed 
annually, without salary, from those who have completed 
their course. The fee for hospital attendance is £7, and 
the fees for clinical instruction are £3 3#. for the Winter 
Session and £2 2#. for the Summer Session. A Clinical 
Laboratory has been opened, and students receive laboratory 
instruction from the lecturer on clinical methods. Secretary: 
J. Matheson Johnston, C.A., 87, Union-street. 

A School of Massage, Medical Electricity, and Swedish 
Remedial Exercises has been established to qualify for the 
Certificate of the Incorporated Society of Trained Masseuses. 

Royal Hospital for Sick Children, Yorkhill, Glasgow. 
—This institution, which was founded in 1882, consists of : 
(1) a hospital at Yorkhill containing 204 cots built on an 
elevated and central site close to the University and opened 
in July, 1914 ; (2) a Dispensary, or Out-patient Department, 
in West Graham-street, opened in October, 1888; and (3) 
a country branch at Drumchapel, Dumbartonshire, contain¬ 
ing 24 cots, opened in 1903. Children treated must be under 
12 years of age and suffering from non-infectious diseases. 
In the hospital, part of which is at present used as a 
military hospital for officers, about 5000 children are 
treated annually. In the Out-patient Department over 
12,000 are treated annually, involving nearly 50,000 
attendances. Information with regard to clinical instruc¬ 
tion, lectures, demonstrations, &c., may be obtained from 
the Medical Superintendent. 

Glasgow Royal Maternity and Women’s Hospital, 
Rotten-row.—The new hospital which was opened in 1908 
is in point of size the largest of its kind in Britain and has 
accommodation for 108 patients. A Maternity and Child 
Welfare Centre has been established in connexion with 
the hospital, consisting of a complete In-door and Oat-door 
Ante-natal Department and an Infant Consultation Clinic. 
In 1917 2222 normal cases and 1291 abnormal cases were 
treated by the hospital in the In-door and Oat-door Depart¬ 
ments. Secretary: Mr. William Guy, 146, Bachanan-street. 
Full particulars as to fees and accommodation may be 
obtained from the House Superintendent at the Hospital. 

Glasgow Lock Hospital, Rotten-row.—The Hospital 
contains 83 beds. Daring 1917 786 patients were admitted 
to the wards; 5768 visits were made by out-door patients at 
the Dispensary. Classes are held for the clinical instruction 
of medical students and practitioners. 

Glasgow Ophthalmic Institution, 126, West Regent- 
street (29 beds and six cots).—Clinical and systematic 
course of lectures for students during the winter and summer 
sessions. In-patients, 825; out- or dispensary patients, 
12,859; total attendances, 46,691. Operations on Wednesdays 
and Saturdays. This institution is the Ophthalmic Depart¬ 
ment of the Royal Infirmary. Clinical instruction is given 
during both summer and winter sessions to men and women 
students attending the University. Secretary and Cashier: 
R. Morrison Smith, C.A., 135, Buchanan-street, Glasgow. 

Glasgow Eye Infirmary, Berkeley-street and Charlotte- 
street.—This institution, the largest of its kind in Scotland, 
was founded in 1824. The average number of new patients 
for the last ten years has been 26,402 and the total number of 
cases in 1917 was 26,937. The wards and dispensary are 
recognised by the University of Glasgow for the purpose of 
instruction in ophthalmology for graduation in medicine. 


Secretary and Acting Treasurer: Harold John Black, 
88 , West Regent-street, Glasgow. Superintendent: James 
H. Archibald. The medical session opens in October. A 
Post-graduate Class will be held. 

Glasgow Hospital for Diseases of the Ear, Nose, 
and Throat, 27, and 28, Elmbank-crescent.—12 beds and 
two cots. New patients, 3888. Attendances at out-patient 
department 14,956. Admitted to in-door department 325. 
Clinical instruction is given in connexion with Dr. Connal’s 
course on Diseases of the Ear at Anderson’s College and 
Dr. Syme’s course on Diseases of the Throat and Nose at the 
Western Medical School. 


UNIVERSITY OF ST. ANDREWS (UNITED COLLEGE, 
ST. ANDREWS AND UNIVERSITY COLLEGE, 
DUNDEE). 

Four degrees in Medicine and Surgery are conferred by 
the University of St. Andrews — viz., Bachelor of Medi¬ 
cine (M.B.), Bachelor of Surgery (Ch.B.), Doctor of 
Medicine (M.D.), Master of Surgery (Ch.M.), a Diploma 
in Public Health, and Diploma in Dental Surgery (L.D.S.). 
The whole curriculum may be taken at University 
College, Dundee, or the first two years of the course 
may be taken at St. Andrews and the remaining three 
years in Dundee. The degrees of M.B. and Ch.B. shall 
always be conjoined. Before commencing his medical 
studies each student shall pass a Preliminary Examination 
in (a) English, ( b) Latin, ( c ) Elementary Mathematics, and 
(</) one of the following optional subjects: (a) Greek, 
(£) French, ( 7 ) German, (5) Italian, (*) any other approved 
Modern Language. A degree in Arts or in Science in any 
of the Universities of the United Kingdom and in some 
colonial and foreign universities shall exempt from the 
Preliminary Examination. The Preliminary Examination for 
graduation in Medicine and Surgery, Arts or Science, of the 
University of St. Andrews is accepted as equivalent to the 
Registration Examination required by the General Medical 
Council (the certificate to include the required subjects). 
Also the Final Examination for a degree in Arts or Science 
and the Final Examination for the Diploma of LL.A. 

Degree of Bachelor of Medicine and Bachelor of Surgery . — 
Candidates must have been engaged in medical study for 
at least five years. In each of the first four years the 
candidate must have attended at least two courses of in¬ 
struction in one or more of the subjects of study specified 
below, each course extending over a session of not less 
than five months, either continuous or divided into two 
terms, or, alternatively, one such course along with two 
courses, each extending over a session of not less than 
two and a half months. During the fifth or final year the 
candidate shall be engaged in clinical study for at least nine 
months at the Infirmary of Dundee or at one or more of such 
public hospitals or dispensaries, British or foreign, as may 
be recognised for the purpose by the University Court. The 
candidate must have received instruction in each of the 
following subjects of study, including such examinations as 
may be prescribed in the various classes — viz. : Anatomy, 
Practical Anatomy, Chemistry, Materia Medica, Physiology, 
or Institutes of Medicine, Practice of Medicine, Surgery, 
Midwifery and the Diseases peculiar to Women and Infants. 
Pathology, Practical Chemistry, Physics (including the 
Dynamics of Solids, Liquids, and Gases, and the Rudi¬ 
ments of Sound, Heat, Light, and Electricity), Elementary 
Botany, Elementary Zoology, Practical Physiology, Practical 
Pathology, Forensic Medicine, and Public Health. The 
candidate must have attended for at least three years the 
Medical and Surgical Practice either of the Infirmary of 
Dundee or of a General Hospital elsewhere which accommo¬ 
dates not fewer than 80 patients and possesses a distinct 
staff of physicians and surgeons and is recognised for 
the purpose by the University Court. Additional subjects 
of study are Practical Pharmacy, Mental Diseases, Practical 
Midwifery, Operative Surgery, Vaccination, Children’s 
Diseases, Fevers, Ophthalmology, Diseases oithe Ear, Throat, 
and Nose, Anaesthetics, and Post-mortem Examinations. 

With respect to the places and institutions at which the 
studies of the candidate may be prosecuted the following 
regulations shall have effect: — 1 . Two of the five years of 
medical study must be spent in the University of St. Andrews. 
2. The remaining three years may be spent in any University 
of the United Kingdom or in any Indian, Colonial, or 
Foreign University recognised for the purpose by the 
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University Court, or in such medical schools or under such 
teachers as may be recognised for the purpose by the 
University Court. Women are admitted to graduation in 
Medicine, subject to certain provisions. 

Professional Examinations for the Degrees of Baohelor of 
Medicine and Bachelor of Surgery. — Each candidate will be 
examined both in writing and orally, and also clinically 
where the nature of the subject admits, in the following 
divisions—viz., first, in Botany, Zoology, Physics, and 
Chemistry ; second, in Anatomy and Physiology ; third, in 
Materia Medina and Pathology and Forensic Medicine ana 
Public Health; and fourth, in Surgery, Clinical and 
Operative Surgery, Practice of Medicine and Clinical 
Medicine, and Midwifery and Gynaecology (Systematic and 
Clinical). 

The fee to be paid for the degrees of Bachelor of Medicine 
and Bachelor of Surgery shall be 22 guineas, and the pro¬ 
portion of this sum to be paid by a candidate at each division 
of the examination shall be regulated from time to time by 
the University Court. The fee to be paid for the degree of 
Doctor of Medicine shall be 15 guineas, and for the degree of 
Master of Surgery 15 guineas. The whole medical cur¬ 
riculum can be taken in University College, Dundee, or the 
first two years in United College, St. Andrews. 

For further particulars and details as to scholarships and 
bursaries application should be made to Professor Kynoch, 
Dean of the Medical Faculty, University College, Dundee. 


University College, Dundee.—This College is one of 
the constituent colleges of the University of St. Andrews. 
In the medical buildings there are spacious and well- 
equipped laboratories. The complete medical curriculum 
can be taken in Dundee. For classes, fees, Sec., see under 
University of St. Andrews. 

Royal Infirmary, Dundee.—The Infirmary contains 
408 beds, including special wards for the Diseases 
of Women, Children, Eye, Ear, and Throat, Skin, and 
for Obstetric cases. There is in addition an Extern 
Obstetric Department. There were during last year 
13,464 out-patients and 354 home (maternity) patients. 
The Royal Infirmary offers exceptional facilities for 
practical work to students. Appointments : Six qualified 
Resident Medical Officers (Male or Female) are appointed 
every six months and one non-resident Obstetric Assistant. 
Clinical Clerks and Dressers are attached to the Physicians 
and Surgeons, and students are appointed as assistants in 
the Pathological Department. There are in connexion 
with the clinical courses Tutorial Classes in Medicine and 
Surgery. Instruction is also given in Practical Pharmacy 
and Materia Medica. Further information can be obtained 
from the Medical Superintendent. 


UNIVERSITY OF ABERDEEN. 

The University of Aberdeen grants four degrees in Medi¬ 
cine and Surgery — viz., Doctor of Medicine (M.D.), Master 
of Surgery (Ch.M.), Bachelor of Medicine (M.B.), and 
Bachelor of Surgery (Ch.B.). 

Degrees of M.B. and Ch.B. — Before commencing his 
medical studies each student must pass a Preliminary Exa¬ 
mination in (1) English, (2) Latin, (3) Mathematics, and 
(4) Greek, or French, or German. The curriculum for the 
degrees extends over a period of five years, during which 
attendance is required in the following subjects: Botany, 
Zoology, Physics, Chemistry (Systematic and Practical), 
Anatomy (Systematic and Practical), Physiology (Systematic 
and Practical), Materia Medica and Therapeutics, Practical 
Pharmacy, Pathology (Systematic and Practical), Medical 
Jurisprudence, Public Health, Surgery, Medicine, and Mid- 
wiferv. 

Candidates must attend for at least three years the 
medical and surgical practice of a recognised hospital: they 
must have attended courses of at least nine months in 
clinical medicine and clinical surgery, and have acted as 
clerk in the medical and dresser in the surgical wards of a 
hospital. Attendance is required on the practice of a dis¬ 
pensary or the out-practice of a hospital and also on courses 
in Mental Diseases, Fevers, Ophthalmology, Post-mortem 
examinations, Venereal Diseases, and other special subjects. 
The candidate is also required to have been properly in¬ 
structed in Vaccination and to have attended at least 20 
Midwifery cases. 


The fee for the degrees of M.B. and Ch.B. amounts to 
£23 2 s. 

Besides the Royal Infirmary (270 beds), students have the 
opportunity of attending the following institutions : City 
Fever Hospital, Sick Children’s Hospital, General Dispen¬ 
sary, and Lying-in and Vaccine Institutions, Royal Lunatic 
Asylum, Ophthalmic Institution, Sec. 

Degrees of M.D. and Ch.M .—Candidates for either of 
these degrees must already hold the degrees of M.B. and 
Ch.B. of Aberdeen. A thesis has to be presented and an 
examination has to be passed in Clinical Medicine (or in some 
special Department of Medical Science) or Clinical Surgery, 
as the case may be. 

A diploma in Public Health is granted by the University 
to graduates in Medicine of a University in the United 
Kingdom, after a special examination. 

Application for further information should be addressed 
to the Secretary of the Medical Faculty. 

Scholarshijfs and Prizes .—In the Faculty of Medicine of 
the University of Aberdeen there are the following Bursaries, 
Scholarships, and Prizes:—Bursaries : about 15 Bursaries 
(competition and presentation) are open each year, of £15 
to £30 per annum in value, most of them being tenable for 
three years. Scholarships : five Post-Graduate Scholarships, 
value £36 to £160 per annum. Prizes and Medals : 13 Gold 
Medals and Prizes for proficiency in special departments, &c. 

Clinical Instruction is given in the Aberdeen Royal 
Infirmary (270 beds) by the physicians and surgeons on the 
staff. 

Aberdeen Royal Asylum.— Contains, with hospital 
attached to main institution and agricultural branch, about 
986 beds. Clerk and Treasurer, Mr. A. Scott Finnie. 343, 
Union-street, Aberdeen. Clinical instruction is given to 
students during three months in summer. 


SCOTTISH MEDICAL CORPORATIONS 
GRANTING DIPLOMAS. 


ROYAL COLLEGE OF PHYSICIANS OF EDIN¬ 
BURGH. ROYAL COLLEGE OF SURGEONS 
OF EDINBURGH, ROYAL FACULTY OF 
PHYSICIANS AND SURGEONS 
OF GLASGOW. 

These Colleges liave made arrangements by which, after 
one series of examinations, held in Edinburgh or Glasgow, 
or both, the student may obtain the diplomas of the three 
Bodies. 

The three Bodies grant their Single Licences only to 
candidates who already possess legal qualifications in Medi¬ 
cine or Surgery. Copies of the Regulations for the Single 
Licence of any of the Bodies may be had on application to 
the respective secretaries. 

Professional Education .—The candidate must produce 
certificates or other satisfactory evidence of having 
attended the following separate and distinct courses of 
instruction : Physics, three months; Elementary Biology, 
three months; Chemistry, six months; Practical or Analytical 
Chemistry, three months; Anatomy, during at least six months; 
Practical Anatomy, twelve months ; Physiology, six months ; 
Practical Physiology, three months; Materia Medica, three 
months ; Pathology (including Practical Pathology), nine 
months ; Practice of Medicine, six months ; Clinical Medicine, 
nine months ; Principles and Practice of Surgery, six months ; 
Clinical Surgery, nine months ; Midwifery, three months ; 
Gynaecology, one course of not less than 13 meetings ; 
Diseases of Children, one course of not less than 13 meet¬ 
ings. Medical Jurisprudence and Public Health, three 
months. The certified attendance on lectures, demonstra¬ 
tions, and practical work must not be less than three-fourths 
of the total number of roll-calls. Every student undergoes 
a course of Practical Midwifery, but before attending at 
labours he is required to attend a course of lectures on 
Surgery and Midwifery and to hold the offices of Clinical 
Medical Clerk and Surgical Dresser. He must also attend for 
two and a half months instruction in Practical Pharmacy; the 
certificate to be signed by the teacher, who must be a member 
of the Pharmaceutical Society of Great Britain, or the 
superintendent of the laboratory of a public hospital or dis¬ 
pensary, or a registered practitioner who dispenses medicines 
to his patients, or a teacher of a class of Practical Pharmacy. 
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The student must attend for 27 months the Medical 
and Surgical practice of a public general hospital contain¬ 
ing on an average at least 80 patients available for 
clinical instruction and possessing distinct staffs of phy¬ 
sicians and of surgeons. He must act as Surgical Dresser and 
Medical Clinical Clerk for not less than six months in the 
wards in each case, and receive pract cal instruction in 
administration of anaesthetics. He must attend for six 
months the practice of a public dispensary especially re¬ 
cognised by any of the above authorities, or the out¬ 
patient practice of a recognised general hospital or act for 
six months as pupil to a registered practitioner who either 
holds such a public appointment, or has such opportunities 
of imparting practical knowledge as shall be satisfactory to 
the cooperating authorities; this attendance should be 
made after the student has passed the First and Second 
examinations. 

Candidates are also required to attend the following 
courses: Diseases and Injuries of the Eye, three months ; 
Insanity, three months; Infectious Diseases, three months; 
Gynaecology, three months; Diseases of Children, three 
months. 

The curriculum lasts for five years, the fifth year being 
devoted to clinical work. 

There are four professional examinations : — 

First Examination includes Physics, Chemistry, and 
Elementary Biology. 

Second Examination includes Anatomy and Physiology 
and Histology ; and candidates may be admitted to this 
examination at the end of the second year of medical study. 

Third Examination inc\\idiQs Pathology and Materia Medica 
with Pharmacology. 

Final Examination. — The Final examination shall not be 
taken earlier than the end of the fifth year of study and shall 
embrace the following subjects Medicine, including Thera¬ 
peutics, Medical Anatomy, and Clinical Medicine ; Surgery, 
including Surgical Anatomy, Clinical Surgery, and Diseases 
and Injuries of the Eye ; Midwifery and Diseases of 
Women; and, if not passed previously, Medical Juris¬ 
prudence and Public Health, but it is optional to candi¬ 
dates who have passed the Third Examination to be 
admitted to the subject of Medical Jurisprudence and 
Public Health on lodging certificates of having attended 
the necessary course in that subject at any time ; but 
the subjects of Medicine, Surgery, and Midwifery shall 
be taken together at any time after the end of the fifth 
Winter Session, provided that a period of 24 months has 
elapsed since passing the Second Examination. All candi¬ 
dates shall be subjected, in addition to the written and 
oral examinations, to clinical examinations in Medicine and 
Surgery, which shall include the Examination of Patients, 
Physical Diagnosis, the Clinical use of the Microscope, 
Examination of the Urine and Urinary Deposits, Surgical 
Appliances, Bandages, Surface Markings, &c. The fees 
payable for the Final Examination shall be—for the whole 
examination, £15, for re-entry after rejection, £5, and for 
the subjects of Medical Jurisprudence and Public Health when 
taken separately, £5, writh £3 for re-entry in that subject. 

There are four periods of examination annually during the 
period of the war, three in Edinburgh and one in Glasgow, in 
1918 19. The Registrar in Edinburgh is Mr. D. L. Eadie, 
50, George-square, and the Registrar in Glasgow, Mr. Walter 
Hurst, 242, St. V incent-street, to whom fees and certificates 
must be sent for the respective examinations, and from whom 
further particulars concerning fees can be obtained. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH : 

THE MEMBERSHIP AND FELLOWSHIP. 

In addition to the diplomas granted by the Scottish Con¬ 
joint Board the Royal College of Physicians grants its 
Single Licence to candidates already possessing legal quali¬ 
fications for professional practice. 

The Royal College of Physicians of Edinburgh grants a 
Membership and a Fellowship. 

Membership.—A candidate, who must be a Licentiate 
of a British or Irish College of Physicians, or a graduate 
in medicine of a University within the British Empire, 
approved by the Council and 24 years of age, is examined 
in medicine, therapeutics, and in any branch of the depart¬ 
ments of medicine specially professed, such as general 
pathology, psychology, public health, obstetrics, gynaecology, 
diseases of children, tropical medicine, or medical juris¬ 


prudence. The fee for the Membership is £36 15#., 
15 guineas of which will be returned to any successful 
candidate who was already a Licentiate of the College at 
the time of qualifying for the Membership. 

fellowship. — The Fellows are selected from the ranks of 
the Members. The fee is £64 18#. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH: 

THE FELLOWSHIP. 

The Royal College of Surgeons of Edinburgh also admits 
to the examination for its Single Licence any candidates 
who hold a Diploma in Medicine of any British, Indian, 
or Colonial university or of any British or Colonial College 
of Physicians, or of the Society of Apothecaries of London 
or Apothecaries’ Hall, Dublin, granted under the provisions 
of the Medical Act, 1886, whose preliminary examination 
and course of professional study is proved to be sufficient to 
fulfil the requirements of the College, or to those who have 
passed a full examination for any of the above. Female 
practitioners are now admitted to the Licence of the College 
but not to the Fellowship, and the regulations for the 
Licence apply to practitioners of either sex. 

The Royal College of Surgeons of Edinburgh grants a 
diploma of Fellowship after examination to the holders of 
the surgical degrees of diplomas of such British examining 
bodies, as well as of the holders of such surgical degrees 
of the Universities of Canada, Australia, New Zealand, and 
the Indian Empire as are recognised by the College. 

The Fellowship. —Candidates for the examination must 
be 25 years of age and must have been engaged in 
practice for at least two years. The examination is of 
a practical nature, partly written and partly riva voce % 
and must include surgery and surgical anatomy, opera¬ 
tive surgery, and clinical practice. «One optional subject 
must also be taken, the range of these specialisms 
covering nearly every branch of medicine. The fee 
to be paid on entering for examination for Fellowship 
is £45, £10 of which is remitted to those who already 
hold the Licentiateship of the College. Candidates re¬ 
jected at the examination obtain repayment of fee less £10 
retained for examination expenses. One month’s notice of 
intention to present himself for examination must be given 
by the candidate to Mr. D. L. Eadie, 50, George-square, 
Edinburgh, clerk to the College, together with credentials 
signed by two Fellows of the College, one of whom must be 
a resident in Edinburgh, unless a special application be 
made to the President and the Council of the College. 

THE ROYAL FACULTY OF PHYSICIANS AND 
SURGEONS OF GLASGOW. 

Like the preceding corporations, the Royal Faculty of 
Physicians and Surgeons of Glasgow grants a Fellowship and 
a Licence to be held as separate qualifications. 

f ellowship. —The Fellowship of the Faculty is granted 
after examination in medicine or surgery, together with an 
optional subject, which may be anatomy or physiology or be 
selected from any special branch of medicine or surgery, or in 
one subject to medical practitioners who serve in the present 
war. 14 days’ notice must be given by the candidate of his 
intention to present himself to Mr. Walter Hurst, the Faculty 
Hall, 242, St. Vincent-street, Glasgow. The fee for the Fellow¬ 
ship is £30, £10 of which sum are returned to any successful 
candidate who already holds the Licence of the Faculty. An 
additional sum of £20 is required in the case of candidates 
resident within seven miles of Glasgow. In certain circum¬ 
stances Fellows may be elected as a mark of distinction. 
Special regulations are in force for medical practitioners 
serving in the present war. 

Licence. —The Licence of the Royal Faculty is granted as 
a separate qualification to qualified practitioners in Medicine 
after examination in surgery, including surgical anatomy 
and clinical surgery. The fee is 15 guineas. 


SCOTTISH PROVINCIAL ANCILLARY SCHOOLS AND 
HOSPITALS. 

The hospitals which are recognised by the Scottish Con¬ 
joint Board, as places where professional study for their 
diplomas can be pursued are all those institutions which 
feed the medical faculties of the universities. In addition 
the Scottish Boards recognise all the places which are 
recognised by the English Conjoint Board (see p. 284) 
and the Irish Conjoint Board (see p. 295). 
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III.—IRELAND. 

THE UNIVERSITIES. 

UNIVERSITY OF DUBLIN, TRINITY COLLEGE 
(SCHOOL OF PHYSIC). 

Matriculation. —All students intending to join the School 
of Physic must pass a matriculation examination. Uni¬ 
versity students take the Entrance of Trinity College and 
a Junior Freshman Term or a special Medical Preliminary ; 
Extern Students, any examination recognised by the General 
Medical Council. The winter courses begin on Oct. 1st. 

Degrees in Medicine (M.B.), Surgery ( B.Ch .), and 
Midwifery ( B.A.O. ).—Candidates for these degrees must be 
of B.A. standing and must be for at least five academic 
years on the books of the Medical School, reckoned from 
the date of matriculation. The Arts course may be taken 
concurrently with the Medical course, and the B. A. degree 
need not be taken before the final medical examinations, 
but the Medical degrees are not conferred without the 
Arts degree. The following courses must be attended:— 
(1) Lectures—Systematic, Descriptive and Applied Anatomy, 
Chemistry and Practical Chemistry, Surgery and Opera¬ 
tive Surgery, Histology, Botany, Zoology, Physics and 
Practical Physics, Physiology and Practical Physiology, 
Practice of Medicine, Midwifery, Pathology, Materia 
Medica and Therapeutics, Medical Jurisprudence and 
Hygiene ; (2) three courses of nine months’ attendance 
on the Clinical Lectures of Sir Patrick Dun’s or other 
recognised Hospital ; (3) Practical Vaccination, one 

month’s instruction ; (4) Mental Disease, three months; 
(5) Practical Midwifery with Clinical Lectures, including 
not less than 30 cases, six months; (6) Ophthalmic 

Surgery, three months. Three groups of examinations 
have to be passed. Preliminary Scientific Examina¬ 
tion, including Physics and Chemistry, Botany, and 
Zoology. The Intermediate Medical, Part I., including 
Anatomy and Physiology. The Intermediate Medical, Part II., 
including Applied Anatomy and Applied Physiology ; and 
the Final Examination, which is divided into Part I., Materia 
Medica, Hygiene and Jurisprudence, and Pathology; and 
Part II., Medicine, including Clinical, Surgery, Midwifery, 
Gynaecology, Mental Diseases, Operations, and Clinical 
Ophthalmology. Part I. may be passed in the fourth year 
and Part II. completed at the end of the fifth year. 

Doctor i7i Medicine. —A Doctor in Medicine must have 
passed all the qualifying examinations and must be a B.A. 
of three years’ standing. He must also read a thesis before 
the Regius Professor of Physic. 

Master in Surgery. —A Master in Surgery must be a 
Bachelor in Surgery of the University of Dublin of not 
less than three years’ standing, and must produce satis¬ 
factory evidence of having been engaged for not less than 
two years from the date of his registration in the study, or 
study and practice, of his profession. He must then pass 
a special examination. 

Master in Obstetric Science. —A Master in Obstetric 
Science must be a Bachelor of two years’ standing and 
produce evidence of having been engaged in the study of 
Obstetric Medicine and Surgery during two years. He is 
then required to pass a special examination. 

A post-graduate diploma in Gynaecology and Obstetrics 
is conferred upon registered medical practitioners who take 
a six months’ course at the Rotunda Hospital and a six 
months’ course in Trinity College when they have passed a 
special examination. 

University Diplomas. —Candidates for the diplomas in 
Medicine, Surgery, or Obstetric Science must be matriculated 
in Medicine and must have completed two years in Arts and 
five years in Medical Studies. The Course and Examination 
necessary for the diplomas are the same as for the degrees. 
A diploma in Medicine, Surgery, and Midwifery is a 
registrable qualification conferred upon candidates who have 
completed a full five years’ course in Medicine and two years 
in Arts. A diplomate, on completing his course in Arts and 
proceeding to the degree of B.A., may become a Bachelor by 
paying the degree fees. 

Bachelor in Dental Science and Master in Dental Science .— 
The regulations under which these degrees are awarded can 
be obtained by application to the Registrar of the School 
of Physic. 

All Degrees and Courses of Instruction are open to women 
students. 

Clinical instruction. —The hospital facilities for clinical 
instruction available in Dublin will be described below. 

THE NATIONAL UNIVERSITY OF IRELAND. 

Matriculation. —All students intending to proceed to the 
medical degree of the University of Ireland must pass a 
matriculation examination, the examination taking place 
in June and September in Dublin and at certain local centres. 

All students must pass in five subjects. All students must 
pass in the following subjects 1 except students not born in 

Ireland, and other students whose home residence shall 
have been outside Ireland during the three years imme¬ 
diately preceding their matriculation; but all such 
students will be expected to attend a course of instruc¬ 
tion in Irish Literature and History prior to obtaining 
any degree in the University:—1. Irish. 2. Latin or 

Greek. 3. French, German, Italian, Spanish, Portuguese, 

Welsh, or any other language approved by the Senate. 

4. English. 5. Mathematics. 6. Latin, Greek, French, 

German, Welsh, Spanish, Italian, Portuguese, or any 
other modern language approved by the Senate, 

History and Geography (as a composite subject ), Natural 

Philosophy, or Physics as an alternative, Chemistry, 

Botany, and for women candidates only, Physiology, and 

Hygiene. Candidates who under the regulations are 
exempted from the necessity of presenting Irish as one 
of their subjects may present as their fifth subject either 
a second language or a second science subject. Students 
entering for degrees in Medicine or Dentistry, if already 
registered by the General Medical Council, may be accepted 
as matriculated students of the Faculty of Medicine on 
passing the matriculation examination in any faculty of the 

University. 

The medical degrees granted are :— 

M. B. , B. Ch. , and B.A. 0.; and M. D. , M. Ch. , and M.A. 0. — 

Printed forms of application for admission to any medical 
examination may be had from “The Registrar, The National 

University of Ireland, Dublin.” 

The Constituent Colleges of the National University of 

Ireland at which the full curriculum for medical degrees can 
be obtained are University College, Dublin ; University 

College, Cork ; and University College, Galway. 

University College, Dublin. —The University and 
the College were created by the Irish University Act, 

1908, and by Charters issued in December, 1908. Former 
students of the Cecilia-street School of Medicine who 
graduated in the Royal University may become graduate 
members of the new College. The constitution of the 

College, like that of the Constituent Colleges of Cork and 

Galway, provides for a governing body, an academic council 
consisting of professors and coopted lecturers, a body of 
graduate members, and a body of student members matri¬ 
culated in the University. The first professors and lecturers 
were appointed by the Dublin Commissioners Irish Universities 

Act, 1908. 

MatrioukUion. —Almost all the students of the College 
are matriculated students of the National University of 

Ireland. 

University Examinations in Medicine.— The First Examina¬ 
tion includes Physics, Chemistry, Botany, and Zoology. 

The examination may be taken in two parts: Part I., 

Physics and Chemistry ; Part II., Botany and Zoology. 

Honours may be obtained only when both parts are takeD as 
one examination. The Second Examination includes 

Anatomy and Physiology. Both must be passed at the same 

i The Senate has directed that candidates who presented themselves 
for the Matriculation Examination and who passed in certain subjects 
in 1912 or any previous year, may, when presenting themselves in 1919, 
in the remaining subjects necessary to complete the examination, select 
such completing subjects in accordance with the regulations as to 
groups of subjects which were in force In 1912. Such candidates will 
not be obliged to present themselves for examination in Irish. Such 
candidates, however, while they may select the completing subjects as 
above, must present themselves for examination in these subjects on 
the courses prescribed in each by the Regulations in 1918. Candidates 
who presented themselves for the Matriculation Examination, and who 
passed in certain subjects in 1913, when presenting themselves in 1919 
in the remaining subjects necessary to complete the examination, 
must select such completing subjects in accordance with the regula¬ 
tions as to groups of subjects which were in force in 1913. The courses 
in such completing subjects will bo the courses prescribed in those 
subjects respectively for 1919. 
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time. The Third Examination includes Pathology, Medical 
Jurisprudence and Hygiene, and Materia Medica. 

Degree s of M.B. y B. Ck. y and B.A. 0 .— The Examination In 
Medicine, Midwifery, Surgery, and Ophthalmology includes 
both the theoretical and the clinical branches. No student 
can enter for the M.B., B.Ch., or B.A.O. until the end of the 
fifth year when the curriculum has been completed. The 
course of study is as follows .—First year. — Winter: 
Anatomy and Practical Anatomy (required for the Second 
Examination),^ Chemistry, Practical Chemistry, and Experi¬ 
mental Physics (with Laboratory Course). Summer: 
Zoology, Practical Zoology, Botany, and Practical Botany. 
Second year. — Winter : Anatomy, Practical Anatomy, 
Physiology, and Practical Physiology (physical and 
chemical). Summer : Anatomy, Practical Anatomy, 
Physiology, and Practical Histology. Third year. — 
Winter : Pathology, Surgery or Medicine, Hygiene, 
Medical Jurisprudence, and Practical Pharmacy. Summer: 
Materia Medica and Therapeutics, and Practical Patho- 
logy. Candidates are also required to attend a General 
Hospital for nine months (winter and summer). Fourth 
year, or fourth and fifth years. — Winter: Medicine or 
Surgery (the subject to be that not taken in the third year), 
and Midwifery and Gynaecology. Summer: Operative 
Surgery, Applied Anatomy, and Ophthalmology and Otology. 
Candidates are also required to attend a General Hospital 
for nine months (winter and summer), and to take instruc¬ 
tion in Vaccination, and three months Fever Hospital. Fifth 
year. — If the Academic (Collegiate) Courses are taken as 
above, the Courses of the fifth year will be the following: 
Hospital Attendance, General Hospital, nine months ; 
Clinical Ophthalmology and Otology, three months; Practical 
Midwifery and Gynaecology, six months; Mental Diseases, 
to be attended at a Lunatic Asylum, three months. (Note. — 
Practical Midwifery and Gynaecology may be taken in 
the fourth year after the Systematic Course of Midwifery, 
but it must not be taken concurrently with the period of 
attendance at Fever Hospital.) The degree of M.D. may be 
obtained either by examination or on published work. 

lee*. —The fees for Courses are similar to those of the other 
Dublin Medical Schools. 

Information concerning these, and the numerous scholar¬ 
ships and exhibitions of the College can be obtained from 
the Dean of the Faculty, Professor E. P. McLoughlin. 


University College, Cork : the School of Medicine. 
—The building is provided with a very large, well-ventilated 
dissecting room supplied with electric light, with physio¬ 
logical, toxicological, pathological, and pharmaceutical 
laboratories, materfa, medica, anatomical and pathological 
museums, as well as a collection of surgical and obstetrical 
instruments and appliances. There are well-appointed 
physical, chemical, and biological laboratories, and a large 
natural history museum in the adjoining building, and part 
of the College ground is laid out as a botanical garden. 
The plant houses are well filled with plants and are open to 
the students in the class of Botany. The Library contains 
over 50,000 volumes and is open daily during term time to 
students. The Medical Museum occupies a large room 
erected at the northern end of the medical buildings. There 
are Students’ Clubs for men and women students of the 
College and various athletic clubs, the last of these holding a 
public meeting once in each year in the Mardyke grounds. 

All students who have been admitted as matriculated 
students are required to attend before the President and 
sign the Roll of Matriculated Students. Students who may be 
candidates for degrees in the National University of Ireland 
must have passed the Matriculation Examination of that 
University or other recognised examination, and medical 
students must have passed a preliminary examination 
recognised by the General Medical Council. Candidates 
will be examined in Irish, Greek, or French or German, 
Latin, History, Geography, English, and Mathematics. 

A(lmistion of Medical Students.— Students in the Faculty 
of Medicine who have passed the First Professional 
Examination of the Conjoint Examinations of the Royal 
College of Physicians and the Royal College of Surgeons in 
Ireland, or of the Royal College of Physicians and Royal 
College of Surgeons of Edinburgh and the Faculty of 


- These courses are not required for the First Examination In Medi¬ 
cine, but must be taken In the first year to permit a candidate to 
qualifv for admission to the Second Examination in Medicine at the 
end of the second year. 


Physicians and Surgeons of Glasgow, or of the Royal College 
of Physicians, London, and Royal College of Surgeons, 
England, may be admitted to the rank of second-year 
students on making application to the Council and sub¬ 
mitting a certificate of having passed the examination. 
Similarly, students who have passed the Second Professional 
Examination of the same Colleges may be admitted to the 
rank of third-year students ; and those who have passed the 
Third Professional Examination of the Dublin Colleges, or of 
the Edinburgh Colleges and Glasgow Faculties, may be 
admitted to the rank of fourth-year students. 

Residence of Students. —There is no accommodation for the 
residence of students within the College, but students 
not living at home, or with relatives or friends, sanctioned 
by their parents or guardians, are required to live in a hostel 
or in recognised lodgings, a list of which can be obtained 
from the Secretary. All students are required to register 
their addresses each session in the book kept for 
that purpose in the hall porter’s office, and to notify 
immediately to the Registrar any change of address 
during the session. The Honan Hostel, adjoining the College, 
is equipped by private endowment. A number of sets of 
rooms, together with recreation and common rooms, are 
provided for lay students who may desire to live there. For 
full particulars apply to the Warden. The Ursuline Convent, 
Blackrock, has a house of residence, quite separate from 
their Secondary School, for Catholic women students. 

Clinical Instruction. —Students may attend the South 
Infirmary, Cork North Charitable Infirmary, the Mercy 
Hospital, the Cork District Lunatic Asylum, the Victoria 
Hospital for Diseases of Women and Children, the County 
Lying-in Hospital, the Cork Maternity, the Cork Fever Hos¬ 
pital, the Cork District Hospital, and the Cork Ear, Eye, and 
Throat Hospital. 

Complete information with regard to class fees, scholar¬ 
ships, and prizes can be obtained from the Dean of the 
College, Professor A. E. Moore. 

South In firmary and County of Cork General Hospital (100 
beds).—Clinical instruction is given daily in the wards. 
Special instruction on Diseases of Women and Children 
will be given in the special wards for such cases. Fee for 
perpetual ticket, £22 1#. ; for nine months, £9 9*. ; for six 
months, £6 6s. ; for three months, £3 3*. Two resident pupils 
will be appointed by competitive examination. Honorary 
Secretary: Dr. N. I. Townsend. 

Cork North Charitable Infirmary and County and City of 
Cork General Hospital (112 beds).*—Clinical instruction is 
given daily in the wards by the physicians and surgeons. 
Special instruction is given to Junior Students on two days 
weekly. Fee for perpetual ticket, £22 1$. ; for 12 or nine 
months, £9 9s. ; for six months, £5 5*. ; and for three 
months, £3 3s. Two resident pupils are appointed quarterly by 
the medical staff. All resident pupils are required to be regis¬ 
tered pupils of the hospital. There is a special department 
for treatment of the eye, ear, throat, and nose, and a special 
dental department. Honorary Secretary : Mr. R. B. Dalton. 

Mercy Hospital. — This hospital contains 130 beds for 
medical and surgical cases. There is also a daily extern 
for medical and surgical cases, as well as for diseases of 
the eye, ear, and throat. Extern medical attendances, 3371; 
surgical attendances, 2361; eye, ear, nose, and throat attend¬ 
ances, 7200 ; intern patients, 1354. Major operations, 254 ; 
minor operations, 567. Two- resident students. Honorary 
Secretary to the Staff : Dr. D. J. O’Connor. 

Cork District Lunatic Asylum. —Psychological Medicine: 
A course of Clinical Lectures on Mental Disease and Allied 
Neuroses will be delivered in the Cork District Lunatic 
Asylum on Mondays and Thursdays, commencing the first 
Thursday in May, by the Resident Medical Super¬ 
intendent. All students wishing to enter for the course are 
expected to attend at the Asylum at 4 p.m. on that 
day. All information may be had at the Asylum from the 
resident medical superintendent. 

Victoria Hospital ( Incorporated ) (Cork).—There are 7o 
beds. Clinical instruction on Diseases Peculiar to Children 
is given. The extern department is open daily at 9.30. 

County and City of Cork Lying-in Hospital (Erinville, 
Western-road ; founded 1798).—This hospital contains ZU 
beds, and an Extern Midwifery Department. Fee for six 
months’ attendance, including clinical lectures, £3 3s. 
For further particulars apply to N. H. Hobart, honorary 

s ecretary to staff. __.___ 

* No returns. 
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Cork Maternity (Batchelor’s Quay).—Three resident pupils 
are taken into the Maternity. Poor women are attended 
at their own homes. Clinical lectures are delivered during 
the session. There is an extern department for the treat¬ 
ment of women’s and childrens diseases. Fee for attend¬ 
ance at clinical lectures and certificate, £3 3s. Honorary 
secretary to staff, Dr. Henry Corby. 

Cork If ever Hospital. —Upwards of 500 cases of various 
forms of fever and zymotic disease are treated yearly in 
this hospital. The Resident Medical Officer gives instruc¬ 
tion in Practical Pharmacy, a certificate of which is neces¬ 
sary for the National University and Colleges of Physicians 
and Surgeons of Edinburgh. 

Cork District Hospital (Dougla9-road ; 1200 beds).— 
This hospital includes special buildings for fever and 
other infectious diseases (100 beds) ; for children's diseases 
(100 beds); and a Lock hospital, the only one in the 
South of Ireland (80 beds). It affords an extensive field 
for the study of all classes of diseases, acute and chronic, 
including special departments for gynaecology and diseases 
of the skin and nervous system. The physicians and surgeons 
visit the hospitals every morning at 10 o’clock. Lectures 
and clinical instruction are given daily in the wards by the 
physicians and surgeons. Further particulars may be 
obtained from Dr. W. E. Ashley Cummins, 17, St. Patrick’s- 
place, honorary secretary, medical staff. 

Cork Eye , Ear , and Throat Hospital (Western-road).— 
This hospital is open to students attending the University 
College and others. Certificates of attendance for three or 
six months can be obtained. The hospital contains 35 beds. 
Over 4000 cases are treated during the year. A course of 
Lectures on Ophthalmic Surgery is delivered during the 
session. For further information apply to Dr. Arthur 
Sandford, 13, St. Patrick’s-place, Cork. 


University College, Galway : School of Medicine 
—The College contains well-lighted and ventilated dis¬ 
secting-room and anatomical lecture theatre ; physiological, 
pathological, pharmaceutical, chemical, and physical labora¬ 
tories ; anatomical, pathological, gynaecological, and materia 
medica museums; as well as a large natural history and 
geological museum and an extensive library in which students 
can read and from which they can borrow books. There 
are 12 Entrance Scholarships, value £25 each, for which 
Medical Students compete with other Students on the 
Entrance Course. In the Second, Third, and Fourth Years 
two Scholarships in each year, value £25 each, are reserved 
for Medical Students. Exhibitions of £10 and £5 are awarded 
on results of 1st. 2nd, 3rd, and Degree Examinations in 
Medicine. H. H. Stewart Scholarships (£10 a year for 
three years) are awarded by the University in Anatomy and 
Physiology at Second Medical Examination amongst Students 
of the three constituent Colleges. Travelling Studentships 
(£200 a year for two years) are offered by the University 
for competition amongst Medical Graduates of the 
three Colleges of not more than two years’ standing. 
Women students are eligible for all College and University 
Degrees, Distinctions, and Prizes. There are extensive 
grounds, a portion of which is occupied by a Botanic 
Garden and a portion is at the disposal of the College 
Athletic Union. There are several student societies 
in the College, including a Biological Society. There are 
abundant facilities for research and Post-graduate work 
in the Chemistry, Physiology, and Pathology departments. 
There are ample facilities for Women Students. Further 
information can be obtained from the Registrar of the College. 

Clinical Instruction is given in the Galway Hospital and 
in the Galway Union and Fever Hospitals, containing on an 
average 200 patients. 

Galway County Hospital (62 beds).—Founded by Act of 
Parliament. 

Galway Union and Fever Hospitals (150 beds). —Clinical 
instruction is given in these hospitals to the Medical Students 
of University College, Galway. The regulations for Scholar¬ 
ships tenable in the College, and the regulations for degrees 
and for courses can be obtained from Messrs. O’Gorman and 
Co., Galway. 

QUEEN’S UNIVERSITY OF BELFAST. 

There are six degrees in the Faculty of Medicine of the 
University—viz., Bachelor of Medicine (M.B.), Bachelor of 
Surgery (B.Ch.), Bachelor of Obstetrics (B.A.O.), Doctor of 


Medicine (M.D.), Master of Surgery (M.Ch.), and Master of 
Obstetrics (M.A.O.). The University also grants a Diploma 
in Public Health, particulars of which will be found in the 
University Calendar. The degrees of M.B., B.Ch., and 
B.A.O. are the primary degrees in the Faculty of Medicine, 
and are conferred at the same time and after the same course 
of study. No student is admitted to the final examination for 
these degrees until he has shown : (1) that he is a matricu¬ 
lated student of the University; (2) that he has completed 
the prescribed course of study in the Faculty of Medicine 
extending over a period of not less than five academic years 
from the date of his registration as a student of Medicine 
by the General Council of Medical Education and Regis¬ 
tration of the United Kingdom; (3) that he has passed 
the several examinations prescribed ; (4) that he has 
attended in the University during three academic years at 
least the courses of study prescribed for such degrees (the 
Senate may accept, for not more than two academic 
years of the required five, courses of study pursued in 
any other University or School of Medicine approved by the 
Senate); and (5) that he has attained the age of 21 years. 
Every candidate for admission as a matriculated student 
of the University shall pass such Matriculation Examination 
or fulfil such other test of fitness as may be prescribed by 
the Senate, which may prescribe the conditions under which 
students who have passed the Matriculation or Entrance 
Examination of any other University or College approved for 
that purpose (or who have fulfilled such other test of fitness 
as may be prescribed) may be exempted from passing the 
Matriculation Examination of the University. For informa¬ 
tion as to Scholarships and Prizes inquiry should be made of 
the Secretary of the University. 

Primary Degrees of M.B., B.Ch ., B.A.O. —All can¬ 
didates for these degrees must satisfy the examiners in the 
subjects of four examinations known as the First, Second, 
Third, and Fourth Medical Examinations respectively. 

The First Medical Examination. —The subjects of this 
examination are Chemistry (Inorganic and Organic), Experi¬ 
mental Physics, Botany and Zoology. The examination will 
be divided into two parts which may be taken separately: 
I., Chemistry and Physics ; II., Botany and Zoology. 

The Second Medical Examination. —The subjects are 
Anatomy and Practical Anatomy, Physiology and Practical 
Physiology. Candidates who have previously passed the 
First Medical Examination may present themselves for this 
examination at the close of their second year. 

The Third Medical Examination. —The subjects are: 
(1) Pathology and Practical Pathology ; (2) Materia 

Medica, Pharmacology and Therapeutics ; (3) Medical 
Jurisprudence ; (4) Hygiene. Candidates who have pre¬ 
viously passed the Second Medical Examination may present 
themselves for this examination at the close of the third 
year. Attendance on a course in any subject of the Tnird 
Medical Examination shall not entitle a student to a certifi¬ 
cate of attendance unless he has previously passed in all the 
subjects of the First Medical Examination. 

The Fourth Medical Examination. —The subjects are: 
(1) Medicine; (2) Surgery; (3) Midwifery; (4) Ophthalmo¬ 
logy and Otology. This examination may be taken in two 
parts: I., Systematic; II., Clinical, Practical and Oral. 
Candidates who have previously passed the Third Examina¬ 
tion may present themselves for Part I. of the Fourth 
Examination at the close of the fourth year, provided that 
they have fulfilled the necessary requirements as to attend¬ 
ance, &c., on the courses of instruction in the subjects of 
examination. Candidates who have passed Part I. of 
this examination may present themselves for Part II. 
at the close of the fifth year, provided that they have 
fulfilled the necessary requirements as to hospital attend¬ 
ance on the various clinical courses in the subjects of 
examination. Parts I. and II. may be taken together at the 
close of the fifth year. Attendance on a course in any 
subject of the Fourth Medical Examination shall not entitle 
a student to a certificate of attendance unless he has 
previously passed in all the subjects of the Second Medical 
Examination. 

Degrees of M.D. , M.Ch., and M.A.O. —These degrees 
are not conferred until the expiration of at least three 
academic years, or in the case of graduates of the 
University in Arts or Science of at least two academic 
years, after admission to the primary degrees in the 
Faculty of Medicine. Every candidate must show that in 
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the interval he has pursued such courses of study, or been 
engaged in such practical work as mav be prescribed. These 
degrees may be conferred by the Senate either (a> after 
an examination, which includes written, oral, clinical, 
and practical examinations; or (ft) on the submission of a 
thesis or other evidence of original study or research, to be 
approved by the Faculty of Medicine after an oral or other 
examination of the candidate on the subject thereof. 

The Medical School. —The Donald Currie Chemical Buildings 
contain a lecture theatre, a preparation room, a chemical 
museum, a large class-room for elementary practical 
chemistry, laboratories for qualitative and quantitative 
analysis, rooms for water and gas analysis, dark room for 
photographic purposes and balance room, provided with all 
modern appliances. The Anatomical Department contains 
a large and well-lighted dissecting-room, a lecture-room, 
a professor’s and demonstrator’s room, a bone-room, and a 
laboratory for microscopic and photographic work. The 
Medical Museum is in the same building. The Jaff6 
Laboratories for Physiology comprise a lecture theatre, 
laboratories for practical work in chemical physiology, his¬ 
tology, and experimental physiology, and in addition small 
private research rooms, including balance, galvanometer, 
and centrifuge rooms. The Musgrave Pathological Labo¬ 
ratory.—In this department opportunity is afforded for 
research in pathology and bacteriology. The department is 
in touch with most of the hospitals in Belfast, and there is 
an ample supply of material for investigation by graduates 
in morbid histology, clinical pathology, and the bacteriology 
of infectious diseases. A course in pathology or bacterio¬ 
logy is given to graduates, and members of this class have 
an opportunity of seeing the methods employed in the 
various investigations carried out in the department for the 
Public Health Committee of the corporation in connexion 
with water-supply, sewage disposal, meat- and milk-supply, 
the diagnosis of cases of infectious diseases, &c. The 
certificate issued to members of the class in bacteriology 
qualifies for the D.P.H. degree. The Pharmaceutical Labora¬ 
tory is fitted and equipped for the work of practically 
instructing students in the compounding and dispensing of 
medicines. 

Clinical instruction. —The following institutions are re¬ 
cognised by the University as affording proper opportunities 
for clinical instruction : the Royal Victoria Hospital, the 
Mater Infirmorum Hospital, the Union Hospitals, the Belfast 
Hospital for Sick Children, the Belfast Maternity, the 
Ulster Hospital for Women and Children, the Ulster Eye, 
Ear, and Throat Hospital, the Belfast Ophthalmic Hospital, 
the Purdysburn Fever Hospital, and the Belfast District 
Lunatic Asylum. 

Ihe Royal Victoria Hospital (300 beds).—Many of the 
staff are on active service. Women students are now 
admitted as resident medical pupils the same as men. 

Mater Infirmorum Hospital (200 beds).—Honorary Secre¬ 
tary Medical Staff : Mr. J. B. Moore. 

Belfast Union Infirmary and Hospital (1700 beds).—Four 
Resident Medical Officers. 

Hospital for Sick Children, Queen-street (52 beds).— 
Honorary Secretary, Medical Staff : John McCaw, M.D. 

Maternity Hospital , Townsend-street (32 beds). 

Ulster Hospital for Children and Women (44 beds). 

Benn Ulster Eye , Ear , and Throat Hospital (30 beds). 

Belfast Ophthalmic Hospital , Great Victoria-street (30 
beds).—Practical demonstrations by the staff and occasional 
clinical lectures in the subjects of Ophthalmology, Otology, 
Laryngology, and Neurology. Clinical instruction is given 
daily. Fee for three months £2 2s. 

City Fever Hospitals , Purdysburn (330 beds).—Clinical 
Classes are held during the winter and summer sessions. 

Belfast District Lunatic Asylum (1250 beds). 


IRISH MEDICAL CORPORATIONS 
GRANTING DIPLOMAS. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
The College issues its Licences in Medicine and in 
Midwifery to practitioners whose names appear on the 
Medical Register of the United Kingdom. 

The Licence in Medicine .—The subjects of examination are: 
Practice of Medicine, Clinical Medicine, Pathology, Medical 
Jurisprudence, Midwifery, Hygiene, and Therapeutics. 


The Licence in Midwifery. — Candidates must produce 
certificates of registration. A registered medical prac¬ 
titioner of five years’ standing may be exempted from the 
examination by printed questions. 

Ihe Membership. —Examinations for Membership are held 
in February, June, and November. The fee for the exa¬ 
mination is £21 to Licentiates of the College, or £36 15i. 
to non-Licentiates. Further particulars can be obtained 
from the Registrar of the Royal College of Physicians of 
Ireland, Kildare-street, Dublin. 

The Fellowship . — Fellows are elected by ballot. Applicants 
must have been a Member of the College for at least one 
year and must have attained the age of 27 years. There is a 
fee of £35 in addition to a stamp duty of £25. 

ROYAL COLLEGE OF SURGEONS IN IRELAND. 

The Licence in Surgery. — A candidate whose name is 
entered either on the Medical Register for the United 
Kingdom, the Colonial Medical Register, or the Foreign 
Medical Register of the year in which he presents himself 
for examination, and who satisfies the Council that he has 
passed through a course of study and Examinations 
equivalent to those required by the Regulations of the 
Conjoint Board of the Royal College of Physicians of Ireland 
and the Royal College of Surgeons in Ireland, preceded by 
the passing of an Examination in Arts recognised by the 
General Medical Council, may, at the discretion of the 
Council, be admitted to the Examination. 

Candidates are examined in Surgery, Clinical Surgery, 
Operative Surgery on the subject, Surgical Appliances, 
and Ophthalmic Surgery. 

Diploma in Midwifery. — A diploma in Midwifery is 
granted after examination to persons possessing a registrable 
qualification. 

lelUnvship Examinations .—Candidates for the Fellowship 
shall make application to the President and Council to be 
admitted to examination. They are required to pass two 
examinations—Primary and Final. Candidates may present 
themselves for the Final Examination immediately after 
passing the Primary part, provided they have complied with 
the necessary regulations. The subjects for the Primary 
Examination are (a) Anatomy, including Dissections ; and 
(ft) Physiology and Histology. The subjects for the Final 
Examination are Surgery, including Surgical Anatomy and 
Pathology. For admission to the Final Examination the 
candidate must have passed the Primary Examination, and 
must be a Licentiate or Graduate in Surgery of a university 
or licensing body recognised by the General Medical Council; 
all such candidates must not be less than 25 years of age. 

Further particulars as to fees and conditions of examina¬ 
tion can be obtained from the Registrar of the College, 
Stephen’s-green, West Dublin. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 
AND ROYAL COLLEGE OF SURGEONS IN 
IRELAND. 

Every candidate for the Conjoint Examinations of the 
Colleges shall produce evidence of having before entering 
on medical studies passed a Preliminary Examination in 
general education recognised by the Royal Colleges. Each 
candidate before receiving his diplomas must produce a 
registrar’s certificate or other satisfactory evidence that he 
has attained the age of 21 years. 

Preliminary Examination. —The subjects for examination 
are identical with those prescribed for the Preliminary 
Examination by the General Council of Medical Education 
and Registration. 

Professional Examinations .—Every candidate must pass 
four Professional Examinations—at the end of the first, 
second, third, and fifth years respectively of his professional 
studies. No candidate shall be admitted to the Final or 
Qualifying Examination within three months of his 
rejection at the Final or Qualifying Examination by any 
other licensing body. 

First Professional Examination. —Every candidate is 
required, before admission to the First Professional Exa¬ 
mination, to produce evidence—(1) of having passed in the 
subjects of the Preliminary Examination ; and (2) of having 
attended a course of— (a) lectures on Theoretical Chemistry, 
six months; (ft) Practical Chemistry, three months; ( 0 ) 
Biology, three months ; and ( d ) Physics. 
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The subjects of the First Professional Examination are the 
following:—1. (a) Chemistry ; ( b ) Physics. 2. Biology. 
The fee for this examination is £15 15*. 

Second Professional Examination. —Candidates are not 
admissible to this examination till they have passed in the 
subjects of the First Professional Examination, and they must 
produce evidence of having attended ( a ) anatomical dissec¬ 
tions, six months ; and Lectures on ( b ) Anatomy, six 
months ; (c) Physiology, six months ; ( d ) Practical Physio¬ 
logy and Histology, three months. 

The subjects of the Second Professional Examination are 
the following(1) Anatomy; and (2) Physiology and 
Histology. The fee for this examination is £10 10*. 

Ihird Professional Examination .—Every candidate is 
required, before admission to the Third Professional Examina¬ 
tion, to produce evidence of having passed the Second 
Professional Examination, and certificates of having attended 
courses of instruction in ( a ) the practice of a medico- 
chirurgical hospital for nine months; (h) Pathology— 

(1) Systematic, (2) Practical, three months each; 
(o) Materia Medica, Pharmacy, and Therapeutics, three 
months; (d) Forensic Medicine and Public Health, three 
months. The subjects for the Third Professional Examina¬ 
tion are the following :—(1) Pathology ; (2) Materia 
Medica, Pharmacy, and Therapeutics; (3) Public Health and 
Forensic Medicine. The fee for this examination is £9 9*. 

Final Professional Examination .—Before admission to the 
Final Examination candidates must have passed the Third 
Professional Examination and produced evidence of having 
attended in Division I. the practice of a medico-chirurgical 
hospital for two periods of nine months each (unless 
6uch evidence has been previously produced for admis¬ 
sion in Division II.); the practice of a recognised fever 
hospital or the fever wards of a recognised clinical 
hospital, three months ; clinical instruction in Mental 
Diseases, one month (12 attendances); lectures on Medi¬ 
cine, six months at a recognised medical school; of 
having performed the duties of medical clinical clerk in a 
recognised hospital for three months ; of having attended a 
course of instruction in post-mortem examinations and 
demonstrations during one session. In Division II. of having 
attended the practice of a medico-chirurgical hospital for 
two periods of nine months each (unless such evidence 
has been previously produced for admission to Division I.); 
clinical instruction in Ophthalmic and Aural Surgery, three 
months ; lectures on Surgery, six months at a recognised 
medical school ; instruction in Operative Surgery, three 
months at a recognised medical school; of having performed 
the duties of surgical dresser in a recognised hospital for 
three months; of having attended a course of instruction 
in the practical administration of general anaesthetics. 
In Division III. of having attended a midwifery hospital 
or maternity and having been present at 20 labours, six 
months; instruction on vaccination, six attendances to be 
certified by a public vaccinator ; lectures on midwifery (in¬ 
cluding diseases peculiar to women and to new-born children), 
six months at a recognised medical school. Candidates are 
recommended to present themselves in all the subjects of 
the Final Examination at one time, but a candidate at 
or after the end of the fourth year may present himself 
in any one of the Divisions I., II., or III., provided he has 
completed his curriculum as far as concerns the division in 
which he presents himself. The examination in at least one 
of the divisions must be deferred till the end of the fifth year. 

The subjects of the Final Examination are: (1) Medicine, 
including Fevers, Mental Diseases, and Diseases of Children ; 

(2) Surgery, Operative and Ophthalmic; and (3) Midwifery and 
Gynaecology, Vaccination, and Diseases of New-born Children. 
The fee is £6 6*. Further particulars can be obtained from 
Alfred Miller, the Secretary of the Committee of Management, 
Royal College of Surgeons, Stephen’s-green, Dublin. 


Royal College of Surgeons in Ireland (Schools 
of Surgery). —The schools of surgery are attached by 
Charter to the Royal College of Surgeons and have 
existed as a department of the College for over a century. 
They are carried on within the College buildings and are 
specially subject to the supervision and control of the 
Council, who are empowered to appoint and remove the 
professors and to regulate the methods of teaching pursued. 
The buildings have been reconstructed, the capacity of the 
diisecting-room nearly trebled, and special pathological, 


bacteriological, public health, and pharmaceutical labora¬ 
tories fitted with the most approved appliances in order that 
students may have the advantage of the most modern 
methods of instruction. There are special rooms set 
apart for lady students. The entire building is heated by 
hot-water pipes and lighted throughout by the electric light. 
Winter Session commences in October ; Summer Session 
in April. Scholarships and Prizes : Carmichael Scholarship, 
£15 ; Mayne Scholarship, £8 ; Stoney Memorial gold medal; 
Operative Surgery, gold and silver medals ; Barker Prize, 
£265*. ; H. Macnaughton-Jones gold medal ; and class prizes 
and medals. Prospectuses and guide for medical students can 
be obtained post free on written application to the Registrar, 
Royal College of Surgeons, Stephen’s-green, W., Dublin. 


APOTHECARIES’ HALL OF IRELAND. 

The Licence of this Hall is granted to students who 
present certificates of having fully completed the course of 
study as laid down in the curriculum and who pass the 
necessary examinations. The diploma of the Apothecaries’ 
Hall of Ireland entitles the holder to be registered as a prac¬ 
titioner in medicine, surgery, and midwifery, with also the 
privileges of the Apothecary’s Licence. There are three 
professional examinations, the total fees for which amount to 
30 guineas. Women are eligible for the diploma. 

There are four examinations—primary, intermediate, 
Parts I. and II., and final. They are held three times a year, 
iu March, June, and December. The primary examination 
comprises biology, physics, theoretical and practical chemistry 
(with an examination at the bench). Candidates holding 
a Pharmaceutical licence are exempt from this subject. 
Intermediate, Part I., Anatomy and Physiology. Inter¬ 
mediate. Part II., Pathology, Medical Jurisprudence, and 
Materia Medica and Pharmacy. The intermediate examina¬ 
tion comprises anatomy of the whole body (including practical 
dissections), physiology, practical histology, and materia 
medica. The final examination comprises medicine, surgery, 
and midwifery. 

Each candidate before receiving his diploma must produce 
evidence that he has attained the age of 21 years. The 
details of the course of education required and syllabus of 
the examinations will be supplied on application to the 
Registrar at 40, Mary-street, Dublin. 


HOSPITALS AFFORDING PRACTICE RECOGNISED 
BY THE IRISH UNIVERSITIES AND 
CORPORATIONS.' 

Adelaide Hospital, Peter-street, Dublin.—Fee for nine 
months’ hospital attendance, £12 12*. ; six months, £8 8*. 
Summer, three months, £5 5*. Two resident surgeons are 
elected yearly and four resident pupils half-yearly. At the 
termination of the session prizes in Clinical Medicine and 
Surgery and in Dermatology will be awarded. 

Hudson Scholarship .—In addition to the junior prizes the 
Hudson Scholarship, £30 and a gold medal, as well as a 
prize of £10, together with a silver medal, will be awarded 
at the end of the session for proficiency in medicine, surgery, 
gynaecology, and pathology. 

The certificates of attendance are recognised by all the 
Universities and licensing bodies in the United Kingdom. 
Further particulars may be obtained from Dr. H. Bewley. 

Coombe Lying-in Hospital and Guinness Dispensary 
for the Treatment of Diseases Peculiar to Women, 
Dublin.—This hospital contains nearly 70 beds and 
consists of two divisions, one of which is devoted to lying-in 
cases and the other to the treatment of diseases peculiar 
to women. The practice of this hospital is one of the 
largest in Ireland. Lectures are delivered, practical in¬ 
struction given, and gynecological operations are per¬ 
formed in the theatres daily. There is a general dispensary 
held daily, at which instruction is given on the Diseases of 
Women and Children. There is a special afternoon dis¬ 
pensary held by the Master and his assistants, at which 
practical instruction in gynaecology is given. There is no extra 
charge for attendance at this dispensary. There is accom¬ 
modation for intern pupils who enjoy exceptional advantages 

i This list of the institutions recognised by the Conjoint Board of 
Ireland is supplemented in the regulations of the College* by those 
hospitals mentioned as recognised institutions in Scotland and England. 
The recognised facilities for clinical instruction in Belfast, Cork, and 
Galway have been described in connexion with the Belfast and National 
Universities. 
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of acquiring a thorough knowledge of this branch of their 
profession. Lady medical students can reside in the 
hospital. The residents’quarters are comfortable. Clinical 
assistants are appointed from amongst the pupils as vacancies 
occur. Certificates of attendance at this hospital are accepted 
by all licensing bodies. Fees : Extern pupils for full course 
of six months, £8 8s. ; three months, £4 4s. Intern pupils, 
one month, £4 4s. ; each consecutive month, £3 3s. ; six 
months, £18 18s. ; board and lodging in the hospital, 25s. 
per week. Lady students, intern, one month, £4 4s. ; each 
consecutive month, £3 3s. Registration fee, in advance, 
10s. 6d. Students can enter for attendance at any time, 
but preference is given to those entering from the first day 
of the month. Further particulars may be had on applica¬ 
tion to the Master or the Registrar at the hospital. 

Sir Patrick Dun’s Hospital, Grand Canal-street, 
Dublin. — Classes both in Medicine and Surgery are held each 
morning from 9 o’clock from Oct. 1st till the end of June. 
Special classes for junior students will be held in the wards 
during the months of October, November, and December. 
A Resident Surgeon, with salary, is appointed annually. Six 
Resident Pupils are appointed each half-year. Six Surgical 
Dressers and six Clinical Clerks are appointed each month. 
There are facilities for women students. 

Prizes and Medals. — Clinical medals and prizes amounting 
to about £15 each will be awarded in Medicine and in Surgery 
respectively in accordance with the will of the late Rev. 
Samuel Haughton, M.D., S.F.T.C.D. Candidates who fail 
to obtain these medals and prizes will be awarded special 
certificates in Medicine and in Surgery provided they show 
sufficient merit. 

Fees. — Winter and summer session, £12 12 s. ; winter 
session (six months), £8 8s. ; and summer session (three 
months), £5 5s. Special certificate in anaesthetics, 
£11*. The practice of this hospital is open to all students, 
and the certificates are recognised by Dublin University, the 
National University and Royal Colleges of Surgeons of 
England, Ireland, and Scotland. 

Further information will be supplied by the Hon. 
Secretary to the Medical Board, Dr. C. M. Benson. 

Jervis-street Hospital, Dublin. — Founded 1718 ; re¬ 
built 1886. 130 beds. A new out-patient department has been 
completed and contains all modern requirements. Secretary: 
Mr. Ivieran O’Dea. 

Mater Misericordi^e Hospital, Dublin.—This hospital, 
the largest in Ireland, containing 345 beds, is open at all 
hours for the reception of accidents and urgent cases. Clinical 
instruction will be given by the Physicians and Surgeons 
at 9 A.M. daily. Ophthalmic Surgery will be taught in the 
Special Wards and in the Dispensary. Surgical Opera¬ 
tions will be performed daily. Connected with the hos¬ 
pital are extensive Dispensaries, which afford valuable 
opportunities for the study of general Medical and Sur¬ 
gical Diseases, and Accidents. Instruction will be given 
on Pathology and Bacteriology. Three House Physicians, 
six House Surgeons, and 16 resident pupils will be elected 
annually. Dressers and Clinical Clerks will also be appointed, 
and certificates will be given to those who perform their 
duties to the satisfaction of the staff. Leonard Prizes 
will be offered for competition annually. For further 
particulars see prospectus. Certificates of attendance 
upon this hospital are recognised by all the Universities 
and licensing bodies in the United Kingdom. A Private 
Hospital has been opened for the reception of Medical and 
Surgical cases. A Training School and a Home for Trained 
Nurses have been opened in connexion with the Hospital. 

Terms of attendance. — Nine months, £12 12 s. ; six winter 
months, £8 8*. ; three summer months, £5 5s. Entries can 
be made with any of the physicians or surgeons, or with the 
Registrar, Dr. Martin Dempsey, 35, Merrion-square. A 
prospectus containing in detail the arrangements for Clinical 
Instruction, Prizes, &c., may be obtained from the Secretary, 
Medical Board, Mr. A. Blayney, 15, Merrion-square. 

Meath Hospital and County Dublin Infirmary. — 
This hospital was founded in 1753 and now contains 166 beds 
available for clinical teaching. A building containing 40 beds 
for the isolated treatment of fevers is attached to the hospital. 
The certificates of this hospital are recognised by all the uni¬ 
versities and licensing bodies of the United Kingdom. Six 
Medical Clinical Clerks and 12 Surgical Resident Pupils and 
Dressers are appointed every six months, and House Surgeons 


and Clinical Assistants are elected annually. A prospectus 
giving the complete arrangements for the coming session may 
be obtained from the Honorary Treasurer of the Medical 
Board, Sir L. H. Ormsby, 92, Merrion-square, Dublin. 

Mercer’s Hospital. —This hospital, founded in 1734, is 
situated in the centre of Dublin, in the immediate vicinity 
of the Schools of Surgery of the Royal College of Surgeons, 
the Catholic University School of Medicine, and within five 
minutes’ walk of Trinity College. It contains 120 beds for 
medical and surgical cases, and arrangements have been 
made with the medical officers of Cork-street Fever Hospital 
whereby all students of this hospital are entitled to attend 
the clinical instruction of that institution and become 
eligible for the posts of Resident Pupil, &c. There is a large 
dispensary for out-patients. Students of the hospital are 
permitted to attend the gynaecological department, where 
they receive practical instruction. There are special wards 
for the treatment and study of children’s diseases. During 
the past few years the hospital has undergone extensive 
alterations in order to bring it up to modem requirements. 

Appointments .—A House Surgeon is appointed annually. 
There are Five Resident Pupils, and Clinical Clerks and 
Dressers are appointed monthly from amongst the most 
deserving members of the class. Women students are admitted. 

Fees. —Winter, six months, £8 8$. ; Summer, three months, 
£5 5*. ; nine months, £12 12*. 

For further particulars apply to Dr. Bethel Solomons, 
Hon. Sec., Medical Board, 42, Fitzwilliam-square, Dublin. 

National Maternity Hospital, Holles-street, Dublin.— 
Established 1894. Masters: Sir Andrew J. Home and 
Dr. R. J. White. The Hospital consists of an Intern 
and Extern Maternity. 1000 cases are annually admitted. 
The large number of cases at the hospital give great 
opportunities for practical work. Arrangements are made 
for post-graduate and special courses. Certificates of 
attendance at the hospital are recognised by all the licensing 
bodies. For further particulars apply to the Masters. 

Richmond, Whitworth, and Hardwicke Hospitals, 
North Brunswick-street, Dublin.—These hospitals contain 
317 beds—130 for Surgical cases, 70 for Medical cases, 
77 for Fever and other Epidemic Diseases, and an Auxiliary 
Wing of 40 beds for sick soldiers. A Resident Phy¬ 
sician and a Resident Surgeon are appointed each half 
year and are paid for their services. 12 Resident Clinical 
Clerks are appointed each quarter and provided with 
furnished apartments, fuel, &c. These appointments arc 
open not only to advanced Students but also to those who 
are qualified in Medicine and Surgery. The Dressers are 
selected from among the best qualified of the pupils without 
the payment of any additional fee. Women students are 
eligible for election as residents and special apartments 
are reserved for their use. For prospectuses apply 
to Mr. Adams McConnell, F.R.C.S.I., Hon. Secretary, 
69. Fitzwilliam-square, Dublin. 

Rotunda Hospital, Dublin.—This institution is the 
largest combined gynaecological and maternity hospital in 
the British Empire. Nearly 4000 confinements attended 
annually. Students can take out their necessary gynaeco¬ 
logical and midwifery practical courses. Appointments open 
to qualified practitioners as Assistant to the Master and 
Extern Assistants. Women students can reside in the 
hospital on terms similar to those for men. For further 
particulars apply to the Master. 

Royal City of Dublin Hospital.— Founded 1832; 
enlarged 1851; rebuilt 1893. 150 beds. Secretary: Mr. 

Edw. B. Armstrong. 

Royal Victoria Eye and Ear Hospital, Dublin.— 
Established 1844. Incorporated 1897. 102 beds. In-patients, 
1527 ; out-patients, 9236. Two house surgeons appointed 
annually. 

Dr. Steevens’ Hospital, Dublin. — Established 1720. 
250 beds. Patients, 1581. Secretary : Mr. R. J. Ogden. 

St. Vincent’s Hospital and Dispensary, Dublin.—Estab¬ 
lished 1834. 160 beds. 


We have received from the Deans and Secretaries 
of the various centres the corrected lists of the teachers at the 
schools and of the medical staffs of the hospitals at which 
clinical education is being carried on. We take the oppor 
tunity of thanking these officers for their valuable coopera¬ 
tion, as it enables us to keep the lists revised for reference 
and future issue. 
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THE COLONIAL MEDICAL SERVICE. 

In the self-governing dominions, Canada, Australia, New 
Zealand, the Union of South Africa, and Newfoundland, 
medical appointments are made concerning which informa¬ 
tion can be obtained from the High Commissioners or 
Agents-General in London; appointments in Egypt and 
the Soudan are regulated from the Foreign Office ; in Aden 
and adjacent territories the appointments are under the 
control of the Government of Bombay; in Rhodesia the 
appointments are made by the British South Africa 
Company, London Wall Buildings, E.C. ; in North Borneo 
application should be made to the British North Borneo 
Company, 37, Threadneedle-street, E.C., for appointments; 
and those in Sarawak are in the hands of H.H. the Rajah. 

But in addition to all these there are a large number 
of important posts under the patronage of the Secretary 
of State for the Colonies. These concern East Africa 
<the East Africa, Uganda, Nyasaland, Somaliland, and 
Zanzibar Protectorates); Eastern (Ceylon, the Straits 
Settlements, and Federated Malay States, Hong-Kong, 
Weihaiwei, Mauritius, and Seychelles); West India 
(British Guiana, Jamaica, Trinidad, the Windward Islands, 
the Leeward Islands, Barbados, British Honduras, and the 
Bahamas); Fiji and the Western Pacific, Cyprus, Malta, 
Gibraltar, St. Helena, Bermuda, and the Falkland Islands ; 
and West Africa (Nigeria, the Gold Coast, Sierra Leone, 
and the Gambia). As a general rule, each Colony or Pro¬ 
tectorate has its own public service distinct from that of 
every other, and it is usually only the higher officers who are 
transferred by the Secretary of State from one Colony to 
another ; but there are two exceptions to this rule. The 
West African Medical Staff, which serves Nigeria, the Gold 
Coast, Sierra Leone, and the Gambia, form one service, and 
in practice the medical services of the Straits Settlements 
and the Federated Malay States may be regarded as one, as 
the officers may be and frequently are transferred from the 
Colony to the States, or vice verm. In Ceylon, Mauritius, 
Jamaica, Barbados, the Bahamas, and Bermuda vacancies 
are almost always filled locally by the appointment of 
qualified t native candidates, or—in the case of some of the 
higher posts—by transfer from other Colonies. Appoint¬ 
ments in Malta are all filled locally. Vacancies in the Hong- 
Kong Medical Department are generally filled by transfer 
from other Colonies. In most cases the duties of a colonial 
medical officer are of a very general character, including 
medical, surgical, and often public health work. It is only 
occasionally that a specialist is required. All applicants 
must be between the ages of 33 and 35, but in the case of 
East Africa, Uganda, Nyasaland, Somaliland, and Zanzibar 
preference will be given to candidates who are over 25 years 
of age, while in the case of Fiji and the Western Pacific 
preference will be given to candidates who are under 30. 
Candidates must be doubly qualified, and the choice will 
usually fall, other things being equal, on those who have held 
hospital appointments. Before being definitely appointed 
candidates will be medically examined by one of the con¬ 
sulting physicians of the Colonial Office: Sir J. Rose 
Bradford, K.C.M.G., 8, Manchester-square, London, W. ; 
Sir J. Hawtrey Benson, 57, Fitzwilliam-square, Dublin ; 
Lieutenant-Colonel J. Arnott, I.M.S., 8, Rotliesay-place, 
Edinburgh; and W. T. Prout, Esq., C.M.G., 14, Rodney- 
street, Liverpool. 

East African Protectorate *.—Medical Officers in the East Africa. 
Uganda, Nyasaland, Somaliland, and Zanzibar Protectorates are 
appointed on probation in the first instance for three years, at the end 
of which period their appointments are made permanent if their 
service has been satisfactory, but special arrangements are now in force 
in Uganda. The salary of a Medical Officer during probation is £400 
per annum fixed, but as soon as he has been confirmed in the permanent 
appointment his salary rises by annual increments of £20 to £500 per 
annum. There are 17 appointments of this nature in the East Africa 
Protectorate, 18 in Uganda, 11 In Nyasaland, 5 in Zanzibar, and 3 in 
Somaliland. In the East Africa Protectorate there are certain special 
appointments—viz., Deputy Principal Medical Officer (£600-25-700 
and £60 duty allowance). Bacteriologist (£600-25-700), Assistant 
Pathologist and Assistant Bacteriologist (£400). two Senior Medical 
Officers (£500-25-600 with £50 duty allowance). Analyst (£400-20-450). 
Chief Sanitation Officer (£600-25-700 and £60 duty allowance), and 
three Medical Officers of Health (one at £500-25-600 with £50 duty 
allowance, and two at £400-20-500 with £40 duty allowance). In 
Uganda there is a Deputy Principal Medical Officer (£500-25-600 and 
*50 duty allowance), a Bacteriologist (£500 and £50 duty allowance), a 
Officer (£500-25-600 and £50 duty allowance), two Senior 
Medical Officers with the same emoluments, and a Medical Officer of 
(£400—25—500 and £40 dutv allowance). In Zanzibar there is a 
Medical Officer of Health (£500-25-600, duty allowance £50) and an 


Assistant (£400-20-500). The salary attached to the appointment of 
Principal Medical Officer in the East Africa Protectorate is £700 per 
annum rising to £900 per annum by annual increments of £25, and 
duty allowance £70. In Uganda the salary of the Principal Medical 
Officer is £700 per annum, rising to £800 per annum by annual incre¬ 
ments of £25, with duty allowance £70; and in Nyasaland and Zanzibar 
£600 per annum, rising to £700 bv annual increments of £25. Medical 
Officers are permitted to take private practice on the understanding 
that they give precedence to their official duties. There are also at present 
in Uganda certain temporary Medical Officers whose appointments (at 
a salary of £400 a year) have been created In.onWr to cope with the 
work in connexion with special measures to control sleeping sickness, 
venereal disease, and plague. A candidate for the Uganda service will 
in general be offered one of these temporary appointments In the first 
Instance and will be considered for absorption, if he wishes, when an 
opportunity occurs, provided that his service is approved. Temporary 
Medical Officers are engaged for three years, and free passages are 
provided. If a temporary Medical Officer is subsequently appointed to 
the permanent staff of the Protectorate in which he has been employed 
on a temporary footing bis temporary service will ultimately be 
reckoned for pension. 

Strait* Settlement*. 1 — Medical Officers are appointed as House 
Surgeons or Assistant Health Officers at a salary of £350. After one 
year’s satisfactory service House Surgeons are appointed Medical 
Officers with salary rising from £400 to £600. Above this class there 
are nine senior appointments carrying salaries ranging from £600 
(rising to £720) to £750 (rising to £900). The Principal Civil Medical 
Officer receives £1050, rising to £12C0. Duty allowances are attached 
to all appointments and free quarters, or an additional allowance in 
lieu thereof, are given to House Surgeons. The authorised establish¬ 
ment is at present 32 officers. 

Federated Malay State*. 1 — Appointments are graded as follows:— 
Principal Medical Officer, £1050 to £1200; Senior Medical Officer, 
Perak, £750, rising to £900; Senior Medical Officer, Selangor, £800, 
rising to £1000; seven Medical Officers. Grade I., £600, by £20 annually 
to £720; 18 Medical Officers, Grade II., £350, and after one year’s satis¬ 
factory service £400, rising to £600, with free furnished quarters, 
without private practice. A Medical Officer is attached to the Regi¬ 
ment of Malay States Guides, his sslary being £360 to £480. The 
Senior Medical Officers in Perak and Selangor and the two Grade I. 
Medical Officers in charge of Negri Sembilan and Pahang are allowed 
consulting practice only. Other Medical Officers are prohibited from 
private practice except In very special cases where the Chief Secretary 
is satisfied that, owing to the absence of private practitioners, it is 
absolutely necessary to allow the Government Medical Officer to attend 
to private patients. The posts of Medical Officer, Grade II., in the 
Federated Malay States and the corresponding appointments in the 
Straits Settlements are tilled by the promotion of officers who have 
entered the service as House Surgeons. A non-pensionable allowance, 
varying with the appointment, is attached to all medical posts in the 
Straits Settlements and Federated Malay States. In the case of House 
Surgeons the allowance is at the rate of £40 a year. 

Seychelles.— There are four medical appointments. The Government 
Medical Officer receives Rs.4500. The Assistant Government Medical 
Officers receive Rs.3000. The holders of these latter appointments have 
free quarters. Private practice is allowed. 

Weihaiwei.— There are two non-pensionable Medical Officers on £300. 
rising to £400, with free quarters. 

British Guiana.— There are 35 appointments. Candidates must have 
held for at least six months a resident medical appointment in some 
public institution. Officers are appointed on two years’ probation as 
assistant medical officers, and are paid a salary at the rate of £300 per 
annum, with quarters, without the right to private practice. The per¬ 
manent staff, to which officers may be appointed at the expiration 
of the probationary period, includes the following appointments: 
Surgeon-General, £900, with travellingexpensesand consulting practice ; 
Bacteriologist and Pathologist, £300 to £600; two Medical Officers at 
£600 to £700 ; 12 Medical Officers at £500 to £600 and 12 Medical Officers 
at £400 to £500 ; and five Medical Officers at £300 to £400; two at £300. 
Officers, on the completion of two years’ service in the fixed £300 class, 
automatically rise to the £30G-£400 class. Medical officers appointed 
to districts receive travelling allowances varying w ith the nature of the 
district. They are also allowed private practice. Medical Officers 
attached to public institutions are, in general, allowed free quarters. A 
deduction of 4 per cent, is made from their salaries for the payment, 
of the premiums on an insurance of the officer's life for the benefit of 
the widow or orphans. 

Trinidad and Tobago.— In Trinidad and Tobago there are over 40 
appointments. Officers are appointed in the first instance on two 
years' probation as supernumeraries and are eligible for appointment 
as Government Medical Officers at the end of this period. Applicants 
must be unmarried and must remain unmarried whilst supernumerary 
Medical Officers. Supernumeraries receive a salary of £250 per annum 
with furnished quarters, and are usually attached to the Government 
hospital. Government Medical Officers receive salary at the rate of 
£250 per annum with quinquennial increments of £50 accruing from 
the date of first appointment as supernumerary Medical Officers. Most 
are employed as District Medical Officers, with private practice, a 
residence or a rent allowance of £50, a horse allowance, except in one 
district, and in some cases other allowances for institution work. All 
officers are required to contribute 4 per cent, of their salaries towards 
the pensions of the widows and orphans of public officers. 

Windward Islands (Grenada, St. Lucia, St. Vincent).—The 25 
appointments are, with few exceptions, district appointments with 
the right to private practice attached ; the salaries paid by Government 
vary from £250 to £350, with allowances in certain cases. The 
Governor has the power to transfer a medical officer from one island to 
another at his discretion. The appointments are pensionable. 

Leeward Inlands (Antigua, St. Christopher and Nevis, Dominica. 
Montserrat, Virgin Islands).—The 24 appointments are of the same 
nature as in the Windward Islands, but are not pensionable. An 
officer when first sent out is not appointed to a particular Island but to 
the service of the Leeward Islands, with a salary of £250, and the 
Governor decides as to the district which is to be allotted to him. In 


1 In the Straits Settlements and Federated Malay States all perma, 
nent Government servants are required to contribute 4 per cent, of 
their salaries towards the provision of pensions for the widows and 
orphans of public officers. 
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certain districts he may be required to perform magisterial duties. The 
medical officers receive fees for successful vaccinations, post-mortem 
examinations, attendance and giving evidence at courts of justice, 
certificates of lunacy, and, In the larger islands, for burial certificates. 
They are also, as a rule, allowed private practice. 

British Honduras.— There are seven medical appointments (besides 
the principal post of Colonial Surgeon) each carrying a salary of $1701 
per annum. Unless they already possess a Diploma of Public Health, 
medical officers are liable to be required before they join the colony to 
undergo a course of instruction at a laboratory of public health ox 
analogous institution. The dollar = about 4s. 2d. 

Fiji and the Western Pacilic.— In Fiji the Government Medical 
Officers receive a salary of £35t), rising by annual increments of £25 to 
£500, with partly furnished quarters, ora house allowance of £50. In 
some districts a medical officer is also a magistrate with a combined 
salary of £500, rising to £600, with free quarters. They are allowed 
private practice, so far as Is consistent with the proper discharge of 
their duty to the Government, but In most districts the private practice 
is very small. They are required either to take charge of hospitals or 
of districts, at the discretion of the authorities. The posts are 
pensionable. There are at present 15 Medical Officers, in addition 
to a Chief Medical Officer (£700 a year, rising to £800). The medical 
services of Fiji and the Western Pacific are interchangeable While 
serving in the Western Pacific Protectorates their duties may be of a 
quasi-magisterial nature, and they draw an extra non-pensionable 
allowance of £50 per annum. 

Cyprus.— There is a Chief Medical Officer paid at the rate of £500 per 
annum, and three District Medical Officers paid at the rate of £275 per 
annum, all enjoying private practice (except the Chief Medical Officer, 
who is allowed consulting practice only) and receiving 2s. per diem 
forage allowance ; these are the only medical appointments in the 
island which are open to English candidates. 

Gibraltar.— There is a surgeon of the Colonial Hospital receiving 
£400 with fuel and light allowances, and private practice. He also 
receives £50 for medical examination of school children. There arc 
also two Assistant Sturgeons with a salary of £350 per annum, w’ho are 
allowed private consulting practice only. Free quarters, unfurnished, 
are provided for all three officers. 

St. Helena.— The Colonial Surgeon at present receives £270 per annum 
£20 fees as Health Officer, and £27 horse allowance. Private practice 
is allowed. The Assistant Colonial Surgeon receives £350 a year and a 
horse, with forage allowance: but no private practice is allowed without 
special permission. 

Falkland Islands.— There are two appointments. The Colonial 
Surgeon is paid at the rate of £350 per annum, with £25 as Health 
Officer. The Assistant Colonial Surgeon is paid at the rate of £400 per 
annum without quarters. Part of the salary is provided from private 
sources. Private practice is allowed to the Colonial Surgeon, and to a 
lesser extent to the Assistant Colonial Surgeon. 

Leave and Passages.— In the East African Protectorates leave of 
absence on full salary is granted In the normal case after a tour of 
residential service (of not less than 20 nor more than 30 months) to an 
amount of five days for each completed month of residence (or 2£ days 
wnen for any reason the officer Is not returning to East Africa) exclusive 
of the periods of the voyages to and fro. Officers serving in Uganda, 
Zanzibar, or in certain stations in the East Africa and Nyasaland Pro¬ 
tectorates are allowed six or three days’ leave respectively in respect 
of each month of service. In Somaliland special leave regulations 
exist which provide for an officer taking leave approximately every 
year. Free first-class passages are provided for the officer only. In 
the Malay Peninsula two months’ leave of absence with full salary may 
be granted In respect of each year’s service, and this leave may be 
accumulated up to a maximum of eight months. Additional leave 
on half pay may be granted on special grounds. If an officer on the 
occasion of his fir.-d leave is in receipt of a pensionable salary of less 
than £500 a year, he is granted a free return passage to the United 
Kingdom. In Hong-Kong leave of absence on half salary may be 
granted after 4£ years’ service, and a portion of such leave may be 
commuted, if the Governor agrees, for half the amount on full pay. 
Leave of absence in excessof 10 months at a time will not be granted, but 
an extension may be allowed for ill-health or very urgent private affairs. 

Subject to the necessities of the service, leave of absence on half 
salary may be granted to officers in other Colonies outside tropical 
Africa after a period of six years' resident service without any special 
grounds. Officers of the Fiji and Western Pacific service proposing to 
spend their leave In Europe may receive a grant in aid of passage 
expenses of £60. Leave may be given before the expiration of the due 
period in case of serious Indisposition, or of urgent private affairs. In 
the absence of special grounds, the leave must not exceed one-sixth of 
the officer’s resident service; on special grounds it may exceed that 
period by six months. In addition to the above, vacation leave on 
full pay may be granted, if no inconvenience or expense is caused 
thereby, not exceeding three months in any two years. In the case of 
Fiji and the Western Pacific and the Falkland Islands, 4£ months’ 
leave may be granted in any three years. 

On first appointment an officer whose salary and fees together do not 
exceed £500 a year will, except in the case of a few Colonies possessing 
Representative Assemblies, be provided by the Crow-n Agents for the 
Colonies with free passages to the Colony for himself and his wife 
and children, if any, not exceeding four persons besides himself. The 
officer so appointed will be required to execute an agreement binding 
him to repay the cost of the passage or passages so obtained in the 
event of his leaving the Government service within three years. This 
rule applies also to officers appointed to the Malay Peninsula and 
Hong-Kong. An officer taking leave out of the Colony has to provide 
his own passages. 

Pensions.— Officers on the pensionable establishment in the East 
African Protectorates are at liberty to retire on attaining the age of 
50 years. Earlier retirement in the event of ill-health is also provided 
for. Pensions are computed on the scale of one-sixtieth of the average 
annual salary of the retiring officer’s fixed appointments for three years 
prior to retirement, but for purposes of calculating pensions two years’ 
service is reckoned as service for three years. In most of the other 
Colonies an officer holding a pensionable appointment may be allowed 
in the case of ill-health to retire on a pension after ten full years’ 
resident service; otherwise he must have attained the age of 55. For 
ten full years’ resident service fifteen-sixtieths of the average annual 
salary of the retiring officer’s fixed appointments for three years prior 
to retirement may be awarded, to which one-sixtieth may be added for 
each additional year’s service ; but no addition will be made in respect 

of any service beyond 35 years. For pension purposes absence on 
vacation leave counts as full service, and leave on half pay as half 
service. In a few cases the retiring age is 60, and the pension after ten 
years’ service is ten-sixtieths Instead of fifteen. 

West African Medical Staff. 

The medical services of the West African Colonies and Protectorates 
— namelv, the Gambia, Sierra Leone, the Gold Coast (including Ashanti 
and the Northern Territories), and Nigeria—form 6ne service under the 
above name. All the medical officers for the service are selected by the 

Secretary of State for the Colonies, and are on one list for employment 
and promotion. As in other Colonies, applicants must be between 

23 and 35 years of age and possess a double qualification, but preference 
is given to those over 25. The higher grades are usually filled by 
promotion from the low'er. ( 

The grades and emoluments of officers of the staff are as follows 

Tne Director of the Medical and Sanitary Service in Nigeria receives 
a salary of £1400 a year, with a duty allowance at the rate of £280 a year. 

Principal Medical Officer: The Principal Medical Officers receive 
salaries as follows: In the Gold Coast and the Southern Provinces of 

Nigeria £1200 a year, w itb a duty allowance at the rate of £240 a year. 

In Nigeria (Northern Provinces), £1100 a year. with a duty allowance 
at the rate of £220 a year. In Sierra Leone, £1000 a year, with a duty 
allowance at the rate of £200 a year. There is no Principal Medical 

Officer in the Gambia. 

Deputy Principal Medical Officer: There arc four appointments of 
this grade, three in Nigeria and one in the Gold Coast. Salaiy at the 
rate of £900 a year, rising by annual increments of £25 to £1000 a year, 
is attached to these appointments, together with a duty allowance at 
the rate of £180 a year. t . 

Senior Sanitary Officer : There arc four appointments of this grade, 
two In Nigeria, one in the Gold Coast, and one in Sierra Leone. Salary 
at the rate of £900 a year, rising by annual increments of £25 to £1000 
a year (in Sierra Leone to £950 only), is attached to these appointments, 
together with a duty allowance at the rate of £180 a year. 

Provincial Medical Officer: There are seven appointments bearing this 
title (foui in Nigeria, two In the Gold Coast, and one in Sierra Leone), 
with salary at the rate of £800 a year, rising by annual increments of 
£25 to £900 a year, and duty allowance at the rate of £160 a year. 

Senior Medical Officer: There are 20 appointments of this grade, 
with salary at the rate of £600 a year, rising by annual incremenls of 
£25 to £750 a vear, and a duty allowance at the rate of £120 a year. 

The Senior Medical Officer of the Gambia drawsstaff pay attherate of 
£120 a year, in addition to duty pay, but is not allowed private practice 

Sanitary Officer: There are seven appointments of this grade, with 
salary at the rate of £700 a year, rising by annual increments of £25 to 
£800 a year, and a duty allowance at the rate of £140 a year. 

Medical Officer: The salary attached to this grade is at the rate af 
£400 a year, rising by annual increments of £20 to £500 a year, with 
duty allowance at the rate of £80 a year Medical Officers who have 
served for five years and are recommended for a higher rate of salary 
are required to take a special course of study for three months. If 
they oDtain satisfactory certificates at the end of the course they are 
placed, on competing six years' service, on a scale of salary at the rate a 

of £525 a year, rising by annual increments of £25 to £600 a year, with 
duty allowance at the rate of £100 a year. A Medical Officer who has 
served for three years on the maximum salary of this scale (£600) 
without obtaining promotion is eligible for the grant of further annual 
increments of £25 up to a total maximum salary of £750 a year. 

Special appointments: The Director of the Medical Research Institute, 

Lagos, receives a salary of £600 a jear, rising by annual increments of 
£25 to £800 a vear, with a duty allowance of £120 a year. Salary 
at the rate of £500, rising by annual increments of £25 to £600 a 
vear, is attached to about ten posts (those of Pathologist at Accra, Assist¬ 
ant at the Medical Research Institute, Lagos, and Medical Officers of 

Health at various places), irrespective of the seniority of the officer 
holding the appointment. In addition to the duty pay (£100 a year). 

• staff pay at the rate of £100 a year Is also attached to these posts ; and 
the holder of the appointment draws half of the staff pay during leave 
of absence, the remainder being drawn by his locum tenens. 

Ijeavc and Passages.— The ordinary tour of residential service is one 
year, followed by ieave with full pay during the voyages to and from 

England, and for four or two months clear in England, according as the 
officer is returning for further service in West Africa or not. If an 
officer is detained beyond the year, additional leave is given with fall 
pay for ten days in reap act of each completed month beyond twelve, 
whether he is returning or not. If he is invalided before the end of the 
year, the leave with full pay Is for the voyages and for ten or five days 
in respect of each completed month, according as he is returning or not. 

Leave granted on the understanding that an officer will return Is 
known as “ return leave,” and any pay drawn in respect of such leave 
is liable to be refunded if he does not return. Leave may be extended 
with half pay for a period not exceeding four months on the ground of 

Ill health, or without pay on that or other grounds. Free passages are 
given to all officers who are granted leave, and free passage is also given 
on first appointment, subject to the officer signing an agreement 
under w hich he is liable to refund Its cost if he relinquishes his appoint¬ 
ment for any other reason than physical or mental infirmity, or is 
removed for misconduct, within three years from the date of his arrival 
in West Africa. Half pay is given during the voyage out on first 

aP AH l officers of the Staff, except Principal Medical Officers, Deputy 

Principal Medical Officers, Provincial Medical Officers, Sanitary 

Officers, and a few' other officers holding special appointments, 
are at present allowed to take private practice, provided that 
it does not interfere with the efficient performance of their official 
duties, but it is within the power of the Governor to withdraw 
or suspend the privilege in such places and for such periods 
as he may consider desirable. Private practice does not exist 
at the majority of stations, and as a general rule, subject to the 
exigencies of the service, stations where there is private practice are 
allocated to senior members of the staff. 

Pensions and Gratuities.— On attaining the age of 50 years, or after 

18 years’service (of w’hich at least 12 must have been residential), an 
officer is qualified for a pension calculated at one-fortieth of the last 
annual 3 salary for each year of service. If Invalided after a minimum 

2 Except that the pension of an officer who has been promoted 
within three years of his retirement is calculated on the average ot 
his salary for the last three years. 
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of seven years' service, he is qualified for a pension calculated at the 
same rate. If invalided before completing seven years' sendee, he is 
qualified for a gratuity not exceeding three-quarters of a month's 
salary for each six months of service; provided that he has been con¬ 
firmed in his appointment. For the purpose of calculating the amount 
of these pensions and gratuities, leave of absence without salary is not 
counted, while leave with half salary is counted at the rate of one 
month for every two months of such leave. An addition, representing 
the value of free quarters, is made to the officer’s salary. This addition 
is as follows: To salaries of £400 a vear, an addition of £40; to salaries 

above £400, but not exceeding £600, an addition of £60; to salaries 

above £600, but not exceeding £700, an addition of £60; to salaries 

above £700, but not exceeding £900. an addition of £70; to salaries 

exceeding £900, an addition of £80. In addition to the ordinary 
regulations, an officer of the West African Medical Staff enjoys the 
following special privilege. At the end of nine years (of which not 
less than six must have been residential) he will be permitted to retire 
with a gratuity of £1000, or at the end of 12 years (of which not less 
than eight must have been residential) with a gratuity of £1250. All 
claims to pensions are, however, forfeited on the receipt of such a 
gratuity. In the event of an officer dying in the service after com¬ 
pleting the period of residence qualifying him for the smaller or the 
larger of these gratuities, a sum equal to the gratuity in question 
will be paid to the credit of his estate. Officers are not allowed to 
take their wives out with them until they have acquired experience 
of the local conditions, and have obtained the sanction of the Governor. 
Passages for wives and children are not provided. 

Candidates for medical appointments in West Africa are allowed to 
express a preference for any particular Colony or Protectorate, and 
their wishes in this respect* will be borne in mind and met as far as 
possible, but they are liable to be posted in the first instance, or trans¬ 
ferred afterwards if necessary, to any other West African Colony or 
Protectorate at the discretion of the Secretary of State. Candidates 
who wish to be posted to the Northern * Provinces of Nigeria 
should be able to ride. Candidates should on no account apply 
for, or accept, a West African appointment in the expectation of 
ultimately l»elng transferred elsewhere, as the number of such transfers 
is exceedingly small. No applications for transfer can be entertained 
until an officer has served for five years in the West African Medical 
Staff, and officers desiring to be transferred must be prepared 
to find that medical salaries in other Colonies are lower than 
in West Africa. Only a small proportion of applicants succeed 
in obtaining a transfer. Officers who may be transferred to 
pensionable appointments under the Crown elsewhere than in West 
Africa do not forfeit their claim to pension in respect of their West 
African service on final retirement, provided they have been members 
of the Staff for at least 12 months. 

Instruction in Tropical Medicine.—Every candidate selected for 
appointment will, unless the Secretary of State decides otherwise, be 
required to undergo a course of instruction for two or three months 
either at the London School of Tropical Medicine, Royal Victoria and 
Albert Docks, E. (near Connaught Road Station), or at the Liverpool 
School of Tropical Medicine at the University of Liverpool. The cost 
of the tuition fees, board, and residence during such Instruction, 
amounting to a maximum of £48 8*. 1(M.. for three months, will be 
borne by the Government in the case of the London School ; at Liverpool 
the cost of tuition will be borne by the Government, but. candidates must 
make tbelr own arrangements for board and lodging ; an allowance of £2 
a week will be paid to them monthly inarrear for this purpose. A daily 
allowance of 5s. (but no salary) will be paid to each candidate, monthly 
in arrear, during the course, and may be continued subsequently up to 
the date of embarkation. These payments must be refunded by the 
candidate if he declines to accept* an appointment in any of the 
•Colonies or Protectorates for which he mav be selected, if lie fails to 
obtain a certificate showing that he has satisfied the school authorities, 
<»r if he relinquishes the West African service for any other reason 
than mental or physical infirmity, or is removed for misconduct, 
within three years of the date of his arrival in W«*st Africa If at the 
end of the session there exist no vacancy in the staff to which a can¬ 
didate can be appointed, he will be placed in a Reserve and granted 
an allowance at the rate of £200 a year until the occurrence of a 
vacancy. 

Course of study for higher scale oj salaru.— The approved course of 
study is tbc three months' course of the West London Post-Graduate 
College or the London School of Clinical Medicine. Greenwich, in 
clinical medicine, clinical surgery, and pathology. Officers are allowed 
to substitute for this course either'the course of study and examination 
for a recognised diploma or degree in public health, sanitary science, or 
State medicine; the course of stud 3 and examination for a further 
medical or surgical diploma or degree ; or if the Governor, on the 
recommendation of the Principal Medical Officer, approves—a course 
of study in some special branch of medical or surgical practice (e.g., 
ophthalmology, dermatology, genlto-urlnary diseases), or an advanced 
course at the London or Liverpool School of Tropical Medicine. 
Whichever of these courses of study is selected, the necessary tuition 
and examination fees will be paid by the Colonial Government except in 
the event of an officer’s deciding to enter for a further medical or 
■surgical diploma or degree. 

In conclusion it should be added that the West African 
Medical Staff, from which many British medical officers have 
been lent to serve with the Allied forces, receive terms and 
emoluments which comp ire favourably with other medical 
services of the Crown. Since the outbreak of war it has 
been the policy of the Secretary of State for the Colonies 
to refrain from calling the attention of the medical pro¬ 
fession to recent improvements in the pay and prospects of 
the West African Medical Staff in order that the efforts 
of the naval and military authorities to obtain an adequate 
supply of medical officers should not be hampered in 
any degree. This consideration no longer applies as it 
has been so widely recognised by all the younger members 
of the medical profession that the claims of the Navy and 
Army are paramount. 


DENTAL SURGERY. 


Anyone who is on the Medical Register is entitled to 
practise as a dentist, although he cannot register as such 
without the special licence ; but it is of eminent advantage 
to take the L.D.S., otherwise few dental appointments at 
general or special hospitals or dispensaries are available. 
The subjects beyond those included in the general 
qualification are — Dental Anatomy and Physiology (Human 
and Comparative), one course; a separate course of 
Dental Histology, including the preparation of micro¬ 
scopical sections; Dental Surgery, one course; a separate 
course of Practical Dental Surgery; a course of not 
less than five lectures on the Surgery of the Mouth; 
Dental Mechanics, one course; a course of Practical 
Dental Mechanics, including the manufacture and adjust¬ 
ment of six dentures and six crowns ; Dental Metallurgy, 
one course ; a course of Practical Dental Metallurgy ; Prac¬ 
tice of Dental Surgery at a recognised school, two years, and 
a certificate of having been engaged during a period of not 
less than two years in acquiring a knowledge of Dental 
Mechanics (this may be obtained by apprenticeship 
to a duly qualified dental practitioner or in the 
mechanical department of a recognised dental hospital). 
The Dental Schools in London are the Royal Dental 
Hospital of London, the National Dental Hospital, Guy’s 
Hospital Dental School, and the London Hospital Dental 
School. Most of the large provincial towns, where there 
are medical schools, have now dental hospitals. 

The Registration of Dental Students is carried on at the 
Medical Council Office in London in the same manner as 
the existing registration of medical students, and subject to 
the same regulations as regards Preliminary Examinations. 
Candidates for a diploma in Dental Surgery must produce 
certificates of having been engaged during four years in 
professional studies, including two years’ instruction in 
mechanical dentistry. The two years of instruction in 
mechanical dentistry, or any part of them, may be taken 
by the dental student either before or after his registration 
as a student, but no portion of such mechanical instruction 
will be counted as one of the four years of professional 
study unless taken after registration. The recommendations 
as to the course of study and examinations adopted by the 
General Medical Council in November, 1909. are under 
revision by the Council, but consideration of them is post¬ 
poned until the Departmental Committee on the Dentists 
Act has reported. 

It is necessary for anyone practising Dental Surgery 
in this country to be on the Register, and no foreign qualifi¬ 
cations are recognised, except the Dental Diploma granted in 
Belgium after examination by the Provincial Medical Com¬ 
mission, provided the holder has obtained the grade of 
“Candidate in Medicine” at one of the four Belgian 
Universities. Certain dental qualifications granted in 
Australia and New Zealand are also registrable. The Royal 
Colleges of the United Kingdom and ten of the Universities 
grant degrees or licences in Dental Surgery. 

The Registering Bodies in Dentistry. 

The Royal College of Surgeons of England grants a 
diploma in Dental Surgery under the following regulations, 
which apply to all candidates who have registered as dental 
students after Jan. 1st, 1897. Candidates are required to 
pass three examinations : the Preliminary Science Exami¬ 
nation, the First Professional Examination, and the Second 
Professional Examination. I. Preliminary Science Exami¬ 
nation. — This is identical with Part I. of the First 
Examination of the Examining Board in England. 
Candidates who commenced professional study on or after 
Oct. 1st, 1913, must pass the Preliminary Science Exa¬ 
mination before commencing the courses required for 
the Second Professional Examination. II. The First 
Professional Examination. — The candidate must produce 
evidence of instruction in Dental Metallurgy and Practical 
Dental Mechanics. The Examination Consists of Part I. 
(Mechanical Dentistry) and Part II. (Dental Metallurgy), 
the examination in Dental Metallurgy being by written 
paper. The parts may be taken together or separately. 
III. The Second Professional Examination. — This is divided 
into two parts : {a) the General, (b) the Dental. The General 
part must be passed before the Dental portion. The instruc¬ 
tion is obtained partly at a General Hospital and'partly 
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at a Dental Hospital. — The Second Professional Examination 
consists of: Part I. , General Anatomy and Physiology, 
General Surgery and Pathology ; Part II., Dental 
Anatomy and Physiology, Dental Pathology and Surgery, 
and Practical Dental Surgery. There is a written and 
viva voce examination in each part and a practical 
examination as well in Part II. Exemption from 
the Preliminary Science Examination is granted to 
candidates who have passed an Examination in Chemistry 
and Physics for a degree in Medicine at a University 
in the United Kingdom, in India, or in a British 
colony. Exemption from Examination in Anatomy and 
Physiology is granted to candidates who have passed the 
Second Examination of the Examining Board in England or 
the corresponding Examination for any degree or qualifica¬ 
tion in Medicine or Surgery registrable under the Medical 
Act of 1886. Exemption from Examination in General Sur¬ 
gery and Pathology is granted to candidates who have passed 
the Examination in Surgery of the Examining Board in 
England or the corresponding Examinations of the Col¬ 
leges and University above mentioned. The fee for 
the diploma is 20 guineas, and is payable as follows:— 
Preliminary Science Examination, 3 guineas; First Pro¬ 
fessional Examination, 7 guineas ; Second Professional 
Examination, 10 guineas. Synopses of examinations and 
all further information can be obtained from the Secretary, 
Examination Hall, Queen-square, London, W.C. 1. 

Royal College of Surgeon *, Edinburgh. —Regulations 
giving a list of Preliminary Examinations recognised 
for obtaining the Licence in Dental Surgery, as well 
as of the subjects of the Professional Examinations, 
may be obtained from Mr. D. L. Eadie, Clerk to the 
Royal College of Surgeons, at 50, George-square, Edin¬ 
burgh. Candidates must produce certificates of having, 
subsequently to the date of registration, been engaged 
for four years in professional studies and of three 
years’ instruction in Mechanical Dentistry from a regis¬ 
tered dental practitioner, except in the case of previously 
registered medical practitioners, when two years will be 
considered sufficient. Candidates must also have attended 
a course of instruction at a University or in an established 
school of medicine or in a provincial school specially 
recognised by the College as qualifying for the Diploma in 
Surgery. In addition they will be required to have attended 
in a recognised dental hospital, or with teachers recognised 
by the College, special courses of lectures and instruction 
in Anatomy and Physiology (Human and Comparative), 
Surgery, Pathology, Materia Medica, Dental Histology, and 
Practical Dental Mechanics and Metallurgy; two years’ 
attendance at a dental hospital or the dental depart¬ 
ment of a general hospital recognised by the College. 
Practical instruction in Mechanical Dentistry from a 
registered Dentist, or in the Mechanical Depart¬ 
ment of a recognised Dental Hospital and School, for 
three years. Candidates who have passed the First and 
Second Examinations for the Triple Qualification will be 
exempt from the First Dental Examination, and will have 
the advantage of being admissible either to the Final Dental 
Examination or to the subsequent Examination for the Triple 
Qualification, or to both. But the First Dental Examination 
will not be held as equivalent to the First and Second Triple 
Examinations, and will admit to the Final Dental Examina¬ 
tion only. Candidates who are Licentiates of this College or 
who may be registered medical practitioners will be required 
to produce certificates of attendance on the special subjects 
only and will be examined in these only for the dental 
diploma. First Professional Examination : The candidate 
must have attended the required courses. The examination 
embraces (1) Chemistry and Physics ; and (2) Anatomy and 
Physiology. The fee is £5 5s. for the complete examina¬ 
tion, and £3 3s. is payable for each division. In all cases of 
rejected candidates the fee for re-entry is £3 3s. Second 
Examination : The candidate must have attended the remain¬ 
ing courses of the curriculum, must produce certificates 
showing that he is 21 years of age, and must pay a fee 
of £10 10*., for re-entry £5 5s. The examination embraces 
(1) Surgery and Medicine; and (2) the special subjects of 
Dental Anatomy and Physiology, Dental Surgery and 
Pathology, Dental Materia Medica, Dental Mechanics and 
Dental Metallurgy, with a practical as well as the written 
and oral examinations in the subjects of Dental and Oral 
Surgeiy, Pathology, and Mechanics. The candidate will 


be tested in the Treatment of Dental Diseases, in Operative 
Dentistry, the Administration of Anaesthetics, Ortho¬ 
dontics, and in Prosthetic and Mechanical Dentistry. 
Candidates who claim exemption from the First Dental 
Examination on the ground of having passed the First and 
Second Triple Qualification Examinations or other recognised 
examinations will, before being admitted to the Second 
Dental Examination, be required to pay the total fee of 
£15 15*. payable for the dental diploma. Fees and schedules 
must be lodged with the Clerk not later than one week 
before the examination. 

Royal Faculty of Physicians and Surgeons of Glasgow .— 
The regulations as to certificates, curriculum, number, and 
subjects of examinations, fees, &c., are in effect similar 
to those of the Royal College of Surgeons of Edinburgh, 
but embrace Dental Bacteriology. Candidates can enter for 
the First Examination in three divisions, the first embracing 
Physics and Chemistry, the second Dental Metallurgy and 
Dental Mechanics, and the third Anatomy and Physiology. 
The examination in Dental Mechanics is practical ; and 
there is at the Final Examination an examination in 
Practical Dentistry conducted in a dental hospital. Copies 
of regulations, &c., to be obtained from Mr. Walter Hurst, 
Registrar, Faculty Hall, 242, St. Vincent-st.reet, Glasgow. 

Royal College of Surgeons in Ireland. — Candidates for the 
Licence in Dental Surgery are required to pass two pro¬ 
fessional examinations. Before the First Examination the 
candidate must produce evidence of having attended courses 
in Theoretical and Practical Chemistry, including Metallurgy 
and Physics, at a recognised institution ; of haring been 
registered as a medical or dental student by the General 
Medical Council ; and of having attended courses of instruc¬ 
tion in the following subjects at a recognised school of 
medicine : ( a ) Anatomy Lectures ; (b) Dissections with 
Demonstrations ; (c) Physiology, including Dental Physio¬ 
logy ; (d) Practical Physiology and Histology, including 
Dental Physiology and Histology, Human and Comparative. 
Before the Final Dental Examination the candidate must 
have been engaged during a period of two years in acquiring a 
practical familiarity with the details of Mechanical Dentistry 
uhder the instruction of a registered dentist, or under the 
direction of the superintendent of the Mechanical Depart* 
ment of a recognised Dental Hospital, and have attended, at 
institutions recognised by the College for the purpose, the 
following courses of instruction : (a) Dental Surgery and 
Pathology, Orthodontia, and the Materia Medica and Thera¬ 
peutics applicable to Dental Surgery. Lectures. Two courses. 
(b) Dental Mechanics. Lectures. Two courses, (c) Dental 
Anatomy. Lectures. One course, (d) The practice of a 
Dental Hospital, or of the Dental Department of a General 
Hospital. Two years.* He must also have attended Clinical 
instructions at a recognised General Hospital during the 
ordinary teaching sessions (nine months), and have been 
engaged during four years in the acquirement of pro¬ 
fessional knowledge subsequently to the date of registration 
as a medical or dental student. One year’s bona-fide appren¬ 
ticeship with a registered dental practitioner, after being 
registered as a medical or dental student, may be counted 
as one of the four years of professional study. He must be 
21 years of age. 

In the First Dental Examination candidates will be 
examined in (A) Physics and Chemistry, including Practical 
Chemistry and Metallurgy. (B) Anatomy, Physiology, and 
Histology — General and Dental. All the subjects may be 
passed at the same time, or they may be passed in two groups, 
(A) and (B). The examination is partly written, partly 
viva voce , and partly practical. 

In the Final Dental Examination candidates will be 
examined in General Pathology. Medicine, and Surgery; 
Dental Surgery, and Dental Pathology, with the Materia 
Medica and Therapeutics applicable to Dental Surgery ; 
Dental Mechanics and Metallurgy; Orthodontia. Candi¬ 
dates must pass in all the subjects at one examination. The 
examination is partly written, partly viva voce, and partly 
practical, and includes the examination of patients and the 
performance of dental operations. Candidates are required 
to provide their own instruments and gold for filling. The 
First Dental Examination will commence on the first 
Mondays in the months of February, May, and November. 
The Final Dental Examination will commence on the 
second Mondays in the months of February, May, and 
November. The total fee for the Diploma in Dental Surgery 
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is 20 guineas. Candidates must pay the fees for examina¬ 
tions from which they are exempted, unless when such 
exemptions have been granted in virtue of examinations 
passed before the Conjoint Board in Ireland. 

University of Birmingham. — The teaching of Dentistry is 
undertaken by the University acting in association with the 
Birmingham Dental Hospital and the Birmingham Clinical 
Board. The instruction at the Dental Hospital is carried 
out under the direction of the University Dental Clinical 
Board, so that students may fully qualify themselves for 
the Dental Diploma (L.D.S.) of this and other universities 
and licensing bodies. There is a special and well-equipped 
Dental Museum and Laboratory. An Entrance Exhibition, 
value £37 10s. is awarded annually at the commencement of 
the winter session. The following are the regulations for 
Degrees in Dentistry : — 1. The degrees conferred by the Uni¬ 
versity are those of Bachelor and Master of Dental Surgery 
(B.D.S. and M.D.S.). 2. All candidates for these degrees 

must pass the same Matriculation Examination as that 
required from candidates for Medical Degrees. 3. The 
degree of Bachelor of Dental Surgery is not conferred 
upon any candidate who has not obtained a Licence in 
Dental Surgery. The candidate is not eligible for the 
degree until a period of 12 months has elapsed from the 
passing of his examination for the Licence in Dental Surgery. 
Of this period at least six months must be spent in the dental 
department of a general hospital approved by the University. 
4. A. In addition to the Licence in Dental Surgery the 
candidate must produce evidence that he has attended the 
courses required by medical students of the University in 
the following subjects and passed the Examinations held in 
the same for Medical and Suigical Degrees : ( a ) Chemistry 
and Practical Chemistry, ( b ) Physics and Practical Physics, ( c ) 
Elementary Biology, (d) Anatomy and Practical Anatomy, 
and ( e ) Physiology and Practical Physiology. B. That he has 
passed the class examinations in : (/") One Special Course of 
Lectures on Medicine, (g) One Special Course of Lectures 
on Surgery, and (A) Pathology and Bacteriology. C. That 
he has attended courses and passed the class examina¬ 
tions in : (A) Dental Histology and Pat ho-Histology, (l) 
Comparative Dental Anatomy, and (m) Dental Surgery and 
Prosthetic Dentistry. D. That he has received instruction 
in the Clinical Examination of living cases at the dental 
department of a general hospital for a period of not less than 
six months. 5. The Final Examination will deal with the 
subjects in Classes C and D. 6. On the expiration of 
12 months from the date of passing the Examination for 
• the Degree of Bachelor of Dental Surgery, the candi¬ 
date will be eligible for that of Master of Dental Surgery. 
7. For this degree candidates will be required to submit a 
thesis containing original work and investigations in some 
subject connected with Dentistry, which thesis shall be 
submitted to examiners to be nominated by the Dental 
Advisory Board. 

University of Bristol. — Candidates for the degree of 
Bachelor of Dental Surgery must be not less than 21 
years of age and shall have pursued the courses prescribed 
by University regulations during not less than five years, of 
which three shall have been passed in the University, and 
shall have been registered as dental students by the General 
Medical Council. All candidates for the degree of B.D.S. 
are required to satisfy the examiners in the several subjects 
of four examinations. The First Examination : The subjects 
are Chemistry, Physics, and Zoology, and the curriculum 
extends over one year.* The Second Examination: The 
subjects are Dental Mechanics, Dental Metallurgy, and 
Dental Materia Medica, and the candidate shall produce 
evidence of having served for two years an approved pupilage 
in Dental Mechanics. The Third Examination : The sub¬ 
jects are Anatomy, Physiology, and Histology, Dental 
Anatomy, and Dental Histology. The Final Examination : 
The subjects are Medicine and Surgery, Dental Surgery 
(including Prosthetics), Operative Dental Surgery, and 
Dental Bacteriology. Degree of Master of Dental Surgery : 
Candidates shall be Bachelors of the University, shall 
present a Dissertation on some subject of Dental Surgery to 
be approved by the Examiners, and pass an examination in 
Dental Surgery. Diploma in Dental Surgery: Candidates 
need not be undergraduates, but shall be registered dental 

* Candidates who have passed the Higher School Certificate approved 
by the Board of Education in these subjects will not be required to Bit 
for the first examination for either the B.D.S. or the L.D.S., and will 
be regarded as having completed one year of study. 


students before being admitted to any professional examina¬ 
tion ; the curriculum extends over four years. A two years' 
pupilage in Mechanical Dentistry is required, and four 
examinations must be passed, the subjects of which differ 
only from those of the B.D.S. in that Zoology is not 
required for the First Examination, and Medicine is not 
required for the Final Examination. Candidates who are 
already registered medical practitioners shall be further 
exempted from study and examination in Physics and 
Chemistry, Anatomy, Physiology and Histology, Medicine, 
and General Surgery. 

University of Durham. —Every candidate for the Licence 
in Dental Surgery must be registered as a dental student. 
There are four Examinations. The subjects are:— First: 
(a) Chemistry; and (A) Physics. Second: (a) Dental 
Mechanics, Theoretical and Practical; (A) Dental Metallurgy. 
Third: ( a ) Anatomy; (A) Physiology and Histology; 

(o) Dental Anatomy and Dental Histology ; and ( d ) Dental 
Materia Medica. Final: (a) Surgery ; (A) Dental Surgery, 
including Prosthetics and Orthodontia ; ( c ) Operative Dental 
Surgery, Practical Examination ; and (d) Dental Pathology 
and Bacteriology. A candidate before presenting himself 
for examination is required to furnish certificates of 
instruction in the following subjects, attended after 
registration as a dental student at recognised Colleges 
or Schools : — First Examination : Chemistry and Physics. 
Second Examination : Dental Mechanics and Dental Metal¬ 
lurgy. Third Examination: Anatomy, with Dissections; 
Physiology; Histology ; Dental Anatomy and Physiology ; 
Dental Histology; and Dental Materia Medica. Final 
Examination: Dental Hospital Practice (two years); 
General Hospital Practice (nine months); Medicine Lectures 
(two terms) ; Surgery Lectures (two terms) ; Dental Surgery 
and Pathology (a course of not less than 20 lectures); 
Dental Bacteriology (three terms) ; Operative Dental Surgery 
(not less than 12 lectures); and Anaesthetics (a course of 
not less than one month). 

Before admission to the Final Examination each candidate 
must furnish evidence ( 1 ) of having attained the age of 21 
years ; (2) of having undergone a three years’ pupilage in 
Mechanical Dentistry with a registered dentist; and (3) of 
having been engaged in professional study for at least four 
years subsequent to registration as a dental student. The 
examinations will be held concurrently with the medical 
examinations, and the fees payable by candidates are as 
follows : First Examination, £2 10.*. ; .Second Examination, 
£2 10*. ; Third Examination, £3 10s. ; Final Examination, 
£3 10s. ; fee for Licence, £3 ; total, £15. For re-examina- 
tion : First Examination. £1 10s. ; Second Examination, 
£2; Third Examination, £2 (in one part only, £1) ; Fourth 
Examination, £2. The practical examinations in dentistry 
will be conducted at the Newcastle Dental Hospital. 

University of Leeds. — The degrees in Dental Surgery 
are Bachelor of Dental Surgery (B.Ch.D.) and Master of 
Dental Surgery (M.Ch.D.). All candidates for the degree of 
Bachelor of Dental Surgery shall be required to have passed 
the Matriculation Examination, to have pursued thereafter 
approved courses of study for not less than five academic 
years, two of such years at least having been passed in the 
University subsequently to the date of passing Parts I. and 
II. of the First Examination, and to have completed such 
period of pupilage or hospital attendance, or both, as may 
be prescribed by the regulations of the University. No 
candidate will be admitted to the degree who has not 
attained the age of 21 years on the day of graduation. 
The classes in the Department of Dentistry begin on 
Sept. 30th. The instruction in the Preliminary subjects of 
Chemistry, Physics, and Biology are given at the Uni¬ 
versity in College-road. The classes in the other 
subjects and the systematic courses in Dental subjects 
are held in the School of Medicine of the University in 
Thoresby Place. The clinical instruction is given in the 
Dental Department of the Leeds Public Dispensary, which 
is affiliated with the University and recognised by the Royal 
College of Surgeons. Applications for the prospectus should 
be made to the Dean of the Faculty of Medicine. 

University of Liverpool (Liverpool Dental Hospital Clinical 
School and School of Dental Surgery). — The University grants 
a Licence in Dental Surgery (L.D.S.) and degrees in Dental 
Surgery (B.D.S. and M.D.S.). The courses of systematic 
instruction are given in the University buildings, five 
minutes’ walk from the Dental Hospital. The two insti¬ 
tutions are now closely associated, and the manage- 
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ment of the curriculum is in the hands of the Board 
of Dental Studies. The Dental Hospital, covering a site 
of 672 square yards, was opened in March, 1910, equipped 
in each department with every modern accessory and 
receives constant additions. The laboratory is in charge 
of a skilled dental mechanic under the supervision of 
the Director of Dental Education and Dental Staff, and 
students are able to undertake at the hospital the 
whole of their training in Mechanical Dentistry. The times 
of the lectures at the University are arranged to meet 
the convenience of students, thus allowing the maximum 
time for attendance upon Dental Hospital practice. The 
staff of the hospital includes 12 Dental Surgeons, three 
Demonstrators, six Anaesthetists, three House Surgeons, and 
a Curator. Fees: The composition fees are as follows: 
Licence course (L.D.S.) : Composition fee £58 10s., for the 
course of other licensing bodies £61 10s., payable in two 
equal instalments, the first on entry, the second 12 months 
later. Two years’ instruction in Mechanical Dentistry 
(pupilage) and two years’ Dental Hospital Practice (com¬ 
bined), £100, or in two instalments of £52 10s. each. Degree 
course(B.D.S.): £67 10s. for all lectures(including Chemistry, 
Physics, and Zoology) in three instalments. Two years’ 
dental hospital, £21; general hospital practice, £10 10s. ; 
three years’mechanical instruction (pupilage), £105. Further 
information may be had from the Director of Dental 
Education, Mr. W. H. Gilmour. 

University of Manchester. — In the University of Man¬ 
chester the Dental Department forms an integral part of the 
Faculty of Medicine. This contains a series of laboratories, 
lecture rooms, and museums which will bear comparison 
with those of any otherschool in the kingdom, and the fullest 
opportunities for study are offered to students preparing for 
any of the professional examinations. Instruction adapted 
to the requirements of students preparing for the B.D.S. 
Degree and the Dental Diplomas of the University, the Royal 
College of Surgeons of England, and of other licensing bodies 
is given during the Winter and Summer Sessions both at the 
University and at the Dental Hospital of Manchester adjoin¬ 
ing the University. The required general hospital practice is 
taken at the Manchester Royal Infirmary. Women students 
are admitted to the classes in the Dental Department, and 
for them common rooms are provided. The composition 
fee for candidates for the University degree of Bachelor of 
Dental Surgery is 60 guineas, payable in two equal 
instalments at the beginning ot the first and third 
years of studentship. The composition fee for candidates 
for the University Diploma in Dentistry is 55 guineas, 
payable in two equal instalments at the beginning of 
the first and third years of studentship. The composi¬ 
tion fee for candidates for the L.D.S. of England is 60 
guineas, payable in two equal instalments at the beginning 
of the first and third years ot studentship. Students who 
have already served their apprenticeship with a private 
practitioner, and who propose to complete the final portion 
of their attendance at the University and at an approved 
dental hospital, will be required to pay the composition fee 
in two equal instalments at the commencement of the first 
and second years of studentship. The composition fee does 
not include the hospital fees, the examination fees, the fee for 
the conferment of the degree or the diploma, the registration 
fee, nor the fees for chemicals and chemical apparatus. 

National University of Ireland. — This University grants 
the degrees of Bachelor of Dental Surgery and a degree 
of Master of Dental Surgery. A student may not be 
admitted to the Degree of Bachelor of Dental Surgery 
unless a period of not less than four years shall have elapsed 
from the date of his matriculation, during which period he 
must have pursued an approved course of study of not less 
than nine terms. For the degree of Bachelor of Dental 
Surgery candidates must pass four examinations, the first 
two being the same as those for the first and second 
examination in Medicine. The subjects of the third examina¬ 
tion are Dental and Practical Pathology, Dental Surgery 
and Dental Medicine, the subjects of the fourth being 
Dental Surgery and Pathology, Dental Mechanics, Operative 
Dentistry, Orthodontia, and Dental Materia Medica. A 
candidate for the degree of B.D.S. must produce evidence 
of having been engaged during a period of two years in 
acquiring a practical familiarity with the details of 
Mechanical Dentistry under the instruction of a registered 
dentist, or under professional direction in the mechanical 


department of a dental hospital approved by the Univer¬ 
sity. A portion of or the entire period may be served 
before commencing study for the degree of B.D.S., but no 
portion so taken prior to commencement of study shall 
count as part of the four years of Dental Study. The degree 
of Master of Dental Surgery will not be granted until three 
years after the B.D.S. has been obtained. 
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See also under Universities of Birmingham, Leeds, Liver¬ 
pool, and Manchester above. 

London. 

Royal Dental Hospital of London , School of Dental 
Surgery , Leicester- square. — A school of the University of 
London, and women are now admitted as students and 
are eligible for all hospital appointments and school 
prizes.—The school provides the special dental educa¬ 
tion required by the Royal College of Surgeons for 
the Licence in Dental Surgery. The general part of the 
curriculum may be taken at any general hospital. The 
hospital is open from 9 a.m. to 5 P.M., there being 
one staff for the morning and another for the after¬ 
noon of each day. Pupils are received for the training 
in dental mechanics recognised by the curriculum. The 
demonstrators at the commencement of each session give 
a course of lectures on Operative Dental Surgery. The six 
house surgeoncies are held for six months each and are 
open to all qualified students. The lecturers, in addition to 
their lectujjjes, give special demonstrations on the Microscopy 
of Dental Anatomy and Dental Surgery. The lecturer on 
Dental Mechanics also gives practical demonstrations in 
the laboratory. There is an Entrance Scholarship in 
Chemistry and Physics of the value of £50. One Entrance 
Scholarship in Dental Mechanics and Metallurgy value 
£25, open to pupils of the Hospital only. One Entrance 
Scholarship of £25 in Dental Mechanics, open to pupils 
of private practitioners. The Saunders Scholarship of 
£20 awarded to second year students. The Storer Bennett 
Research Scholarship for Scientific Research in any branch 
of Dental Surgery, value £50, is awarded triennially. The 
Alfred Woodhouse Scholarship of £35 and the Robert 
Woodhouse Prize of £10 for Practical Dental Surgery. 
Prizes and certificates are awarded by the lecturers for 
the best examinations in the subjects of their respective 
courses, at the end of the summer and winter sessions. 
Fee for two years’ hospital practice required by the 
curriculum, including lectures, £53 3$. in one payment, or 
£55 13$. in two yearly instalments. The curriculum 
requires two years to be passed at a General Hospital; the 
fee for this is about £60. Both hospitals can be attended 
simultaneously. For the lectures in Chemistry and Physics 
for the Preliminary Science Examination £10 10s. The fee 
for the instruction in Dental Mechanics and the two years’ 
hospital practice required by the curriculum is £150 if paid 
in one instalment, or 150 guineas if paid in three equal 
instalments. The fee for tuition in Dental Mechanics is 
50 guineas per annum ; for one year’s hospital practice 
£21. The Winter Session opens on Oct. 1st. 

University College Hospital Dental School. — Corner of Great 
Portland and Devonshire-streets, W. — Students are entered 
as students of University College Hospital and, as such, 
attend the classes of Chemistry, Physics, Anatomy, 
and Physiology in University College, which is a few 
minutes’ walk from the Dental Department in Great 
Portland-street, hitherto known as the National Dental Hos¬ 
pital. The First Dental School to admit Women Students. 
Practical courses to comply with the R.C.S. curriculum are 
held. Clinical Lectures and Demonstrations are given, and 
each student on entering passes through a preliminary course 
under a demonstrator. Two Entrance Exhibitions, of the 
value of £40 and £20, are open for competition. Prizes are 
open for competition at the end of each course of lectures. 
Fee for the full curriculum of four years, in all subjects 
required by the Royal College of Surgeons, 180 guineas, 
or in four instalments of 62, 41, 41, 41 guineas. A com¬ 
position fee fot medical men has been arranged covering 
the Two Years’ Mechanical Work, Hospital Practice, and 
Lectures required by the curriculum of the Royal College of 
Surgeons amounting to 120 guineas. Hospital Practice to 
registered practitioners by special permission of Committee, 
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12 months, £15 15*. The Calendar, containing full informa¬ 
tion as to Lectures, Fees, Prizes, and Subjects for the 
Entrance Exhibitions may be had on application to the 
Dean, who attends the Hospital on Tuesday mornings 
at 10.30. 

Guy's Hospital. — The work of the Dental Department 
begins daily at 9 a.m. both in the extraction rooms and in 
the conservation room. The Extraction Rooms : A new 
Dental Out-patient Department has been provided. There 
is ample acoommodation for ordinary extractions and anes¬ 
thetic extractions, together with waiting- and retiring-rooms. 
Patients are admitted between 8.45 and 9.30 a.m., and are 
seen by the dental surgeon for the day, the dental house 
surgeon, the assistant dental house surgeon, and the 
dressers. The Conservation Room is open from 9 a.m. 
till 5 p.m. It has recently been entirely remodelled 
and greatly enlarged, giving a floor space of over 
6000 square feet. It affords accommodation for about 
100 dental chairs, with the necessary equipment of the 
most modern type, for the use of the Dressers, who, 
under the supervision of the Staff, perform the various 
operations of Dental Surgery. The members of the staff 
attend every morning and afternoon to give demonstra¬ 
tions and otherwise assist students in their work in the Con¬ 
servation Room and Mechanical Laboratory. The Proba¬ 
tioners’ Laboratory is supervised by two of the staff demon¬ 
strators, and instruction is given in operative dentistry on a 
“mannikin” to students during their first three months of 
study. Pupils in Dental Mechanics are received, and a 
graded, systematic, and full course of instruction, extending 
over two years, is carried out. Dental students have the 
opportunity of attending at this hospital the whole course 
of instruction required by the examining board for the 
L.D.S. Eng.—viz., two years’pupilage in dental mechanics, 
the special lectures and practice of the Dental Depart¬ 
ment, and the general lectures and practice of the 
Medical School. The fees for these two courses may 
be paid separately or together, or they may be combined 
with the fees required to be paid for the course for a 
medical diploma. Students who enter for a medical as well 
as a dental diploma are allowed to pursue their study 
of Dentistry during any period of their medical course most 
convenient to themselves without further charge. Four 
Entrance Scholarships in Dental Mechanics of the value of 
£20 each are offered for competition annually, two in 
September and two in April, and prizes of the aggregate 
value of £47 are awarded for general proficiency and for 
skill in Practical Dentistry. A Dental Travelling Scholar- 
• 1 ship of the value of £100 is awarded every second year. 

Dental students are eligible for admission to the Resi¬ 
dential College and enjoy the privileges of students in the 
Medical School. Application should be made to the Dean 
of the Medical School. 

London Hospital. —This school is a part of the London Hos¬ 
pital and Medical College, and is fully equipped on the most 
modern lines and with the latest appliances. It provides a 
complete curriculum in all subjects for the L.D.S. Diploma, 
and is admirably adapted for the purpose of teaching. The 
Conservation Room is well lighted and ventilated and fitted 
with pump chairs of the latest pattern ; the fountain spittoon 
at every chair has been specially designed and has attached 
to it a saliva ejector, hot and cold water, compressed air, 
gas and electric current, also a swing bracket to carry the 
students’ cabinet. Electric sterilisers are supplied in each 
department and motor engines where required. The School 
possesses in addition to the Theatres, Laboratories and 
Museums in the College, a special Museum of Dental 
Anatomy and Surgery, Operative Dentistry, Prosthetic and 
Extraction Rooms, and Laboratories for Practical Dental 
Metallurgy and Dental Prosthesis. A systematic course of 
instruction in Dental Prosthesis is arranged for pupils. The 
up-to-date Laboratory contains every modern apparatus and 
is in charge of a skilled curator and his assistants. Con¬ 
nected with the Medical College and Dental School are a 
Library, Athenaeum, Clubs’ Union, Dining Hall with 
moderate tariff, Students’ Hostel, and an Athletic Ground. 
For full particulars as to fees and course of study advised 
apply to the Dean, Professor William Wright, who will be 
glad to make arrangements for anyone wishing to see the 
Dental School and Medical College. 

The above arrangements are subject to revision in conse¬ 
quence of circumstances arising out of the war. 

London {Royal Free Hospital) School of Medicine fo , r Women. 

— Full courses are arranged for women students for the study 
of dentistry, and in preparation for the Licence in Dental 

Surgery of the Royal College of Surgeons of England, at 
the London (Royal Free Hospital) School of Medicine for 

Women, in conjunction with the London Dental Hospital, 

Leicester-square, and the National Dental Hospital, Great 
Portland-street, W. The course is arranged as follows : First 
and second years: Chemistry, Physics, and Dental Mechanics. 

Third, fourth, and fifth years : Anatomy, Physiology, and 

Special Dental Courses, Courses in Medicine and Surgery, 

General Hospital Course, Dental Hospital Course. The 
combined fees at the London School of Medicine for Women 
and the National Dental Hospital are £180 if paid in one 
sum on beginning the course, or £191 if paid in three annual 
instalments. Bursary : The Council of the School will award 
annually (until further notice) an “ Agnes Guthrie ” Bursary 
of the value of £50 to a student fulfilling the required con¬ 
ditions, who enters for the full dental course. Candidates 
are required to send in applications on or before July 1st, 
to the Warden and Secretary, from whom a prospectus of the 

School and all particulars can be obtained. 

Provincial. 

Birmingham Dental Hospital. — The Dental Hospital was 
founded in 1858, and was recognised by the Royal College of 

Surgeons in 1880 for the teaching of Dental Students. 

Having an annual attendance of about 16,000 patients, it 
affords every advantage for students about to enter the 
profession to acquire a thorough practical knowledge, as 
required by the Medical Council. The present Hospital was 
opened on July 6th, 1905. It has accommodation for 50 
students. The equipment is in accordance with the most 
modern requirements for the efficient teaching and practice 
of Dental Surgery. The operations performed annually 
average 35,000, including 5000 gold and other fillings, 
and many cases of crowns, bridges, porcelain inlays, and 
regulations. By arrangements with the Birmingham Uni¬ 
versity and with the General and Queen’s Hospitals the 
entire course of Lectures, Hospital Practice, &c., may 
be completed for an inclusive fee of £96 15*., or 

including Mechanical Pupilage, £186. The instruments 
and materials necessary for Hospital Practice cost about 
£28. The Composition Fee for the courses required for 
the L.D.S. of the University, or any of the Corpora¬ 
tions alone, is £60, payable in two annual instalments 
at the commencement of the first and second years ; that 
for the courses required for the L.D.S. and the Degree in 

Dentistry of the University is £75 ; that for the L.D.S. in 
combination with the M.R.C.S. and L.R.C.P. is £85 ; and 
that for the M.B., Ch.B., and B.D.S. is £95. All of these 
composition fees are payable in two annual instalments at 
the commencement of the first and second years. Each of 
these fees covers the cost of the courses given at the Uni¬ 
versity for the qualifications indicated, but does not include 
fees for Hospital teaching. For two years’ dental hospital 
practice the fee is 20 guineas, payable in two instalments of 

10 guineas each at the commencement of the first and second 
(hospital) years respectively. For two years’ mechanical 
pupilage, 85 guineas, which may be paid in two annual instal¬ 
ments of 50 and 35 guineas respectively ; mechanical pupils 
may join for a probationary period of one month, fee 5 guineas, 
which is deducted upon payment of the full amount. For 
general surgical hospital practice, lectures, and demonstra¬ 
tions : Surgery, two winters, £10 10*. One Entrance Scholar¬ 
ship is offered annually of the value of £37 10*. It is 
awarded to the student who, entering for the Dental Degree 
of the University in October, or having entered not earlier 
than the previous April, shall pass the best examination in 
the subjects studied during his apprenticeship. Candidates 
must be under the age of 21 years. Application for 
admission, together with a certificate of birth, must be sent 
to the Dean of the Medical Faculty, Mr. W. Thompson Madin, 
on or before Oct. 15th. 

Leeds Public Dispetisary. — The Dental Department of the 

Leeds Public Dispensary is fully equipped to provide 
training for Dental Students, and affords every oppor¬ 
tunity for the student to prepare for any of the Dental 

Degrees or Diplomas. The Demonstrator of Operative 

Dental Surgery instructs students during their probationary 
course. At the completion of this training students have 
patients allotted to them by the Demonstrator, and hav£ 
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every opportunity of acquiring knowledge from the members 

of the Staff, two of whom are in attendance each day. The 
following prizes are awarded First year Students, value 
2 guineas. Operative Dental Surgery Prize, value 5 guineas. 
Two prizes in Prosthetic Dentistry : ( a ) a prize, value 
2 guineas, for first-year pupils ; (b) a prize, value 5 guineas, 
open for competition to all Students. Extraction prize, 
value 2 guineas, open for competition to all Students. A 
prize in Orthodontics, value 5 guineas, is open to all 
students. Warden: Mr. Stephen D. Hey, to whom all 
communications should be addressed. 

Dental Hospital of Manchester. — This Hospital is in 
association for teaching purposes with the University of 
Manchester and the Royal Infirmary, and is in the centre of 
a very large population. Courses of study are provided to 
meet the requirements of the various examining bodies, 
including those of the University of Manchester for the 
qualifications L.D.S. and B.D.S., and the L.D.S. of the 
Royal College of Surgeons of England. Clinical instruction 
is given by the members of the staff and by the house 
surgeons and demonstrators, and also by the honorary 
anaesthetists in the administration of nitrous oxide gas; a 
special class in anaesthetics is conducted by the clinical 
tutor in that subject. 

A Travelling Scholarship, value £100, will be awarded 
from time to time. Ten prizes, varying in value from £2 to 
£8, are awarded annually. 

For the whole course of hospital instruction for the L.D.S. 
(including two years’ mechanical training) the fee is £100, or 
if paid in instalments £105. For the two years’ Operative 
Course only, £21, or if paid in two instalments 21 guineas. 
For the whole course of hospital instruction for the B.D.S. 
degree (including mechanical training), £130, or if paid in 
instalments 130 guineas. Additional practice in Dental 
Mechanics may be taken by pupils who have already received 
their mechanical training elsewhere, at a fee of £20 for six 
months. 

All the courses of instruction are open to women students. 

Copies of the Prospectus will be forwarded on application 
to Mr. J. Hilditch Mathews, Dean. 

Ncm cast le- u yon- Tyne Dental Hospital and School.— This 
Hospital is centrally situated (within five minutes of the 
various colleges, infirmary, and railway station); the rooms 
are well lighted and thoroughly equipped for carrying on the 
work. Dental surgeons and an anaesthetist attend each 
morning. A tutorial dental surgeon is also in attend¬ 
ance. The Composition Fee for the special Dental 
Lectures and Dental Hospital Practice is £45 3*. if paid in 
one sum, or £46 4#. if paid in two instalments of £23 2*. 
The Composition Fee for the Lectures at the Colleges of 
Medicine and Science is 40 guineas; in addition to this there 
is a library and an athletic fee. Particulars of the fee for 
General Hospital Practice may be obtained from the Senior 
House Physician, Royal Victoria Infirmary, Newcastle-upon- 
iyne. Medals and Certificates of Merit are granted to 
students showing certain standards of proficiency in the 
various classes at the Dental School. The prospectus of the 
Dental Hospital and School, containing full information, 
may be obtained from either Mr. J. T. Jameson, 12, 
Windsor-crescent, Newcastle-upon-Tyne, Dean, or Mr. 
James Coltman, 13, Ellison-place, Newcastle-upon-Tyne, 
Vice-Dean. J 

Devon and Exeter Dental Hospital , 24 , Sowthemhay , West, 
Exeter. — Established 1880. — The hospital is open on 
Tuesdays, Wednesdays, and Thursdays, and patients are 
admitted between the hours of 9 and 11 a.m. Students 
attend the practice of the hospital under the control of the 
medical officers. Honorary treasurer, Mr. J. M. Ackland ; 
secretary, Mr. Albert G. Littlejohn. 


Scotland. 

The Incorporated Edinburgh Dental Hospital and School.— 
The Edinburgh Dental Hospital and School is located in 
a spacious and well-equipped building at 31, Chambers- 
street and offers special advantages to dental students. 
The General Courses required for the Dental Diploma 
may be taken in the Medical School of the Royal 
Colleges of Physicians and Surgeons or in the University 
schools. The hospital attendance and clinical instruction 
are taken at the Royal Infirmary. The University, Medical 


Schools, and Royal Infirmary are within three minutes’ 
walk of the Dental Hospital. The special courses are taken 
in the hospital. The Dental Hospital practice, extending 
over two years, affords a student ample opportunity for 
a full acquaintance with every branch of dentistry. The 
hospital admits a limited number of indentured pupils. 
They receive their instruction in Mechanical Dentistry 
concurrently with the general and special courses. A 
premium of 60 guineas is payable with each such 
pupil. The practice and lectures of the hospital are 
recognised by, and qualify for, all the Licensing Boards. 
The cost of the hospital outfit of instruments is 
included in the Dental Hospital fee of £31 10s. The 
minimum cost of classes and Diploma for the whole course 
of dental instruction amounts to £93 12*. Those students 
who desire to take a Medical and Surgical Diploma 
in addition to the L.D.S. have in this school admirable 
facilities for so doing. The triple qualification of the 
Royal College of Physicians and Surgeons of Edinburgh and 
the Royal Faculty of Physicians and Surgeons of Glasgow 
is recommended. The minimum cost of Professional Educa¬ 
tion, the Triple Qualification, and the Licence in Dental 
Surgery amounts to £167 14*. Further particulars can be 
obtained from the Dean, Mr. W. Guy. 

Dicorporated Glasgow Dental Hospital and School , 
15S , Renfrew-street, and 15 , Dalhousie-street. Garnet hill, 
Glasgow. — Lectures will be delivered on the following 
subjects : Dental Mechanics, Dental Metallurgy, Dental 
Anatomy and Physiology, Dental Surgery and Pathology, 
Anaesthetics, Operative Technique, Dental Bacteriology, 
Operative Dental Surgery, Dental Histology. Orthodontia, and 
Crown and Bridge Work. Fees for two years’ hospital practice 
£18 18*. Composite fee for Lectures and Hospital Practice 
£40. The hospital is opened daily from 5 to 7 P.M. 
(Saturdays excepted). Students may only enrol during the 
months of April or October. Prospectus may be had from the 
Secretary, D. M. Alexander, 186, St. Vincent-street, Glasgow. 

Glasginv Royal Infirmary (Dental Department). — Mr. W. 
Taylor attends at the Royal Infirmary at 9 a. m. on Wednesdays 
and other days as arranged, and gives a course of instruction in 
Dental Surgery. The following course in the curriculum can be 
taken at St. Mungo’s College : Anatomy, six months ; Practical 
Anatomy, nine months ; Physiology, six months ; Chemistry, 
six months ; Practical Chemistry with Metallurgy, three 
months ; Surgery, six months ; Medicine, six months ; Materia 
Medica, three months ; Clinical Surgery, six months; Dental 
Surgery, six months, and attendance for two years on the 
dental department of the hospital. The attendance on the 
Dental Clinic is free to students of the hospital. 


Ireland. 

Incorporated Dental Hospital of Ireland, lincoln-place, 
Dublin. —All Dental Students who have passed their First 
Dental Examination in the Royal College of Surgeons in 
Ireland (or an equivalent examination or examinations) are 
admissible to the Clinical Instruction of the Hospital. 
In addition to Clinical Instruction and Special Demon¬ 
strations, courses of lectures are given at the hospital 
on Dental Surgery and Pathology, Mechanical Dentistry, the 
Administration of Anaesthetics, Orthodontia, Dental Anatomy, 
and Dental Materia Medica. Practical instruction is also given 
in Anaesthetics. In addition to the longer courses of hospital 
attendance, courses of three months’ duration will be given 
to surgeons intending to practise in the Colonies or remote 
country districts, or in the Army and Navy. 

Fees.—Dental Hospital Practice (each year), £12 12*. ; 
Lectures, £6 6*.; Composition Fee, £15 15*. per annum. In 
addition to the above courses registered dentists who are 
members of the British Dental Association will usually be per¬ 
mitted to take out a three months’ course for a fee of 6 guineas. 
The course in practical Dental Mechanics can be taken 
in the Hospital Laboratory. Further particulars can be 
obtained from the Dean. 


University of Brussels.—T his University grants its 
M.D. degree to such foreign candidates as are already duly 
qualified in medicine and surgery in their own countries, 
provided they pass the three examinations imposed. For 
the present, owing to the war, examinations at the University 
are for internal students only. 
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DIPLOMAS IN STATE AND TROPICAL 
MEDICINE. 


As usual we include in the Students’ Number of 
The Lancet an epitome of the instruction given at 
various universities and centres of medical education to 
medical men desiring to obtain diplomas in sanitary science, 
public health, State medicine, and tropical medicine. Daring 
the war some of this work has been suspended, for both 
teachers and taught being already registered medical men 
have been required in other spheres. But the public health 
of the country and of our colonial dependencies must be 
maintained, for this is one of our greatest guarantees of 
ultimate success in the struggle of endurance; and the 
machinery for the special education of public medical 
servants exists, as appears from what follows, and is ready to 
resume full activity at the earliest opportunity. 

Resolutions, designed with a view of ensuring “ the 
possession of a distinctively high proficiency, scientific and 
practical, in all the branches of study which concern the 
public health,” have been adopted at various times by 
the General Medical Council from 1902 to 1911. Certain 
universities and corporations grant qualifications in Tropical 
Medicine which have not as yet been made registrable by 
statute. 

University of Oxford. —An examination, conducted partly in 
writing, partly viva voce , and in each subject partly practical, 
is held in (Michaelmas 1 and) Trinity Term in the following 
subjects:—General Hygiene, General Pathology (with 
special relation to Infectious Diseases), the Laws relating to 
Public Health, Sanitary Engineering, Vital Statistics. The 
examination is in two parts, which may be taken together or 
separately ; but Part I. must be passed either before or at 
the same examination as Part II. The fee for admission to 
the examination is £5 for each part. Successful candidates 
are entitled to receive the Diploma in Public Health. 

The First Part of the examination will comprise (a) a 
written paper of three hours in Chemistry and Physics ; 
(b ) a three hours’ practical and viva voce examination in 
Chemistry and Physics. 

The Second Part of the examination will consist of the 
following parts (a) Two written papers, each of three 
hours, dealing with General Hygiene (including Sanitary 
Engineering, Vital Statistics, and the Laws relating to 
Public Health) ; ( b ) a practical and viva voce examination in 
General Hygiene ; (c) a written paper of three hours in 
Pathology and Bacteriology ; and ( d) a three hours* practical 
and viva voce examination in Pathology and Bacteriology. 

Candidates in Part I. of the examination will be required 
to produce a certificate (1) of Laboratory Work in Chemistry 
as applied to Hygiene. 

Candidates in Part II. will produce the following further 
certificates : (2) of a Practical Knowledge of the Duties, 
Routine and Special, of Public Health Administration; 
(3) of having had Practical Instruction in Bacteriology, and 
the Pathology of the Diseases of Animals transmissible to 
Man ; and (4) of having attended the practice of a Hospital 
for Infectious Diseases at which opportunities are afforded 
for the study of the Methods of Administration. The 
names of candidates must be sent to the Assistant Regis¬ 
trar of the University, Clarendon Building, Oxford, to 
whom applications for any further information should be 
addressed. 

University of Cambridge. —Two examinations in so much 
of State medicine as comprised in the functions of 
medical officers of health are held during the year. 
The examination is divided into two parts and demands 
proficiency in all the branches of study which bear 
upon the duties of medical officers of health. The 
examinations in both parts will be oral and practical, as 
well as in writing. Candidates may present themselves 
for either part separately or for both together at their 
option; but the result of the examination in the case 
of any candidate will not be published until he has 
satisfied the examiners in both parts. Marks of distinc¬ 
tion will be placed against the names of candidates who 
have specially distinguished themselves in either (1) general 
principles of hygiene ; (2) bacteriology ; (3) chemistry in 
Part I. of the examination ; or (4) the second part of the 
examination, which has reference to State Medicine and to 

i Tbe examination in Michaelmas Term is suspended during the war. 
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the applications of Pathology and Sanitary Science. Every 
candidate will be required to pay a fee of £6 6s. before 
admission or readmi6sion to either part of the examination, 
but candidates who have presented themselves before the 
year 1896 will be readmitted to either part on payment of 
a fee of £5 5s. Candidates must before admission to either 
part of the examination produce evidence of having satisfied 
provisions (1), (2), and (3), and before admission to Part II. 
having satisfied provision (4), above mentioned. 

All applications for further information respecting exa¬ 
minations and the courses of study should be addressed to 
Mr. J. E. Purvis, the Chemical Laboratory, Pembroke-street, 
Cambridge. 

Two Examinations in Tropical Medicine and Hygiene are 
conducted yearly by the State Medicine Syndicate of the 
University of Cambridge. The examinations are held in 
Cambridge early in January and in the middle of August. 
Each examination will extend over four days. 

Any person whose name is on the Medical Register is 
admissible as a candidate to the examination provided 
(I.) that a period of not less than 12 months have elapsed 
between his attainment of a registrable qualification and his 
admission to the examination ; (II.) that he produce evidence, 
satisfactory to the Syndicate, that he has diligently studied 
Pathology (including parasitology and bacteriology) in rela¬ 
tion to Tropical Diseases, Clinical Medicine, and Surgery at 
a Hospital for Tropical Diseases, and Hygiene and Methods 
of Sanitation applicable to Tropical Climates. As evidence 
of study and attainments a candidate may present to the 
Syndicate (1) any dissertation, memoir, or other record of 
work carried out by himself on a subject connected with 
Tropical Medicine or Hygiene; (2) any Certificate or 
Diploma in Public Health or Sanitary Science he may 
have obtained from a recognised Examining Body. Such 
evidence will be considered by the Syndicate in determining 
whether he is qualified for admission to the examination and 
by the examiners in determining whether, if admitted, he 
shall be included in the list of successful candidates. 

The examination will be partly in writing, partly oral, and 
partly practical and clinical (the clinical part will be con¬ 
ducted at a hospital for tropical diseases, at which cases 
will be submitted for diagnosis and comment), and will 
have reference to the nature, incidence, prevention, and 
treatment of the epidemic and other diseases prevalent 
in tropical countries. Every candidate who passes the 
examination to the satisfaction of the examiners will 
receive from the University a diploma testifying to his 
knowledge and skill in tropical medicine and hygiene. The 
fee for the examination is £9 95., and applications should be 
addressed to Dr. Graham-Smith. Medical Schools, Cambridge. 
The examination for the Diploma in Tropical Medicine and 
Hygiene will- be discontinued after 1918 till the end of the 
war. 

University of London .—Candidates for the M.D. degree 
may offer State medicine as a subject in which to graduate. 
Certificates must be produced showing that a course of prac¬ 
tical instruction has been attended for the prescribed 
period, and that the course has included such chemical, 
microscopical, and meteorological work and exercises as 
more especially relate to sanitation. The attendance in¬ 
cludes six months’ practical instruction in a laboratory and 
six months’ instruction in public health administration under 
the supervision of a medical officer of health, and three 
months’ attendance on the practice of a hospital for 
infectious diseases. The examination consists of papers in 
State medicine, including hygiene, school hygiene, and 
forensic medicine; a paper in medicine ; an essay ; and a 
two days’ practical examination. Candidates must satisfy 
the examiners both in the papers and in the practical tests. 
A viva voce examination may be held at the discretion of 
the examiners. In connexion with this degree the various 
metropolitan medical schools hold regular classes under 
teachers of Public Health and Sanitary Science, such 
instruction being also used to obtain the various diplomas 
of other Universities and of those Royal Corporations which 
grant them. 

University of Durham .—Candidates for the degree of 
Bachelor of Hygiene (B.Hy.) must be at least 22 years of 
age, registered, and a graduate in Medicine of a recognised 
university. They must spend six months at Newcastle-upon- 
Tyne studying Comparative Pathology, Practical Bacterio¬ 
logy, Sanitary Chemistry, and Physics, and have to pass an 
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examination in Sanitary Chemistry, Physics, Comparative 
Pathology, Sanitary Legislation, Vital Statistics, Nosology, 
Climatology, Meteorology, Distribution of Health and 
Disease, Sanitary Medicine and Practical Hygiene. The fee 
for the examination for the degree of B.Hy. is £10 10s. 
and for the degree £6 6s. Candidates for the degree 
of Doctor of Hygiene (D.Hy.) must have acquired 
the degree of Bachelor of Hygiene, must for two years 
subsequently have been engaged in Public Health adminis¬ 
tration, or in research work relating to Public Health. 
The fee for the examination for the degree of D.Hy. 
is £5 and for the degree £6 6s. The regulations for 
examination for the Diploma in Public Health (D.P.H.) 
are the same as those for the degree of Bachelor of 
Hygiene, except that the candidate is not required to be a 
graduate in Medicine of a recognised University and the 
course of study need not be passed at Newcastle-upon- 
Tyne. The fee for the examination is £10 10a. and for 
the diploma £3. 

Victoria University of Manchester. —An examination in 
Public Health is held twice yearly. The examination is 
in two parts and is written, oral, and practical. Candidates 
may present themselves for Parts I. and II. separately or 
at the same time provided that no candidate be admitted 
to Part II. unless he has already passed in Part I. No 
candidate’s name will be published until he has satisfied 
the examiners in both parts of the examination. The fee 
for each part is £5 5s., and must be paid on or before 
July 1st in each year. For any subsequent examination in 
the same part the fee will be £3 3.«. Every candidate who 
has passed both parts of the examination to the satisfaction 
of the examiners, and who is legally registered, will receive 
a Diploma in Public Health. The examinations will begin 
about the end of March and the middle of July in each 
year. Holders of the Diploma in Public Health are eligible 
for examination for the Certificates in School Hygiene and 
Factory Hygiene after attending the prescribed periods of 
study and hospital practice. 

University of Birmingham. —The University grants a 
degree of B.Sc. in Public Health and also a Diploma in the 
same subject on the following conditions : Graduates in 
Medicine of this University may become candidates for the 
degree of Bachelor of Science in Public Health by con¬ 
forming to all the requirements laid down for candidates 
for the Diploma in Public Health, except that after 
graduating in Medicine all courses of study must be taken 
out in the University, and they must, in addition, have 
attended a three months’ course of Geology in the University. 
The examinations will be held in the months of March and 
June and will consist of two parts, each part being written, 
oral, and practical. No candidate will be allowed to pass 
Part II. until he has passed Part I. Candidates may 
enter for Parts I. and II. separately or at the same 
time. The fee for each part of the examination is £5. 
Medical Officers of the Royal Navy who have attended 
courses in Hygienic Chemistry, Bacteriology, and Public 
Health at the Naval Medical School, Greenwich, will be 
admitted to the examinations for the Diploma in Public 
Health, whether they have previously been students at the 
Birmingham School or not; and the same applies to officers 
of the Royal Army Medical Corps who have studied 
Chemistry and Bacteriology at the Staff College and 
pursued the further course of study approved by the 
General Medical Council. 

University of Liverpool. —The University grants a Degree 
in Hygiene (M.H.) and a Diploma (D.P.H.), and every 
facility is afforded for training in Sanitary Science and 
State Medicine. The curriculum for the Degree extends 
over a period of two years, the first of which is devoted to 
laboratory instruction and practical classes (including those 
for the Diploma); the second being devoted to advanced 
study and research. The D.P.H. curriculum fees are: 
Chemistry, £5 5s. ; Bacteriology, £5 5*. ; Practical Sanita¬ 
tion, £15 ; Infectious Diseases, *£3 3s. The courses may be 
taken out at any time, and students are allowed to work 
daily in the laboratories. 

The University grants a Diploma in Tropical Medicine. 
Three courses of instruction are given every year. Two 
of these last for three full months—the Lent Course 
from Jan. 6th to April 5th and the Autumn Course from 
Sept. 15th to Dec. 13th. The Third Course, an Advanced 
Course, la6ts one month, from June 1st to the 30th. 


At the end of each full course an examination is held 
by the University for its Diploma of Tropical Medicine 
(D.T.M.), which is open only to those who have been through 
the course of instruction of the school. The examination 
lasts three days and consists (1) of papers on Tropical 
Medicine, Tropical Pathology, and Tropical Sanitation and 
Entomology respectively ; (2) of a clinical examination ; and 
(3) of an oral examination. The advanced course consists 
entirely of Practical and Clinical Laboratory Work, given at 
the laboratory at the University. The fee for the full 
course of instruction is 13 guineas, with an extra charge 
of 10*. 6d. for the use of a microscope if required. 
The fee for the examination is 5 guineas. Applications 
should be made to the Dean of the Medical Faculty, 
University of Liverpool. Two University Fellowships of 
£100 a year each are open to students of the school, amongst 
others. Accommodation for research work is to be had 
at the University Laboratory. The Mary Kingsley Medal 
is awarded by the school for distinguished work in 
connexion with Tropical Medicine. The new laboratories are 
completed and ready for occupation on the termination of 
the war. 

University of Leeds. —The University grants a Diploma in 
Public Health, and every facility is afforded for training in 
Sanitary Science and State Medicine. The examination, 
which is held twice in each year—namely, in June and 
December—is in two parts, and is written, oral, and prac- 
tica’. Candidates may present themselves for Parts I. 
and II. separately or at the same time, provided that no 
candidate be allowed to pass in Part II. unless he has 
already passed in Part I. Fees—The fee for each part is 
£5 5*.. and for any subsequent examination in the same 
part £3 3*. Instruction in Sanitary Chemistry is given in 
the second and third terms and in Bacteriology during the 
first and second terms. Practical work under arrangement 
with the Leeds City Council. Prospectus can be obtained 
from the Dean of the Medical School. 

University of Bristol .—Diploma in Public Health. Candi¬ 
dates must be at least 23 years of age, shall be fully regis¬ 
tered medical practitioners of not less than 12 months’ 
standing as such, and shall have passed the examination 
prescribed by regulation. The examination is divided into 
two parts. The subjects of the First Part are Chemistry as 
applied to Public Health and Pathology and Bacteriology. 
Candidates for the First Part shall, during six months after 
having obtained a registrable qualification, have received 
practical laboratory instruction in Hygienic Chemistry, in 
Bacteriology, and in the Pathology of the Diseases of 
Animals Transmissible to Man. The subjects of the Second 
Part are : Public Health and Epidemiology, Sanitary Law, 
Vital Statistics, and Sanitary Reporting. 

University of Edinburgh. —Two degrees in Science in the 
Department of Public Health are conferred by the University 
of Edinburgh—viz., Bachelor of Science in Public Health 
and Doctor of Science in Public Health. A Diploma in 
Tropical Medicine and Hygiene is also granted. Candidates 
for the degree of B.Sc. in Public Health must be graduates 
in Medicine of a recognised University, and must pass 
two examinations, for the first of which they must, after 
graduation in Medicine, have worked for at least 20 hours 
per week during a period of not less than eight months, 
of which at least five consecutive months must be in the 
Public Health Laboratory of the University of Edinburgh 
and the remainder either there or in a laboratory recog¬ 
nised by that University; they must also have attended 
courses of instruction in Physics and Geology in some 
Scottish University. Candidates are not admitted to the 
Second Examination sooner than six months after having 
passed the First Examination, nor sooner than 18 months 
after having taken their degree in Medicine, and 
they must have attended two separate courses in Public 
Health in some University of the United Kingdom or in 
such medical school or Indian, Colonial, or Foreign Univer¬ 
sity as may be approved for the purpose by Edinburgh 
University, each course consisting of 40 lectures at 
least; one of which courses shall deal with medicine and 
the other with engineering, each in its relation to public 
health. The subjects of examination include Laboratory 
work, Physics, Geology, Medicine in its application to Public 
Health, Sanitation, Sanitary Law, and Vital Statistics. 
Graduates who have held the degree of B.Sc. in Public 
Health from the University of Edinburgh for a term of 
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five years may offer themselves for the degree of D.Sc. in 
Public Health in that University. They must then present 
a Thesis and pass an examination in Public Health. The 
fees are £3 3*. for the First and £3 3*. for the Second 
B.Sc. Examinations, and £10 10*. for the degree of D.Sc. 

University of Aberdeen. —The Diploma in Public Health 
(D.P.H.) is conferred only on graduates in Medicine 
of a University in the United Kingdom not less 
than 12 months after medical graduation. Every candi¬ 
date must produce evidence of having attended, after 
graduation in Medicine, during a period of six months, 
practical instruction in Hygiene and Bacteriology in 
laboratories approved of by the University, together with 
having during six months (whereof three months must be 
distinct from the period of laboratory instruction) been 
diligently engaged in acquiring a practical knowledge of the 
duties, routine and special, of Public Heath administration 
under the medical officer of health of a county or large 
urban district. He must have regularly attended for three 
months the practice of a hospital for infectious diseases at 
which opportunities are afforded for the study of methods of 
administration. He must also have obtained practical 
instruction in the drawing and interpretation of plans. The 
diploma is conferred after an examination in Public Health 
held in March and July of each year. The fee is £5 5s. 

University of Dublin (Trinity College). —The Diploma 
in Public Health is conferred, after examination, on the 
following conditions. The candidate must be a registered 
medical practitioner and have obtained a registrable qualifi¬ 
cation at least cine months before the examination. The 
candidate must have completed, subsequently to obtain¬ 
ing a registrable qualification, four months’ practical in¬ 
struction in a chemical and bacteriological laboratory or 
laboratories approved by the University, must have studied 
practically outdoor sanitary work for six months under 
an approved officer of health, and must have spent three 
months’ attendance at a fever hospital where opportunities 
are afforded for the study of methods of administration. A 
special prospectus and a list of recognised laboratories may 
be obtained by application to the Registrar of the School of 
Physic, Trinity College, Dublin. 

National University of Ireland. —At this University there 
is a Diploma in Public Health and a B.Sc. in Public Health. 
The Diploma may be granted to matriculated or non- 
matriculated students of the University who shall have 
completed approved courses of study and shall have passed 
the prescribed examinations, provided that it shall not be 
granted except to a registered medical practitioner. Candi¬ 
dates may present themselves for the examination after 
an interval of not less than 12 months from the time 
of obtaining a registrable qualification. The curriculum 
extends over a period of not less than nine calendar 
months. Every candidate must produce a certificate 
that he has attended practical instruction in a laboratory, 
approved by the University, in Chemistry, Bacteriology, 
and the Pathology of the diseases of animals transmissible 
to man. The examination consists of two parts, which may 
be passed separately or together. Part I. comprises the 
following subjects : Chemistry, Meteorology and Climato¬ 
logy, and Sanitary Engineering and Architecture. Part II. 
comprises the following subjects : Bacteriology, Hygiene, 
Sanitary Law, and Vital Statistics. The examination in 
each part will be oral and practical as well as written. 

For the B.Sc. in Public Health a candidate shall not 
be admitted unless he ( a ) shall have received the degrees of 
M.B., B.Ch., and B.A.O. at least one year previously; 
(b) shall have pursued an approved course of study in the 
Faculty of Medicine; and (c) shall have passed the pre¬ 
scribed examination. In addition to D.P.H. course the 
candidate will be required to take up (1) a Special Course of 
Pathology; (2) Bacteriology; and (3) Advanced Course in 
Hygiene. Each of these courses lasts three months. 

University of Belfast .—A Diploma in Public Health 
is given by examination. Every candidate must produce 
evidence that, after obtaining a registrable qualification, 
he has during six months received practical instruction in 
an approved laboratory in which Chemistry, Bacteriology, 
and the Pathology of the diseases of animals transmissible 
to man are taught. After obtaining a registrable qualifica¬ 
tion every candidate must produce evidence that he has 
attended during three months the practice of a hospital for 
infectious diseases at which opportunities are afforded for 
the study of methods of administration. The examination 


must have extended over not less than four days, one of 
which shall have been devoted to practical work in a 
laboratory, and oDe to practical examination in, and reporting 
on, subjects which fall within the special outdoor duties 
of a medical officer of health. The examination will be held 
once yearly, Part I. in March and Part II. in June. The 
first part of the examination will have reference to the 
general principles of sanitary science, and the second part 
to State Medicine and to the applications of Pathology and 
Sanitary Science. The fee for each part is 1 guinea. 

Royal College of Physicians of London and the Royal 

College of Surgeons of England. —The following are the 
regulations for obtaining the Diploma in Public Health : 
The examination consists of two parts. The first part 
of the examination takes place in January and July, 

and the second part in January and July. The fee for 
each part is £10 10*., except for those who are diplomates 
of the Royal Colleges, who pay £6 6*. for each part. 

A candidate intending to present himself must give 

14 days’ written notice to the Secretary, at the Examination 
Hall, Queen-square, London, W.C. 1. He will be admis¬ 
sible to examination in Part I. on producing evidence (1) of 
having been in possession of a registrable qualification for at 
least 12 months ; (2) of having attended thereafter practical 
instruction in a laboratory recognised by the Examining 
Board in England for at least 240 hours duriDg a period 
of six months; and (3) of being at least 23 years of age. 
A candidate will be admitted to Part II. of the examination 
on producing evidence (1) of having been diligently engaged 
in acquiring a practical knowledge of Public Health 
administration during six months under certain specified 
conditions ; (2) of having attended during three months the 
clinical practice of a hospital for infectious diseases ; and (3) 
of being at least 24 years of age. 

The examination for the Diploma in the Diseases and 
Hygiene of the Tropics has been discontinued during the war. 

The Royal College of Physicians of Edinburgh , the 
Royal College of Surgeons of Edinburgh , the Royal Faculty 
of Physicians and Surgeons of Glasgow. —All candidates 
for the Diploma in Public Health must have a qualification 
which has been registered under the Medical Acts. Candi¬ 
dates must have attended not less than four calendar months’ 
practical instruction in Chemistry and Bacteriology in a 
recognised laboratory or laboratories, must have studied 
outdoor sanitary work for six months under a medical officer 
of health or other sanitary officer ; and must give evidence 
of attendance for three months at the practice of a 
Hospital for Infectious Diseases, at which he has 
received instruction in the methods of administration. 
The examination consists of two parts, and candidates may 
enter for both at one period or for either separately. 
The First Part includes (a) Laboratory Work (Chemistry 
and Bacteriology), ( b ) Physics and Meteorology ; and the 
Second Examination embraces (a) Report on Premises 
visited, (b) Examination at Fever Hospital, ( c ) Examina¬ 
tion at Public Abattoir, ( d ) Written and Oral Examinations 
on Epidemiology and Endemiology, (tf) Vital Statistics and 
Sanitary Law, and ( f ) Practical Sanitation. The fee is 
12 guineas for both examinations, or 6 guineas for either 
of them. A fee of 3 guineas is payable by rejected 
candidates for either examination. The examination is 
held twice yearly, in May and October. The published 
regulations provide detailed synopses of the subjects of 
examination. The Registrar for Edinburgh is Mr. D. L. 
Eadie, 50, George-square, and for Glasgow Mr. Walter 
Hurst, 242, St. Vincent-street. 

Royal College of Physicians of Ireland and Royal College of 
Surgeons in Ireland. —Every candidate for the Diploma in 
Public Health must be a registered medical practitioner. 
He must subsequently to qualification (1) receive six months’ 
laboratory instruction in Chemistry, Bacteriology, and the 
Diseases of Animals transmissible to man ; and (2) during 
six months practically study outdoor sanitary work under 
a medical officer of health, and shall as an additional 
requirement attend a hospital for infectious diseases. 
Candidates are examined on four days, commencing dn 
the first Monday of February, May, and November. The 
examination comprises the following subjects -.—Hygiene, 
Chemistry, Meteorology and Climatology, Engineering, 
Vital Statistics, Sanitary Law, and Bacteriology. The fee 
for the examination is £10 10*. For further particulars 
apply to Alfred Miller, Secretary, Committee of Manage¬ 
ment ; Office, Royal College of Surgeons, Dublin. 
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The Numerical Position of the 
Medical and Dental Professions. 


The Number of Medical Students. 

The number of students in actual attendance on 
courses of instruction in preparation for medical 
degrees or diplomas in the medical schools of the 
United Kingdom is now accurately known from the 
returns submitted by the General Medical Council 
to the Ministry of National Service. These show 
that although the total number of fourth- and fifth - 
year students at the present time is still perilously 
low — in the case of the former a bare three-quarters 
of the minimum yearly entry into the profession 
considered desirable by the Director-General of 
National Service to make up for the wastage — yet 
this is more than compensated by the increased 
numbers of students in the early years, and the 
total number has, in fact, steadily increased during 
the last two years, as the following schedule shows: — 

Total Medical Students in Attendance at the Medical Schools 
of the United Kingdom. 

May, 1916 . 6103 | October, 1917 . 7048 

January, 1917 . 6682 May, 1918 . 7630 

An analysis of these 7630 students into groups 
according to sex, attainment of military age, place 
of study, and seniority is given in a table sub¬ 
mitted by the President of the General Medical 
Council on June 28th last, which we now reproduce 


43,819, distributed as follows between the various 
local registers: — 

England ... 23,715, being 54 per cent, of the whole number. 
Scotland ... 13,918 ,,32 ,, fl 

Ireland ... 6,176 „ 14 

The numbers added by registration, removed on 
evidence of death, and the totals remaining on the 
Register on the last day of each of the last five 


years are shown 

in the following table :— 



Number 

Number 

Number of 

Increase 

Year. 

added by 
registration. 

removed on 

names on the 

on the 

evidence of 
death. 

Register on 
Dec. 31st. 

previous 

year. 

1913 

... 1168 . 

.... 746 ... 

... 41,940 .... 

.. 501 

1914 

... 1433 .. 

.... 1068 ... 

... 42,378 .... 

.. 438 

1915 

... 1526 .. 

.... 800 ... 

... 43,225 .... 

... 847 

1916 

... 1202 .. 

.... 1005 ... 

... 43,481 ..., 

... 256 

1917 

... 1134 .. 

.... 831 ... 

... 43,819 .... 

... 338 


The yearly additions in the last column do not 
agree precisely with the differences between the 
preceding columns, inasmuch as a certain number 
of names are removed from or replaced on the 
Register each year on formal grounds. It is note¬ 
worthy that during the last three years no name 
has been removed from the Register 911 account of 
its bearer ceasing to practise. So fax the number 
of names on the Register has increased from year 
to year, but it is quite evident on referring to the 
numbers of medical students due to qualify in the 
years 1919-21 that this increase will not be kept up 
in those years unless, on the one hand, death is less 
active, or, on the other, there is a greater supply 



First year. 

Due to qualify in 1923. 

Second year. 

Due to qualify in 1922. 

Third year. 

Due to qualify in 1921. 

Fourth year. 

Due to qualify in 1920. 

Fifth year. 

Due to qualify in 1919. 

Totals for 
all years. 

- 

Men. 

Women. 

Total. 

| Men under 18. 

Men from places 
outside the U.K. 

d 

« 

a 

1 

8 

i 

I 

Men under 18. 

Men from places 
outside the U K. 

8 

a 

Women. 

& | 

Men under 18. 

Men from places 
outside the U.K. 

Men. 

Women. 

3 

o 

Men under 18. 

Men from places 
outside the U.K. 1 

d 

0 

a 

Women. 

Total. 

Men under 18. 

Men from places 

outside the U.K. 1 

Men. 

Women. 

H 

London District ... 

285 

202 

487 

118 

41 

211 

137 

348 

15 

28 

167 

150 

317 

- 

27 

195 

66 

261 

- 

29 

389 

53 

442 

- 1 

93 

1247 

608 

1855 

England and Wales 
(Including London) 

592 

329 

921 

273 

50 

472 

256 

728 

44 

40 

362 

226 

588 

3 

44 

300 

116 

416 

- 

42 

514 

92 

606 

- 

105 

2240 

1019 

3259 

Scotland. 

393 

222 

615 

214 

37 

329 

259 

588 

76 

23 

319 

185 

504 

— 

52 

231 

129 

360 

— 

49 

315 

103 

418 

— 

1 71 

1587 

898 

2485 

Ireland . 

393 

114 

507 

56 

2 

448 

104 

552 

6 

12 

369 

73 

442 

- 

13 

228 

30 

258 


8 

115 

12 

127 


5 

1553 

333 

1886 

Total . 

1378 

665 

2043 

543 

89 

1249 

6191 

1868 

125 

75 

1050 

484 

1534 

3 

109 

759 

275 

1034 

- 

99 

944 

207 

1151 


181 

5380 

2250 

7630 


in full, having printed a shortened form of it in 
The Lancet of July 27th. The numerical propor¬ 
tion of men and women students can be seen from 
the table, and may be stated in percentages as 
follows:— 


from medical schools outside the United Kingdom. 
A list is given later of the degrees granted in 
British possessions and in foreign countries, which 
are registrable in the colonial and foreign lists 
respectively of the Medical Register. 


Percentage of Men and Women Students. 


The Number of Registered Dentists. 


Men. Women. Men. Women. 

First year . 68 32 j Fourth year . 73 27 

Second ,, . 67 33 | Fifth ,, . 82 18 

Third . 68 32 j - 

I All years . 71 29 

from which it may be noted that the proportion of 
men and women entering on their medical study 
has remained practically constant during the last 
three years, although differing in the various 
regions of study. Among the students of all years 
in London 33 per cent, are women, in England and 
Wales (including London) 31 per cent., in Scotland 
36 per cent., and in Ireland 18 per cent. 

The Number of Registered Medical 
Practitioners. 

The total number of names on the Medical 
Register at the beginning of the present year was 


The total number of dentists appearing upon 
the Dentists’ Register for 1918 was 5524, the com¬ 
parative figures for the last five years being— 


Year. 

1913 

1914 

1915 

1916 

1917 


Number 
added by 
registration. 

Number 
removed on 
evidence 
of death. 

Number of 
names on the 
Register on 

Dec. 31st. 

Increase 
on the 
previous 
year. 

.. 195 .. 

... 66 .... 

. 5276 . 

... 135 

... 273 . 

... 241 . 

. 93 .. . 

.... 109 .... 

. 5426 . 

. 5453 . 

... 151 

... 27 

... 195 . 

.... 120 .... 

. 5512 . 

... 59 

... 130 . 

. 105 .... 

. 5524 . 

... 12 


As in the case of the Medical Register, certain 
removals and replacements of names are made on 
formal grounds, so that the third column cannot be 
accurately deduced from the two preceding. 

Of the total 5524, 5495 are described in the 
Register as United Kingdom dentists, 11 as 
Colonial dentists, and 18 as Foreign dentists. 
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REGISTRABLE COLONIAL AND FOREIGN 
MEDICAL DEGREES. 


* Under the Medical Act, 1886, a number of medical 
diplomas granted in British Possessions entitle their 
possessor to be registered without further examination in 
the colonial list of the Medical Register. The conditions 
attached to such registration is that the holder of the 
colonial diploma obtained it when he was not domiciled 
in the United Kingdom or in the course of a period of not 
less than five years during the whole of which he resided out 
of the United Kingdom. These diplomas are as follow : — 


British North Amkrica. 

Manitoba : College of Physicians and Surgeons, Member; University 
of Manitoba, M.D. 

New Brunswick: Provincial Council of Physicians and Surgeons, 

L. M.S. 

Newfoundland : Medical Board, L.M.S. 

.Nora Scotia : Provincial Medical Board. L.M.S.; Dalhonsie University, 

M. D., C.M. (Halifax Medical College, M.D., C.M., If obtained prior to 
August 31st, 1911.) 

Ontario : College of Physicians and Surgeons, Member. (To this can 
be added as additional qualifications the degrees in medicine of the 
Queen’s University, Kingston ; the Western University, London ; and 
the University of Toronto.) 

Prince Edward Island : Medical Council. L.M.S. 

Quebec : McGill University. M.D., C.M. ; Laval University, M.D. 
Saskatchewan : College of Physicians and Surgeons, Member. 


Asia. 

Ceylon : Medical College, L.M.S. 

Hong Kong : University of Hong Kong, M.B., B.S. 

India : University of Allahabad, M.B., B.S.; University of Bombay, 1 
(1) L.M.S., (2) M.B., B.S., (3)M.D., (4) M.8.; University of Calcutta, 
<1; L.M.S., (2) M.B., (3) M.D., (4) M S., (5) M.O.; University of Madras,* 
<1) M.B., M.S., (2) M.B., B.S., (3) M.D.; Punjab University, (1) L.M.S., 
<2) M.B., (3) M.D., (4) M S. 

Straits Settlements : King Edward VII. Medical School, Singapore, 
L.M.S. 

Australasia. 


New South Wales: University of Sydney, (1) M.B., (2) M.D., 
(3) Ch.M. 

New Zealand : University of New Zealand, (1) M.B., Ch.B.. (2) M.D. 
South Australia : University of Adelaide, (1) M.B., B.S., (2) M.D., 
(3) M.S. 

Victoria : University of Melbourne, (1) M.B., (2) M.D., B.S. 

Europe. 


Malta : University of Malta, M.D. 


Certain medical diplomas granted in foreign countries also 
entitle to registration in the foreign list of the Medical 
Register provided that the holder is not a British subject, or 
that, being a British subject, the diploma was obtained 
under domiciliary conditions similar to those attached to 
colonial diplomas. These diplomas are as follows, the 
date in parentheses being the year in which Part II. of the 
Medical Act, 1886, was applied to the country in question : — 


Italy : Degrees of Doctor of Medicine and Surgery of all the Boyal 
Italian Universities (1901). 

Javan : Degrees of Bachelor of Medicine (Igakushi) and Doctor of 
Medicine (Igaku Hakushi) of the Imperial Universities of Japan; and 
the Degree of Bachelor of Medicine (Igakushi) of any Government or 
Prefectural special Medical College, or of a private special Medical 
College designated by a Minister of Education of the Empire of Japan 
(1906). 

Belgium : Degrees of Doctor of Medicine of the Belgian Universities 
of Brussels, Ghent, Liege, and Louvain, which give legal authority to 
practise medicine, surgery, and midwifery in Belgium (1915). 

The colonial list of the Medical Register at present 
contains some 900 names, the foreign list less than 150 
names, of which the large majority are Belgian. We 
hope to publish later some account of these degrees and 
diplomas which, when registered., entitle the possessor to 
practise medicine within the borders of the United Kingdom. 


1 If obtained after June 25th, 1912, the degree must have been 
registered in the Presidency. 

* If obtained after June 1st, 1916, the degree must have been regis¬ 
tered In the Presidency. 
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MEDICAL NEWS. — NOTES, SHORT COMMENTS, ETC. 


[August 31,1918 


Itetos. 


Society of Apothecaries of London.—A t 
examinations heH recently the following candidates passed 
in the subjects indicated:— 

Surgery.— J. Bebesnili&n (Sect. II.), Charing Cross Hosp.; J. Gorsky 
(Sects. I. and II.), Westminster Hosp.; W. H. Haupt (Sect. I.), 
George Washington Univ.; B. A. M. Henderson (Sect. II.), 
Manchester and Charing Cross Hosp.; F. Lyth and H. Lyth 
(Sects. I. and II.), Manchester; H. E. Rehum (Sect. I.), King’s 
College Hosp. ; G. P. N. Richardson (Sects. I. and II.), Cambridge 
and St. Mary's Hosp.; W. H. Steavenson (Sects. I. and II.), Guy’s 
Hosp. ; and J. Stephen (Sects. I. and II.), Manchester. 

Medicine.— H. Carter (Sects. I. and II.), London Hosp.; W. H. 
Haupt (Sects. I.and II.), George Washington Univ. ; W. D Macrae 
(Sect*. I. and II.), London Hosp.; G. P. N. Richardson (Sects. I. 
and II.). Cambridge and St. Mary’s Hosp. 

Forensic Medicine— J. F. E. Bums, Bristol; F. I. G. Edwards, Royal 
Free Hosp. and Liverpool; W. H. Haupt, George Washington Univ.; 
W. H. Steavensor, Guy’s Hosp. 

Midicifery.— F. I. G. Edwards, Royal Free Hosp. and Liverpool; I. R. 
Florence, Guy's Hosp. ; W. H. Haupt, George Washington Univ.; 
J. H. Marriott. Manchester. 

The diploma of the Society was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwifery : 
J. Behesnillan, J. Gorsky, F. Lyth, H. Lyth, G. P. N. Richardson, 
W. II. Steavenson, and J. Stephen. 

The Bell Fund.— Dr. S. A. K. Wilson, 14. Harley - 
streefc, London, W.l, acknowledges a donation of £2 2s. to 
this Fund from Dr. Frank C. Shrubsall. 

Result of the Entrance Scholarship Exa¬ 
minations at 8t. Thomas’s Hospital.— Entrance Science 
Scholarshipslet, £150, no award; 2nd, £60, M. C. 
Sivakara; honourable mention, N. G. Harris, Emrvs 
Williams. 

Instruction in Hospital Administration for 
the Diploma in Public Health.— A course of lectures and 
demonstrations in hospital administration, lasting three 
months, will be given at the Western Hospital of the Metro- 
olitan Asylums Board, Seagrave-road, Fulham, London, 
.W. 6, by Dr. R. M. Bruce, medical superintendent, 
on Tuesdays and Fridays, at 5 P.M., beginning Oct. 8th. The 
fee for the course is £3 3s., payable to the clerk to the 
Metropolitan Asylums Board, Embankment, London, E.C. 4. 

The Codex Addendum, 1918. —The current issue 
of the Pharmaceutical Journal contains a list of alternative 
formula) for the preparations temporarily withdrawn from 
the British Pharmacopoeia on account of containing lard 
or vegetable oils. The Addendum has been prepared by 
the Codex Subcommittee of the Pharmaceutical Society, and 
is now published with its authority. 

The University of London Press announces the 
addition of four volumes to the series of Military Medical 
Manuals—viz.: “Disabilities of the Locomotor Apparatus, 
the Result of War Wounds,” by Professor Aug. Broca, 
edited by Sir Robert Jones. “Electro-Diagnosis of War,” 
by Professor A. Zimmern and P. Perol, edited by Dr. E. P. 
Cumberbatch. “ Wounds of the Pleura and Lungs,” by Pro¬ 
fessor R. Gregoire and Dr. Courcoux, edited by Lieutenant- 
Colonel C. H. Fagge, M.S. “ Mental Disorders of War,” by 
Professor Jean Lepine, edited by Dr. Charles Mercier. 

Maudsley Neurological Clearing Hospital.— 
The course of instruction in shell shock and war neuroses 
will be resumed on Sept. 20th at 3 p.m. No fees will be 
charged. Application should be made to Lieutenant-Colonel 
F. W. Mott, at the hospital, Denmark Hill, London, S.E.5. 

Post-Graduate College, West London Hos¬ 
pital.— During next week clinics will be held each week-day 
at 2 p.m., Wednesday, Friday, and Saturday also at 10 a.m. 

Royal Medical Benevolent Fund.—A t the last 
meeting of the committee, held on Tuesday, August 13th, 
24 cases were considered and £212 6s. 8 d. voted to 22 of the 
applicants. The following is a summary of some of the 
cases relieved :— 

Widow, aged 51, of M.B. Glasg. who practised at Sheffield and died 
in April of this year. Applicant was left entirely without means 
and her health Is bad, suffering from chronic rheumatism. Daughter, 
aged 25, at home ; son, 22, Second Lieutenant, prisoner of war ; son, 19, 
in the Army, and allows his mother 3«. 6 d. per week. Rent and rates. 
£30. Daughter has to remain at home to look after mother. Voted £4. 
with leave to apply again In October.—Daughter, aged 60, of M.R.C.S. 
Eng. who practised at Halesworth and died In 1904. Applicant’s 
only income £30 from investments. In the winter suffers 
severely from bronchitis, so only able to earn a little in the 
summer. Pays £10 a year rent. Voted £12 in 12 instalments.— 
Widow, aged 39, of L.R.C.P. Bdin. who practised at Alfreton, Derby¬ 
shire, and died in March, 1917. Applicant was left with two children, 
now aged 54 and 34 years. She earns £115 in a temporary post, and her 
father, who lives with her, pays the rent of the house. Asks for help 
towards education of children. The Guild will help if the Fund will 
give a small qualifying grant. Voted £4. 

Subscriptions may be sent to the acting honorary 
treasurer, Dr. Samuel West, at II, Chandos-street, 
Cavendish-square, London, W.l. 


Stotts, SJjort Comments, anb Jnsters 
to Correspondents. 

THE NEW INDIAN QUALIFICATIONS. 

In The Lancet of Feb. 13th (p. 321) we stated the attitude 
of the General Medical Council towards the licences in 
medicine and surgery granted by certain Provincial medical 
faculties in India. At that time no general conclusion had 
been reached in regard to the admission by home licensing 
bodies to their own examinations of holders of the new 
Indian qualifications. We are now authorised to state in 
regard to the Conjoint Examining Board of the Royal 
College of Physicians of London and the Royal College of 
Surgeons of England, that— 

1. A candidate who has passed the final examination for Membership 
of the State Faculty of Bengal Is not allowed to sit for the final 
examination of the Conjoint Board without passing the second 
examination in anatomy and physiology. 

2. A candidate who has passed one or more examinations of the 
Bengal Faculty, but has not obtained his diploma, is not exempted 
from any examination of the Conjoint Board. 

3. A candidate who has obtained the Membership of the Bengal 
Faculty can enter for the second examination of the Conjoint Board on 
producing evidence of having completed the curriculum and obtained 
his diploma; and when he has passed the second examination of the 
Conjoint Board, he can proceed to the final examination if he completes 
two years of additional study at a recognised medical school and 
hospital in this country. 

4. In every case the candidate must have passed a preliminary exami¬ 
nation in general education, which fulfils the requirements of the 
Conjoint Board or of the General Medical Council. 

The list is given on p. 309 of diplomas of Indian Univer¬ 
sities which entitle their holders without further formality 
to registration in the United Kingdom. 

HOW TO BECOME A WOMAN DOCTOR. 

In a little book of 130 pages, published by Messrs. Chas. 
Griffin and Co. at 3*., Miss Emily L. B. Foster has put 
together some useful information for the woman who desires 
to be a doctor, as she has already done for the woman dis¬ 
penser. Dr. W. J. Fenton, who as dean of the Charing 
Cross Hospital Medical School now has some practical know¬ 
ledge of the working of a scheme of placing men and women 
students on an equality throughout their whole course, con¬ 
tributes a Dreface, in which he says: — 

“ The students work together on perfectly friendly terms, and there 
is every reason to believe that the experience will be to their mutual 
advantage: the result being medical practitioners soundly educsted, 
with broad-minded and sympathetic views, both towards the public, 
which they will have to serve, and the profession, of which they will 
form a part." 

Miss Foster herself contributes brief paragraphs on the 
History and Prospects of the Woman Doctor and on Co¬ 
education, and sketches a day in the life of a woman house 
physician. Otherwise the book contains nothing bat a 
welcome statement of the facilities now open to women, 
along with extracts from the regulations of various diploma¬ 
granting bodies. 

THE POSITION OF REGISTERED DENTISTS. 

We have given elsewhere the number of names at present 
on the Dentists Register as 5524. Of the 5495 United 
Kingdom dentists, 1281 are registered on their own declara¬ 
tion as being in bona fide practice of dentistry, 7 of them 
possessing additional medical and surgical qualifications. 
Of the remaining 4214, 2446 are licentiates in dental surgery 
of the Royal College of Surgeons of England, 177 of English 
Universities, and 1128 possess Scottish and 463 Irish diplomas. 
467 of the 4214, or 11 per cent., possess also surgical or 
medical qualifications. The special position of registered 
dentists in relation to the Military Service Acts has now been 
fully recognised by the Ministry of National Service in the 
appointment of a Special Dental Tribunal to deal with all 
applications for exemption by registered dentists. The 
membership of this Tribunal was given in The Lancet of 
.June 20th (p. 926), and its address is 19, Hanover-square, 
London, W.l. 

VETERINARY SURGEONS AND NATIONAL 
SERVICE. 

In a circular (R. 225) issued to tribunals the Secretary of 
the Local Government Board states that, having regard to 

S resent military and civilian requirements, it has been 
ecided to take no registered veterinary surgeon for military 
service except as a commissioned officer for employment in 
his professional capacity. The decision, as in the case of 
registered medical men and registered dentists, is subject to 
the condition that, if left in civilian employment, he is engaged 
on such veterinary’ work as is deemed to be of most 
value to the nation. A special tribunal, known as the 
Veterinary Tribunal, has been appointed for dealing with 
the cases of veterinary surgeons, to which any application 
for the grant, renewal, or review of exemption is now to be 
made. The address is 10, Red Lion square, London, W.C. 1. 
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EMPLOYMENT OF PREGNANT WOMEN 
IN MUNITION FACTORIES. 1 

By MARY A. S DEACON, M.B., B.S. Lo.nd., 

MEDICAL OFFICER TO A NATIONAL FILLING FACTORY. 

The factory from which the following report was con- 
piled is built on the site of a farm in flat, open and well- 
drained fields; there is an abundance of fresh air and 
sunshine. All the buildings are very well ventilated with 
cross and end-to-end through draughts, and the sanitary and 
bath accommodation is in excess of the Home Office require¬ 
ments. The factory is particularly well managed ; the 
canteen is good ; the factory clothes are most suitable and 
made so as entirely to cover all the worker’s private clothes. 

The factory is situated a mile from the station and tram 
terminus, and all workers have of necessity to walk this mile 
as there is no other way of reaching their work. The 
exercise is most salutary for them, and it is surprising to 
see the difference in their general appearance noticeable 
after about six weeks’ work with us. 

A covered way is provided alongside the roadway for pro¬ 
tection in rough weather, and this pathway has been well 
rolled so that it is always firm and dry. 

Our workers are of the usual city type—undersized, badly 
developed, with very bad teeth and often anaemic. About 
50 per cent, are married, and often these have their 
household duties to attend to after they get home at 
night. In spite of these drawbacks, after about six weeks’ 
work, and hard work too, if they have the grit to stick 
it, they become more robust, less anrcmic and much more 
healthy-looking in every way. I consider that this improve- 
. ment is due to healthy exercise, well disciplined work, 
the good and abundant food supplied in the canteen at 
moderate price, and above all to the abundance of fresh 
air which they are obliged to get when working in this 
factory. The fresh air and hard work make them hungry, 
aod getting good money they can well afford to obtain 
sufficient food. During their meal hour they have amuse¬ 
ment, some days they dance and on others concerts are 
arranged. All workers are medically examined before being 
engaged, and if found suitable but with bad teeth these are 
extracted by the factory dentist before work is actually 
stirted. 

During the nine months, June 1st, 1917, to Feb. 28th, 
1918, I have kept records with a view to finding out the 
effect of the work on any woman who may become pregnant. 
Of the total number of women workers engaged in that 
period (1197) 575 were married and 622 single. The 
married women have been brought into the labour market 
for various reasons. Munitions factories have given them 
their opportunity, and factory managers have no alternative 
but to engage them. 

The Nature of the Problem. 

The question is one which may be looked at from two 
standpoints: ( a ) under the enforced conditions due to the 
war ; ( b ) post-war conditions. 

As regards (a), seeing that it is essential for a certain 
percentage of married women to take up some foum of work 
outside the borne, it is equally essential for their medical 
welfare to be carefully studied, with a view to bringing about 
a set of conditions which will make it possible for them to 
carry on their work to the satisfaction of their employers, and 
without fear of injury to themselves or the future race. In so 
doing it should be possible to find by experience whether 
similar conditions could be applied in post-war days if the 
necessity for married women to work then should still exist. 

In a factory such as ours the work is mostly arduous and 
heavy, but the factory management have had all operations 
classified into heavy, medium, and light operation, and they 
are also willing, if they have the vacancies, to put workers 
who are not fit for the heavier operation into the less 
arduous classes, so that I have been enabled in many cases 

(by this cooperation on the part of the factory management) 
to transfer pregnant woikers from the heavy work to the 
lighter operation and so gather materials for this report. 

The nature of the work also necessitates extreme cleanli¬ 
ness, and in this factory such cleanliness is enforced with 
the utmost rigour. 

The question then arises in a factory of this kind, where 
so many married women are employed, whether when they 
may become pregnant, it is better to dismiss them at once 
or to keep them at work until within a few weeks of their 
confinement. Up to the present I have not taken on new 
workers if they are pregnant, as I do not consider that they 
would become proficient before they had to leave, and this 
would be hardly fair to the factory. 

The Question of Efficiency. 

We will first study the question solely from the factory’s 
p^int of view —“ efficiency. ” The authorities of the factory 
might put forward the arguments — 

(a) That the women were no longer capable of heavy work. 

(b) That not being in good state of health their time-keeping 
and work record would be bad. 

(c) That miscarriages might occur, which would dis¬ 
organise the work at the time, and which also might lead 
to compensation claims. 

(d) That in the event of there not being any suitable light 

Work at which to employ them the women would not be 
worth their pay. 

A natural prejudice would also be felt against seeing 
women about in such a condition, but this hardly amounts 
to a reason, and in a factory where about 90 per cent, of the 
workers are women should not even be a prejudice. 

The answers to these arguments are : — 

(а) The women need hot be capable of very heavy work, 
as in most factories there are many lighter duties to which 
pregnant women could be put, and in which ho strain is put 
upon the abdominal muscles, while they do not in fact 
necessitate as much energy as is required in household 
duties. 

(б) The fear that the woman’s time and work records would 
be bad at such times is ODe that in some cases, of course, may 
be justified, but if the upset is such as really to incapacitate 
her and to cause her to neglect her work, then there is 
nothing to compel her to stay if she wishes to leave, and 
nothing to prevent the factory dismissing her if really a 
negligent worker. On the other hand, some women feel 
better when in such a condition, and in all cases their health 
must be the better for regular and sufficient exercise, good 
food, and healthy occupation for their minds and bodies. 

The time when the pregnancy is most likely to upset the 
health is during the first four months, when the condition 
cannot be diagnosed unless the worker comes to the factory 
doctor complaining of symptoms pointing to such a con¬ 
dition, and this she is not likely to do if she fears dismissal, 
so that bad time-keeping and slack work due to such causes 
cannot be eliminated, even in factories where dismissal is 
the rule. , 

A woman who is anxious to retain her work will do her 
best to attend regularly and to give as much satisfaction as 
possible in all her duties, and the mere fact that she is 
regular in her habits will probably keep her in better health, 
and so increase her capacity for work. 

(<•) Miscarriages are very unlikely to occur if the woman is 
encouraged to make her condition known to the factory 
doctor at as early date as possible, with a view to being 
transferred to, or retained in, work suitable to her condition, 
and if she is not in fear of dismissal she will be much more 
likely to report early. No factory could possibly obtain 
information as to the condition of its workers during the 
first three months of pregnancy excepting by the voluntary 
information of the workers themselves, and yet this is the 
period during which nearly all miscarriages occur, and is 
the most critical time during the whole period of pregnancy. 

No claim for compensation could possibly stand if it were 
shown that the factory authorities required the women to 
notify their condition to them as early as possible with a 
view to suitable work beiDg found, and it would then be a 
woman’s own fault if she continued her own heavy work 
against the known wishes of the management. 

In our factory we have notices put in the changing 
houses and in the ambulance-rooms asking the women to 
notify the doctor as early as possible if they are pregnant, so 
that they may be placed on work which will avoid any risk 
of personal injury. 

(a) The argument that the woman by doing other than her 
usual work is not worth her pay is answered by the state¬ 
ment that the disciplined and trained worker is more worth 
her pay even with a slight physical disability than the 
undisciplined and untrained worker who may take her 
place. 

K 

1 Being part of a paper read at the Oxford Welfare Conference, 
August 6t h-lOth, 1918. 
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The factory arguments in favour of keeping on such 

Women are: — 

(a) That good feeling will be promoted if the workers 
know that the management have their actual welfare at 
heart, and are not penalising them for natural physical 
disabilities. 

(&) That this mntual good feeling will produce better 
workers. 

(c) That miscarriages will be actually fewer in a factory 
where the conditions are known at an early date, as such 
accidents are thereby prevented, along with their subsequent 
disorganisation of the factory work. 

The Workers* Point of View. 

From the workers’ point of view it seems to me that most 
arguments must be entirely in favour of being kept on. The 
most cogent reasons are : — 

(a) The worker should not be turned away from work 
that she is quite able and competent to do because of 
her condition, excepting in cases where the work is 
very heavy, but as in our factory (and also, I should think, 
in most other factories) there is alternation of work, and as 
the same woman may do various kinds of work, some suitable 
employment can usually be found for her. 

(b) The worker will not be tempted to take drugs or 
to use other means to provoke miscarriage if she is 
free from the fear of losing work where she can earn 
a good wage, and being obliged either to drop out 
of the labour market altogether or to take on duller and 
less highly paid work because she cannot do without the 
money. I have heard of cases in which the worker wheii 
dismissed from a factory because of her condition has, in 
order to obtain bare necessities, gone rag-picking on some 
refuse heap and got into such a bad condition that both she 
and the child have been in great danger at the time of the 
actual confinement. 

(c) If the worker continues at her more highly paid work 
she can afford to save money for the time during which she 
will be laid by, and can also probably then afford to take a 
longer interval after the confinement, when the rest is all- 
important both to herself and the child. 

(d) During the pre-confinement period, if she earns good 
money, she can enjoy the better food which is so necessary to 
her condition. She shares the companv and fellowship of 
her companions, so necessary to keep her cheerful, and by 
walking a mile to work obtains plenty of exercise and fresh 
air. The maintenance of the mother in a fit state of health 
and spirits is all-important to the health of the child to 
which she is to give birth. Several of the workers are 
reported as never having felt so well during former preg¬ 
nancies or having had such good confinements or such heal thy 
babies. In no case has the actual nature of their employment 
had the slightest detrimental effect. 

The woman’s arguments against staying on might be: — 

(а) In some cases she might not feel well enough to turn 
out to work and to travel to and fro, but if she does not really 
feel well enough to do so, she is practically free to leave. 

(б) The fear that she might miscarry. This fear will very 
probably be dispelled if the worker notifies her condition. 
As a matter of fact, the tables which I have prepared and 
give here in summary show that of the very few cases of 
miscarriage that we have had — only 15, including 2 premature 
births, during the whole of the nine months—13 were at 
very early dates before the factory authorities could have 
taken any steps toward a dismissal, as they could not 
possibly have known of the condition except by the 
voluntary information of the worker herself. Only two 
occurred while actually at work. I believe that‘some 
factories have had a lot of trouble in this way, but we 
have never had. any real trouble of that kind; one baby was 
actually born in the ambulance-room, as the woman had 
miscalculated, but as the ambulance-room was equal to the 
occasion this did not matter. Another threatened mis¬ 
carriage was arrested by suitable treatment, and the 
pregnancy continued until full term. 

(c) A reluctance to staying among her fellow-workers. 

The Question of Maternal Welfare. 

From the State point of view the greatest question of the 
present day is the increase of the human race and infant 
welfare. And any measures are to be encouraged which tend 
to promote the greater well-being of the mother before and 
at the time of confinement, and the health of the coming 
generation. If the woman can keep in a more healthy 
condition, be better fed and happier in cheerful surround¬ 
ings, this is all for the good of the State and is likely 
to raise the birth-rate. I contend that a woman who is 
struggling for an existence and is debarred from earning a 
good wage simply through her condition is being discouraged 
instead of helped at a time when she deserves all possible 
aid. She is thereby thrown into a condition of anxiety at 
a time when worry is a detriment and she is prevented from 


saving for a period of stress. In consequence the child 
suffers before and after birth. 

Every working mother should be encouraged, if possible, to 
abstain from work for at least three months after confine¬ 
ment, so as to recover completely her normal state of health, 
and to nurse the baby during this time ; but in practice this 
is very difficult, as the woman is often short of money and 
implores to be taken back. If the State can promote a 
scheme to keep the mother entirely in the home, so that she 
can feed and look after her children, so much to the good ; 
but while she depends upon her individual exertion, no 
woman should be debarred from doing the best for herself 
and for unborn children. From a medical point of view 
reasonable work combined with exercise and good food are 
the proper preparation for childbirth. 

I wish particularly to emphasise the fact that from a 
medical point of view no certain diagnosis of the woman’s 
condition can be made during the first three months, unless 
she will tell you her own suspicions ; and yet this is the 
period during which most risk is run and during which 
most miscarriages occur. Also this is the period in which 
measures are taken with a view to provoking miscarriage, if 
loss of work is feared, so that no factory can be free from 
such danger even if it dismisses all known cases of pregnancy, 
while the State will certainly be the loser of some of the 
coming generation. 




In the report that I have drawn up I have had 101 cases 
of women who became pregnant during the nine months 
of which I have kept records. 

Of these 46 cases terminated successfully with 47 children 
before the end of February, 1918, when the report was made 
up. One woman had twins ; 7 cases could not be traced but 
were all right when last heard of. 

Thirty-four cases had not come off at the end of February 
but of these 19 have terminated successfully since. 

There were 2 premature births and 13 early abortions— 
that is, before the third month of pregnancy. Of the 2 
premature cases one had operation for advanced carcinoma 
of cerv ix at 5 months and the other contracted svDhilis at 
6 months, the baby being born dead at 8 months. 

The 13 miscarriages were all very early, from five to ten 
weeks. Of these, one patient fell out of bed while dreaming 
and miscarried three days later, another took “ female pills’’ 
and fell downstairs, a third had had tuberculous trouble 
and a fourth previous miscarriages. 

It is very possible that other babies have been born who do 
not appear in my report, as other women may have had con- 
finements without reporting their condition. It is, however 
unlikely that there have been more miscarriages than I have 
recorded, as all workers who are absent for three days con¬ 
secutively are visited at their homes and inquiries are made 
into the reason for such absence, so that miscarriages could 
hardly escape notice by reason of this factory regulation 

I am still keeping records of all such cases, and now that 
the workers do not fear dismissal and know that an interest 
is taken they willingly notify their condition. Thus thev 
are kept under observation even after they leave, with the 
result that my next year’s records will be more complete 
than those for the nine months to February, 1918. All the 
women whom I have seen since confinement report that 
they have had easy labours, healthy children, and that thev 
never felt better while carrying. ^ 

One woman who worked until ten days before her conflne- 
ment had the first healthy baby that she had ever had out of 
eight. Another had had 12 pregnancies, but only one other 
living child before this one. A third told me she had seven 
other children and that this was the healthiest one All the 
women told me that they found the walk to work beneficial 
and said that they had never felt so well before * 


Arts and Handicrafts Exhibition — The 
exhibition which is organised annually by the Englishwoman 
will thisyear be held at the Central Hall, Westminster, from 
Nov. 13th to 23rd. The exhibition is designed to encourage 
home handicrafts, and has a distinct bearing on the employ¬ 
ment of disabled soldiers. A number of social organisa¬ 
tions, including the Church Army and the Y.M.C.A. use 
the exhibition for the sale of their hand-made productions. 

The late Dr. J. S. Cooper.— The death occurred 
on August 15th at his residence in Culter, of James 
Snowie Cooper, M.D. Aberd. After graduating at Aberdeen 
University in 1891 he practised for a time in Lancashire, 
and was then phvsician for three years at the Sanatorium, 
Banchory. Lately his health haa precluded his practising 
his profession. He is survived by a widow, daughter of the 
late W. R. Bruce, D.D., minister of Newmachar, and one 
daughter. 
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METHODS OF CONTROL OF FRAGMENTS 
IN GUNSHOT WOUNDS OF THE JAWS. 

By H. P. PICKERILL, M.D., M.D.S., 

MAJOR, N.Z.M.C. ; O.I/C. N.Z. SECTION, QUEEN’S HOSPITAL, 8IDCUP. 


In considering the methods at oar disposal for the control 
of the various fragments in gunshot wounds of the jaws, it 
is necessary first of all to review the forces producing the dis¬ 
placements which require subsequent reduction and control. 

There are four factors concerned: (1) direction of missile; 
(2) size of missile ; (3) muscular contraction ; (4) fibro- 
cicatricial contraction (in later stages of untreated cases). 
The direction of the missile and the size of the missile are 
rather intimately connected ; other things being equal, the 
larger the missile the more will be the gross displacement 
produced, and this in the direction of the missile ; the frag¬ 
ments tend to be of large size, the number of them being, I 
think, strictly proportionate to the velocity of the missile. 
When, however, the wound is produced by a rifle bullet, we 
roughly get three effects; (1) the high-velocity bullet striking 
the bone at right angles to its surface will frequently drill it 
and produce radiating fractures with little or no displace¬ 
ment, and none in the direction of the missile ; (2) the 
high-velocity bullet striking the bone at a tangent produces 
extreme comminution, and constitutes one of the most diffi¬ 
cult forms of fracture we have to treat; (3) the low-velocity 
bullet which produces a local shattering with some displace¬ 
ment in the direction of the missile. 

Muscular Action. 

The various muscles which may exert a displacing force on 
the various fragments are, of course, well recognised, but 
many of the so-called depressors and elevators of the jaw 
exert important stresses in other directions, which become 
exaggerated when the continuity of the mandible is broken. 
A few years ago when I realised this double action of nearly 
all jaw muscles I calculated the direction of their forces 
after a large number of measurements by plotting the 
average measurements on a graph. (These plotted charts 
have unfortunately to be omitted for want of space.) The 
following illustrations demonstrate this. 

The temporal muscle, which, of course, has an upward and 
backward pull, also exerts an outward pull of 2 cm. on each 
side. 

The masseter likewise is not only an elevator of the 
mandible, but will pull a posterior fragment very much 
forwards and also considerably outwards, the latter stress 
being over 1-5 cm. on each side. 

The internal pterygoid muscle is an elevator of the 
posterior fragment, but if unopposed would tend to pull it 
4 cm. inwards on each side. This action, of course, is 
normally more than counteracted by the masseter and 
temporal actions, but occasionally owing to hyper- 
development of the internal pterygoid a state of equili¬ 
brium may be obtained, or even with the aid of other 
muscles the fragment may be tilted inwards. 

The external pterygoid normally draws the condyle and 
interarticular fibro-cartilage forwards, but what is not 
usually recognised is that it has almost as much inward pull 
as it has forward—i.e., as 3 : 3£. The direction is also 
always slightly upwards. 

The superior constrictor of the pharynx has also a direct 
inward pull upon a posterior fragment, and if a patient is 
constantly using this muscle in swallowing for some days, it 
may be, after being wounded, it may produce a marked 
inward displacement of the ascending ramus. But, on the 
other hand, I have seen cases in which the displacement was 
said to be due to this muscle when it was clearly due to 
cicatricial contraction between the mandible and the tongue. 

The digastric and geniohyoid muscles are normally 
depressors of the mandible, but when continuity is severed, 
especially in bilateral fractures in the anterior region, they 
tend to draw the fragments more backwards than downwards, 
and also by reason of their attachments to the hyoid being 
more widely apart than their insertion into the mandible, a 
symphysis fracture tends to be kept open at its lower end. 

The mylohyoid muscles being attached in a fan-shaped 
manner to the inner surface of the mandible, tend to draw 
anterior fragments towards the middle line and to invert 
them, and since the mylohyoid muscle is a swallowing 


muscle, it is one which is frequently in action before im¬ 
mobilisation is usually brought about 

The muscles of facial expression (as distinct from the masti¬ 
catory muscles) all have an inward moulding effect upon 
fragments of both jaws, and tend by their use to narrow 
and compress the dental arches in a backward direction. 

Many of these muscles, but especially the buccinators, are 
attached either directly or indirectly to both maxilla and 
mandible. The effect of these muscles is most seen in frac¬ 
tures of the upper jaw, the fragments of which on account of 
it are always drawn downwards and backwards. (This is 
frequently thought to be due to the effect of gravity alone, 
but the extreme difficulty of controlling the fragments unless 
the facial muscles are prevented from contracting shows that 
this is not so.) 

But while these are the directions in which forces are 
normally exerted by the individual muscles, there are two 
important variations which tend to produce unexpected 
effects. 

(a) Abnormally developed muscles, or muscles used 
exclusively after the wound, produce a variation of displace¬ 
ment from that expected. For instance, abnormally 
developed internal and external pterygoids may overcome 
the action of the masseter and temporal muscles, or if the 
fracture is just anterior* to the attachment of the superior 
constrictor of the pharynx and the patient is continually 
swallowing small boluses before the fragments are fixed, the 
posterior fragment may be tilted inwards. 

(h) The condition of the various groups of muscles at the 
moment of impact does, I think, have considerable effect 
upon the amount and direction of displacement. The 
condition being whether they are strongly contracted or 
flaccid at the time. For instance, if a man is “ setting his 
teeth hard,” doing some desperate deed when he is struck in 
the posterior third of the mandible, the posterior fragments 
will at once be strongly drawn upwards and outwards, and 
there will not be marked depression of the anterior portion. 

Whilst if the man is charging with his mouth open, shouting 
and excited, and is struck in the same place, the anterior 
fragment will tend to be strongly depressed, but the posterior 
will not be correspondingly elevated. 

Control of Fragments. 

As a general principle the fragments should be reduced to 
a normal position and a splint applied which will maintain 
them in that position. This is frequently possible in jaw 
fractures, but it is also frequently impossible ; for instance, 
in fractures of the upper part of the ascending ramus, the 
condyle, and coronoid no form of splint will control the 
upper fragment, and it then becomes necessary to align the 
anterior fragment with the displaced posterior one. Also in 
severe comminutions it is impossible immediately to reduce 
all the fragments, since these are displaced in different 
directions by different muscles—reduction and control must 
proceed synchronously in these cases. Speaking generally, 
in order to effect control some appliance or surgical means 
should be adopted which will act in a contrary direction to 
the displacing forces. In this paper it is not proposed to 
discuss the simpler forms of fracture nor to enumerate the 
well-known types of splint. When teeth are present in both 
or all the fragments, control becomes a comparatively 
simple matter, but the classes of cases in which control 
becomes more difficult are : ( a ) those in which teeth are 
absent from one or both fragments ; (&) severe comminutions, 
with involvement of the teeth. • 

But before passing to consider these conditions I should 
like to offer a criticism of two methods of temporary control 
at present being used. 1. The four-tail bandage as usually 
applied, with a pull almost directly backwards, only serves 
to exaggerate displacements already present. Fig. 1 shows 
how a four-tail may be used without doing much harm. 

2. The Hammond splint fails to control upward and down¬ 
ward displacement of fragments, tends to increase the 
looseness of any already loose teeth, does not prevent the 
lateral tilting and swinging of fragments, and, moreover, 
requires as long a time and as much skill to apply as a more 
efficient splint. 

The control of the posterior fragment , either when the 
fracture is posterior to the last molar or when the posterior 
fragment is edentulous, is always a matter requiring special 
treatment. When the posterior fragment is edentulous some 
form of saddle can usually be fitted to a metal cap splint. 
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The saddle portion can either 
be rigid and reduction accom¬ 
plished forcibly under an 
anaesthetic, or it may be 
attached by screws which 
will permit of a gradual 
reduction. When the frag¬ 
ment is just anterior to the 
inasseter muscle and posterior 
to the last molar the control 
of the posterior fragment 
becomes somewhat difficult, 
since there is not sufficient 
horizontal ramus available to 
which a saddle can be 
attached. To overcome the 
difficulty I have devised two 
simple methods. 

(a) When a suitable upper 
molar is available an angle 
taU/k^The band is fitfced carrying an 
ad and very extension posteriorly which 
aing narrow presses on the anterior border 
and comparatively alack. the scenting ramus, and 

so prevents it- being drawn forwards and upwards. (Fig. 2.) 

(&) The Zygomatic Screw . — This is the most certain method 
of controlling any badly displaced posterior fragment. The 
posterior fragment is pulled down into position forcibly, 
preferably by forceps introduced through the wound, and is 
held in position by an assistant. An incision is made over 


Flo. 1.—An improved 
applying the “ four 
vertical portion is bn 
tight, the horizontal t 



have ‘used for some years chiefly as a temporary splint, but 
occasionally as a permanent one. It consists of a gutter 
shaped o the dental arch, capable of fitting over all the 
teeth if present, and filled with modelling composition. 



from skiagram.) 

Attached to the metal gutter are two arms which project 
out of the mouth, and lie along the cheeks. The splints 
are made in three sizes and one is selected which 
approximately fits the case. (Fig. 4.) The displacement 
of the upper or lower jaw fragments are temporarily 
reduced by digital pressure, the composition warmed and 
the splint pressed into place, the arms being held in place 
by a bandage passing either above the head or below the 



Fia. 4.—The gutter-splint. The groove or gutter la lilled with dental 
modelling composition. 



Fig. 3.— Left: Antero posterior view (In section), ltlght: Lateral 
view, a, zygomatic arch. b. coronoid process of mandible, c, screw. 

the zygoma, a hole is drilled through the latter and the 
coronoid process, and a long thin screw (j in.) is passed 
through both ; if the other end impinges on the skull so 
much the better. No movement of the upper fragment is 
possible. In some individuals the coronoid process does not 
reach up under the zygoma ; this does not very much matter, 
since then the screw is passed through the dense temporal 
fascia and muscle and effectually pre¬ 
vents movement. This method is very 
suitable tor immobilising the posterior 


chin. A number of these were sent out with the New 
Zealand Expeditionary Force for use in the field, and if such 
temporary splints were more frequently used we should not 
get the exaggerated displacements and deformities which we 
sometimes see, and a considerable amount of pain would be 
saved to the patient and many secondary haemorrhages 
avoided. I believe this is the most comfortable form of 
splint to use in the control of downward displacement of 
upper jaw fragments. Metal bands round the head are 
extremely uncomfortable and painful, and are, 
moreover, much more difficult to immobilise. 


Fig. 5.—Intermaxillary wiring for 
fractures of the ascending ramus, 
condyle, or coronoid process. 
(Tracing from skiagram ; upper jaw 
edentulous.) 

fragments in bone grafts at the angle 
of the mandible. (Fig. 3.) 

The Gutter-splint .—This is a modifi¬ 
cation of the Kingsley splint which I 


Fig. 6.— Bolt of stout wire passed 
through lower border of mandible 
to control symphysis fractures. The 
apparatus seen above is part of an 
external nasal splint. (Tracing 
from skiagram.) 


Fig. 7.—'* Screw-lever "splintfor controlling 
comminuted fractures in the auterior 
region. 

Fractures of the neck of the condyle and 
coronoid process require special consideration. 
In these cases, since it is impossible to 
control the posterior or upper fragment, the 



















The Lancet,] 


MAJOR H. P. PICKERILL: GUNSHOT WOUNDS OF THE JAWS. [Sept. 7, 1918 315 



lower or anterior fragment must be placed in such a position 
as to secure good alignment and apposition. If displacement 
is due entirely to muscular force the coronoid will always 
be drawn upwards and outwards and the condyle upwards, 

forwards, and inwards (by the 
external pterygoid muscle). 
This must be determined, 
however, by skiagrams, since 
in aeroplane crashes, for 
instance, the displacing force 
of the crash may be much 
greater than the pull of the 
external pterygoid or the 
latter muscle may be avulsed. 


Gemo h >r ui u 


Fig. 8.—Diagrammatic view of action of muscles for comminuted 
fractures when the lower teeth are simply suspended to teeth in the 

upper jaw. 


It the condyle is in the usual position the anterior part of 
the mandible should be brought into and secured in as high 
and forward a position as possible, at the same time bringing 
the chin a little towards the injured side. This is desirable 
because the upper fragment is displaced inwards by the 
external pterygoid muscle, and by rotating the chin slightly 
towards the injured side the fractured neck is made to move 
inwards. This may best be done, I think, by intermaxillary 
wiring, either by silver wires around the teeth, or if, as 
frequently happens, the upper jaw is edentulous, four holes 


tunately, the teeth in the immediate fracture area are also 
extracted this approximation of the upper border and 
separation of the lower border tends all the more to occur. 

I have endeavoured to eliminate this source of error by 
avoiding dental splints in this kind of deformity and using 
either intermaxillary wiring or by bolting the fragments 
together with a metal bolt passed through the lower border of 
the mandible posterior to the symphysis. (See Fig. 6.) 
This appeals to me as a rational method since it acts in a 
direction exactly opposite to the displacing forces, and more¬ 
over the teeth can be retained in situ, antiseptic treatment 
satisfactorily carried out, the jaw as a whole remaining 
functional. 


The Control of Comminuted Fragment*. 

Before the war I believed, as the result of experience, 
that it was necessary to remove all small commiputed 
fragments and teeth in the vicinity of the fracture. In the 
great majority of gunshot wounds we are seeing to-day 
this is not necessary. The reason for the difference being, 
I think, that in civil practice fractured jaws frequently occur 
in unhealthy, cantankerous, and alcoholic individuals, whose 
resistance and reparative powers are not very high. The 
majority of our present patients are, however, extremely 
“ fit,” respond wonderfully to treatment, and one can retain 
fragments and adopt a much more conservative line of 
treatment than one could for civilians. 

In comminuted fractures, however, there is frequently 
much displacement of small fragments owing chiefly to the 
unbalanced action of attached muscles. Especially is this 
so in the anterior region of the mandible. The teeth are 
much loosened and there are brought into existence numerous 
“ dead spaces ” around the fragments. 

Upon the recognition of the necessity for the elimination 
of these 41 dead spaces ” depends the successful conservative 
treatment of such cases. There is no reason why small 
fragments of bone or a tooth should not survive partial 
detachment and a certain amount of infection, provided they 
are relatively immobilised within reasonable time and not 
allowed to be more or less permanently bathed in pus. 

If a simple dental splint is put on, the teeth are 
immobilised and not the fragments, with the result that 
the fragments are like floating islands in a sea of pus. 

Believing this to be so, I some time ago devised a splint 
(Fig. 7) (which for want of a better name I call the “ screw- 
lever ” splint) and which I believe controls both teeth and 



Fig. 9. — Comminuted fracture. 
Lateral and anterior aspect of 
mandible. Treated by “screw- 
lever” method. (Tracing from 
a positive skiagram.) 



Fig. 10.—The same after use of screw-lever 
splint. Fragments reduced. Some rare¬ 
faction in central area. (Tracing from a 
negative skiagram.) 



Fig. 11.—The same after removal 
of splints and normal use of jaw 
for a month. Consolidation is 
obviously taking place, and the 
teeth are in situ. (Tracing from 
a negative skiagram ) 


are drilled, two in the upper and two in the lower jaw, at 
about the level of the roots of the incisor teeth, crossed silver 
wires are passed through, and the mandible thus laced up 
firmly to the maxilla in the desired position. The same 
method of control applies to fractured coronoid. (See Fig. 5.) 

Fractures at the symphysis are sometimes liable to non¬ 
union. This is due to separation of the lower borders of the 
fragments owing to the outward pull of the elevator and 
depressor muscles, chiefly the digastrics. A dental metal- 
cap splint may be put on and the teeth brought together, but 
it is not observed whether the lower borders are at the same 
time approximated—rather do they naturally tend to be 
separated by the approximation of the teeth, and if, unfor- 


fragraents in comminuted fractures. It consists of a cap 
fitting over the retained teeth with arms passing out of the 
mouth and under the mandible ; to the ends of these arms is 
hinged a padded lever which, by being depressed by a screw 
anteriorly, is raised in an upward and forward direction 
posteriorly. 

In use the teeth are pressed downwards into their sockets, 
the fragments are pressed upwards, and are clamped between 
the cap and the pad with an increasing pressure ; the 
teeth and fragments are both controlled and dead spaces 
eliminated. 

A modification of this splint may be used for controlling 
depressed fragments at any point along the lower border of 
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the mandible. Care must always be taken, however, that 
the composition pads do not interfere with free drainage and 
irrigation. 

An important asset which this means of control possesses 
is that the mandible remains functional and is not immobilised 
as a whole. Function is the best stimulus to bone produc¬ 
tion which we possess, and one which we might utilise much 
more fully. Also, I think we would do well to adopt Lucas- 
Championniere’s teaching with regard to fractures — a prin¬ 
ciple which, so far as I am aware, has not yet been purposely 
applied to jaw fractures. I have two cases at the present 
time which illustrate this point in a remarkable manner. 

The first is a patient who was awaiting bonegruft with a 
definite loss at the left angle, and had a double Gunning 
splint on for some months; something more than a month 
ago the site of loss was curetted, the screws taken out of the 
splint, and movement allowed. He is now getting a bridge 
of osseous tissue thrown out across the gap, and the patient 
himself says the jaw is as firm as ever it was, and that he 
can eat anything; the radiographic report is that union has 
taken place. 

The second case is one admitted during the rush in the early 
part of April, with fracture in th« right pre-molar region. 
Angle bands and expansion arch were put on as a temporary 
splint, and he was sent out to an auxiliary hospital. For 
some reason I did not see him for a fortnight, when it was 
found that the ligature wires to the arch had slipped, the 
posterior fragments was displaced outwards Blightly, but 
that firm union was taking place. In less than a month firm 
osseous union was complete, despite the teeth in the fracture 
line on each side being retained. 

Many teeth and fragments are sacrificed in the treatment 
of jaw injuries which might well be saved for the patient 
and obviate the subsequent supply and use of artificial 
dentures. The reason being, I think, that almost entirely 
“ interdental ” or suspensory types of splints are used. The 
lower jaw is simply suspended by means of its teeth to teeth 
in the upper jaw. The depressor muscles are being con¬ 
stantly used, in fact, they are the only ones used, the 
elevator muscles being thrown out of action by the splint, 
and consequently the jaw fragments are pulled downwards 
and backwards away from the suspended teeth with the 
frequent result of non-union, and the presence of the teeth is 
blamed for the result. (Fig. 8.) The extraction of the 
teeth frequently gives beneficial results by providing drainage, 
but I suggest that a more surgical procedure is to provide 
submental drainage and a form of splint which will clamp 
the upper and lower borders of the mandible, thus relatively 
immobilising the fragments whilst allowing mobility to the 
saw as a whole. (Figs. 9, 10, 11.) 

Submandibular Splinting. 

A method which I have employed and found useful in 
edentulous cases is that of applying the interdental splint 
method to the lower and external border of the mandible. 
Kasanjin’s method of suspension of fragments is similar in 
principle, but is really the submandibular method reversed. 

The method consists in inserting screws into the lower 
border of the mandible through small incisions in non- 
infected areas; the heads of the screws project through the 
skin an equal distance to that which they are screwed into 
the bone. The heads of the screws then serve the same 
purpose as teeth for the fixation of a splint. An assistant 
reduces the displacement from within the mouth and stout 
nickel-silver wires are bent round to fit against the screws 
and laced into position with ligature wire. (See Fig. 12.) A 
double vulcanite Gunning splint may be used as an addi¬ 
tional support, but I do not regard it as satisfactory by itself 
in such cases, since it depends for its efficiency entirely on 
the tightness of a four-tailed bandage and does not therefore 
relatively immobilise the fragments ; but it does effectively 
prevent function, whereas the submandibular screw method 
allows of normal function of the jaw as a whole. 

In later stages when fractures have been neglected for 
some unavoidable reason, another factor, that of tibro- 
cicatrioial contraction along the track of the original wound, 
tends to either produce fresh displacements or to exaggerate 
old ones. 

There are two methods of dealing with this condition : 
(1) the immediate and surgical ; (2) the gradual and 

mechanical. Of the two I think the first is always best 
when practicable. Time is saved by opening up the fracture- 
lines, removing the forming cicatrix, and freshening the 
bone-ends and wiring, or the immediate application of 


splints to a pre-determined position may be used. Fresh 
bone formation is thus stimulated. A similar result may be 
obtained by bending or stretching the cicatricial tissue con¬ 
necting the fragments, but it is a comparatively slow process, 
and there is no stimulus to bone formation; indeed, the 
bone-forming areas of the fragments may have been totally 




Fio. 12.—Method of submandibular splinting for small fragments in 

edentulous jaws. A, viewed from below. B, viewed from the side. 

occluded and osseous union may never occur. Nevertheless, 
in some cases it may be the wisest course when the patient’s 
general condition and resistance does not warrant a severe 
operation. 

I do not propose to describe in detail any of the methods 
which may be employed for the gradual reduction of old 
fractures; they are sufficiently well known and are all of 
what may be called an “orthodontic” type. I would only 
say that I believe the most useful, powerful, and least 
painful form of traction is given by the use of screws 
adjusted daily. 

Conclusions. 

General principles . — If one may draw conclusions from 
such a paper as this, I would say : — 

1. That there is, or should be, no best method of con¬ 
trolling fragments. Each case should be treated individually, 
according to its requirements. 

2. Control and not absolute immobilisation of the frag¬ 
ments should be the aim of any method of treatment. 

3. The utilisation of function and perhaps slight mobility 
of the fragments from as early a time as possible is the best 
stimulus to union. 

4. A conservative line of control should be adopted when¬ 
ever possible—i.e., loose teeth and small fragments should 
be retained and controlled with function rather than be 
sacrificed to obtain possibly a quick but inferior result. This 
is in accord, I think, with the trend of orthopaedic surgery 
at the present time. 

I have to thank Colonel W. H. Parkes, D.M.S., N.Z.E.F., 
for permission to publish this paper. Most of the methods 
described were evolved when I was in charge of the Jaw 
Department at No. 2 N.Z. General Hospital, Walton-on- 
Thames. 
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Introduction. 

Since June, 1916, we have been on the staff of a British 
general hospital attached to the Royal Serbian Army, and 
during that period have had the opportunity of seeing 
46 cases of black water fever. Of these cases 13 occurred 
amongst the personnel of the hospital and other British 
units attached to the Serbian Army in the same area. 
Daring the same period a neighbouring British general hos¬ 
pital also treated some 30 cases. Of our cases, 38 occurred 
between Oct. 11th, 1917, and March 23rd, 1918. 

The cases varied much in severity, some showing 
transient attacks of hemoglobinuria only, others presenting 
marked diminution of urine or even complete and fatal 
suppression. In a few instances death was the result of 
uraemia associated with almost complete suppression of urine 
(1} to 2 oz. of urine in the 24 hours), despite freedom from 
haemoglobinnria for two or three days before death. With 
reference to amount of urine two clearly differentiated types 
of case were observed : 1. Those associated with polyuria 
which invariably recovered. 2. Those associated with 
diminution or suppression of the urine, some proving fatal. 

The object of this paper is to draw particular attention to 
the cases showing a transient haemoglobinuria. We regard 
the recognition of the danger of these cases as of prime 
importance for two reasons. 1. When haemoglobinuria has 
once occurred a recurrence is very probable, and a transient 
case may subsequently develop a severe or even fatal attack. 
2. Experience leads us to believe that all forms of black- 
water fever will be more prevalent in the winter of 1918 19 
than they were in the two preceding winters. 

We have not been able to make any detailed study of the 
literature of the subject. Manson 1 appears to recognise the 
transient cases but does not lay stress upon them. A 
malarial hemoglobinuria has been described by some writers 
and regarded as distinct from blackwater fever. Our view 
is that the transient cases we hare seen are true blackwater 
fever in a mild form, and that, except in degree of severity, 
there is no difference between them and the severe and fatal 
forms of blackwater fever. All grades between these two 
extremes have been met with. We are also of opinion that 
the disease is not directly due to quinine, and we have seen 
no cases which could be regarded as quinine haemoglobinuria. 

Symptoms. 

In these mild cases the symptoms observed are : nausea 
or vomiting, shivering, or even a definite rigor, followed by 
sweating ; sometimes pain or a dragging, heavy sensation in 
the loins ; usually some degree of jaundice; the passage of 
port wine or porter coloured urine, which in a few hours 
becomes normal in appearance. 

These symptoms may be slight in degree or moderately 
severe, but are never as severe as in a sustained case of 
blackwater fever. They may be no more grave than those 
accompanying a mild malarial paroxysm, and but for the 
colour of the urine advice would very likely not be sought 
in many instances. Indeed, it is quite possible that the 
condition may be overlooked altogether. For instance, one 
patient (No. 0 553), convalescent from malaria, complained 
that he had passed black water during the night—a true 
statement—and also said that he had not had a rigor or 
feeling of cold, or even headache, backache, or sickness. 
His temperature had been 99 2°, and the night nurse reported 
that he had shivered and afterwards perspired freely. Such 
an example shows that the general symptoms may be trivial 
in nature or even absent. 

Actual vomiting, also pain in the back and loins, are not 
common. The jaundice is variable in degree, but never 

1 Manaon: Tropical Diseases (sixth edition), p. 286. 


severe, and is of the haemolytic type. None of these cases 
have shown more than a moderate grade of fever; the highest 
temperature recorded was 103*2° ; as a rule when the urine 
cleared the temperature became afebrile and remained so 
unless malarial recurrences occurred during convalescence. 

The urine at the onset of an attack varies in colour from 
a reddish madeira to a deep port-wine shade which, in 
reflected light, appears almost black. 

After being allowed to stand for a short time a light 
brown sediment is deposited, leaving the supernatant urine 
clear. The amount of deposit is usually considerably less 
than in the severer forms of blackwater fever. This appear¬ 
ance rapidly passes off, and after two or three specimens 
showing haemoglobin colouration the succeeding urine looks 
normal to the naked eye. 

Thus ewe No. 16.186 passed dark “ port wine ” urine for the first 
time In the afternoon ; the next specimen, obtained during the night, 
although lighter in colour, still contained haemoglobin; but the third 
specimen at 9 a m. on the following morning was free from haemoglobin. 

The patient already mentioned (No. 0 553) passed three specimens of 
raadeira-coloured urine between 1 a.m. and 8 a.m. ; no more urine was 
passed until 4 km. the same day, and this contained no haemoglobin. 

In our series of cases there has never been any marked 
diminution in urine passed. In some cases a transient 
polyuria has been present; thus in the case just quoted 
53 oz. were passed between 4 p.m. (the first normal specimen) 
and 8 a.m. the next morning. 

Chemical and microscopical examination of the urine 
showed a remarkable sequence of changes. 

The haemoglobin, at first giving a very marked reaction, 
rapidly disappears. The amount of albumin, considerable 
in the first specimen, rapidly disappears in succeeding ones, 
but rather less rapidly than the haemoglobin. Microscopi¬ 
cally, the first specimen usually shows numerous casta- 
granular, hyaline, and epithelial—also many epithelial cells, 
in addition to a varying amount of granular amorphous 
debris, and occasionally a few red blood cells. These casts 
and epithelial cells rapidly disappear from the urine in 
succeeding specimens, as will be seen by a reference to the 
details of urinary findings. This sequence is so striking a 
feature of the transient form that, in a case admitted to 
hospital with a history of having passed black water, the 
rapid disappearance of casts and albumin from the urine 
may be taken as confirmatory evidence of recent hmmo- 
globinuria. Indeed, we are inclined to go further and say 
that, in this country, this sequence is sufficient to diagnose 
the occurrence of haemoglobinuria even in the absence of any 
history of that symptom. 

To explain this series of changes it would seem that the 
“toxin” of blackwater fever, (1) by its action on the red 
blood cells gives rise to haemolysis with resulting haemo- 
globimemia and haemoglobinuria, and (2) by its direct 
action on the kidney produces necrotic changes in the 
tubules, followed by the throwing off of epithelial casts. 

In addition to the action of the toxin directly on the renal 
tissues, renal functions are profoundly influenced by the 
damaging effect of the passage of haemoglobin and Waste 
corpuscular debris. Both factors are probably responsible 
for the marked circulatory obstruction evidenced by the 
extreme capillary congestion. These tubular and congestive 
changes are well marked in some of the fatal cases of black¬ 
water fever. The throwing off of the cast is the first step in 
the process of the repair of the kidney lesion. 

In the transient cases we are describing, the “ dose ” of the 
toxin is a small one; repair begins at once, for castB are 
very obvious in the first specimen of black water passed. 
In the severer cases which recover casts are at first seldom 
seen or are seen only in small numbers; later they increase 
in number until they reach a maximum, when they may be 
present in enormous numbers, and then gradually diminish 
as the case improves, finally disappearing altogether. It is 
rare to find casts in cases which pass small amounts of urine 
and eventually prove fatal. The presence of large numbers 
of casts is therefore of much importance in prognosis. 

Details of the urinary changes in three cases of transient 
haemoglobinuria are given. Cases No. 16,186 and No. 0/553 
have been referred to above. Case No. 0/551, a Greek doctor, 
was sent in by a French medical officer as a case of black¬ 
water fever. He had passed black water from noon on the 
revious day until 10 a.m. on the day of admission. No 
aemoglobinuria occurred afterwards but the urinary changes 
provided confirmatory evidence of his history. 

Urinary Findings in Cases of Transient Haemoglobinuria. 

Case No. 16,186.—4/2 18, 3.30 p.m. Urine almost black, sp. gr. 1023, 
acid; albumin, + + +; guaiac test, + + + . Deposit: Casts, many 
granular and a few granular epithelial; cells, epithelium; R.B.C., 
none. 

4-5/2 18, night. Urine red brown, sp. gr. 1020. acid ; albumin, + + +• 
guaiac test, 4-; casts fewer in number, same varieties ; H .B.C., none. 

5 2,18, 9 a.m. Urine, no naked-eye Hb, sp. gr. 1015. acid ; albumin, +{ 
guaiac test, 0; no casts : some pus cells : R.B.C., few. 
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Cask No. 0 553.—8/3 18, 1 to 5 a.m. Urine (clear) madeira, sp. gr. 
1030, acid; albumin, + + +; guaiac teat, + + +; bile pigment, 0. 
Deposit: Few granular and line hyaline casts; some renal epithelial 
cells and leucocytes ; R.B.C., none. 

8/3/18, 4 p.m. Urine, no naked-eye Hb, sp. gr. 1010. acid ; albumin, 
alight cloud ; guaiac test, 0; casts, none; few renal epithelial cells and 
leucocytes; R.B.C,,none. 

4 p.m. to 8 am.. 8 3 18—9 3/18. Urine normal, sp. gr. 1018, acid; 
albumin, slight cloud; guaiac test, 0; some granular casts; renal 
epithelial ceils. 

14 318. Urine normal, sp. gr. 1030, acid ; albumin, 0 ; guaiac test, 0; 
no casts; no cells; no R.B.C.; amorphous urates. 

Case No. 0 551.—23/2 18 (on admission). Urine yellow orange, sp. gr. 
1020, acid ; albumin, ++ ; guaiac test. 0 ; bile pigment, 0. Deposit: 
Casts abundant, granular, hyaline, epithelial; many renal epithelial 
cells and leucocytes ; R.B.C., very few ; mucus. 

25/2/18. Urine normal, sp. gr. 1012, acid ; albumin, -f ; guaiac test, 0; 
casts, some granular and hyaline, few degenerated epithelial; scanty 
leucocytes and renal epithelial cells. 

28/2/18. Urine normal, sp. gr. 1010. acid ; albumin, very faint haze ; 

f juaiac test, 0 ; casts, few hyaline and finely granular ; cluster or two of 
eucocytes; R.B.C.,none; cell debris. 

Albumin. + + + , heavy deposit. ++, dense cloud. +, definite 
cloud. 

duaiac test. -f + + , very marked reaction. + + , marked reaction. 
+ , definite reaction. 

Associated with baemoglobinuria and the symptoms already 
mentioned, the spleen is found to enlarge and not in¬ 
frequently become tender. In some cases the liver also 
enlarges, and there may be tenderness over the gall-bladder 
region. All these signs disappear shortly after the hemo¬ 
globinuria stops. 

Convalescence, if not complicated by malarial relapses, is, 
as a rule, rapid and not much more prolonged than after an 
attack of malaria. A certain degree of anemia occurs, but 
it is not marked. In most of the cases, however, convales¬ 
cence was retarded by malarial relapses, but without further 
hemoglobinuria. 

Etiology. 

In the present paper we shall only deal with certain points 
in connexion with this series of cases, but the remarks apply 
also to blackwater fever in general. 

(a) Associated with other diseases. —Every case gave a 
history of repeated attacks of malaria, and many suffered 
from malarial relapses whilst in hospital. 

Some were under treatment for, or convalescent from, 
malaria at time of onset of hsemoglobinuria. No case of 
blackwater fever has been seen in association with any other 
disease, with two possible exceptions, which were at the 
time under treatment for dysentery and malaria. (One of 
these occurred in the present series—viz., Case No. 16,816.) 
Examination of the blood for malarial parasites was usually 
negative. Of the 9 cases of this variety of blackwater sub¬ 
tertian parasites were present in one'case only; another 
case showed scanty parasites of uncertain type, probably 
benign tertian. In the remainder no parasites could be 
found. One of the negative cases, however, showed hsemo- 
zoin pigment in the leucocytes, and benign tertian para¬ 
sites were found in the blood in a malarial relapse 
(February, 1918) during convalescence. 

(b) Length of time exposed to malarial infection before 
hcemoglobinnria occurred. —We are informed that malaria is 
not a common disease in Serbia, and that it is of a mild 
type. 

A large proportion of malarial patients admitted to the 
hospitals attached to the Royal Serbian Army contracted 
the disease in the summer of 1916, when the' re-equipped 
Serbian Army, recently landed from Corfu, was encamped 
in the neighbourhood of Salonika. The army took its 
place in the line early in August, 1916, and at that time there 
were many cases of malaria. All the transient cases and 
all except 8 of the more severe forms of hoemoglobinuria 
occurred in the winter of 1917-18, and it may therefore be 
assumed with a considerable degree of certainty that the 
Serbian cases had not passed through more than two severe 
malarial seasons. One of the transient cases occurred 
amongst the British troops attached to the Serbian Armv, 
and he came out to Macedonia in June, 1917, and was there¬ 
fore exposed to one malarial season only. 

These two facts—namely, that all except 8 out of the 46 cases 
of blackwater fever occurred during the 1917-18 winter and 
that no transient cases occurred before this winter—we con¬ 
sider, justify our opinion (1) that an increase in blackwater 
fever amongst the troops in Macedonia may be expected in 
the 1918-19 winter; and (2) that a definite number of cases 
of transient hsemoglobinuria, precursors of the more severe 
attacks, have already very probably escaped, and mav in the 
future escape observation. The increase of liability to black¬ 
water fever associated with and, in all probability, favoured 
by continuous periods of residence in a malarious and 
blackwater fever country has been frequently noticed, and is 
now well recognised. 


(c) Topography % weather , Sfc .—The cases were derived from 
one sector of the Serbian front, which occupies a position in 
a wide valley leading from the plain up to the mountains 
where the trenches were situated. 

In both plain and valley malaria of a severe type is very 
rife. The incidence of the disease reaches its maximum 
during the five or six weeks between the middle of September 
and the end of October. The incidence curve of blackwater 
fever, on the other hand, did not begin to rise until October, 
reached its maximum in February, then fell quickly, and 
after April and throughout the summer kept very low. 
Most of the cases occurred during the colder part of the 
year, and there is no doubt that the condition, as in 
malaria, may be precipitated and aggravated by exposure 
to cold and fatigue. The influence of these factors is sup¬ 
ported by the well-known effect of cold in producing an 
attack of hsemoglobinuria in cases of paroxysmal ha?mo- 
globinuria. In many instances cold could certainly not be 
excluded, because falls of snow and hard frosts were 
frequent in the trenches during these months. In more 
than one case, however, this factor could apparently be 
discounted because the attack occurred in quite warm 
weather, such as was experienced at times during the 
winter months of 1917-18, and amongst individuals living in 
the plain and not in the mountains. 

(d) Presence of a specific hcemolysin , Sc .—A certain number 
of experiments have been carried out by one of us (L k G. P.) 
to determine, if possible, the presence of a specific 
haemolysin. 

The difficulties in demonstrating a specific lysin are great; 
it is highly probable that by the time the haemoglobin 
appears in the urine the lysin has done its work and dis¬ 
appeared from the blood. This would seem to be so particu¬ 
larly in the transient forms of haemoglobinuria, and even in 
those cases which show a naked-eye haemoglobinspmia at the 
time of the experiment the same* may be true. Haemolysis 
is, of course, taking place coincidently with the rigor, 
vomiting, and raised temperature; and if the serum were 
taken at this early period better results might be obtained; 
these symptoms, however, frequently occur before the 
patient comes into hospital or are thought to be the onset of 
an ordinary malarial attack. Up to the present we have not 
been successful in obtaining blood serum in the initial stage 
of an attack, and we have not obtained any evidence of a 
specific lysin. 

The sera have been tested against the washed red blood 
cells of individuals in hospital for other conditions than 
blackwater fever, and control experiments have also been 
done by putting sera of normal individuals up against the 
washed red blood cells from cases of blackwater fever. 

As a rule a 10 per cent, dilution of sera and 10 per cent, 
dilution of red cells were used, but in a few cases undiluted 
sera were also tried against a 10 per cent, dilution of red 
cells. The haemolytic tubes containing sera and cells were 
put into the incubator at 37 C. for one hour, being shaken 
about every 10 minutes; afterwards they stood outside the 
incubator for 12 hours. As we had no ice-chest this was 
timed so that the tubes were outside the incubator all night, 
for the nights were frosty. The sera of blackwater fever 
patients were also tested against the citrated blood of these 
normal individuals in order to see if agglutination of the 
red cells took place. Sufficient serum and cells for these 
tests can be obtained from 1 c.cm. of blood ; this amount of 
blood can be easily removed from the patient's vein with a 
hypodermic syringe and needle without doing the least harm 
to the worst case of blackwater fever. 

The sera of five of the transient cases were tested in this 
manner. 

In two cases only was there even the slightest degree of 
haemolysis and in each of these the tinge of haemolysis 
occurred with one group of normal cells only. It is perhaps 
noteworthy that these two blackwater sera showed marked 
agglutination of the red cells when tested against the 
citrated blood from which this group of cells was obtained. 

Marked agglutination occurred in some of the other 
experiments, but no haemolysis. 

A rather interesting result was obtained in another case. 
The point has probably been already observed, but it throws 
a little light on the changes occurring in blackwater fever. 
The specimen of urine passed by the patient (No. 0/553 
before the blood was taken contained haemoglobin ; the next 
specimen passed some hours later was free from haemoglobin, 
but the blood serum showed most definite tinting with 
haemoglobin (hoBmoglobiniemia). The haemoglobin free in 
the blood stream had probably been dealt with by the liver 
and it was noted subsequently that the stools apparently 
contained an excess of bile pigment. 

The fragility of the red cells in some of these cases was 
tested against varying percentages of saline and found to be 
normal. It is universally agreed, we believe, that the 
“ fault ” in blackwater fever does not lie with the red cells. 
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(e) Relation between quinine and hemoglobinuria. — We 
have* formed the opinion that quinine is not the cause of 
haemoglobinuria. 

We have seen cases where quinine had not been taken for 
weeks previous to the appearance of blackwater fever. 
Patients have been given quinine during the attack and no 
untoward results have occurred; moreover, several of the 
cases have shown typical malarial attacks during con¬ 
valescence and have been treated with quinine in doses up to 
70 gr. per diem without a return of blackwater. Outside our 
own experience, however, there would appear to be some 
evidence that quinine may in very rare instances act as the 
determining agent in precipitating an attack of black 
water fever comparable, as already suggested, to the effect 
of exposure to cold, over-exertion,‘and fatigue. We are of 
opinion, however, that the possible existence of such cases 
should not influence treatment, for. even if they do exist, 
they are extremely rare. 

We tried the effect of adding red blood cells from cases 
of blackwater fever to solutions of common salt in strengths 
of 0 05 to 0*9 per cent., in each of which was dissolved 
quinine bihydrochloride in strengths which we estimated 
would represent the concentration of quinine in the blood 
when administered by the intravenous method in doses of 
10 to 15 gr. It was found that in some cases haemolysis did 
not occur with strengths above 0-3 per cent.—i.e., the normal 
limit, but in other cases hfemolvsis occurred with all 
strengths up to 0 9 per cent. It was therefore thought 
possible to separate out two classes of blackwater fever— 
namely, those m which quinine could be given, and those in 
which its action would be harmful, and that in this way 
the test would prove an important guide to treatment. 
Later, however, we obtained similar results in patients 
not suffering from blackwater and actually taking quinine 
at the time. It was also found that in cases of hsemo- 
globinuria whose red cells showed htomolysis in all strengths 
of the solution, the quinine given caused no increase in the 
amount of haemoglobinuria, and that after an attack had 
passed off subsequent administration of the drug did not 
produce a recurrence. 

In concluding our observations on etiology, we would add 
our belief that blackwater fever is due to malaria, although 
not necessarily associated, at the time of its occurrence, with 
a malarial paroxysm, and that the true causal factor of the 
blackwater fever attack must be looked for in connexion with 
the toxins of the malarial parasite. 

Certain work has been done on the malarial toxins, but 
there still remains a considerable field for research into 
their nature. The suggestion that the haemolysis is due to 
supersensitisation of the red blood cells does not, in our 
opinion, give a satisfactory explanation of the fatty degene¬ 
ration of the myocardium and the necrotic changes found 
in the liver and spleen in fatal cases. Nor does this 
theory explain the very marked degenerative and tubal 
changes or the extreme congestive disturbances which occur 
in the kidney in such cases. We consider the urmmia and 
anuria are due to these renal changes rather than, as is 
usually held, to the mechanical effect of the blocking of the 
tubules with haemoglobin. 

Further, these changes much resemble those found in 
other severe toxic conditions—e.g., eclampsia—and afford 
strong presumptive evidence of the presence of a toxin in 
the blood. This toxin apparently differs from the ordinary 
malarial toxin, since in deaths from malaria the spleen, 
liver, and particularly the kidneys, do not show the striking 
changes seen in blackwater fever. Certain facts appear to 
point to this special toxin being elaborated in the intervals 
between malarial attacks, for haemoglobinuria frequently 
occurs unaccompanied by any actual malarial paroxysm. 

Treatment. 

All our patients were treated at the commencement of 
their illness as if suffering from severe blackwater fever, 
but when it was seen that the case was a transient one treat¬ 
ment was modified accordingly. 

Warmth, absolute rest in bed, administration of a saline 
aperient, and copious drinks of lemon water, barley-water, 
soda-water, Ac., were ordered. The only food allowed was 
milk, and patients were encouraged to take at least 5 pints 
of fluid in the 20 hours; some, indeed, drank as much as 

8 pints in that period. Some of the cases received rectal 
salines, 5 oz. of normal saline being given every two hours, 
or 10 oz. every four hours. These were, however, stopped in 
the course of a few hours when it became obvious that the 
case was a transient one. 

At the end of 48 hours the strict milk dietary was relaxed, 
and milk pudding, bread-and-milk, jelly, Ac., were allowed. 
The diet was further increased pari passu with the improve¬ 
ment in the urinary symptoms, which usually cleared up so 
rapidly that the patient soon reached a full diet. 

Quinine was given, not as a routine measure, but only if 
evidence of active malarial infection was shown, either by 
finding parasites in the blood or by the development of 
malarial symptoms following on, or in addition to, the 
haemoglobinuria. 

When quinine is necessary it is, perhaps, best adminis¬ 
tered intramuscularly, but it has also been given by the 
mouth or, occasionally, by the rectum, 5 gr. being added to 
each rectal saline. Quinine sulphate has been given by the 
mouth and the bihydrochloride by the two other methods. 

Quinine amblyopia is stated to be more common in black¬ 
water fever than in malaria, and therefore it has been 
recommended that great oare be taken in determining the 
dosage of quinine in this disease ; whilst not'disputing this 
point, we think that some of the visual symptoms may 
have been due to retinal haemorrhages, such as have been 
observed in certain of our cases by our colleague, Captain 

W. Niccol, R.A.M.C., ophthalmic specialist to the hospital. 

During the hmmoglobinuria we have not given more than 

45 gr. in the 24 hours, but in the relapses of convalescence 
we have given 60 gr. daily, and in one case of a severe 
relapse 70 gr. a day were given on two successive days. 

During convalescence a generous diet was ordered aad 
iron and arsenic given. 

Convalescent treatment was continued for a longer period 
than for an ordinary malarial attack. The period of absolute 
rest in bed should be about ten days; some of our cases, 
however, were up before that length of time had expired, 
because it is almost impossible to keep a Serb patient in 
bed when he is feeling anything approaching well. 

As previously stated, malarial relapses occurred during 
convalescence* in nearly all the cases and were treated as 
ordinary malarial attacks. 

A careful watch should be kept on the urine during these 
relapses on account of the possible recurrence of heemo- 
globinuria. All cases after recovery from an attack should 
be removed from a blackwater fever area, and, if possible, 
evacuated from Macedonia owing to the risk of recurring 
and more severe attacks of blackwater fever. 

Prognosis. 

The prognosis of the actual attack of transient haerno- 
globinuria is invariably good ; indeed, as stated above, the 
symptoms may be quite trivial, and most cases would recover 
even if no treatment were received. The outlook, however, 
may be grave in a patient already seriously debilitated by 
previous malaria or dysentery. In the only case in our series 
which gave us any anxiety there was marked debility from 
recent malaria and dysentery at the time the hemoglobin¬ 
uria occurred ; after three days, however, the patient made 
a rapid improvement and was soon out of danger. 

As for their future prognosis, we believe that these cases 
are liable to recurrences of haemoglobinuria, especially if 
they remain exposed to malarial infection. Moreover, in all 
probability these recurrences will prove more severe than 
the original attack. Judging from the cases we have seen, 
no permanent damage is done to the kidneys by these transient 
attacks. Conclusions. 

This paper has been written to draw particular attention 
to these cases of transient haemoglobinuria for the following 
reasons ; — 

1. The condition is frequently a slight one and may escape 
notice unless looked for ; but apart from its mild character 
it is in all respects the same disease as blackwater fever 
and should so be regarded. All varieties, including inter¬ 
mediate cases between the transient and the severe and fatal 
forms of blackwater fever, have been seen. 

2. Transient haemoglobinuria is very likely to be the 
precursor of more severe recurrences. 

3. It is highly probable that the transient cases and all 
other forms of blackwater fever will be more common among 
the troops in Macedonia during the winter months of 1918-19 
than in previous winters. 

Finally, our thanks are due to Colonel S. F. Clark, A.M.S., 
the officer commanding the hospital, for allowing us to make 
use of these cases ; also to our colleagues, Captains H. C. 

Nickson and C. G. Teall in particular, for their help in the 
diagnosis and treatment. 

Macedonia, May, 1918. 

Outbreak of Typhoid Fever in Torry, 

Aberdeen.— For the last three weeks the notifications of 
typhoid fever from Torrv, Aberdeen, have been 15, 28, and 

12. Dr. Matthew Hay, medical officer of health for Aberdeen, 
states in last week’s report that it is now practically certain 
that many of the cases are traceable to an infected milk- 
supplv. 
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A NOTH ON 

THE SUSCEPTIBILITY OF THE ANTI¬ 
SCORBUTIC PRINCIPLE TO ALKALINITY. 

By A. HARDEN, D.Sc., F.R.S., 

PROFESSOR OF BIOCHEMISTRY Ilf LONDON UNIVERSITY; 

AND 

S. S. ZILVA, M.Sc., Ph.D. 

{From the Biochemical Department of the Lister Institute .) 


The main sources for the supply of our antiscorbutic 
requirements are certain vegetables and fruits, most of which 
are cooked before they are eaten, although a certain pro¬ 
portion is consumed raw, especially in the summer. In the 
winter very little, if any, fresh uncooked vegetable is eaten 
in this country, but unpreserved raw fruit is usually within 
the reach of most. During the forthcoming winter, however, 
owing to the unsatisfactory fruit crops, it may be anticipated 
that the main source of antiscorbutics in our diet will be 
found in cooked vegetables, thus leaving us dependent on a 
rather less profuse supply of this dietary essential than is 
customary in normal times. Without anticipating any 
alarming consequences, it will nevertheless be advisable to 
bear this point in mind. 

The object of this note is to describe a few experiments 
that form a part of an inquiry in which we are now engaged, 
which reveals a fact, in our opinion, of practical as well as 
of theoretical significance. The observation in question 
discloses the extreme susceptibility of the antiscorbutic 
factor to alkalies. 

The most convenient way of testing the antiscorbutic 
potency of a substance is on guinea-pigs. These animals, 
as is well known, if kept on a diet of oats, bran, and auto¬ 
claved milk, succumb to scurvy within a period of 3 4 weeks. 
Any antiscorbutically active substance given in addition to 
this scorbutic diet will either delay or prevent the onset of 
scurvy, according to the potency of the dose. It is found 
that a daily addendum of 3-5 c.cm. of freshly expressed 
orange juice keeps a guinea-pig in good condition. 

In our first experiment we administered daily doses of 3, 5, 
and 7 c.cm. of orange juice made neutral to phenolphthalein 
respectively to three guinea-pigs, which were kept on a 
scorbutic diet. All these animals throve well for 78 days, 
gaining in weight. At the end of that period they were 
chloroformed, and at the post-mortem examination no 
scurvy was observed. When, however, the orange juice was 
made N/20 alkaline with NaOH and stored for 24 hours in 
the cold room before administration daily doses of 3, 5, and 
7 c.cm. did not prevent or delay the onset of scurvy. This 
result is not due to the effect of the alkali on the animals, 
for when the N/20 alkaline orange juice, after having been 
stored for 24 hours, was made N/20 acid with HC1 before 
being given to the animals the effect still persisted. In 
this instance, as in the previous experiment, daily doses of 
3, 5, and 7 c.cm. did not prevent or delay the onset of 
scurvy. 

A much less drastic treatment was also found to be fatal 
to the antiscorbutic factor. Another set of three pigs 
received daily 3, 5, and 7 c.cm. of orange juice made only N/60 
alkaline with NaOH on the day of feeding. All the animals 
died of scurvy after a slightly prolonged period, thus showing 
that the juice, after being made alkaline, retained only a 
trace of its antiscorbutic activity. 

These experiments show definitely that alkalinity has a 
very deleterious effect on the antiscorbutic potency of orange 
juice. Theoretically this observation invites further in¬ 
vestigations ; but. as we have already pointed out, in view of 
the present food position it is of some practical importance. 
Most antiscorbutic vegetables are either neutral or very 
slightly acid, and any culinary manipulation which entails 
alkaline treatment, even to a slight degree, will be instru¬ 
mental in the destruction, if not of the entire, at least of a 
significant part of the antiscorbutic potency of such 
■'egetables. At a time when our need for antiscorbutics 
will have to be satisfied only by the consumption of cooked 
vegetables this becomes a problem of importance, and an 
immediate elucidation of the matter to the lay public 
oecomes very desirable. At any rate, the point merits the 
attention of those interested in dietetics. 


THE PROGNOSIS IN “ TRENCH ” 
NEPHRITIS. 

By S. C. DYKE, M.B., B Oh.Oxon., 

CAPTAIN, B.A.M.C. 

Although a number of reports have been published upon 
the clinical course of that particular form of renal disorder 
so rife among the British Armies in France and usually 
known as “trench” nephritis, there are up to the present 
comparatively few observations upon the later progress of 
these cases. With a view to throwing some light upon the 
prognosis in this condition an attempt is made below to 
analyse the after-history of 50 of these patients up to 
periods of within 12 months from the onset of acute sym¬ 
ptoms. The 50 cases form part of a series of 100 upon 
which clinical observations were made at a base hospital in 
France in the early months of 1917. It has been made 
possible to follow their course through the home hospitals 
and disposition by means of the scheme devised by the 
National Research Committee. At a later date it is 
hoped that a fuller report, showing the final condition of all 
the 100 cases, may be made possible through the same 
means. 

Analysis of After-histories. 

Mortality. —One death only is reported in this series of 50. 

The cause of death in this case was scarlet fever, which 
developed two weeks after admission to a home hospital and 
a month from onset of nephritis. Fatal on 25th day from 
appearance of rash. This case was one of the mildest’in the 
series. (Bdema had disappeared by end of first week, and 
albumin from urine by eleventh day. At time of appearance 
of scarlet fever patient was convalescent. No P.M.; no record 
of condition of kidneys at death. No statement as to actual 
cause of death, whether from renal complications or other¬ 
wise, accompanied schedule of case. 

The nephritis here, although it may have rendered the 
patient more than usually susceptible to the action of the 
scarlet fever toxins, cannot be regarded as the actual cause 
of death. 

The prognosis with regard to life is very good. 

Degree of recovery. —The schedules of the remaining 49 
patients show their histories up to periods from the middle 
of the second to the end of the ninth month from the onset 
of the nephritic symptoms. They were universally filled in 
by the medical officers of the home hospitals, either on the 
actual settlement of the disposition of the patient or at a 
period in the history of the case when, although not actually 
made, it was evident what it would be. 

Of the 49 cases, 23 are reported as having been discharged 
to the Command Depdt as fit for service. Six more are stated 
to have been transferred to homes or minor hospitals for the 
completion of convalescence, with every prospect that they 
also would become fit for the Command Depdt. In all these 
oases the recovery may be regarded as having been complete, 
and they will hereafter be referred to as “ fit.” That is to 
say, 29 out of 49, or approximately 60 per cent., of the 
patients made a return to complete health. 

The prognosis as to perfect restoration to health is fair. 

Of the remaining 20 cases, 11 were invalided from the 
Army, 4 were still undergoing treatment in hospital with no 
prospect of their ever regaining perfect health, and 5 hai 
been classed C III. and sent to “ employments.” These will 
hereafter be all classed together and referred to as “ unfit.” 
In 40 per cent, of the series, then, the re-establishment of 
function was incomplete, and although not entirely destroyed 
the health of the patients was permanently damaged. 

Influence of age on prognosis .— 

In the clinical report on the original 100 cases 1 it w T as 
pointed out that the incidence in regard to age is spread 
with a rather striking evenness over the five-yearly periods 
between 20 and 40. The vast majority of the British soldiers 
in France fall between these ages, and it is not surprising 
that only one case occurred below 20, the age of this patient 
being 19. Considering, however, how comparatively few men 
of 41 or over were in 1916 on active service in France, it is 
rather suggestive that 8 per cent, of the cases fall into this 
category. The ages of incidence for the remaining 91 cases 
were as follows 

Age 20 to 25 . 23 cases. I Age 31 to 35 . 23 cases. 

26 to 30 . 21 „ | „ 36 to 40 . 24 „ 


1 Clinical Observations on 100 Cases of " Trench ” Nephritis, Captain 
S. C. Dyke, K.A.M.C., Journal of the Royal Army Medical Corps, 
February, 1918. 
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There are probably considerably more men in the British 
Expeditionary Force in France between the ages of 20 and 30 
than between 31 and 40, and it is certainly worthy of note 
that the number of cases in the former group was only 44, 
as compared with 47 between the latter ages. There are, more¬ 
over, certainly fewer men in the field between 36 and 40 than 
between 20 and 25, and the fact that the figures for these two 
series are almost identical—24 as compared with 23—points 
to the same conclusion—namely, that the liability to the 
malady increases with age. 

A further examination of the after-histories indicates that 
age is also an important factor in the prognosis. A considera¬ 
tion of the accompanying table will make this evident:— 

Age over 35. Age under 35. 

Becomlog lit. 29 . 4 . 25 

Not becoming fit. 20 . 11(73%). 9(27%) 

In the fit class only 2 patients occur of the age of 40 or 
over, and only 4 of 35 or over, and this despite that in it 
are contained 60 per cent, of the whole series. Of those 
patients who failed to become entirely fit 6 were over 40 and 
11, or over 50 per cent., were over 35 years of age. Of 15 
patients over 35 years of age 11, or 73' per cent., failed to 
become fit; of 34 patients under that age only 9, or about 
27 per cent., failed to regain complete health. . 

The rough conclusion may be drawn that, whereas in 
persons under the age of 35 suffering from this condition 
the probabilities are strongly in favour of complete restora¬ 
tion to health, in those of over 35 the likelihood is that 
permanent damage will remain. 

The prognosis becomes worse with increase in age. 

Resulting disabilities .—Of the 20 cases returned as unfit or 
likely to become so the reasons for the decision as given 
by the medical officers filling in the schedules were as 
follows: — 

Albuminuria persisting from second to sixth month in 

8 cases. 

Chronic nephritis, further specified as interstitial in 

2 cases and as parenchymatous in 1 case. In all 7 cases. 

Arterio-sclerosis, 2 cases. 

Anaemia, once accompanied by “ backache ” and once by 
odema in 2 cases. 

One patient was transferred to class C 3 on account of his 
age, 42. This man gave a history of an attack one vear 
previously. 

Arteno-Sclerosis. — 

Although arterio-sclerosis was given as the reason of 
unfitness in. only 2 cases its presence was observed in the 
peripheral circulatory system of 8 out of the 20 patients 
failing to make a complete recovery: in one other signs of 
this condition were noted in the retinal vessels only, making 
a total of 9 in which the arteries were obviously affected. 
In one further case a systolic bruit is recorded as the only 
abnormal feature in the cardio-vascular system. In 6 
arterial changes are definitely stated as not to have been 
found, while in 4 no observations were recorded on this 
point. Thus of the patients who failed to do well 9 showed 
definite signs of arterial degeneration, in 7 such signs were 
absent, in 4 they were not looked for. 

Arterio-sclerosis is present in about 50 per cent, of patients 
not entirely restored to health. 

Of the 29 patients returned as fit for service observations 
were made as to the state of the cardio-vascular system in 
all except one, and in only one is any morbid change 
recorded. This consisted in a slightly accentuated second 
sound and some thickening of the radial artery. It occurred 
in a patient in whom a cloud of albumin was still present in 
the ninth month. The schedule was not very definite as to 
the patient’s disposition, and it is possible that he was 
actually returned as unfit after it had been completed and 
had left the medical officer’s hands. In 80 per cent, of the 
cases, then, there was no appearance of signs of arterial 
degeneration during convalescence. 

Arterio-sclerosis is not a common immediate result of the 

condition. 

The arterial changes referred to are reported as appearing 
from the third to the ninth month from onset. 

Eye ohanges .—Examination was made for eye changes by 
the medical officers having charge of the cases in the home 
hospitals in about half of the series. 

In only 6 were definite changes recorded, and these all 
belong to the unfit category. Of the changes, tortuosity of 
the retinal vessels with high reflex from the arteries and 
other signs of arterio-sclerosis were recorded four times 
choroidal haemorrhages twice, pallor of the disc twice 
hyperaemia of the disc twice, “ Tay’s choroiditis ” once. In 
no case was there any marked departure from normal 
vision. 

Other factors in prognosis .—Search through the past 
histories of the patients who failed to make a good recovery 
revealed the fact that 3 of them had had definite attacks of 
renal trouble in the past. As these were the only patients 
in the series of 50 giving such a history it is striking to find 
them all in the minority of cases which failed to do well. 

Of the 9 patients under the age of 35 who failed to make a 
complete recovery, and whose failure so to do cannot there¬ 
fore be attributed to changes in the kidney associated with 
age, 2 gave a past history of acute rheumatism and 3 of 
acute pulmonary conditions in the past. One gave a history 
of “ backache,” which might or might not have been a renal 
symptom. Two of the remainder were clinically very severe 
cases from the onset. The remaining one was clinically a 
mild case at the onset, and it was with surprise that it was 
found on receiving his after-history sheet that he had been 
invalided from the Army in the ninth month, albumin being 
still present in the urine, as suffering from “ chronic 
nephritis.” Unfortuately, syphilis was not excluded in any 
of these cases. 

< Edema and prognosis . — The oedema had disappeared in 
the majority of cases before the patients were sent to 

England, but in a few it was still persisting at the time of 
transfer to the home hospitals. By means of the after¬ 
history schedules it has been possible to form some idea of 
the relationship between the persistence of the oedema and 
the prognosis. 

In every case except 1 the oedema disappeared before the 
albuminuria. The periods of its disappearance were as 
follows: — 

Before end of first 1 Prom second week to 

week . 23 esses. end of first month ... lOesses. 

During second week ... 6 ,, | During second month 7 ,, 

It was still present after the end of the second month in 

4 cases. 

Of the 39 cases in which it disappeared before the end of 
the first month 28 became fit; of those in whom it persisted 
after the first month only 1 became fit. In this case the 
oedema disappeared finally on the forty-fifth day, and this 
was the only case in which it is reported as persisting after 
the albuminuria. 

From the above it is concluded that: — 

1. The oedema usually disappears during the first week. 

Its persistence during the second week is common ; its 
persistence after the second week renders the prognosis 
increasingly unfavourable. 

2. The presence of oedema after the end of the first month 
indicates that restoration to health will be incomplete. 

Albuminuria and prognosis . — Practically all the patients 
were sent to England still showing albumin in varying quan¬ 
tities in their urine. Its disappearance was recorded on the 
schedules in 32 out of the 50 cases. From the time of onset 
the dates of its disappearance were as follows : — 

Before end of first week 0 cases. During second month ... 12 cases. 

During seoond week ... 2 „ During third month ... 5 „ 

Prom second week to end During fourth month ... 2 ,, 

of first month . 7 „ 

Total before end of fourth month. 28 cases. 

Of the above 28 cases, only 2 fall into the unfit class. Of 
the remaining 22 cases, it disappeared during the fifth and 
sixth month in 4 cases, but of these 2 were reported as per¬ 
manently unfit. It was still present at the time of making 
the report in 18 cases, of whom 16 had been invalided out of 
the Army or classed G 3. 

The above figures seem to show that — 

1. The albuminuria usually ceases towards the end of the 
first or during the second month. 

2. It may persist during the third month and the case still 
end favourably. 

3. Its continuance after the end of the third month from 
onset renders the prognosis as regards restoration to complete 
health unfavourable. 

Note on Etiology. 

Although in collecting the facts for the original clinical 
report it had been hoped that some light might be thrown 
on the etiology, this hope has hardly been justified. Only 
two positive deductions bearing on the question could be 
made. 

1. That the condition is proportionately commoner among 
troops the greater the exposure their work entails. 

2. That the liability to the condition increases with age. 

Among suggestions as to the causation of this condition 

made in the past have been (1) the presence of chloride of 
lime in the drinking water ; (2) the absence of vitamines 
from the rations ; (3) poisoning by heavy metals ingested in 
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eolation in the juice of tinned fruits ; (4) the action of 
poisonous gases ; (5) that it is due to an infection. 

In regard to suggestions 1 and 4 it is sufficient to point 
out that this condition was common in the Federal Array 
during the American Civil War, when in the Wilderness that 
Army was fighting under conditions of exposure and hardship 
similar to those now imposed upon the men on the Western 
front. But the Federal troops were strangers to both 
chloride of lime in their drinking water and poisonous gases 
in their trenches. Moreover, if poisoning by gas plays any 
part in this condition, the great increase in the use of gas 
shells, dating from the end of 1916, should have been 
followed by a corresponding rise in incidence, and this has 
not been the case. 

As to the absence of vitamines, it is sufficient to point out 
that at the period under consideration preserved food formed 
only a small part of the rations, and there was no reason to 
suspect any shortage of these bodies. 

If the consumption of tinned fruit has anything to do with 
causing the condition it ought to be proportionately more 
common among the officers than among the men, for much 
more tinned fruit is eaten in officers’ messes than among the 
men. The fact is that the reverse is the case. 

In pursuance of the view that the condition is of infective 
origin, various organisms have been isolated from the urines 
or nephritic cases, and in some instances vaccines prepared 
from them have been used in treatment. Recovery followed, 
but this is only surprising to those who disbelieve in vaccine 
therapy. Tytler and Ryle 2 recovered a streptococcus 
forming greenish colonies on blood agar from nephritic 
urine ; they recovered similar organisms from controls, but 
in a smaller proportion of cases. They do not appear to 
attach much importance to this organism as an etiological 
possibility. Davies and Weldon 3 state that they have 
known instances of transmission of the disease to attendants, 
but the details given are so scanty that they can hardly be 
intended to serve as evidence. 

There is one factor or group of factors common to all 
cases occurring in the B.E.F. in France and to the outbreak 
during the American Civil War, and that common factor 
is excessive and prolonged fatigue in combination with 
exposure. 

It has long been recognised that albumin, often in large 
amounts, and casts are almost constantly present in the 
urine of healthy adults after such exertion as is entailed by 
ordinary athletics. This albuminuria is stated always to 
clear up and to leave no ill-results or predisposition to renal 
trouble. Such is undoubtedly the case in athletes, who 
after the game is over can take as much rest as they please. 
Among soldiers under modern war conditions, however, the 
case is very different. The battle does not stop like a game ; 
it continues for days, weeks, or months, and the soldier must 
participate until his unit is relieved. When not actually 
attacking or repulsing attacks, the soldier is engaged in 
digging, ration-carrying, wiring, or some other arduous work. 
His intervals for sleep are inadequate and short, and his rest 
is uncomfortable and broken. Under such circumstances 
it is conceivable that what in the athlete may be a passing 
symptom, may in the soldier become a morbid process. 

Martin Fischer maintains that acute nephritis is due to a 
toxic acidosis. He regards the albuminuria of athletes as 
due to a physiological acidosis. The difference he looks 
upon as one of degree, not of kind. Osier remarks that 

“ common febrile albuminuria . represents the first link 

in the chain leading to acute Bright’s disease. ” May not 
the same remark apply to the albuminuria of exertion ! 

All things considered, it seems possible that the most 
fruitful line of research as to the causation of this condition 
would be on the alterations of metabolism produced by 
fatigue, meaning by fatigue the bodily state produced by 
exertion, lack of sleep, and exposure. 

Such an investigation might well also throw light on the 
etiology of that large class of cases occurring in civilian life 
and usually described as nephritis a fngore, for clinically the 
difference between these and the “ trench ” nephritis cases 
does not seem to be great. The prognosis in “trench” 
nephritis seems to be slightly better than in the civilian 
disease, but this may be accounted for by the fact that the 


2 Clinical and Pathological Notes on Trench Nephritis, W. H. Tytler 
and J. A. Ryle, Quarterly Journal of Medicine. January, 1918. 

3 A Contribution to the Study of War Nephritis, P. C. Davies and 
R. P. Weldon, Thk Lancet, July 28th, 1917. 


former condition occurs among more or less picked men. 
Various writers have called attention to the great frequency 
of pulmonary complications, particularly bronchitis, in the 
military cases. The obvious explanation of this would be 
the infection of an cedematous lung from a pre-existing mild 
bronchitis, such as is common enough among the men in 
the colder months. Tytler and Ryle, in the article above 
quoted, draw attention to a deposition of fibrin in the walls 
of the lung alveoli of some of their cases which came to 
post-mortem. This condition, they state, is not found in 
ordinary nephritis, and they regard it as pointing to the 
action of a local irritant. They also call attention to 
haemorrhages into the spleen. It will be interesting to learn 
whether these changes can really be regarded as differentiat¬ 
ing “ trench ” from civilian nephritis. The changes found 
by these investigators in the kidneys were apparently such 
as might well occur in a case of nephritis a frigore. 

It would appear that the principal, if not the only, way 
in which “trench ” nephritis differs from nephritis as seen 
in civil practice is in the greater frequency of its incidence. 
Acute nephritis is not a very common disease among civilians; 
the condition .described above is decidedly common in the 
B.E.F., though exact figures as to its incidence per 1000 are 
not now obtainable. What is the factor common to both 
soldiers and civilians, but more potently effective among the 
former than the latter ? Such a common factor is excessive 
and prolonged fatigue, combined with exposure to cold 
and wet. 

In conclusion it may be stated that such evidence as is 
provided by the consideration of the above series seems to 
indicate that the condition known as “trench” nephritis 
differs little from nephritis as met with in civilian practice 
except in the greater frequency of its occurrence, and that 
it is either a primary acute nephritis or an exacerbation of 
pre-existing disease, induced by fatigue and exposure. 

My thanks are due to Colonel T. R. Elliott, A.M.S., con¬ 
sultant physician to the Boulogne Base, through whose 
courtesy the organisation of the National Research Com¬ 
mittee for following the after-histories of patients was 
placed at my disposal ; to the medical officers of the home 
hospitals who filled in and returned the schedules, thus 
making possible the section on prognosis; and to the 
nursing staff of the wards at the base hospital in France, 
whose unflagging zeal made possible the collection of the 
clinical material. 


“OBSCURE EPIDEMIC ENCEPHALITIS.’* 

SOME OBSERVATIONS ON BLOOD COUNTS AND 
CEREBRO-SPINAL FLUID. 

By S. K. VAIDYA, M.R.C.S. Eng., D.T.M. & H. Cantab., 
L.M. & S. Bombay, &c., 

ASSISTANT CLINICAL PATHOLOGIST, LONDON HOSPITAL. 

{I 1 ram the Hale Clinical Laboratory , London Hospital.) 


With the object of ascertaining the condition of spinal 
fluid and blood in this disease I have examined a number of 
cases of “obscure encephalitis” under observation at the 
London Hospital. 

findings in Epidemic Poliomyelitis. 

1 consider it material to refer briefly to the findings 
summarised in the Rockefeller Institute Monograph No. 4 
(1912) and Dr. G. Draper’s book on acute poliomyelitis (1917). 

In the literature on poliomyelitis there are conflicting state¬ 
ments about leucocyte counts. L.E. La Fetra, in New York, 
reported six cases with a leucocytosis running from 13,000 to 
20,000, while E. Muller, in Germany, reported 15 cases with 
a leukopenia of from 3000 to 5000. * Though Gay and Luoas 
found leukopenia with lymphocytosis in monkeys, their 
leucocvte counts in human cases were 7800, 12,20b, 11,600, 
17,400, 12,000, and 13,400. Dr. F. W. Peabody and his 
co-workers’ results can be summed up as under. 

“We have found in the blood of patients with poliomyelitis a 
constant and marked leucocytosis. If taken in connexion with other 
available evidence a leucocytosis of from 15,000 to 30.000 is distinctly 
suggestive of the disease in question, especially if the polymorpho¬ 
nuclear cells are increased at the expense of the lymphocytes.” 

They find that this leucocytosis lasts for as many as seven 
weeks and is highest in the youngest children. 

With regard to the spinal fluid “ previous investigations 
have not been extensive nor have the examinations been 
careful.” Gay and Lucas have recorded 75 to 100 per cent. 
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of mononuclear cells. Dr. Peabody and his colleagues 
examined 233 fluids from 69 cases, and they found that 
almost all were clear, colourless, and watery. Only a few 
showed the slightest opalescence. The type of cell present 
in the fluid was almost always the mononuclear. Though 
Flexner and Lewis and Lucas all record polymorphonuclear 
cells in the spinal fluid of their experimental monkeys up to 
72 hours from the time of inoculations, Lucas in his 11 pre¬ 
paralytic human cases found only mononuclear cells. It 
must” be stated that 2 out of 6 prodromal stage cases of the 
Rockefeller Institute showed polymorphonuclear cells. 
However, Dr. Draper describes many abortive and pre¬ 
paralytic cases in his book on acute poliomyelitis (1917), and 
he describes a “ fluid whose clearness may or may not be 
impaired. It is rarely opalescent or turbid. Here at once is 
a gross point of difference from the fluid of cerebro spinal 
meningitis.” He also describes polynuclear cells which are 
not polymorphonuclear cells in the very early stages, but which 
are replaced by the end of 24 to 36 hours by small lympho¬ 
cytes which represent 90 per cent, of the total number. 

As regards protein, all the investigators have recorded a 
more or less definite excess. 

In effect, according to the American investigators, a 
leucocytosis of from 15.000 to 30,000, combined with an 
excess of protein and a well-marked excess of mononuclear 
cells (small lymphocytes) in the spinal fluid is always 
present in cases of poliomyelitis. In a small percentage of 
cases polynuclear cells are said to occur in the spinal fluid 
in the prodromal stage. 

Investigation of Cases of Epidemic Encephalitis. 

My own results are as follows : — 

Results of Examination of Blood and Cerebrospinal Fluid. 


1 


Cerebro-spinal 

fluid. 

White cells of blood. 


No. '8ex 

1 

Age 


Differential counts. 

Prot. 

Cells. 

Total. ^ 

P. 

L. 

H. 

E. 

O.C. 

1 1 M 

58 

+ 

SL 

7,400 

52 

41 

7 

_ 





+ 

10,200 

60 

35 

4 

1 

— 

2 M 

50 

± 

SL 

6,400 

74 

20 

3 

2 

1 




± 

6,000 

67 

24 

4 

4 

1 

3 1 M 

48 

± 

SL ± 

12,800 

91-5 

6 

2 


•5 : 

4 M 

41 

+ 

SL + 

9,200 

69 

25 

5 


l 

5 M 

40 

± 

No SL 

7,200 

57 

37 

2 

4 

_ 





5,800 

48 

35 

4 

12 

l 





5,000 

54 

39 

4 

2 

l 

€ M 

34 

± 

SL nil 

9,000 

59 

33 

7 

1 

— 





6,400 

73 

23 

3 

1 

— 





5,480 

78 

16 

6 

— 

— 





8,600 

65 

30 

5 

— 

— 

7 M 

i 33 

+ 

SL + 

7,000 

52 

41 

6 

1 

I _ ■ 

8 F 

23 

+ 

SL 

9,000 

86-5 

8-5 

4 

1 




± 

+ 

6.800 

| 72 

22 

6 

— 

— 

9 M 

9 


» 

4,000 

35 

58 

6 

— 

l 

10 M 

7 

?± 

SL ± 

21,200 

88 

10 

2 

— 


11 M 

4 

Nil 

SL nil 

14,000 

i 75 

19-5 

3*5 

2 

_ 





7.840 

63 

32 

5 

— 

— 

12 F 

217 

± 

SL nil 

3,600 

19-5 73-5 

2 

5 
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± 
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1 U 

+ + + 

+ + +T.B. 

11,680 

6 % 

131 

4 

1 

— 
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14 M 

48 



7,040 

71 

26 

3 

— 

— 

15 M 

47 



8.8C0 

63 

32 

3 

2 

1 — 

16 M 

6 



7,400 

72 

21 

5 

1 

l 

17 F 

6 



11,600 

85 

13 

2 

— 

- 

18 M 

5 



10,000 

55 

42 

1 

2 

— 

19 M 

•512 



10.000 

18 

76 

4 

2 

1 1 : 

20 M 

4 



12,400 

38 

b7 

2 

3 

|- 


x a. 


103° 

102 ° 

99° 

103° 

105° 

104° 

!ioi° 


100 ° 


99° 


99° 


99° 

100 * 


103 * 

100 * 5 ° 

101 ° 

104 ° 

101 ° 


Prot., protein. P., polynuclears. L., lymphocytes, large and small. 
H., hyalines. K., eosinophils. O.C., other cellB. SL., small lympho¬ 
cytes. Max. temp.. Maximum temperature recorded during attack. 

* £ c.cm. only, not sufficient to examine. t Cerebro-splnal fluid, 
Prot. -f + 4 - fine cobweb; Cells—SL. 60 per cent.; P, 40 per cent. 

± = Very slight excess of protein or of cells up to 10 per c.mm. 

■f = Slight excess of protean or of cells up to 20 per c.mm. 

+ + + = Marked excess of protein or of cells up to 100 and over per c.mm. 

Remarks —Case 1. Drowsy; ptosis ; delirious. Case S. Drowsy ; 
ptosis. Case 3. Died. Anaerobic blood culture negative. Ptosis; 
rash; drowsy. Case 4- Died. Landry’s type. Case 5. Ptosis; later 
facial paralysis. Case 6. Drowsy; ptosis. Unfortunately spinal fluid 
was not examined a second time. Anaerobic blood culture negative. 
Case 7. Dazed. Case 8. Catatonia; unconscious. Case 9. Ptosis; 
drowsy; chorea ; ? T.B. Case 10. Drowsy ; lobar pneumonia. Case, 11. 
Delirious ; irritable. Case 12. This blood count was done 9 weeks after 
admission; ? ptosis. Case 13. Died. Drowsy; proved on P.M., T.B. 
Case 1U. Died ; delirious; drowsy. Case 15. Ptosis ; mental and 
speech slurring. Case 16. Drowsy. Case 17. Vomiting and abdominal 
pain. Case 18. Irritability. Case 19. Drowsy. Case SO. Ptosis; 
convalescent. 


Twenty cases were examined, all of which were considered 
to be examples of epidemic encephalitis. In all cases the 
blood was examined and in 12 cases the spinal fluid also. 
(See Table. ) 

In 2 cases the diagnosis was proved to be erroneous. 
Case 10, with a high leucocyte count and a practically 
normal spinal fluid, developed atypical attack of pneumonia. 
Case 13 had tubercle bacilli in spinal fluid and this result 
was confirmed post mortem. In the remaining 18 cases, 
with the possible exception of one or two doubtful ones, 
there was every reason to suppose that the diagnosis was 
correct. 

Leucocyte counts.— With the exception of Case 10, which 
turned out to be pneumonia, in no case has the leucocyte 
count been as high as even 15,000 per c.mm. 

In 18 counts done on 10 adults the average number of 
leucocytes was roughly 7600 per c.mm., while the average of 
13 counts on 5 typical cases (Nos. 1, 2, 5, 6, and 8) was 
7000 per c.mm. The average of 9 counts in children was 
about 9000 cells per c.mm. The normal number of white 
cells was found to be between 5000 and 6000 per c.mm. in 
adults and about 8000 per c.mm. in children. Thus it will 
appear that there is a small leucocytosis in cases of epidemic 
encephalitis both in adults and children. 

Of the 4 fatal cases (Nos 3,4,13, 14) No. 13, with a count of 
11,680, turned out to be tuberculous, while No. 3, with a 
count of 12,800, had a generalised haemorrhagic rash and 
also a bedsore, which account for the inflammatory con¬ 
dition of his blood. The remaining two had counts of 9200 
and 7040. , , _ . _ , _ 

The counts in children in general were found to be higher. 
In view of the high count of one fatal case with tuberculous 
meningitis (No. 13) it is a pity that the spinal fluid was not 
available for examination in these cases. 

As regards the question of leucopenia, it can be stated that 
no leucopenia was found in these cases. Cases 9 and 12, with 
counts of 4000 and 3600, were both doubtful cases. 

The average number of polymorphonuclear leucocytes 
was found to be 66 per cent, in adults and 45 per cent, 
in children. As the average number of these white cells in 
normal counts is about 60 per cent, in adults and 40 per 
cent, in children, it would appear from the averages that 
there was only a slight tendency to polymorphonuclear 
increase. However, there were a few counts in which the 
relative proportion of polymorphonuclear leucocytes had 
decidedly increased. 

Cerebrospinal fluid.— The spinal fluids examined either 
showed nothing abnormal or only a small excess of protein 
and a small excess of cells which were found to be small 
lymphocytes. The fluids were in all cases practically clear 
and in no case was opalescence noticed. Case 13, which 
had a cobweb and a very large excess of protein and cells 
was proved to be tuberculous. 

Conclusions. 

1. The very small amount of leucocytosis—viz., 8000 to 
9000 per c.mm.—in cases of epidemic encephalitis falls far 
short of the pronounced leucocytosis—viz., 15,000 to 30,000 
recorded at the Rockefeller Institute in cases of polio¬ 
myelitis. 

2. The cerebro-spinal fluid is not as grossly affected as in 
poliomyelitis in which often cell counts running into several 
hundreds and sometimes exceeding 1000 per c.mm. have 
been recorded. As a matter of fact, the deviation from the 
normal is very small. 

3. In view of the very small deviation from the normal 
both of the blood and the spinal fluid in cases of epidemic 
encephalitis, and especially in the absence of successful 
experimental communication of the disease to monkeys with 
the production of paralysis, in my opinion we are not justified 
in asserting that the virus of epidemic encephalitis is the 
same as in poliomyelitis. 

4. Although the results of the examinations of the blood 
and the spinal fluid afford no positive proof in support of a 
diagnosis of epidemic encephalitis, such negative results 
will materially help in ruling out a number of other obscure 
cerebral conditions, as was found to be the case in» those due 
to pneumonia and tuberculous meningitis recorded above. 
It is therefore considered advisable to have recourse to such 
examinations in all cases likely to be classed as those of 
epidemic encephalitis on clinical grounds. 

I am very much indebted to my chief, Dr. P. N. Panton, 
for his very valuable advice and guidance. I am also 
much obliged to my colleague, Dr. Harold E. Bates, for his 
helpful criticisms and suggestions. 
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INFLUENZA AND PURULENT BRONCHITIS. 

By A. MAUDE, M R.C.S., L.R.C.P. Lond., 

CAPTAIN, R.A.M.C. ; MEDICAL OFFICER IN CHARGE OF MEDICAL CASES, 
MILITARY HOSPITAL, THETFORD. 


Having had the questionable advantage of seeing every 
epidemic of influenza in England since 1889 my impression 
of the peculiarities of this outbreak in June, 1918, may be of 
value. The uncomplicated cases have been characterised by 
very short incubation (when the facts could be ascertained) 
and sudden onset. Most of the men complained of initial 
giddiness, even prior to the usual headache and generalised 
pain. Conjunctivitis was present in a large number, 
infection of the throat and tonsils was comparatively rare, 
and gastric cases were conspicuous by their absence, only 
occurring in the subjects of previous gastric affection. 

Onset . — The young soldiers of graduated training battalions 
showed a tendency to profound stupor and drowsiness, 
lasting for several days, a condition probably due to the 
constant elimination of fatigue products, to which the 
influenza toxin had been superadded. In nearly all cases 
the tongue had been extremely coated, tending to early 
drying of epithelium. There were 2067 men sick with 
influenza reported in two commands of a combined strength 
of 10,000 men between June 18th and July 18th, of whom 
248 were admitted to hospital. A high proportion of these 
developed the complex lung condition, described by 
Lieutenant J. A. B. Hammond, R.A.M.C., as purulent 
bronchitis, 1 and it may be of advantage to contrast our 
cases with those recorded in the Aldershot report. In the 
Thetford outbreak a large number showed a frank lobar 
pneumonia, usually of the lower lobes only, but in three 
instances the consolidation was apical. The apical cases 
were, as usual, severe and accompanied by acute, brief 
delirium. 

Physical Signs . — In the early stages it is remarkable how 
slow the auscultatory signs are in developing ; several days of 
high temperature may elapse without crepitation or bronchial 
breathing being audible. There is little relation between 
the extent of physical signs and the temperature, either at 
the beginning or during the stage of resolution. The com¬ 
monest type was a pneumonia of limited extent, accom¬ 
panied, and often preceded, by coarse bronchial signs 
indicating a bronchitis of the larger tubes. The pneumonic 
patches were often bilateral and showed a marked tendency 
to spread, combine, and wander. The combination of coarse 
bronchitis and lobar pneumonia produced grave dyspnoea 
and profound effects on the heart, especially on its right 
side. The physical signs of bronchitis were frequently 
present, combined with patchy signs of consolidation. In a 
large proportion the signs of bronchitis supervened upon 
those of localised pneumonia. In many instances the 
bronchitis was one-sided, showing its infective quality. 
Small patches of collapsed lung were a frequent sequel of 
this bronchitis; the collapse was in all cases of short 
duration and completely cleared up. 

Sputum. — The sputum in hardly any instance showed the 
“prune-juice" staining of ordinary pneumonia, though in 
some cases it was tinged with bright blood in streaks or tiny 
bright clots (bronchial); in one youthful patient occurred 
several haemoptyses of large dark clots, perhaps issuing from 
an acute bronchiectasis. The usual colour in the pneu¬ 
monic cases was a faint crushed strawberry, the expectora¬ 
tion became eventually peculiarly tenacious, yellow, consist¬ 
ing of almost pure pus, and frequently in tough curdled casts, 
evidently brought from middle-sized bronchi. In no case 
was any offensive odour of sputum present. No systematic 
bacteriological examination was undertaken, but the 
researches of Dr. J. W. H. Eyre 2 and Captain W. Rolland, 1 
R.A.M.C., have established the question of double successive 
infectiop by the influenza bacillus and the pneumococcus. 

Pleurisy . — A large number of cases showed pleuritic 
patches, in most instances at the right base, and a large 
pleural effusion was formed in one boy of 18, and smaller 
effusions in others. In a considerable proportion a pleurisy 
was the herald of the lung attack. 

Completion .—The “heliotrope ” complexion, noted in the 
Aldershot report, was present in many of the worst cases, 
but these were not so uniformly fatal as that report suggests; 
there were many recoveries of men in whom this aspect was 
quite marked. 


Temperature . — Hardly any of the cases of defined lobar 
pneumonia terminated by crisis, and in a high percentage 
the lysis was very irregular, manifesting a high evening rise 
for many days, with a definite fall to normal, or near normal. 
The pyrexia in the pneumonic cases was high, reaching some¬ 
times 105° or 106°, but in only one instance was there a chart 
of typically pneumonic character. A fall in temperature, 
whether sudden or gradual, was frequently delusive, being 
followed by renewed pyrexia. And when purulent expectora¬ 
tion was well established a swinging type with a range 
of several degrees, as noted by Lieutenant Hammond, was 
observed. 

Prognosis .—The severer cases were characterised by very 
rapid emaciation, out of all proportion to the duration or 
severity of the pyrexia. Out of the 250 men admitted to 
hospital only three died, all from extensive double pneumonia, 
two being young subjects, and the third a middle-aged 
subject of chronic bronchitis. Had the epidemic occurred at 
a less favourable time of year the mortality must have been 
heavier. Several of the most seriously affected were the 
subjects of previous acute or chronic bronchitis. 

Treatment . — We found that the most useful routine line of 
treatment was by expectorants, combined with free alcoholic 
stimulation and heart tonics. The worst cases were kept in 
the open air in an enclosed corridor, and cold and tepid 
sponging was resorted to freely in cases of high temperature. 
Pulmonary antiseptics and inhalations proved useless, and 
oxygen did not appear to be of value, while atropine seemed 
to interfere with pulmonary secretion and do more harm than 
good. 

I am indebted to Lieutenant-Colonel H. W. Laing, 
R.A.M.C., and Major Kennedy Taylor, R.A.M.C., for valuable 
statistical information. 

Reference*.— 1. Purulent Bronchitis, by J. A. B. Hammond. Lieu¬ 
tenant, R.A.M.C., and others, The Lancet, July 14th, 1917. 2. Purulent 
Bronchitis : Its Influenzal and Pneumocoocal Bacteriology, by Adolphe 
Abrahams, Captain, R.A.M.C., and others, The Lancet, Sept. 8th, 1917. 


AN “INFLUENZA” OUTBREAK. 

By C. W. WIRGMAN, M.D. Lond, F.R.C.S. Eng., 

CAPTAIN, R.A.M.C. (T.F.) 


The recent epidemic has been such a rush for most 
of those who have to deal with the victims that any detailed 
account of a number of cases is likely to be left till the 
pressure is over, and so notes of the earlier cases may be 
lost for lack of leisure. 

I have been so situated that it was possible to keep short 
notes from the start of an outbreak. Also, I was in charge 
of a body of troops under identical conditions and training, 
so that data were easily compiled. 

The following notes do not pretend to be more than a 
record of how one particular set of patients were affected. 
They are not meant to be a general description of all the 
features of the present outbreak, but only of a type found in a 
body of normal adults. The unit in question really consisted 
of two detachments (A 1 men, with a few exceptions). They 
were camped in the same field, their tents were side by side, 
and their work was identical. For all practical purposes 
they may be considered as one unit. The total strength (all 
ranks) in camp was 516. The epidemic probably began on 
June 24th, but the first definite cases were observed on the 
25th. The record is closed on July 6th as one unit moved 
out on that date. The new cases ceased coincidently. 

Speaking generally, none of the patients gave cause for 
any real anxiety as to the upshot of the attack. No more 
serious condition than one attack of bronchitis (slight) 
occurred. The cases admitted to hospital (from camp 
hospital) were only 14 in all, and the usual reason for 
admission was persistent temperature of 99° F. or over. 

The subjective symptoms complained of were headache, 
usually frontal, pains in back and limbs, soreness or pain in 
eyes, sore-throat, particularly in the later admissions, cough, 
and sometimes abdominal pain. The temperature ruled 
about 101° to 104°, none rising to 105°, and a few not 
reaching 100°. By the third day the temperature, as a rule, 
was below 99°. The average stay in hospital, including day 
of admission and day of discharge, was 3£ days. The first 
symptom to disappear was the headache and the last the 
backache. 

The earlier cases exhibited a marked tendency to con¬ 
junctivitis and the later ones to pharyngitis. Both of these 
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were slight, bat the pharyngitis appeared to cause con¬ 
siderable discomfort. Laryngitis was not uncommon, and 
cough was frequent and troublesome. The pulse-rate was 

not rapid, considering 
the temperatures, and 
usually fell, when the 
temperature became 
normal, to abojit 80 per 
min. The tongue in 
nearly every case was 
heavily furred. In 11 
cases labial herpes was 
severe. 

The age of men affected 
was very interesting. At 
first the younger men 
went down, while as time 
went on it was the older 
ones who succumbed. 

The figures were as 
follows: — 
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No. of influenza cases 

Under 19 83 or 53% 

Over 19 & under 20 16 
„ 20.50 

Total ... 149 28 9%* 

* Of number in camp. 

Per- 

No. centage 
of cases. 


Symptoms. 


'Headache ... 

140 .. 

,. 94 0 

Frontal ... 

88 .. 

. 59-0 

Occipital.. 

11 .. 

,. 7-4 

General ... 

41 .. 

. 27-5 

Pains In back 
or limbs ... 

99 .. 

. 66-5 

Sore throat.. 

39 .. 

. 26 2 

Pain In ejes 

40 .. 

. 26-9 

(No pains in 
, back or limbs) 14 .. 

,. 94 

Con j u n c- 

tivitls ... 

57 .. 

. 38 2 

Pharyngitis. 

29 .. 

. 19-5 

Laryngitis... 

21 .. 

14-1 

Herpes. 

8 .. 

,. 53 

Tonsillitis ... 

2 .. 

. 1-3 

Bronchitis... 

1 .. 

.. 0*6 

Epistaxis ... 

2 .. 

. 1-3 

.Diarrhoea ... 

3 .. 

,. 20 


25 27 to 2q 30 I 2 34 5 

June. July 



admissions ; (2) admissions by age 
admissions by age, daily. 
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Treatment of sym¬ 
ptoms by drugs was un¬ 
availing. Rest in bed 
till the temperature sub¬ 
sided was the only thing 
that could be done. 

As to methods of pro¬ 
phylaxis, avoidance of 
confined atmospheres, as 
far as possible, was in¬ 
sisted upon ; morning 
and evening nasal lavage 
and gargling with normal 
saline was carried out 
Coughing, spitting, and 
cigarette - smoking were 
discouraged. 

Tents were struck fre¬ 
quently and bedding put 
out in the sun daily. 

The graphs attached 
show : (1) total daily 

, daily ; and (3) per cent. 


Shortage of Nurses.— The Queen’s Hospital for 
Children (Hackney-road, London, £.2) is appealing, with 
the support of the Bishop of London, for the nursing 
service at the hospital. The number of beds lying vacant 
for want of nurses is now 24, with a prospect of further 
reduction in the near future. The weekly attendances at 
the hospital number about 2000. 


THE SUCCESSFUL USE OF ANTIMONY 
IN BILHARZIOSIS 

ADMINISTERED AS INTRAVENOUS INJECTIONS OF 
ANTIMONIUM TARTARATUM (TARTAR EMETIC). 

By J. B. OHRISTOPHERSON, M.A., M.D. Cantab., 
F.R.C P. Lond., F.R.C.S. Eng., 

DIRECTOR OF THE CIVIL HOSPITALS, KHARTOUM AND OMDURMAN. 


After trying and confirming the conclusions of previous 
workers on the use of intravenous injection of antimonium 
tartaratum (tartar emetic) in cases of Oriental sore, internal 
leishmaniasis, and naso-oral leishmaniasis (espundia) as 
found in the Sudan, 1 in May, 1917, I commenced at the 
Khartoum Civil Hospital to treat bilharziosis (vesical and 
rectal) by the same drug. Amongst the natives of the Sudan 
bilharziosis is not so frequent as amongst Egyptians ; still, 
in the clinic of a hospital such as Khartoum Civil Hospital 
there are sufficient cases to give the treatment a very fair 
trial. 

The treatment of bilharziosis up to the present has been 
altogether palliative and unsatisfactory. It has baffied all 
attempts to find a satisfactory remedy. Time was the sole 
hope of cure, but as time takes years (a considerable number, 
perhaps 10)* to effect a cure, and in the meanwhile the patient 
is running no small risk, to say nothing of the pain and 
inconvenience of repeated attacks of cystitis and the debili¬ 
tating effect of loss of blood, anything which promises even 
alleviation is to be welcomed. 

There is no doubt that antimony given as intravenous 
injections of tartar emetic considerably interferes with the 
bilharzia and suspends its activities, even when it does not 
actually kill. My own opinion, based on the cases treated 
during the last year, is that antimony (antimony tartrate) is 
a definite cure for bilharziosis, and that the intravenous 
injections of tartar emetic kill the Sohistosomuvi hctmatobium 
in the blood and render it harmless. 


List of Cases. 






>» . 





►» • 

o 

55 

tt 

< 

Nationality. 

Date. 

si 

it 

o 

55 

d 

£ 

Nationality. 

Date. 

51 

« © 





o> = 





aiS 

1 
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Sudanese. 
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21 
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8 
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Sudanese. 

10/6/17 
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10 

17 
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25 

Egyptian. 

23/10/17 
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11 

12 

Egyptian. 

6/4/18 

30 

5 

17 

Sudanese. 

4/11/17 

20* 

12 

19 

Arab. 

17/4/18 

-s 

6 

13 

•• 

6A1/17 

18* 

13 

11 

Shagli. 

20/4/18 

22 


* Treatment suspended, t Relapse. I Treatment not completed. 
, ( Details mislaid. 

Record of Cases. 


These observations are based on 13 cases of Sohistosomum 
havitUobinm (see Table); more than 13, however, were 
treated by the method. 

Three of the cases were 13 years of age or under, the 
remainder from 15 to 21. Three were Egyptians, the others 
natives of the Sudan. Three had relapses; the total 
amount of tartar emetic injected in these cases was 

(1) 15 gr. in 6 injections in 10 days, relapse after 25 days. 

(2) 10 gr. in 10 days, relapse after 8 months. 

(3) Had 7 injections, relapse in one month. 

Two patients were discharged before completion of 
treatment, being “ time-expired ” soldiers. 

The case (No. 2) which relapsed in 25 days was an Egyptian soldier 
who bad a heavy Infection of bilharzia of rectum and bladder, and 
injections had to be suspended after six had been given in ten days 
(15 gr.) owing to phlebitis. He was one of the time-expired soldiers 
who would not remain in hospital after their time had expired. 

In Case 4, Egyptian, the Injections were suspended owing to the 
patient being weak, but they were resumed again after ten days. He 
had 222 gr. of antimony tartrate in 13 injections in 30 days. He was 
44 days in hospital; discharged at own request, being a “time- 
expired” soldier. The ova were very scanty, if present at all, on 
discharge, but as ova had only been absent a few days previous to 
discharge, this case can at most be put down as improved. 


* Loos says the worms only live three to five years, while the eggs 
remain, and are the real cause of the disease. 
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The following case may be taken as a type. 

Cask 7.—Patient, 15, student, Sudanese; pain on micturition and 
passage of a little blood with last portion of urine for one year. 
Bilharzia ova found in urlue. Injections were commenced Nov. 14th, 

1917, with 1/3 gr. antimony tartrate, increased by Btepa to 2 gr., 
injections being given every other day. On Dec. 10th (26 days after 
treatment) his urine became free from ova, after 21 gr. in 13injections; 
treatment was continued until the 16th. He had in all Z7 gr. in 
16 injections in 32 days, without reaction. For three months he 
reported once a fortnight, and remained free from signs of bilharzia. 
On May 30th, 1918, his urine was normal to chemical and micro¬ 
scopical tests; he said he was cured, and there had been no signs of 
recurrence. 

In the following case the patient relapsed after eight 
months :— 

Cask 3.—Patient first seen in June, 1917; hacmaturia for five years; 
had never been free from it; no frequency or pain. When admitted 
the first time 22 gr. antimony tartrate were given in 20 days in 13 injec¬ 
tions. They were generally well tolerated ; on three or four occasions 
moderate reaction, local pain, rise of temperature, and some retching. 
The urine became clear after he had had 10 gr. ten days after admission ; 
discharged for observation on June 30th, 1917. 

Urine remained clear and free from blood and ova for eight months 
until March 12th, 1918, when it became smoky—microscopic blood was 
found and two B. ova. Injections were resumed with 1 gr. The next 
day 2 gr. were given; some reaction, rise of temperature, vomiting, 
metallic taste, and feeling of weakness. After a day’s interval 2 gr. 
were injected again ; he vomited three times, and had metallic taste in 
throat; injections reduced to 14 gr. every other day. On one occasion 
he had nausea, diarrhoea, giddiness, with 14 gr. He had 11 gr. injected 
in 12 days; then was discharged at request of bis master; ova and 
blood had completely disappeared from urine. He was seen periodically 
until May 20t.h, no blood or ova present on any examination; is 
presumed cured. 

After 22 gr. daring first course, and 11 gr. during second 
course I trust that patient is cured. 

Cask 8.— Patient, 17, student, Gordon College, was admitted to 
hospital for diarrhoea with blood in stools ; lateral spiked B. ova were 
found. Treatment commenced with 4 gr. antimony tartrate ; next day 
1 gr., continued daily five tlraei; then 2 gr. were injected. Cough, 
salivation, lacrymation, metallic taste in mouth, and vomiting 
ensued. After interval of one day 1$ gr. were injected every other 
day ; slight reaction followed first two injections of 14 gr. ; then injec¬ 
tions were well tolerated. Stools became free from B. ova after 13 gr. 
had been Injected ; patient had 254 gr- in 19 injections in 28 days. No 
return of symptoms two monthB afterwards. 

Cask 9.— Patient, 17, student, Gordon College, from Dongola 
Provlnoe; March 5th, 1918. Had passed blood in urine for three 
years or more; nearly every time blood came at end of micturition; 
very little pain. In December. 1917, he had come to hospital with 
same symptoms; received seven injections ; was free from symptoms 
for a month, when they returned. Urine smoky, with heavy brown 
deposit ; B. ova easily found. He commenced with J gr. antim. tartr., 
i gr. next day, 1 gr. third day until seventh day, when injections were 
discontinued owing to dermatitis of both elbows due to iodine. Injec¬ 
tions were resumed after five days, 1 gr. being given. Increased to 2 gr. 
next day, 2 gr. being given on two occasions ; this was reduced to 14 gr. 
every other day for three weeks. Urine became quite free from B. ova 
25 days after treatment and remained so. In consequence of relapse 
patient had 292 gr. antimony tartrate in 22 injections within a period 
of 28 days. No untoward symptoms except irritation due to iodine on 
the skin and reaction on two occasions, when 2 gr. were injected; 
metallic taste, giddiness, and vomiting once. 

Cask 11.—Patient. 12, Egyptian, was infected at Damanhour in 
Egypt. For two and a half years he has passed blood lu urine which, 
he said, was never free. The boy w as anaemic to a degree, had dirty sallow 
complexion of person suffering from intestinal and other parasites, 
and was undersized ; weight, 4 st. 134 lb. Large number of B. ova in 
urine. He was, as usual, a week in hospital under observation before 
commencing treatment; he improved somewhat. Treatment com¬ 
menced on April 6tli, 1918, with i gr. ; two days later 4 gr. After five 
doses of 4 gr- every two days 1 gr. given on alternate days ; then 14 gr. 
The first 14 gr. followed by cough, giddiness, vomiting. 14 gr. dose 
was, however, continued for three times with no further reaction ; 2gr. 
were then given. Giddiness, nausea, and vomiting occurred. After 
two days this was repeated with the same result. Dose then reduced 
to 14 gr. on alternate days ; slight reaction. After three doses 2 gr. were 
again tried; vomiting occurred four times, giddiness all afternoon. 
Dose reduced to 14 gr. on alternate days. 30 gr. altogether were given 
in 23 doses over 49 days. 

This was an interesting case; the boy put on weight and his haggard 
expression became quite a happy one. The urine became normal, B. ova 
disappeared in about three weeks. He was still in hospital at the time 
of writing, but all symptoms and signs of bilharzlosls had disappeared. 

Loos* states that the ova remain and produce symptoms 
after the parent worms have died. This fact might account 
for the finding of a stray ovum in an apparently cured case ; 
it would also account for the discovery of a small clot con¬ 
taining six or seven ova passed in Case 11 on April 22ud, 

1918, 14 days after all other symptoms had disappeared, and 
subsequent to which nothing was discovered. 

Method of Administration. 

The method adopted was briefly as follows :— 

The cases were all well-marked cases of bilharziosis of 
bladder or rectum, or both, of average intensity. The ova 
were easily found in the excretions. A careful note was 
made of : (1) the patient’s (subjective) symptoms ; (2) how 
long he had been infected ; and especially (3) whether he had 
intervals of complete freedom from symptoms. 

The patients were not kept in bed, rest having a tendency 
to allay the haematuria and bring about a temporary 


suspension of symptoms, &o. When possible the patient was 
under observation for a week previous to treatment, the 
urine being tested in the morning, when it might be free from 
blood, and in the evening after day’s exercise, when it was 
more likely to contain blood and shreds. 

A 10 c.cm. record syringe, with a fine needle, was 
used. The injection was given into one of the con¬ 
spicuous veins at bend of elbow, generally the median 
cephalic* made prominent by application of tourniquet 
on upper arm. (The anatomical relationship between 
median basilic vein and brachial artery at bend of elbow 
should be borne in mind.) Patient lay down for an hour 
on bed after injection, or longer if symptoms intervened. 
The solution used was tartar emetic, * gr. to 20 m. aq. destill., 
and diluted with 2 vols. of aq. destill, at time of use. (Too 
strong solution causes phlebitis, and injection round vein 
instead of into vein causes necrosis of surrounding tissues.) 
The injection was repeated and the dose increased by A gr. 
every other day until 2 gr. was reached, and this was con¬ 
tinued until 30gr. had been injected. 

A boy of 10 years commenced with 1 gr.; some of the older 
cases had as much as 3 gr. at an injection. 

It would appear that, generally speaking, the maximum should be 
for a boy of about age 10, 1 gr.; age 17, I 4 gr.; for an adult the 
maximum should be 2 gr. 

There is scope for the exercise of judgment with regard to 
frequency of injection and amount injected at one time. It 
is essential to be on the watch for symptoms of: (1) acute 
and subacute antimony poisoning; (2) chronic antimony 
poisoning. 

Metallic taste in mouth and throat and cough immediately 
after the injection need scarcely be considered as poisoning, 
but vomiting, giddiness, delirium, a considerable rise or fall 
in temperature, diarrhoea, and cramp in calves should all be 
taken seriously. They are danger signals, and when thev 
occur the injections should be temporarily suspended, and 
when injections are resumed decreased in strength, and not 
given so often. 

Rapid small pulse, cold clammy skin, signs of collapse, in 
fact, are serious symptoms of poisoning. 

Chronic antimony poisoning should especially be watched 
for. Weakness, loss of weight, anaemia, glossitis, cracked 
tongue with ulcers, diarrhoea call for suspension of the 
antimony and for appropriate treatment. 

Improvement in symptoms is often noticed after the 
second or third injection by the clearing up of the urine. 

The disappearance of clots of blood, shreds, &c., of smoki¬ 
ness. is the first favourable sign, together with improvement 
of subjective symptoms. The ova disappear from the urine 
more gradually. The patient’s own feelings form a good 
guide as to progress. He has had his complaint for some 
years, and quickly and accurately notices any improvement. 

There is also the frequency pain on micturition, and cha 
racter of urine, and the objective symptoms of the patient 
to indicate improvement or otherwise, as well as patient’s 
weight. Increase in weight, together with improvement in 
symptoms, is a favourable sign, whereas loss of weight and 
continuance of anaemia indicate chronic intoxication by the 
antimony. It is more necessary to be on the watch for loss 
than for gain in weight. There is the blood and albumin in 
the urine, all valuable in estimating result of treatment. 
Finally, the microscope is the most valuable guide of all, 
because ova may continue to be found after other symptoms 
have cleared up, and after the urine, to ordinarv rough tests, 
has become normal. The urine tested should be passed 
fresh, that at the end of micturition should be taken, and it 
should stand for a short time to allow solid particles to 
settle, or it may be centrifugalised. 

When to Stop Injections and Amount of Antimony Required. 

The periods of freedom from symptoms often seen in the 
natural course of untreated bilharziosis render it difficult to 
say how long injections should be continued after the urine 
becomes normal and the symptoms disappear. 

As previously stated, the urine clears up after the second 
or third injection, as a general rule, but it is a mistake to 
conclude that a permanent cure has resulted after two or 
three injections. My personal opinion is that a course of 
injections lasting over 15-30 days, injected on alternate days, 
commencing with 4 gr., and increasing by 4 gr. up to 2 gr. 
or 3 gr. until 30 gr. have been used, represents the required 
killing dose. In this connexion it may be said that cases of 
bilharziosis do not, as a rule, suffer from the intense 
debility that is found in leishmaniasis, and so the debilitat¬ 
ing and poisonous effects of the drug are not so readily 
produced, and the same amount of watchfulness is not so 
necessary in cases of bilharziosis as in leishmaniasis. The 
chronic toxic effects of the drug must be looked for in 
bilharziosis rather than the acute toxic effects which are 
more likely to be seen in treating leishmaniasis with 
antimony. 

I do not think that injections of less than 1 gr. each time 
have much effect on the Schistosomum h(rmatolnum } but 
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injections of less th&n 1 gr. are necessary to commence with 
in order to establish a tolerance for the drug. 

We thought that we noticed In cases of boys where a small dose 
was used to commence with, and where the dose was not Increased with 
sufficient rapidity, that there was a tendency for the bilharzia to 
establish a tolerance for this drug. 

Having regard to the large number of bilharzia worms, 
male and female, which are often seen in the portal vein 
and its tributaries post mortem, it may happen that all are 
not equally affected by the injection. Some are killed, but 
it -may be that there are some remain whose activities are 
ottly suspended for a time, thus accounting for a return of 
symptoms. 

JFrom the experience 1 have gained my opinioh is that 
three or four injections may in some cases effect a cure, but 
that a total of 30 gr. or more is required lasting over 15-30 

•dayB. 

Reappearance of Symptoms after Period of Freedom or 
Apparent Cure. 

Reappearance of symptoms may be explained in one of 
the following ways :— 

1. A period of freedom from symptoms may be accounted 
for by the fact that in bilharziosis clinical symptoms may be 
absent altogether at times; this is tantamount to saying that 
antimony has no effect on bilharzia. It is scarcely possible 
that in so many of the cases tried these natural periods of 
rest would coincide with the administration of tartar emetic. 

2. The bilharzia may be scotched, not killed—treatment 
has not been continued for long enough. 

3. When a great number of bilharzia worms are present 
some may be killed, others only placed temporarily nors de 
combat by the antimony treatment. Some may be more 
resisting than others. 

4. As antimony is excreted from mucous surfaces and the 
bilharzia worm‘does not like antimony, it may avoid the 
mucous surfaces (bladder and rectum) whilst the antimony 
is being excreted. In other words, it will return to the 
portal vein whilst the mucous surfaces are infected with 
antimony. In this way its activities may be suspended for 
some time, an antimony is an accumulative poison, and 
remains in the tissues for some considerable time. 

The bilharzia worms by instinct will And their way back 
to the bladder and rectum in order to deposit their ova as 
soon as these organs become free from antimony. Relapses 
may possibly be accounted for in this way. 

5. Re-infection. This is not likely—in any case not for 
some months afterwards. 

further Points in 'Treatment. 

It must be remembered that tartar emetic is a poison ; 
}gr. has caused death in a ihild, 2gr. in an adult. 3 It is 
an accumulative poison. On the other hand, large doses 
have been tolerated. It is safe to say that, generally 
speaking, for children the commencing dose should be \ gr. 
and for adults \ gr., but the maximum dose should be reached 
as soon as possible. 

It has always appeared to me that the logical and natural 
way to attack bilharzia would be directly through the blood 
stream, and in the case of vesical infection through the dorsal 
Tein of the penis, which terminates in the pudendal plexus, 
surrounding the prostate, the neck, and the fundus of the 
bladder. The injection of tartar emetic into the veins offers 
an opportunity to try this where the dorsal vein of the penis 
is conspicuous. The vein joins the haemorrhoidal plexus, and 
so directly communicates with the portal venous system in 
which the bilharzia worms are located ; it also communicates 
with a systemic venous system by means of the internal 
pudendal vein which opens into the internal iliac. 

Of the two great germicidal drugs we possess—arsenic and 
antimony—arsenic given as salvarsan and atoxyl appears to 
have little or no effect on Sohistosomum hamatobium, although 
in sleeping sickness, yaws, and syphilis it displays specific 
qualities ; antimony given in the form of a metallic salt, or 
as tartar emetic, appears to be a specific cure for leish¬ 
maniasis, and there seems to be good reason to believe that 
it is a specific cure in the case of bilharziosis as well. 

Other Successful Results. 

In confirmation of the extremely satisfactory results I have 
obtained during the year in the intravenous injection of 
antimony (tartar emetic), Dr. V. S. Hodson, who very kindly 
continued the treatment of bilharzia cases with tartar emetic 
at Khartoum Civil Hospital during my absence in 1917, and 
afterwards at Atbara, carried on a series of trials quite 
independently, sends me the successful results of the 
treatment of seven cases. 

Dr. Hodson has lor some years been working at the treat¬ 
ment of bilharzia, and it is of particular interest to have his 
favourable opinion on the cases treated by antimony. Of his 


7 cases, 5 had 4 injections; 1 hail 3 injections ; 1 had 2 injec¬ 
tions. He commences with i gr., and injects every other day 
for three injections, increasing * gr. each injection—the 
interval between l£ gr. and 2 gr. Being three days or longer. 

The immediate result of this method was found to be 
satisfactory, hut I am personally inclined to think that three 
or four injections will not give a permanent result, although 
sufficient to paralyse the activity of the worm for a time. 

Some Necessary Precautions. 

Finally, I would point out that the intravenous treatment 
of both bilharziosis and leishmaniasis by antimony should be 
undertaken with:— 

1. Appropriate and reliable apparatus which is not neces¬ 
sarily elaborate and expensive—e.g., a proper syringe and 
needle and sterilising arrangements for the same, and small 
flasks for keeping the solution in, <fcc. 

2. A proper sense of responsibility when injecting remedies 
directly into the general circulation vi& the vein. 

3. The due appreciation of the fact that the drug injected 
is a poison, and that its reckless use will kill the patient. 

4. The exercise of judgment as to dosage and length of 
time of administration, stopping altogether, suspending, 
increasing dosage, according to circumstances. 

5. And last, but not least, a good note should be made of 
the case before commencing treatment and a daily note of 
symptoms during the treatment, examination of urine and 
froces, t$rc., without which any useful conclusion will be 
impossible. The subsequent history for a considerable time 
should be watched. 

Without these the placing of intravenous injections as 
routine, treatment in the hands of medical officers in out- 
stations and elsewhere whilst such treatment is in the experi¬ 
mental stage will do more harm than good, and will bring 
discredit, perhaps undeserved, on the remedy. 

In conclusion, I would thank Dr. Mustafa Izzedin, who 
has done so much of the work of injecting these cases, and 
Mr. J. R. Newlove, who has carried out many of the 
microscopic examinations connected with the urine. 

References.— 1. Notes on a case of Gspundla and three cases of Kala- 
Azar In the Sudan treated by the Intravenous In jection of Antimonliun 
Tartaratura, J. B. Chrlstophereon, Jour. Trop. Med.and Hyg., Oct. 17tb, 
1917. 2. Loos: Cairo Sclent. Jour., June, 1910. 3. Anomalies and 

Curiosities of Medicine, p. 449. See also The Lancet, 1916, 11., 782; 
1918,11.. 45. __ 

A CASE OF ACUTE DELIRIOUS MANIA: 
RECOVERY. 

By F. WYATT-8MITH, M.B., B.C. Cantab. 

The combination of fever, mania, constipation, and 
insomnia in a clinical picture is sufficiently rare to make 
the publication of the following case desirable, especially 
in view of recovery having taken place. 

A man, aged 28, was discharged from the Army as “ unfit ’’ 
two years ago. Sinoe then, never robust, he lias been con¬ 
tinually overworking himself at a munition factory at 
Woolwich, his only holidays being a few interruptions 
through illness. On June 22nd, 1918, a Saturday, he could 
not go to work, being flushed, feverish, delirious, and suffer¬ 
ing from headache. He continued in this condition until the 
following Tuesday (the 25th), when, suddenly, unexpectedly, 
and without any warning, he attempted to cut his throat, 
and was brought to Constance-road Institution, East 
Dulwich, struggling violently with four policemen, and 
admitted. He was so violent that, I being temporarily 
absent, a neighbouring practitioner was called in, and at 
5.20 P.M. gave him I.H. hyosc. hydrobrom., gr. 1/100, and 
ordered gloves to be used if necessary. The patient slept 
for three and a half hours. At 11 P.M. I saw him. He was 
then awake, flushed, with two men standing over him to 
prevent his falling out of bed, and so restless that I could 
not take his temperature. As there was a good deal of 
influenza at Woolwich at the time, I thought he might be 
suffering from a toxic delirium and gave him tr. quininm 
amm., 1 dr. three-hourly; calomel, 5 gr., statim; and 
paraldehyde, 2 dr. 

On the next morning (the 26th) I found that he had had 
but a few snatches of sleep up to 3 a.m. and none since, and 
that he had tried to drink his urine during the night. He 
was talkative, incoherent, resistive, restless, abusive, and 
obscene, but I thought his physical condition had improved. 
T. 99-6° F. I ordered him 20 gr. of sulphonal, night and 
morning. At 3 p.m. he had marked flight of ideas, with 
rhyming and punning. At 6.30 p.m. his temperature was 
102° in spite or the quinine he had been taking, and, after 
four days illness, made me doubt if he was suffering from 
the present mild epidemic of influenza, so, thinking that 
the quinine might possibly be giving him headache, though 
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he made no complaint of any, I withdrew it, and, his bowels 
not having been open since admission, I gave him an ounce 
of senna mixture. At 8 P.M., as he had had no sleep since 
3 o’clock in the morning, and very little since admission, I 
gave him I.H. hyosc. hydrobrom.,* gr. 1/33. At midnight he 
had not slept, his delirium was low and muttering, his pulse 
weak, and his breathing shallow. In fact, he was in an 
alarming condition. As he was suffering with all four of the 
cardinal symptoms of acute delirious mania, I supposed he 
must inevitably die, dared not give him any more hyoscine 
in consequence, and, faute de mieux , and partly to see what it 
could do in the way of “bucking him up,” I gave him 2 oz. 
of mist. amm. and ether. 

On the morning of the 27th, except that his bowels had 
been open and that, as he fortunately had done all through, 
he continued to take nourishment well, his physical con¬ 
dition was much the same—namely, T. 103°, P. 132, R. 60 
and shallow—he was very weak and had had only 40 minutes’ 
sleep. All the stimulating effect of the ammonia and ether 
seemed to have been exercised on his brain, and here it had 
been only too successful, for again he was very noisy, 
restless, and hysterical. I determined that, like the Nurse 
in Tennyson, “ he must sleep or he would die,” so gave him 
I.H. hyosc., gr. 1/50, at 11.45 a.m. After this he was some¬ 
what quieter, and slept a little at times. He was much 
qnieter towards evening, and his temperature had fallen to 
100 at 6 p.m. Throughout the night he was quiet on the 
whole, groaning and mumbling at times, but he had no real 
sleep, only dozing occasionally for a few minutes. 

June 28th : Though, owing to some misunderstanding, he 
got no more sulphonal after 8.30 a.m. on the 27th, he now 
continued to improve steadily. The charge attendant’s day 
report says: “Seems much better. Quieter, dozing and 
sleeping at times during the dav.” He continued to take 
nourishment very well, and his pulse, temperature (99 2° at 
6 p.m.), and respirations henceforth ceased to be a feature. 
His bowels, too, acted well during the night, and gave no 
further trouble. The night report says: “Moaning and 
wandering in his talk at times. Fairly well and quiet bn 
the whole. Slept at small intervals, and fairly well after 
3.15 A.M.” 

On the morning of the 29th, the eighth day of his illness, 
he announced that he felt much better. In fact, he was now 
quiet and sensible and, except that he was troubled with a 
little bronchitis, made an almost uninterrupted recovery. 
(I may interpolate here that I noticed harsh breathing on 
his admission, and thought that his impatience, with his 
dyspnoea, might account for his habit of plucking at his 
throat and tongue, as also, perhaps, for his having 
attempted to cut his throat, the marks of which were 
then visible on the left side of his neck.) He was very thin, 
weak, and exhausted, but on July 3rd be sat up, and on the 
11th was transferred to the general wards “time expired.” 

Did this man suffer from acute delirious mania or not 1 
If not, what was the matter with him? He had all the 
classical symptoms, though it must be admitted that the 
constipation was not very obstinate. And then he did not 
die. These are objections. But, in answer, it may be 
asked, How marked must the individual symptoms be in 
order that they may count ? and remembered that the 
authorities do not state definitely that the cases never 
recover. Against the view that the case was a toxic 
psychosis and the poison influenza are the facts that (1) the 
epidemic was a mild one ) (2) the delirium was very severe | 
(3) no complaint was made of pain, except for a little 
headache late on in the case, unless the uneasy plucking at 
the throat (? air hunger) is to be so regarded ; (4) the 
“ picture ” struck me as typically maniacal; (5) and, lastly, 
after the disappearance of the fever and the delirium a 
mildly demented condition remained, which seemed to me 
more marked than the exhaustion of the illness would account 
for. 

The patient’s hands and forearms were stained yellow on 
admission, and I inquired about toluol, but learned that he 
never went near it. He now tells me that this staining is 
due to C.E. powder, which he has to handle though he does 
not make it; but the stuff is said to be absolutely harmless 
to all who come in contact with it, and no precautions are 
taken against it. 

If this was a case of poison psychosis, then how are we to 
diagnose acute delirious mania ? Has a possibility of intoxi¬ 
cation been excluded in all the cases recorded ? And, if 
not, is it certain that this rare combination of fever, mania, 
constipation, and insomnia is a disease entity at all ? If 
there is such a thing, then I cannot help thinking this was 
it. And, if so, the fact of recovery from the condition 
makes doubly interesting a case worth publishing in any 
event. J 

Conatance-roftd Institution, But Dulwich, 
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A Plea for the Insane. By L. A. Weatherly, M.D. With 

Foreword by Dr. T. B. Hyslop. London : Grant Richards. 

1918. Pp. 288. Price 10*. 6 d. 

Our national methods of dealing with mental disorders 
are far from satisfactory, if only because early treatment is 
largely denied to persons in danger of mental breakdown. 
For a poor woman on the verge of melancholia little or 
nothing can be done ; no general hospital will receive her, 
she cannot be admitted as a voluntary boarder in a public 
asylum, and convalescent or nursing homes, even if available, 
cannot give the necessary care and attention. So it comes 
about that until she becomes worse and can be certified as 
insane she must remain without effective treatment. There 
Is, moreover, an ignorant public prejudice in relation to 
mental disease ; it is regarded as disgraceful to need mental 
treatment, and this fact leads to concealment of threatening 
conditions. Even those who spend their lives in ministering 
to the insane are often looked at askance; at any rate, the 
law is often administered as though suspects were being 
dealt with. The requirements in the way of forms, 
returns, and reports in hospitals for the insane suggest that 
abuses, existent in some measure very many years ago, still 
persist; but it is time that the public ceased to regard these 
institutions from the point of view of Henry Cockton. But 
while the amenities of legal shelter for the insane have so 
much improved, the law in many directions is prejudicial to 
the interests of the insane, for it raises a mischievous barrier 
between the general public and the mentally afflicted, and 
tries to make a hard-and-fast line where it cannot be drawn. 

Dr. Weatherly’s book, “ A Plea for the Insane,” is 
therefore a very timely work. If his attitude to many 
questions is one-sided, this is the result of personal 
experience, while a lively style and the recital of cases 
and stories make the work pleasant reading. Many of 
his recommendations will obtain the unqualified support 
of the medical profession. The need for special hospitals 
or clinics for the treatment of nervous and mental dis¬ 
orders in their early stages is now generally admitted, 
and that it should be possible for persons who desire 
it to be admitted voluntarily in public asylums. Few 
will object to the suggestion that the Lord Chancellor’s 
Visitors should visit all patients whose affairs are adminis¬ 
tered by a receiver appointed under the 116th section of the 
Lunacy Act, and that magistrates shall be required to 
examine in private and not in the public courts persons 
alleged to be insane and not under proper control. It is 
widely felt that the larger asylums are much too large and 
that it is better that patients should be placed in a colony or 
village, living in small detached houses ; also that medical 
superintendents have too much administrative work, and that 
the number of patients under the care of assistant medical 
officers is far too great for proper and effective treatment. 
Other of Dr. Weatherly’s views will not receive such ready 
endorsement. In reference to the treatment of mental 
disorders in their early stages Dr. Weatherly proposes that 
homes should be approved by the Board of Control in which 
patients may be received, and if necessary detained, upon 
“ notification ” to the Board. It would have been interesting 
if the difficulties inherent in this proposal had been more 
fully discussed. As regards the poor there can be no two 
opinions as to the desirability of establishing clinics or 
special pavilions attached to. or affiliated with, hospitals and 
universities. The need has been long recognised and 
repeatedly advocated in these columns. But the question of 
detention raises serious difficulty, which is greatly increased 
when wealthy patients are concerned. In America many 
psychopathic hospitals are conducted entirely on a voluntary 
basis ; so also is the Lady Chichester Hospital at Brighton, 
which Dr. Weatherly so warmly commends. This question 
of notification, carrying with it the power of detention in 
approved homes, requires more hard thinking than Dr 
Weatherly appears to have given to it. Many persons 
will question the desirability of establishing what will 
virtually be new licensed houses throughout the country. 
That something must be done in this direction all familiar 
with the subject will admit, but it cannot be said the 
problem is solved in the book before us. Dr. Weatherly 
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proposes that lunacy administration should be decen¬ 
tralised and that many of the duties of the Board of 
Control should be discharged by district commissioners or 
by committees of magistrates. It seems probable that 
patients and their friends would frequently prefer that 
certificates and reports concerning them should be sent to 
a Government department rather than to some local body 
of magistrates. The Board of Control is freely criticised, 
and though no names are mentioned it is not difficult to 
guess to whom reference is made. The statement, “ I want 
to say, in spite of many faults, the Board of Control are 
actuated by the very best motives, and have to administer a 
silly pernicious Act, drafted by God knows whom,” does 
not make full amende for a display of bias. 

Dr. Weatherly proposes that the Lunacy Act should be 
scrapped and that the new one should entirely omit the 
words “lunacy ” and “asylum.” He does not seem to realise 
that any word or phrase that may be substituted will soon 
acquire a similar objectionable meaniog and that it is not a 
matter of words, but of the attitude of the public towards 
mental disorder that needs alteration. 

The law in relation to criminal responsibility is strongly 
condemned, especially the MacNaghten judgment of 1843, 
which fixes responsibility by the possession of an ability to 
know right from wrong. In this connexion several interest¬ 
ing cases are quoted at length. Two trials for murder by a 
judge whose name is not given are especially noteworthy. 
One was a case of marked epilepsy, and though the judge 
summed up strongly against the medical evidence the jury 
brought in a verdict of “Guilty, but insane.” A week later 
the same judge tried a lad for murder committed without 
any known provocation. Dr. Weatherly again gave evidence 
as to responsibility, but the judge ridiculed the view and the 
boy was condemned to death. He was afterwards reprieved 
and the event showed that Dr. Weatherly’s views were 
correct, as the lad soon became demented. Later Dr. 
Weatherly came into personal relations with the judge in 
question, who apologised to him for his attitude on these 
two occasions. For Dr. Mercier’s views on criminal 
responsibility Dr. Weatherly finds some hard terms. 

Dr. Weatherly’s advocacy of the use of mechanical 
restraint in actively suicidal patients will not commend 
itself to alienists generally, and several of his remarks about 
public asylums and registered hospitals are, to say the least, un¬ 
called for. He makes a great point of the lack of proper medical 
care in the large asylums, and to support this shows the cost 
per patient for drugs and instruments in county asylums, in 
registered hospitals, in his former private asylum, and in his 
present home for early undeveloped cases. This average 
cost is respectively 4 s. 4 d., 10*. 10d., £3 17*. 9 d., and £17. 
These figures are interesting, but are quite valueless unless 
we know what kind of patient is under care and what is 
included under the head of drugs and instruments. It 
would be just as fair to conclude from these figures that in 
Dr. Weatherly’s practice too many drugs are given. The 
attempt to create a prejudice against institutions by means 
such as this must be strongly censured. 

In spite of the defects which we have indicated the book 
is a valuable one and is truly a powerful plea for the insane ; 
yet it is to be regretted that its value is reduced by the 
inclusion of ungenerous reflections on many workers as 
zealous as the author in the same cause. The book is likely 
to run into further editions, when opportunity might be 
taken to reconsider some of these passages. 


The Errors of Accommodation and Refraction of the Eye and 
their Ireatment. By Ernest Clarke, M.D. Lond., 
F.R.C.S. Eng. Fourth edition. One coloured plate and 
92 figures. London : Bailli&re, Tindall, and Cox. 1918. 
Pp. 243. Price 6s. net. 

No very material alterations in this excellent text-book 
have been made since the publication of the third edition 
seven years ago, though parts of it have been amplified. 
The importance of correcting small degrees of astigmatism in 
the presence of any symptoms of eye-strain is one of the 
author’s strong points, and among these symptoms are now 
included neurasthenic symptoms in soldiers suffering from 
shell shock or head injuries ; also the continual blinking of 
the eyes sometimes seen in children. From this point of view 
it is especially necessary to correct the smaller degrees of 
astigmatism (under 0 5 D.), the theory being that the 


unequal contraction of the ciliary muscle is capable of neutral¬ 
ising them in the absence of a correcting lens, but only by 
expenditure of an undue amount of nervous energy. As 
this is the view emphasised by the author, we do not under¬ 
stand how he can still be of the opinion that the ophthal¬ 
mometer is a more delicate test than the method of 
retinoscopy, for it does not profess to measure the total but 
only the corneal astigmatism. That of the lens when the 
ciliary muscle is put out of action, though never consider¬ 
able, may nevertheless be of great importance, and of this 
the ophthalmometer gives no indication. 


La Gangrene gazeuse. Par M. Weinberg and P. Seguin. 

Monographies de l’lnstitut Pasteur. Paris : Masson et 

Cie. 1918. Pp. 444. Price 20 francs. 

While the subject of this contribution appeals mainly 
to bacteriologists and laboratory workers, none the less it 
contains much information useful to the clinician and notably 
to the surgeon. 

The first section of the monograph, devoted to the general 
question of gas-gangrene infection, is especially illumin¬ 
ating, and its perusal is recommended to all who are 
interested in the treatment of wounds. The controversy 
concerning what precLely is the causal agent of gas 
gangrene is fully discussed, and attention is called to a 
factor that cannot be sufficiently emphasised—viz., that 
one clinical entity may be produced by infection with more 
than one specific micro-organism, and that conditions 
differing in their clinical manifestations may be due to 
infection with one and the same micro-organism. In this 
section the authors attempt to correlate the findings of 
those investigators who dealt with small groups of cases 
of gas gangrene prior to the war with the results that 
have been obtained by themselves and others from recent 
more precise inquiries. The authors’ criticism of the con¬ 
fusion of thought and carelessness of technique which led 
in pre-war days to the adoption of a chaotic nomenclature, 
and caused a falsely simple view to be taken of its causation, 
is fully justified—von Werdt actually described a disease that 
did not exist. The danger of drawing conclusions from obser¬ 
vations based upon the investigation of impure cultures is 
insisted upon, and for this section of their monograph alone 
Weinberg and S6guin lay bacteriologists under a debt of 
gratitude for evolving order from chaos. This diversity of 
causal organisms and the natural corollary thereof—symbiosis 
as a factor in the causation of infection—is for the first time 
appreciated at its true value. The point is well put on p. 31. 

“Kn definitive, la ‘ gangrene gazeuse,’ malgre Bon apparent© unite, 
n'est, au point de vue p&thogenique. ni line maladie nl mdme un 
ensemble de 2 ou 3 maladies; c’est un etat raorblde cause par cles fiores 
microbiennes extr^memeut varices. A nous en tenir aux seuls anacro- 
bies. nous avons trouve 40 types de flore pour les 91 cas de gangrene 
gazeuse que nous avons etudies. 

Le problem© de delimitation qui est parfois si dellcat pour une 
maladie monomicrobienne spccifique prend done iol un caract£re de 
difficult© qui le rend presque insoluble." 

The second section, in which is given a systematic descrip 
tion of the micro-organisms that play a part in the causation 
of the disease under consideration, is of more interest to the 
laboratory worker than to the general reader. Four new 
species of bacilli— B. cedematiens , B. fallax , B. aero - 
feetidus , B. histolytious —which have been isolated for 
the first time by the authors, are fully described, along 
with the other organisms that have in past times 
been incriminated as causal agents of gaseous infections. 
Of the new species, B. cedematiens , both because of its 
apparently frequent occurrence and of its undoubted 
pathogenicity, is most carefully considered, and an excellent 
case is made for regarding it as a separate species altogether 
from Vihrion septique. It is refreshing to find that Weinberg 
indicates in this section that B. Welckii may be a species 
which comprises several sub-groups and suggests that the 
same may be true of other anaerobic bacilli which have 
hitherto been defined by cultural reactions alone. A 
specially valuable feature of this section are the notes 
pointing out the relationships which the micro-organisms, 
that have been recently defined, bear to others that have 
from time to time been described as of importance in the 
causation of gas gangrene and kindred conditions both in 
human and in veterinary pathology. 

The third section deals with the origin and evolution of 
gaseous infection and very pointedly emphasises the import¬ 
ance of diversity of infection, of symbiosis, and what might 














330 The Lancet,] 


REVIEWS AND NOTICES OF BOOKS. 


[Sept. 7, 1918 


well be termed “ the life-history of wound infection.” Atten¬ 
tion is called to the valuable information that may be obtained 
both by blood culture and by examination of tissue from the 
site of the lesion, and to the special factors—arising from 
the conditions under which war wounds are received — that 
tend to cause gas gangrene, as well as to the physical and 
other factors which in each individual case are adjuvant to 
its incidence. Finally, the experimental work which led to 
the preparation of specific sera is fully described. The 
results of the employment of Weinberg’s sera are most 
encouraging, and his work has made it possible to place in 
the hands of surgeons and physicians valuable prophylactic 
and therapeutic reagents. 

Professor Weinberg and his collaborator are to be con¬ 
gratulated on the excellence of this work. The matter is 
well arranged and the whole work is marked by a concise 
diction and by a logical sequence of presentation that makes 
it a pleasure to read. The work is a mine of useful infor¬ 
mation and of helpful suggestion, while due emphasis is 
laid upon the valuable results to bo obtained from careful 
bacteriological inquiry. 

Treatment and Repair of Nerve Lesions. By Mme. 
Athanassio-Benisty, House Physician to the Salpet- 
ri6re. Preface by Professor Pierre Marie, Member of 
the Academy of Medicine. Edited with a Preface by 
E. Farquhar Buzzard, M.D., F.R.O.P., Lieutenant- 
Colonel, R.A.M.C. With 62 illustrations and 4 full-page 
plates. 1918. Pp. 181. Price 6$. net. 

Clinical Forms of Nerve Letions. By Mme. Athanassio- 
Benisty, House Physician to the Salpetrifcre. Preface 
by Professor Pierre Marie, Member of the Academy of 
Medicine. Edited with a Preface by E. Farquhar 
Buzzard, M.D., F.R.C.P., Lieutenant-Colonel, R.A.M.C. 
With 81 illustrations and 7 full-page plates. 1918. Pp. 235. 
Price 6*. net. 

London : University of London Press, Ltd. 

We have already reviewed these excellent compendiumson 
the occasion of their original appearance in a French edition. 
In English form they are sure of wide appreciation as they 
contain a wealth of practical information, based on war ex¬ 
periences, bearing on the protean forms of nerve injury. 
Symptomatology, diagnosis, prognosis, and treatment are so 
fully described as to leave little for criticism by way of 
omission, and still less by way of inaccuracy of statement. We 
note that the writer rather favours “ hersage ” as a suitable 
form of operative treatment in selected cases—i.e., the making 
of a series of longitudinal incisions in the nerve over the part 
injured and deformed by local swelling or neuroma-formation. 
For causalgia apparently hersage has given a good result in 
some cases, but alcoholisation rests on a securer basis. The 
illustrations and diagrams add materially to the usefulness 
of these text-books, which are essentially up to date, and 
also contain numerous references to the abundant literature 
of peripheral nerve injuries. The translation is uniformly 
well done. 


JOURNALS. 

The Journal of Comparative Patholoqy and Therapeutics. 
Edited by Sir John McFadyean and Sir Stewart Stockman. 
Edinburgh: W. and A. K. Johnston, Ltd. Price 2s. 6 d. 
quarterly, or 10s. per annum.—The June number of this 
journal is full of good things for others than veterinarians. 
In a paperon the Histology of the Lesions of Johne’s Disease, 
by Sir John McFadyean, we have an interesting compara¬ 
tive study of the lesions produced by the bacillus of 
Johne’s disease and of those produced by the bacillus 
tuberculosis. The observations are of special moment in 
that, up to a certain point, the Johne’s bacillus appears to 
do all the work that the tubercle bacillus achieves, but at 
this point it stops short and does not bring about the casea¬ 
tion changes so characteristic of tuberculous lesions in 
cattle. A further differentiating feature appears to be a 
lesser faculty—or opportunity—of migration on thd part of 
the Johne’s bacillus. Principal McFadyean’s observations 
on the formation of plasma cells, giant cells, and on what 
he speaks of as the “symplasma” stage will be read 
with interest and profit by those interested in “bovine” 
tuberculosis, as well as by those who refer to the 
paper for its account of the histology of Johne’s 
disease.—J. C. Lewis, D.V.Sc., and N. R. Seddon, B.V.Sc., 
contribute a suggestive but somewhat inconclusive account 
of “Habronemic Conjunctivitis.”—Two papers, one on 
Castor-seed (Ricinus communis) Poisoning in Horses, by 
G. H. Wooldridge, F.R.C.V.S., the second on Poison¬ 
ing of Horses with Castor Seeds, by Munroe White, 


M.R.C.V.S., deal with the symptoms, treatment, prognosis, 
and morbid anatomy of what is evidently a very serious 
matter for horse owners during the present shortage of 
fodder, when there exists such a temptation to “ rope in” 
additional sources of food. Typical gastro enteritis, emacia¬ 
tion, and exhaustion appear to characterise this type of 
poisoning, sometimes accompanied by peculiar neuro¬ 
muscular symptoms. One important factor in the treat¬ 
ment is, apparently, absolute rest. — Tuberculosis in the 
Camel, by Major F. E. Mason, A.V.C., has been studied so 
little that much of what is here set down is practically new, 
and both veterinarians and pathologists will look forward to 
further instalments of Major Mason’s Interesting observa¬ 
tions.—The same may be said to apply to the article on 
Scrapie, by Sir John McFadyean, who, however, breaks a 
lance in a friendly joust with Dr. J. P. McGowan, who main¬ 
tains that scrapie is the result of a heavy infection of the 
muscular tissue of sheep with sarcosporidia.—A Note on 
Piroplasmosis of the Donkey, by J. A. Griffiths; a review on 
Veterinary Post-mortem Technic, by Walter J. Crocker, 
B.S.A., V.M.D.; and an abstract, Blood-sucking Insects as 
Transmitters of Anthrax, complete a very readable number. 

The American Review of Tuberculosis. Baltimore: National 
Association for the Study and Prevention of Tuberculosis. 
Price 35 cents.—The June issue gives a striking insight into 
the thoroughness with which the campaign against tuber¬ 
culosis is being carried on by influential bodies in the United 
States of America. Dr. Donald B. Armstrong, the executive 
officer of the Framingham Community Health and Tubercu¬ 
losis Demonstration, describes its working since its initiation 
in December, 1916. During its first year of existence 5000 
persons, representing about one-third of the population of 
Framingham, were voluntarily examined by experts in a 
search for incipient or neglected tuberculosis. Summer 
camp accommodation was found for 100 delicate children, 
about 500 children between the ages of 1 and 7 years were 
tested with tuberculin, and about 4000 cases of illness or 
defects other than tuberculosis were referred to local phy¬ 
sicians for treatment. These achievements represent only 
a fraction of the activities of the Framingham scheme. 
Were it not that Dr. Armstrong could show this scheme 
already in full activity, with definite results obtained, this 
whirlwind campaign*of a small community to put its 
home in sanitary order would read like some Utopian 
project. It is refreshing to find that in the United States at 
any rate the health reformer who dreams dreams is some¬ 
times able to translate them into action.—A paper by Dr. 
Forrest B. Ames describes the results of a tuberculosis 
survey of the residents of Saranac Lake. A modern village 
of nearly 6000 inhabitants, it has become a centre for tuber¬ 
culous invalids, about one-fifth of the total population 
having immigrated there for their health. The health of 
the indigenous population was found by the house-to-house 
canvass to be excellent, in spite of poor housing conditions 
in certain quarters; and the indigenous morbidity and 
mortality from tuberculosis were exceptionally low. This 
paper, which confirms the findings of previous investigations 
into the health of the indigenous population of tuberculosis 
health resorts, is crammed with tables and analyses, and is 
another example of the painstaking methods adopted in 
America to elucidate the problems of tuberculosis.—A third 
paper by Dr. Walter L. Rathbun is a plea for a more skilled 
and systematic search for tuberculosis among incoming aliens. 

Archives de Wdecine Navales.— Dr. Mourron (Fleet Surgeon) 
of the French Navy discusses in the issue for July the estab¬ 
lishment of sanatoriums for the tuberculous invalids of the 
French Navy and dockyard services. The navy has already 
two small sanatoriums on the west coast, but Dr. Mourron 
thinks that sea air is too stimulating for phthisical cases, 
and proposes that other sanatoriums be established in 
the south of France. A recent decree has put £40,000 at the 
disposal of the French Home Secretary for the providing of 
hospitals for the men of the navy invalided during the war 
for bacterial diseases of the lungs ; that is why Dr. Mourron 
is considering this question just now. He assumes it will 
be necessary bo provide three sanatoriums—one of 500 beds 
for early cases, one of 300 beds for developed cases, and a 
third of *200 beds for advanced cases. He recommends their 
location near Toulon, in a sheltered valley at an altitude of 
about 700 feet, already chosen by the Anti-tuberculosis Society 
of Toulon as the site of its sanatorium. He estimates the cost 
of buildings at £200 per bed, while maintenance would require 
about 4*. daily, a total expense of £200,000 for building and 
£75,000 annually, although it is very difficult to estimate the 
length of stay of the average patient. This sum is more than 
has been allotted by Parliament, but Dr. Mourron insists 
that dockyard men shall be allowed to benefit as well as the 
sailors, and hopes that the expenditure will, by cures and by 
education of its patients, well repay the country, the loss by 
tuberculosis being so heavy. When the cost of cure is so 
high, might it not be more thrifty to pay more attention to 
prophylaxis by the more extended application of artificial 
ventilation in the ships of the Fleet ? 
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Coal and the Cult of the Skin. 

Many times already in the course of the war the 
medical profession has been invited by Government 
Departments to use its influence in bringing home 
to the people at large the hygienic lessons rendered 
urgent by the times we live in. The most recent 
of these appeals emanates from the Office of the 
Coal Controller, who warns us that the country is 
faced with a serious shortage of coal. The outlook 
to-day, he says, is much graver than is generally 
realised, the deficit amounting to something like 
36 million tons of coal. Coal is the principal and 
irreplaceable source of power, whether for offence 
or defence; it is the raw material from which gas, 
electricity, and steam alike are produced, and 
a reduction in its supply beyond a certain 
limit would put an end to essential indus¬ 
tries. The Coal Controller draws the lesson that 
self-denial is called for, that every private con¬ 
sumer should be content with three-quarters of 
the ration which is legally his due ; and he appeals 
to medical men to help him in enlisting the services 
of every man, woman, and child in the country in 
a united effort of economy in the use of coal. To 
us it appears that the counsel of the medical man 
might often be of the first value. 

It would be easy to enlarge on the hardships 
which any further restriction in the already scanty 
coal-supply frill involve for the private citizen. 
The hardship might indeed imply some danger 
for the old and infirm as well as for the young 
child, were it not for the prospect already 
held out of an increased allowance in respect 
of both extremes of life. We are concerned here 
rather with the average citizen and his vital needs. 
Fuel economy affects us chiefly in two directions. 
In warmer weather, such as at present prevails, our 
coal is used to cook and, with a growing mass of 
the population, to heat water for washing. In the 
winter, to which the Controller is looking forward 
with anxiety, coal is used in addition to raise the 
temperature of the home atmosphere above that 
of the outside air. Economy of coal in relation to 
the preparation of food is a familiar subject to 
those who have studied it practically. And it 
should now be known to every man, woman, or 
child that to cook any kind of viands they need only 
be raised to the required temperature by the active 
use of fuel, w T hen they can be maintained at or near 
this level by insulation in one or other of the many 
ways, of which the newspaper cosy is the cheapest 
type. Alas I this simple fact, fundamental for 
economy, appears to be hidden from many people. 
The continuous consumption of coal or gas 
throughout the day in a private house for cooking 
either implies a lamentable want of enterprise or a 
lack of that feeling for the needs of others enjoined 


on us by proclamation. The using up of fuel to 
heat water for bathing purposes continues on an 
enormous scale. Water is very costly to heat, and 
this attribute of water makes it an admirable 
medium for circulating warmth about the house, 
but there is an obviously large waste of potential 
energy in allowing successive instalments of 
20 gallons each of slightly soapy water at 100° F. to 
run down the bath-room waste. Nothing is more 
certain than that the daily full hot bath is 
unnecessary either for cleanliness or for the 
maintenance of the proper function of the skin. 
The frequently repeated use of soap and hot water 
over the whole body removes from the skin the 
natural fat which is itself a desirable insulating 
material. We may admit without shame that the 
hot-bath habit is in the nature of a pleasant 
indulgence for those citizens whose ordinary avoca¬ 
tions do not bring them into close association with 
dangerous materials, which have to be regularly 
removed from the skin by drastic ablution. 

Turning to winter conditions, it is in the main¬ 
tenance of the difference between indoor and out¬ 
door temperature that coal is principally consumed 
in the private house, and the consumption runs up 
rapidly as the difference becomes greater. In the 
summer, when indoor and outdoor temperatures 
are roughly equal, we wear the same clothes both 
in and out. As the outdoor temperature falls in 
autumn most of us temporise by dressing more 
warmly before resorting to artificial heat. The 
point at which we give in to the cold varies greatly. 
In Vladivostok there is little to be gained by 
delaying the day, since the winter cold is so 
intense that the resident makes no attempt 
to meet it half-way, but lives indoors in 
summer clothes at an artificial summer tem¬ 
perature, encasing himself thickly in the skins 
of beasts when he stirs abroad. But the 
climate of this country, much as we abuse it, has 
this in its favour: that the difference between 
average summer and winter temperature is only 
slight, so that the fate of the tuberculous patient 
or the wounded soldier unprovided with artificial 
heat is no more to be pitied than that of his 
comrade in the trenches. Those who think other¬ 
wise have not sufficiently realised that the skin is 
not a mere protective crust but an organ with 
functions as definite as those of the heart or the 
kidneys—functions with a wide range of adaptation 
which develop with appropriate use and respond 
in proportion to demand. Fortunately, in the 
recent rise of interest in the maintenance of 
infant health the public has been receiving object- 
lessons of the first value along these very lines. 
Skin training, as we know, plays a large part in 
the education of the infant, and in the modern 
nursery the judicious use of cold water and of 
friction leads on to an indifference to the impact 
of cold air currents and an absence of that 
sensitiveness which is a nuisance to its owner and 
a serious handicap in the business of life. 11 1 am 
cold but not suffering,” is the expression of one so 
trained. It is perhaps unfortunate that the sensa¬ 
tions of heat and cold should have any agreeable or 
disagreeable tone attached to them. The surface 















332 The Lancet,] 


THE NAMES OF DISEASES. 


[Sept. 7, 1918 


temperature of hands and feet varies greatly in 
different people, the same temperature to some 
being a discomfort, while to others it is a matter of in¬ 
difference. The sensation of heat and cold provoked 
in the skin is doubtless a physiological response 
designed, like that of pain, to call attention to the 
need for adjustment. But the sensation of cold is 
largely influenced by the condition in which the 
skin is maintained. If its possessor keeps it in a 
more or less moist and sodden condition, at the 
same time carefully removing the natural non¬ 
conducting fatty material, heat is transmitted freely 
through it, and the need is felt for more external 
warmth. The pampered skin becomes ever more 
imperious in its demands. It should be borne in 
mind that each one of us lives, not so much in the 
climate of the town or even of his house, but in the 
atmosphere within his own clothes. 

We do not suggest that every individual should 
study the functions of his skin, seeking to 
discover for himself the limits of compensation 
within the bounds of safety. But we think that 
medical men may be of the greatest assistance to 
their charges by explaining to them that sensations 
of cold which they find disagreeable can be largely 
mitigated by common-sense precautions, and will 
tend to disappear spontaneously when regarded 
rightly. Sir Guy Calthrop’s appeal to the public 
to save coal may prove, as a secondary result, a 
stimulus to domestic hygiene of the first order. 
Many will thereby escape from a yoke of which 
they are almost unaware. 


The Names of Diseases. 

Accurate nomenclature and an understanding 
of the principles upon which nomenclature is 
based are of fundamental importance in the 
progress of any exact science, and although the 
science of diseases cannot claim to be exact in the 
same sense as mathematics, its progress, like that 
of other sciences, depends largely upon the uni¬ 
formity, consistency, and accuracy with which its 
terms are employed. For statistical purposes it is 
essential that the names of diseases should convey 
the same meaning to all who are engaged in 
observing and recording them. Multiplicity of 
names for one and the same disease must lead to 
confusion, and any lists of diseases should consist of 
short names comprised in one word, or in the 
fewest possible words, the names being such as are 
in common use which yet do not imply erroneous or 
doubtful theories. The name of a disease should 
connote its etiology, its general or local site, its 
characteristic symptoms and physical signs, and 
the pathological effects which it produces in organs 
and tissues. But these conditions cannot be satisfied 
in every case. In some the etiology is unknown, in 
others the localisation; in some the symptoms and 
physical signs are not distinctive, in others the 
pathological ^consequences on organs and tissues 
may not be perceptible; in others, again, these 
morbid changes are all we have to guide us. A 
nomenclature of diseases cannot therefore avoid 
including the names of symptoms and physical 


signs and morbid changes. But symptoms and 
physical signs are not themselves diseases, and 
their names should not be used to connote disease 
when further information is available. The 
object of a national nomenclature is not educa¬ 
tional or dictatorial, it is merely to record and to 
stereotype for the time being names which are in 
common use. It is not the compilers’ business to 
alter or correct such names or to invent new ones. 
Hence, the compilers of a nomenclature are not to 
blame for including names sanctioned by antiquity 
although they have long lost their first significance, 
or names which shock the purist on account of 
their hybrid and barbarous formation. If generally 
accepted by medical writers they are retained, if 
obsolete or becoming so, they are dropped out, or 
used only as synonyms ; their coming and going 
affording valuable landmarks in the history of 
medicine. 

Classification is of equal importance to indicate 
the relationship between the diseases and con¬ 
ditions named. Theoretically diseases might be 
classified according to their symptoms, their causes, 
their intimate nature, according to the tissues or 
the systems of the body affected, or according to 
the parts of the body as they lie anatomically. In 
the present state of our knowledge the best 
classification is topographical, diseases being 
divided into those which affect the body as a 
whole, and those which affect locally different 
systems, and the organs and tissues of which 
they are composed. This method of classification 
was adopted by the joint committee appointed 
by the Royal College of Physicians of London 
which drew up the first Nomenclature of 
Diseases in 1869, and the compilers of the fifth 
edition just published have not departed from the 
general principle. The changes in the new edition 
are not of a drastic nature. The section hitherto 
entitled Infective Diseases is now described as 
Diseases caused by Infection. Intoxications have 
been relegated to the list of poisons in the 
appendix. More significant is the splitting up of 
a heterogeneous collection of diseases called 
“general” in former issues into three new groups: 
Diseases of the Blood, Diseases of the Ductless 
or Endocrine Glands, and Diseases due to Dis¬ 
orders of Nutrition or of Metabolism. While 
this spells progress there yet remains, to remind 
us of our ignorance, a large group of dis¬ 
orders classified as “ Names of symptoms, groups of 
symptoms, diseases named with reference to their 
symptoms, and diseases of which the pathogenesis 
is not accurately known.” And although this tell¬ 
tale heading occurs in all sections, it is especially 
well represented in that of diseases of the nervous 
system. Under the broad topographical headings 
subdivision has been carried out on a definite 
scheme in so far as it applies to individual organs 
and structures, the sub-headings being— 

(1) Inflammation and its varieties ; (2) vascular conditions 
—hypersemia, haemorrhage, aua mia, oedema, thrombosis, 
embolism, necrosis, gangrene ; (3) hypertrophy and atrophy; 
(4) local manifestations of general diseases, such as syphilis, 
tuberculosis; (5) diseases and disorders of function special to 
the organ under consideration; (6) local nervous affections 















The Lancet,] MOTHERHOOD AND INDUSTRY. [Sept. 7,1918 333 

snob as atony, spasm, paralysis; (7) degenerations; (8) 
mechanical results of diseases; (9) cysts and new growths, 
non-malignant, malignant; (10) effects of parasites; (11) 
effects of poisons ; (12) malformations; (13) injuries ; (14) 
foreign bodies. 

Varieties or special forms of diseases are usually 
indented below main headings ; but indented names 
do not necessarily include all forms of the heading 
under which they are indented. 

Where synonyms must be given, the name of the 
disease which appears first is that by which it is 
usually known. The synonym is the Greek, Latin, 
or English equivalent, and in making a return it 
is optional to employ the name of the disease 
which appears first, or its synonym. The com¬ 
pilers of the Nomenclature have decided to omit in 
this edition the triple column of Latin, French, and 
German equivalents or translations which formed 
a prominent feature in previous editions. Their 
decision, # which some may regret, was based prin¬ 
cipally on the logical ground that the insertion of 
French and German names was beyond the scope 
of a British nomenclature. The ambition of the 
first compilers to be the founders of a truly inter¬ 
national nomenclature has not been realised, and, 
except by international agreement, it is obviously 
impossible to guarantee the correctness of the 
foreign equivalents. The omission of Latin 
and Greek equivalents was dictated by other 
reasons. The former are often mere transla¬ 
tions of English phrases, while many of the names 
of diseases in common use are already framed 
upon a Latin or Greek basis, or are hybrid com¬ 
binations sanctioned by time. No real need there¬ 
fore exists for a separate Latin column. In so far 
as the omissions make for simplification they are 
entirely to the good, and will conduce to the 
general use of the Nomenclature of Diseases by 
all medical practitioners for the registration of 
diseases. It is to be hoped that in its present 
simplified form the book will be in more frequent 
use as a work of reference. It not infrequently 
happens that a medical practitioner having to fill 
up a death certificate is at a loss in what form to 
state the primary cause, and for this purpose 
the Nomenclature should be of great assistance. 
Uniformity in the return of causes of disease 
is essential for statistical purposes, and without 
accurate statistics no effective control can be exerted 
on the public health. 

^nnotatians. 

“ Ne quid nimls.” 

MOTHERHOOD AND INDUSTRY. 

The employment of married women on a vast 
scale in munition factories has recently created 
what is largely a new problem in industrial hygiene. 

The problem is not entirely new, for in the manu¬ 
facturing centres of the North of England many 
women have been accustomed to factory work for 
the greater part of their lives, and in Dundee the 

Census returns for the year 1911 show that more 
than 40 per cent, of the married women in the 
town between the ages of 20 and 24 were occupied 
before the war in remunerative occupation outside 
their homes. In Dundee, as we learn from the 
pages of the Carnegie Report 1 on Scottish Mothers 
and Children, married women’s labour has long 
been recognised as a contributory cause to an 
abnormally high infant death-rate and stillbirth- 
rate. The report of the medical officer of health, 

Dr. Charles Templeman, for the year 1905 showed 
that more than half the employed mothers in 

Dundee worked up to within two months of their 
confinement, and a special inquiry conducted for 
the Scottish Insurance Commissioners in 1904 by 

Miss Mary M. Paterson revealed the further fact 
that while many women were sent away from the 
mill some time before childbirth, because their 
work failed to reach the required standard, it was 
often only a change to laborious work elsewhere or 
at home. 

But the larger problem is new, since it is only 
during the war that any considerable proportion of 
women have entered upon factory employment or 
that many places have been filled by married women ; 
some of whom have offered themselves doubtless 
in view r of the urgent national need, others on 
the more usual ground of supporting themselves 
and their children. In the second of two inquiries 
made by Dr. Janet M. Campbell into the health 
of women munition workers, a large proportion 
of married women were found among the 1183 
women examined in eight typical factories, and 
many of them were employed on heavy work. 

Dr. Campbell in her report on this inquiry to the 

Health of Munition Workers Committee 2 touches 
on some of the difficulties of these women in 
regard to the most important events of their lives. 

The married women with homes of their own, she 
tells us, generally leave the factory in the early 
months of pregnancy, but a number of others are 
obliged by financial pressure to work almost up to 
the time of confinement. In filling factories it is 
the usual practice to discharge a woman as soon as 
she is known to be pregnant, and the fear of dis¬ 
missal may lead her to conceal her condition as 
long as she can, with results which may well be 
disastrous to both mother and child. The expectant 
mother, as might have been anticipated, does not 
fit smoothly into the rigid industrial routine 
originally planned for the male worker, and cannot 
take her place safely in the open labour market. 

Expectant motherhood should, many people 
think, be excluded altogether from the stress of 
industrial life, and it is instructive, therefore, to note 
the experience of those who can show good reason 

1 Report on the Physical Welfare of Mothers and Children, Part 2, 

Scotland, 1917. 

2 Final Report on Industrial Health and Efficiency. 1918. Cd. 9065. 

’ Price 2s. 

We have received a copy of the report of 
the Committee of the Privy Council for Scientific and 
Industrial Research for the year 1917-18. This is the third 
annual report issued since the committee wa9 appointed. 
The past year has seen a great extension of the work of the 
department, to some of the salient features of which we 
propose to return in a future number. 

We regret to announce the death in a London 
nursing home of Dr. Margaret Todd, sometime medical officer 
to the Edinburgh Hospital for Women and Children, and best 
known as a writer under the pseudonym “Graham Travers.” 

The death occurred at Birmingham on 
August 28th, in his sixty-ninth year, of Dr. Robert 
Saundby, emeritus professor of medicine in the University 
of Birmingham and consulting physician to the General 
Hospital, well known alike as a clinician, teacher, adminis¬ 
trator, and author. We hope to give some account later of 
his fruitful and many-sided activities. 
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for holding the contrary view. We publish this 
week part of a report to the Oxford Welfare Con¬ 
ference by Dr. Mary A. S. Deacon dealing with the 
effect of employment in a filling factory on 1200 
women workers over a period of nine months. Of 
the 575 married women among them more than 
one-sixth became pregnant during this time, and of 
these 101 pregnancies so far 65 went on to full 
term without mishap, 2 terminated prematurely 
on account of cancer in the one case and syphilis 
in the other, while 13 abortions occurred before the 
third month was completed. Mrs. Deacon dis¬ 
cusses the employment of these expectant mothers 
both from the employers’ point of view—the 
efficiency of their work — and from the workers’ 
point of view—the question of maternal welfare. 
She assumes the necessity of such work under 
present war circumstances, and endeavours to bring 
about conditions satisfactory alike to employer 
and expectant mother. Fortunately, in a filling 
factory work is graded, and in many cases she 
found it possible to obtain the temporary 
transference of pregnant workers from the 
heavier to lighter operations. In other kinds 
of factories where such grading is not possible the 
expectant mothers may be provided with a pre¬ 
maternity work-room under the supervision of the 
factory medical officers, a suggestion made by Dr. 
Rhoda Adamson ' from her experience as medical 
examiner of the National Ordnance Factories in 
Leeds. Further light on these points will be very 
welcome in view of the conclusion reached by Mrs. 
Boyd Dawson, 4 in a recent report on industry and 
motherhood made over a wide field, that given good 
food and hygienic conditions there is little, if any, 
evidence of harm accruing to women from occupa¬ 
tions involving severe muscular labour. “ We can 
find no case,” Mrs. Dawson writes, “ on the grounds 
of quality of maternity, for the prohibition of any 
woman to undertake any kind of healthy employ¬ 
ment of which she feels herself capable.” Here is 
a fruitful object of study for the scientific factory 
surgeon. _ 


REMOVAL OF A PROJECTILE FROM THE CAVITY 
OF THE LEFT VENTRICLE. 

At a meeting of the Academic de Medecine of 
Paris on August 6th M. Rene Le Fort reported 
another case of a remarkable advance made in 
French surgery during the war—the removal of 
foreign bodies from the cavities of the heart. This 
appears to be the first case on record of removal of 
a foreign body from the cavity of the left ventricle. 
The history of the patient, whom he showed, was 
briefly as follows : — 

A man, aged 21 years, was wounded on Sept. 21st, 1917 
at Verdun, by a grenade fragment which passed through 
his right arm and penetrated his chest. His initial troubles 
were haemoptysis and right hoomothorax from which he 
quickly recovered. But the projectile, which was described 
as “ intrapericardiac;” remained. He suffered from 
dyspnoea on exertion and cardiac irritability, and could not 
work. The radioscopic report was that the projectile was 
situated at the apex of the heart and moved with it. In 
July, 1918, he came under the care of M. Le Fort, who made 
an incision in the fifth intercostal space, divided the fifth 
costal cartilage, turned back the pleura adherent to the 
pericardium, and opened the pericardium, which contained 
citrine liquid: Radioscopy showed clearly that the pro¬ 
jectile was in the heart. With the gloved hand it could not 
be felt, but on removing the glove a sensation of altered 
contour could be felt near the apex. The intercostal incision 
was transformed into a “hinged shutter,” comprising the 
fourth and fifth ribs. An attempt was made to hold the pro¬ 
jectile near the apex while four fine double sutures of silk were 

* Maternity and Child Welfare, M*rcb, 1918. 

* Tne Women'* Industrial News, July, 1918. 


passed with a curved needle, confining the projectile. The 
ventricle was incised at the apex, a grooved director was 
passed into it, and the projectile, which appeared to be 
entangled in the chord® tendine®, was gently loosened and 
removed with Kocher’s forceps. The four sutures were tied, 
but one of them broke.* * When the heart was set free a jet of 
blood squirted out to a height of more than 1$ metres The 
h®morrhage was arrested by passing two more sutures. The 
pericardium was first sutured, and then the thoracic wall 
in three layers without drainage. The operation at first 
accelerated the heart’s action, but this was considerably 
slowed at the time of incising the ventricle. The beats fell 
below 30 for one or two minutes, and then rapidly rose to 56. 
The respiration momentarily stopped on incising the heart, 
and the faoe paled. When the patient was put back to bed 
the face and lips had lost colour, but this was regained in 
a few hours. Recovery was uninterrupted. The grenade 
fragment measured 8 by 4 by 4 mm., and was encrusted with 
a fragment of endocardium. 

Most of the projectiles removed from the heart up 
to the present were imbedded in its walls. In 
only 5 of the cases recorded previously by French 
surgeons was the projectile removed from one of 
the cavities, and always from the right side—once 
from the auricle and four times from the ventricle. 
M. Le Fort has removed 11 foreign bodies^rom the 
heart in the course of nine operations—in two cases 
from cavities of the heart. Only one patient 
succumbed; all the others were cured. 


PULMONARY TUBERCULOSIS AND PREGNANCY. 

Although very many contributions to the recip¬ 
rocal effects of pregnancy occurring in the subjects 
of pulmonary tuberculosis have been published it 
is still true that our actual knowledge of the 
subject remains very imperfect. In respect of 
active treatment the only conclusion deducible by 
an unprejudiced student of the literature is simply 
that each case must be judged individually. A 
recent investigation by Dr. Th. Begtrup-Hansen 1 
affords some new facts of importance. Based on 
his extensive Scandinavian experience, Dr. Begtrup- 
Hansen summarises his researches somewhat as 
follows:— 

The clinical material numbered 214 patients—59 from 
consumption hospitals, 60 from sanatoria, and 95 from 
lying-in institutions, while an additional 85 ca*es were 
gathered from the literature. The material for study was 
thus fairly eclectic. The first point of inquiry was as to the 
period of pregnancy at which phthisis appeared or became 
aggravated, and it is stated that the first symptoms of such 
were referred by more than half the patients to the first 
three months. 20 per cent, named the second three months, 
16 per cent, the third, and only 4 per cent, specified the 
puerperium itself ; with this anamnesis the results of 
physical examination tallied very well. When the disease 
appeared early—i.e., in the first half of pregnancy, its course 
was distinctly favourable, as shown by decline in tempera¬ 
ture, decrease of chest symptoms, but most by pronounced 
increase in weight. This improvement was most noticeable 
in hospital and sanatorium, and occurred in all stages of 
the disease. Puerperal phthisis, on the other hand, behaved 
altogether differently; 60 percent, of its subjects got worse, 
and nearly a third of them died. There were thus, the 
author concludes, three different phases of tuberculosis in 
pregnancy. In the first half a critical period with increased 
vulnerability, then a time of increased resistance in the 
Second half, and, finally, at the puerperium a critical period 
of grave import. He attempts to explain these findings in 
what is perhaps a rather roundabout way, relating them 
with variations of body temperature. Before menstruation 
the temperature fluctuates and is raised, while it falls 
during and after the period. During pregnancy the tempera¬ 
ture is of pre-menstrual type for the first three or four 
months ana of post-menstrual for the latter half. At the 
puerperium it is first pre- and then post-menstrual. 

If these generalisations are granted the epochs 
of pre-menstrual type of temperature coincide 
with the critical epochs of vulnerability to 
tubercle. Referring to a previous work, the 

i Internationale^Centralblatfc fur die gesarate Tuberkulose-Forschung, 
April, 1918. 
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author explains these temperature fluctuations 
as due to variations in albumin metabolism, 
which he found at its height in the first 
half of pregnancy and in the first week of the 
puerperium. Finally, the conclusion as regards 
therapeusis is that conservative treatment in a 
sanatorium is to be tried in all cases during preg¬ 
nancy and also after delivery, and that there is no 
general indication for practising artificial abortion. 
For this last measure each case, as, indeed, we had 
surmised, must be judged on individual grounds. 


SYSTEMATIC INSTRUCTION IN WAR NEUROSES. 

A first course of instruction in shell shock and 
war neuroses held at the Maudsley Neurological 
Clearing Hospital having proved successful, with 
a good attendance of both military and civilian 
practitioners, the Director-General, A.M.S., has 
given his approval to a systematic course, ex¬ 
tending over three months, which will commence 
on Sept. 20th. Daily instruction and practice in 
diagnosis and treatment will be given each week¬ 
day, Saturday excepted, from 10 A.M.-12.30 p.m., and 
from 2-4 p.m. ; systematic lectures with demonstra¬ 
tions of illustrative cases on Tuesdays and Fridays 
at 3 p.m. The syllabus will cover:— 

1. The anatomy, physiology, and pathology of the nervous 
and muscular systems applied to the diagnosis, prognosis, 
and treatment of shell shock and war neuroses. 

2. The physiological and pathological conditions under¬ 
lying shock-^emotional, commotional, and surgical. 

* 3. The methods of examining cases of functional nervous 
disorders (hysteria, neurasthenia, and psychoses) and the 
determination of fitness for military service. 

4. The methods of differential diagnosis of organic and 
functional disease and the combined conditions. 

5. The diagnosis of conscious simulation (malingering), 
unconscious simulation, and exaggeration. 

6 . The general principles of treatment of functional 
diseases of the nervous system. 

• 7. General aspect of the surgical side of neuro-muscular 
disabilities. 

8. General principles of psychology as applied to war 
neuroses and shell shock. 

The course will be open to all officers in British, 
Colonial, and American medical services; also to 
civilian practitioners presenting a letter of intro¬ 
duction from a physician or surgeon attached £o a 
university or hospital medical school. No fees will 
be charged. Applications should be made to 
Lieutenant-Colonel F. W. Mott, R.A.M.C., Maudsley 
Neurological Clearing Hospital, Denmark-hill, 
London, S.E. 5, who will submit them to the 
Director-General. _ 


A NEW EMPYEMA TECHNIQUE. 

Surgical drainage is carried out whenever 
possible from the most dependent part of a body 
cavity, but in the case of empyema it is often by 
no means easy to determine by physical signs the 
site for incision in order to have gravity entirely 
in favour of the operator. In the Military Surgeon 
for July, First Lieutenant Thomas R. Sealy, 
M.R.C., suggests a simple and ingenious technique 
for discovering the size and shape of an empyema 
before operation. Having aspirated what pus he 
can and accurately measured the volume drawn 
off, he injects through the not-withdrawn needle 
an exactly equal volume of a mixture of saturated 
boric lotion with an equal part of mucilage of 
acacia containing 10 per cent, of barium sulphate 
or carbonate in suspension. The patient is then 
at once X rayed, the outline of the empyema is 
defined, and the chest opened at what is now 
definitely known to be the most dependent point. 
In actual practice we believe that several con¬ 
siderations may limit the value of this procedure. 
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In the first place, patients with empyema lie in bed, 
and the part of the pleural cavity most dependent 
in the erect position will not be so in the recumbent. 
Then the empyema patient generally lies on the 
affected side in order to give the healthy lung more 
play, making drainage easy wherever the opening is 
situated. Further, it must not be forgotten that 
when the cavity of an empyema has been emptied 
the space left is filled in part by the expansion of 
the lung, in part, especially in children, by the 
falling in of the chest wall, and in part by the rising 
of the diaphragm. An opening made at the most 
dependent part of the pleura may soon become 
blocked by the ascent of the diaphragm. Surgeons 
will, however, find it worth while to bear in mind 
Lieutenant Sealy’s plan. 


CAUSES OF DEATH AND INVALIDITY IN 
AUSTRALIA 


1 No. 73. F. 10573. Government Printers, Victoria. Price 3d. 


The committee appointed by the Australian 
Government to report on the causes of death and 
invalidity in the Commonwealth have brought 
in their final report. 1 Several of the “progress 
reports ” issued at intervals during the last two 
years have been noticed in our columns on their 
appearance. The terms of reference to the com¬ 
mittee were briefly as follows: (1) the collection of 
evidence as to causes of death and invalidity; 
(2) the indication of suitable measures for their 
investigation and prevention. The control of public 
health legislation in Australia at present rests 
mainly with the Parliaments of the several States, 
upon whom devolves the duty of maintaining 
locally an effective Public Health Service. The 
unit of health administration is the council of each 
municipality. We are not surprised to learn from 
the report that the “ linking up” of these practi¬ 
cally autonomous and independent local authorities 
leaves much to be desired, and that even where 
a highly qualified permanent official has been 
appointed locally he too often lacks competent 
assistance as well as adequate executive powers. 
In these circumstances it may well be that the 
Commonwealth Government would benefit by the 
experience of the mother country. It has been 
long recognised in England that, in order to 
secure the satisfactory discharge of public health 
functions by widely scattered local municipalities, a 
coordinating central authority armed with adequate 
statutory powers is essential. From the present 
report we gather that the Government of the 
Commonwealth takes a similar view. It has 
already assumed, experimentally, certain functions 
of a preventive character, and, in particular, has 
committed itself to a role of general responsibility, 
with respect to the maintenance of public health 
in Australia. In the judgment of the committee 
there should be, in each State, a competent 
Minister of Health, each State being divided into 
districts under the supervision of a medical 
inspector, responsible only to the supreme 
authority. The appointment of medical officers 
of health should be subject to the approval of the 
same authority, and no medical or other health 
officer should be removable without that authority’s 
approval. The committee insist that some such 
organisation as the foregoing is absolutely necessary 
for progress. All the authorities, central as well 
as local, must rise to new ideals as to what is 
implied in the expression “public health.” Far from 
being limited to a merely perfunctory performance of 
scavenging services, or even to the development of 
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officers, which is growing in intensity, might soon be settled. 
As an earnest of better things the Limavady guardians at 
a specially convened meeting on August 26th decided to 
grant to the dispensary doctors increases of £25 per annum. 
August 30th. •__ 


NOTES FROM INDIA. 

(From our own Correspondents.) 

Instruction of Temporary I.M.S. Officers. 

A NEW Government school has been opened at Rawal¬ 
pindi under the command of Major C. Hudson, I.M.S., for 
the instruction of temporary officers of the Indian Medical 
Service. The school has three sessions in the year— 
May 1st to July 21sfc, Oct. 1st to Dec. 31st. and Jan. 5th 
to April 14th. All temporary officers will join the school 
in the first instance, and those already employed will undergo 
a course of instruction when they can be spared. The 
syllabus will include discipline, military organisation, prac¬ 
tical work in military hospitals, the duties of regimental 
medical officers and medical units in the field, and also 
principles of tactics. There will, further, be courses of 
instruction in military hygiene, practical sanitation, and 
demonstrations. At the conclusion of each session the 
students will visit the War and Mayo Hospitals at Lahore 
and medical institutions at Dehra Dun. 

Indore Plague Conference. 

At a conference recently called at Indore, Central 
India, to consider the measures for dealing with plague, 
attended by the medical officers of the Central Indian 
States, the following resolutions were agreed to :— 

1. That when human or rat plague is present. Inoculation of the 
community with plague vaccine and the vacation of infected dwellings 
result in a very great saving of life. 

2. That vacation of Infected dwellings should only be encouraged 
after arrangements have been made for the temporary housing of the 
refugees near the town or village site. 

3. That uncontrolled evacuation, resulting in the invasion of un¬ 
infected localities by numerous plague refugees, may be productive of 
much harm, and the village aud town communities do well in their own 
interests to afford such people a cold welcome. 

4. That organised quarantine measures and the inspection of railway 
passengers are not recommended. 

5. That certain forms of merchandise, especially grain, afford 
facilities for the transference of rats aud rat fleas over long distances, 
and are more dangerous as vehicles of plague infection than the human 

being. 

The conference was an important one, and attended by 
the Sanitary Commissioner with the Government of India. 

Poisoning in India. 

The annual report of the Chemical Examiner to the 
Government shows that 211 cases of suspected poisoning 
were submitted to the department last year for investigation, 
as against 197 cases in 1916. In 124 cases no poison was 
detected, but in some of these the viscera were already 
highly decomposed. Poison was detected in 87 cases, the 
principal poisons found being arsenic, mercury, aconite, and 
powdered glass. In the United and Central Provinces cases 
of suspected human poisoning showed a decrease to 367, 
having numbered 459 and 541 in the preceding two years. 

Indigenous Medicine Systems. 

The eighth annual session of the All-India Ayurvedic and 
Unani Tibbi Conference was held at Bombay, with a large 
gathering of delegates. The Maharaja of Gwalior was a 
visitor. The Medical Registration Act is regarded as 
endangering the very existence of practitioners of Indian 
medical science, and the conference aims at popularising the 
indigenous system of medicine and producing qualified 
practitioners of it. The conference claims to have awakened 
a sense of responsibility among the native practitioners. 
Medical halls have been opened with approved methods. 

yew Tuberculosis Sanatorium for Bombay. 

The Western Indian Turf Club has given a donation of 
two lakhs of rupees (£13,000) to the King George Anti- 
Tuberculosis League for the establishment of a sanatorium 
and hospital. The Bombay corporation has made grants to 
the league, and property has been acquired for the erection 
of the necessary buildings. 

August 3rd. 


Cjje Mar. 


The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Killed. 

Capt. J. Jaffe, R.A.M.C., attached Somerset Light Infantry, 
qualified at Aberdeen in 1913, and prior to joining up was 
in practice at Uitenhage, Cape Province, South Africa. 
Major B. C. Tennent, M.C. and bar, R.A.M.C., was educated 
at Edinburgh, and qualified in 1910. He held appoint¬ 
ments at the Great Northern Central Hospital, London, 
and at the Great Ormond-street Childrens Hospital, 
London, and afterwards practised in New Zealand. Un 
the outbreak of war he returned to this country, and 
joined the R.A.M.C. in January, 1915. The award of the 
M.C. and of the bar were recorded m The Lancet 
respectively of Sept. 1st, 1917, p. 361, and of Jan. 12th, 
1918 p 78 

Capt. K.’ W. Jones, D.S.O., R.A.M.C., qualified at Dublin in 
1901. He held appointments at the Swansea General and 
Eve Hospital, and at the Cork-street Fever Hospital, 
Dublin, and was in practice in Manchester prior to 
joining up. The award of the D.S.O. was recorded in 
The Lancet of Sept. 11th, 1915, p. 628. 

Died of Wounds. 

Capt. J. 8. Wilson, Australian A.M.C. 

Major J. Wells, Australian A.M.C. 

Major J. Proctor, R.A.M.C. 

Accidentally Drowned. 

Lieut.-Col. R. H. Bridges. D.S.O., R.A.M.C., was a student 
at St. Thomas’s Hospital, London, and guahned in 1902. 
Shortly afterwards he joined the R.A.M.C. The aw ®-rd 
of the D.S.O. was recorded in The Lancet of June 7th, 
1917, p. 894. 

Previously Reported Wounded , now Reported Died. 

Capt. T. St.L. Leyshon, South African M.C., received his 
medical education at the London Hospital and qualified 
in 1906. Prior to joining the South African contingent 
he was in practice at Knysna, Cape Province, S.A. 

Wounded. 

Major F. Ellis, M.C., R.A.M.C. _ , 

Lieut. S. B. Turner, R.A.M.C., attached Royal Sussex Regt. 
Capt..J. V. Duhig, Australian A.M.C. 

Capt. L. M. Pigott, Australian A.M.C. 

Capt. J. C. McCullough, Canadian A.M.C. 

Capt. J. A. MacKenzie, Canadian A.M.C. 

Capt. J. C. Eager, Canadian A.M.C. 

Lieut. I. Feldman, R.A.M.C., attached Hussars. 

Major F. E. Feilden, R.A.M.C. ... 

Lieut. G. F. Rigden, R.A.M.C., attached Lancs Fusiliers. 
Capt. G. S. Douglas, R.A.M.C., attached Hussars. 

Capt. Q. V. B. Wallace, M.C., R.A.M.C., attd. Tank Corps. 
Capt. S. A. W. Munro, M.C., R.A.M.C., attd. beaforth High. 
Capt. D. R. Wark, Canadian A.M.C. 

Capt. T. Warner, R.A.M.C. _ , 

Lieut. E. Cansfield, R.A.M.C., attached Border Regiment. 
Capt. H. C. Trumble. Australian A.M.C. 

Maj. A. D. Stirling, D.S.O.,Jt.A M.C. 

Lieut.-Col. A. II. Habgood, D.S.O., R.A.M.C. 

Major A. G. S. Wallace, M.C., R.A.M.C. 

Capt. J. S. MacKay, M.C., Australian A.M.C. 

Major C. R. Merrilees, Australian A.M.C. 

Previously reported Missing, now reported Prisoners in 
German Hands. 

Capt. M. Donaldson, R.A.M.C. 

Capt. J. A. Gilflllan, R.A.M.C. j. r 

Col. A. Milne-Thompson, C.M.G., M.C., R.A.M.C. 

Capt. E. JEI. Jones, R.A.M.C. 

Capt. D. M. Smith, R.A.M.C., attd. Northampton Regiment. 
Major A. M. Wood, R.A.M.C. 


Permission has been granted to Dr. Jessie Auue 
Scott to wear the Insignia of the Fourth Class of the Order 
M St. Sava, conferred by the King of Serbia, in recognition 
rjf her services as surgeon at the Scottish Women s Hospital 
it Ostrovo. 

The Local Government Board and the Ministry 
of Labour have given their adhesion to a scheme set forth m 
Circular 103 of the Ministry of Pensions, to give disabled 
officers and men a preference for temporary va<»ncies now 
arising in the service of the State. A committee of the 
Ministry of Pensions is considering the q“8taon of the 
further employment of Buch men, subject to the reinstate 
ment of former officials now on active war service. 
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OBITUARY OF THE WAR. 


ROBERT CARMICHAEL ROGERS, M.A., M.B., 
Ch.B. Edin., 

CAPTAIN, BOYAL ARMY MEDICAL CORPS. 

Captain R. C. Rogers, who died of wounds on August 2nd, 
at the age of 28, was eldest son of D. Rogers, of Murthly, 

Perthshire. He was 
educated at Perth 
Academy, going on to 
Edinburgh University, 
where he graduated 
M.A. in 1910, and 
M.B., Ch.B. in 1914. 
After a house appoint¬ 
ment at the Royal In¬ 
firmary he went into 
practice in Mid-Calder. 
In 1916 he received 
a commission in the 
R.A.M.C., and early 
next year went to 
France as M.O. to the 
Royal Garrison Artil¬ 
lery. He was wounded 
in an air-raid last 
September, and after 
more than 10 months of 
suffering, bravely borne 
in hospital in France, he finally succumbed to his wounds. 
Captain Rogers married Mary F. Grant, of Kingussie, in 
1915, and leaves a widow and one child. 


JOHN CAMERON THOMSON TEGGART, M B., 
Ch.B. Glasg., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. C. T. Teggart, who was killed in action on 
July 21st, was younger twin son of Hamilton Teggart, of 
Glasgow. He graduated M.B., Ch.B. at Glasgow University 
in 1912 and then for 18 months held appointments as house 
surgeon in the Western Infirmary and in the Royal Hospital 

for Sick Children, 
Glasgow. Whefi war 
broke out he was 
resident surgeon at 
Johannesburg Hospital, 
resigning this appoint¬ 
ment in 1915 to take 
a commission in the 
R.A.M.C. Attached to 
an artillery brigade, he 
saw many of the prin¬ 
cipal engagements on 
the Western front 
during a period of three 
years. He was doing 
his work amongst 
wounded gunners 
during a battle when 
he was killed instan¬ 
taneously. His com¬ 
manding officer writes 
that Captain Teggart 
was a capable liardworking officer, whose pluck and keenness 
were well known throughout the division. “He always 
shone in positions of danger where initiative and true 
courage were essential. ” _ 


Captain Roy Allan Sillar, A.A.M.C., who was acci¬ 
dentally killed on June 30th by a fall from his horse, was 
a native of Dubbo, N.S.W. Matriculating at 16 years of 
age, he entered St. Andrews College, Sydney University, 
and did well both in his medical studies and in the athletic 
field. After completing his medical course he was resident 
M.O. at St. Vincent’s Hospital, Darlinghurst, and for a few 
months visiting M.O. at the Women’s Hospital there. He 
enlisted in the A.I.F. at the end of 1917, and in April, 
1918, reached England, where he was posted to No. 4 Com¬ 
mand Depdt. An officer of Captain Sillar’s unit speaks of his 
strong personality and his bright and sunDy nature, which 
won the hearts of all with whom he came in contact. 


WALTER HENRY LLOYD, M.B., B.S. Lond., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain W. H. Lloyd, who was killed in action in France 
on August 4th, at the age of 27 years, was son of Walter 
Lloyd, J.P., of Carmarthen, and nephew of ‘William Lloyd. 
F.R.C.S. Edin. He was educated at Queen Elizabeth 
Grammar School, Carmarthen, and took his medical course 
at Middlesex Hospital, obtaining the Conjoint qualification 
in July, 1915, and 
the M.B., B.S. Lond. 
later while on active 
service. After join¬ 
ing the R A.M.C. he 
was attached for nine 
months to the 3rd 
London General Hos¬ 
pital, and in June, 

1916, was sent to 
a casualty clearing 
station in France. 

More recently he was 
transferred to the 
London Regiment, 
with which he met 
his death while at¬ 
tending to wounded. 

Captain Lloyd was 
an enthusiast both 
at work and play. 

One surgical chief 
writes of him as a 
delightful dresser, always helpful and inspiring. Another 
who gave him a considerable amount of experience in 
practical surgery states that he had never met with a more 
apt pupil. “ He was able, skilful, and excellent in his work. 
But beyond all that he had a special personal charm that 
endeared him to all who knew him.” 


ALEXANDER BOYD FOOTT, L. Sc L.M. R C.P. Sc S.I., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain A. B. Foott, who died in Egypt on July 21st, 
was 26 years of age, and son of the late Dr. St. John Foott, 
of Cork. He was 
educated at Mon¬ 
mouth Grammar 
School and Queen’s 
College, Cork, quali¬ 
fying in 1914, when 
he became resident 
surgeon at the Cork 
Eye, Ear, and Throat 
Hospital. He 
resigned this post in 
August of the same 
year to take a com- 
mission in the 
R.A.M.C., going to 
France in the follow¬ 
ing November. He 
was wounded a t 
Loos in October, 

1915. He went to 
India in June, 1916, 
was invalided home 
with sandfly fever, 
and went to France again in November, where he fell a 
victim to trench fever. In June of the present year he was 
sent to Egypt, where he died of malaria. 

Captain Thomas Whitmore, C.A.M.C., who died of 
wounds on August 8th, aged 29 years, was a native of 
Dauphin, Manitoba. He graduated in medicine at the 
Manitoba University in May, 1915, and shortly after joined 
the C.A.M.C., and left for England in August. He served 
as Regimental M.O. until June, 1917, when he was posted 
to Granville Special Hospital, where he remained for a year 
before going to France to join the 3rd Canadian Field Ambu¬ 
lance, and later the 5th Canadian Battalion, with which he 
was serving when he received his fatal wounds. 

Captain Malcolm Archibald McKechnie, C.A M.C., 
who died as the result of wounds received on August 8th, 
aged 29 years, was a native of Gillies Hill, Ontario. He 






















The Lancet,] 


THI$ WAR. 


[Sept. 7, 1918 339 


graduated in medicine at Queen’s University, Kingston, in 
1914, left Canada for service overseas in November, 1916, 
and went to France in March, 1917. He was posted to the 
6th Canadian Field Ambulance, serving for short periods 
with various units. 

Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 
medical men are reported:— 

Lieut. J. B. P. Wells, Bedfordshire Regiment, died from 
wounds as a prisoner of war, son of Dr. A. P. Wells, of 
Victoria, British Colombia.. 

Lieut. P. Young, Middlesex Regiment, attached Machine 
Gun Corps, died of wounds, seventh son of the late Dr. 
E. Young, of Hawkhurst, Kent. 

Lieut. K. S. Courtenay, Dorset Regiment, killed in action, 
onlv son of Dr. K. J. Courtenay, of Wareham, Dorset. 
Capt. V. J. Whitaker, Lines Regiment, attached R.F.C., 
previously reported missing, now officially presumed 
killed in action, April, 1917, second son of Mr. J. Smith 
Whitaker, of the National Health Insurance Committee, 
Buckingham Gate, London, S.W. 

Lieut. R. L. Cummings, Australian Flying Corps, accident¬ 
ally killed, second son of Dr. H. L. Cummings, of 
Tasmania, Australia. 

Second Lieut. E. W. B. Maggs, King’s Royal Rifle Corps, 
killed in action, only son of Mr. W. A. Maggs, of Upper 
Wimpole-street, London, W. 

Major J. H. M. Hardyman, acting Lieut.-Col., Somerset 
Light Infantry. M.C., killed in action, eldest son of Dr. 
G. Hardyman*of Bath. 

Second Lieut. E. N. Andrews, The Buffs, died of wounds, 
youngest son of Dr. E. C. Andrews, of Hampstead, 
London. 

Lieut. J. M. H. Gerrard, R.F.A., died of wounds, eldest son 
of Major-General J. J. Gerrard, C.B., A.M.S. 


The Honours List. 

The decorations conferred upon the following officers are 
for services rendered in connexion with the military opera¬ 
tions in German South-West Africa :— 

South African Medical Corps. 

C. M.O.—Co\. H. J. M Buist. D.S.O., attaohed, from R.A.M.C.; Lt.- 
Col. R. P. McKenzie, R. of O. 

O.B.E.— Maj. H. B. Brown ; Capt. (temp. Maj.) T. F. Cope. 

South African Medical Service. 

D. S.O. —Lt.-Col. S. Meyer de Kock; Maj. L. G. Haydon; Lt.-Col. 
G. H. Knapp; Capt. G. B. Moffatt. 

Military Cross.— Capt. J. B. Briscoe, D.S.O. (R. of O.); Capt. G. J. 
Clllie; Capt. (now acting Maj.) T. J. W. A. Johnston; Capt. J. J. 
Lynch; Capt. A. B. Oakley; Capt. (temp. Maj.) J. Pratt-Johnson; 
Capt. (temp. Maj.) R. N. Pringle, D.S.O.; Capt. F. K. Te Water; 
Capt. (temp. Maj.) J. A. Thwaits ; Capt. (temp. Mai.) R. H. Welsh. 

The following promotions and decorations are for services 
rendered in connexion with the military operations in 
Mesopotamia:— 

C.B.- Col. W. H. Starr, C.M.G., ret. pay, A.M.S. 

C. M.G.— Lieut.-Col. (temp. Col.) G. G. Delap. D.S.O., R.A.M.C.; 
Temp. Maj. (temp. Lieut -Col.) R„ Davies-Colley, R.A.M.C. 

/.A’.—Lieut.-Col. F. W. Gee. I.M.S.; Lieut.-Col. H. G. Melville, 

I. M.S. ; Maj. (temp. Lieut.-Col.) G. Macpherson, I.M.S.; Maj. N.B. H. 
Scott, I.M.S.; Maj. W. R. J. Scroggie, I.M.S. 

To be Brevet Major.— Capt. F. C. Cowtan, R.A.M.C.; Capt. A. MacD. 
Dick. I.M.S.; Capt. T. J. C. Evans, M.C., I.M.S.; Capt. A. H. Gosse, 
R.A.M.C.; Capt. S. W. Kyle, R.A.M.C. 

D. S.O.— Maj. W. V. Coppinger, I.M.S. ; Capt. and Bt Maj. T. J. 
Mitchell. R.A.M.C.; Maj. (temp. Lt.-Col.) A. H. Proctor, I.M.S. 

Military Oo#«.—4th Class Asst. Surg. A. N. de Monte, Ind. Sub. 
Med. Dept.; Temp. Lieut. E. A. M. J. Goldie. I.M.S.; Temp. Capt. 

J. A. Noble. R.A.M.C.; Temp. Capt. K. N. Purkls, R.A.M.C.; Lieut, 
(temp. Capt.) R. R. Thompson, R.A.M.C. 

The following are the statements of service for which the 
decorations recorded in The Lancet of April 6th, 1918, 
p. 516, were conferred. All are members of the R.A.M.C. 
unless otherwise stated 

Military Cross. 

Capt. ALAN COLPITTS AINSLBY.—For conspicuous gallantry and 
devotion to duty. Whilst attending to a man seriously wounded a 
shell burst within a few yards of his position and knocked him down. 
Despite this he continued with his work, and showed the greatest 
coolness and devotion to duty throughout the day. 

Temp. Lieut. V. K. APTB, I.M.S.—For conspicuous gallantry and 
devotion to duty. He attended to the wounded during an action with 
great courage and coolness. 

Lieut. CLAUDE WELLS WOOLLOTON BAXTER. I.M.S.-For 
conspicuous gallantry and devotion to duty. When under heavy shell 
sad rifle tire he displayed great gallantry and devotion to duty in 
attending to and evacuating the wounded. His services proved of 
inestimable value. 

Temp. Capt. WILLIAM KENNETH BIGGER.—For conspicuous 
gallantry and devotion to duty. He personally assisted in getting his 
wounded away from the dressing station under heavy machine-gun and 
rifle fire. Previous to this he had gone out from the dressing station 
on several occasions to tend the wounded at a time when no stretcher- 
bearers were available. He showed great gallantry and devotion to 
duty. 


Capt. WILLIAM EDWARD HUGH BULL.-For conspicuous 

gallantry and devotion to duty. When in charge of a bearer section 
and collecting post he worked under shell and rifle fire, and with a few 
stretcher-bearers collected and tended a number of wounded cases 
under conditions demanding the utmost coolness, gallantry, and deter 
mination, qualities which he displayed in the highest degree. 

Temp. Capt. NICHOLAS MARSHALL CUMMINS.—For con 
spicuous gallantry and devotion to duty. He gave valuable assistance 
to a unit after a successful attack in the organisation of stretcher- 
bearers, and he also organised several parties at night, which he con¬ 
ducted into “ No Man's Land,” for the purpose of recovering wounded 
cases. He worked on until every case had been evacuated, when 
he collapsed from exhaustion. His courage and devotion to duty were 
of the highest order. _ 

Capt. CHARLES AUBREY GODSON, I.M.S.—For conspicuous 
gallantry and devotion to duty during an attack. All day he organised 
stretcher parties and collected the wounded, often under shell lire, and 
at night searched the whole area covered by the attack and cleared it 
of all the wounded. It was largely due to his courage and initiative 
that the evacuation of the wounded was carried out so successfully. 

Capt. WILLIAM GOLDIE.—For conspicuous gallantry and devotion 
to duty when in charge of a collecting station, in advance of the 
advauced dretsing station, during an attack. The rapid and successful 
evacuation of the wounded was duo to his untiring seal and energy. 
He showed magnificent courage and coolness under heavy fire, and set 
a splendid example to those under him. 

Temp. Capt. BENJAMIN KNOWLES.—For conspicuous gallantry 
and devotion to duty. Ho w'as wounded at the beginning of an enemy 
attack, but returned to his aid-post and remained there, attending to 
the wounded throughout with great determination and coolness. 

Capt. PERCIVAL JOHN MOIR —For conspicuous gallantry and 
devotion to duty. While he was leading a party of 30 men and 8 camels 
to a forward position in order to establish an advanced dressing station 
the party came under heavy shell fire. He at once got his party under 
cover, unloaded the camels, and then got his medical stores forward 
under continuous shell fire. His promptness and courage not only 
prevented casualties, but enabled the advanced dressing station to be 
established at the earliest possible moment. 

Capt. CHARLES NEWTON-DAVIS, I.M.S. — For conspicuous 
gallantry and devotion to duty. During the attack, and when the 
battalion was brought to a standstill by frontal and enfilade fire of all 
kinds, he exposed himself continually in moving from place to place 
to render aid to wounded cases. It was owing to his courage, demotion 
to duty, and skilful organisation that the wounded were successfully 
collected and evacuated. 

Temp. Capt. REX STANSFIELD.—For conspicuous gallantry and 
devotion to duty during an engagement. He carried his medical 
pannier forward through a heavy barrage and moved about under 
heavy shell fire over the captured ground, collecting and bringing in 
the wounded. He set a splendid example of courage and devotion to 
duty. 

Capt. BRYAN MONTAG 1>B TUKB, Spec. Res.—For conspicuous 
gallantry and devotion to duty. He went forward himself with the 
attacking companies, and throughout the engagement kept moving 
from one part of the line to another In full view of the enemy, 
attending to the wounded with the greatest promptitude and courage. 

Capt. RANKINB GRBIG WALKER.—For conspicuous gallantry 
and devotion to duty. He was in charge of an advanced dressing 
station during two engagements, and carried out his duties with great 
courage and skill, often under heavy shell fire. 


Brought to Notice. 

The names of the following medical officers, all members 
of the South African Medical Corps, have been brought to 
the notice of the Secretary of State for the Colonies for 
distinguished service in the field and in connexion with the 
campaign in German South-West Africa, 1914-15 :— 

Capt. C. V. Anderson; Maj. H. K. Brown; Lt.-Col. J. 1. Brownlee, 
D.S.O., V.D. ; Col. H. J. M. Buist, D.S.O., attached from R.A.M.C.; 
Capt. A. W. Burton ; Capt. D. Campbell-Watt; Capt. W. R. Chew; 

Capt. W. S. Cottrlll; Capt. D. J. Dauth (R. of O.); Lt.-Col. S. M. 

De Kock; Capt. J. F. van der S. De Yilliers ; Capt. J. W. 

De Vos; Capt. A. D. Edington; Capt. L. K. Edmeades; Capt. 
R. Frielj Maj. T. A. Fuller (R. of O.) ; Capt. J. F. R. 

Gairdner; Capt. A. I. Girdwood; Capt. R. L. Girdwood, D.S.O. ; 
Capt. C. Grobbelaar ; Capt. A. Groenewald, M.C. (deceased); Capt. 
(temp. Maj.) B. T. K. Hamilton (deceased); Mai. L. G. Haydon; Lt.- 
Col. J. Hewat (R. of O.); Capt. (temp. Maj.) D. Horwich; Capt. G. J. 
Joubert, M.C. ; Lt.-Col. G. H. Knapp ; Capt. S. Leibeon, M.C.; Capt. 
C. F. L. Lelpoldt; Capt. J. J. Levin ; Capt. A. H. Louw. M.C., Perma¬ 
nent Force (Staff) ; Map G. D. Maynard ; Capt. W. W. McCowat; Maj. 
J. K. McGregor; Lt.-Col. R. P. McKenzie (R. of O.) ; Maj. M. W. 
McLoughlln, D.S.O. (Supernumerarv List); Maj. R. Mllner-Smyth ; 
Maj. J. A. Mitchell; Capt. G. B. Moffat; Maj. H. A. Moffat, D.S.O. 
(R. of O.); Capt. (temp. Maj.) C. T. Moller; Capt. R. C. Mullins; 
Lt.-Col. H. T. Murcell; Maj. F. H. Napier; Capt. C. M. Neale-May; 
Maj. A. M. Neethllng; Capt. P. la F Nortje ; Capt. A. J. Ortlepp; 
Maj. (temp. Lt.-Col.) B. A. Odium (Capt. R.A.M.C.); Maj. M G. 
Pearson; Maj. F. Pershouse ; Lt.-Col. C. Porter (R. of O.) ; Capt. 
J. Z. H. Rosscau; Maj. R. A. St. Leger; Capt. T. L. L. Sandes, O.B.E. ; 
Maj. W. B. Skinner, D.S.O.; Maj. P. Sklnner-Clark, D.S.O.; Capt. 

C. P. Theron (R. of O.) ; Maj. B. N. Thornton, O.B.E. ; Capt. R. M. 
Truter; Maj. (temp. Lt.-Col.) G. H. Usmar; Maj. P. J. Van Coller; 
Maj. (temp. Lt.-Col.) A. B. Ward, D.S.O.; Maj. J. H. Whitehead, 

D. S.O.; Capt. B. F. B. Wilson (R. of O ) ; Capt. W. O. Wilson. 


Mentioned in Despatches. 

The names of the following medical officers are mentioned 
for distinguished and gallant services and devotion to duty 
in a despatch received from Lieut.-Gen. W. R. Marshall, 
K.C.B., K.C.S.I., Commander-in-Chief of the Mesopotamia 
Expeditionary Force : — 

Arrnu Medical Service— Col. (temp. Maj.-Gen.) A. P. Blenklnsopp, 
C B, C.M-G. ; Col. W. T. Mould; Col. W. H. Starr. C.M.G. 
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Royal Army Medical Corps. -Capt. W. H. Biggs (T.F.); Capt. A. B. 
Bonham (T.F.); Temp. Capt. D. F. Borrie; Temp. Capt. J.T. Bowman, 

D. S.O.; Capt. K. P. Brown (S.R.); Temp. Capt. J. A. G. Burton; 
Temp. Capt. W. M. Cameron (S.R.) ; Temp. Capt. W. Campbell; 
Lt. Col. (Temp. Col.) K. W. W. Cochrane. D.S.O.; Capt. V. Z. Cope 
(T.F.); Capt. F. C. Cowtan; Maj. and Bt. Lt.-Col. (acting Lt.¬ 
Col.) H. J. Crossloy; Temp. Capt. L. W. Davies; Temp. Lt.-Col. 

R. Davles-Colley; Lt.-Col. (temp. Col.) G. G. Delap, D.S.O.; Capt. 
W. Dunlop (8.R.); Temp. Capt. A. R. Elliott; Temp. Capt. C. L. 
Eramerson ; Lt.-Col. and Bt. Col. M. H. G. Fell. C.M.G. ; Temp. 
Capt. G. J. C. Ferrler (Lt.. Canadian A.M.C.); Maj. (temp. Lt.-Col ) 

F. E. Fremantle (T.F.); Capt, H. L. Garson (S.R.); Temp. Capt. 
A. T. Gibb; Temp. Lt. (temp. Capt.) G. T. Gimlette; Temp. Capt. 

E. N. Glover; Capt. A. H. Gosse (T.F.); Lt. Col. (temp. Col.) S. F. StD. 
Green; Capt.T.I*. Inglis(S.R.); Temp. Lt. K. Jamieson; Temp. Capt. 
E. Kidd; Capt. S. W. Kyle; Temp. Capt. C. G. Mao Kay ; Temp. Capt. 

G. S. Marshall; Capt. A. N. Minns, D.S.O.. M.C. ; Capt. J. P. Mitchell 
(S.R.); Capt, and Bt, Mai. T. J. Mitchell: Temp. Capt. H. H. Raw ; 
Capt, H. G. Robertaon: Capt. E. A. Strachan; Maj. N. D. Walker; 
Temp. Capt, W. B. Waller; Capt. A. Watson. D.S.O.; Temp. Capt, 
C- A. Weller; Capt. (acting Maj.) H. M. Williams (S.R.); Capt. F. T. H. 
Wood (T.F.); Capt. W. B. Wood (S.R.). 

Indian Medical Service.- Maj. (acting Lt.-Col.) R. M. Barron, D.S.O.; 
Capt. A. C. L. O S. Bilderbeck; Maj. (acting Lt.-Col.) L. P. Brassey ; 
Capt. H. H. Brown; Maj. S. R. Christophers, C.I.B.; Maj. (temp. 
Lt.-Col.) W. V. Coppinger; Maj. (acting Lt.-Col.) H. M. Cruddas, 

C.M.G.; Temp. Lt. A. Y. Dabholkar, M.C.; Capt. A. M. Dick ; Capt. 
T. J. C. Evans, M.C.; Lt.-Col. F. W. Gee ; Temp. Lt. S. C. S. Gupta ; 
Capt. A. H. C. Hill; Capt. R. W. G. Kingston. M.O.; Maj. (acting Lt.- 
C«L) H. Innes ; Lt.-Col. T. B. Kelly, D.S.O.; Maj. W. H. Leonard ; Capt. 
A. P. G.Lorimer; Capt. R. F. D. Macgregor, M.C.; Maj. F. P. Mackle; 
Lt.-Col. R. H. Maddox ; Lt.-Col. G. McPherson; Maj. W. A. Mearns ; 
Lt.-Col. H. G. Melville; Capt. J. B. de W. Molony; Maj. D. Munro, 

C. I.B.; Temp. Lt. B. P. B. Naldu ; Capt. J. J. H. Nelson, M.C.; Capt. 

M. A. Nicholson; Temp. Lt. C. K. R. Norman; Maj. (acting Lt.-Col.) 
A. H. Proctor; Capt. M. Purvis; Maj. W. R. J. Scroggie; Capt. J. L. 
Sen, M.C.; Capt. A. L. Sheppard ; Lt. B. H. Singh ; Capt. C. J. Stocker, 
M.C.; Capt. A. J. Symes; Maj. W. Tarr; Capt. W. O. Walker ; Capt. 
W. L. Watson; Capt. F. P. Wernicke ; Lt.-Col. (temp. Col.) C. N C. 
Wimberley, C.M.G.; Maj. W. D. Wright; Maj. (acting Lt.-Col.) G. J. G. 
Youn^. 

Indian Subordinate Medical Department.— 1st Class Asst. Surg. 
G. A. S. Howatson; 2nd Class Asst. Surgs. H. A. Fox, G. H. 
Lawrence. H. H. Rosalr; 3rd Class Asst. Surgs. A. F. G. D’Arcy, 

D. C.M., H. N. Murphy; 4th Class Aset. Surgs. F. M. Graham, V. M. 
Matthew s, F. C. Vanderwart, J. F. de S. Vincent. 


Foreign Decorations. 

French. 

Legion of Honour.—Officer : Dep Surg.-Gen. A. G. Wildvy, K.N.; 
Col. C. K. Morgan, C.M.G., R.A.M.C. CMvalier : Fleet-Surgs. F. J. A. 
Dalton, C.M.G, R.N.; B. D. Jameson, K.N.; and A. J. Hewitt, R.N. 

Croix de Guerre.— Capt. A. D. Kdington. South African M.C. ; Capt. 
G. J. Joubert, M C., South African M.C.; Capt. W. W. McCowat, 8outh 
African M.C.; Capt. F. Ward, K.A.M.C. ? Temp. Capt. C. T. I. Clarke, 
R A.M.C. ; Temp. Maj. C. M. Row, R.A.M.C. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

N. A. Scott and R, D. Lockhart to be temporary Surgeons. 

ARMY MEDICAL SERVICE. 

Temp. Col. Sir Charles A. Ballance, K.C.M.G., C.B, M.V.O. 
(Captain, R.A.M.C., T.F.), relinquishes his temnorary commission on 
re-posting, and is granted the honorary rank of Colonel. 

The undermentioned Colonels retire on retired pay : E. Eckerslev, 

F. W. G. Gordon Hall, C.B. _ 

ROYAL ARMY MEDICAL CORPS. 
Lieutenant-Colonels to be acting Colonels whilst in command of a 
Melical Unit: C. R. Evans, H. Simson, W. Riach. 

Lieut.-Col. Harry A. L. Howell to be acting Colonel whilst employed 
as Assistant Director of Medical Services of a Base, 

Brevet Lieut.-Col. (temp. Lieut.-Col ) S. L. Pallant, D.S.O., retains 
the temporary rank of Lieutenant-Colonel whilst in command of a 
General Hospital. 

The undermentioned relinquish the acting rank of Lieutenant- 
Colonel on re-postingMajors G. K. Ferguson, A. S. Littlejohns, 
K. P. Lewis, R. B. Hole; Capt. J. J. O’Keefe. 

Temp. Capt. (temp. Lieut.-Col.) C. D. Pye-Sralth retains the 
temporary rank of Lieutenant-Colonel whilst in oommand of a 
Casualty Clearing Station. 

Tobe acting Lieutenant-Colonels: Maj. R. G. H. Tate. Temp. Capt. 
(acting Major) H. Stokes, Capt. (Brevet Major) H. H. Blake, Temp. 
Major C. E. M. Lowe. Major G. A. D. Harvey. 

The undermentioned relinquish the acting rank of Major on re¬ 
posting Temp. Major C. H. Miller; Capta. A. P. O'Connor, D. C. 
Monro; Temp. Capts. J. L. Jackson, T. F. Saunders, H. F. Warwick, 
J. Gibson, R. Hudson, C. M. Kennedy, C. H. G. Prance; Lieut, (temp. 
Capt.) W. H. Ferguson. 

The undermentioned Majors to be acting Lieutenant-Colonels whilst 
in command of Medical Units: F. E. Rowan-Robinson, R. K. White. 
D.S.O. 

Temp. Major D. Gillespie, having ceased to be employed at the 
Wharncllffe War Hospital, relinquishes his commission. 

Temp. Major A. Stewart to be temporary Lieutenant-Colonel whilst 
employed at Whipps Crons War Hospital. 

Temp. Major E. F. Eliot to be acting Lieutenant-Colonel whilst 
specially employed. 

Temporary Captains to be acting Majors whilst specially employed: 

G. T. Gifford, S. Brown, W. Brown, W. 8. Edmond, N. Dunn, C. M. 
Kennedy. 

Temp. Capt. G. S. Hett to be acting Major (without increased 
emoluments) whilst specially employed. 


Capt. A. C. Hammond-Searle to be acting Lieutenant-Colonel whilst 
in command of a Medical Unit. 

Capt. (acting Major) Ernest D. Caddell to be acting Lleutenaut- 
Colonel whilst specially employed. • 

To be acting Majors : Capts. A. P. O’Connor, F. G. A. Smyth, W. W. 
MacNaught, T. C. R. Archer, J. L. Wood ; Temp. Capts. P. R Wood- 
house, H. Stokes, E. G. D. Plneo. E. Nuttall, G. V. T. McMichael, J.B. 
Alexander. J. Hendry, J. W. Elliott, F. H. Moxon, J. Gibson, H. F. 
Warwick, M. W. B. Oliver. J. E. Pellow, F. W. Wesley, A. A.O’Connor, 
J. M. Forsyth, W. L. Johnson, P. M. Heath, E. W. Milne, H. Parsons, 
G. W. R. Rudkin, C. A. Brisco. 

To be temporary Captains: E. B. Morley. R. L. Davies. J. G. Leslie, 

S. Melville, G. H. L. Fitzwilllams, N. W. Walmsley, C. McShane, 
W. Tregen/.a, G. McGregor, C. A. Skelly, A. R. Rendle. 

Temporary Lieutenants to be temporary Captains : C. W. W. James, 

G. L. Gall, W. G. Cobb. V. M Walsh. R. W. Rix. C. W. Cunnington, 
McK. T. W. Steedman, D. Higgins, F. G. Smyth, G. P. Humphry, 

E. L. Jones. J. I. Greig, C. H. Waddell, D. C. Dobell, J. K. Holland, 

H. N. K. Kevin, A. C. Farlinger, G. W. Bissett. W. Tudhope, C. U. 
Whitney, G. T. Drummond, I. Ridge-Jones, W. L. Locke, H. W. Crowe. 
P. McFadyen, J. Muckart, J. R. C. Gordon, J. E. Measham, L. H. D. 
Thornton, J. Magill, W. A. Dew hirst, D. G. Pearson, W. C. Fragoso, 
R. B. Johnston, A. Simpson, D: J. 8mith. R. Edridge, H. McC. 
Fleming, A. F. Miller, R. S. Harper. S. Southall, J. J. Bekenn, 

O. C. Gruner, S. G. Gordon, J. P. S. Dunn. F. G. Sergeant, 
W. G. Masefield. A. W Soper, P. Howe. W. H. Eggar. J. T. B. 
Hall, M. F. Huston, J. H. Dove, R. G. Ball, A. Vost, T. A. Ross, 
J. R. McGregor, L. W. Forsyth, T. J. Little, R. T. Stoney, O. G. Evans, 
A. C. Strain. T. J. Lyons. B. R. Billings. E. S. Ellis, J. R. Liddell, E. L. 
Clay, J. C. Drysdale, H. B. Ellison, H. Gallowav, J. Brown, G. G. 
Macdonald, G. S. Banks, J. P. F. Waters, A. B. S. Todd, C. M. 
Peunefather, S. A. Dav. A. Dixon, J. R. Prytherch. J. E. Lucas. W. C. 
Fowler, T. R. Evans, F. O’B. Ellison. J. M. S. Wood, J. T. Hill, C. 
Peacock. J. H. Fenn, A. S. Wihjon, A. S. Griffith. T. F. Pugh, A. C. 
Sharp, H. Widdas, W. B. Wilson, J. Brierlev, N. V. Mltton, A. 8. 
Morley. W. R. Bayne. R. B. Kinloch, A. H. M. Saward. 

To be temporary Lieutenants: Hon. Lieut. C. H. G. Gostwyck, 

T. E. Coulson, A. Leigh, B. H. Stewart. A. W. Eadie. J. A*. P. 
Cullen. R. F. MvN. Scott, F. P. R. James, F. W. Hobbs, E. B. 
Bate, H. F. Hutchinson, E. Burnet, H. J. Cundell, R. M. D. 
Devereux, J. Loftus. 

Temp. Capt. J. Fairley is seconded for service with Egyptian Array. 
F. W. S. Stone and A. G. Watson, late temporary Captains, are 
granted the honorary rank of Captain. 

H. Case, late temporary Captain, and J. J. McConnell, late temporary 
Lieutenant, are granted the honorary rank of Lieutenant. 

Officers relinquishing their commissions : Temp. Major A. Johnston 
(on account of ill-health, and is granted the honorary rank of Major); 
Temp. Capts. J. S. Ross, J. F. G. Richards, W. C. Lattey (on account of 
ill-health contracted on active service, and Is granted the honorary rank 
of Captain), C. A. A. Dlgliton (on account of ill-health, and is granted 
the honorary rank of Lieutenant), T. Bennett, J. G. F. Heal, R. Power, 
A. J. Neilson, A. G. Graham, A. Ramsay, A. Wilson, E. R. Tweed, 

R. Rutherford, M.C. (and to be granted the honorary rank of CaDtain). 

S. J. Brennan. W. Dickson, M. Lyons, R. N. Weekes, A. M. J. 
Halligan, P. G. Temple (and to be granted the honorary rank of 
Captain), R. H. Bridge, H. P. Hall, F. D. Johnson, C. H. Wilson (on 
account of ill-health, and is granted the honorary rank of Lieutenant), 

P. L. Moore, R. W. Statham, J. I. Baeza, (Acting Major) J. P. Good, 
W. Craik, C. R. Whittaker (on account of 111-health contracted on 
active service, and is granted the honorary rank of Captain), T. W. N. 
Dunn (on account of ill-health, and is granted the honorary rank of 
Captain). 

Temp. Hon. Capt. H. P. Thompson relinquishes his commission on 
ceasing to be employed with St. John Ambulance Brigade Hospital. 

Temporary Lieutenants relinquishing their commissions: J. G. Cooper, 
M. Shipsey, J. P. Doyle, T. S. Greenaway, B. J. O'Donnell, W. J. 
Taggart, J. A. Brown, P. R. Chevreau. 

Temp. Qrmr. and Hon. Major I. D. Carson to be temporary Honorary 
Major, with pay and allowances, and to retain grading for purposes of 
pay as a D.A.D.M.S. on relinquishing appointment of temporary 
Quartermaster. 

SPECIAL RESERVE OF OFFICERS. 

Captains to be acting Majors : E. R. Lovell, W. F. Wood, L. S. B. 
Tasker, W. J. Adle, A. J. Gilchrist, C. V. Nicoll, J. P. Davies. 

The undermentioned to be Lieutenants: F. K. Escritt (from Uni¬ 
versity of London Contingent, O.T.C.), A. C. Paterson, E. A Leak 
(from University of London O.T.C.), J. W. Mann (from University of 
Aberdeen Contingent, O.T.C.). 

TERRITORIAL FORCE. 

Royal Army Medical Corps. 

Capt. (Brevet and acting Major) J. Ewing. Capt. (acting Major) J. W. 
Thomson, Capt. (acting Major) J. Morris, Capt. (acting Major) G. M. 
Benton, Capt. (acting Major) C. H. K. Smith, and Capt. (acting Major) 
O. W. D. Steel, M.C., relinquish their acting rank on ceasing to be 
specially employed. 

Capt. (acting Major) D. J. Scott relinquishes his acting rank on 
vacating appointment as Deputy Assistant Director of Medical Services 
and is restored to establishment. 

Capts. J. Tait, R. J. Chapman, W. Simpson, J. Morris, E. Moir, F. 
Wigglesworth, H. A. Lucas, E. L. Forward, G. Potts, 8- R. R. Matthews, 
L. A. Dingley, A. M. Johnson, W. W. Greer, M.C., and R. C. Neil to be 
acting Majors whilst specially employed. » 

Major J. D. Comrle to be acting Lieutenant-Colonel whilst specially 
employed, and remain seconded. 

Capf. (acting Major) W. Simpson and Capt. J. N. Hunt to be acting 
Lieutenant-Colonels whilst specially employed. 

Capt. C. C. Cuthbert, Capt (Hon. Col.) Sir Charles A. Ballance, and 
Capt. A. W. Nuthall are restored to the establishment. 

Capt. A. E. Ridsdale and Capt. A. N. S. Carmichael to be Deputy 
Assistant Directors of Medical Services and to be acting Majors whilst 
so employed. 

Capt. (acting Major) A. W. W. Hayles relinquishes his acting rank on 
ceasing to be so employed. 

Capt. W. C. D. Malle relinquishes his commission on account of 
ill-health caused by wounds, and is granted the honorary rank of 
Captain. 

Capt. H. G. W. Dawson tobe acting Major, with pay and allowances 
of bis substantive rank. 
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Capt. (acting Lieut.-Col.) O. K. Wright relinquishes the acting rank 
of Lieutenant-Colonel and reverts to the acting rank of Major. 

Capt. S. R. Foster, M.C., to be Deputy Assistant Director, Medical 
Services and to be acting Major whilst so employed. 

Capt. (acting Major) F. L. A. Greaves to be acting Lieutenant-Colonel 
whilst specially employed. 

Major (acting Lieut.-Col.) W. A. Burns and Major (acting Lieut.-Col.) 
A. C. Turner, D.S.O., relinquish their acting rank on ceasing to 
command a Field Ambulance. 

Capt. (temp. Major) R. B. Carslaw to be Major. 

Capt. A. Avent relinquishes his commission on account of ill-health 
and is granted the honorary rank of Captain. 

Major (temp. Lieut.-Col.) A. R. Henchley relinquishes his temporary 
rank on ceasing to command a casualty clearing station. 

Capt. H. Middleton relinquishes his commission on account of ill- 
health contracted on active service, and is granted the honorary rank of 
Captain. 

Capt. R. Sanderson is restored to the establishment. 

Capt. H. H. Brown relinquishes his commission on account of 
Ill-health. 

Major (temp. Lieut.-Col.) C. R. White, D.8.O., relinquishes his 
temporary rank on ceasing to command a casualty clearing station. 

Capt. (acting Major) H. C. C. Hackney relinquishes his acting rank 
on ceasing to be specially employed. 

The announcement regarding Capt. A. McLean which appeared in 
the London Gazette of August 10th, 1918, is cancelled. 

Capt. A. McLennan is seconded for duty with a General Hospital. 

Lieuts. J. P. M. Dowdall and M. Canton to be Captains. 

Capts. A. Ayre Smith and W. Y. Martin to be Majors. 

TERRITORIAL FORCE RKSERVK. 

Capt. R. W. Simpson, from Attached to Units other than Medical 
Units, to be Captain. - 

ROYAL AIR FORCE. 

Medical Branch.— H. V. Wells (Fleet Surgeon, R.N.) is granted a 
temporary commission as Lieutenants Colonel. 

The undermentioned are granted temporary commissions as Captains : 
P. L. Moore (late Captain, R.A.M.C.), P. T. J. O'Farrell. R. Hall, 
M. C. Breese, I. de B. Daly. 

The undermentioned are granted temporary commissions as Lieu¬ 
tenants: J. G. Bird, J. Ferguson, S. E. Duff. 

Dental Branch.— S. C. Turner and V. E. Mills are granted temporary 
commissions as Lieutenants. - 

OVERSEA FORCES. 

South Africa . • 

South African Medical Corps : Lieut. Col. (temp. Col.) A. B. Ward, 
D.S.O., relinquishes the rank of temporary Colonel. 

INDIAN MEDICAL SERVICE. 

The King has approved the grant of the temporary rank to the 
undermentionedTo be temporary Captain: G. H. K. Macalis»er. 
To be temporary Lieutenants : Bola Dayanand Rao, Gopalkrlshna 
Ramrao Padbldri, Pascal Desou/.a, Jehangir Hormasji Clarke, Durlseti 
Narayanarao, Inglis Folger Frost. Abdul Kadir Muhammad Mahiuddln, 
Alexander Noble, Dlnesh Chandra Chakrabattl. 

The King has approved the relinquishment of the temporary rank of 
Lieutenant by A. M. Ahmad. 

The King has approved the retirement of Lieut.-Col. N. P. O’G. 
Lalor, in consequence of ill-health. 

Cols. C. C. Manifold and P. Hehir become Surgeons-General. 

Lieut.-Col. J. G. Gordon has retired from the Service. 

Surg.-Gen. Robinson has been nominated an additional Member of 
the Bengal Legislative Council. 

Bt. Col. R. Heard has been appointed Honorary Surgeon to the 
Viceroy. 

Major-Gen. W. H. B. Robinson has been appointed President of the 
Governing Body of the Bengal Medical Faculty, and Lieut.-Col. C. R. 
Stevens a member of the Governing Body. 

Promotion of J.M.S. Officers. 

The differentiation in regard to promotion to which officers of the 
Indian Medical Service have been subjected during the war has given 
rise to considerable comment. It is now announced that Captains of 
the Indian Medical Service will, if recommended, receive accelerated 

{ >romotlon to the same extent as has already been granted to Captains 
n the Royal Army Medical Corps on account of the war. The extent 
of such acceleration will be notified in the Gazette of India in due 
course. Acting rank will be granted to an officer of the Indian Medical 
Service officiating in an appointment in the field under the rules 
governing the grant of such rank in the Indian Army where applicable. 
Two New Indian Surgeons-General. 

Owing to the block in promotion which has been experienced for 
some time past it has been decided, with the approval of the Secretary 
of State for India, to create, for the period of the war, two additional 
appointments carrying the rank of Surgeon-General, such appointments 
to bo filled by officers of the Indian Medical Service in military employ-, 
ment. These appointments, which will be created by converting two 
Indian Medical Servloe Colonelcies into Surgeon-Generalships, will 
carry pay at the rate of Rs. 2200 per mensem, and service therein will 
qualify for additional pension under Army Regulations, India, provided 
that the minimum service prescribed has been rendered. 

DEATHS IN THE SERVICES. 

Surg.-Gen. Charles Planck, I.M.S. (ret.), on August 23rd, aged 87. 
He served in the Indian Mutiny, and was at the relief of Cawnpore and 
Lucknow, being attached to the 90th Foot. At Cawnpore he was Field 
Surgeon. Subsequently he became Superintendent of the Agra Central 
Prison, Inspector-General of Prisons in Burma, and Sanitary Com¬ 
missioner and Superintendent-General in the North-Western Provinces 
and Oudh. He retired in 1888. 

Surg.-Gen. William George Birrell, of the Army Medical Service, has 
died at Lochboisdale, South Uist. He qualified M.B., C.M. Edtn. in 
1880 and entered the Array as surgeon on July 30th, 1881. He served 
in the Sudan Expedition of 183o, when he received the medal with 
clasp and the bronze star. He also took part In the Burmese Expedi¬ 
tion of 1886-87, when he was mentioned in despatches His last 
campaign was the Nile Expedition of 1898, wheu he was the recipient 
of the Egyptian medal. He was approaching his fifty-ninth birthday. 


Cffrrespnbente. 

•• Audi alteram partem.” 


INFANT MORTALITY AND MOTHERCRAFT. 

To the Editor ot The Lancet. 

Sir, —Di. W. A. Brend, in his letter published in The Lancet 
of July 27th, refers to the increase in the industrial employ¬ 
ment of women during the war, yet in spite of this there has 
been no rise in the rate of infant mortality. 

Certain factors have tended to prevent any great increase 
in infant mortality during the past four years ; the chief of 
these may be said to be the diminished birth-rate. In Derby, 
and generally throughout the country, the birth-rate during 
the year 1917 was the lowest recorded ; the number of births 
registered in Derby in 1917 was 2332, while the number 
registered in the year 1913 was 3013, a difference of 681— 
that is to say, nearly one-fourth of the potential mothers 
might have engaged in industrial employment without 
prejudice to the rate of infant mortality. According to the 
Registrar-General (Sir Bernard Mallet) there were 881,890 
births registered in England and Wales in the year 1913, 
whilst in 1917 the births registered fell to 668,346, a 
difference of 213,544, or a decline of 24 per cent. 

Among other factors which have undoubtedly tended to 
reduction of infant mortality daring the war, or at any rate 
have tended to prevent any increase in the infant mortality 
rate, have been (a) diminished alcoholism (Lord D’Abernon 
in a recent lecture delivered at the Royal Institute of Public 
Health stated : “ The statistical and other evidence available 
indicates that insobriety among women both in public and 
in the home has, since the first year of the war, decreased 
to a level far below anything recorded in the past 50 years ”) ; 
( b ) climatic conditions during the war have not been 
favourable to the occurrence of summer diarrhoea—in fact, 
our last diarrhoea year was 1911; ( o ) other agencies which 
have helped to prevent increased infant mortality also, in 
my opinion, include the increased number of welfare centres, 
creches, See., the formation of 11 Baby Week ” Council, and 
generally the greater attention paid to infant welfare 
throughout the country since the war started ; I might also 
inolude the maternity benefit obtained under the Insurance 
Act. 

In spite of these factors favourable to infant welfare there 
has been some increase in the infant mortality rate in Derby. 
The mean rate during the three years 1912 to 1914 was 89 
per 1000 births, that of the three years 1915 to 1917 was 
94 per 1000 births, while in the whole of England and Wales 
the infant mortality rate during the year 1917 was 97 per 
1000 births, as against 91 in 1916. 

Dr. Ronald Carter, in his letter of the same issue, asks for 
figures showing the infant mortality among those attending 
welfare centres and among those not attending. I regret 
that I cannot give these figures, but certain statistics with 
regard to the feeding of children during the first three 
months of life who have been under the direct supervision 
of our health visitors in Derby are of interest as showing 
the paramount importance of breast feeding. Between the 
period Jan. 1st, 1908, and Dec. 31st, 1916, there were 26,532 
births registered in Derby, and of these 24,676 were under 
the direct observation of the women inspectors ; the death- 
rate per 1000 births of children breast-fed was 39 9, while 
that of the children hand-fed was 156*2, and that of children 
partly breast-fed and partly hand-fed was 149*8. The death- 
rate per 1000 births from diarrhoea was 4*0 among the breast¬ 
fed, while it was 37*5 among the hand-fed and 44*4 among 
those partly breast-fed and partly hand-fed. 

I think these figures are, to use Dr. Carter’s words, 
“distinctly disconcerting to the polluted atmosphere 
theorists.” I am, Sir, yours faithfully, 

Albert E. Brindley. 

Public Health Department, Derby. August 20th, 1918. 


THE TREATMENT OF WAR NEUROSES. 

To the Editor of The Lancet. 

Sir,—D r. T. Lumsden, in his letter to The Lancet of 
August 17th, refers to our paper on war hysteria, and 
suggests that the methods of treatment we described should 
be followed by a “a three months’ course of Country Host 
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convalescent treatment ” in order to confirm the cure. In 
our opinion, however, a man who has been cured of hysterical 
symptoms in a Neurological Centre should remain there and 
work in the farm, garden, or workshops, until his cure is 
confirmed. In favourable cases he eventually returns to 
duty, and from all we have been able to hear the number of 
relapses is exceedingly small. The martial misfit, who ought 
never to have been accepted for the Army, is invalided, but 
he does not draw a full pension, as suggested by Dr. 
Lumsdeu, as he is never sent away until he is fit to earn a 
living in civil life, and we rarely recommend a pension of 
more than 20 to 40 per cent. Every man when he leaves us 
has already made arrangements for returning to work ; he 
requires no further treatment, and we do not know of a 
single man invalided from our Neurological Centre who 
has relapsed. 

The Country Host scheme is even less desirable for neuras¬ 
thenia than for hysteria. It is absurd to suggest that any 
layman can take the place of the physician in the treatment 
of these difficult cases. In addition to direct psychotherapy, 
a combination of discipline, work, and amusement are 
required during convalescence, and this can only be obtained 
in a special hospital.—We are, Sir, yours faithfullly, 

Arthur F. Hurst. 

- J. L. M. Symns. 

Seale Hayne Military Hospital, Newton Abbot, 

August 19th, 1918. 


THE PREVENTION OF VENEREAL INFECTION. 

To the Editor of The Lancet. 

Sir,—I read with great interest and satisfaction the letter 
of “X. Y. Z.” which appeared in The Lancet of 
August 24th under the title of “40 D.” I agree with 
those who oppose or deny much value to the “40 D ” 
enactment, which has for its object the punishment of 
women who infect soldiers with venereal disease. The 
legal difficulty of proving the crime is well-nigh as hard 
as the medical one of curing the disease. Now, however, 
that really effective measures of preventing venereal infeo - 
tion have been at last established in the case of soldiers, 
and will, doubtless, become widely known and practised by 
civilians, the contention of “X. Y. Z.” that instruction and 
facilities for similar prevention in the case of women should 
be equally disseminated is surely a sound one. 

Doubtless the more medical prophylaxis is practised by men 
the fewer the number of infected women will be ; but at this 
time, especially when the risk of infection is so great and 
its dire consequences are being spread so widely, it is both 
reasonable and urgent that the inroads of venereal diseases 
should be prevented in both texes as effectively as possible 
and at the earliest available moment. 

I am, Sir, yours faithfully, 

London, August 28th, 1918. H. BRYAN DONKIN. 


THE PSYCHOLOGICAL ASPECT OF 40 D. 

To the Editor of The Lancet. 

Sir, — T he protests of a certain section of the community 
against the examination of women suspected of transmitting 
venereal disease, to which you drew attention in a leading 
article in your issue of August 17th, may seem to many 
exaggerated and hysterical, but the psychologist, who studies 
the indirect effects of laws and who sees more and more the 
far-reaching influences of apparently unimportant matters, 
realises that the question is not one to be dismissed lightly 
or thoughtlessly. 

One of the most important points to appreciate in discuss¬ 
ing all laws, and especially the regulations we are consider¬ 
ing, is that laws, whether they be permanent enactments or 
temporary regulations, are not impersonal matters, but 
actual living realities. The crudest laws and the most 
heartless tyrannies have often been due to an impersonal 
method of criticism and to an inability to feel that legisla¬ 
tion affects individuals and not abstract classes. In the 
present instance this evil is especially obvious. The problem 
is not whether we approve or disapprove of something called 
Regulation 40 D. It is whether we approve or disapprove of 
A. B., a young woman, age 23, who has been found to 
hav^ become intimate with her lover C. D., being practically 
forced to undergo a physical examination by Dr. E. F., 
the prison doctor, or by Dr. G. H., whom she knows 
slightly or by some other doctor of whom she has 


never heard. Having put matters on the frankly personal 
basis from which all laws should be considered, we must 
further face the fact that A. B.’s examination is going 
to consist of a physical and mental experience possibly, 
and perhaps probably, very similar to that which she has 
had with C. D. Anyone who has studied carefully the 
growth of psychology during the past 10 years will know 
that I say this advisedly and without the slightest insinuation 
of improper conduct on the part of the doctor. A physical 
examination of the parts necessary to discover traces of 
venereal disease is not the same as a physical examination of 
any other parts of the body, and every psychologist knows 
that it arouses certain mental complexes which the physical 
acts necessary to make a proper examination tend to 
increase. But there is one very important difference 
between A.B.’s experience with C. D. and the examination, 
and it increases the evil effects of the latter. However 
transitory the relationship between A. B. and C. D. may 
have been there was some measure of sentiment, if not 
affection, whereas when similar mental complexes are 
aroused by a doctor in the course of his examination they 
are usually impersonal, and the mind, tending to centre on 
the feeling itself rather than on the person who arouses it, 
turns what should be a personal complex into a complex 
impersonal and self-sufficient. We are thus faced by the 
fact that the more strictly honourable the doctor is in his 
work the more impersonal will the girl’s feeling usually 
become about matters that should be strictly personal, 
and what is supposed to be a safeguard becomes from 
another and a most important aspect a great danger. 
It must be fully realised, therefore, that Regulation 
40 D does not merely place women at the mercy of 
the State, it places A. B. in the hands of Dr. E. F., who, 
if he has studied psychology, knows that with the best 
intentions and the most honourable adherence to the 
strictest rules of his profession he may do great harm, and 
do this harm by the very impersonality which his sense of 
honour dictates. 

It must not be supposed that the effects of such an 
examination are always harmful ; they may be negligible 
and sometimes even beneficial; but, whatever the type of 
woman we are examining, we are asking her to undergo an 
ordeal without the natural aid of affection or attraction 
which under other circumstances would tend to normalise her 
feelings. We must not forget that we are influencing 
emotional feelings at a time when they are at their highest 
and most susceptible, and that even if we do not arouse or 
increase a definite phobia or mania it is very probable that 
we are creating a changed attitude of mind towards certain 
most important questions. To say that the individual must 
be sacrificed to the good of society is in the present instance 
irrelevant, for we are spreading an atmosphere of publicity 
and promiscuity over matters which, in the interests of 
society as much as in the interests of the individual, should 
be kept on as intimate and personal a basis as possible. 

Our outlook on legislation must be influenced by our 
growing knowledge of psychology. We must realise that in 
asking a girl to be examined for venereal disease the State 
is not merely testing her innocence, but is inevitably also 
testing her emotional character and her sense of modesty, 
and many complicated reasons may lead to her refusal. We 
must also understand that in making an examination of this 
kind the State does more than ascertain a physical fact 
about a girl’s body, it also performs what to many may be a 
.very serious psychological operation, and one that may lead 
indirectly to results which society unhesitatingly condemns 
and heavily penalises. 

There must be many who have no special brief for the 
extension or for the repeal of Regulation 40 D, but who, if 
they realised the facts which have now become obvious to 
the psychologist, would demand a little deeper study of 
psychology by our legislators. If an examination is to 
become a permanent part of our legal methods of preventing 
the spread of venereal disease, the State should realise more 
fully the mental effect of its laws, and make some improve¬ 
ments which might mitigate their severity. The girl, for 
example, should be told frankly and fully what the exa¬ 
mination means, and, whether she prefers the prison doctor 
or not, she should be always given the opportunity of having 
anybody present she chooses. There are, I am aware, doctors 
who insist on privacy in these matters, but there are also 
many with great experience who insist on the reverse, and 
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one, at least, of oar greatest specialists refuses to perforin 
privately an examination of this kind. It is obvious that 
when an examination is necessary as part of the legal 
machinery for the establishment of innocence the conditions 
of t he examination should be made as easy as possible. 

The law may often in its punishments produce results far 
different from those which it intends, but an increased 
study of psychology in connexion with punishment and with 
legal procedure will give us more insight into the effect of 
certain laws and suggest at least a few important alterations. 
By a little more sincerity and by a little deeper study we 
may realise that mental cruelty is often worse than physical, 
and, without unduly erring on the side of mercy or leniency, 
we may have a more exact knowledge of the effect of certain 
punishments on particular individuals and regulate them 
with a greater care and with a finer sense of the true 
meaning of justice. There are few matters that need a 
deeper knowledge of the indirect results of legislation than 
the questions we have been discussing. At a time not very 
far distant a scientific appreciation of the psychological 
effect of laws will be an accepted part of our social con¬ 
sciousness, and even to-day Governments are being forced 
before they legislate to accept scientific advice from many 
different quarters. Let us hope that the Government in 
considering such questions as those connected with Regula¬ 
tion 40 D will at least make an effort to face frankly 
questions of penal psychology which before long will be 
common knowledge. 

I am, Sir, yours faithfully, 

1 Cyril Bruyn Andrews. 

Reform Club, Pull Mall. S.W., Angn*t 2Ut, 1918. 


THE FUTURE OF THE MEDICAL PROFESSION. 

To the Editor of The Lancet. 

Sir, —In reference to Dr. Lauriston Shaw’s letter in your 
issue of August 24th I should have thought that Professor 
Benjamin Moore and myself had made it perfectly clear that 
the form of competition which we would like to see abolished 
was competition for direct personal pecuniary gain, or, in 
other words, for patients and their fees. It is surely self- 
evident that this would be accomplished by the introduction 
of a whole-time salaried service, but Dr. Shaw- confuses the 
issue by dragging in many other forms of competition which 
he rightly says such a service would not abolish. 

In all walks of life there are forms of competition which 
it would be impossible, and indeed disastrous, to abolish, 
and it is so in medicine. There is nothing wrong with com¬ 
petition in itself, but the goal for which people compete may 
make it good or bad. It is good that men’s varying powers 
should •* be used to increase their opportunities of useful 
service it is bad that physical endurance and a plausible 
tongue should be used in competition to secure pecuniary 
reward at the expense of men with brains and conscience. 

I am, Sir, yours faithfully, 

August 26th, 1918. CHARLES A. PARKER. 


COLONIES AND AFTER-CARE. 

To the Editor of The Lancet. 

Sir, —In their article on Colony Treatment in The Lancet 
of August 3rd Mr. P. C. Varrier-Jones and Professor G. Sims 
Woodhead completely misrepresent the work now done by 
tuberculosis dispensaries. They state : — 

“ Most of the consumptives now with us are 4 advanced cases.’ They 
flock to our new dlspensariea, and the extensive statistics compiled 
from the records of the visits of these poor unfortunates are accepted as 
evidence of splendid things achieved.” 

Now. in point of fact, at no tuberculosis dispensary known 
to me do the advanced cases number more than 10 to 20 per 
cent, of all attending patients. 

Even more curious is the statement that “Sir Robert 
Philip's well-thought-out scheme is being distorted and 
turned to very wrong uses.” Now Mr. Varrier-Jones ought 
to know. He has been a close student of the writings of 
Sir Robert Philip, as anyone may discover who compares 
portions of unacknowledged text in Mr. Varrier-Jones’s 
“Work as a Factor in the Treatment of the Consumptive 
Working Man ” (Cambridge, 1915) with the same passages 
in addresses by Sir Robert Philip. For example: — 

Sir R. \V. Philip (Thr Lancet. 1909. ii.,287) writes:—“It is time that 
we gra-spthe larger conception of tuberculosis as not merely the cause 
of overwhelming mortality and iuiinlte distress, physical an>i economic. 


but also a great devitallser of the race, indirectly responsible for an 
Incalculable amount of other Illness.” 

Mr. Varrier-Jones (1915, loc. cit., p. 6) writes: " It remains for us ...?.. 
to grasp the larger conception of tuberculosis as not merely the cause of 
overwhelming misery and distress, physical and economic, but a great 
devitallser ot the race, indirectly responsible for an incalculable amount 
of other illness.” 

Nevertheless, I can see nowhere signs of distortion unless 
in the article under discussion. The tuberculosis dispensary 
is a central collecting and distributing station in a given 
area for the large mass of tuberculous patients. From the 
dispensary their homes are visited, and large numbers of 
infected people are thus discovered. The majority of early 
cases are successfully treated at the dispensary, and are 
enabled to continue their work by a change from unhygienic 
to physiological conditions, such as open windows, at home. 
From the dispensary patients are distributed to open-air 
schools, to sanatoriums, colonies, and to hospitals for 
advanced cases. 

It is surely folly to send advanced cases, unable to work, 
to a colony, even if coffin-making were included among the 
trades of the colonists. Everyone with sanatorium expe¬ 
rience knows the depressing influence of a death on the 
other patients, and colony patients will be likewise affected. 
Moreover, the general public will rightly object to infectious 
patients being deliberately set to any occupation concerned 
with the production of food or raiment. Lastly, there are 
obvious administrative difficulties in attempting to treat 
early, febrile, and advanced cases in the same institution. 
Sanatoriums filled with advanced cases have failed, and so, 
too, the work of colonies may be brought to nought. 

Some enthusiasts cannot understand that the success of 
any institution for tuberculosis depends on its being 
coordinated into a harmonious scheme. A few years ago 
sanatoriums alone were to wipe out the disease, and now the 
same promise is being made for colonies. This tempts me 
to conclude with the prophecy that within five years open- 
air schools will be proclaimed as the one and only solution. 

I am, Sir, yours faithfully, 

August 21st, 1918. HALLIDAY SUTHERLAND. 


URBAN VITAL STATISTICS. 

(Week ended August 24th, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at 16,500.000 persons, the 
annual rate of mortality was 10*8, against 10*4 per 1000 in each of the 
two preceding weeks. In London, with a population slightly exceed¬ 
ing 4,000,000 persons, the death-rate was 9 6, or 0*2 per 1000 below that 
recorded in the previous week ; among the remaining towns the rates 
ranged from 2*9 in Wimbledon. 4*7 lu Eastbourne and in Rhondda, 
and 4-9 in Ilford, to 18*9 in Bootle, 20 7 in Wigan, and 22 6 In 
Rotherham. The principal epidemio diseases caused 420 deaths, 
which corresponded to an annual rate of 1*3 per 1000. and 
included 309 from infantile diarrhoea, 35 from diphtheria, 36 from 
whooping-cough, 29 from measles. 6 from scarlet fever, and 5 from 
enteric fever. The deaths from diarrhoea showed a further Increase, 
and Included 34 # In London, 30 in Liverpool. 28 in Birmingham. 17 in 
Leeds, and 13 in Sheffield. The 710 cases of scarlet fever and 881 of 
diphtheria under treatment in the Metropolitan Asylums Hospitals 
and the London Fever Hospital were 29 and 22 below the respective 
numbers remaining at the end of the previous week, of the total 
deaths in the 96 towns 119 resulted from violence. The causes of 
15 deaths were uncertified, of which 3 were registered in Birmingham 
and in Liverpool, and 2 each in London and Leicester. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality was 9*9, against rates steadily declining from 17 4 to 10*0 per 
1000 in the live preceding weeks. The 236 deaths in Glasgow corre¬ 
sponded to an annual rate of 11*0 per 1000, and Included 28 from 
infantile diarrhoea, 8 from whooping-cough. 4 from measles, and 1 each 
from enteric fever and diphtheria. The 53 deaths in Edinburgh were 
equal to a rate of 8*3 per 1000, and included a fatal case each of 
scarlet fever and Infanille diarrhoea. 

Irish Towns .—The 142 deaths in Dublin corresponded to an annual 
rate of 18*6, or 10 per 1000 above that recorded in the previous week, 
and Included 23 from infantile diarrhoea, 4 from whooping-cough, and 
1 from measles. The 108 deaths in Belfast were equal to a rate of 
14*3 per 1000, and included 17 fatal cases of Infantile diarrhoea. 


Post-Graduate College, West London Hos¬ 
pital. —During next week clinics will be held each week-day 
at 2 p.m., Wednesday, Friday, and Saturday also at 10 a.m. 

The Local Government Board has issued an 
anneal to local authorities to set an example of economy by 
reducing to the minimum consistent with safety the con¬ 
sumption of coal, gas, and electric current in all under¬ 
takings under their control. They are further asked to take 
every opportunity of impressing upon the public the para¬ 
mount necessity of economy, as, for example, by care in the 
use of water which ha9 to" be pumped either at the water¬ 
works or at the sewage disposal works, or both. 
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Jjpintmtnts. 

Bourne. a. W., M.B., B.C., P.R.C.S., h&a been appointed Obstetrician 
in charge of Ante-natal Department. Queen Charlotte's Hospital. 

May-Atkinson, H. King, M B., Ch.B. Viet. Manch., Medical Officer of 
Child-Welfare Centre, Manchester Corporation. 

Paui., Hugh L., M B., Assistant Medical Officer at the Leeds Sanitary 
Committee’s Hospitals. 

Richards, W. J., Visiting Physician to Shleldhall Hospital. 

Semple, Agnes L., M.B., Ch.B. Aberd., Resident Medical Officer, 
Dundee Poorhouse. 

Watt, J., M.A., M.D., D.P.H. Aberd., Medical Superintendent of the 
Downs Sanatorium, Sutton, 8urrey. 


$araitrits. 


For further information refer to the advertisement columns. 
Berkshire Royal Hospital, Reading.— H.Q. £250. 

Bethnal Green Infirmary , Waterloo-road. E.— Asst. M.O. £350. 
Bmurnemoiith. Royal Victoria and West Hants Hospital.— Roe. M.O. £400. 
Bristol Education Committee.— School M.O. £500, 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Bristol University .— Demonstrator in Physiology. 

Chichester , Grayliw/well War Hospital.— lies. M.O. £1 per diem. 
Children's Infirmary, Cleveland-street, W -Female Assist. M.O. £300 
Elizabeth Garrett Anderson Hospital. Euston-road, N. W .— Female 
H.P. and Obstet. Asst. £50. Also Clin. Assts. 

Evelina Hospital,for Children, Southwark , S.E. - H.S. £160. 

Glasgow , Govan District Asylum, Cardonald.— Locum Tenens or Temp. 

Asst. 6 or 7 guineas weekly. Also Sen. Asst.. M.O. 

Great Northern Central Hospital , Holloway-road. N.—H.S. £100. 
Grimsby and District Hospital.— Sen. and Jun. H.S. £175 and £125 
Hastings. East Sussex Hospital.— H.S. £250. 

Hospital .for Consumption and Diseases of the Chest, Brompton.— H.P. 
30 guinea*. 

Hospital for Sick Children, Gt. Ormond-st., W.C.— Asst. Cas. M.O £100 
Liverpool . Royal Southern Hospital. -Two H.s. and Cas. O. 
London^University; University College.— Demonstrator in Anatomy. 

Manchester Education Committee.— Female Temp. Asst.SchoolM O £350 
Metropolitan Hospital , Kinasland-road. E.— H.P. £150. 

Ministry of Munitions of War , St. James's Park, S. Il'.-Two Female 
M.O.’*. £450. 

Much Wenlock, Salop, King Edward VII. Memorial Sanatorium 
Temp. Asst. Med. Supt. £300. 

Northampton General Hospital.— Jun. H.S. £150. 

Northampton, Northamptonshire War Hospital.- Res. M.O. £1 daily 
Northumberland County.— School Med. Insp. £350. 

Northwood, Middlesex, Mount Vernon Hospital for Consumption and 
Diseases of the Chest.— Asst. Res. M.O. £250. 

Oldham Union Workhouse.— Res. Asst. M.O. £300. 

Portsmouth Counlu Borough.— A bbi. Tuberc. O. £350. 

Queens Hospital for Children, Bethnal, Green, E.— H.S. £100. 

Queen .Vary’s Hospital, Strafford.— H.S. 

Rotherham Hospital.— Jun. H.8. £150. 

Royal London Ophthalmic Hospital, City-road, E. C.-Den. Bacterio¬ 
logist. £120. Also Refract. Assts. £100. 

Royal Waterloo Hospital jor Children and Women. Waterfoo-road. 

S.E.—San. Female Res. M.O. £200. 

Plymouth, South Devon and East Cornwall Hospital.— M.O. for Venereal 
Diseases Department. £500. 

St. Lancs > Pilkington Special Orthopedic Hospital.—Res. M.O. 

St. MaryUbone Infirmary, St. Charles-square, N. Kensington.— Temp. 
Asst. Res. M.O. 

Salford Royal Hospital.— H.P. £250. 

Scottish Womens Hospitals. -Female Asst. M.O.’s for Salonika. £300 
Sheffield Royal Infirmary. — Res. S.O. £200. Also H.S. £150. 

Surrey County Council.— Tuberc. M.O. £500 
TYuro, Royal Cornwall Infirmary.— H.S. £150. 

Walsall General Hospital.— Female Sen. H.S. and An»s. £250. 
Warrington Infirmary and Dispensary.— Son. and Jun. H.S. £250 
and £140. 

Wilts County Council.— Asst. Sch. M.O. £400 

Wolverhampton and Midland Counties Eye Infirmary. — H S £200 

Wolverhampton and Staffordshire General Hospital.— Asst. H.S. 

The Chief Inspector of Factories, Home Office. S.W., gives notice of 
\ctsat C £ f 1 < jg^ J p^ i tifv, ] nKSur K eon under the Factory and Workshop 

Carriages, anil g*at&s. 

BIRTHS. 

Clark-Jonks.— On August 29th, at Burbage, Marlborough, Wilts to 
Dr. and Mrs. Clark-Jones—a daughter. 

Coplans.— On August 26th, the wife of Captain C. Coplans, R A M C 
of a daughter. ’ 

Helm -On August 30th, the wife of Captain (acting Lieutenant- 
Colonel) C. Helm, M.C., R.A.M.C., of a son. 

HILL.—On Sept 2nd, at Rutland-square. Dublin, to Kathleen JoseDhine 
(ntc Kenny), wile of Captain J. F. Hill, M.C., R.A.M.C B.B F 
France -a son. ’ '* 

j01f « s *^ 0n Au g u8t 26th ’ at The Manor House. Tamworth, the wife of 
R. Francis Jones, M.R.C.S. Eng., L.R.C.P. Lond.. of a son. 

Mennell —On August 29th, the wife of James B. Mennell. M D 
Camb., M.R.C.S., L.R.C.P. Load., Royal-crescent, London, W * of 
a son. ' 

Parrott.- On August 30th, at Ross, the wife of Harold W. Parrott 
M.B.. B.Sc. Lond., of a daughter. ’ 

Robertson.— On August 29th, at Westbourne terrace, Glasgow’, the 
wife of Captain Berkeley H. Robertson, R.A.M.C., of a daughter. 


MAKRlAGKt*. 

Graham—Paul. —On August 31st. at 8t. John’s Church, Kensington, 
Captain James Wells Graham, R.A.M.C., to Jeaoie Cameron, 
daughter of W. H. Paul. Parte House, Stroud. Glos. 

Howklls—Miles —On August 28th, at Llanishen Church. John 
Francis Howells, Surgeon. R.N. to Dora Gwendoline, youngest, 
dtughter of Mr. James Miles, J.P., and Mrs. Miles, The Pines, 
Penylan, Cardiff. 

Marshall Sewkll.—O n August 3Jst, at St. Alfege Church, Green¬ 
wich. Captain Reginald Pryune Marshall, R.A.M.C., M.R.C.S. Eng., 
L.li.C. P. Lond., to Emily Kate, second daughter of Mr. H. B. 
Sewell, solicitor and coroner, and Mrs. Sewell, of Croom’s Hill, 
Greenwich. S.K. 

Penman —Walter.— On August 22nd, at the Parish Church, Bromley, 
Hugh Forrest Penman. M.B., Ch.B. Kdln., Lieutenant. R.A.M.C., 
to Jessy Dorothy Walter, sec md daughter of the late William 
Walter and of Mrs. Walter, Willow Bank, London-road, Bromley. 


DEATHS. 

Bridges. —Accidentally drowned while on active hervice abroad 
Lieutenant-Colonel Roland Harley Bridges, D.S.O.. R.A.M.C., 
aged 30. 

Kidd —On August 20th, at White Rock, Hastings, Joseph Kidd, M.D., 
agfd 94. 

Maxwell. — On August 23rd, at Elmsllgh-road, Paignton, suddenly, 
James Burns Maxwell. B.A. Cantab.. M.R.C.S,. L.R.C.P. 

Saundbv.— On August 28th, at Hagley-ruad, Edgbaston, Birmingham, 
Robert Saundby, M.D.. F.R.C.P., LL.D., LleutenantrColonel, 
R. v.M.C. (T.), Emeritus Professor, University of Birmingham. 

Tennknt. — Killed in action on August 22nd, Major Bernard Charles 
Tennent, M.C.. R.A.M.C. 

Ward.— On August 30th, suddenly, at Wellesley House Hospital, 
Aldershot, William Alfred Ward, M.R.C.S., L.R.C.P. Lond., L.S.a., 
Major, R.A.M.C., aged 49. 

N.B.—A fee of 6s. is charged Jor the insertion of Notices oj Births, 
Marriages, and Deaths. 


EDITORIAL NOTICE. 

In consequence of the pressure on our space and the shortage 
of paper , the Editor may be compelled to abbreviate communica¬ 
tions , as an alternative to their refection, rvhen time does not 
allow them to be reconsidered by their authors. 


Communications, Letters, &c., to the Editor have 
been received from— 


B. —Capt. P. H. Bahr, R.A.M.C.; 
Dr. G. Blacker. Lond.: Board of 
Agriculture and Fisheries, Lond. 

C. —Dr. H. P. Cholmeley, Forest 
Row’; Dr. Velasques de Castro, 
Granada : Dr. F. G. Crookshank, 
Lond.; Coal Controller’s Office, 
Lond.; Chicago School of Sani¬ 
tary Instruction. 

D. —Dr. R. Donaldson, Reading ; 
Capt. F. C. Drew. 

E. —Uapt. R. C. Elraslie, R.A.M.C. 

F. —Staff Surg. P. Fildes, R.N.V.R. 

G. —Mr. C. R. Gentry, Lond.; Dr. L. 
Guthrie, Lond.; Mr. J. Gals¬ 
worthy, Lond. 

H. —Mr. G. Hamlyn, Nottingham ; 
Harrogate Wells and Baths, 
General Manager of. 

J. —Major W. Johnson, R.A.M.C. 

K. —Messrs. P. S. King and Son, 
Lond.; Capt. A. M. Kennedy: 
King’s College Hospital Medical 
School, Lond., Sec. of. 

L. —Messrs. Longmans, Green, and 
Co., Lond.; Mr. A. H. Long, 
Ixmd.; Mr. W. Lloyd, Lond.; 


Dr. A. W. Lemarchand, Barn¬ 
staple. 

M. —Dr. Doris L. Mackinnon, 
Dundee; Mr. E. P. Martin, 
Weston-super-Mare; Dr. J. B. 
Mennell, Lond.; Middlesex Hos¬ 
pital Medical School, Dean of. 

N. -Major A. N4ve, R.A.M.C. 

O. —Mr. J. Offord. Lond. 

P. —Major J. Phillips. R.A.M.C.; 
Miss A. A. Parson, M.B., Lond.; 
Miss K. Pilkington, Lond. 

R. —Dr. R. R. Rentoul, Liverpool; 
Lr. Rivers, Barnsley; Major 
L. B. Robertson, C.A.M.C. 

S. -Prof. J. W. W. Stephens; Dr. 
G. F. Still. Lond.; St. Bartholo¬ 
mew’s Hospital and College, 
Lond., Dean of; Scientific ami 
Industrial Research Dept., Lond.; 
Prof. E. H. Starling, Lrf>nd. 

T. —Mrs. Taylor, Glasgow. 

V. -Mr. S. K. Valdya, Lond. 

W. —Capt. P. L. Wat kin-Williams, 
D.S.O., R.A.M.C.; Surg. C P. G. 
Wakeley. R.N.; Capt. P. Wood. 
R.A.M.C. 


Offices: 423, 8trand, London. W.C. 2. 


BOOKS. ETC., RECEIVED. 

King, P. S., and Son, London. 

Race Regeneration. By E. J. Smith. 7s. 6<l. 

Laurie, T. Werner. London 
Art of Thinking. By T. S. Knowlson. Is. 6<i. 

Chats ou Photography. By W. Wellington. 1#. 

Office or the Dairy World London. 

Soft Cheese Making. By C. W. W. Tisdale. F.C.S., and T. R. 
Robinson, F.S.I. 3#. 

Paul, Stanley, and Co., London. 

James Hinton. By Mr*. Havelock Ellis. 1C$. 6 d. 

Phillips, Stanley, Broudesbury-road, N.W., and W. M. Leonard, 
Boston. 

: Modern Systematic Diagnosis and Treatment. By 
K. E. southard, M.D., and H. C. Solomon, M.D. 2D. 

Routlkdge, George, and Sons, London. 

St 2 d i e l! 1, ^ KIe ,o r ' ro ' p * tllolo tfy- «y A. White Robertson, Terap/Major, 
K.A.M.U. 12*. 6 tl. 

Society for Promoting Christian Knowledge, London. . *2 
Problem of Man’s Ancestry. By Professor F. Wood-Jones. Id. 
Stratford Co., Publishers, Boston. Mass. 

Stories of the Steppe. By M. Gorki. 25c. 

Unwin, T. Fisher, and Bernard Quaritch, London. 

Aspects of Death By F. Parkes Webar, M.D. 3rd ed. 3Ck, 

Year Book Publishers. Chicago. 

Pl 2 ct n c ^ 1 Modlcin e Series. 1918 Vol. I.. General Medicine. By 
F. Billings. M.D., and B. O. Kaulston.M.D. 82.25. Vol II., General 
Surgery. By A. J. Ochmer. 82.50. 
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Stoinl Beta. 

Child Welfare. — A special course of lectures 
on infant care for health visitors, nurses, midwives, school 
teachers, and others will be held from Sept. 16th to 20oh in 
the lecture theatre, University ^ollege, Nottingham. The 
lecturers include Sir Francis Champneys, Dr. Mildred 
Burgess, and Dr. Marv Scharlieb. The fee for the course is 
10 *., or 1*. 6 d. for a*single lecture, the text-book being 
“ Mothercraft.”—Another special course of lectures will be 
given at Swansea, in the Secondary School for Boys, on 
Saturdays, beginning on Oct. 5th and ending on Nov. 2nd. 
The fees and text-book will be the same as above.—At 

1, Wimpole-street, London, W., from 5.30 to 6.30 p.m. on 
Mondays, from Sept. 30th to Dec. 16th, an elementary course 
of lectures on infant care will be given in preparation for 
the elementary certificate of the National Association for 
the Prevention of Infant Mortality, the lecturers being Dr. 
F. Trilby King, Mr. H. G. Adamson, Dr. fl. C. Cameron, Dr. 
Maurice Craig, Captain F. Vincent Denne, Dr. T. N. Kelynack, 
Dr. Eric Pritchard, and Miss Norah March. The fee for the 
course is 5s. Application forms and full particulars may be 
obtained from the Secretary, National Association for the 
Prevention of Infant Mortality, 4, Tavistock-square, W.C. 1. 

Royal Medical Benevolent Fund.— The follow¬ 
ing is a continuation of a summary of cases relieved: — 

Daughters, aged 56 and 53, of M.R.C.S. who practised at Kingsdiffe 
and died in 1890. Bach has an income of £11 6 s. from dividends. They 
obtain occasional work as governesses, but at present without work. Mach 
relieved three times. £9 each per annum. Voted £9 in 12 instalments.— 
Widow, aged 51, of M.R.C.S. Eng. who practised at Bampton, Oxon, and 
died in 19.6. Was left with limited means and one daughter, now aged 19. 
who is training for a teacher. Income from dividends, £10. Brother pays 
the rent and helps a little. Relieved twice, £20. Voted £10 in two 
instalments.— Widow, aged 55, of L.R.C.P. AS. Bdin. who practised at 
Blackpool and died in 1912. Applicant left without means. Friends 
provide about £30, and she is now endeavouring to support herself 
bv taking paying guests, but owing to ill-health can only do 
so on a very limited scale. Relieved twice, £10. Voted £5. — 
Daughter, aged 68, of M.R.C.S. Eng. who practised at Liverpool and 
died in 1881. Applicant lost her income by the failure of an Australian 
bank and is a permanent invalid dependent on friends and help from 
the Fund. Relieved five times, £60. Voted £12 in 12 instalments — 
Widow, aged 73, of L. f .P.S. Qlasg. who practised at Rochdale and died 
in 1899. Was left unprovided for at her husband's death a* d her 
children, all of whom are married, can only help a little, and applicant 
is too old to work. Relieved once, £12. Voted £12 in 12 instalments. 
-Daughter, aged 37. of M.D. Dub. who practised at Moorcroft and 
British Guiana and died in 1884. Applicant was left without means and 
suffers from tuberculous glands, so unable to work. Relieved 12 times, 
£110. Voted £10 in two instalments.—Widow, aged 76, of M.B. Edin. 
who practised at Ladswade and died in 1913. Her late husbtnd died 
after a very long illness and all their savings were exhausted. 
Applicant is now dependent on help from friends and help from the 
Fund. Relieved once. £12. Voted £12 in 12 instalments. 

Subscriptions mav be sent to the acting honorary 
treasurer, Dr. Samuel West, at 11, Chandos-street, 
Cavendish-square, London, W. 1. 

London Intercollegiate Scholarships Board. 
—The following Medical Scholarships have been awarded 
University Colie qe: Bucknill Scholarship: I. W. Gallant, 
Central Foundation Bovs’ School, and University of London, 
University College. Medical Exhibitions: H. Rosenberg, 
Central Foundation Boys’ School, and University of London, 
King’s College; B. Deane, Botham School. York; proxime 
accessit, Rachael Halperin, University of London, University 
College. King's College: Warneford Scholarships: P. B. 
Wilkinson, Plymouth College; M. G. L. Perkins, West¬ 
minster School, and University of London, King’s College ; 

L. H. Savin, Christ’s Hospital, Horsham. Westminster 
Hospital Medical School : Natural Science Scholarship : 

M. Stieber, University of London, University College. 
King's College Hospital Medical School: Science Scholarship : 
Christine P. Francis, Brighton High School. Arts Ex¬ 
hibition: \V. P. H. Sheldon, Bancroft’s School. London 
(Royal Free Hospital) School of Medicine for Women: 
St. Dunstan’s Medical Exhibitions: Margaret E. Reynolds, 
North London Collegiate School; Ellen M. Howard, 
St. Paul’s Girls’ School. Isabel Thorne Scholarship : 
Ethel A. Perrott, Bromley High School. Mabel Sharman- 
Crawford Scholarship : Dorothy N. L. Leverkus, London 
(R.F.H.) School of Medicine for Women. 

^The Cancer Death-rate in Leicester. — In liis 
annual report for 1917 Dr. Killick Millard, medical officer 
of health for Leicester, says the deaths from cancer and 
malignant disease numbered 255, equivalent to a rate of 
IT7 per 100,000 of the population, the highest rate yet 
recorded in the borough. 

The death is announced of Mr. Darner Harrisson, 
Colonel, A.M.S. (T.), lecturer on clinical surgery in the 
University of Liverpool and honorary surgeon to the King. 

gates, Sftait Comments, anti Jnstoers 
to Correspondents. 

HERB-GROWING AND BOTANIC DRUGS. 

The Royal Horticultural Society in a recent circular 
urges on educational authorities and commercial corpora¬ 
tions the importance of developing the vegetable wealth 
of the Empire. The dislocation in the vegetable drug 
traffic due to the war has already had an effect in 
stimulating the study of medical botauy and the pro¬ 
duction of books dealing with various aspects of the 
subject. Dr. Thomas Blair, in his preface to Botanic 

Drugs (Cincinnati, 1 Ohio : The Therapeutic Digest Publishing 

Company. Pp. 394), remarks that there are 19 countries 
with well-based pharmacopoeias recognising 550 botanic 
drugs. Dr. Blair anticipates a growing market for these 
medicinal products, and be presents the reader with a 
careful record.—The author of Histology of Medicinal Plants , 

Dr. W. Mansfield (London: Chapman and Hall; New 

York: John Wiley and Sons. Pp. 305. Price 13s. 6 d. 
net), is professor of histology and pharmacognosy in the 

College of Pharmacy attached to Columbia University, 

N.Y., where he has had mauy years’ practical experience 
in examining powdered drugs for commercial purposes. 

An account is given of the various plant tissues and the 
cells composing them, the book going on to deal with the 
bi6tologv of roots, Bteras, barks, flowers fruits, and seeds. 

Many excellent original illustrations embellish the text.— 

A fourth edition has also just appeared of Professor L. E. 

Savre’s large Manual of Organic Materia Medica and Pharma¬ 
cognosy (Philadelphia : P. Blakiston’s Son and Co. Pp. 606. 

Price $4.50), which contains, along with a very full introduc¬ 
tion to the studv of the vegetable kingdom, details of 
preparation of all* vegetable drugs and practical ohapters 
on such matters as the insects injurious to drugs. 

More than 300 illustrations are given.—Attention may 
be called to the exhibit at the British Scientific 

Products Exhibition (now being held at King’s College, 

London) of home-grown vegetable drugs by the School 
of British Medicinal and Commercial Herb-Growing. 

Mrs. H. Grieve, principal of the school, is president and 
advisory expert to the Brjtish Guild of Herb-Growers, 
which represents a movement to recapture permanently 
from Germany and Austria the herb-growing industry. In 
a leaflet which may be obtained from Mrs. Grieve (The 

Whins, Chalfont St. Peter, Bucks) a full list is given of the 
medicinal plants which may be grown in this country. 

MEDICAL MEN AND THE VOLUNTEER 

OBLIGATION. 

A RECENT Circular (R. 224) sent down by the Local 

Government Board and the Scottish Office to local and 
appeal tribunals deals with the duties and obligations of the 

Volunteer Force. Every person exempted by a tribunal is 
liable to be called on for Volunteer service unless the tribunal 
orders otherwise, and this liability rests equally on the 
medical man. The line, however, taken by the Medical 

Tribunal is that doctors should not be called on as a rule to 
join as Volunteers, as their services are too urgently required 
for medical work, and the exemption certificates so far 
issued have invariably contained an order stating that the 
applicant should not be liable to join the Volunteer Force. 

This will protect all who apply to the Medical Tribunal, and 
until their cases have been considered by the tribunal tney 
cannot be called on to perform duty as Volunteers. 

THE CARE OF THE FOOT. 

Although it is abundantly true that an army marches on 
its belly, the foot requires some consideration. Major T. 

Rugh, in charge of military orthopedics at the office of the 
Surgeon-General, U.S. Army, tells us (American Journal of 

Orthopedic Surgery , August, 1918) that the Munson shoe has 
solved all the difficulties of corns, callosities, ingrown nails, 
overriding toes, and blisters of the feet. Intelligent care is 
now being applied to soldiers’ feet on this side of the 

Atlantic. Under the title of “ First Aid for Foot Troubles ” 

(London: Scientific Press, Ltd., Is. 3d. net.) Mr. E. G. V. 

Ranting, President of the Incorporated Society of Chiro¬ 
podists. has written a little book designed to render the 
soldier more efficient, and also, as Dr. A. W. Oxford points 
out in a foreword, with the aim of popularising through¬ 
out the country the work carried on at the headquarters in 

London. After emphasising the need for patience and 
attention to detail if battalion chiropody is to be carried 
out effectively, the author gives detailed instruction in the 
care of the nails and the treatment of tneir malformations, 
describing the various pads—corrective and protective—that 
have been found of service in chronic cases among soldiers. 

The importance is great of keeping the feet of marching 
men as healthy as possible, and the book should prove 
useful to this end. 
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CONDITIONS OF SERVICE AND OF PAY FOR SPECIAL 
RESERVE, R.A.M.C. 

inquiries received from time to time it is evident 
r? a conditions of service and of pay in tbe auxiliary 

** j # b ^ an 9° es are not as well known as thev might be, 

6 /°*!owing summary of conditions prevailing under 
the Special Reserve may be useful for reference 

First app >lntment« will he made to the rank of Lieutenant, on pro- 
b k ~ n AL a l a 'I*' Kw^ationsM Special Reserve. 1911 (latent). ) P 
candidate lor the R.A.M.C. must be under 30 vears of aire, and 

Offi^ r ri a) T et i ,8 ,°n un<ler l he “ edleal Acts, or (6) k membe^of the 
Ufficers Training Corps who has completed that p>rtlon of the 
curriculum of a student of medicine which at the time of his appoint¬ 
ment places him in a position to obtain diplomas or degrees entitling 
him to be registered as a medical practitioner in two years from the 
date of his appointment. (Para. 81 .) 

Application for commissions in the Special Reserve of Officers will be 
w^ e nS^ r ? V which will be forwarded to “The Secretary, 

tllrou K h th « officer commanding his con¬ 
tingent. If the candidate is a member of the O.T.C., or through the 
commanding his unit, if a member of the Territorial Force. 

If the candidate holds a commission In the Territorial Force, the 

4nd | I1 2 t he unlt to which he belongs will certify (on Army 
Form B 201) as to his htness for the Special Reserve. It will not be 
necessary for him to resign his commission In the Territorial Force: his 
commission [in Territorial Force] will be determined [i.e., will cease to 
exist] as from the day preceding date of appointment as probationer to 
the Special Reserve. (Para. 83.) 

On appointment to a commission the candidate will receive lnstruo 
usuall y through a General Officer 

Uotnmandlng-ln-Chief. (Para. 85 .) 

On completion of his probationary training, and passing prescribed 
examination, and being satisfactorily reported on. he will be confirmed 

proUt.o“ m Tpa , 'a. 1 kT t " ^ ^ ^ ° f fim app0 "‘ tme ' lt » 

Lfobi/t/fcs ai»4 Conditions of Service.-An officer of Special Reserve 
of Offic-rs will be liable to undergo training for the period and at the 
place which may be prescribed for his branch of service (six months 
recruit training) but not outside the United Kingdom without his 
own consent. (Para. 93.) 

Liability to be called up for a»*»ny service at home or abroad, at a 
uatloQaI danger of groat emergency, when the Army 
(Para^S) Cal 0ut ’ unfc his flervic es are no longer required. 

Such liability extends from date of joining Special Reserve of Officers 
until expiration of a year from date of completion of his probationary 

(Pam 80 ° n fr ° m yeftF 10 year> UQtil he attalna 40 yeapd of R « e 

/Vomoffon.—Rll-lble for promotion to Captain after 3* yeais, and to 
Major after 12 years service. 

Forces.—An officer R.A.M.C. Special Reserve 
may, if otherwise eligible, compete for a commission in the R.A.M.C. 
tiara. 113.) An officer of Special Reserve, when called out for service 
in national emergency, will be eligible for commission in Regular 
lorces, if not over 30 (if a subaltern), or 40 (if of higher rank). * 

i A £ diti0naL I ! a } 1 ' Kxt J a ' dat y Ray, and Allowances of officers of 
Special Reserve caded up during an emergency will be in all respects 
similar to those of a regular officer of same rank and arm of service. 
Quarters 3*. daily, fuel and light Is. Id. + 6d., servant) (Para. 4/3.) 

M compensation for disturbance and tor kit. if 
called up during an emergency. (Para. 419.) Outfit allowance of £20 
(one-fourth to be refunded for each year or portion of a year that he 
(P(£ra°/So' I ) P etG ° f thB peri ° d of four yeAra * exce P t in cases of sickness). 

THE CARNEGIE ENDOWMENT FOR INTER¬ 
NATIONAL PEACE. 

The director of the Division of International Law, Mr. 
James Brown Scott, has done well to bring out at this time 
two volumes having an important bearing on international 
relations. The first of these is a collection of papers relating 
to the Controversy over Neutral Rights between the United 
1797-1800 ipp. 510, price 15*.), and deals 
with the difficult question of armed neutrality; the second 
volume recapitulates the Declaration of Independence, the 
Articles of Confederation,and the Constitution of the United 
States (pp. 100, price 4s. 6d.), documents which the editor 
justly claims to be fundamental to the world’s development 
In so far as these books contribute to the intelligent pacifica¬ 
tion of the peoples of the earth, they will have helped to 
produce an atmosphere in which the peaceful art of medicine 
can flourish once more. Both books are published by the 
Oxford University Press in New York. J 

SPECIFIC PARAPLEGIA IN CATTLE AND HORSES. 

Mr. William Scott, F.R.C.V.S., of Bridgwater, has been 
experimenting with a vaccine in connexion with a specific 
paraplegia which has recently been affecting cattle rather 

i^n qU 5 Dt 7 V The d,8ea8e is ,ocal in its occurrence and 
soured pasture and the poor nutritive value of hay and roots 
appear to have made the bovines peculiarly susceptible to a 
form of paralysis which leaves them unable to rise for 
weeks at a time. The investigator has obtained a vaccine 
from cultures made from an organism found in the spinal 
fluid of animals affected. The fluid was extracted by means 

a lllI ? ba . r Puncture between the fourth and fifth or 
fifth and sixth vertebra. In 31 cases the injection of 
the vaccine produced very good results. The treatment 

is new and the great prevalence of the disease has 
not been noticed before, although isolated cases have 
been recorded from time to time. Mr. Scott deserves com¬ 
mendation for his enterprise in conducting a line of inves¬ 
tigation and treatment which has not hitherto been tried. 

I he only other disease in animals in which inoculations are 
prepared from spinal material appears to be rabies. Direct 
interference with the spinal column has been rarely under¬ 
taken to produce therapeutical results, but intraspinal 
anaesthesia has been brought about in dogs by puncture in 
the sixth interlumbar space and injecting cocaine, stovaine, 
or novocaiue. In Mr. Scott’s cases a louse ( Htematopinus 
tenuirottu) was found almost constantly affecting the ailing 
subjects, and this louse harboured a bacillus identical with 
that found in the host’s blood. Four similar cases of 
paraplegia were met with in equines. 

A USEFUL FIELD INCINERATOR. 

Major C. S. Williamson, M.R.C., United States Army, 
describes in the Military Surgeon for July a form of in¬ 
cinerator suitable for a large base camp where there is some 
scarcity of fuel, which he calls a “ multiple-shelf incinerator.’’ 

It is built of brick lined with fire-brick, 12 ft. high, and 
internal measurement is 4.J x 6 ft. It has six shelves 

34 x 6 ft., placed alternately right and left, and there is a 
fire-grate below. The fire is started with 200 lb. of wood, 
the garbage is dumped on the top plate to a depth of 4 in. 
or so, and after it has dried a little it is pushed over on 
to the second plate, and another charge introduced. The 
second plate, after a little more drying, gives up its charge 
to the third, and so on. Ultimately there will be a layer 
on the sixth plate, dry, and an inch thick, which will 
take fire itself, and should be then, but not till then, 
pushed on to the fire-grate, when it will bum and dry the 
succeeding charges. The incinerator will burn 10-15 tons of 
garbage in 24 hours, and will deal with faoces if mixed with 
the garbage in equal quantities. Clearly the available 
garbage should be so managed that the incinerator is never 
empty, but kept, by judicious feeding, always burning. The 
device deserves attention. 

COLONIAL HEALTH REPORTS. 

Gilbert and Ellice Islands.—Mr. E. C. Eliot, the Resident 
Commissioner, in a report to the Colonial Office, writes: 

The following table gives the births and deaths for 1916-17 as 
contrasted with the past three years : — 

Gilbert Llands. Hlllce Islands. 

19 &~, 14 - 19 IV, 15 - 1916-17. I 1913-14. 1915-16. 1916-17. 

Births ... 891 ... 773 ... 817 ... 701 161 ... 142 136 

Deaths... 734 ... 967 ... 626 ... 628 | 155 ... 100 i." 94 

At Ocean Island there has been an increase in the death- 
rate, mainly owing to the serious drought. Since the close of 
the year 1916-17 a considerable number of Banabans (Ocean 
Islanders) have died, in spite of the efforts made bv the Govern¬ 
ment in the importation of fresh vegetables, lime-juice, &o. 
oteps have been taken to prevent the northern spread of 
elephantiasis from the Samoan Group. Ordinance No. 6 of 

1917 provides for medical inspection for microfilaria of all 
persons wishing to travel from Samoa to this colony. A 
considerable amount of research work in connexion with 
pulmonary tuberculosis and in the use of salvarsan or 
equivalent preparations in filariasis has been undertaken 
by the medical department, which has received commenda¬ 
tion and encouragement from members in England of the 
Advisory Medical and Sanitary Committee for Tropical 

Africa. A substitute for salvarsan is now being obtained 
from Japan. The necessity for constant supply of this 
valuable preparation is still urgent, both in cases of syphilis 
and yaws. 

^ ‘ F. — The suggestion that ooeliac disease mav be due 
to the use of the dummy or pacifier is open to the objection 
that this disease frequently begins at an age when they are 
not in use. Moreover, the pacifier is very common, whereas 
coeliac diseaso is rare. 

M. D O'C.— Although it was not until the fifth day of the 
fever that many tertian parasites were found in the peri¬ 
pheral blood stream, their presence was obviously possible 
in the blood of the organs. The old view that Laveran’s 
bodies are pseudo-parasites would imply that altered red 
corpuscles can conjugate in the stomach of the mosquito, 
and produce oocysts, sporoblasts, and sporozoites. Doubtless 
cases of malarial fever have been recorded in which 
Laveran’s bodies could not be discovered in the blood,* but 
how is a diagnosis of malaria at all to be made without 
finding parasites? The toxin of the malaria parasite has 
not been isolated, but neither has that of the spirochaete of 
syphilis. 

Dr. F. G. Crookshank writes to disclaim any connexion 
with an unregistered practitioner of somewhat similar 
name who has recently made application for certain hospital 
appointments in London. 
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% lecture 

on 

THE PREVENTION AND ARREST OF LICE- 
BORNE DISEASES BY NEW METHODS 
OF DISINFECTION. 

Delivered before the Royal Society of Medicine on 
July 17th , 1918. 

By Colonel WILLIAM HUNTER, C,B., A.M.S., 

PRESIDENT OF THE ADVISORY COMMITTEE FOR PREVENTION OF EPI¬ 
DEMIC DISEASES IN EASTERN WAR AREAS, 1915-1917 ; COLONEL 
IN CHARGE OF BRITISH MILITARY SANITARY MISSION TO 
SERBIA, 1915; CONSULTING PHYSICIAN TO THE 
EASTERN COMMAND. 

Introductory. 

The subject of this lecture relates to the prevention of 
lice-borne diseases—typhus, relapsing fever, and trench 
fever. I am not concerned with the evidence as to the lice- 
borne character of these diseases, nor with the life habits of 
lice, nor with the degrees of heat required to kill them, but 
I have been greatly concerned with killing them in masses 
by an overwhelming amount of steam in the presence of 
which all life is impossible. My interest has been not in costly 
and complicated appliances for disinfecting—usually not 
available when and where they are required and insufficient 
to meet the needs when they are—but in simple methods, 
available at all times and absolutely efficacious in killing body 
vermin, easily improvised, easily worked, extremely effective, 
the very ‘‘Columbus egg of simplicity and efficiency,” as 
they were described by one enthusiastic Serbian official. 
This interest, born of a great necessity, in deaHng with the 
appalling conditions I had to face in Serbia in 1915, has 
given the subject of disinfection a new importance in my 
eyes, and it has been my experience to extend that interest 
to conditions prevailing in Eastern war areas. 

These results have been from time to time officially 
recorded in reports submitted from the Serbian and Eastern 
Mediterranean war areas, where ray duties for two and a half 
years have lain—first as O.C. of the British Military Sanitary 
Mission of 25 R A.M.C. officers sent out to Serbia in 
February, 1915 ; and subsequently from July, 1915, to June, 
1917, as President of the Advisory Committee for Prevention 
of Epidemic Diseases in all the Eastern war areas. These 
duties throughout have related to preventive work against all 
infectious diseases, among which lice-borne diseases have 
been among the most prominent and difficult to deal with. 

The origination of two new types of disinfectors, called 
the “ barrel disinfector ” and the “railway van disinfector ” 
respectively, was the first work of the British Military 
Sanitary Mission sent out, at the request of the Serbian 
Government, at two days’ notice and under the most urgent 
circumstances, by the War Office on Feb. 15th, 1915, under 
my charge, to deal with the great epidemics of typhus and 
relapsing fever and typhoid fever then raging in that 
country. 

On our arrival we found that the whole country was 
ravaged by these infections without any available measures 
for disinfection or equipment, even in the largest hospitals, 
to meet the urgent conditions. The barrel disinfector was 
devised by my colleague, Lieutenant-Colonel G. t. 
Stammers, R.A.M.C., on March 7th, three days after our 
arrival in Nish, and was set up and put into use the following 
week in Kragujevatz, the headquarters of the Serbian Army. 

The railway van disinfector was devised by the same officer 
about ten days later to meet the needs of disinfection of 
troops on a larger scale, and to form a part of the British 
Sanitary Train for Inoculation and Disinfection, which we 
had decided to form for the work of the mission. 

Disinfection on the Largest Scale by Railway 
Van Disinfectors. 

The principle of primary importance in connexion with 
disinfection against lice-borne diseases is the necessity 
of carrying out disinfection on the largest possible scale 
and in the shortest period of time —the object in view 
being in any individual unit to kill off within a period of a 
few days every living thing in the clothes and on the body 
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that may have possibly contracted infection and be capable 
of conveying such infection. 

This principle is carried out—with a rapidity and efficiency 
unapproached by any other method of disinfection—by the 
current steam railway van disinfector. Simple and eminently 
practical, this type of disinfector, originally devised as 
above stated, was first put into use in Serbia. It was 
subsequently introduced under my direct personal super¬ 
vision in Egypt in February, 1916, with modifications which 
added seven- to ten-fold to its working capacity and rapidity 
of action. The results were closely watched all the time till 
I left Egypt in June, 1917. 1 

The van disinfector both in principle and efficiency is 
totally different from other various contrivances—e.g., steam 
pressure boilers on trucks (“ truck-disinfectors ”)—which have 
been put into use on railways for purposes of disinfection. 
The principle of its action is disinfection by current steam, 
supplied by and directly discharged in greatest volume and 
force into one or two ordinary railway vans (suitably adapted) 
by the railway engine, which conveys them along the line 
to the place most conveniently adjacent to the troops. 
(Figs. 1-3.) The cost of adaptation is only £30 to £40, the 
working of it simple and easy. 

There is, of course, nothing new in the principle of using 
current steam as a disinfecting agent. What is new, and 
what I claim to the credit of the English Sanitary Mission 
in Serbia, is the application of this principle for purposes 
of widespread disinfection by new methods and on a larger 
scale than had ever before been devised. 


Rapidity of Disinfecting Action. 

The working capacity of the railway van disinfector here 
described is very large, and the arrangements simple to carry 
out, as shown in Figs. 4 and 5. 

Each double van is capable, from my personal knowledge 
and observation, if fully employed, oi carrying out disinfec¬ 
tions at the rate of 500 kits with 1000 blankets and 500 over¬ 
coats every 2 hours; of 2000 kits with 4000 blankets and 
2000 overcoats in a day of 8 hours; of disinfecting over 
10,000 kits with 20,000 blankets and 10,000 overcoats in 
4 days; and 18,000 kits with 36,000 blankets and 18,000 
overcoats in 9 days. . 

With one disinfector alone I have disinfected the kits and 
blankets of a hospital with 1000 beds in 4 hours; the kits, 
blankets, and camp bedding of 4p00 prisoners of war in 
16 hours; of 1500 camel corps men in about 12 hours. 

Division* of troops can be dealt with at the following rate : 
8000 men in 4 days, 15,000 in 12 days (3800 of these being 
done in one day); of 16,000 in 12 days; 10,000 in 4 days ; and 
18,000 in 10 days. . . 

As regards ordnance clothing, this can Vie disinfected, in 
sackfuls at a time, at the rate of many thousands of articles 
every 2 hours, tens of thousands daily, and hundreds of 
thousands weekly. 

A most striking illustration of the advantages of this 
rapidity was afforded in one instance, where a van dis¬ 
infector which had just disinfected a division of 18,000 
troops in 12 days in one area went off about 500 miles 
to a centre in Southern Europe, where some cases of 
typhus had occurred among the native labourers. It dis¬ 
infected the whole of the troops and labourers (1500 in 
number) in three days, and was back at work again in its 
former area disinfecting another division on the fourth day. 

In the first three months of their work the two van dis¬ 
infectors carried out the disinfection of 170,000 kits, 170,000 
overcoata, 340,000 blankets, and great masses of ordnance 
clothing. Since that time the disinfectorr in use have been 
the most prominent and effective measure of preventive work 
in Egypt, each double van disinfector being capable of carry¬ 
ing out in the simplest and most efficient way in all parts of 
the war area up to railhead- disinfection of troops and 
native labourers to the number of 60,000 men monthly. 
The total number of disinfections carried out in 12 months 
(May, 1916, to April, 1917) among a monthly average of 
40,000 labourers was 495,000—an average of over 40,000 a 
month. 

This rapidity of work does not apply to all railway van 
disinfectors as such, but only to the original Stammers’s van 
disinfector as modified by me in Egypt (Cairo \ an 5511). 
The feature of this latter form is that the volume and 
force of steam are so great, and its method of dispersion 


i The circumstances there did not permit any definite information 
o be furnished regarding Its working capacity before the Mission left 
ierbia early In June, 1915. 
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from the pipes so arranged that it is possible (for the 
first time in the history of disinfection) to disinfect 
bundles of clothing in bulk without unpacking or spreading 
them out. The advantage of this in connexion with dis¬ 
infection against lice-borne diseases is obvious, since it 
permits clothes to be disinfected without any handling of 
individual articles. 


and 15 minutes for the overcoats, which were thrown in 
loosely. Many of the kits were extremely lousy when 
collected, and examination showed that in every case all 
the lice and their eggs were dead and shrivelled up after 
disinfection in the van. 

The results of the first eleven days’ and first three months’ 
work of the two disinfectors, the records of which were 



The current steam railway van disinfector as introduced into Egypt in 1916. 


Com pari* on of Working 
Capacity of Double Van 
Disinfect or 8 with Other 
Types of Disinfect or 8 in 
Army Use. 

The working capacity in 
two hours’ time of the 
double van disinfector as 
compared with that of all 
the chief types of disin¬ 
fectors in use in the Army 
is indicated graphically in Chart 1 for (a) blankets, ( h ) kits 
(exclusive of overcoats) respectively. The figures for the 
other types of disinfectors are those officially given in 
“Notes for Sanitary Officers, B.E.F., France, 1917” (W.O., 
1918), p. 42. 


Table 1 Tiro Hours' Working Capacity. {Time Required to 
Load, Disinfect , Dry and Unload.) 


Type of disinfector. 

No. of 
load. 

* No. of 
blankets. 

No. of 
“ kits."* 

A. Portable steam disinfector . 

2 

16 

12 

B. Newman steam and formalin 

2 

20 

12 

C. Thresh portable. 

2 

60 

40 

D. Thresb fixed . 

2 

80 

60 

K. Thresh on Foden lorry (2 chambers) 

2 

240 

140 

F. Lyon portable M.O. 

2 

120 

70 

G. Lyon fixed M.O. i 

2 

120 

70 

U. Lyon fixed L.O. 

2 

260 

120 

I. Lyon No. 2 D. 

2 

120 

70 

K. Lyon No. 13 . 

L. Double van Disinfector ( Cairo 

4 

40 

32 

van 5511) . j 

1 

1500 

500t 


* Exclusive of overcoats. t + 1000 blankets + 5C0 overcoats. 


Flc;. 2. 



A unit of the van disinfector (Cairo Van 5511) with doors 
wide open to show the internal adaptation. 

Table II. 


- 

First 7 
days 

(one van). 

First 4 days 
(double 
van). 

First 3 
months 

First 12 
months.* 

No. of days. 

1 

4 

101 

_ 

No. of hours’ use of steam 

22 

24 

— 

_ 

No. of troops disinfected 

2400 

5,850 

170,000 

495,000 

No. of kits. 

2400 

5,850 

170,000 

495,0C0 

No. of blankets. 

5370 

10,500 

341,C00 

493,000 

No. of overcoats . 

1631 

3,5C0 

168.000 

? * 

Ordnance clothing. 

62 sacks. 

3,500t 

* 

$> 


* Average of 40,000 labourers, t Sleeping mats. ] Large masses. 


The double van disinfector can deal with 500 men at a 
time. It was found to work with absolute uniformity, the 
exposure given being an hour for van full up with kits, 


carefully kept, are shown in Table II., while the scale on 
which kits, overcoats, and blankets were dealt with from 
day to day during the first three months by two van disin¬ 
fectors is graphically shown in Chart 2. 

Relapsing Fever among Natives in Egypt. 

The course of events may here be briefly summarised in a 
narrative form. 

Being satisfied from my previous experience in Serbia 
in 1915 that the available means of disinfection were 
altogether inadequate to meet even a moderate incidence 
of relapsing fever, I suggested that the circumstances of an 
outbreak of relapsing fever among the native labourers in 
Egypt could best be met there also by the use of the 
railway van disinfector. 

I submitted my proposals, and got permission to form 
the type of van disinfector I suggested. It was formed in 
the railway works at Cairo from a steel van and old engine 
.w'hich I selected and found available. The work was most 
expeditiously and thoroughly carried out. The adaptations, 
which w'ere made in four days, included, in addition to 
other modifications, the use of a small railway engine for the 
combined purposes of locomotion and production of steam, 
instead of a small heating engine employed in Serbia, and 
proved on the first trial by me two days later to add 
enormously to the rapidity of action and efficiency of the van 
as a disinfector. 

They enabled me to dispense with all the delay inseparable 
from unpacking, spreading out, and repacking of the clothes 
disinfected. This 

] adaptation made Fig. 3. 

it possible for the 
steam to pene¬ 
trate in great 
volume and force 
into the centre of 
I even the largest 
bundles of 
clothes. This was 
proved by nume¬ 
rous tests — eggs 
being boiled 
hard, potatoes 
cooked, cultures 
sterilised, flies 
enclosed in test- 
tubes killed, and, 
most conclusive 
of all, a self- 
registering ther¬ 
mometer — even 
when enclosed in 
its case — closed 
in at both ends 
and put into the 
centre of the 
largest bundle, 
registering tem¬ 
peratures of 102° Interior view of the same van. 

to 105° C. (215° 

to 220° F.) as early as half an hour after the steam 
w r as turned on from the engine into the van. 

I spent the first fortnight in testing its working in all 
classes of work in which it could be required, and in each and 
every direction the results obtained exceeded expectations. 
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Fig. 4. 



The double van steam railway disinfector in use in Egypt. Two queues, each of 250 men, are seen approaching to 
deposit their infected kits in the vans. The disinfection was completed in one hour, the overcoats in 15 minutes, the 
men were bathed, and the whole process was completed in two hours. 2000 men were dealt with on this day in the 

course of eight hours. 


Four other similar disinfectors with double vans were 

subsequently formed. 

Efficacy of Van Disinfector s in Prevention of Relapsing 
Fever. 

A study of the results obtained in Egypt showed the closest 
relationship to exist between the incidence of the disease and 
the amount of disinfection carried out in the unit affected. 

If the disinfection can be carried out rapidly in the whole 
of the unit the disease is thoroughly arrested. 

Place A. — In this place the outbreak was the first to occur 
and the sharpest. This was the first place I disinfected with 
the van disinfector (Feb. 25-27tb, 1916). I made it a test dis¬ 
infection. The kits and blankets of 485 labourers (viz., 485 
kits, 485 blankets, and 333 overcoats) were thoroughly dis¬ 
infected. The men all bathed during the disinfection; the 
heads of some 50 men were shaved; and then finally to com¬ 
plete the disinfection 1 had every single article of clothing or 
bedding found in their tents collected in large sacks, brought 
to the disinfector, and thoroughly disinfected. The time 
taken for the whole process was 5 hours. 

At the same time I disinfected completely (in 6 hours) 347 
kits, 195 overcoats, and 694 blankets of the unit in which the 
relapsing fever cases had occurred ; 80 kits and 1057 blankets 
of the field ambulance and the stationary hospital concerned 
in dealing with these cases (in 3 hours); and finally 62 large 
sacks (two full van loads) of ordnance clothing (in 4 hours). 

The result of the first seven 
days' work served to establish 
conclusively its exceptional 
merits and efficiency. I asked 
that another one should bo 
formed, with two vans 
attached Instead of one. This 
was Immediately done, and 
completed as before in a 
week's time; I found it 
ready in the railway works 
in Cairo on my return on 
Saturday, March 18th. 

It was arranged that it 
should be sent the following 
morning to a siding ad jacent 
to a large hospital, where 1 
carried out the disinfection 
of 860 Isrge hospital kits In 
.'two fillings of the vans in 
the course of 4 hours; and 
of 600 camel drivers in the 
afternoon ; of 1800 camel 
drivers the following day; 
and of 3500 Turkish prisoners 
J on two following days. 

I The sequel to the dis¬ 
infection—of an excep¬ 
tionally complete char 
I acter carried out at 
1 Place A— waB complete 
arrest of infection. Only 
three cases occurred in 


the next 12 months instead of over 50 in the month when 
the disinfection was carried out. 

Place B .—The course of events in this place was also 
most interesting. This was the seat of the largest labourer 
camps, the number up to December. 1916, averaging 3000 
4000 men. The monthly incidence of the disease in the first 
months of 1916 was very high, amounting in April and May 
to 6*68 and 6-15 per cent, of the number of labourers. Up 
to May no disinfections were carried out, but from May 
onwards a steadily increasing disinfection was commenced 
and continued throughout the year. 

From July onwards the whole of the labourers were being 
disinfected at least once, and from August onwards two or 
three, and sometimes four, times a month. 

The disease was practically stamped out; the iucidence 
during the following winter was only 16 cases instead of 
I 530 cases in three months of the preceding year, rising only 
once to 0*39 per cent., at a time when elsewhere it was as 
high as 8*35 per cent. 

If the whole of the unit cannot be disinfected within at 
most 2-3 weeks (i.e., the incubation period of lice-borne 
diseases), then the disease continues to occur, although 
lessened in incidence, men becoming reinfected with infected 
lice from those who have not been disinfected. 

This is the prime reason why hitherto lice-borne diseases 
have continued to propagate themselves for a certain, and 
sometimes (e.g., trench fever) indefinite, period, apparently in 

Fig. 5. 



Part of the same queue as in Fig. 4 showing the bundles of infected clothing which are 
placed unopened in the van. The large size of the bundles is shown. 
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Chart 1. 


a, Blankets, b, Kits, exclusive of overcoats. 
A B 



A graphic illustration of the large capacity of the van 
disinfector compared with other types. (See Table I. . 
for key to lettering.) 


Chart 2. 
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A graphic record of the achievement from week to 
week of a double van disinfector. 


spite of what may be an amount of 
disinfection absolutely large, but quite 
insufficient to cover the whole of the 
affected unit within the incubation 
period of the infection. 

The above conclusion is well illus¬ 
trated by a study of the incidence of 
relapsing fever in labourers’ camps in 
Egypt, of which the following is a 
sample. 

Place C.—One of the largest and most 
important labourers’ camps was at 
Place C, an important railway junction 
of the Egyptian railways. The incidence 
in this group early in 1916, before dis¬ 
infection was commenced, was high — 
viz., 10 per cent, in April and 4 per cent, 
in May. When disinfections were com 
menced in June they did not cover in 
any month all the labourers in camp 
up* till December. The result was that 
although the incidence fell it was never 
entirely arrested, and it rose again as 
high as 4*5 per cent, the following 
winter. 

It is to be noted that, although in 
adequate when commenced in arresting 
the incidence, the actual amount of 
disinfection in the following five months 
(.Tune to November) was considerable. 
In terms of what has hitherto been 
considered possible, it might even be 
deemed satisfactory—viz., 3000 to 8000 
men monthly—averaging 4000 in a body 
of men averaging about 6000. It repre¬ 
sents a daily average of about 130 men— 
approximately the steady work of two 
portable Threshes. Nevertheless, it did 
not suffice to check the disease for the 
reason which 1 emphasise — viz., that 
disinfection to be effective in arresting a 
louse^borne disease in any area should 
be capable of being applied to the whole 
of the individuals in that area within a 
maximum period of 2-3 weeks; and if 
the infection be severe within a shorter 
period of one week, and repeated, if 
necessary, a week or ten days later. 


Chart 3. 
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by disinfection. 
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In the case of groups numbering as many as 6000 to 8000 
men this requirement may seem a counsel of perfection- 
desirable, perhaps, but not practically obtainable under 
military conditions. This is no longer the case ; for, by use 
of the railway van, disinfection can be carried out on an 
almost unlimited scale. Such numbers can be dealt with 
in 4 or 5 days. 

Table III .—Place C. 


Month. 

No. of 

natives. 

L 

No. of 

cases. 

Per cent, 
of 

natives. 

Per cent, of 

hospital 

admissions. 

No. of dis¬ 

infections. 

Per cent. 

of 

labourers. 

1916 



| 




January 

? 


? 

9 

— 

— 

February ... 

? 

? 

? 

? 

— 

— 

March. 

? 

y 

9 

60 

— 

— 

April . 

2963 

309 

10*43 

83 

— 

— 

May . 

4308 

195 

4*53 

64 

— 

— 

June . 

3864 

120 

3*11 

34 

2,749 

71 

July . 

3464 

100 ! 

286 

31 

— 

— 

August 

5876 

56 

0*96 

12 

3.305 

56 

September .. 

6082 

80 

1*31 : 

17 

4.286 

70 

October 

7601 

64 

0*84 

13 

8,023 

105 

November ... 

9254 

97 

105 

18 

6,126 

66 

December ... 
1917 

8495 

195 

2*29 

35 

10,834 

127 

January 

8094 

274 

3*38 

37 

11,116 

136 

February ... 

8347 

215 

258 

36 

7,837 

93 

March. 

8946 

343 

383 

46 

16,379 1 

180 

April . 

8737 

443 

4-55 

41 

25.011 

280 


"“The incidence of relapsing fevers in other groups of 
labourers in the area illustrates the same points. 


Summary of Results in Egypt. 

The sequel showed the following results :— 

(а) The incidence was very effectively controlled by the 
amount of disinfection which it proved possible to carry out 
by means of van disinfectors among the natives, and its 
threatened incidence among the troops was immediately 
checked and controlled. (Chart 3.) 

(б) The incidence among the native*, which when at 
its height, affected 6 5 per cent, of the labourers in any 
one month, never exceeded 2-6 per cent, in any one month 
in the following winter. 

•/(c) Instead of constituting, when at its height, as 
much as 82 per cent, of the total admissions into hospital in 
any one month, it did not in any month exceed 30 per 
cent. (Chart 3.) 

(d) Instead of affecting in any one month as many as 15 per 
cent, of the labourers in auv one locality, it remained 
in nearly all places on a very low level—below 1 per 
cent. In only two places did it exceed 5 per cent., and even 
in these cases the incidence was at once checked by the 
extra and immediate disinfection which it was possible to 
bring to bear by means of the van disinfector. 

( e) Its spread to the troop* was effectively prevented or 
controlled. 

The total number of cases among them in the four 
months (March to June) following the introduction of the 
van disinfectors in February, 1916, was only 143—all cases 
then ceasing. 

Although this incidence was a small and satisfactory 
one, having regard to the large number of troops and the 
presence amongst them of so many cases of relapsing fever 
among the native labourers, the number appeared to me to 
be relatively large, in view of the exceptionally large amount 
of disinfection that had been carried out among the troops 
during this period. 

I therefore made a close analysis of the cases, ascertaining 
in each case the place and date of their reporting sick, 
whether in the Northern Section van,where van disinfectors 
had been chiefly at work (over 150,000 disinfections), or in 
the Southern Section where the van disinfectors had been 
little in use (only 7000 disinfections). 

The interesting result that appeared was that out of the 
total 143 cases that had occurred—March to June -only 30 
had occurred in the Northern Section among its large 


Natives. Troops. 



X of total V of 

number, total cases. 

% of total 
troops. 

y.ot 

total cases. 

Northern Section... 

600 

50 0 i 

800 

200 

Southern Section ... 

40*0 

46*0 

200 

80 0 


number of troops (80 per cent, of the total troops), whereas 
no fewer than 113 cases had occurred in the Southern Section 
among its small number of troops (less than 20 per cent, of 
the total troops.) 


There was thus a marked difference between the spread 
of the disease to the troops in the Northern and Southern 
Sections respectively. 

(/) In the Southern Section reliance had been placed on 
the large disinfecting station at Place F to carry out the 
disinfection necessary in its neighbourhood. Nevertheless, 
the number of cases among the troops at this place was the 
largest in any place, totalling 91 cases out of the total of 
113 cases in this Southern Section. 

The official data regarding the amount of disinfection 
carried out by this large disinfecting Btation, equipped with 
four of the largest steam-pressure boilers, show that the total 
number of troops disinfected was about 32,000 in the six 
months, a number which one double van disinfector (Cairo 
Van 5511) is capable of disinfecting, as shown on more than 
one occasion, in 14-21 days—e.g., 10,000 in 4 days, 18,000 in 9 
days, 3800 in 1 day—a total of 31,800 in 14 days. 

While stationary disinfectors can only be used for those 
in their neighbourhood, the van disinfector can carry out 
this large number of disinfections daily over an area of 
100 miles or more whenever and wherever they are required. 

Lice-borne Infection among Troops in the Field. 

It is clear from the foregoing that to deal effectively with 
such conditions the disinfection must be capable of being 
brought to the troops, so as to be accessible to them wherever 
they are; it must be capable of dealing with them rapidly 
and in great numbers at a time, in order to interfere as little 
as possible with military duties; and be easily improvised 
on the spot and capable of being easily and expeditiously 
worked without need of special knowledge or technique or 
special personnel. 

All these requirements are in my experience met—in a 
manner unapproached by any other type of disinfector—by 
the van disinfector (Cairo). Looking back at the circum¬ 
stances in the Egyptian war area and on the results which 
I followed for a year and a half, I feel satisfied that in 
the absence of this form of disinfector the problem of 
relapsing fever in the war area would have occasioned 
military difficulty and materially impeded the prosecution of 
the campaign. Before the introduction of the van dis¬ 
infectors among the natives nearly one-fifth of the average 
number of labourers were attacked by relapsing fever, but by 
disinfection on the largest scale by this disinfector the 
disease was effectively arrested or stamped out or controlled. 

(To be concluded.) 


THE ROLE OF THE SCAPULA IN 
THORACOPLASTY. 

By JOSEPH E. ADAMS. M.S. Lond., F.R.C.S. Eng., 

CAPTAIH, R.A.M.C. (T.) ; SURGKON WITH CHARGE OF OUT-PATIENTS 
TO ST. THOMAS’S HOSPITAL, ETC. 


Some ten years ago I performed an extensive thoraco¬ 
plasty on a man, aged 21, who had a left-sided empyema 
containing no less than 10 pints of pus, drained for several 
weeks without any evidence of expansion of the lung or any 
sign of the displaced heart returning to its proper place 
He was exhibited before the Royal Society of Medicine in 
January, 1910, 1 18 months after operation, in a very good 
state of health, with very little deformity beyond flattening 
of the chest on the affected side, and physical signs pointing 
to the existence of a healthy lung on this side of rather more 
than half the normal size. 

I was congratulated on the very satisfactory result, which 
those present appeared to attribute to the fact that the 
plastic operation was performed six weeks after the original 
drainage of the pleural cavity and the consequent expansion 
of the lung before the visceral pleura became very thick. 
Personally. I do not think this good result would have been 
obtained if the chest wall had been “ allowed to fall in,” as 
is usually said in text-books to be the object of a thoraco¬ 
plasty, and I attributed it to the use of the scapular muscles 
to obliterate part of the cavity, to pull up the diaphragm, 
and to pull on the lung by movements of the arm, when the 
scapula was made to occupy the place of the excised ribs. 
Recent experience has confirmed my opinion, and it seems to 
me that hardly any case of old-standing empyema is likely 
to resist surgical intervention provided a proper use of the 
scapula and the muscles attached to it is made and every 


1 Transactions of the Royal Society of Medicine, Clinical Section, 
January, 1910. 
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effort is directed towards closure of the chest at the 
operation. The whole secret of success in recent war 
surgery of the chest has been shown to depend on the 
closure of the chest wall, and. if the expansibility of 
the lung remains, there is every prospect of complete 
cure even from severe lesions. I have recently operated 
along the same lines in the case of an empyema 
where another surgeon had operated twice and left a 
wide gaping wound after 15 months’ treatment which 
showed no sign of closing. The first operation performed was 
decortication of the lung, and the second aimed at the 


thoracic spine. The lung though shrunken was still expand¬ 
ing a little with inspiration ana the visceral pleura was not 
greatly thickened. 

The next step in the operation consisted in suturing the 
muscular flap attached to the scapula to the lower portion 
of the lung and the diaphragm, the visceral pleura being 
just thick enough to hold catgut stitches when lightlv tied; 
the scapula was then pushed into the cavity so that it 
occupied approximately the place of the resected ribs, and 
the stumps of the trapezius and latissimus dorsi were freed 
from the overlying skin and sutured to the surface of the 
muscle attached to the vertebral border of the scapula. The 


division of adhesions between the parietal and thickened °i > i ect °* procedure was immediately to lessen the size 

• i « « . . * _ . r\ f f ho nlnn ro 1 oo f rr a nr) f a aaaiima 4- U I «• M ^ _U» I / 


visceral pleura. Such operations are doomed to failure 
unless steps are taken to close the thoracic cavity, and this 
cannot be done by merely dissecting up skin flaps and 
bringing them across the mouth of the cavity ; the lung will 
not expand if it lies exposed at the bottom of an open wound 


of the pleural cavity and to secure for the lung a space, half 
the size of the original pleural cavity, which it might be able 
to fill when its expansion was aided by the movements of the 
left arm and the pull of the muscles passing from scapula to 
lung. The cavity was gently sponged out with saline, but it 
did not appear sufficiently clean to close without drainage; 


against atmospheric pressure, and my operative procedure therefore, a large rubber'tube was left in the wound, its 
aims at the closure of the cavity with muscle and the I u PP er end reaching to the bottom of the new pleural 
favouring of expansion of the lung both byactive movements *i r °. u 5? It! M B ! QP 

and conditions of intra-thoracic pressure. 


Notes of Cate: Description of Operation. 

The notes of my case operated upon in 1908 ate as 
follows: — 

Patient, aged 21, a pale and thin man with marked 
respiratory distress, lying on his-left side and perspiring 
freely. There was evidence of a total empyema on the left 
side; some tubular breath sounds were audible over the 
upper half of the lung, but they were absent over the lower 
half, and neither vocal fremitus nor resonance was con¬ 
ducted at all. There were no adventitious sounds. His 
respirations were 40 to the minute and the pulse-rate 120. 
The heart was displaced so far to the right that pulsation 
could be felt in the right axilla. Very shortly after admission 
the left side of the chest was aspirated, and seven pints of 
greenish-yellow, sweet smelling pus were drawn off. Some 
few hours later two inches of the left seventh rib were 
resected just behind the mid-axillary line. Not less than 
three pints of pus escaped, some thickened fibrin was 
removed from the pleural cavitv, and a drainage-tube just 
entering the pleura was fixed 
in the wound. From this pus 
the pneumococcus was grown 
in pure culture. The drainage 
of the empyema was satis¬ 
factory, taking into account 
the large size of the abscess 
cavity, and at the end of three 
weeks there was very little 
discharge. Four weeks after 
operation the heart was still 
displaced beyond the right 
border of the sternum, and 
there was very little evidence 
of function in the left lung. 

X ray examination revealed 
abnormal transparency of the 
left chest, with a thin strip of 
shadow, to the left of the 
median vertebral opacity, in 
which the collapsed lung lay. 

At the request of the phy¬ 
sician, Dr. T. D. Acland, I 
undertook a second operation 
to secure closure of the cavity 
and expansion of the lung. 

The patient was ancesthetised 
with chloroform and rolled 
over on to his right side. The 
left arm was pulled a short 
distance across the chest and 
a long incision, parallel to,and 
1 inch behind, the vertebral 

border of the scapula, terminating in the original mid-axillary 
wound, was made down to the level of the ribs and inter¬ 
costal muscles. This incision split the trapezius and the 
latissimus dorsi and the lower part of the rhomboideus 
major, leaving a large portion of them attached to the 
scapula. Portions of the sixth, seventh, eighth, and ninth 

clvlnfho® i h ® D u*u e8 u C ^ ed 8ub Pe r iosteally; 6 inches of the 
seventh and eighth being removed, 2k inches of the ninth 
and a smaller portion of the sixth rib. The intercostal 
muscles, periosteum of the ribs, and thickened parietal 


at its lowest anterior limit. The reBt of the Bkin incision 
was closed with interrupted salmon-gut stitches. If I had done 
this operation to-day I might have risked the infection and 
closed the wound completely (leaving a new-formed pleural 
cavity part of whose bony wall would be formed by the scapula, 
divided into the upper pneumothorax and a'lower space 
occupied by muscle). There was a good deal of discharge 
for a few days and the patient complained of slight pain on 
respiration. His left arm, which was not anchored by the 
bandage, he declined to move to any extent as this caused 
considerable pain. In a few days the patient’s condition 
was markedly improved and breath sounds were audible 
over the front of the left chest. A fortnight after the 
operation breath sounds could be well heard all over the 
front of the chest down to the level of the skin incision and 
at the back to within 1 inch of it; the heart had returned 
very nearly to its correct position, and a radiogram revealed 
a pulmonary shadow extending midway between the left 
sternal border and the outer chest wall; expansion of the 
lung could be seen on the fluorescent screen, but there was 
less than the normal amount of brightening of the lung on 
inspiration. The patient soon began to look fat and well 

Fig. 1. 



Condition 18 months after operation. 

and the amount of discharge steadily diminished. After 
five weeks in bed he was allowed to get up and he walked 
about the ward without any respiratory distress. The 
wound finally healed ten weeks from the time of operation 
and has never given any trouble since. 

Subset/vent Condition . 

The condition 18 months after operation was as follows. 


the absence of any marked deformity of the chest being 
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its dangers, was very slight. The resulting wound was an 


are perfectly free. The left ohest 

lung at the bottom, lying close against the posteriorly down to 1 inch below this level; irregular breath 
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sounds can be heard as low as fche eighth rib in front and a 
little way below the scar at the back. Vocal resonance and 
fremitus are both present. There is fair visible expansion 
of the upper pari of the left chest on inspiration. No 
adventitious sounds. Skiagraphy shows equal movement of 
the diaphragm on both sides, but the left cupola is a little 
higher than the right. The right lung is seen from apex to 
upper border of the eleventh rib, the left lung from apex to 
upper border of ninth rib. 

j Examination on April 25th, 1918, revealed the same 
physical signs except that the right side of the chest was 
more developed, and therefore the relative sizes of the two 
sides of the chest showed to the disadvantage of the side 
which had been operated on. Auscultation and percussion 
gave the same results as in 1909, and the heart was in its 


Ftg. 2. 



Radiogram showing the area of functional lung, the elevation of the left 
cupola of the diaphragm, and the slight deviation of the spine with 
convexity to the left. Taken ten years after the operation. 


normal position. The patient was up to his normal weight, 
and the only inconvenience was dyspnoea on exertion, and 
for this reason he had very properly been rejected by the 
recruiting board. X ray examination showed a bright lung 
equivalent to rather more than half that present on the right 
side. The left cupola of the diaphragm was the higher, and 
it rose obliquely towards the outer chest wall. 

Fig. 2 is a radiogram of the chest taken ten years after 
operation, which shows a large proportion of active lung on 
the affected side and practically no deformity of the chest. 

The recent case which I have operated upon on similar 
lines unfortunately died suddenly of endocarditis, but the 
post-mortem examination afforded an opportunity of ascer¬ 
taining that this operative procedure had secured firm 
adhesions between the scapular muscles and the lower part 
of the lung and diaphragm ; the lung itself was considerably 
more expanded than it had been at the time of operation. 

A careful review of the literature of thoracoplasty reveals 
the fact that the scapula is usually regarded as an obstruc¬ 
tion, and a partial resection of it is recommended by some 
authorities. In my view, however, the bone of the scapular 
body may be utilised to take the place of resected ribs, and 
its muscles may be of value in securing mobilisation of the 
lung and raising of the diaphragm, both essential factors in 
healing of these cases. 

Devonahire-place, W. 


Hospital Sunday Fund at Bristol— £4166 have 
been raised in Bristol as the result of the Hospital Sundav 
collections; this amount exceeds all former records bv more 

than £1000. 

irw^ r ‘ * *?• ^ ickett, of Redruth, Cornwall, has given 
Ajwo guineas to the funds of the We 3 t Cornwall Miners’ and 
Women’s Hospital. 


GUNSHOT WOUNDS OF THE KNEE-JOINT 
WITH SEPTIC ARTHRITIS. 

By ARTHUR NEVE, FR.C.S. Edin., 

MAJOR, R.A.M.C. ; 8URGICAX DIVISIONAL OFFICER, WAR HOSPITAL, 
DARTFORD. 


No further evidence is now required that most knee-joints 
which have been perforated by bullets or severely wounded by 
shell fragments, with injuries of the bones, may be saved 
by timely measures. Much credit is due to the overseas 
surgeons who have worked out the various methods and the 
careful technique by which this is achieved. 

Our concern in this country is not with such cases, which 
only need rest and massage to complete the cure, but with 
the critical and threatening cases arriving in convoys, it may 
be from 7 to 14 days after being wounded, in which signs of 
infective arthritis are already well marked.. It is such cases 
which tax the judgment of the surgeon as to the compati¬ 
bility of conservation of the limb with safety to life. 

The articles 1 by Sir George Makins, Colonel Barling, and 
other surgeons now with the B.E.F. in France show that the 
importance of the subject has been recognised, and also 
that the infective cases with septic arthritis, especially 
when associated with bony damage, stand in a separate 
category of infinitely greater impending danger than the 
others. The figures point to the gravity of the infected 
cases, which are not totalled separately. On a total of 845 
cases of knee-joints of all kinds operated upon, of which a 
large majority may well have been free from septic arthritis, 
the amputations were 19 per cent, and the deaths 8 5 per cent. 
Max Page on a total of 70 cases gives 25 as infected, ampu¬ 
tations 10, deaths 5 = 20 per cent, mortality. Rankin gives 
29 cases of excision with 8 deaths, but of these 3 were due 
to other complications; 3 others were finally amputated. 
These and other figures emphasise the seriousness of the 
condition when once sepsis develops. 

The more recent convoys from France received at Dartford 
have shown many encouraging results from early operation 
in France, with excision of the wound, removal of foreign 
bodies, thorough cleansing of the joint, and primary suture. 
At the time of writing there are 10 healed cases in this 
hospital, not one suppurating and not one amputated for 
arthritis. A year ago similar injuries would have arrived 
here in a highly septic condition. We never amputate septic 
knees speedily after admission. If the man was passed by 
the surgeons abroad as fit for the journey and not requiring 
immediate amputation we may so far endorse their opinion 
as to carry on conservative treatment until he has got over 
any special exacerbation due to the transit. 

Drainage. 

Of late much has been written about the difficulties of 
drainage of the knee-joint, with all its bursae and pouches. 
Some of us had been working at these problems long before 
the war. 

The kernel of the question is how to obtain adequate 
posterior drainage, for the back of the joint is swathed in 
ligamentous and muscular structures, with interstitial 
bursae and tendon sheaths, and in olose contact with the 
posterior ligament is the popliteal artery. Obviously, any 
drainage-tube behind the crucial ligament would risk haemor¬ 
rhage. But postero-lateral incisions on both sides should be 
made to the synovial pouches behind the condyles by the 
method of Labey adopted by Campbell and Gill . 1 This is 
much simpler than Payr’s method. 

Anterior drainage is comparatively easy. The simplest 
way is to make an incision 1 inch long into the supra¬ 
patellar pouch on the side nearest to the surgeon push 
curved forceps through to the other side, cut down on the 
points, and with them grasp a medium-sized drainage-tube, 
which is thus drawn through. Then the same procedure on 
either side of the ligamentum patellre. This usually needs 
to be combined with posterior drainage. The excellent 
suggestion has been made that a patient should be placed 
and kept face downwards, with dependent drainage through 
an anterior wound and tubes, but this is only a temporary 
expedient. 

1 Makins : Brit. Med. Jour.. 1917, i., 799. Barling. Gray, Rankin, 
Ogilvie, and Max Pane: Ibid., 1917, ii.. 277, ?88. J. Campbell and H. F. 
Woolfenden : The Lancet, 1917. ii., 185. T. S. Novis : The Lancet, 
1917. ii., 12. E. Garside Dixon : The Lancet, 1918. i., 404. 

* Brit. Med. Jour., 1917, !., 798. 
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Transverse incision .— To obviate the need for multiple 
incisions, especially the posterior ones, some surgeons 
practised long transverse anterior incisions; and Peck 
further recommended putting up the knee at an acute 
angle, with the anterior flap everted and the joint widely 
open. In 1915 I saw some such cases at Brighton, and in 
1916 five of the worst cases here were treated by Peck’s 
method. In our experience this is very unsatisfactory. In 
spite of the widely open joint, treated by continuous or 
intermittent irrigation, pus tracked behind the joint, the dis¬ 
charges were profuse and dressings very painful. All these 
cases and those seen at Brighton came to amputation. In 
two cases the tibia and fibula had become subluxated 
backwards and upwards. During 1915 I saw some other 
cases with what might be called fancy incisions—such as 
one 9 inches in length splitting the patella and another with 
four huge vertical incisions down the front and sides. 

Fullerton has advocated early partial excision with separa¬ 
tion of the hones and free lateral drainage. Our experience of 
this has not been favourable; one case required amputation, 
and another died from pulmonary abscess secondary to a 
bed sore. Theoretically, when earned out in conjunction 
with the Carrel method it sounds promising. 

It should be noted that our cases here present themselves 
too late for early excision, but only in what Sir George 
Makins calls the intermediate period. With regard to this 
he says:— 

“ It can only be undertaken with the definite intention of following it 
at once by an amputation if the procedure is followed by local extension 
of infection and signs of sys’emic absorption. It has, however, proved 
that excision m%y be a successful alternative when the severity of the 
general and local signs seemB to indicate amputation as the only 
resource.” 

When performed for infective arthritis without extensive 
bone damage, excision of the limited type advocated by 
Fullerton may be regarded as a method of insuring thorough 
drainage, as well as obtaining a clean surface by removal of 
comminuted bone. In many cases some form of irrigation 
seems valuable. 

In 1915 many of us were uslDg normal saline, or weak 
iodine, or permanganate solutions. Then came Dakin's 
hypochlorite. Continuous irrigation certainly saved some 
limbs, but we could not fail to see that the solutions too 
often poured along the gutters without flushing the whole 
road, that they ran out through the tubes, or trickled over 
the surface without reaching the pockets or all the joint 
pouches. 

That is where Carrel’s technique is valuable, instilling the 
antiseptic into every recess; but Carrel is not himself very 
optimistic about the method as applied to developed sepsis of 
the knee. In our hospital it certainly appeared to save three 
joints. But it should also be noted that the Carrel method 
is not easily carried out in conjunction with that thorough 
dependent drainage which is a cardinal principle of knee 
surgery. Of late flavine irrigations have been similarly 
used. 

Statistics, 

During the two years covered by this report, 1916 and 
1917:— 

1- Total knee-joint cases treated (not including some In which 

the joint was secondarily affected) . 86 

2. Acute Beptic arthiltls. 31 

3. „ „ „ with bony injury . 15 

i* ,, „ without bony injury . 16 

5* •• )• .• treated by Peck's method . 6 

6. „ „ ,, amputated after ditto . 5 

L m it ,t treated by free incisions and drainage 26 

8. ,, „ ,, amputated after „ „ 10 

9. Total amputations (= 17*3 per cent, of total cases, 48’3 per 

cent, of septic cases). 15 

10. Mortality (= 12 9 percent, of total septic cases) . 4 

,» after amputation (a 13 3 per cent, of amputations) 2 
,, without „ 2 

Cause of death.—? Toxjemia, 1; abscess lung, 1; phthisis, 1; tetanus, 1. 
harly amputation would probably have saved three of these cases. 

The knee-joint figures for 1918 up to September show a 
great improvement on the above. 

Summary. 

1. In the earliest stage of infective traumatic arthritis an 
attempt should be made by tapping and distending the 
joint with some antiseptic, such as flavine or iodoform emul¬ 
sion, to abort the sepsis. This is being successfully done 
in France. Good fixation of the limb is essential. 

2. When sepsis is established thorouyk drainage is 
essential ; anterior lateral incisions do not suffice ; the Peck 


method is not successful. Suprapatellar, antero-lateral, 
and postero-lateral incisions should be used in combination. 

3. If there is bone damage excision is desirable in most 
cases, and the bone surfaces may be kept apart. 

4. Carrel’s method offers the only effective way of intro¬ 
ducing an antiseptic fluid into the recesses of the injured 
joint. 

5. With other methods burrowing of pus very frequently 
occurs, with abscesses tracking up and down the limb and 
septic absorption ; and amputation is apt to be performed too 
late, when the vital powers have succumbed to the prolonged 
strain and sepsis has become generalised with a perhaps 
fatal result. 

My acknowledgments are due to the various surgeons 
associated with me in this hospital, and to Lieutenant- 
Colonel R. P. Bond for permission to publish this paper. 


THREE PLASTIC FACIAL OPERATIONS. 

By R. -LAKE, F. R. C. S. Eng., 

SUBGEO iff ROYAL EAR HOSPITAL, ETC. 


During the last decade there have been very numerous 
improvements in plastic operations for altering the shape 
of the nose and repairing the unsightly results either of 
disease or injury, and last year a long paper appeared in 
The Lancet by Captain Seccombe Hett 1 depicting and 
describing the methods that are at present in vogue (many 
of them new) for repairing the effects of war injuries. 
I am tempted to report three cases in which I have per¬ 
formed plastic operations, one of them only being the result 
of injury. 


Fig. 1. 



Case 1.—A young man, brought to me by Dr. Thomas 
Wingrave, was desirous of having his nose so altered 
as to render his race less obvious. The method 
adopted is depicted in Fig. I, and was commenced by 
separating the ala nasi on one side 
from the cheek, the incision going 
through the fold between the ala 
nasi and the face. The ala nasi 
was then retracted and the mucous 
membrane of the septum divided by 
a curvilinear incision, with the con¬ 
cavity forwards, commencing close 
to the nasal bone and ending just at 
the lower anterior margin of the 
cartilaginous septum. The muco- 
perichondrium was reflected in both 
directions, and a strip of cartilage, 
semicircular in shape and about 
3/16 inch in width and the whole 
length of the incision, was removed. 

The anterior portion of the nose was 
then pushed upwards until the two 
cut surfaces of the cartilage came 
in contact; it was rotated on itself 
in an upward direction until the 
inferior aspect of the nose was at 
right angles with the upper lip. The 
cut surfaces of the mucous membrane were joined with a 
few catgut sutures and the ala nasi sewn in place, and two 
thin rubber splints inserted just to hold the nose in position 
during healing. The result was 
extremely good and quite satisfied 
the requirements of the patient. 

Case 2.—An officer in the R.A.F., 
as the result of an accident, had a large 
depression in the cartilaginous portion 
of his nose and a gravely deflected 
septum. (Fig. 2.) The latter I removed 
by a submucous resection, taking 
a strip of the cartilage about 1 16 
inch square. By means of a long 
angular knife a bed was made in the 
subcutaneous tissues in the depressed 
part of his nose, and the strip of 
cartilage was slipped in. As, how¬ 
ever, this strip was not quite suffi¬ 
cient a second was inserted at a later 
date, having been taken from the 
nose of a brother officer who had an 
ordinary submucous resection per¬ 
formed. This practically restored the nose to its original 
shape. 


Fig. 2. 



1 The Labtcet, 1917, IS., 892. 
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Fig. 3. 




C Case 3.—A young lady was bom with a 

particularly short upper lip. As is shown in 
\ the diagram (Fig. 3, A), not only the whole of 

the teeth but a large portion of the gum 
were visible. The various stages of the operation are 
shown in the figures. The first stage was to make 
two transverse incisions across the centre of the upper 
lip, one just at the base of the nose and the other 
about midway between the lip and base of the nose. Next, 
two skin flaps were dissected out on either side from 
the surface of the septum, just within the vestibules of the 
nose. These are shown dissected out (B). The upper incision 


was extended by drawing down the upper lip (c) and the 
two flaps were turned across as shown (i>) and attached in 
place with a few fine sutures. This materially lengthened 
the lip. The lip was still further lengthened by stretohing 
the lower incision (D) and turning it from being a trans¬ 
verse into a vertical one, and sewing the edges together 
with a few fine sutures (e). The eventual result was 
extremely good, the whole of the gam and nearly the 
whole of the teeth being covered by the upper lip. No 
scar was visible at all, and the appearance was materially 
improved. 

Cavendish-place, W. 


A NOTE ON 

THE TREATMENT OF MALARIA BY 
DISODO-LUARGOL. 

By W. A. MURRAY, M.B., C M., D.T.M. k H.. 

CAPTAIN, ROYAL ARMY MEDICAL CORPS; 

AND 

B. W. HAROLD ROW, B.Sc., F.L S., 

PROTO ZOOLOG 18T TO THE MALARIA DEPARTMENT. 4TH LONDON 
GENERAL HOSPITAL. 


A paper on the successful treatment of two cases of 
malaria by disodo-luargol, by Dr. Louisa Hamilton and Dr. 
Morna Rawlins, having appeared in The Lancet of 
April 6th, 1918, we thought it our duty to try the same 
treatment on a series of cases in this department, with the 
results given below. 

Altogether six cases have been selected for this investiga¬ 
tion, each of which was positive on admission to the 
hospital—i.e., had asexual parasites in the peripheral blood. 
The treatment in all cases precisely followed the method 
described in the above-mentioned paper, save that in two 
cases it was not possible to carry it through to the end. 
Blood examinations were made daily in all cases. 

Notes of Cases. 

Cask 1.—Contracted malaria in G.H.A. In October, 1916 ; had many 
relapses from time to time, but was not in hospital. Admitted here 
24.718 with a temperature of 104° F. and P. vivaz present In large 
numbers. The first two doBes of disodo-luargol had no effect on either 
the temperature or the parasites. Unfortunately, after ten days’ treat¬ 
ment the patient developed measles, the disodo-luargol course was 
abandoned, quinine given, and the case was transferred to the M.A.B. 
hospital at Tooting. 

Case 2.—Contracted malaria in Salonika in September, 1916, had 
many relapses, and was invalided home. Admitted to this hospital 
22/5,18, with temperature 101°, enlarged spleen, and P. vivax in fair 
numbers in the blood. After the first injection the temperature dropped 
to normal and the asexual parasites disappeared from the peripheral 
blood. This continued until the seventeenth day, when he had had 
four injections (the last on the tweffth day), and then the temperature 
•hot up to 1C5°, though no asexual parasites were found In the blood. 
An attack of pneumonia followed, and the last three injections of 
disodo-luargol were not given. He recovered normally, and no further 
attacks of malaria have as yet occurred. It should be noted, however, 
that after recovery from pneumonia he was given quinine hydrochloride 
gr. x dally. 

Case 3.—Contracted malaria in Salonika In August, 1916. and invalided 
home after many relapses at the beginning of 1918. Admitted 
here 8 5/18 with a temperature of 104°, a much enlarged spleen, 
and P. vivax present in the peripheral blood. The temperature con¬ 
tinued to show a regular, though slight, tertian rise until three days 
after the third injection, after which it remained normal or sub¬ 
normal for a week, and did not rise above 99 3 - during the rest of the 
course. Asexual forms of P. vivax remained in the blood until the 
day after the fourth injection, while three days later P.falciparum, 
both ‘‘rings'and “crescents,” appeared, though unaccompanied by a 
rise of temperature, and the crescents remained until some time after 
the end of the treatment. Eleven days after the completion of the 
disodo-luargol course P. vivax reappeared, and two days later there 
occurred a frank relapse with a temperature of 104’2°. He was then 
put on to full doses of quinine and quickly recovered, but was Invalided 
out of the Service for other reasons. 

Case 4.—Contracted malaria in G.B.A. in March, 1917, had several 
relapses, and returned to England In March, 1918. Admitted here 


17 6 18 with temperature 99‘8°, anaemia, and enlarged spleen. P. vivax 
present in large numbers. The temperature became normal two days 
after the first injection, but asexual parasites remained until the second 
day after the third injection (i.e.. f <r ten days after the commencement 
of treatment). Asexual parasites reappeared the day after the last 
Injection; the patient s general condition, however, was much 
improved, and there hAs been no clinical relapse to date. 

Case 5.—Contracted malaria in Salonika In April, 1917, bad many 
relapses, and was invalided home in May, 1918. He was admitted here 
25'6/18 with normal temperature, much enlarged spleen, and enlarged 
liver. P. vivax was present in the blood. One day after »he second 
injection of disodo-lu-irgol his temperature went up to 101° and the 
asexual parasites, which had never disappeared, showed a distinct 
Increase in numbers. The temperature became normal two days after 
the third injection, but the parasites have persisted throughout the 
course, and since. 

Case 6.— Contracted malariA In Salonika, In September, 1916, and 
was invalided home after many relapses on 24/5/18. He was admitted 
to this hospital 21/6/18 with a temperature of 100°, spleen much 
enlarged, and P. vivax present In the blood. His temperature has not 
risen above 99* since the first injection of disodo-luargol, hut th« asexual 
parasites remained until four days after the third injection, and 
reappeared four days after the termination of the course. 

Results. 

Of the above six cases we have thus been able to carry out 
the complete treatment in four, with the following results. 
In one case a clinical and parasitic relapse occurred 11 days 
after the end of the treatment; in one case the asexual 
parasites have never disappeared ; in the other two cases, 
although the parasites disappeared, in each case they have 
reappeared—in one immediately, in one four days after the 
last injection. Consequently, there is no case in the four in 
which the disodo-luargol can be considered to have been even 
temporarily successful, for the presence of asexual parasites 
in the blood means that a clinical relapse must be regarded 
as only a question of time. F urther, the comparatively long 
time taken for the asexual parasites to disappear from the 
blood (16, 10, and 12 days, respectively, in Cases 3, 4, and 6, 
and not at all in Case 5) does not lead one to anticipate 
that disodo-luargol is likely to be so effective in the treatment 
of malaria as quinine, which normally achieves this same 
result in four days. 

There is also a technical point to be mentioned in con¬ 
nexion with the use of this drug. The solution being 
almost black, it is difficult to be certain that the needle is 
in the vein, as the back flow of blood cannot be seen, and 
if the fluid be injected into the surrounding tissues, as 
happened to ns on one occasion, considerable irritation is 
caused. 

In addition to the six cases described above, we have had 
under observation in this hospital five patients who had 
partial courses of disodo-luargol at another hospital, and 
four of these cases have had relapses, both clinical and 
parasitic, while here. 

To summarise our results, we think we have shown that 
disodo-luargol is no specific for malaria, and in our opinion 
there are several reasons, both clinical and technical, to 
render it far less suitable for use than quinine. 

In conclusion, we wish to express onr thanks to Colonel 
Sir Ronald Ross, consultant in malaria, and to Lieutenant- 
Colonel Sir Nestor Tirard, O.C. 4th London General Hos¬ 
pital, for permission to publish these notes. 
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BREAST-FEEDING: FARADISATION OF 
THE MAMMARY GLANDS. 

By ELIZABETH SLOAN CHESSER, M.B. Glasg., 

MEDICAL OFFICER, LEYTON AND LEYTON8TONE ANTE-NATAL AND 
INFANT WELFARE CENTRES ; M.O., CARSH ALTON ANTE-NATAL 

AND INFANT WELFARE CENTRES AND CaRSHALTON CRECHE; 
ASSISTANT PHYSICIAN, QUEEN'S HOSPITAL FOR CHILDREN. 


The importance of breast-feeding in reducing the infant 
mortality rate is generally recognised. Every physician 
associated with ante-natal and infant welfare work realises 
that our best hope of saving infant lives is to encourage 
natural feeding by every possible means. The general 
hygienic care of the mother, sufficient and suitable food, 
regulation of work, rest and sleep, the judicious use of 
galactogogues, attention to dental caries or other forms of 
sepsis, are each important. The baby’s habits also affect 
the supply of milk. If the infant is allowed to take the 
breast night and day at irregular intervals the supply of 
milk is at once jeopardised. There are women, of course, of 
the perfect nursing type, whose milk seems unaffected by 
insufficient diet, hard work, even excess of alcohol. The 
average woman, however, is very largely influenced by 
physical and psychical causes, and many hundreds of women 
complain that the “ milk goes ” in spite of faithfully carrying 
out the doctor’s orders. These are the cases which call for 
some special treatment, and it was in considering the 

failures ’amongst my nursing mothers that I conceived the 
idea of trying electrical stimulation of the mammary glands. 

Description of Method. 

As a general routine, every nursing mother at my infant 
centres is advised with regard to diet, her teeth are attended 
to, and she is recommended to lie down for l£-2 hours every 
afternoon when the baby is asleep. This, of course, cannot 
be managed in all homes, but by insisting on its importance 
and by advising the mother as to the regulation of her 
duties, &c., it can be carried out in the majority of cases. 
The baby is put to the breast every three hours for the first 
three months of life — viz., at 6 a.m., 9, 12, 3 p.m.,6 , and 10, 
and every four hours from four months old. No night feed 
is permitted unless in special circumstances. If the baby’s 
gain is not satisfactory a test meal is given according to 
the usual practice. 

Immediately before a feed is due the baby is weighed 
naked, except for a napkin in case of bladder or bowels 
acting during the test. He is then given one breast for 
12 minutes and weighed again ; put to the second breast for 



12 minutes and weighed for the third time. The amount of 
milk taken from both breasts is easily estimated. If the 
milk is insufficient, such a galactagogue as lactagol is 
ordered, and the mother may be advised to take extra 
proteid or fat, or both. 

If after two or three weeks the infant’s gain in weight is 
still unsatisfactory, my practice now is to stop galactagogues 
and apply faradisation. This is undertaken at Leyton Tcwn 
Hall, where our average weekly attendance of mothers is 
40-50, and I also send suitable cases from Leytonstone to the 
Town Hall for treatment. 

I use two hollow cone-shaped flexible zinc electrodes. The 
circular bases fit round the breasts, and they can be adapted 


evenly to the surface of the glands. This form of electrode 

was suggested to me by my father, Dr. Samuel Sloan. ^The 

electrodes are 

fixed in place 

with an elastic 

bandage. An 

ordinary faradic 

coil is used, and 

the connecting 

cables are 

attached from 

the secondary 

terminals to Fie. 2.— Electrode folded to fit round brcut. The 

qnlrlered terminals edges are shown nearly to meet, and they can 
soldered terminals overl lf roquired . 

on the electrodes, 

which may be used bare or underlaid with several layers of 
moist lint. The current is passed through the two breasts 
for 20 minutes twice a week. I prefer to apply the treat¬ 
ment three times a week if it can be arranged. 

The patient feels a gentle tingling, there is no discomfort 
or pain, and the only inconvenience consists in having to 
strip to the waist so that the electrodes may be properly 

applied ' Remit*. 

The results of the treatment have surpassed my expecta¬ 
tions. I give below a few typical cases taken from the first 
series of 12 cases which have had faradic treatment:— 

Case 1.—A poorly nourished infant of 5 weeks suffering from consti¬ 
pation and vomiting after meals ; weight 8 lb. i oz. Breast-fed every 
2 4 hours. Breasts well developed ; right nipple very small (a nipple 
shield was ordered). Physical examination negative. Instructions 
were given with regard to suckling, and the mother was cautioned 
against allowing the baby to have the milk too fast. The child was to 
be fed every three hours and no night feed allowed. Test feed ; 2J oz. 
was the total obtained from both breasts. In four weeks the child had 
gained an average of only 1 oz. per week. Electric treatment twice 
a week was then ordered and this was continued for five weeks. The 
average weekly gain became 4 oz. per week, and the two weeks following 
the cessation of electric treatment the gain was 5 oz. per week. The 
mother declared that after two or three treatments she felt stronger, 
’‘the milk flowed into the breasts and poured away." The baby became 
contented, the vomiting ceased, and constipation diminished. 

Cask 2.—Child of 44 months; weight 12 lb. 7oz.; had not been thriv¬ 
ing. At the second attendance the following week, the child weighed 
12 lbs. 44 oz.—a loss of 24 oz in spite of the usual instructions. Test 
feed demonstrated that the child was having only 2 oz. of milk from 
the mother. Breasts flabby, no sensation of fullness at feeding time. 
Electric treatment was therefore ordered twice weekly. In two 
months the child gained an average of 4 oz. per week. Baby contented 
and thriving, formerly cried continually. After two treatments the 
mother said she felt the breasts fuller, and this improvement con¬ 
tinued and was maintained after cessation of treatment. 

Case 3.—Child of 5 months; 121b. 3 oz. Before electric treatment 
was started it was only possible to draw off a tablespoonful of milk at 
feeding time. Babv was having two bottles of 6 oz. daily to supplement 
breast-feeding. After four weeks of electrical treatment baby required 
only 3 oz. of humanised milk once daily in addition to breast. Average 
gain 4J oz. per week. 

Case 4.—Child of 3 months ; 9 lb. 134 oz -; poorly nourished, not 
gaining. After two electric treatments the mother said: “The milk 
now runs in when I nurse baby, and did not do so before/' After nine 
electric treatments: “ Baby quite satisfied, ample milk." Average 
gain 3j oz. weekly, in spite of the fact that the child had an attack of 
bronchitis during treatment. 

Of a first series of 12 consecutive cases, 2 must be 
eliminated, as they were only able to attend for electric 
treatment twice. Of the remainder, 5 had from 8-10 treat¬ 
ments, 5 were sufficiently improved in from four to seven 
treatments. In every case the child improved in health and 
an average gain in weight of 3£ to 5 oz. a week was main¬ 
tained. In 6 cases the average gain in weight prior to 
beginning electric treatment was 1£ to 2 oz. a week ; in 4 
cases the treatment was started at the first or second 
attendance of the child at the clinic, as the test meal showed 
that the infant was having less than half the required amount 
of milk from the breasts and the case seemed urgent. 

I had intended to send a specimen of mother’s milk in 
every case to a laboratory for analysis before and after treat¬ 
ment, but in most cases only a teaspoonful to a tablespoonful 
of milk could be extracted from the breasts which, when sect 
to the laboratory, was found to be useless for any complete 
examination. In giving faradic treatment it may be neces¬ 
sary for a couple of weeks to supplement the mother’s milk 
by cow’s milk or artificial food. This interferes with the 
experimental part of the work, but it is interesting to find 
that with several treatments the milk is so improved in 
quantity and quality that extra feeding can gradually be 
reduced and given up entirely. 

I have to thank Major J. F. Taylor, medical officer of health 
of Leyton, for allowing one of his health visitors, Nurse Dodds, 
to carry out the bi-weekly treatments under my directions. 
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RECOVERY AFTER COMPOUND FRACTURE OF 
SKULL WITH EXTRAVASATION OF BRAIN. 
By T. E. Coulson, M.D., F.R.C.S.Edin., 

TEMP. LIEUTENANT, R.A.M.C, J SURGEON TO THE MERTHYR GUEST 
HOSPITAL, TBMPLECOMBK. 


The following case of compound fracture of the skull' 
with extravasation of brain matter, in which immediate 
operation resulted in complete recovery, may be of some 
interest:— 

O 11 June 13th, 1918, a boy, aged 9, was riding in a wagon in a hay- 
field with two girls, when the horse "bolted.” One of the girls jumped 
out over the side of the wagon, the wheel went over her leg, and she 
sustained a compound fracture-dislocation of the ankle-joint. The 
otner girl became frightened, seized the child and threw' him out of the 
wagon over the side, both wheels going over his head. She herself then 
climbed out over the back and escaped unhurt. 


On the left Bide upper fragment was depressed beneath lower 
fragment to extent of about 4 in. I applied a i in. trephine to 
edge of lower fragment at angle above le»t ear, and introducing an 
elevator levered upper fragment Into position level with lower frag 
ment. This fracture ended posteriorly in a star-shaped manner, but 
the “star” was not so marked as on right side, and no brain matter 
was being extravasated on this side. 

The various manipulations described had by now taken some time, 
and the boy having lost a good deal of blood he began to show signs of 
shock. The pulse became very weak and fast; it had risen to 130 per 
minute. Respirations became " catchy,” and would occasionally cease 
for a considerable time. 1 bad intended to Investigate fracture running 
in front of right ear from which brain matter was coming away, but it 
became evident that the boy would not stand anj T further procedure, so 
I contented myself with swabbing the brain matter away with an 
antiseptic and stitching up the whole wound with interrupted fishing- 
gut sutures, without drainage. 

For the first day or two patient was In an extremely critical con¬ 
dition, semiconscious, very violent and Irritable when roused; pulse 
120 ; temp, subnormal. Calomel gr. ill. was given on the evening 
after the operation and after this had acted on the following evening he 
became much quieter and more rational. On June 16th he was able to 
answer questions rationally, took his food well, and began to have 
control over bladder and rectum. The stitches were removed on 
June 22nd and all bandages taken off on the 26th. On June 23rd, 24th 
and 25th there was very slight watery blood-stained discharge from 
both ears and a very slight amount of epist&xls on June 25th. 

The boy is now up and about and appears perfectly 
normal in all respects with the exception of slight deafness 
in left ear. 



Photograph of patient on June 26th, 13 days after operation. 

Tliis happened at about 4 p.m., and the boy was admitted to the 
Merthyr Quest Hospital at 4.30. When I saw him at 4.45 he was semi¬ 
conscious, vomiting almost continuously, blood and cerebro-spinal 
fluid coming freely from both ears. There were two wounds, each 
about the size of a threepenny-piece, on right side of head, one about 
2 inches above right ear and the other about halfway between right 
ear and right eye; from the former of these brain matter was ooz.lng 
in considerable quantity. There was a linear depressed fracture on 
both sides of head running from before backwards. Temperature 
subnormal; pulse 90 per min. ; pupils dilated and equal; no paralysis 
of face or limbs. 

I ojierated at 5 p.m. After shaving the head and painting It with 
chloroformura iodi an incision was made from a point 14 in. behind 
right ear vertically npwards for 3 in., then directly forwards for 54 in. 
to a point 14 in. above centre of right eyebrow. This curved incision 
ran 4 in. above line of depressed fracture on this side. At posterior end 
this fracture w*as star-shaped, one “limb” of star pointing downwards 
in front of right ear (from this brain matter was oozing), one pointing 
behind right ear. one upwards and backwards, and the main fracture 
forwards to the point 14 in. above centre of right eyebrow. The centre 
or "body ” of the star was missing altogether, but was eventually found 
beneath the parietal bone, between it and the dura. It was withdraw n 
and discarded. 

Attention was now turned to the main depressed fracture on this 
side. The lower fragment w-as depressed beneath the upper, so that the 
latter overhung the former by about 4 inch. I therefore cut away with 
bone forceps a wedge-shaped piece of upi>er fragment about its centre 
and. introducing an elevator, lifted up lower fragment on a level with 
upper. There followed a good deal of haemorrhage, which, however, 
ceased in a short time. The fracture on left side extended from the 
point 14 in. above centre of right eyebrow', where fracture on right side 
ended, backwards to the left to a point 34 in. above left ear, and then 
directly backwards for U in. I made an inciBion about 4 in. below line 
of this fracture. The Illustration shows line of incision on this side. 


RADICAL CURE OF A VERY LARGE 
INGUINAL HERNIA. 

By C. P. G. Wakeley, M.R.C.S. Eng., L.R.C.P. Lond., 

TEMPORARY SURGEON, R.N., H.M. HOSPITAL SHIP "GARTH CASTLE.” 

Dr. J. A. Browne’s case of large inguinal hernia , 1 which 
was reported in a recent number of The Lancet, aroused 
my interest because I had a very similar case under my care 
several years ago, when I was house surgeon to Mr. Albert 
Carless at King’s College Hospital. The enormous size of 
the hernia can be seen from the photograph ; it was a left 
oblique inguinal hernia and descended to the patient’s knees, 
causing great inconvenience in walking. The patient, aged 
50, was a very tall man. He stated that he had noticed the 
rupture for over 10 years. The hernia could be reduced 
with difficulty, but could not possibly be controlled by any 
form of truss or bandage. The penis was completely hidden, 



and could only be located at the bottom of a small depression 
at the upper part of the swelling. Micturition was difficult 
at times. The opening of the canal admitted four fingers 
easily. The patient was kept on his back with the 
foot of the bed raised for two weeks previous to the opera¬ 
tion. A radical cure was performed ; the left testicle, which 

> The Lancet, 1918, it., p. 106. 





















358 The Lakcbt,] 


CLINICAL NOTES —NEW INVENTIONS. 


[Sept. 14, 1918 


had atrophied considerably, was excised and the inguinal 
canal completely closed. A large portion of the skin of the 
scrotum was removed. Quite 12 feet of small intestine were 
found in the hernial sac, together with most of the pelvic 
colon. The hernial sac was completely excised and the 
wound healed by first intention. I saw this man a year 
after the operation, and he stated that the result was 
excellent and that he had experienced no trouble at all. It 
seems to me that with a hernia of such a size and duration 
the best form of treatment is to excise the testicle, which 
is often functionless, and completely to close the inguinal 
canal. 


A rA.9E OP 

STRANGULATED INGUINAL HERNIA WITH 
EXTERNAL RUPTURE OF THE SAC. 

By Harold F. Renton, M.D., B.S.Lond., M.R.C.S., 
L.R.C.P. 

Although it is usually taught that a hernia of the bowel 
presenting through one of the common abdominal orifices 
and in a strangulated condition may rupture and discharge 
its contents externally, yet no such condition had come 
before my notice until I was called upon to treat the 
following case. 

On July 19tb, 1917, I was asked to see a lady in the country with a 
severe attack of vomiting which nothing relieved. On entering the 
room 1 smelt a strong feeculent odour. The patient, aged 50, was in 
bed propped up with pillows; breathing short and painful. The face 
was drawn and anxious, pupils dilated, tongue dry and coated with 
brown fur. At intervals she was seized with a violent attack of vomit¬ 
ing ; vomited matter brownish fluid and typically fiecal. Pulse rapid 
and almost Impalpable; temperature subnormal. The abdomen was 
very distended and tympanitic; marked peristalsis, localised to 
umbilical area and typically “ladder’' in character, Indicating the 
obstruction was involving small Intestine. In right Inguinal region 
was a large swelling, black in colour, from which came the powerful 
fseculent odour. The swelling, surrounded by an area of inflammation, 
was tvmpanitio to light percussion. 

A diagnosis of strangulated Inguinal hernia was made, and it was 
clear that the hernial contents were gangrenous. It was elicited 
that the rupture had been present four years ; it had not given rise to 
any pain or discomfort until onset of present acute attack some four 
weeks previous to my visit, when she w r as seized with acute pain in the 
swelling. Absolute constipation followed, as well as persistent vomit¬ 
ing, which had existed during the whole of the four weeks. 

It was obvious that patient was too ill to undergo any operation at 
that moment, and that the best to be hoped for was that the hernial 
sac should burst externally and relieve the urgent symptoms. I 
ordered hot fomentations to be applied to the tumour, and a limited 
fluid diet to be administered. 

The condition remained unchanged until the morning of July 23rd, 
when the tumour burst, discharging an enormous quantity of semi¬ 
fluid fsces, bright yellow in colour and strongly alkaline. Thus the 
original observation that the obstruction had involved the small 
Intestine was supported. 

The prompt amelioration was remarkable. With cessation of vomit¬ 
ing the pulse and temperature approached the normal and the tongue 
became clean. The anxious expression went; abdominal distension 
disappeared. The patient reported that she felt well and was quite 
free from pain. A liberal fluid dietary was commenced, and on the 
third day after rupture of herniaJ sac the woman was taking ordinary 
food together with a generous supply of stimulant without any return 
of Bichness. 

Despite this, however, and every care and attention, her condition 
ilowly became worse, and she died on* the morning of August 1st, one 
week after the formation of the fsecal fistula, with all the signs of 
collapse. Her appetite remained good and her spirits bright up to 
the end. 

This case would seem to be of interest for the following 
reasons :— 

1. It* rarity. — From personal observation, and after dis¬ 
cussion with medical friends, none of whom had seen a case, 
I conclude that such a termination to a strangulated hernia 
is very rare. Probably the cases are generally handed over 
to the surgeon before rupture is allowed to take place. 

2. Duration of strangulation. —According to the patient, 
she had been suffering from vomiting and absolute constipa¬ 
tion for some four weeks. It is not always wise To rely too 
much upon a patient’s information, yet from the appearance 
of the hernia, the gangrenous condition of its contents, and 
the inflammation of the surrounding tissues the bowels must 
have been in a state of strangulation for a very considerable 
period. Remembering how rapidly collapse and death super¬ 
vene in a case of unrelieved intestinal obstruction, the long 
duration of the woman’s suffering becomes all the more 
remarkable. 

3. Cause of death. — It had been hoped that after rupture 
of the hernial sac, and with relief of the acute symptoms, 
the woman’s condition might have improved sufficiently to 
enable her to undergo an operation for closure of the faecal 
fistula, but despite a generous dietary and free stimulation 


she steadily lost ground. The colour of the faeces and their 
strongly alkaline character showed that the portion of small 
bowel involved in the hernia was at a very high level. It 
seems clear that death was due to the cutting off of an 
enormous portion of the absorptive area of the intestinal 
tract. Bat for this fact no doubt is entertained that the 
woman’s life could have been saved. 

It will naturally be asked why I did not at once open the 
hernial sac, and some doubt may be expressed as to the 
possibility of any patient living so long with obstruction at 
such a high level in the bowel. As a result of my first 
examination I came to the conclusion that the woman would 
only last a few hours and that no treatment coaid postpone 
the end. The local treatment was employed with the sole 
intention of doing something to relieve her suffering. Two 
methods of procedure offered themselves had I decided to 
operate. First, by general anaesthesia, which would certainly 
have hastened the end; and, second, by plunging a knife 
boldly into the sac. As it had not been determined 
what was the cause of the obstruction, and as this 
might possibly have been due to the sudden entry into 
the sac of some new and healthy organ, a haphazard 
incision might have resulted in injury of a grave nature, to an 
otherwise healthy organ, and the last state of the patient 
have been, if possible, worse than the first. 

It is certainly more difficult to give a satisfactory answer 
to the second question. Unfortunately, I have not ready 
access to the literature on the matter, although it must be 
admitted that the general teaching is that the higher the 
level in the bowel at which lies the point of strangulation, 
so much the more severe is the shock, and rapid the 
end. 

My deductions as to the possible position were based upon 
clinical observation before rupture of the sac namely, the 
site and character of the peristalsis, and later, upon the 
fluid, yellow nature, and strongly alkaline reaction of the 
discharges when rupture had taken place. In any case, 
it would be interesting to hear expert opinion on this 
point. 

Doncaster. _ 


$ffo Indentions. 


A NEW RUBBER MASK SPECIALLY DESIGNED FOR 
GENERAL ANAESTHESIA WITH ETHYL- 
CHLORIDE AMPOULES. 

An ingenious apparatus for general anaesthesia with exact 
dosage of ethyl-chloride as gauged for each particular case 
has been brought to my notice. It is so constructed that 
the whole of the ethyl-chloride contained in each graded 
glass ampoule is administered gradually, fully, and without 
loss. The whole apparatus consists of one piece of rubber ; 
it is therefore pliable, easily carried, convenient to handle, 
and thoroughly sterilisable. The interior of the mask com¬ 
municates through a short wide-bore tube by a T-joint with 
another tube running at right angles. One limb of the 
T receives the ampoule, the other limb is closed at the end, 
and is armed in the centre of its blind end with a pin pro¬ 
jecting into the centre of the lumen. This limb receives the 
umbilicated end of the glass ampoule of ethyl-chloride. 
When the ampoule is pressed home the pin first impinges 
on and then perforates the umbilicated end, and the ethyl- 
chloride vapour streams out along the short wide tube on to 
a gauze pad suitably placed and held in position by a 
rubber band. The vapour diffuses throughout this pad, from 
which it is breathed by the patient. This pad is easily 
removed after each case and replaced by a fresh one. The 
rubber band keeps it lightly but firmly in position. There is 
no waste of ethyl-chloride and the dosage is exact. If one 
ampoule proves insufficient, it can, when exhausted, be 
quickly supplemented by another full ampoule of any desired 
capacity, the change requiring a minimum of time or trouble. 
If before introduction the glass ampoule is slightly 
moistened, no difficulty will be experienced in pushing 
it smoothly into the tube to the full extent required to 
cause the pin to puncture it at the desired moment. 1 
have tried this mask on myself and find that it fits quite 
comfortably. 

The makers are the Anglo-French Drug Company, Ltd., 
Holborn, London. F. C. Barlow, L.R.C.P. AS. Edin., 

Camberwell, S.E. L.F.P.S. Glasg. 
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War Wounds of the Lung: Notes on their Surgical Treatment 
at the Front. By Pierre Duval. Authorised English 
translation. Bristol: John Wright and Sons, Ltd. 1918. 
Pp. 100. Price 8 s. 6d. 

We have already noticed (The Lancet, Sept. 8th, 1917, 
p* 393) Dr. Pierre Duval’s admirable monograph, “ Les 
Plaies de Guerre du Poumon,” and commend it again to our 
readers in its English guise. A new chapter added to the 
translation brings the author’s experience up to January of 
the present year, and concludes with a sentence epitomising 
his whole teaching : “Lung wounds are analogous in every 
respect to any other battle wound, and must be treated 
according to the same general principles. ” 

The translation emanates from the 36th Casualty Clearing 
Station, B.E.F., which has been in close association with 
the Auto-Chir. No. 21, Arm 6 e Fran<;aise, of which Duval is 
medecin-chef, and the dedication gives occasion for an 
expression of that mutual esteem and admiration which is 
making the Anglo-French entente a real and permanent 
thing. Both text and illustrations are well done and the 
external trappings of the book very pleasing. 


1. The Treatment of War Wounds. By W. W. Keen, M.D., 

LL D., Emeritus Professor of Surgery, Jefferson Medical 

College, Philadelphia. Second edition. London and 

Philadelphia: W. B. Saunders Company. 1918. Pp. 276. 

Price 8 s. 6 d. 

2 American Addresses. By Sir Berkeley Moynihan, M.S. 

Lond., F.R.C.S. Eng. London and Philadelphia: W. B. 

Saunders Company. 1917. Pp. 143. Price Is. 6 d. 

Two attractive little books published in the United States 
of America will help to bring recent remarkable developments 
in war surgery before the medical world of the great republic 
of the West. 

1. Dr. Keen has enlarged his bird s-eye view of English 
and French surgical practice on the Flanders front. He has 
collected his material from many sources, and the volume 
will be read with interest as the considered judgment of a 
veteran surgeon, whose detachment allows him to see relative 
values in a mass of new and absorbing work. The short 
bibliographies attached to some of the chapters may give a 
useful hint for the war surgeon’s library. 

2. Sir Berkeley Moynihan has collected in one volume the 
addresses on gunshot wounds and injuries delivered last 
autumn in Chicago and other American cities, giving his own 
conclusions on the treatment of the many new phases of 
surgical diseases for the benefit of his American colleagues. 
We commented at the time of their delivery on these crisp 
and enlightening summaries, and commend them in their 
present form to the reader’s notice. 

La Suspension dans le Traitement des Fractures: Appareils 
Anglo- Amiricains. By P. Desfosses and Charles- 
Robert. Preface by M. Pierre Duval. Paris : Masson 
et Cie. 1918. Pp. 172. Price 4 frs. 40. 

This latest fascicle of the Collection Horizon is an 
admirable example of the war manual at its best. 
M. Desfosses is surgeon to the Hopital britaunique in Paris, 
and M. Robert is a pupil of Major Sinclair who has applied 
the latter’s methods in the famous Auto-Chir. 21 to which 
M. Duval is attached. The manual starts with a description 
of the suspensions known by the names of Blake, Sinclair, 
and “Balkan,” going on to their detailed application to 
fractures of the extremities. Each stage in the application 
is abundantly illustrated. M. Duval in his preface frankly 
acknowledges his preference for the Thomas splint, but many 
other ingenious forms aDpear in the text. The little book is 
a safe technical guide to the successful treatment of gunshot 
fractures of the limbs. 


A n Index of Prognosis and End-Results of Treatment. By 

Various Writers. Edited by A. Rendle Short, M.D. 
Lond., F.R.C.S. Eng. Second edition. Bristol: John 
Wright and Sons, Ltd. 1918. Pp. 770. Price 305. 

We are glad to see a second edition of this useful work 
of reference, to which fresh material has been added in 
view of recent experience on tetanus, gas gangrene, septic 


peritonitis, and gunshot wounds. The account of tropical 

diseases has been rewritten by Sir Leonard Rogers. 11 We 
miss any allusion to the now very important disease, trench 
fever, but the editor disarms criticism in regard to possible 
omissions by pleading that he and many of the contributors 
are serving overseas, and the same war conditions which are 
vastly extending our knowledge of certain groups of 
diseases are making it exceedingly difficult to ascertain the 
“ end-results ” which are the subject of this book. The 
appearance of a new edition as soon as possible after con¬ 
clusion of the war will be very welcome. The publishers’ 
share in the book is all that could be desired. 


An Introduction to the Physiology and Psychology of Sex. 

By 8 . Herbert, M.D. London : A. and 0. Black, Ltd. 

1917. Pp. 136. Price 35 . 6d. 

The author has already expounded with some success the 
first principles of heredity and of evolution to a layandience, 
and at the desire of the Feminist Club of Manchester has 
now endeavoured to do the same in a field where many 
others have failed before him. In this he has been largely 
successful. The elementary facts of the biology and physio¬ 
logy of sex are rendered in the “simple yet scientific 
manner,” which the author has set before himself. In sex 
psychology ‘ ‘ facts ” are less easy to define, and some of the 
simple assertions made will require modifying in the light of 
present-day experience. It is, we believe, misleading to 
state boldly, “To man love is an episode ; to woman it is 
her whole life’’—and the statement is not altogether in 
harmony with the forecast, in the concluding pages, of a 
new sexual order with which we are in general agreement. 


The Practical Medicine Series. Vol. J., General Medicine. 
Edited by F. Billings, M.S., M.D., assisted by B. O. 
Raulston, A.B., M.D. Series 1918. Chicago : The 
Year Book Publishers. 1918. Pp. 621. Price $2.25. 

This is the first volume of a series of eight, to be issued 
at about monthly intervals, covering the entire field of 
medicine and surgery, and primarily intended to keep the 
general practitioner in touch with the newest developments 
of his science and art. The medical literature of America. 
England, France, and Switzerland is abstracted for this 
purpose, and as far as work on this side is concerned, 
abstracted with care and discretion. Wc can therefore 
recommend the series to any who are prepared to face a 
yearly reading of some 5000 pages in order to keep abreast 
with current medical thought. 


Nutrition and Clinical Dietetics. By Herbert S. Carter, 
M.A., M.D.; Paul E. Howe, M.A., Ph.D.; and Howard 
H. Mason, A.B., M.D. Philadelphia and New York: 
Lea and Febiger. Pp. 646. 

The authors of this ambitious book, who are all members 
of Columbia University, New York, start from the assump¬ 
tion that dietetics must be deduced in part from an accurate 
knowledge of the chemistry of foods and of nutrition, but 
in greater degree from the results of actual clinical experi¬ 
ence. Their qualifications render this combined method 
possible within the covers of a single book inasmuch as the 
first-named author is an associate in clinical medicine, the 
second an assistant professor of biological chemistry, and 
the third an instructor in diseases of children. And the 
result is a book which will be of real value to the clinician 
at a time when nutritional problems have largely to be 
solved on the basis of what is possible rather than what 
is theoretically advisable. The book is divided into 
four parts, the first dealing generally with foods and 
normal nutrition, in which the subject of energy requirement 
is fully treated ; the second takes the various foods seriatim 
and discusses their particular values and deficiencies; 
the third is a short part devoted to feeding in infancy and 
childhood ; and the fourth part goes into the dietaries of 
various diseases and the special regimes proposed for them. 
An appendix contains tables of food values arranged in a 
variety of useful ways. The authors, although basing their 
conclusions largely on their personal experience, are careful 
also to include due notice of the work of others e.g., 
Bardswell’s and Chapman’s diets in tuberculosis, Joslin’s 
useful r£sum 6 of Allen’s starvation treatment for diabetes. 
Their remarks on metabolic problems are always interesting 
and often stimulating, as in the sections on the causes of 
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obesity, the food adapted to brain workers, and the appro¬ 
priate diet for athletes. In the latter connexion they note 
how easy it is to acquire the habit of large eating and of 
continuing it after the necessity for it is past, as in the case 
of “farmers’” indigestion, which they suggest is due to 
persistence in a large dietary during off seasons, when little 
muscular effort is demanded. All through the book the 
influence of new thought on old problems is clearly dis¬ 
cernible. The work cannot fail to be a useful vade mecum 
to the modern practitioner. 


“ One Thing I Know, or tfu> Power of the Unseen." By 

E. M. S. London : John M. Watkins. 1918. Pp. 146. 

Price 3s. 6d. 

It would not be difficult to ridicule E. M.S.'s auto¬ 
biographical account of her illness and recovery through the 
devoted treatment of an unseen spirit whom she calls “ Dr. 
Beale,” and yet its evident sincerity wins respect. We 
are told that E. M. S. had been bedridden for 15 years, 
and for the past six years had been unable to sit up in bed 
for more than two minutes without knocking herself up for 
six or nine months. Exertion such as this made her utterly 
exhausted, and her pulse rose to 140. She sometimes 
required food 30 times in the 24 hours, and so on. She 
had consulted over a dozen medical men, had taken tonics, 
sedatives, glandular extracts, had Nauheim and Kneipp cures, 
massage, rest cures, hypnotism—all to no purpose. The 
“ earthly ” medical man, whose report is given, states that 
there was no indication of insanity or hysteria, but, as we 
read the case, the disorder was clearly functional. 

The story as told is no uncommon one in practice. The 
gravity of the matter lies in the fact that legitimate medicine 
failed, whilst recovery followed under the influence of several 
women with so-called psychic powers. Such cases are worth 
careful scientific study. It is surely a reproach to medicine 
when patients such as these remain ill for long periods of 
time and recover by means such as are here described. 

Dr. Beale, we are told, died many years ago, and after 
a deep sleep devoted himself to work on earth, using the 
body of a Miss Rose and other persons possessing “psychic ” 
qualities. Dr. Beale also had a kind of home in the unseen 
world where he treated recently arrived spirits who were 
in trouble. His treatment was interrupted by his being 
suddenly called to higher spheres for a course of instruction. 
Fortunately, he left a useful locum-tenent, “Dr. Prentice.” 
We are also told how the possessing spirit is apt sometimes 
to forget the body of the instrument and “the doctor has 
been known to ask if his trousers were muddy or his tie 
straight, and has really been annoyed to find upon looking 
down that he had on petticoats and a lace collar ” ! 

The fact remains that the patient recovered, and the 
important question is how it came about. We find two 
methods of treatment which are novel. By means of 
magnetic massage Dr. Beale (i.e., Miss Rose) drew out of 
the body “bad stuff ” and threw it away, as it were, from 
the tips of his fingers. When he was called away during 
her convalescence he left behind a “ psychic battery,” 
upon which, however, she drew so extravagantly that she 
nearly had a relapse. The remainder of the treat¬ 
ment appeared to consist of massage and exercises con¬ 
tinued for months, then gradually she was taught to 
use her leg muscles and at last to walk. Within two years 
she was well. There are many other remarkable things in 
the book, which is vividly written and profoundly interesting, 
as showing what the “ will-to-believe ” can do when uncon¬ 
trolled by experience or the critical faculty. 


The Internal Secretions: their Physiology and Application to 
Pathology . By E. Gley, M.D., Professor of Physiology 
in the College of France. Translated and edited by 
Maurice Fishberg, M.D., Clinical Professor of Medicine 
at New York University. London: William Heineraann 
(Medical Books), Ltd. 1918. Pp. 241. Price 10.-?. 

At a time when the paramount importance of the endo¬ 
crine glands, both in normal and abnormal states of the 
body, is beginning to be realised, while the actual practice 
of organotherapy remains largely empirical, the appearance 
in English form of Professor Gley’s scientific and critical 
study is cordially to be greeted. Gley can be trusted to 
state with equal precision both what we know and what we 
do not know, and Dr. Fishberg has almost confined himself to 


rendering the original in fluent English. The chapter on the 
normal reciprocal relations between thyroid, pancreas, and 
adrenals is one of the most interesting. References are 
given throughout the book which render further study easily 
possible. 


Studies from the IlockeJtlL r Institute for Medical Research. 
Reprints. Yol. XXVII. New York: The Rockefeller 
Institute. 1917. Pp. 559. 

The titles of this most recent volume of reprints show 
the prevalent direction of pathological and bacteriological 
research. Papers by H. Noguchi and others on the staining 
reactions of various spirochaetes are followed by a series of 
articles on poliomyelitis under the names of 8 . Flexner and 
his pupils. Clinical studies are included on the toxaemias of 
pregnancy, and on metabolism in lymphatic leukaemia. An 
ingenious mathematical study from Hospital No. 21, at 
Compiogne, deals with the rate of healing in wounds. 


Transactions of the American Surgical Association. Yol. 

XXXV. Edited by John’ F. Binnie, M.D. Philadelphia : 

William J. Dornan. 1917. Pp. 616. 

The Transactions of this lively association continue to 
reach us with a regularity and a prodigality of material 
which can only excite jealous admiration in these times. 
Besides the usual clinical papers we note excellent 
biographies of two great surgeons, Victor Horsley and 
Vincenz Czerny. Of unusual interest is a topographical 
analysis by Dr. Edmond Souchon, of New Orleans, of 
America’s original contributions to medical science. We 
learn, for instance, that Dr. E. B. Walcott, of Wisconsin, 
performed the first nephrotomy ; that Dr. A. D. Bush, of 
Vermont, determined a 10 per cent, mental deficiency in 
tobacco users ; that Dr F. G. Novy, of Michigan, first 
cultivated trypanosomes. Devotees of medical history will 
refer to his original article. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 


The following subscriptions have been received up to 
Monday last, Sept. 9th : — 



£ 

«. 

d. 


£ 

#. 

d. 

Dr. C. A. Rayne . 

5 

5 

0 

American Red Cross Com- 




Dr. Robert J. Carlisle ... 

2 

0 

0 

mission for Belgium 200 

0 

0 

Sir Alfred Pearce Gould 




Capt. A. P. Tnom, 




(monthly) . 

5 

5 

0 

R.A.M.C. 

1 

1 

0 

Dr. Dund&s Grant. 

10 10 

0 

Mr. D. T. Jones. M.P.S. 

1 

1 

0 

Mr. W. J. Shepperd 

0 10 

6 

Mr. E. Spencer Evans 




Mr. J. V. C. Henning ... 

1 

1 

0 

(monthly) . 

0 10 

0 

Dr. Edward Byrd. 

The Sunderland Pharma¬ 

1 

1 

0 

Dr. J. B. Davey . 

Dr. J. Auriol Armitaget 

1 

5 

1 

5 

0 

0 

ceutical Association* 

16 17 

6 






* Per Mr. Cuthbert Hodgson. t Second donation this year. 


The munificent gift of £200 from the American Red Cross 
has been received through Mr. Ernest P. Bicknell, the 
Commissioner for Belgium, who writes : “ This contribution 
is for the month of September, 1918, and is from the 
Commission for Belgium of the American Red Cross. A 
monthly contribution of the same amount will be made for 
the remaining months of the year.” This timely and open- 
handed grant should inspire further British contributions in 
order that increased monthly payments may be made to 
Belgium. 

Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


The late Dr. C. E. Glascott.— Charles Edward 
Glascott, M.D., C.M., F.R.C.8. Fdin., died recently at his 
residence, Budleigh Salterton, Devon. He was born in 
1847 at Constantinople, and received his medical education 
at Edinburgh University. For 35 years Dr. Glascott was 
honorary surgeon to the Manchester Royal Eye Hospital. 
He was formerly president of the Manchester Medical 
Society, and lecturer and examiner in ophthalmology at 
Victoria University, Manchester. Since his retirement he 
had resided at Budleigh Salterton. 
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The State and Research . 1 

The members of the Committee of the Privy 
Council for Scientific and Industrial Research have 
a heavy task in front of them, but in their third 
annual report, issued last week, it is shown that 
steady and valuable progress is being made along 
many important lines. It is not surprising to learn 
that the past year has seen a great extension of the 
work of what is now the important State Depart¬ 
ment of Scientific and Industrial Research, when the 
scope of its activities is considered. Out of the fund 
of £1,000,000 voted by Parliament in order to enable 
the Department “to enter into agreements with new 
industrial research associations for the payment 
of grants over a period of years” there has been 
guaranteed to the Blritish Scientific Instrument 
Research Association an expenditure of £36,000 on 
approved research during the next five years. 
During the same period a grant of £1500 a year 
has been awarded the British Photographic Asso¬ 
ciation; and research associations, having as their 
object the betterment of the cotton and woollen 
industries, have received similar awards provided 
that the firms concerned subscribe equal sums 
towards the same end. We mention these matters 
because, taken with what follows, they illustrate 
the wide range of the activities of the Department. 

The Committee early in the year assumed 
responsibility for the maintenance and develop¬ 
ment of the National Physical Laboratory, and 
they have approved extensions of the laboratory 
which will enable the staff to undertake the 
testing of the higher grades of chemical glass 
and the testing of all clinical thermometers, 
whether for military or civilian use. Amongst 
the researches of direct medical interest is one 
on mine-rescue apparatus, the progress of which is 
being watched by the Medical Research Committee, 
and an obviously related research is that on 
respiration apparatus. It is of interest to mention 
that one result of these researches has shown that 
a man’s respiratory behaviour when oxygen is ad¬ 
ministered during manual work is dependent on his 
physical condition. Following up this opening Dr. 
Henry Briggs, of the Heriot-Watt College, Edin¬ 
burgh, has been able to devise a method of mea¬ 
suring physical fitness and stamina which has been 
tested on a considerable number of men chosen 
chiefly from the Army and the mines. Apart from 
its bearing on the selection of men for mine-rescue 
teams, the method has a wider interest in affording 
a new means of ascertaining a man’s value for the 
Army. The War Office authorities have recognised 
this fact, and the first physical testing station has 
been established in Edinburgh. A further interesting 

1 Report of the Committee of the Privy Council for Scientific and 
Induttrial Research for 1917-1918. London: H.M. Stationery Office. 
4 d. net. 


development of Dr. Briggs’s work has been an 
improved system of supplying oxygen for Army 
purposes, in which the question of the storage and 
supply of liquid and compressed oxygen and other 
gases has received particular attention. 

Another pressing matter which has come before 
the Department has been the improvement and 
wholesale extension of cold storage systems, 
with a view to the preservation of the thousands 
of tons of food which are annually lost by decay 
before they can be sent to market. It was agreed, 
most wisely we think, that the investigations in this 
direction could be more suitably conducted by the 
State than by any industrial research association, 
and the Food Investigation Board of the Department 
has them in hand. The work has been well begun and 
a substantial sum awarded for pursuing this most 
important direction of research. Experiments on the 
freezing of fish are being conducted at North Shields, 
and an experimental and demonstration plant for 
the freezing of fish has been set up in Billings¬ 
gate Market. Another committee has been ap¬ 
pointed to investigate on similar lines the processes 
for preserving meat, fruit, and vegetables, and the 
laboratories at Cambridge have been requisitioned 
for the purpose of conducting investigations into 
the physiology of fruit and vegetables at low tem¬ 
peratures and into those diseases which attack 
fruit in storage. Heat insulation and the influences 
determined by hygrometry form yet another 
interesting and important branch of cognate 
inquiry, the results of which would preserve 
for our use the kindly fruits of the earth, so 
that in due time we may enjoy them. The 
Board of the Department has also within its 
ken certain matters connected with the use 
of oils and fats, a veiled reference doubtless to 
the edible fats—margarine and butter substitutes. 
“Events,” the report states, “have justified the 
rapid decisions which we took in the summer of 
last year, while experience has shown that the 
appointment of a responsible director to organise 
a group of researches of national importance, 
assisted by an advisory board of distinguished men 
of science and affairs, greatly facilitates prompt 
action and the proper coordination of all the 
work in accordance with a definite scheme. 
Research work, like other forms of creative 
activity, will not flourish under committee rule.” 
Could a more scathing criticism be levelled at our 
past commercial methods than is contained in this 
pregnant sentence? The report deals with im¬ 
portant technical problems, and while we have 
narrowed our review to those questions which 
claim obviously and particularly the attention of 
the medical profession, we urge such of our readers 
as have the necessary time to study the whole short 
document. It affords valuable reading because of 
the strong and serious effort which it discloses to 
bring about reforms which have long been urged 
upon us by our scientific leaders, and fully con 
firms the Report of Sir J. J. Thomson’s Committee 
“ to enquire into the position of natural science 
in the educational system of Great Britain,” Pro¬ 
fessor Starling’s review of which appears in the 
subsequent pages of this issue. 
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Annotations. 


" Ne quid nlmis.” 


WAR NEPHRITIS. 

The growth of a child is notoriously discon¬ 
tinuous, and it often happens that knowledge of a 
new disease advances sometimes rapidly, sometimes 
with tiresome slowness, while apparently the same 
amount of work is being put into it by competent 
investigators. A striking example of this is given 
by war nephritis. The recent report of the Medical 
Research Committee is largely of a negative char¬ 
acter, throwing little or no further light on the 
causation of the disease. Interesting additional 
information is, however, incidentally given. 

The first part of the report is drawn up by the Committee 
on War Nephritis working in France. This shows that 
although the first rise in the incidence of nephritis occurred 
in the spring and early summer of 1915, after that time 
most cases occurred in the winter, the temperature curve 
varying inversely with the rate of incidence so closely that 
it can hardly be without significance. It is gratifying to 
learn, however, that the total numbers have never reached 
a figure that could be considered of importance to the 
strength of the Army. As each group or the new army 
went to France there was a rapid and uninterrupted rise 
in the incidence of cases in that group, reaching its highest 
point in about six months, after which a fall occurred, 
reaching its lowest point the following summer. After 
that the incidence curve of the group followed closely that 
of the whole Army. The suggestion is that the individuals 
naturally prone to nephritis were first attacked, leaving a 
more or less homogeneous residue. We might add that these 
results also suggest that though climatic conditions were 
not responsible for producing the outbreak, since it did 
not start till after the severe winter of 1914-15 was 
past, they have played a considerable part in modi¬ 
fying the incidence of the disease once it had started. 
Fortunately, the death-rate has remained low. The 
average annual mortality for all cases was 0 93 per cent. 
During 1916 onlv two officers died from nephritis, and none 
during 1917. The Committee could not find that diet, 
chlorinated water, metallic poisons, intestinal intoxication, 
previous renal disease, or illness immediately prior to the 
nephritis had any influence. They comment on the occur¬ 
rence of cases in hospital orderlies who had never left their 
base hospitals, and note that the disease was not limited in 
its incidence to the older men. They also conclude that the 
severe exertion and fatigue undergone during training at the 
base played little or no part in its etiology. 

The sccondjoa,vt of the report is a clinical study by Captain 
O. L. V. de Wesselow and Captain H. MacLean, who found 
that in a large proportion of the cases the onset was com¬ 
paratively insidious. The first indication in those doing 
heavy manual work was increasing shortness of breath ; in 
those leading a sedentary life headache was the first 
symptom. The oedema tended to clear up rapidly, its dis¬ 
appearance being usually accompanied by a well-marked 
diuresis, and often by heavy sweats, so that there might be a 
loss of weight amounting to as much as 5 or 61b. in the 
24 hours. With the subsidence of the dropsy the albu¬ 
minuria usually improved considerably. Hyaline casts were 
the most abundant, granular next, and epithelial next in 
order of frequency. A moderate rise of systolio blood pressure 
was almost invariably present during the period of oedema, 
falling to a normal level or below it as the oedema subsided. 
The diastolic pressure was less affected. During the 

eriod of raised tension there was frequently a marked 

ifference in the height of the morning and evening 
pressures, the latter being the higher. In the great majority 
of cases a very definite nydraemia could be demonstrated. 
Although cardiac symptoms were frequent, the only 
physical sign was a temporary enlargement of the heart 
to the left in 23 per cent. On discharge from hospital, 
however, the heart appeared to be normal, as judged by 
the ordinary methods of clinical examination. Chemical 
investigations showed no differences in kind between this 
and ordinary nephritis, but merely that it was of a milder 
type. Usually the chemical results ran parallel with the 
clinical course. In a few instances, however, the results of 
chemical investigation were much less grave than the imme¬ 
diate clinical manifestations appeared to indicate. Such cases 
did well. They found the urea in the blood was usually 
increased, while the chlorides were variable, in the two 
cases of fits—which recovered—the urea in the blood was 
not appreciably raised, whereas in a fatal case of uraemia 
it was exceedingly high.. This is interesting as supporting 


the conclusion to which this outbreak has gradually been 
leading various observers, that the various clinical manifes¬ 
tations usually regarded as uraemic are not due to the same 
toxins, and that the most dramatic of the symptoms, the 
convulsions, are really the least serious. 

The third part of the report is a laborious investigation by 
Captain MacLean into a possible relationship of previously 
existing albuminuria to war nephritis. The results are 
entirely negative, no such relationship being found. 

The fourth part is a bacteriological investigation! by 
Captain J. A. Wilson, also negative in its findings, since 
routine examination of the urine, blood, throat, and faeces, 
failed to demonstrate a causal organism. 

It will be seen that these reports confirm in the 
main the earlier observations, such as those made 
at St. Bartholomew’s Hospital in 1915. The chief 
point of difference is that whereas 30 per cent, of 
the earlier cases had a positive Wassermann 
reaction, all of 90 cases here investigated showed a 
negative result. The chief new point is the 
relationship of the incidence of the cases to climate, 
which was entirely lacking in the earlier phases of 
the outbreak. But the question as to why nephritis 
has been so frequent in this war and so rare in all 
previous wars, except the American Civil War, still 
remains unanswered. 

In our last week’s issue we published a paper by 
Captain S. C. Dyke mainly relating to the prognosis 
of this disease. He found that in 40 per cent, of 
his series the re-establishment of renal function 
was incomplete and some degree of permanent 
damage resulted to the general health. He held 
the early disappearance of oedema to be one of 
the best prognostic signs; its persistence after 
the second week made the outlook worse ; while 
the presence of oedema after the end of the first 
month indicated that restoration to health would 
be incomplete. In the same way albuminuria 
continuing after the end of the third month 
rendered the prognosis as to complete recovery 
unfavourable. His suggestion is that the disease is 
either a primary acute nephritis or an exacerbation 
of a pre-existing disease induced by fatigue or 
exposure, and he thinks that an inquiry into the 
alterations of metabolism produced by fatigue would 
yield fruitful results. Such an inquiry has been 
thoroughly undertaken by Captain Macleod, and his 
conclusions do not support this suggestion. A 
paper in the Quarterly Journal of Medicine for 
January, 1918, by Captain W. H. Tytler and Captain 
J. A. Ryle gives as their impression an increasing 
doubt as to whether the kidney lesion is the 
primary event—whether, in fact, the nephritis is 
not a complication of some other disease, possibly 
pulmonary. That this is probable is indicated not 
only by the pulmonary lesions in fatal cases but by 
the enlargement of the spleen, which this last 
observer found to occur frequently. That the 
nephritis once thus established should be closely 
similar to ordinary nephritis would then be com¬ 
prehensible, since nephritis is so usually the result 
of an infection or an intoxication. But the effect 
of such a cause might persist long after the cause 
had disappeared; hence the negative bacteriological 
findings. A pulmonary infection might also be 
expected to show the seasonal variation which the 
Medical Research Committee have noted. 


LONELY DWELLERS AND THEIR NEIGHBOURS. 

It was stated in the newspapers recently that a 
woman, 73 years of age, living alone in a house in 
Gray’s Inn-road, fell downstairs one Wednesday 
evening, and, being unable to move, was not dis¬ 
covered until the following Saturday. On the next 
day she died in the hospital to which she had 
been taken. Stories of this kind, or of solitary 
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persons who die and w hose bodies are only discovered 
after some time, are not infrequent, and such cases 
occur in the country as well as in great cities. 
Probably, however, they are rarer in rural districts 
and small towns, where eccentric characters and 
the poor and lonely are of greater interest to their 
neighbours than they are in the metropolis. It 
is difficult, indeed, to suggest any means which 
would prevent such an occurrence in the crowded 
area round Holborn, nor can we say that any 
duty of neighbourliness was neglected by those in 
her vicinity who went their daily w r ay while an old 
woman lay at the foot of a staircase in a house 
which they had no reason for entering. Nor 
does society, the State, or the local authority 
appear to be called upon to interfere if persons of 
mature age, whether poor or not, prefer to live 
alone rather than in surroundings which would 
expose them to observation. In the absence of 
organised intervention it is usually the baker, or the 
milkman, or the postman, particularly the last in 
country districts, who reports that he cannot get the 
accustomed answer at a certain door, when further 
inquiry shows that a lonely dweller is ill or dead. It 
might conceivably be made an instruction to postmen 
to be observant in such matters, and to report the 
non delivery of a letter through failure to get a 
reply to a knock at the door. But lonely dwellers 
receive few letters. There remain the baker and the 
milkman, whose services might also be requisitioned 
in normal times, but even then there are many 
cases where the customer fetches his own bread or 
milk from a shop where his abode is not known. 
It is, indeed, likely that any such system as we 
have suggested, even if reinforced by the aid of the 
police, would not only lead to many false alarms, 
but would break down and be inoperative in a 
substantial proportion of genuine instances. Cases, 
therefore, such as that upon which we have com¬ 
mented will continue to fill us with pity, but will 
not be averted unless and until the State under¬ 
takes even greater surveillance over the details of 
our daily lives than it does at present. Do we 
want that ? 


THE SIMULATION OF MUMPS. 

AT a recent meeting of the Soci6te Medicale des 
Hopitaux of Paris MM. Tremolieres and L. Caussade 
reported a curious form of simulated disease which 
appears not to have been previously described. A 
Moroccan soldier was sent back from the front and 
passed in succession through seven “ formations 
sanitaires” with the double diagnosis of mumps 
and hysterical crises. Probably in every hospital 
the first diagnosis was abandoned, but the real 
nature of the affection was not ascertained. From 
the moment he first came under the observation of 
MM. Tremolieres and Caussade they were struck by 
the unusual character and evolution of the parotid 
swellings. They involved the retro-maxillary 
hollow, the neck and the pre-auricular, zygomatic, 
and temporal regions, giving the head a pyriform 
appearance. On some days the eyelids were affected, 
so that the features were unrecognisable. The 
parotid tumours were resistant, difficult to delimit, 
and little painful. There was no fever. The orifices 
of Stenson’s ducts were projecting and red, and on 
pressure emitted a remarkably aerated saliva. One 
day it was noticed that the tumours were resonant 
on percussion and were accompanied by sub¬ 
cutaneous emphysema. The patient was then 
submitted to radioscopic examination and the 
purely aerial nature of the swellings was confirmed. 
Two days later he was surprised while forcibly 


blowing out his cheeks, pinching his nostrils, and 
applying his hand to his mouth. By inflating his 
parotid glands he had simulated mumps. He had 
even in his efforts ruptured an acinus, and the air 
had penetrated into the periglandular cellular 
tissue. The repetition of the manoeuvre had 
led to a secondary inflammation of the gland, 
as was shown by the abundance of poly¬ 
nuclear cells in the saliva removed from Stenson’s 
duct by catheterism. It was then ascertained that 
this method of simulating mumps was well-known 
among the Moroccan soldiers. They pricked the 
mucous membrane of the cheek and then blew hard 
into a bottle or simply closed the mouth with the 
back of the hand. Being ignorant of the existence 
of Stenson’s duct, they did not know that the prick 
was useless. This simulation is therefore of the 
same nature as the parotid swellings which occur in 
glass-blowers and performers on wind instruments. 
In the discussion which followed M. E. de Massary 
pointed out that the simulation of mumps, whether 
in the parotid or the testicle, can be detected by 
lumbar puncture. He has found that lympho¬ 
cytosis of the cerebro spinal fluid is constant in 
mumps. The knowledge that such a test might be 
applied should stop the simulation. 


TRAUMA AND IMPOTENCE. 

Our conception of the remoter results of trau¬ 
matism is constantly being widened by the expe¬ 
riences of the war, but its effects on sexual activity 
have received little notice in this country. 
Bloch 1 divides trauma as a cause of impotence 
into psychical and physical. As to the former, his 
researches show mental depression by itself can 
lower sexual potency, which is always impaired in 
nervous diseases marked by depressive states. It 
has been observed that men rarely become fathers 
in the year of their bankruptcy. Anger, too, is 
antagonistic to sexual activity. The more sudden 
and acute the mental shock, as from scenes of 
bloodshed, so much the more obstinate is the 
impotence. In ancient and mediaeval superstition 
magicians were credited with being able to cast a 
spell of impotence upon a man through the agency 
of fright. John Hunter related a case of impotence 
coming on very rapidly from fright, and the same 
has followed sudden bereavement of a startling 
kind. In the front line of a battle it is obvious 
that all these emotional factors have abundant play. 
With regard to the pathogeny of impotence thus 
caused, Bloch doubts-whether it is purely psychical; 
if of long continuance, some unknown disturbance 
of the internal secretions, of the endocrinic system, 
is probably responsible. Thus a Dutch clinician 
recorded amenorrhaea and acromegaly in a woman 25 
years old, with no abnormal family history, attributed 
to severe fright; and an increase of the secretion of 
the adrenals has been found in the blood after great 
mental excitement. Physical trauma may be divided 
into trauma to the genitals or other part of the 
body generally and trauma to the central nervous 
system. In war experience sexual paresis is often 
met with from the pain of an injury. If the 
genitals tliemfeelves have not been greatly injured 
the prognosis is good, potency usually returning 
with healing of the wound and cessation of the 
pain. • The outlook is much worse when the cause 
is concussion of the brain or spinal cord, these 
cases being similar to the impotence and testicular 
atrophy long observed in civil practice as an 
occasional sequela to falls on the back of the head 

1 I wan Bloch: Zeitachrift fttr Sexual wissenscbaft, July, 1918. 
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or like injury. The “Scythian disease” of Herodotus 
and Hippocrates may have had a similar history. 
But the old view that injury to the cerebellum 
occasioned the genital disturbance has now been 
shaken by the work of Ceni, who describes “ higher 
genital centres ” in the cortex cerebri which exer 
cise trophic influence upon the reproductive organs, 
especially upon spermatogenesis and ovulation. 
Experimentally produced commotio cerebri in 
animals has been followed by absence of libido 
and by parenchymatous testicular atrophy. These 
genital centres are described as much slower to 
recover from trauma than are the ordinary motor 
and sensory cerebral centres. Hence the long con¬ 
tinuance of impotence following physical trauma 
to the central nervous system. 


SANDFLY FEVER OR INFLUENZA. 

In the Annali (V Iyiene of June 30th Professor 
G. Sampietro gives the reasons for the belief pre¬ 
valent in Italy that the epidemic which began in 
the second half of last May and was prevalent in 
Spain and thence spread over Europe is identical 
with the so-called three-day fever or sandfly fever. 
The clinical picture of this epidemic may be thus 
summed up:— 

Sudden onset of fever, which as a rule remained high for 
two or three days, accompanied by severe muscular pains, 
localised specially in the back and lower limbs, With head¬ 
ache, prostration, anorexia, and coated tongue. In some 
cases there were signs of pharyngeal and tracheal irritation, 
which rarely developed into a catarrhal condition ; in others 
there was gastro intestinal disturbance. Convalescence 
was attended with marked debility, which lasted from one 
to two weeks. There was no skin eruption or enlargement 
of the spleen. The prognosis was favourable. Pfeiffer’s 
bacillus, which is one of the specific agents in influenza, 
was only exceptionally met with, but, on the other hand, the 
municipal laboratory at Madrid demonstrated in the secre¬ 
tions the frequent presence of a Gram-negative diplococcus 
of the type of Micrococcus catarrhalis. Clinically the 
symptoms coincide exactly with those of the disease 
endemic in Italy and well known among the military 
population as pappataci or sandfly fever, while the late 
epidemic does not resemble dengue fever owing to the 
absence of relapses and exanthema, nor trench fever owing 
to the absence of recurrences and enlargement of the spleen 
and the leucopenia; nor does it conform to true influenza 
on account of the want of symptomatic polymorphism, the 
typical duration, and scarcity of catarrhal elements affecting 
the respiratory system. 

From the epidemiological point of view the 
diagnosis of sandfly fever derives confirmation 
from the fact that this fever usually prevails from 
the middle of May to the end of September, whereas 
influenza and trench fever are not epidemic in the 
summer. The epidemic of phlebotomus fever in 
Lemnos, described by Temporary Surgeon J. Lambert, 
R.N., in the Journal of the R.N.M.S, for April last 
had this seasonal incidence, the author taking the 
view that the absence of catarrhal symptoms 
would readily assure the differential diagnosis 
from influenza. The phlebotomus or sandfly is 
a small grey dipterous insect which makes 
its appearance about the end of May and dis¬ 
appears early in October, thus exhibiting a 
strange coincidence with the seasonal occur¬ 
rence of three-day fever. Only the females bite 
during the night, their flight is inaudible, and 
they penetrate into bedrooms only when the atmo¬ 
sphere is completely tranquil, and at dawn return 
to their habitations in dark and damp cellars and 
deposit their eggs in underground localities where 
rubbish, wood, and vegetable detritus abound, or in 
dilapidated walls, gutters, and pipes. It can there¬ 
fore easily be understood how difficult it is to prove 
the presence of the phlebotomi in any given 
epidemic. On the other hand, some account must 


be taken of the war conditions now prevalent. 
Everywhere a large quantity of wood, destined to 
supply material for the construction of defence 
works, barricades, and huts, has been transported, and 
doubtless with them also eggs of the phlebotomi, 
and with this accumulation of material there has 
been aggregation of human beings in heated 
barracks or factories to establish conditions favour¬ 
able to the development of the phlebotomi at 
altitudes and in localities which might seem to be 
incompatible with their life. Moreover, the rapid 
decline of the epidemic after a sudden and rather 
brief period of climax is more in favour of an 
infection transmitted by means of insects and 
related to their natural history than of a disease 
propagated by contagion. 


SOCIAL STUDY AND RESEARCH. 

The death of Sir Ratan Tata at the age of 
47 years calls attention to the remarkable develop¬ 
ment of “ social science” which his wise generosity 
did so much to foster. Mr. Jamsetjee N. Tata, 
whose industrial prescience in India brought him 
great wealth, died on the eve of endowing various 
useful schemes of research. His cloak fell on his 
two sons. The younger, Sir Ratan Tata, founded 
the department known by his name in the London 
School of Economics, and established a fund in 
1912 in connexion with London University for pro¬ 
moting the study of the prevention and relief of 
destitution and poverty. Since this time social 
study courses have been instituted all over the 
country: in London, at Bedford College and King’s 
College for Women; elsewhere in connexion with 
the Universities of Belfast, Birmingham, Bristol, 
Edinburgh, Glasgow. Leeds, and Liverpool; while 
courses are in contemplation at the Universities of 
Manchester, Sheffield, and Wales, and at the Arm¬ 
strong College, Newcastle. A report, 1 drawn up by the 
Joint University Council for Social Studies con¬ 
stituted a year ago, describes this new faculty and 
its present status. Great stress is laid on giving 
the student a living insight into the various civic 
and social agencies of a modern town and their 
mutual action and reaction. There is a very 
welcome passage in the report which deprecates 
the teaching of the facts of social life without a 
preliminary grasp by the student of the facts of 
physical life. It is quite possible, the passage 
runs, those most interested in social education 
have belonged too exclusively to the school of 
thought which consider social well-being in rela¬ 
tion to moral and economic health rather than to 
physical health. The just claim of hygiene for 
inclusion as an essential part of social science is 
now gaining ground, with promise of much greater 
results in the future. The Parsee community, 
with the Tata family at its head, has played an 
honourable role in making these results possible, 
and Sir Dorab Tata, the elder son of Mr. Jamsetjee 
Tata, is certain to follow in his father’s footsteps. 


Dr. Addison, Minister of Reconstruction, will 
speak at a meeting of the medical profession to be 
held at Steinway Hall on Oct. 1st, at 5.30, under 
the chairmanship of Sir Henry Morris. The object 
of the meeting is to secure the election of repre¬ 
sentative medical men to the House of Commons, 
so that expert advice may be available on vital ques¬ 
tions concerning the national health. All members 
of the medical profession are invited to attend. 

i Social Study and Training at the Universities. London : P. S. 
King and Son, Ltd. Price 6d. 
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NATURAL SCIENCE IN EDUCATION. 

NOTES ON THE REPORT OF THE COMMITTEE ON THE 
POSITION OF NATURAL SCIENCE IN THE EDUCA¬ 
TIONAL SYSTEM OF GREAT BRITAIN. 

By Ernest H. Starling, F.R.S., 

PROFESSOR OF PHYSIOLOGY, UNIVERSITY COLLEOE, LOHDOX. 


The astounding and disastrous ignorance of the most 
elementary scientific facts displayed by members of the 
Government and administration alike in the early days of 
the war roused some doubts in the minds of the British 
public as to the efficiency of the education imparted at a 
high price to the members of the upper classes, including 
those who are chiefly responsible for the control of the 
destinies of this country. The Government adopted the 
traditional method of poulticing the sore place in public 
opinion by the appointment of two committees, one on the 
position of natural science in our educational system and 
the other on the teaching of modern languages. It is with 
the report of the first of these committees that we are 
here concerned. The Committee was under the presidency 
of Sir J. J. Thomson, P.R.S., and included representatives 
of secondary, university, professional, and technical educa¬ 
tion. The Committee was appointed in August, 1916, and 
the report before us is a testimony of the diligence with 
which the members executed their task. The Committee sat 
on 45 days and subcommittees on another 51 days; the report 
itself is dated February, 1918, and naturally a large amount 
of work was done by members of the board apart from 
meetings in committee. 

Defects in Prese-nt System. 

It should be noted that the title of the report is “The 
Position of Natural Science in Education,” 1 and the report 
contains a series of recommendations, which, if carried 
into effect, must result in a greater importance beirg 
ascribed to the natural sciences in the educational 
curriculum, especially in that of the general public; so 
that some of the blunders perpetrated through the ignorance 
of our rulers may possibly be avoided in the future. But 
ignorance of elementary chemical facts forms but a small 
factor in the gross deficiencies of our educational system. It 
is impossible to read this report without feeling that all its 
recommendations, even if realised, might do little for the 
growth of the nation if we cannot achieve at the same time a 
revolution in the whole aim and system of education. It is 
not sufficient merely to introduce natural science into the 
school curriculum. In many schools, in the majority in fact, 
it is already there. What are lacking are scientific aim and 
method, and the recognition by the public at large and by 
every class of the community of the meaning of knowledge 
and of science and of the part which science must play in 
every action taken, whether by the individual or the State 
It is the absence of science and scientific method, not 
ignorance of chemistiy, which has been responsible for our 
failures of leadership in the conduct of the war. whether at 
home or on the Western front. 

In this connexion the volume of essays a just issued under 
the editorship of Professor Hay Lankester might well serve as 
an introduction to the report of the Committee on Natural 
Science. The best and most illuminating of these essays were 
written as long ago as 1867, at a time when there was a short 
period during which the British public stirred in its sleep, 
under the influence of the shaking up of its fundamental ideas 
effected by the publication of the theory of evolution, and 
the theological discussions aroused thereby. For the first 
time since the founding of the Royal Society, moreover, a 
royal personage had taken an active interest in the develop¬ 
ment of science in this country. Huxley’s essays and 
addresses on education, like the essays in the collection 
before us, are applicable in every particular to the present 
day, and the question arises whether the public, under 
the influence of the severe lesson it has received during 
this war, will repent of its former sloth and apathy and, 
acting upon the recommendations here made, will endeavour 

i London : Published under the authority of H.M. Stationery Office. 
Pricels.6ci.net. 

*“ Natural Science and the Classical System in Education: 
Essays, New and Old,” edited by Sir Ray Lankester, K.C.B., F.R.S. 

Heinemann. 


to fit itself for the strenuous struggle for existence which 

will continue for many decades after the war. 

It is apparent that the main defect in our present educa¬ 
tion is not so much the time that is spent on the study of 
Latin or Greek, but the fact that so many years are passed 
at school and nothing is learnt. After nine years nine- 
tenths of the boys can read neither Latin nor Greek. They 
may have acquired a few catchwords or allusions to classical 
mythology, but they can give no account of the manner in 
which the Greeks lived, of the part played by Greek philo¬ 
sophy or art in the evolution of modern ideas, or of the way 
in which Western government has been founded on Roman 
inventions. Though their studies have been almost entirely 
literary and grammatical, they are incapable of writing or 
speaking with ease or fluency any language, including their 
own. And not only have they learnt nothing which will serve 
as intellectual guidance in their future life, but they have 
had their enthusiasm for new knowledge damped and their 
curiosity destroyed. 

Aim of Education. 

If we are to make our education scientific the first 
requisite is to decide what we are aiming at, and then to 
elaborate the means by which our aims may be attained. 
Natural science will then fall of itself into its proper place. 

It can hardly be denied that the aim of education is 
to fit the boy for his future work and position as a 
member of the community. The rise of animals in 
the scale of life has been determined by the evolution 
of an educatable part of the brain, the cerebral cortex, so 
that the animal can control and alter the inherited 
mechanical responses of the lower parts of the central 
nervous system in accordance with the teachings of its own 
experience. Even in the lower animals this automatic 
education by individual experience is reinforced by the 
example and training of the parent animal, and in man the 
intervention of speech has rendered it possible to guide the 
reactions of the growing animal by the accumulated experi¬ 
ence not merely of the parents but of the rest of the 
civilised world. 

It is the office of education, therefore, to prepare the 
young for their future work by placing at their disposal 
such a summary and collection of the total human experi¬ 
ence as are essential for making them efficient members of 
the community. All this would seem self-evident; but it 
does not represent the guiding principle in our education, 
nor is it often thought of in our public school system, 
although parents will make considerable sacrifices in order 
that they may send their boys to public schools. Nothing 
can be more foolish than to assume that all men are fools. 
Men send their sons to public schools because there are some 
advantages which more than outweigh under present condi¬ 
tions the disadvantages of a senseless method of education. 
It has often been stated that a boy goes to a public school 
because he receives there the education of a gentleman. It 
may be objected that this is mere snobbery, but, at any rate, 
if, as Frenchmen allege, “ le snobismo ” is the ruling 
principle of our organisation, it must be to the benefit of the 
newcomer into the organisation fco conform to its principles. 

For, however the fact may be camouflaged in leading articles 
and election addresses, feudalism is ingrained deeply in our 
constitution. The ruling classes have resisted destruction 
of the system by the tactful absorption of newcomers and 
Dossible rivals, so that town and country alike are still 
scattered with baronial castles, where the inmates, fortified 
by possession of birth or capital, take toll of the community. 
And those who cannot enter into this class have devised a 
method for the avoidance of over-much exploitation— 
namely, by the formation of guilds and associations for 
mutual protection and benefit. In this country, therefore, 
it is of the highest advantage for his worldly success that 
a man belong either to the ruling class, as member or 
retainer, or to a guild of some sort or other ; and this is 
much more important and has a bigger influence on the 
welfare of the individual than any sort of education he may 
receive. If the boy is expected to make a career and to 
obtain posts (apart from the limited number which are 
offered as a result of a competitive examination in the dry 
bones of his school curriculum) his success will depend more 
on what he is or to what guild he belongs than on his 
intellectual equipment. 

It is, indeed, regarded almost as a heresy to demand 
of a Minister special knowledge of the work which he 
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is appointed to direct, and the idea of promotion by 
merit in the Army or other public services arouses a 
feeling of horror in the majority of those belonging to 
these services. And before the war the system 6eemed to 
work, at any rate to those who conformed to^it, just as a 
bed of fossils may endure for thousands of years, till it is 
broken up by a convulsion of nature or ground up by man to 
make mortar. But a system in which the leaders of the 
community possess neither the intelligence nor the know¬ 
ledge to lead must be disastrous in a time of change and 
stress such as that with which we are faced, and shall be 
faced for many years to come. The question before the 
nation is whether we can now finally destroy the remains of 
the fossil system which impedes and frustrates our best 
efforts in order to regenerate a living working organism, 
coordinated and adapted to playing its part in the struggle 
for survival . 

The foundation stone in any such reconstruction is our 
educational system. If the war is successful in educating the 
public into the meaning of education, into the value of 
knowledge (and this we shall not know until our men return 
from the war), the nation will be ready to accept the sug¬ 
gestions for improvement made in this report and to use 
them as a means to social and national regeneration. 

The Value of the Study of English. 

1 have mentioned above that once we have rationalised 
our educational aims natural science will fall into its proper 
place. But this place is not first in the educational hierarchy. 
It is universally accepted that the “three R’sreading, 
writing, and arithmetic — must form the groundwork of 
elementary education. We do not recognise in this country 
that training in language and expression is a necessary pre¬ 
cedent and accompaniment of all other education, and that 
we need a training in the use of our own language not 
inferior to that given in French in the schools of our Allies. 
Without appreciation of language clearness of thought is 
impossible, and literary form is one of the best guarantees 
of good reasoning. But no training in mere language is 
sufficient or profitable unless the mind is supplied 
with material to work upon. A proper training in 
language as the expression and symbol of things, the 
relations of things, the relations of men, and finally of 
the feelings of men, while promoting accuracy of thought 
and judgment, will minimise the hypnotic influence exercised 
on the inarticulate by meaningless catchwords and party 
cries. 

The very fullness and perfection of the English language 
make it, perhaps, the most difficult to master, even by 
those who are English by birth and upbringing. Most 
of us have felt how the defect in our school training 
in English, or its absolute default, continually impedes 
the expression of our ideas, and prevents any rise out of 
the ruts of the commonplace. Even a scientific article could 
and should be beautiful in its fitness of expression, and it 
will not lose in its usefulness if it pleases the ear as well as 
satisfies the reason. The majority of our generation have 
not advanced in the writing of English beyond the stage 
which, under any proper system of education, ought to be 
attained by an intelligent boy of 14. But if by this age the 
boy had learnt not only to express himself with form and 
propriety, but had also studied the structure and origin of 
his language and the meaning of the roots, especially Latin 
and Greek, of the words which he uses, he could begin at 14 
the study of Latin as something already half familiar to 
him, and in a couple of years could attain such a knowledge 
of this language as is at present reached only by a small 
minority after six or eight years of stupefying drudgery. 
Better still if, as Mr. W. Johnson advised in Sir Ray 
Lankester’s volume of essays, he had learnt French with his 
English. Each language would teach appreciation of and help 
in the study of the other, and the boy would be ready to play 
some part in the inter-Allied activities which will replace, we 
hope, for the next hundred years the present reign of 
destruction, terror, and pain. 

The value of the study of English is strongly emphasised 
in the Committee’s report, which also points out the 
advantage from a practical standpoint of a knowledge of 
modern languages. But the report is chiefly and properly 
concerned, not with the reform of education as'a whole, but 
with the changes necessary to give to the study of the natural 
sciences its proper importance in the general scheme of 


instruction. Some of the changes advocated we may now 
proceed to discuss. 

Education in the Schools. 

The bulk of the intellectual workers of the country, those 
who will represent the mass of public opinion, are educated 
in the secondary schools, and it is to the instruction carried 
out in these schools that the Committee devotes the greater 
part of its attention. The report considers in the first place 
the present conditions of science teaching in the secondary 
schools. These schools may be divided into ( a ) public schools 
with about 25,000 boys, ( h ) grant-earning schools with about 
103,000 pupils, and (c) preparatory and private schools, whose 
name is legion, but in whose case it is impossible to give any 
estimate of the number of children educated. The community 
has, in fact, no evidence either of the number taught or of 
the quality of the education given, nor has it at present 
any means of ensuring a standard of teaching in these 
schools. 

So far as concerns the grant-earning secondary schools, the 
Committee was convinced by the evidence laid before it that 
science occupies a position in no way inferior to any other 
subject in the school curriculum. The chief drawback to 
the training given in these schools is the absence of any 
power of enforcing a continuous and adequate school course. 
A large number of boys leave before 15 in order to take up 
wage-earning work, and such boys have, therefore, had the 
advantage of only a fraction of a course. Even in the case 
of those boys who stay till 16, the course in science is 
unsatisfactory in that it is influenced by the requirements 
of the university entrance scholarships, which will be 
competed for by a very small fraction of the total 
number of the boys undergoing instruction at the school. 
The course is only the initial stages of a plan which 
is never completed ; the boys learn some facts in isolated 
chapters of science, but they have no opportunity of 
obtaining a general acquaintance with science. 

On the other hand, in the so-called public schools, which 
include the 76 schools in England and Wales represented 
on the Headmasters Conference, the Committee find that 
“ while the majority offer adequate opportunities for the 
study of science to those boys whose parents desire it, there 
is as a whole no general recognition of the principle that 
science should form an essential part of secondary education.” 
And the evil is enhanced by the fact that a number of the 
brighter boys, who enter a school with a classical scholarship, 
altogether miss any instruction in science, this instruction 
on the classical side being confined to the lower forms. 
The establishment of modern sides has furnished an 
excuse for, and so augmented the neglect of science on the 
classical side. In this way it is especially those boys who 
are destined to take high positions in the public services 
who enter on their career without having at any time studied 
the rudiments of science. 

The tendency of the abler boys at the public schools 
to pursue a classical course is due, not to any enthusiasm 
on the part of the boys for classical studies, but to the 
scholarship system, which determines their whole career. 
At the preparatory schools they are crammed for entrance 
scholarships at the public schools, and the more valuable 
of them are purely classical, science playing no part. 
Entering a public school with a good knowledge of classics, 
but of nought else, the next stage is the attainment of a 
classical scholarship at Oxford or Cambridge. As might 
be expected, the classical scholarship winners at the 
universities are largely drawn from those who have already 
won scholarships at the public schools. Thus, during the 
three years ending July 31st, 1914, the total number of classical 
scholarships gained from the seven chief public schools was 
117, while the total number gained for science from the 
same schools was only 19, of which 6 were gained from one 
school. Of the 117 classical scholarships 85 per cent, were 
won by boys who had been awarded entrance scholarships 
on the foundations of these schools. The Committee 
concludes— 

“That so far there has been no general ami sufficient recognition of 
science aa an essential part of the currioulum for all boys In the public 
schools ; that the effect of scholarship examinations both at the schools 
themselves and at the universities, and the Inequality in the number 
and value of the scholarships awarded for different subjects, tell against 
such recognition; and that many of the ablest boys who enter the 

f mblic schools pass on to the universities Ignorant of science and with 
ittle or no idea of its importance as a factor In the progress of civilisa¬ 
tion or of its Influence on human thought." 
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Rccom mendations of the Committee. 

In order to remedy these defects the Committee emphasises 
the necessity of altering the character of the existing 
entrance examinations both at the schools and at the colleges 
of Oxford and Cambridge, so as to get rid of the excessive 
specialisation by which the work in all subjects is marred, 
and of insisting that each candidate for scholarships at univer¬ 
sities should take a second subject, so that, if presenting 
himself for a science scholarship, he should take history, a 
language, or mathematics, or, if a literary subject, he should 
give evidence of some knowledge of science. “It is also 
necessary,” the report states, “ that the aims and character 
of a modern education should be more clearly defined not 
only in schools, but also at universities.” Such a definition of 
aims and character must be gleaned in the report from the 
scheme it lays down for primary and secondary education. 

“The beat preparation for any occupation or profession is a general 
education up to the staee reached by the average boy at the age of 16, 
followed, where possible, between the ages of 16 and 18 by a more 
specialised course on a limited range of subjects. This general educa¬ 
tion should provide normally the study of English, including history 
and geography, languages other than English, mathematics, and 
natural science. Bach of these subjects should be regarded as an 
integral part in the instruction of both boys and girls, and a fair 
balance should be maintained between the time allowed to them.” 

The efEect of the establishment of such a course would be 
the abolition of the division into sides now usual in the 
larger schools. 

The efficiency of the education now carried out should be 
determined by making compulsory a periodical inspection 
under the direction of the State. This recommendation is 
one of the most important contained in the report. Even 
though it might be impossible for the State or education 
authorities to close a school where the education was ineffi¬ 
cient or bad, the publication of the results of the inspection 
would infallibly lead, as has been shown by the experience 
of the Carnegie trustees in America, to the rapid disappear¬ 
ance of the inefficiency in private schools, which is one of 
the worst features in our present school system. It would 
also bring the force of public opinion to bear upon the 
antiquated curriculum still preserved in some of the 
so-called public schools, at the present time firmly 
entrenched behind their barriers of tradition and social 
prestige. 

The general course in science from 12 to 16 should not 
only train the mind of the student to reason about things 
which he has observed for himself and develop his powers of 
weighing and interpreting evidence, but it should also make 
him acquainted with the broad outline of great scientific 
principles, with the way in which these principles are 
exemplified in familiar phenomena, and with their applica¬ 
tion to the service of man. The Committee is of opinion 
that the second of these functions of the scientific course has 
been hitherto unduly neglected ; but there can be no doubt 
of its importance to the boy who is not going to take up a 
scientific career, but to whom it is essential that he should 
know what science means and its bearings upon the problems 
of everyday life. It is not necessary that our adminis¬ 
trators or our business men should be scientific men in the 
ordinary acceptation of the term or that they should be 
acqmainted with a number of facts in physics and chemistry. 
It is essential, however, that they should recognise that 
science, as the ordered summary of the whole of human 
experience, presents the means for solving any and every 
problem with which they may be faced, and that the method 
used in attacking scientific problems—the clear vision of the 
object in view, and the collection and evaluation of all 
data appertaining to these problems—is the only method 
which can lead to success in war, commerce, or industry. 
If the business man appreciates the meaning and capabilities 
of science he can always find or buy the necessary expert 
knowledge. In this way the nation as a whole may be 
brought to recognise the fundamental importance of the 
facts and principles of science to the right ordering of our 
national life. So long as our traders or manufacturers are 
ignorant of the veriest elements of science they can neither 
state their needs with definiteness or accuracy, nor can they 
interpret into practice or utilise the results of research. 

While we must provide the requisite training and oppor¬ 
tunities for those who are capable of advancing natural 
science or acting as scientific experts, it is no less import¬ 
ant that we should secure for all who are of an age to 
receive it an education which will enable them to realise the 


vital need of a knowledge of science both for the individual 
and national well-being. For those boys who remain at 
school up to 18—and the Committee is adverse to prolonging 
the school period beyond this age—it is recommended that the 
greater part of the time between 16 and 18 should be devoted 
to the study of a group of subjects depending on the boy’s 
tastes and on the career which he intends to follow. It is 
pointed out that the imaginative and original faculties at 
this period could be best trained by the intensive study of a 
few subjects. It is suggested that a boy should devote not 
more than two-thirds of the school week to work in his 
special subjects, the other third being spent in some other 
kind of study—e.g., a science student might occupy this time 
in English or literary subjects, while the student of classics 
or modern languages should give his attention to science 
work of an appropriate kind. For the latter class of boys 
the science course, so far as possible, should deal with 
scientific questions of general interest and should be philo¬ 
sophic in the best sense of the term—i.e., a study of the 
development of scientific thought as it has affected and 
affects human thought and activities. 

Examinations. 

University scholarship examinations are not the only 
factors which trammel the progressive teacher and prevent 
freedom of experiment and of educational development 
in the secondary schools. A large proportion of the pupils 
who stay at school until the age of 16 intend to go to 
the university or to take up some profession the entrance 
to which is an examination. Thus every school in arranging 
its course of study has to take into account the possibility 
of its students presenting themselves for a number of 
different examinations: Oxford and Cambridge school 
examinations ; junior and senior locals ; previous examina¬ 
tions ; responsions; matriculation; Army entrance examina¬ 
tions, &c. The Science Committee proposes that all these 
shall be virtually abolished by the institution in each school 
of two school examinations, a junior and senior, the passage 
of which in the course of time shall admit to any university 
or profession. It would be obviously impossible to effect 
such a substitution forcibly, unless by Act of Parliament, 
since it would interfere with vested interests, the English¬ 
man’s Ark of the Covenant. The first school examination 
should take place at the completion of the general course 
of study, and should test the results of the instruction in 
English subjects, languages, mathematics, and science. It 
should be suitable for average pupils about the age of 16. 
The Committee lays stress on the importance in this exa¬ 
mination of the closest possible cooperation between teachers 
and examiners. Not only should the examination be adapted 
to the curriculum of the particular school, but great weight 
should be attached to the teacher’s estimate of the pupils 
and to their school record. It should thus be carried out 
in accordance with the view that examinations must be 
determined by curricula, not curricula by examinations. At 
the present time it would be for the universities to determine 
under what conditions they would accept the first school 
certificate in lieu of their own entrance examination. But 
it is apparent that, in all cases where a State grant is given 
to the university, it should be possible to prevent un¬ 
reasonable conditions being made in order to save a source 
of income to the university in the shape of matriculation 
examination fees. 

The second school examination would be held at the end 
of the more specialised course of study between 16 and 18, 
and it is suggested that the regulations for this examination 
should be framed so as to be consistent with the scheme for 
widening the college entrance examinations of which 
mention has been made above. If this second school 
examination is satisfactorily conducted it is to be hoped that 
it might be used in the place of the Intermediate examina¬ 
tions for the Pass Degree held at many of the universities. 
Students could then proceed to a university ready to undertake 
at once a three years’ course of work for their final degree, and 
their work during the last two years of school would not be 
disturbed by having to prepare for an examination, such as 
the University Intermediate, not primarily designed to meet 
school needs. 

Teachers . 

The Committee recognises that the first and indispensable 
condition to any real improvement in the teaching of science 
is to ensure an adequate supply of properly trained teachers. 
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At present teachers are deficient both in number and quality, 
and we cannot expect to attract the fine type of man to whom 
should be entrusted the most important of all functions in 
our society—namely, the training of the coming generation, 
unless we make the teachers' profession equal in social 
position and material reward to the other learned professions. 
The Committee points out that simply to add 10 per cent, or 
20 per cent, to present salaries is useless. It is not merely 
an improvement in the salaries that is needed, but a revolu¬ 
tion in the attitude of the public towards the teacher. The 
times and conditions of his teaching should also be altered, 
so that he may have leisure to keep abreast with the progress 
of knowledge, to retain freshness of mind and outlook, and 
not sink into the condition of a drudge who teaches so-called 
chemistry and physics as if they were the Latin declensions. 

If this improvement can be carried out it is evident that 
much more real knowledge and training can be obtained in 
the school years than has hitherto been the case, and the 
Committee therefore recommends that the upper limit of age 
for entrance scholarship be 13 ia the case of the public 
schools and 18 in the case of the universities, thus cutting 
off from the average school life one year, which can be 
better spent in a more thorough training in the subjects of 
university study, and especially in the methods and spirit of 
research. 

Medical Education. 

In a review of this report published recentlv in Science 
Progress Dr. C. Mercier has spoken of it as diffident. The 
same epithet might be applied to nine-tenths of the reports 
issued by Government committees and commissions. To the 
English mind and habit anything savouring of revolution, 
at any rate with subjects with which it is familiar, is dis¬ 
tasteful. Even the report before us only ventures to use 
the word “revolution” in connexion with the salaries of 
teachers, finance not being a matter which orlinarily 
concerns members of the Committee. In all their recom¬ 
mendations relative to the methods of education the reforms 
advocated, though in the right direction, are generally of 
the mildest description. This criticism applies with special 
force to the recommendations contained in the section on 
medical education. In this connexion the report adheres 
directly to the terms of its reference, and does not 
apparently regard anatomy and physiology, still less the 
science of medicine itself, as coming under the definition of 
natural science. It is thus concerned only with the question 
of entrance to the medical profession and the preliminary 
scientific education of the medical student. 

The report strongly criticises the failure of the General 
Medical Council to demand evidence of instruction in 
or knowledge of natural science at the entrance examina¬ 
tion, trust being placed solely in an examination which 
demands four subjects—English, mathematics, Latin, and an 
additional language, classical or modern. It points out that 
not only is there no guarantee that the candidate for regis¬ 
tration has received any instruction in natural science, the 
bedrock of his future vocation, but there is no evidence 
that he has gone through a coherent educational course in 
any of the subjects demanded. Attention is called to the 
illogical procedure of the General Medical Council in pro¬ 
fessing not to register a student unless he takes Latin as one 
of his subjects, while accepting for registration the matricu¬ 
lation examination of various universities, although Latin is 
not a compulsory subject in any of them. The report points 
out that after the door has already been opened in this way 
it is too late to attempt to retain Latin as an obligatory 
subject in an examination for entrance to the medical 
profession. The Committee is strongly of opinion that the 
first school examination, including English, language, 
mathematics, and natural science, should be accepted as 
evidence of a general education sufficient to admit a student 
to professional instruction. It is suggested that something 
more than a simple pass should be required—e.g., it should 
be necessary to attain marks of distinction in two or more of 
the subjects in which he is examined at his school. In cases 
where boys and girls, by accident, laziness, or ill-develop¬ 
ment, have failed to reach an adequate standard in the first 
examination, it is suggested that they might be admitted as 
medical students if they continue at school and pass the 
second examination as well. The report favours the present 
policy of the Royal Colleges by which every encouragement 
is given to the study of the preliminary sciences, chemistry, 
physics, and biology, at school. It is evident that such a 
policy is entirely in accord with the plan already discussed 

of spending the years from 16 to 18 at school in specialised 
studies having reference to the future career of the boy or 
girl. In the case of students proceeding to medicine 
these studies would be scientific; but the report lays 
stress on the disadvantage of separating future medical 
students from the rest of the school in classes by 
themselves. It is an elementary but complete course 
in chemistry, physics, and biology which is needed by the 
medical student at the outset of his career and as a pre¬ 
liminary to the more intensive study of biological principles 
as contained in the discipline of anatomy, physiology, and 
biochemistry. 

The Committee recommends that the student be allowed to 
present himself for the first medical examination immediately 
on leaving school and before entering the medical school or 
university, but does not take the further step of advocating 
the entire replacement of the first medical examination by 
the second school examination, though such a development 
is distinctly favoured in the section dealing with education 
in the Scotch universities. It is evident that unless this 
change can be effected the school curriculum in science from 

16 to 18 will be spoiled by having its direction and objects 
determined by the needs of the external examination. In 
all three subjects — physics, chemistry, and biology--the 
present medical school and university course might be re¬ 
placed by a complete two years’ course at school on the same 
subjects, with considerable benefit to the later work of the 
student. Especially is this the case in biology. A training 
in general biological principles, developed in any direction 
according to tfie ideas and enthusiasm of the teacher at 
school, would be of value to the medical student. The 
present course in many cases is of little more value than the 
training in Latin grammar which does duty so often for an 
introduction to the study of language. 

The report touches on the future supply of medical students, 
and insists that, in view of the shortage in the supply 
of medical men and the heavy expense of the medical 
curriculum, it is essential that more scholarships, tenable 
throughout the medical course, should be provided for 
candidates of both sexes. 

University Education. 

Some of the more important of the recommendations with 
regard to the universities have already been touched upon. 

Others, apart from the recommendation that compulsory 

Greek should be abolished at Oxford and Cambridge, relate 
to research and to scholarships. The high value of research, 
carried out under the guidance of the teacher, as an educa¬ 
tional weapon is set out. and it is stated as desirable that a 
year spent mainly on research should form part of the work 
of univer*itv students preparing for careers concerned with 
science and its applications. This period spent on research 
should follow the course for a first degree in science. It is 
laid down that scholarships should be considered as dis¬ 
tinctions, and should therefore be in the first place of 
merely nominal value, to be supplemented according to 
need, and that, where necessary, the whole cost of a 
scholar’s education and maintenance should be thus 
defrayed. In a footnote to the section dealing with Uni¬ 
versity Scholarships an estimate by the consultative com¬ 
mittee as to the annual cost of education and maintenance 
at the university is quoted. This at Oxford and Cambridge 
is put at £140, and at the newer universities at £60 together 
with the sum required for fees. If the present cost of 
living remains after the war it seems likely that these esti¬ 
mates will have to be doubled if the holders of the scholar¬ 
ships are not to suffer from starvation. 

The Committee remarks that the war has not only 
hampered their inquiry but must sadly retard the, realisation 
of their hopes. This is surely a somewhat pessimistic 
attitude. If the war has done nothing else it has shown us 
that in matters of urgent necessity it is unprofitable to count 
the cost. How many millions have been spent on our new 
tactical weapon, tanks? Forty millions a year is given as a 
subsidy to keep down the price of bread. An expenditure 
of money equal to that devoted at the present time to the 
provision of gas masks for the Army would cover all the 
needs of education for many years to come. If only the 
conviction can be brought home to the nation of the urgent 
need of educational reform, or even revolution, for the 
maintenance of our place in the world, all that are required 
on the part of our administrators are a clear idea of the 
reforms necessary and courage to carry them out. 
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THE MEDICINAL USE OF LARD, OLIVE 
OIL, AND CASTOR OIL. 


Measures have now been taken to meet as far as possible 
the shortage of lard, olive oil, and castor oil, methods having 
been devised for their discontinuance for medicinal purposes 
in certain circumstances. The Committee appointed by the 
Home Office in August, 1914, 1 to deal with questions of 
economy in the use of drugs duriDg the war are now notify¬ 
ing the medical profession as to the supply, for medicinal 
purposes, of these substances, and certain similar vegetable 
oils, inviting their cooperation in effecting economies while 
submitting the pertinent suggestions which appear below. 
The prior claims of food-supply and munition production have 
for some months compelled restriction or even discontinuance 
of the use of the substances above named for medicinal pur¬ 
poses, the present position being that (1) lard is no longer 
released for medicinal use ; (2) the amount that can be set 
free for such use of olive oil and of its possible substitutes, 
sesame and arachis oils, is uncertain ; and (3) little, if any, of 
the quality of castor oil hitherto required for conformity with 
the Pharmacopoeial standard can be used. 

To obviate the resulting difficulties the General Medical 
Council, after consultation with the Home Office Committee, 
directed the alteration and amendment of the British 
Pharmacopoeia, 1914. certain preparations being withdrawn 
from the Pharmacopoeia until further notice, and sanctioned 
the use of various substitutes (see The Lancet, April 13th, 
1918, p. 543). By these alterations of the Pharmacopoeia 
considerable latitude was accorded in the dispensing of 
prescriptions that contained the official preparations affected. 
That definite understanding on this point should be 
established between prescribes and dispensers the Pharma¬ 
ceutical Society, acting in cooperation with a body of 
representative manufacturers and in consultation with the 
Home Office Committee, undertook the necessary experi¬ 
ments, and have constructed a set of war emergency 
formulae which are published by the Society. (Codex 
Addendum, 1918.) 

The following suggestions are offered by the Home 
Office Committee for the assistance of practitioners in pre¬ 
scribing, in view of the position as above described 
Lard. 

(a) Lard can no longer be dispensed either as such or as 
an 'ingredient of a prescription. A base consisting of 5 per 
cent, wool fat, 10 per cent, hard paraffin, and 85 per cent, 
soft paraffin is on the market, and will, it is believed, afford 
a suitable substitute for most cases in which lard would 
previously have been ordered. For some cases the practi¬ 
tioner may find it advisable.to modify the proportions of the 
ingredients named. (6) Ointments containing lard or lard 
and suet are now allowed to be prepared with wool fat or 
paraffin or mixtures of these in place of the lard or lard and 
Buet, which mav no longer be used. The base described 
above (named for convenience adeps factitius) has been 
found to afford a satisfactory substitute in the preparation of 
these ointments, and war emergency formulae containing it 
have been constructed. Practitioners will assist by ordering 
these formulae except in special cases in which they think it 
advisable to modify the composition of the base. 

Olive Oil. 

(a) For olive oil sesame oil or arachis oil maybe substi¬ 
tuted, but none of these vegetable oils should be ordered 
avoidably. When required for external purposes a specially 
prepared mineral oil derived from petroleum (known as 
paraffinum liquidum tlavum i is now obtainable, and will in 
most cases be found to afford a satisfactory substitute. 
(6) Four liniments containing olive oil have ceased to be 
official. War emergency formulae containing the specially 
prepared mineral oil above mentioned have been devised. 
Liniments so prepared are on the market, and may be sub¬ 
stituted for the former official preparations. 

Castor Oil . 

(a) For castor oil it has been found, as the result of 
investigations by the Medical Research Committee, that the 


1 The present members of the Committee are as follows : Dr. J. Smith 
Whitaker (chairman); Sir Thomas Barlow, formerly President of the 
Rojal College of Physicians of London, consulting physician. Uni¬ 
versity College Hospital ; Dr. A. Cox, medical secretary of the British 
Medical Association ; Dr. E. Rowland Fothergill; Dr. B. A. Richmond, 
secretary of the London Panel Committee; Dr. F. J. Smith, physician, 
London Hospital; Dr. W. Hale White, physician, Quy's Hospital; 
secretary, Dr. E. W. Adams, medical officer of the National Health 
Insurance Commission, late lecturer in pharmacology, University of 
Sheffield. 


neutralised seconds castor oil, now recognised by the 
Pharmacopoeia and readily obtainable, affords a satisfactory 
substitute for the first quality oil hitherto used. (6) One 
preparation containing castor oil has been withdrawn—viz., 
liq. cresol saponatus. For the preparations containing castor 
oil remaining official—i.e., colfodium flexile, lin. sinapis, and 
liq. epispasticus, the neutralised seconds oil will be used by 
the manufacturer or chemist in place of the oil previously 
official. , 

The suggestions of the Home Office Committee will be very 
welcome to medical practitioners. The Codex Addendum 
was fully dealt with in our columns last week (The Lancet, 
Sept. 7ih, p. 336). 


URBAN VITAL STATISTICS. 

(Week ended Auguit 31st, 1918.) 

English and Welsh Towns .—In the 98 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 11*2, against 10 4 and 10 8 per 1000 in the 
two preceding weeks. In London, with a population slightly exceed 
ing 4,000,000 persons, the death-rate was 10*5, or 0 9 per 1000 above 
that recorded in the previous week; among the remaining towns the 
rates ranged from 40 in Swindon, 4 3 in Southport., and 4*4 in Bath, to 
18 8 in Gateshead. 21‘8 in Barnsley, and 26 1 in West Hartlepool. The 
principal epidemic diseases caused 541 deaths, which corresponded to an 
annual rate of 1*7 per 1000, and included 435 from infantile diarrhoea, 33 
from whooping-cough, 27 from measles, 26 from diphtheria, 12 from scarlet 
fever, and 8 from enteric fever. The deaths from diarrhoea, which had 
steadily increased from 34 to 305 in the seven preceding weeks, further 
rose to 435. and were 123 in excess of the number registered in the 
corresponding week of last year; 71 deaths were recorded in London, 
45 in Birmingham, 29 In Liverpool, and 21 in West Ham. The701 cases 
of scarlet fever and 888 of diphtheria under treatment in the 
Metropolitan Asylums Hospitals and the London Fever Hospital were 
9 below and 7 above the respective numbers remaining at the end of 
the previous week. Of the total deaths in the 96 towns 123 resulted 
from violence. The causes of 41 deaths were uncertified, of which 
6 were registered in Birmingham, 5 in Leicester, and 3 each in London 
and Liverpool. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 9*4, against rates declining from 17 4 to 9 9 per 1000 
in the six preceding weeks. The 196 deaths in Glasgow corre¬ 
sponded to an annual rate of 9*2 per 1000, and included 18 from 
infantile diarrhoea, 5 from whooping-cough, and 1 each from enteric 
fever, measles, and diphtheria. The 59 deaths in Edinburgh were also 
equal to a rate of 9*2 per 1000. and included 3 from infantile diarrhoea 
and a fatal case each of scarlet fever and diphtheria. 

Irish Towns .—The 130 deaths in Dublin corresponded to an annual 
rate of 17'0, or 1'6 per 1000 below that recorded In the previous week, 
and Included 24 from Infantile diarrhoea and 2 from whooping-cough. 
The 96 deaths in Belfast were equal to a rate of 12 7 per 1000, and 
included 7 from infantile diarrhoea and a fatal case each of measles 
and diphtheria. 

(Week ended Sept. 7th, 1918.) 

English and Welsh Tmons .—In the 96 English and Welsh towns, with 
an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 11*9, against ;10’8 and 112 per 1000 in 
the t wo preceding weeks. In London, with a population slightly 
exceeding 4,000,000 persons, the death-rate was 11*4, or 0 9 per 1000 
above that recorded in the previous week ; among the remaining towns 
the rates ranged from 1*0 in Oxford, 41 in Aberdare, and 4*4 in 
Bournemouth, to 19*5 in Sunderland, 20 0 in Dudley, and 23*0 in 
South Shields. The principal epidemio diseases caused 543 deaths, 
which corresponded to an annual rate of 1*7 per 1000, and 
included 431 from Infantile diarrhoea, 45 from whooping-cough, 
37 from diphtheria, 16 from measles, and 7 each from enteric 
fever and scarlet fever. The deaths from diarrhoea, which had 
steadily increased from 34 to 435 in the eight preceding weeks, slightly 
fell to 431, but were 101 in excess of the number registered in the 
corresponding week of last year; 91 deaths were recorded in London, 
41 in Birmingham, 40 in Liverpool, 17 in Sheffield, 14 in West Ham, 
aud 12 in Hull. Diphtheria caused a death-rate of 2*3 in Bootle 
and 3 5 in St. Helens. The 748 cases of scarlet fever and 875 of 
diphtheria under treatment in the Metropolitan Asylums Hospitals 
and the London Fever Hospital were 47 above and 13 below the 
respective numbers remaining at the end of the previous week. Of 
the total deaths in the 96 towns 114 resulted from violence. The 
causes of 32 deaths were uncertified, of which 6 were registered in 
Liverpool, 5 in Birmingham, and 3 each in London and South Shields. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 10*9, against 9*9 and 9 4 per 1000 in the two preceding 
weeks. The 249 deatna in Glasgow corresponded to an annual rate 
of 11*7 per 1000, and Included 16 from infantile diarrhoea, 7 each from 
whooping-cough and diphtheria, and 4 from measles. The 63 deaths In 
Edinburgh were equal to a rate of 9*9 per 1000, and Included 2 each 
from whooping-cough and diphtheria and 1 from infantile diarrhoea. 

Irish Towns .—The 132 deaths in Dublin corresponded to an annual 
rate of 17*3, or 0 3 per 1000 above that recorded in the previous week, 
and included 23 from infantile diarrhoea, 3 from enteric fever, and 
1 each from measles, scarlet fever, whooping-cough, and diphtheria. 
The 85 deaths in Belfast were equal to a rate of 11*3 per 1000, and 
Included 10 from infantile diarrhoea and 3 from enteric fever. 


Death of Dr. P. W. Wilkinson. —Percy William 
Wilkinson, M.B., C.M. Edin., died recently at his residence 
at Bere Alston, Devon, in his fiftieth year. The deceased 
was the eldest son of the late Rev. W. Wilkinson, rector of 
Week St. Mary, Devon. Dr. Wilkinson had been in prac 
tice at Bere Alston for many years and was highly respected. 
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Cffrrespnkntt. 

" Audi alteram partem." 

NASO PHARYNGEAL INFECTION AT THE 
ONSET OF CEREBRO SPINAL FEVER. 

To the Editor of The Lancet. 

Sir,—M ajor J. Dorgan, in his letter to The Lancet of 
August 17th, disputing Lieutenant-Colonel M. H. Gordon’s 
statement that “ every case of cerebro-spinal fever was in 
reality an instance of a carrier developing the disease ” 
makes three definite points—namely : — 

1. In 41 cases of declared cerebro-spinal fever at X only 19 had 
meningococci in the throat. In 4 cases in London only 1 had 
meningococoi in the throat. 

2. Nine inen swabbed a short, time before they developed cerebro¬ 
spinal fever failed to show evidence of meningococci in the throat. 

3. 520 carriers were isolated at X and none developed cerebro-spinal 

fever. 

From these results he concludes that Colonel Gordon’s state¬ 
ment is incorrect. 

Colonel Gordon in his reply deals with point 1 by statiDg 
that negative results are of less value than positive, and 
“success requires special training, experience, and some¬ 
times considerable perseverance as well.” Captain Martin 
Flack always took two swabs. It may. however, be pointed 
out that these cases were examined by Professor Samut and by 
Captain Armstrong, of the Central C.S.F. Laboratory. The 
London cases were examined by Captain J. A. Glover and two 
were swabbed twice. That is to say, all of the cases were 
examined in what one might describe as Colonel Gordonjs 
own laboratory. 

Not content with this sort of criticism, he then proceeds to 
suggest that 11 a considerable proportion ” of the cases in 
which these workers failed to find meningococci in the throat 
were really not cases of cerebro-spinal fever at all. Although 
they found Gram-negative intracellular diplococci in the 
cerebro-spinal fluid and isolated them in half the cases and 
finally agglutinated them with specific serum, he doubts the 
diagnosis and suggests that these cocci are “ a few sterilised 
diplococci” introduced into the fluid from the skin of the 
patient’s back. This is an extremely far-fetched suggestion. 
His position is obviously untenable when we are told that the 
cocci were actually grown and identified by the Professor of 
Bacteriology at Malta University. He could surely tell the 
difference between the living meningococcus and the dead 
staphylococcus albus. 

The points 2 and 3, made by Major Dorgan, are very 
relevant to the discussion, but are avoided by Lieutenant- 
Colonel Gordon. 

I may point out that Temporary Surgeon S. L. Baker 
and I in the Navy established precisely similar points to 
those indicated by Major Dorgan, with whose work we 
were totally unacquainted. We came to the same obvious 
conclusion — namely, that Colonel Gordon’s statement was 
much too sweeping, in fact, incorrect. Our work is quite 
well known to Colonel Gordon. If he still wishes to 
maintain the accuracy of his statement, or if he wishes to 
convey the impression that he still maintains it, he will find 
his audience unsympathetic if he can bring no better 
argument than this.—I am, Sir, yours faithfully, 

P. Fildes, 

_ „ _ _ Hon. Staff-Surgeon. R.N.V.B. 

R.N. Hospital, Haslar, August 17th, 1918. 

A NASAL DRILL IN THE TREATMENT OF 
ADENOIDS. 

To the Editor of The Lancet. 

Sir,— The new therapeutical departure, referred to in Dr. 
Isabel Ormiston’s paper and in your editorial annotation 
of August 24th, which we owe to Mrs. E. Handcock’s 
acumen and single-minded endeavours, is of wider signifi¬ 
cance than might appear at first sight. The beneficial action 
of her harmless powder and of her advocacy of a physio¬ 
logically efficient use of the handkerchief for “nose¬ 
pumping” rather than nose-wiping is sufficiently demon¬ 
strated by the success of her happy thought of treating in 
batches the snuffling children who crowd our out-patient 
rooms. Naso-pharyngeal sanitation, upon which so much 
depends, is in the first place a mechanical proceeding, best 


carried out by fully utilising the viscidity of the mucus for 
the purpose of drawing it out from the depth in an un¬ 
broken stringy stream. Nose-blowing, as it is usually taught 
in the nursery, interrupts its discharge. That recommenda¬ 
tion applies a fortiori to adults with more capacious mucous 
recesses, as those can testify who have obtained complete 
relief of their catarrhal troubles from her simple methods, 
without any need for antiseptic inhalations or irrigations 
as a second resort. The chief significance of this new 
departure is in its underlying principle : functional treatment 
for the cure of malfunction and for the timely prevention of 
its structural results at an early age, as well as of its reflex 
consequences at all ages, although by far the most 
formidable reflex complications belong to the spasmophilic 
period of early childhood. The structural results are a 
thickened mucous membrane, adenoid overgrowth, and 
tonsillar hypertrophy. The last of these, in the absence of 
that functional treatment, too often imposes upon us the 
most unphysiological of remedies, a mutilation of our perfect 
organism. The avoidance of tonsillectomy has been for years 
Mrs. Handcock’s steady and confident aim. In that con¬ 
nexion I have availed myself of her valuable aid in one 
instance, and with most satisfactory results, in a little boy 
liable to frequent gastric upsets culminating in alarming 
attacks of pyrexia and tachypnoea suggestive of acute 
pneumonia or broncho-pneumonia. The threatened ton¬ 
sillectomy has not been required, and for upwards of- a year 
he has enjoyed perfect health, and has rapidly made up for 
the previous delay in his development and strength. 

I am, Sir, yours faithfully, 

Upper Brook-street. W., August 27th, 1918. WILLIAM EWART. 


To the Editor of The Lancet. 

Sir,—I am glad to find that the non-operative treatment 
of adenoid growths as practised by Mrs. E. Handcock is being 
recognised by the medical profession. I have had many 
opportunities of seeing cases under her care, and the follow¬ 
ing notes may be deserving of record. 

E. H., age 12. Had a severe fright when 2^ years of age, after which 
she complained of severe pain in both eyes and constant headaches; 
was treated in several hospitals for partial blindness, and was eventually 
told she would become quite blind. I saw her in the summer and 
autumn of 1913, when she first came under Mrs. Handcock’s care, and 
she was then unable to see even large objects without the aid of glasses. 
There was nasal obstruction and adenoid vegetations, no discharge, 
breath offensive, and she complained of a nasty taste in the mouth ; 
appetite poor, and she was anaemic There was considerable thickening 
over the bridge of the nose, and also behind both ears. She was dull, 
stupid, and apathetic, walked badly, had night terrors, and slept very 
badly. The skin was harsh and dry, and she had never perspired. 
Feet, hands, and abdomen were always cold. 

After a few weeks' treatment there was t ree discharge from the nose, 
slightly offensive, the thickening over the nose and behind the ears 
had almost disappeared, she could read'large print without glasses, the 
appetite was good, she slept well, and had no night terrors. The skin 
was soft and smooth, and she perspired after active exercise. About 
six months later she looked a bright, intelligent, and normally healthy 
girl, and had grown considerably. 

This case is a good illustration of what can be done by a 
skilfully applied treatment, and shows that the use of 
glasses in cases of defective eyesight is not always neces¬ 
sary. The use of the nasal powder should not, 1 think, come 
first in the matter of treatment, but should rather be con¬ 
sidered as an adjunct to the drill and manipulations. 

I am, Sir, yours faithfully, 

Sept. 4th, 1918. WALTER C. BLAKER, M.R.C.S., icc. 


THE TREATMENT OF WAR NEUROSES. 

To the Editor of The Lancet. 

SiR.—In response to my suggestion that it would be of 
value if Major A. F. Hurst and Captain J. L. M. Symns 
could give the late, as well as the immediate, results of their 
treatment they state that, “from all we have been able to 
hear the number of relapses is exceedingly small ” and “ we 
do not know of a single man invalided from our neurological 
centre who has relapsed.” I can only attribute this to their 
not having had the time or opportunity to follow up many of 
their discharged cases, for I have seen relapsed and uncured 
cases from every neurological centre in Great Britain, 
including Netley. 

I do not suppose that your correspondents would claim that 
their results are better than those obtained at other centres ; 
at any rate, my experience of several hundreds of such 
uncured pensioners leads me to the conclusion that all the 
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neurological centres get equally good early results as to the 
removal of symptoms, but that relapses after discharge are 
unfortunately very common. Anyone anxious to investigate 
the point will find thousands of these relapsed and uncured 
cases, many of them totally disabled, if he will make 
inquiries at the Special Medical Board, the Y.M.C. A. Special 
Exchange, or at the various Local War Pensions Committees. 

Relapse most commonly occurs after a man has been dis¬ 
charged from hospital where he was under complete medical 
control, when he has to resume the freedom, cares, and 
responsibilities of ordinary life. Such a man may still 
figure in the hospital records as “ cured,” though he may, in 
fact, be as incapable as he was to start with, and un¬ 
fortunately in a condition now confirmed and much less 
likely to be cured a second time by suggestion. I hold that 
it is as unreasonable to claim soon after the symptoms have 
disappeared that neurotic conditions are “cured ” as it would 
be for a surgeon immediately to record as “ cured ” all the 
malignant growths he has partially or wholly excised. 

With regard to the country host scheme, common sense 
suggested that neurasthenia (nervous debility or exhaustion) 
would be, as in years past, removed by good country food, 
fresh air, and reasonably guided rest and exercise. All who 
have to deal with these cases will, I feel sure, be glad to hear 
that experience confirms this view, and, that the results of 
the scheme are encouraging, is definitely attested by the fact 
that the Ministry of Pensions has just decided to extend the 
scheme to all areas of the United Kingdom. At the neuro¬ 
logical centres, including Seale Hayne, excellent and indeed 
indispensable work is being done, but I am convinced that a 
“ half-way house ” of diminished control, such as the country 
host scheme provides, is a necessity if relapses are to be 
prevented. I am. Sir, yours faithfully, 

Sept. 7th, 1918. THOMAS LUMSDEN. 

We understand that the scheme of the Country Host 
Institution, in addition to its extended use by the Ministry of 
Pensions, has now been accepted by the Navy for undis¬ 
charged sailors. The Institution finds suitable work for the 
men on their return from the country.— Ed. L. 


WAR DEAFNESS. 

To the Editor of The Lancet. 

Sir—D r. P. McBride asks (The Lancet, August 24th, 
p. 253) for a concrete example of functional deafness—a 
condition which he considers to be rare—and I submit the 
following :— 

Pte. J. R. was blown up and partially buried by a shell 
on Feb. 15th. 1918. He became totally deaf at once and did 
not lose his speech nor show other hysterical signs. There 
was a discharge from both ears for four weeks after the 
explosion. Specialists found bone conduction lost and 
concluded that “ the site of the deafness is the labyrinth 
on each side.” He was admitted to the Seale Hayne Mili¬ 
tary Hospital on Sept. 4th, 1918, and the following day was 
treated for 30 minutes by pure suggestion, with the result 
that he heard perfectly normally after seven months of 
total deafness. 

Now, if on account of the discharge from the ears and the 
bone deafness this case had not been regarded as hysterical 
for fear of doing him a “ very grave injustice ” he would 
undoubtedly have been invalided from the Army totally 
deaf and probably would have remained so. Injustice would 
lie rather in not regarding all cases of concussion deafness 
as at least partially functional from the first. 

I am. Sir, yours faithfully, 

J. W. Moore. 

Captain, M.R.C., U.S A. 

Seale Hayne Military Hospital, Newton Abbot, Devon, 

Sept. 8th, 1918. 


ANTIMONY IN BILHARZIOSIS. 

To the Editor ot The Lancet. 

Sir, — I can fully confirm Dr. J. B. Christopherson’s 
results given in his paper in your issue of Sept. 7th. I 
began to use antimony in bilharziosis in 1912 (“ Biology and 
Treatment of Venereal Diseases,” p. 349), and have treated 
23 cases with a disappearance of ova in the urine. I do 
not know how many cases relapsed, but one case I treated with 
bitarfcrate-potassium-ammonium-antimony oxide (antiluetin) 
in 1914 is well to-day. I have used three preparations : 
(1) tartar emetic intravenously in doses of 1-1£ gr*, dissolved 
in 5 oz. of water, to avoid thrombosis, twice or three times 
a week ; (2) antiluetin intramuscularly and intravenously 


alternately, beginning with 0 025g. and ending up with 
0 2g. ; (3) colloidal antimony, both intravenously and intra¬ 
muscularly, in doses of 0-5 c.cm. to 2 0 c.cm. of a 0 2 per 
cent, emulsion. Alternate intramuscular and intravenous 
injections have given better results than using only one 
route. Both antiluetin and colloidal antimony appear to be 
more efficacious than tartar emetic. Colloidal antimony is 
the least toxic, but as far as can be judged not quite so 
potent in its action as antiluetin, but possibly much larger 
doses might be well stood. No preparation of arsenic in my 
hands has done any good, but the use of intramine (asulphur 
compound) both increases the action of the metal and 
inhibits its toxic effect. On the precise way in which 
antimony works in bilharziosis (other than as an oxidising 
agent) I can throw no light; I only used it empirically 
in view of the good results obtained in other diseases 
caused by animal parasites, which remain uninfluenced 
by salvarsan. I am at present precluded from further 
investigating the use of antimony in bilharziosis, but hope 
that others will discover the best antimony compound to use. 

I am, Sir, yours faithfully, 

Wimpole-street, W., Sept. 9th, 1918. J- E. R. McDONAGH. 


CONGENITAL PYLORIC STENOSIS. 

To the Editor of The Lancet. 

Sir,—I n regard to the case report of congenital pyloric 
stenosis reported in your issue of June 8th, in which Dr. 
T. Jason Wood performed a gastro-enterostomy with a very 
successful result, it might be pointed out that a gastro¬ 
enterostomy is a rather severe procedure in these half-starved 
infants and that pylorectomy, which he presents as an 
alternative operation, is never indicated. Statistics show 
that the best results have been obtained by the “ Webber 
operation.” In this procedure the pyloric tumour is split 
longitudinally throughout its whole length into the muscularis 
mucosae ; when this layer is reached the cut edges of the 
tumour are drawn apart forcibly and the underlying mucosa 
bulges into the incision. The patency of the pylorus can 
then be demonstrated by expressing gas through the stomach 
into the duodenum. On the antero-superior surface of the 
tumour there is an almost avascular area and if the incision 
is placed in this situation little bleeding is encountered. 
When the constriction has been relieved in this manner 
nothing further is done and the abdomen is closed. 

Some operators prefer to undermine the serosa on either 
side of the incision in the tumour and bring it over the gap 
in the muscular wall ; this, however, does not seem to be 
necessary, as nature covers the base of the incision with 
peritoneum in a very short time. It is not uncommon to 
find that the distal end of the tumour almost forms an 
invagination into the duodenum, and in splitting the tumour 
the proximal part of the duodenal mucosa may be nicked by 
the scalpel, allowing the escape of duodenal contents. This 
has occurred in several of our cases, but the opening has 
been closed very easily by a fine chromic gut suture, 
perhaps reinforced by a small omental graft ; no ill-effects 
have followed. This operation is simple, short, and meets 
all requirements. The post-operative shock is reduced to a 
minimum. The first case in the Hospital for Sick Children, 
Toronto, done by this method some four years ago is now 
apparently a normal, healthy child. 

Immediately following this operation it is our routine to 
perform a transfusion of whole blood on the infant from 
either parent. This procedure gives the patient a physio¬ 
logical stimulus that cannot be obtained by any other means. 
The blood transfusion is a most valuable adjunct in treat¬ 
ment and, undoubtedly, has helped materially to save some 
desperate cases. The transfusion is done by the syringe 
method, giving at a maximum not more than 15 c.cm. of 
blood per pound of body weight of the recipient. This 
usually means an amount of from 75 to 100 c.cm. of blood. 
The difficulty of finding a suitable vein in an infant is largely 
obviated by using the saphenous vein over the internal 
malleolus, which can be felt if it cannot be seen. 

In a report from the Hospital for Sick Children, Toronto, 1 
by Dr. W. E. Gallie and myself, 18 cases were cited with 
5 deaths. Further cases to the number of 15 have been 
done by this method, with 4 deaths. 

I am, Sir, yours faithfully, 

L. Bruce Robertson, 

Toronto, Canada, August 8th, 1918. Major, C. A.M.C. 

1 Journal of Canadian MHical Association, June, 1917. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Killed. 

Capt. W. M. Lansdale, R.A.M.C., attached Royal Berks 
Regiment, was a student at Guy’s Hospital, London, and 
qualified in 1914, just after the outbreak of war. He 
joined up shortly afterwards. 

Lieut. Col. H. H. Moshier, Canadian A.M.C., qualified at the 
University of Toronto in 1909, and was professor of 
physiology at the University of Alberta at the time he 
came over with the Canadian Expeditionary Force. 

Capt. W. Rogerson, R.A.M.C.. attd. Royal Berks Regiment. 
Capt. A. Morton, R.A.M.C., attd. Highland Light Infantry. 

Died. 

Capt. E. W. Waters, East African Medical Service. 

Died of Wounds. 

Capt. R. B. Taylor, M.C., R.A.M.C. 

Wounded. 

Lieut. W. M. Heald, R.A.M.C., attached Lancs Fusiliers. 
Capt. G. Kirkhope, R.A.M.C., attached Dragoon Guards. 
Capt. A. H. Wallace, Canadian A.M.C. 

Capt. D. J. Evans, R.A.M.C., attached Tank Corps. 

Capt. W. D. Newland, R.A.M.C. 

Major M. A. Power. M.C., R.A.M.C. 

Capt. J. R. John, R.A.M.C., attached Sherwood Foresters. 
Capt. D. F. Riddell, R.A.M.C., attached Cheshire Regiment. 
Capt. A. K. Forbes, R.A.M.C., attached Coldstream Guards. 
Lieut. W.P. Nelson, R.A.M.C., attached London Regiment. 
Capt. L. fl. H. Boys, R.A.M.C., attd. Royal Warwick Regt. 
Lieut. T. Davies, R.A.M.C., attached Dorset Regiment. 
Major W. Murdoch, M.C., R.A.M.C. 

Major J. MoL. Pinkerton, M.C., R.A.M.C. 

Capt. E. C. A. Smith, R.A.M.C., attached Lancs Fusiliers. 
Major G. H. R. Gibson, D.S.O., Canadian A.M.C. 

Capt. H. G. Young, D.S.O., Canadian A.M.C. 

Previously reported Missing , now reported Prisoners in 
German Hands. 

Capt. C. C. Jones, R.A.M.C. 

Capt. F. H. McCaughey, R.A.M.C., attd. North’d Fusiliers. 
Capt. W. A. Rees, R.A.M.C. 


The Honours List. 

The following awards to medical officers are announced :— 
K.C. V.G.-Maj Gen. W. G. A. Bedford. C.B.. C.M.G., A.M.S. 
r.Jf.O.—Lt.-Col. P. W. O'Gorman. I.M.S. ; Lt.-Col. R. T. Brown. 
D.8.O., R.A.M.C. 

Brevet Major.— Capt. (temp. Maj.) W. E. Marshall, M.C., 

D.SO.- Maj. W. McConaghy, R.A.M.C,; Maj. R. S. Kennedy, M.C., 
IMS.; Temp. Lt.-Col. A. G. P. Glpps, R.A.M.C.; Maj. R. B. Purvey 
R.A.M.C. 

Military Cross.— Temp. Capt. P. L. T. Bennett, R A.M.C.; Temp. 
Capt. H. W Hodgson, R.A.M.C. 


Brought to Notice. 

The names of the following medical officers have been 
brought to the notice of the Secretary of State for War for 
valuable services rendered in connexion with the sinking or 
damage by enemy action of hospital ships, transports, and 
store ships. All are members of the R.A.M.C. 

Lt.-Col. H. S. Anderson, C.M.G.; Temp. Capt. P. L. T. Bennett; 
Temp. Capt. T. L. Butler; Maj. W. S. Crosthwait; Temp. Capt. E. G. 
Fenton; Temp. Lt.-Col. A. G. P. Glpps; Temp. Capt. J. H. Glover; 
Temp. Capt. P. Gully; Temp. Capt. H. IV. Hodgson ; Temp. Maj. 
W. B. Home; Temp. Capt. H. K Moore ; Temp. Capt. (acting Lt.-Col.) 
W. Penberthy; May J. H. E. Priestley, C.M.G.; Maj. R. B. Purves. 
attached Yeomanry; Temp. Capt. J. L. Rentoul; Temp Capt. J. 
Robertson ; Temp. Maj. G. S. Samuelson ; Temp. Capt. R. A. Shekleton ; 
Temp. Capt. H. Slater; Temp. Lt. R. H. Thomson; Temp. Capt. T. 
Tierney; Capt. C. U. W. Wllmot. 


Mentioned in Despatches. 

In a despatch received from the Commander-in-Chief of 
the Mesopotamia Expeditionary Force, dated April 15th, 
1918, the following reference to the medical service occurs:— 
The high standard of efficiency displayed by all ranks of the Medical 
8 ervlce has been most gratifying to me. and reflects great credit 
on Surgeon-General A. P. Blenkinsop, C.B.. C.M.G., my Director of 
Medical Services. The health of the troops has shown marked 
Improvement as compared with the corresponding months of 1916-17. 
The sanitary organisation and administration has steadily progressed, 
and the standard of comfort and efficiency of the hospitals is most 
satisfactory. 



DOUGLAS TAYLOR, M.B., Ch.B.Glasg., 

LIEUT KK ANT. ROYAL ARMY MEDICAL CORPS. 


Lieutenant D. Taylor, who died on active service on 
July 26th, at the age of 23 years, was only son of the late John 
Taylor, M.D., of W r hiteinch, Glasgow. He was educated at 
Glasgow High School, entering Glasgow University in 1912 
and graduating M.B., Ch.B. five years later after a successful 
academic career. During his final year of study he acted as 
clinical assistant at 
Govan District Asylum, 

Hawkhead. On graduat¬ 
ing the state of his 
health at first prevented 
him from joining the 
R.A.M.C., and he 
accepted an appoint¬ 
ment for several months 
as medical officer in the 
district of Torridon. 

Ross-shire. On receiving 
his commission later he 
was sent to the Near 
East last June, and 
while engaged in work 
at a base hospital he 
contracted dysentery and 
malaria, from which he 
died in hospital at 
Salonika. Described as 
a student by nature and of a kind and sympathetic dis¬ 
position, Lieutenant Taylor had given promise of filling an 
honourable place in the medical profession. 


GEORGE HELY-HUTCHINSON ALMOND, M.A., 
M.B. Oxon. 

CAPTAIN, ROYAL ARMY MEDICAL CORI*S. 

Captain G. H.-H. Almond, who was killed in action on 
August 9th, at the age of 41 years, was only surviving son 
of the late Hely-Hutchinson Almond, sometime headmaster 
of Loretto. He was educated at Edinburgh Academy, 
Loretto, and Oxford, where he took honours in science 
in 1902, going on to St. 

Bartholomew’s Hospital, 

London, for his clinical 
studies and qualifying 
M.B., B.Ch. Oxon., in 
1908. He held a number 
of resident hospital 
appointments in London 
before settling in prac¬ 
tice at Bath, where he 
became honorary patho¬ 
logist to the Royal 
Mineral Water Hospital 
and assistant patho¬ 
logist to the Royal 
United Hospital. He 
had as a student 
served in the Yeomanry 
during the South 
African War, and in 
1915 he rec eived a 
commission in the 
R.A.M.C., going out as a pathologist. Captain Almond s 
careful work as a pathologist was well known to his 
fellow-workers. One of his colleagues at Bath write> 
of his “infinite capacity for taking pains,’ and his 
published work in the Bristol Medico- Chimrgioal Journal 
and our own columns testifies to this faculty. . A study 
which he made of the joint fluids in arthritis awaits 
publication. The equipment of the Bath laboratories owes 
much to his enthusiasm. His chief at a. London Hospital 
writes to us at length of his personal qualities. “ He loved 
his work ; he was skilful and careful; he was unfailingly 
gentle and courteous to his patients; he worked well and 
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happily with everybody.” Both correspondents speak of 

Captain Almond’s forgetfulness of self and self-interest, 
which made his life tell on other men s lives. Captain 
Almond was married to a niece of the late Sir \\ illiam 
MacCormac, and leaves a widow and three sons. 


LIONEL ARTHUR MARTIN, M.R.C.S. Eng., 

SURGEON, ROYAL NAVY. 

Surgeon L. A. Martin, who was accidentally killed at sea 
at the age of 31 years, was youngest son of Edward 1. 
Martin, M.D., of Weston-super-Mare. He was educated 
at St. Peter’s School, 

Weston-super-Mare, and 
at Epsom College, where 
he was a keen member 
of the O.T.C. Com¬ 
mencing his medical 
studies at l niversity 
College, London, in 
1905, he took the quali¬ 
fication of the Conjoint 
Board in 1912, and was 
about to take the Final 
M.B. Lond. when war 
broke out. He at once 
resigned his appoint¬ 
ment as house physician 
at University College 
Hospital to join the 
Navy, and was appointed 
surgeon to H.M.S. 

Vindictive in August, VHHH 

1914, serving with her to July, 1916, when he was appointed 
to H.M.S. China. His death occurred suddenly in the pur¬ 
suance of his duties through an accident to one of the ship’s 
boats. 

Surgeon Martin’s senior M.O. writes of his value as an 
organiser in working the sick bay staff and looking after the 
general administration of the hospital. His untiring energy 
and perserverance were always at the disposal of his seniors, 
and his loss will be hard to fill. 


DAMER HARRISSON. F.R.C.S. Edin\, 

M.Ch. (Hon. Causa) Liverp.. 

COLONEL, A.M.S. 

Colonel Harrissou, whose death we recorded last week, 
joined the surgical staff of the David Lewis Northern 
Hospital of Liverpool in 1882 and retired in 1913, returning 
to active work again when war broke out. He had risen to 
the position of surgeon lieutenant colonel in the Lancashire 
Hussars, and was recently administrative medical officer of 
the West Lancashire Territorial Division. As a recognition 
of his services in this capacity he was made honorary 
surgeon to the King. He had held a number of teaching 
and other appointments; he was university lecturer on 
clinical surgery and medical officer to the special schools 
for defective children. His published work was on the 
surgery of the brain and nervous system. 



Casualties among the Sons of Medical Men 

The following additional casualties among the sons of 

medical men are reported:— 

Major A. R. Carter, R.G.A., attached R.A.F.,died of wounds, 
third and youngest son of Dr. G. Carter, of Sheffield. 

Second Lieut. J. Y. P. Jones, Welsh Regiment, killed in 
action, only son of Dr. J. Jones, of Clydach, Swansea 
Valiev. 

Capt. J. *A. Summerhayes, Labour Corps, attached Innis- 
killing Fusiliers, killed in action, eldest son of Lieut.-Col. 
J. O. Summerhayes, D.S.O., R.A.M.C. (T.F.),of Thame, 

CapL*V\ M. Lansdale, R.A.M.C., killed in action, son of Dr. 
W. Lansdale, of Grove Park, Lee, London. 

Second Lieut. E. J. Mortis, Royal Guernsey Light Infantry, 
reported missing, now reported killed in action, younger 
son of Dr. H. E. Mortis, of Kinnerlev, Oswestry. 

Lieut. T. F. H. Torney, killed in action, only son of Captain 
H. Torney, R.A.M.C., of Cowbridge, 8outh Wales. 

Capt. B. C. Hall, Manchester Regiment, killed in action, 
only surviving child of Dr. H. Strange Hall, of Leigh, 
Lancs, medical officer of the Leigh Auxiliary Medical 
Hospital. 



ROBERT SAUNDBY. M.D. Edin., F.R.C.P., LL.D. (Hon 
Causa) McGill and St. And., M.Sc. Birm., 

EMERITUS PROFESSOR OF MK1UCINK, UIRMINGHAM UNIVERSITY; 

LIEUTENANT-COLONEL, R.A.M.C.(T.) 

The death of Dr. Robert Saundby on August 28th of heart 
trouble, from which he had long suffered, removes a man of 
dominant personality, who had for long been a leader of the 
medical profession in the Midland counties. 

Robert Saundby was born in London on Dec. 9th, 1849, 
and began his career as a tea-planter in the East until 
obliged by ill-health to return to England. On his voyage 
home the suasion of a medical fellow-passenger turned his 
thoughts in the direction of medicine, with the result that 
he entered Edinburgh University, taking the degrees of 
M.B., C.M. in 1874, and of M.D. three years later. After 
qualifying, he was for a time resident physician to the Royal 
Infirmary at Edinburgh, and house physician to the City 
Chest Hospital in London before his appointment in 1876 as 
pathologist to Birmingham General Hospital, which began his 
association with the city where he spent the 40 years of his 
active professional life. In the following year he was 
appointed assistant physician, becoming full physician in 
1884, and only relinquishing office in 1912 to become con¬ 
sulting physician. His first teaching appointment was that 
of lecturer on comparative anatomy at the Queen’s College, 
Birmingham, which he relinquished to become professor of 
medicine at the Mason University College, merged later in 
the University of Birmingham. He was in succession 
Bradshaw, Middlemore, and Ingleby Lecturer, and last year 
delivered the Harveian Oration, at the Royal College of 
Physicians of London. He was president of the Birming¬ 
ham Medical Institute, and a vice-president of the British 
Medical Association, and for 12 years the representative of 
Birmingham University on the General Medical Council. 

It was to his public work that Saundby gave the greater 
part of his time, and the broader interests of hospital and 
university prevented him from acquiring a consulting prac¬ 
tice commensurate with his ability. He was extraordinarily 
scrupulous in the performance of his hospital duties, 
spending many hours each week in the wards, where his 
wide knowledge of medical literature and his close 
familiarity with current French work made his teaching of 
special interest. He never neglected the less interesting 
cases; but in any discussion on the history of a disease or 
method of practice he would often reveal an astonishing 
acquaintance with out-of-the-way facts. He had a sound 
knowledge of pathology, and was a constant attendant at post¬ 
mortem examinations, while his judicial mind, unswerving 
in the pursuit of truth, fitted him well for original research 
when he had time to undertake it. His writings, without 
being highly original, are in the nature of well-digested 
presentation of fact, amplified by personal experience. 

In his relation to students Saundby set a very high 
standard as examiner, making the M.B., Ch.B. Birmingham 
a degree hard to obtain, and therefore the more valued. To 
the less painstaking or less conscientious student his searching 
questions in ward or examination hall were something of an 
ordeal. Saundby tolerated no slipshod answer, no looseness 
of thought, no slovenly case-taking. But as intimacy grew 
the student’s fear changed to affection, and Saundby com¬ 
manded in a very high degree the respect of his colleagues. 
He was not an easy man to oppose, and was naturally 
impatient of stupidity or ignorance, with a hot temper 
which did not suffer fools gladly. In consequence his 
actions sometimes made him unpopular, but no one ever 
accused him of seeking his own, and time often proved him 
right and his actions to have been in the best interest of his 
profession. His code of medical ethics, embodied in a series 
of lectures which were re-published, was a noteworthy con¬ 
tribution to medical practice. 

1 His earliest published work dealt with diabetes and 
Bright’s disease, in which he always maintained his interest. 
He was one of the founders of the Midland Medical Journal 
and its editor in early days. He translated Ewalds 
“Diseases of the Stomach ” for the Sydenham Society and 
was himself one of the first to give immediate feeding to 
cases of gastric ulcer. With his colleague, Gilbert Barling, 
he paid much attention to the surgical treatment of gastric 
diseases, and was specially helpful to patients in laying down 
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sound dietetic lines and general advice upon their mode of 
life. His clinical perspicacity pointed out the identity of 
ulcerative colitis with sporadic dysentery, while unusual cases 
of disease rarely escaped him, a description of the first 
recognised case of acromegaly in England being from his 
pen. His last work, on “Old Age,” reveals ripe judgment 
and experience. As he became older his mind remained 
fresh and receptive, enabling him to deal fairly with the work 
of younger men and tp find its appropriate niche for each 
new fact. 

The passing of Saundby leaves behind the memory of a 
strong and unselfish man whose life was spent for the good 
of his profession and the enhancement of its influence on the 
life of the nation. A staunch friend, a foe to injustice and 
deceit, a man retiring by nature but whose sense of duty 
obliged him to overcome his shrinking from publicity— 
these are the traits by which he will be held in honoured 
remembrance. 

Dr. J. W. Russell writes :— 

4 Dr. Saundby was a man of strong personality. His 
clinical work was essentially scientific. His reading was 
wide, and he had an extensive knowledge of contemporary 
research ; this he applied in the wards of the hospital and in 
his private practice. He was keen to test for himself any 
new method of investigation or treatment, judged it care¬ 
fully and critically, and rejected or retained it according to 
the result. To work under him was to learn thoroughness 
of investigation and the application of strict methods of 
thought. Above all, he set a fine example of loyalty and 
devotion to his hospital work. During many years of his 
active service he rarely missed a daily visit, and the least 
interesting of his cases had from him all that he was able to 
give. 

Dr. Saundby was a keen critic. His mental grasp was 
clear and rapid, and he saw at once the weak points of *an 
argument, as well as the right course to take in any difficult 
public matter. For this reason he was looked to in many 
ways as the leader of the profession in Birmingham, and as 
a guide in matters of medical policy, whilst his advice was 
frequently sought in private difficulties. During the forma¬ 
tion of the University he played an important part in laying 
down the policy of the medical faculty, and he brought great 
dignity to the chair of Medicine. He was hardly a great 
teacher : he learned so easily himself that he failed to some 
extent to understand the difficulties of the ordinary man. 
But those who followed his work, and especially his house 
physicians, learned great lessons from him, and many of his 
younger colleagues have cause to remember with gratitude 
the encouragement and help given them in their early years. 

His personal character was exceedingly fine. The quick¬ 
ness and certainty of his mental processes made it at times 
difficult to put up with opposition and dissent, and a certain 
irritability of temperament gave rise to occasional mis¬ 
understandings. But those who knew him best realised how 
little all this really meant, and of what warmth of affection 
and loyalty of friendship he was capable. The outstanding 
point in his character was a great uprightness and honesty, 
and the single-mindedness with which he pursued his ideals. 
These were high, both in public and private matters, and 
they were never lowered to sUll his convenience. He never 
tolerated what he thought wrong, and took his own straight 
course entirely regardless of, and often in direct opposition 
to, his own interests. In Dr. Saundby the profession has 
lost a strong and sincere man and a real leader.” 

Dr. Saundby married in 1880 Mary Edith Spencer, of 
Wolverhampton, and leaves a daughter and two sons. A 
third son was killed last year in the Royal Flying Corps. 

WILLIAM REID, M.D.Aberd. 

Dr. William Reid, superintendent for more than 25 years 
of the Aberdeen Royal Asylum, died at Lochheau on 
Sept. 3rd. The son of the late Rev. William Reid, 
minister of Auchindoir. he had a distinguished career at 
Aberdeen University along with his two brothers, Robert W. 
Reid, now Regius professor of anatomy in the University, 
and the late Major-General Sir A. J. F. Reid. Graduating 
in 1876, he almost at once became junior assistant to Dr. 
Jamieson, who was then medical head of the asylum, and 
succeeded him on his death 15 years later. During his 
term of office he saw the great institution reconstructed 
at a cost of £50,000, with the addition of a branch asylum 
at Daviot. The success of this vast undertaking owed 
much to Dr. Reid’s able administration. He was responsible 
for the introduction of female nursing on both sides of the 
asylum, a measure which, at the time, was severely 
oriticised. Dr. Reid was also lecturer on mental diseases 
at the University of Aberdeen. Socially, he entered with 
zest into the corporate life of the University. Dr. Reid was 
married to a daughter of William Bruce, of Dingwall, who 
with two daughters survives him. 

THE SERVICES. 

ROYAL NAVAL MEDICAL SERVICE. 

The following appointment baa been notified : Temp. Surg 

N. MacLeod to Africa. 

ROYAL NAVAL VOLUNTEER RESERVE. 

Surg. Probnrs. C. C. Mackinnon (temp.) to (’rwsa'ier and M. W 

Kemp to Swift. 

To be Surgeon Probationer (temp.): S. A. Gunter. 

ARMY MEDICAL SERVICE. 

Temp. Col. T. Sinclair, C.B., relinquishes his commission, and is 
granted the honorary rank of Colonel. 

Temp. Major A. W. Robertson, R.A.M.C., to be a temporary Deputy 

Assistant Director-General. 

Capt. and Bt. Major (acting Lleut.-Col.) C. H. S. Frankau. D.S.O., 
to be temporary Colonel whilst specially employed. 

The undermentioned temporary Lieutenant Colonels to be temporary 

Colonels H. Wade, D.S.O. (Captain, R.A.M.C., T.F.), C. C. Choyce, 

R. Davies Colley. - 

ROYAL ARMY MEDICAL CORPS. 

E. II. Paddison relinquishes his commission and is granted the 
honorary rank of Captain. 

Temp. Lieut. C. L. Forde to be temporary Captain. 

J. R. H. Walker, late temporary Captain, is granted the honorary 
rank of Captain. 

Temp. Hon. Lieut. S. H. Kagan to be temporary honorary Captain. 

Temp. Lieut. G. F. Hunter relinquishes his commission on accouut 
of 111-bealth contracted on active service, and is granted the honorary 
rank of Lieutenant. 

B. Miskin, late temporary Lieutenant, is granted the honorary rank 
of Lieutenant. 

R. P. Mitchell to be temporary Honorary Lieutenant whilst serving 
with the British Red Cross Society in France. 

The undermentioned Majors relinquish the acting rank of Lieutenant* 

Colonel on re-posting: J. M. H. Copway, D.S.O., W. F. Ellis. 

The undermentioned to be acting Lieutenant-ColonelsWhilst 
specially employed: Temp. Major H. F. Woolfenden, Capt. M. P. 

I^ahy. Whilst in command of a Medical Unit: Temp. Capt. (acting 

Majur) J. G. Johnston, Major T. S. Coates, O.B.E., Major W. F. Ellis, 

Major (Bt. Lleut.-Col.) G. Ormrod. 

Tne undermentioned temporary Captains relinquish the acting rank 
of Major on re-posting: J. M. Forsyth, H. Goodman, V. L. Connolly, 

J. H. Porter. 

Temp. Major H. H. Serpell relinquishes the acting rank of Lieu¬ 
tenant-Colonel on re-posting. 

The undermentioned temporary Captains relinquish their com¬ 
missions and are granted the honorary rank of Captain : C. S. Bowkcr (on 
account of ill-he dtb), C. Townshend (on account of ill-health contracted 
on active service). 

The undermentioned temporary Captains to be acting Majors: 

W. G. Johnston, M.C., H. Goodman, J. W. C. Gunn, G. W. Smith, 

M. N. Perrin, E. S. Sowerby, J. H. Porter, E. L. Puddicombe (whilst 
specially employed). 

F. H. Sorimgeour to be a local Major and to be granted the pay and 
allowances of a Major whilst specially en>ployed. 

The undermentioned Lieutenants (temporary Captains) to be 

Captains: F. J. Hallinan, T. J. L. Thompson, S. Robertson, J. H. 

Baird, W. D. Anderton, W. L. E. Reynolds, A. G. P. Hardwick, H. A. 

Rowell, (acting Major) W. K. Campbell. D S.O., (acting Major) O. B. 

Pratt, J. H. Boag, C. G. G. Keane, C. R. Dudgeon, (acting Major) 

H. E. A. Boldero. K. C. Matson, H. R. Sheppard, ^acting Major) W. T. 

Hare. 

The undermentioned to be temporary Captains : Temp. Lieut. E G. 

Pringle, H. Devine (whilst specially employed). 

Temp. Lieut. A. V. Moberly relinquishes his commission on account 
of ill-health. 

Temp. Lieut. fL. J. Brewer relinquishes his commission on account of 
ill-health, and is granted the honorary rank of Lieutenant. 

The undermentioned Lieutenants to be Captains . H. N. Pritchett, 

W. J. Walters, G. F. Mitchell. G. K. Fulton, W. Adams. R. Aitken, 

T. Fleming. J. S. Martin, N. Mackillop, W. Dempster, E. P. Irving, 

J. H. Shearer, W. McWilliam, J. Ashforth, J. S. Craig, II. E. Charles, 

U. H. Smith, P. Shillito, N. Pick, G. F. Hurst, H. V. Horsfall. J. H. 

Parker, S. Adler, P. V. Anderton, H. J. Rice, J. M. Savage, J. B. Kirk, 

D. McEachran, J. C. Burns, 8. L. Smith, J. O. P. 8mith, L. Walker, 

J. Mel. H. Smcllie, R. Mailer, W. A. Weatherhead, C. B. B. Reid, J. S. 

Bow, D. W. McLean, R. Andrew, J. H. R. Smith, Jtf. W. Jones. R. J. L. 

Fraser, A. B. Austin, P. F. A. Grant, A. B. McA. Laug, F. W. Sandeman. 

D. S. Mitchell. 

Tne undermentioned to be Lieutenants : T. H. Almond, from Man¬ 
chester University Contingent, O.T.C.; A. K> B. Paul, from University 
of London Contingent, O.T.C. 

SPECLA.L RESERVE OF OFFICERS. 

Capt. W. F. McLean to be acting Lieutenant-Colonel whilst in 
command of a Medical Unit. 

Capt. F. R. H. Mollan to be acting Major. 

Capt. C. H. Thomas relinquishes his commission on account of ill- 
health, and is granted the honorary rank of Captala. 

The undermentioned to be Lieutenants : —Second Lieut. E. J. S. 

Bonnetfc, from Unattached List, T.F., and F. R. G. Heif. From Univer¬ 
sity of London Contingent, O.T.C. : T. Patterson, 8. A. Withers, and 

W. A. Flynn. From Edinburgh University Contingent, O.T.C.: C. 

Simpson and D. C. Lamont. 

TERRITORIAL FORCE. 

Capt. E. D. Macnamara relinquishes hie commission on account of 
ill-health, and is granted the honorary rank of Major. 

The undermentioned Lieutenants to be Captains: B. M. Brander, 

R. C. Davie, C. M. Smith. 

Capt. A. H. Falkner to be Major. 

The undermentioned Captains to be acting Majors whilst specially 
employed : J. A. Davies, P. R. Bolus. 

Capts. P. N. C»ve aud V. A. P. Costobadie relinquish their commis¬ 
sion on account of ill-health and are granted the honorary rank of 

Captain. 

Lieut, (temp. Capt.) W. Gllllatt and J. H. Ryffel to be Captains. 

Lieut. U. W. Yates to be Captain. 
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The announcement regarding Capt. (temp. Majors J. Hamilton which 
appeared in The Lancet of August 3rd is cancelled. 

Ma jor W. Broadbent is seconded for service overseas. 

Capt. F. J. Wethered is retired under para. 116, T.F. Regulations, and 
U granted the honorary rank of Captain. 

ROYAL AIR FORCE. 

Medical Branch. —The undermentioned arc granted temporary 
commissions as Captains: W. G. Helsby, A. Bradford, J. N. Macdonald 
(late Captain, R.A.M.C.). T. M. Davies is granted a temporary com¬ 
mission as Lieutenant. 

Medical Branch (Administrative).— H. J. Beale is granted a temporary 
commission as Second Lieutenant. 

Dental Branch.—A. Williams is granted a temporary commission as 

Lieutenant. - 

OVERSEA FORCES. 

Canada. 

Temp. Majors W. G. Turnerand A. L. Johnson to be acting Lieutenant- 
Colonels whilst specially employed. 

Temp. Capt. W. L. Mann to be acting Major whilst specially employed. 

Temp. Major G. 8. Motherslll, D.S.O., to be temporary Lieutenant- 
Colonel. 

Temp. Major W. A. G. Bauld to be acting Lieutenant-Colonel. 

Temp. Capts. W. J. E. Mingle and F. E. Pettman to be temporary 
Majors. 

Temp. Capt. J. Seager to be acting Major. 

The undermentioned temporary Lieutenants to be temporary 
Cftptains: F. II. Nelson and E. N. Ballantyne. 

South Africa. 

Temp. Capt. C. F. Beyers relinquishes his commission. 

INDIAN MEDICAL SERVICE. 

To be temporary Colonel while holding an appointment as A.D.M.S. : 
Lieut.-Col. J. C. Robertson, C.M.G., C.I.E. 

Majors to be Lieutenant-Colonels : H. Kirkpatrick, F. D. S. Fayrer, 
P. K. ChPale, T. Hunter, W. R. Battye, D.S.O., G. Hutcheson, W. G. 
Liston, C I.E., H. Boulton, (Brevet Lieut.-Col.) R. W. Anthony. E. F. G. 
Tucker, G. B. Stewart, F. S. C. Thompson, T. S. Novls, J. W. Watson. 

To be acting Lieutenant-Colonel: Major H. A. Williams 

Captains to be Majors: K. G. Gharpurey, P. S. Mills, D. C. V. 
FitzGerald. R. S. Kennedy, B. Highara, P. Heffernan, F. P. Wernicke, 
H. S. Hutchison, R. G. G. Croly, 8. T. Crump, J. MacG. Skinner. 

Temporary Lieutenants to be temporary Captains : L. M. Banerjee, 
U. L. Desai. 

Temporary rank of Lieutenant in the I.M.S. has been granted to the 
undermentioned: S'sir Chandra Chatterjee, Maniketh Vythi Menon, 
Kshetra Mohan Ray. Bhuthspurl Krlshnayya, Halidas Bagchee, 
Leonard Philip Samarasinha, Kilolane Lawrence Singer, Alfred Ba 
Thaw;, Rustam Jamshedjl Tata, Khan 8ahlb, Kavu Venkata Bau, 
Annasamy Muthuktishnan, Sadashiva Chintamon Lele, Jagdish 
Chmdra Gupta. 

The King has approved the grant of the temporary and honorary rank 
of Lieutenant in the I.M.S. to the undermentioned: Chandl Pershad 

Trivedi. 

The services of the following officers of the I.M.S. have been dispensed 
with : Temp. Lieut. Bishendas Son! (in consequence of medical unfit¬ 
ness), Temp. Lieut. Rash Beharl Datta (in consequence of ill-health). 

The transfer to the Temporary Non-eff. ctive List of the following 
officer has been approved . Major P. Heffernan (in consequence of ilP 
health due to field service). _ 

JOURNAL OF THE ROYAL ARMY MEDICAL CORPS. 

The opening article in the July issue cf this journal discusses toxic 
action of carbonic and other weak acids on the meningococcus, Dr. 
J. A. Shaw- Mackenzie, the author, incidentally suggesting that C0 2 
might also be made U 9 e of in syphilis of the central nervous system and 
in diseases due to protozoa. In observations on 250 CAse9 of gunshot 
wounds of the peripheral nerves Major C. Noon comes to the conclu¬ 
sions, amongst others, that the diagnosis of an injury to a peripheral 
nerve ought to be made at the earliest possible time ; that operations 
on Injured nerves Bhould only be done In well-equipped general hos¬ 
pitals, and by those surgeons who have ample experience in such cases ; 
and that the extreme gravity of an injury to a peripheral nerve is not 
sufficiently realised by the general profession. An abridged version of 
this article has already appeared In our columns. The first part of a joint 
paper by Colonel G. T. Rawnsley, C.M.G.. Lieutenant-Colonel K. A. 
Cunningham, and CaptAin J. Warnock on the Prophylaxis of Malaria 
is also contained in this issue of the journal, and Lieutenant-Colonel 
Gordon Holmes’B article on the Symptoms of Acute Cerebellar Injuries 
as observed in Warfare Is continued. 

It is announced that medical officers of the Fleet who are carrying on 
the duties of a dental surgeon in addition to their proper duties as 
surgeonB have been granted an allowance of 3s. a day. to take 
effect from August 8th last. 


Btebial Betas. 


Post-Graduate College, West London Hos¬ 
pital. —During next week clinics will be held each week-day 
at 2 p.m., Wednesday, Friday, and Saturday also at 10 a.m. 

Rabfes.-^A case of rabies in a dog at Plymouth 
has been confirmed by the Board of Agriculture and 
Fisheries. Several suspicious cases have been reported 
and are now under investigation by the Board. In view of 
these circumstances, and as in more than one instance 
persons have been bitten by suspected dogs, the Board 
have made an Order prohibiting the movement Of dogs out 
of Devon and Cornwall and requiring the control of dogs 
within a large area of those two counties. The public are 
warned that if in any case symptoms suspicious of rabies 
are observed the police should at once be notified. 


The Bell Fund.— Dr. S. A. Kinnier Wilson asks 
us to acknowledge donations to the Dr. J. H. Bell Fund from 
Dr. J. Dundas Grant (£2 2s.) and Mr. W. Gilchrist Burnie 
(£5 5$.). Subscriptions should be sent to Dr. Wilson, at 
14, Harley-street, London, W. 1. 

University College, London.— Dr. G. D. Thane, 
Professor of Anatomy, has been appointed Dean of the 
Faculty of Medical Sciences, Dr. J. P. Hill, F.R.S., Jodrell 
Professor of Comparative Anatomy, remaining Vice-Dean. 

Devon Insurance Committee.— At the last 
meeting of the Devon Insurance Committee it was reported 
that there were 111,594 insured persons in the county, and 
about 98,000 of these were receiving medical benefit. 

The appointment of Mr. R. R. Cruise, C.V.O., 
F.R.C.S., to be Surgeon Oculist to the King has been 
cancelled and the following appointments are now 
announced : Sir George Anderson Critcliett, C.V.O., F.R.C.S. 
Edin., to be Surgeon Oculist in Ordinary to His Majesty and 
Mr. R. R. Cruise to be Surgeon Oculist Extraordinary to 
His Majesty. 

An Order in Council directs that the Military 
Service (Conventions with Allied States) Act, 1917, shall have 
effect with respect to the United States and American citizens. 
American citisens in Great Britain are now liable to military 
service in the same manner as British subjects, and will have 
the same right in regard to exemption, application for which 
must be made before Oct. 4th. The tribunal is the same as 
for British subjects, except for the County of London, when 
application should be made to the special Local Tribunal for 
London, 171, Temple Chambers, Temple Avenue, E.C. 4. 


^ppainfmeitls. 


Badgkrow, George W., C.M.G., F.R.C.S. Edin., has been appointed 
Aural Surgeon to the Royal Normal College and Academy of Music 
for the Blind. 

Matnk, B. J., L.R.C.P. Lond., M.R.C.S., Public Vaccinator for the 
Illogan District by the Redruth (Cornwall) Board of Guardians. 


Bacanxits. 


For further information refer to the advertisement columns. 
Aberdeen Royal Asylum.—Med. Supt. £1000. 

Ashton-under-Lyne District Infirman/, Lancashire.— H.S. £200. 
Barnsley. Beckett Hospital .—Two H.S. 

Birmingham City Sanatorium and Anti-Tnberculosis Centre.— Sen. 
Asst, M.O. £400. 

Birmingham and Midland Hospital for Skin and l 'nnary Diseases, John 
Bright-8trect.— M.ed\c&\ man. 26 guineas. Also Anesthetist. £20. 
Bristol Education Committee .—School M.O. £500. 

Bristol Royal Infirmary. —R.P. and H.S. £120. 

Charing Cross Hospital, W.C — Res. Cas. H.S. 

Dorset County Council .—Female Asst.. M.O. £359. 

East If am County Borough Education Commit tee .—Female Temp. Asst. 
8chool M.O. £4,0. 

Elizabeth Garrett Anderson Hospital, Euston-road, N. W .—Female 
H.P and Obstet. Asst. £50. Also Fema'e Clin. Assts. 

Great Northern Central Hospital , Holloway , A'.—Res. M.O. £300. 
Kensinoton anil Fulham General Hospital Earl's Court, S. H r . -Res. 
M.O. £250. 

Leicester Corporation Isolation Hospital, Groby-road.—Jun. lies M.O. 
£250. 

Liverpool , Royal Southern Hospital .—Two H.S. and Cas. O. 

Liverpool , Toxteth Park Poor-law Institution and Iniirmar r/.—Asst. 
Res. M.O. £300. 

Manchester Education Committee .—Female Temp. Asst.8chool M.O. £350. 
Metrojiolitan Hospital, Kiugsland-road. A’.—H.P. £150. 

Metropolitan Hospital Tuberculosis Dispensary, King (‘laud-road, E .— 
Temp. M.O. £5 0. 

Much Wenlock, Salop, King Edward VII. Memorial Sanatorium.— 
Temp. Asst. Med. Supt. £300. 

National Hospital for Paralysed and Epileptic, W.C.— Registrar. £100. 
Northampton General Hospital —San. H.S. £150. 

Plymouth, South Devon and East Cornwall Hospital.— M.O. for Venereal 
Diseases Department. £500. 

Portsmouth Royal Hospital.— H.S. £200. 

Queen's Hospital for Children, Bethnal Green. A.—H.S. £100. 

Queen Mary's Hospital for the East End, Stratford.— H.S. 

Rotherham Hospital— Jun. H.S. £150. 

Royal London Ophthalmic Hospital, City road, E.C.— Dep. Bacterio¬ 
logist. £120. Also Refract. Assts. £100. 

St. Helens, Lancs, Pilkington Special Orthopedic Hospital.— Res. M.O. 
£500. 

Salford Royal Hospital.— Hon. Surgeon. 

Sheffield Royal Infirmary.—Ren. 8.O. £200. 

Shoreditch Infirmary Hoxton-slrcet, N.— Med. Supt. £600. 
Southampton County Borough Isolation Hospital .— Res. M.O. £400. 
Sutton, Surrey. Downs Sanatorium.— Temp. Asst. M.O. £350. 

Swansea Hospital.— H.S. £250. 

Truro, Royal Cornwall Infirmary.— H.S. £150. 

Warrington Infirmary and Dispensary.—Sen. and Jun. H.S. £250 
and £140. 

Whipps Cross lUar Hospital, Leyton stone, E.— Res. M.O. £1 per day. 
The Chief Inspector of Factories, Home Office, S.W., gives notice of 
a vacancy fora Certifying Surgeon under the Factory and Workshop 
Acts at Lincoln. 
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BIRTHS. 

Bnowif.—On Sept. 5th, at Sheerwater Lodge, West Byfleet, Surrey, the 
wife of Captain L. Graham Brown, M.U., M.R.O.8. Eng., L.R.C.P. 
Lond., R.A M.C 1 ., of a daughter. 

Cates.—O n Sept. 8th, at Laurel Mount, St. Helens, the wife of Joseph 
Cates, M.D. Lond., D.P.H. Cainb., of a daughter. 

Clivk-8mith.— On Sept. 5th, at Westminster Nursing Home, Chester, 
the wile of Captain Cllve-Smith, K. A.M.C., of a son. 

Farquharson.— On Sept. 2nd. at York-place, Baker street, the wife of 
Captain W. Farquharson, R.A.M.C , of a daughter. 

O’Shea.— On Sept. 8th, at Campsbourne-road, Hornsey, the wife of 
H. V. O'Shea, M.B., of a daughter. 

Pf.tkrs.— On Sept. 7th, at High-street, Petersfield, the wife of Captain 
Rudolpn A. Peters, M.C., M.B., B.C. Camb., R.A.M.C., of a son. 

Wall.— On Sept. 3rd, at Lower Baggot street, Dublin, the wife of 
Captain H. E. Mac Mahon Wall, M. B.C.8. Eng., L.R.C.P. Lond., 
R.A.M.C., of a daughter. _ 

MARRIAGES. 

Buchanan—Hair.—O n Sept. 6th, at St. Margaret's, Lossiemouth, 
Morayshire. John Scouler Buchanan, Captain, R.A.M.C., to Edith 
Margaret, elder daughter of J. H. Hair, Skerry Cliff, Lossiemouth. 

Doorly—Burt.— On Sept. 5th, Captain Arthur R. C. Doorly, M.R.O.S. 
Eng., L.R.C.P. Lond., R.A.M.C., to Winifred Burt, youngest 
daughter ot Mr. and Mrs. Burt, of Witchampton. 

Pickling—O'Connell.— On August 31st, at Holy Trinity Church, 
Bembridge, Edwin Llewellyn Fickling, Captain, R.A.M.C., 
M.R.C.S. Eng , L R.C.P. Lond., to Eileen Dora, only daughter of 
Mr. and Mrs. H. H. O'Connell, “ Wooloomooloo,” St. Ronau’s-road, 
Southsea. 

Miller—Kkl80N.-Oii Sept. 3rd, at St. Wilfred's, Hayward’s Heath, 
Captain Robert M. Miller, D.S.O., R.A.M.C., L.R.C.P. Lond., to 
Annie Mortimer, daughter of the late Thomas Mortimer Kelson, 
Captain, 6th Royal Regiment, and Mrs. Kelson, Birling, Hay ward’s 


DEATHS. 

1 bo'bide. —On Sept. 4th, at 50, Belsize-park, N.W.3, Robert Adrian 
Ironside. M.D., aged 65. 

Morris.— On Sept, ord, at his residence, Baton-place, Brighton, the 
Rev. Joseph Morris, M.D., aged 75. 

Proctor.— On August 12th, of wounds, John Proctor, Major, R.A.M.C., 
M.B., Ch.B. Aberd .of Ballater, Aberdeenshire. 

Told.-O n Sept. 3rd, at a nursing home, London, Margaret Todd, 
M.D. Bruz.. L.R.C.P. & S. Edln., L.R.F.P.S. Glasg., daughter of the 
late James Cameron Todd, of Glasgow and Rangoon, aged 59. 

N.B.—A fee of 5s. is charged. Jor the insertion of Notices oj Births , 
Marriages , and Deaths. 


EDITORIAL NOTICE. 

In consequence of the pressure on our space and the shortage 
of paper , the Editor may he compelled to abbreviate communica¬ 
tions , as an alternative to their rejection , when time does not 
allow them to be reconsidered by their authors. 


Communications, Letters, Ac., to the Editor have 
been received from— 


A—Mr. C. Andrew, Lond.; Major 
G. F. Alexander, R.A.M.C. 

B. —Capltano Medico Prof G. 
Breccia; Mr. W. C. Blaker. 
Lond.; Miss E. Beszant, New 
Brighton; Capt. W. Langdon 
Brown, R.A.M.C.(T.); Dr. G. 
Barling, Birmingham ; Mr. H. 
Blakeway, Lond.; Mr. G. W. 
Badgerow, C.M.G., Lond.; Lieut. 
G. Bousfleld, R.A F.; Mr. J. C. 
Buchanan, Lond.; Dr. G. Blacker, 
Lond.; Capt. W. G. Ball, 
R.A.M.C.(T). 

C. -Lieut.-Col. A. B. Cottell. 
R.A.M.C. (retd.); Dr. H. P. 
Cholmeley, Forest Row.; Mr. J. 
Cabburn, Lond.; Major D. W. 
Carm&lt-Jones, R.A.M.C.(T.) 

D. —Department of Scientific and 
Industrial Research, Lond., Sec. 
of; Dr. V. Dickinson, Lond.; 
Capt. F. Dillon, tt A.M.C. 

E. —Dr. J. Eyre, Eastbourne; Mr. 
A. B. Elliott, Abergele. 

F. —Mr. J. Ferguson, Stirling; 
Mr. S. Farrell, Lond. 

G. —Dr. D. Graham, Boston ; Dr. 
W. Gordon, Exeter; Lieut.-CoL 
E. Goodall, R.A.M.C.; Capt. 

J. A. Glover, R.A.M.U. 

H. —Major H. Hemstcd, R.A.M.C.; 
Messrs. Hlngley and Roll, East¬ 
bourne ; Mr. J. K. Haworth, 
R.A.M.C. 

I. —Incorporated Society of Trained 
Masseuses, Lond. 

K. — Dr. P. Kidd, Lond. 

L. —London Hospital Medical Col¬ 
lege, 8ec. of; Dr. T. Lumsden, 
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Lond.; Local Government Board 
and Scottish Office. Lond ; 
Messrs. Lea and Fcbiger, Phil¬ 
adelphia; Dr. R. B. Low, Lond.; 
London School of Medicine for 
Women, Asst. Sec. of. 

M. —Capt. J. W. Moore, M.R.C., 
U.S.A.: Messrs. W. Michael and 
Son, Watford; Medical Re 
search Committee, Lond.; Medi¬ 
cal Women’s Federation, Lond.; 
Mr. J. E. R. McDonagh, Lond.; 
Medico-Political Union, Lond.; 
Dr. J. C. McWalter; Mr. W. 
Me Lachlan, Belmont; Ministry 
of Munitions of War, Lond. 

N. —Mr. J. O. Neuman, Lond.; 
Dr. J. T. C. Nash. Norwich; 
National Baby Week Council, 
Lond., Sec. of. 

P. —Miss K. Pilkington. Lond.; 

Major J. Phillips, R.A.M.C. 

R. — Dr. J. W. Russell, Birming¬ 
ham ; Mr. S. C. Banner, Lond.; 
Mr. W. Roberts, Tring. 

8 . —Dr. G. E. Shut tleworth, Lond.; 
School Dentists’ Society, Lond.; 
Prof. B. H. Starling, C.M.G., 
Lond.; Miss H. Stawell, Shaftes¬ 
bury ; Dr. J. A. Sbaw-Mackenzie, 
Lond. 

T.—Triplex Safety Glass Co., 
Lond.; Capt. J. G. Thomson 
R.A.M.C. 

W.— Dr. L. A. Weatherly, Bourne¬ 
mouth ; Dr. W. H. Wynn, 
Nevin; Dr. T. S. Wilson, Lond.; 
Sgt. A. E. Walker; Capt. H. L. 
Whale, R.A.M.C.(T.); Dr. C. H. 
Whlteford, Plymouth. 

>, London, W.C. 2. 
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A FORGOTTEN PHYSICIAN OF THE SECOND 
CENTURY. 

Samuel, suruamed Schabour, and also Arioch. and 
mentioned in Jewish literature as Mar Samuel, was born 
at Nehardea (destroyed by Odenathus in A.D. 259) about 
a.d. 160. His father, Abba, was an important person there. 
Physically insignificant, being abnormally short and ill- 
developed, intellectually Samuel was great. He was educated 
at Nebardea by Rabbi Leir, a learned man who turned out 
several famed pupils. Samuel studied and specialised in 
various branches of learning, but his chief reputation and, 
indeed, the profession he finally made his own was that of 
the healing art. As a student he early made such progress 
in medicine that he was permitted toperform autopsies, and 
we have records of some of these. There is an account of a 
decision of his as to how large a piece of skull could safely 
be removed in case of fracture. He is quoted as stating after 
examination of an aborted foetus that it was 41 days old, 
showing an intimate knowledge of the conformation of the 
product of conception at various stages. His opinion upon 
the abnormality termed spina bifida is also upon record. 
He must have carried out anatomical dissections, because 
there are extant quotations from his views on the limit of 
the spinal marrow. He appears to have been cognisant of 
the lacrymal gland and oi the atrophy of which it is sus¬ 
ceptible under certain circumstances in advanced age. His 
treatise upon the Dathogenic symptoms following upon 
abrupt changes of diet is quite‘modern in thought. All 
varieties of regimen, he said, are liable to be the starting 
point of some malady. 

For external diseases he sought natural causes for their 
occurrence and for their fatal termination; so for penetrating 
sores he accused the air of rendering them incurable. Also 
for wounds which finally poisoned the system, he said the 
cause was some virus upon the weapon that had inflicted 
the injury. In pathology he endeavoured to indicate for 
each malady the characteristic symptoms: for grave rhinitis, 
following probably a polypus ulcer, he said it could be 
detected by the offensive odour proceeding from the nasal 
organ. Migraine he attributed to excessive solitude and 
introspection. Magic as a curative he ignored. As to the 
propriety of attempting cures upon the Sabbath he was 
entirely favourable. He advocated the use of the speculum 
in order to ascertain if haemorrhage proceeded from the 
vagina or the uterus. He was a great believer in bleeding 
as a remedy for many ills. Cleanliness was a main feature 
of his preventive teaching. The hands should be washed at 
least twice a day to prevent eye affections. He admitted his 
inability to cure three illnesses: that proceeding from eating 
green dates, if unripe and sour; the evil consequences of 
wearing a damp linen waistband as a girdle; and illness 
caused from going to bed after eating too hearty a meal and 
taking no exercise. Perhaps he also intended to convey 
that patients acting so foolishly were unworthy of being 
given remedial relief. 

A SHORT WAY WITH COCKROACHES. 

The Bulletin of the Chicago School of Sanitary Instruction 
has been dealing with domestic pests, the latest issue 
describing a simple and effective way of ridding premises 
of these unpleasant arthropods. Commercial sodium 
fluoride mixed in equal parts with flour is duBted over the 
runways or applied with a dust-gun or powder-blower. 

“ The immediate effect will be noticed that the insects will come out 
of their hiding places, and after rushing about in a frantic manner for 
a time become paralysed and soon die. The dead or paralysed cook- 
roaches may then be swept up and burned. As a rule premises can be 
ridden of roaches by this method In 24 to 48 hours.” 

The same mixture is said to kill caterpillars when fed on 
foliage that has been dusted with it. The fluorides should 
be used, however, with care and the inhalation of the dust 
should, of course, be avoided, as these salts have an injurious 
action on the human subject. Their use as preservatives in 
food is legally prohibited in the United States. 


A.E. W ,—As far as the necessity for sleep is concerned, 
there appears to be no essential difference between a brain 
worker and a manual worker. The function of sleep is to 
renovate the tired tissues, whether brain or muscle. The 
brain worker, so long as he is awake, uses every muscle in 
his body, as we know from recent calorimetric investigations, 
although, of course, in smaller degree than the manual 
worker. The manual worker’s muscles are controlled by 
cells in the grey matter of the brain, in which it is that the 
first symptoms of “ muscle ” fatigue really appear. 
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I propose now to deal in more detail with the U9e and 
construction of the two new types of disinfectors, following 
this up with the results obtained in Serbia and in Salonika 
as I have already done for the Egyptian campaign. 

Construction of Van Disinfectors. 

1. The original van disinfector (“Van 1”) was devised 
and formed by Lieutenant-Colonel Stammers, with the 
cooperation of two other officers of my mission, Lieutenants 
Ravenhill and Hill, and of Colonel Derocq, of the Serbian 
Engineers, in Kragujevatz, Serbia, towards the end of 
March, 1915. In forming it the choice of van lay between 
a wooden van and a meat van. The former was selected as 
apparently the easiest to improvise. The adaptation consisted 
in placing a narrow steam pipe round the floor of the van 
and close to its sides, connected up at end of the van by a 
T-piece with a similar pipe coming from the boiler of a 
small heating engine employed in Serbia for heating the 
railway carriages The steam pipe had a few apertures of 
considerable size and several feet apart to let the steam into 
the van. The arrangements for the clothes were movable 
bars of wood stretching across the van, resting on wooden 
supports at the sides. Over these bars the clothes were 
spread out. The van was not completed in its details when 
I left for Nish at the end of March to arrange the formation 
of our sanitary train to which the disinfector was to be 
attached. The preliminary trial of it which I saw showed 
that it was most practical in its principle. 

2. The second van disinfector (“Van 2”) was formed by me 
in Nish from a meat van. The chief drawback to the adapta¬ 
tion of meat vans as disinfectors had seemed to be the 
presence in them of a perforated ventilating and cooling 
pipe near the roof, which would have to be removed. I found 
that this pipe could easily be connected up with the engine 
and used as the steam-pipe to convey the steam into the van, 
the steam entering at the roof of the van instead of on the 
floor level, Further, the van was lined with tin, which 
would greatly aid in the rapid heating of its walls, and it 
was already provided with numerous movable meat-hooks 
close to the roof, which could be utilised to hang clothes on. 
I therefore had it converted into a van disinfector. The 
adaptation was made in three days. On trial I found it 
worked admirably from the very first, the temperature risiDg 
to 97° 0. in about half an hour, and lice-infected clothes, 
which I threw loosely on to the floor of the van, being 
thoroughly disinfected. The simplicity and ease of adapta 
tion were great and obvious ; the heat inside the van was 
most intense. As the result of my observations I had a 
similar van adapted as a bath van, as hereafter described, 
and utilised my experience in forming the van disinfector 
(Cairo Van 5511) in February, 1916, whose special features 
I shall now describe. 

Special Features of the Van Disinfector (Van 5511> 

3. This third railvcay van disinfector (Figs. 1, 2, 3) 
consists, as I have already related, of one or two ordinary 
railway vans, into which, by simple adaptation, steam can be 
discharged from the engine boiler of a small locomotive 
engine , which also serves the purpose of conveying it along 
the railway lines. Any old ordinary engine capable of 
developing steam and dragging two empty vans and a small 
guard’s van for the use of the corporal in charge suffices for 
the purpose. Almost any sort of van can be converted ; but 
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the most generally suitable is an ordinary meat van, prefer¬ 
ably lined with tin. The cost of adaptation of engine and 
van is only about £35-£50. 

While essentially the same in principle as the form 
originally devised, the disinfector adapted in Cairo was 
modified by me in certain particulars, adding ten-fold 
to its rapidity and working capacity. Instead of a 
narrow steam pipe placed on the floor of the van 
close up to its sides, the steam pipe used is a wider one— 
2 3 inches in diameter, placed around the floor of the van, and 
about 2 feet from the sides. It is connected up by a flexible 
copper-wired coupling with a steam pipe of 1$~2 inches 
wide coming from the boiler and passing under the coal- 
box of the engine. The steam pipes in the vau have a 
series of small apertures | inch in diameter—placed in two 
rows along the upper convexity of the pipe at intervals of 
6 inches apart and alternately right and left—instead of a 
few larger openings originally deemed necessary. Wooden 
racks with open shelves, 3 feet wide and 3 feet deep, are placed 
around the van except at the doorways, the lowest shelf 
being 2 feet from the floor of the van, directly over the steam 
pipes, and also continued over the steam pipe at each end of 
the van. (See Fig. 3.) 

The clothes do not require to be spread nut, but are placed 
in their original bundles on the racks and, after the racks 
are filled, in the gangway provided with duck-boards, which 
is left free down the centre of the van. The pipes them¬ 
selves are everywhere kept free from contact with these 
bundles by a bar of wood midway between the lower shelf 
and the floor. 

On turning on the steam the van is filled at once with 
dense volumes of steam, which issues with great force 
in a finely divided spray in all directions, both outwards 
towards the sides of the van and inwards towards the gang¬ 
way and immediately below the bundles of clothes on the 
racks, thus completely enveloping all the clothes. The walls 
of the van become hot in 5 minutes and burning hot in 
10 minutes. 

The water of condensation, which at once begins to 
escape from the van, at first cool, becomes warm in 
5 minutes, hot in 10 minutes, and scalding in 15 minutes. 
After 20-30 minutes it lessens in amount, being itself 
converted into steam. 

The temperature in the van, tested by a self-registering 
thermometer, rises to 102° C. in 10-15 minutes, and sub¬ 
sequently, even when placed enclosed in its own case in the 
centre of the largest bundles, e g., 10 blankets tightly rolled 
up, it rises to 105° C. (or 221° F.) in about 20-30 minutes, 
according to the size of the bundles. 

Factors in the disinfecting process. —The factors concerned 
in the remarkable disinfecting powers which this disinfector 
has proved to possess are the following : 1. The disinfecting 
power of current steam (steam in continuous motion) at the 
ordinary atmospheric pressure. 2. The great force under 
which the steam is driven into the van and clothes—a force 
derived from a pressure of 4 7 atmospheres (60 110 lbs.) 
developed in the boiler of the engine. 3. The great volume 
of steam available from the boiler of even a moderate-sized 
engine. These factors would be sufficient of themselves. 

4. But they are powerfully aided by another very important 
factor—namely, the “ heat of condensation ” of steam which 
has been just set free from a pressure of 4-7 atmospheres on 
entering the van (i.e., from a temperature of 144° C. to 
168° C.). 5. No attempt is made to develop any pressure in 

the van, steam being allowed to escape below and around 
the doorways. 

Due to whatever cause the temperature in the van dis¬ 
infector rapidly reaches 105° C., and this higher temperature 
ensures that the whole of the watery vapour in the clothes 
is in the form of steam at the end of the process. As they 
come out the clothes are not wet with warm water, but moist 
with steam, and if exposed at once to the air they become 
dry in a minute or two. This rapidity of drying greatly 
adds to the efficiency of the van disinfector, and suits it for 
massive disinfections on large bodies of troops, carried out 
frequently and rapidly whenever the opportunity presents. 

Disinfection by Means of “Barrel Disinfectors.” 

While the “railway van disinfector” meets in most 
effective way the needs for disinfection of large bodies of 
troops or ordnance clothing, the needs for regimental dis¬ 
infection are in my experience most simply and effectively 
M 
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met by the barrel disinfector , first devised, as already 
described, for the work of the British Sanitary Mission in 
Serbia, and hence known as the “Serbian” or “ Anglo- 
Serbian barrel.” It was subsequently used as the simplest 
form of disinfection amongst our troops in Mudros and 
Gallipoli in the autumn of 1915; and in the Salonika 
Forces from early in 1916 (with interesting results now 
described), and in Egypt from October, 1915, but more 
especially from 1916 onwards. From the time of its first 
introduction and trial in Serbia on March 10th, 1915, it 
was at once welcomed and put into use by the Serbian 
armies, by whom it has since been continuously used witl; 
effective protection against typhus and relapsing fever. 
Its use was continuously urged by the Advisory Committee 
in all Eastern war areas during the two years of our work 
there (July, 1915-1917). 

Nature of Barrel Disinfectors. 

Simple and effective to a degree in the form originally 
introduced, its very simplicity has led to its being used in 
ways which have lessened its effectiveness, and for purposes 
for which it was never intended. 

A sound wine or water barrel is taken, through the bottom of 
which one large central hole iB made, with a circle of five or 
six holes around it, through which the steam can enter the 
barrel, which stands on a circular boiler of cast iron or 
galvanised iron. (Fig. 6.) To prevent any escape of the steam 
between the boiler and the bottom of the barrel a narrow 
sausage ring filled 
with sand iB placed 
between the boiler 
and the barrel. The 
weight of the barrel 
presses this down, 
forming an effi¬ 
cient valve 

To keep the 
clothes in the 
barrel away from 
the holes in the 
bottom through 
which the steam 
enters a small 
frame made of two 
or three crossed 
thin bars of wood 
or wicker-work is 
placed inside the 
barrel over the 
holes and about 
9 inches above the 
holes. 

The barrel is 
provided with a 
wooden lid, pur¬ 
posely made heavy, with an edge which fits inside the barrel 
or overlaps it. The object of the lid is not to prevent entirely 
the escape of the steam, but to retard its escape—the purpose 
being disinfection by current steam, which escapes slowly 
and with some difficulty around the edges of the lid. 

For transport the boiler and its sausage ring of sand are 

E laced inside the barrel. Each barrel disinfector should 
ave its own fire ; and once the water is heated a very low 
fire suffices to keep it boiling. For practical efficiency each 
company of 250 men should have its own barrel disinfector; 
under the charge of its company N.C.O. responsible for 
seeing that the men of his company are kept free from lice. 
After the barrel is thoroughly heated and the steam 
escaping is too hot to be borne by the hand, the time 
required for disinfection of clothing is one hour; the 
temperature reaches 100° C. (2-12°F.). 

Use of Barrel Disinfectors in the Field. 

Where barrels are available there can be no simpler or 
more practical method of disinfection for the use of individual 
units. One barrel disinfector to each company (or four to a 
regiment) is capable of disinfecting the men of the company 
(or regiment) every two to three weeks. If the disinfector 
is in daily use whenever the company is in camp the men 
themselves get interested in it. To place their infected 
underclothing or trousers in the barrel for an hour appeals 
to them as a simple measure to free themselves from the 
discomforts of lousiness. 

The object is to enable men to keep themselves free 
from lice by regular and systematic disinfection measures 
within their reach. As 1 commended its adoption to the 
Serbian Medical Society and to the authorities in Nish, 
“ It is essentially a practical democratic measure for a highly 
democratic people.” 


It requires, in fact, no technical skill or appliances. A 
sound barrel, a suitable boiler, water, and a fire are all that 
are essential, and these are measures within the reach of 
every one at an initial cost of a few shillings. In Egypt 
and Salonika difficulties arose from the absence of suitable 
barrels. In wine-making countries, where no such difficulties 
exist, provision can be made for the supply of disinfectors 
in any number required. 

Typhus and Relapsing Fevers in Serbia, 1915. 

I now turn to events in Serbia and give a few details of the 
urgent circumstances under which these new measures of 
disinfection were carried out by the British Sanitary Mission 
of 1915 and their work in connexion therewith. The time 
was the darkest hour of the epidemic—36,000 sick in 
hospitals, of which 15,000 were fever cases. The number 
of cases in hospital of typhus and relapsing fever at the 
time of our arrival was about 12,000 ; in the next three 
weeks it had risen to over 15,000. 

These figures represented very Inadequately the widespread character 
and ravages of the epidemics throughout all the towns and villages of 
the land, especially of typhus. In the first fortnight after our arrival 
(March 1st. 1915) the numbers of cases of typhus in hospitals rose from 
3700 to 6000: in the next fortnight they had risen to 8100; its mortality 
was about 40 per cent. The difficulties in prevention that presented 
themselves owing to want of labour, wood, and appliances of any kind 
for sanitary work were overwhelming and seemed to hold out little 
prospect of any early arrest of the disease. The sequel was therefore 
the more interesting. Within seven days of our arrival a full 
Programme of Prevention was submitted in a series of eight communi¬ 
cations Bent to the 
Ministry of War and 
the Army head¬ 
quarters, based upon 
our observations of 
the prevailing hospital 
conditions, the infor¬ 
mation received re¬ 
garding the position 
of the armies and the 
knowledge gained as 
to the extent of infec¬ 
tion of the railway 
system—really acting 
as a great river of 
infection throughout 
the land, carrying in¬ 
fection from the troops 
to the people and 
from the people to 
the troops, soldiers 
home on leave staying 
in crowded houses and 
causing or contracting 
widespread Infection. 

To break these con¬ 
ditions the pro¬ 
gramme (March 14th) 
Galvanised iron bin disinfector, included : “ 1. To 

break the lines of in¬ 
fection between the 
troops and the rest of 
the country by establishing a big quarantine and cleansing station just 
behind the three mahn armies. (Preliminary preparations at once put 
into force.) 2. Stop all railway communication for a time to interrupt 
even temporarily t he conveyance of infection by the railway and permit 
a complete disinfection of all the railway stock. (This is to be put in 
force on March 16th.) 3. Stop all leave from the Army, and all soldiers 
on leave so far as is possible to be recalled before the railway communi¬ 
cation Is stopped to prevent possible reinfection of the railway after it 
has been disinfected. 4. The hospital problems presented the urgent 
need of some simple method of disinfection which can be rapidly im¬ 
provised and provided for all parts of the country. Such a method has 
been devised adaDtable to any large wine barrel (and these are all over 
the country). The appliance is so simple that It was made in 24 hours 
in the Arsenal here, tested hpre yesterday on clothes absolutely full of 
lice, and found most successful. And now orders are already given 
that hundreds of this simple appliance shall be made at the 
Arsenal (I have asked that a thousand and more shall be made) and 
supplied broadcast to all parts of the country to every village and 
town.” 

The barrel disinfectors were, as I have said, devised three 
days after our arrival in Nish on March 4th; they were 
constructed the following week, first tested and put into 
use in the Scottish Women’s Hospital in Kragujevatz on 
March 13th, and arrangements were made for the con¬ 
struction and issue of 50 barrel disinfectors or more weekly 
from the arsenal in that town ; subsequently also from the 
railway works in Nish. 

Simultaneously, a programme of prevention had been 
submitted which included the formation of a disinfection 
and inoculation train, to include a railway van disinfector. 
Full authorisation was given early in April to the railway 
authorities by the Serbian headquarters to provide me with 
all facilities, and the work was carried out in a fortnight’s 
time in Nish in accordance with the adaptations arranged. 

The “English Mission Sanitary Train,” as it was called, 
was completed on April 16th, inspected by the Prime 


Fig. 6. 



The wine barrel disinfector as introduced 
by Lieut.-Col. Stammers in Serbia. 
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Minister and authorities in Nish, and arrived at our head¬ 
quarters in Kragujevatz on April 18th, leaving next day in 
charge of Lieutenant-Colonel Stammers and a staff of 18 
officers for the Army areas near the Danube. (See Addendum.) 

The English Sanitary Train in Serbia. 

The train consisted of : three third-class coaches with 
seats and partitions removed and adapted with tables for 
inoculation; disinfection and bath vans formed from meat 
vans ; four third-class coaches adapted and fitted with 
stretcher-beds for sleeping accommodation of the Mission ; 
and other wagons for the staff of Serbian orderlies and 
a Serbian officer—Captain Christitch— as military com¬ 
mandant of the train. 

The bath van consisted of a meat van similar to that 
which I had adapted as a disinfector (“Van 2”). It was 
suggested by my experience with this disinfector van on its 
first trial. The heat in the disinfector van, which was lined 
with tin, was intense, and had the effect on me of a Russian 
bath. There was a large tank under the sloping roof over 
the wagon which could be filled with water and into which 
steam from the engine could be introduced, and douches 
could be fitted on the roof of the wagon. I asked that the 
adaptation should be made, and, like everything else done by 
the Serbian authorities in relation to this train, the work was 
carried out with characteristic good workmanship. 

The final result was a train remarkably complete in its 
character, and unique in its preventive purposes for inocula¬ 
tion and disinfection, its chief features being its two 
excellent disinfection and bath vans with a heating engine 
capable of supplying steam to one or other or to both. On 
arrival at Kragujevatz, the original van disinfector (“Van 1 ”) 
formed there from a wooden van was added, so that the train 
which went forward the following day contained two van 
disinfectors and one van bath. 

On arrival in the Army area near the Danube it was found 
that during the period of four weeks before the train was 
formed the troops had been supplied with barrel disinfectors, 
and the use of these had already effected a marked reduction 
in the prevalence of lousiness and in the incidence of 
typhus and relapsing fever. 

The need for the van disinfectors being thus greatest 
aipong the civil population south of the war area, the meat 
van disinfector (“ Van 2 ”) was detached from the train and 
attached with three others, subsequently formed, to the 
Serbian Ambulance Train under Captain Kopsha, for use as 
required in the various towns along the railway. I learnt 
from him subsequently that the work was successfully carried 
out up to the time of the invasion in the autumn of 1915, 
when among the spoils which fell to the invaders were 
doubtless included the English sauitary train, the English 
barrel disinfectors, and the English railway van disinfectors 
and baths. Colonel Soubatitch, of the Serbian Medical 
Department, informs me that articles have appeared in the 
Austrian medical press on van disinfectors and railway bath 
vans which suggest that the discovery of these in Serbia 
had proved of interest and value to them, although they were 
possibly unaware of their origin, indicated in Serbian 
characters alone upon the various carriages by the name 
“ English Commission.” * 

The keen practical interest taken by the Prime Minister of 
Serbia in the English Sanitary Train emphasised it as a 
measure of far-reaching practical importance, admirably 
fitted to meet the urgent needs of the circumstances. Of 
the van disinfectors and bath vans he ordered four more 
similar ones to be made, and of the barrel disinfectors he 
ordered 100 to be sent as types to the prefects of ail the 
chief towns in Serbia, with instructions to form others in all 
the villages throughout the country. 

If it was the fate of Serbia to include amid her other 
difficulties those of facing the greatest epidemic of typhus 
and relapsing fever recorded in the history of medicine, 
brought on her by the introduction of Austrian prisoners, it 
has also been her unique experience to see that epidemic 
more quickly checked and finally arrested in a shorter period 
of time than has ever before been witnessed, as the sequel 
now to be described shows. 

Course of the Epidemics of Typhus and Relapsing Fever in 
Serbia. 

The course of the epidemics of typhus and relapsing fever 
and their relation to the preventive and disinfecting measures 
adopted on March 15th (“o”) — 10 days after our arrival — 


are shown in Chart 4. The successive dates at which the 
measures were introduced are given at the foot of the chart, 
and the relationship between these and the course of the 
curve is too close to permit any reasonable doubt as to their 
connexion with each other as cause and effect. 


Chart 4. 



Combined totals of cases of typhus and relapsing fever in 
hospital in Serbia on dates specified (5 days intervals) 
(upper curve). Number of typhus cases (lower curve). 
Jan. 1st to June 9th, 1915. 

March 4th: Arrival of Mission in Serbia; June 10th: Departure of 
Mission from Serbia, a, March 8t.h: Barrel disinfector devised and 
programme of prevention submitted. 6, March 13th: Barrel dis¬ 
infector made and tested, c, March 15th: Suspension of railway traffic, 
cleansing of railways, stoppage of all leave from the armies, Increased 
measures of disinfection, d, March 22nd : “Van disinfector" devised 
(“Van 1’). e, April 5th: Van disinfector (“Van 2") formed in 
Nish; “van bath" devised. /. April 15th: Resumption of railway 
traffic, a, April 19th: English sanitary train (inoculation, disinfection, 
and hath vans) h, April 25th-30th : Sudden check in fall of epidemic 
10-14 days after resumption of railway traffic. 


Definite signs of a sudden check in the epidemics, as the 
result of the preventive measures commenced on March 15th 
(•» c ”), showed themselves about March 30th—i.e., exactly 
10-14 days after the suspension of railway traffic. 
The number of cases in hospitals became stationary, 
indicating that the number of new cases admitted during 
the previous fortnight had only balanced those discharged or 
dead, instead of exceeding that number by a thousand a 
week as before. This evidence of arrest was followed by far 
more striking evidence—viz., a striking and rapid fall in the 
numbers of cases in hospital—from over 16,000 cases to 
10,000 by April 25th (“ h ”). Had this fall been due to the 
natural course of the epidemics it should have continued 
uninterrupted, for among other factors favouring a fall at 
this period, the weather conditions which had been extremely 
bad when the fall set in had by this time (end of April) 
become summerlike. Nevertheless, the fall suddenly ceased 
(“ h ”) about April 25th 30th (the number of cases of 
typhus actually rose from 6000 to 6500 cases). This 
check again occurred 10 14 days after the resumption 
of railway traffic on April 15th—i.e., after 10-14 days 
incubation period of the diseases, indicating a fresh 
spread of infection as the result of this resumption. But 
this check was only temporary, for by this time all the 
other measures of disinfection and cleansing which had been 
put in force throughout the country had come into effect. 
The fall was resumed, aod by the time the Mission left 
Serbia early in June, 1915, the diseases as epidemics were 
arrested. The total number of cases in hospitals was only 
about 2500, made up mostly of convalescent patients. 

The suddenness in the arrest of these diseases by the 
measures taken was most strikingly shown in the case of 
typhus. As already seen, this had bounded up in a month 
from 3700 cases (March 1st) to 8400 cases (April 5th). From 
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that date the numbers in hospital fell in 20 days from that 
figure to 6000 cases, denoting an extraordinary diminution in 
the number of new cases admitted during this period. The 
effect of resumption of railway traffic on April 15th was also 
most manifest in the case of typhus—viz., in 10 days’ time 
(April 25th-30th) the fall ceased and the number of cases 
in hospitals rose from 6000 to 6300. But as shown in 
Charts 4 and 5 this fall was soon resumed, although at a 
more gradual rate. 

The Role Played by Barrel Disinfector* in the Serbian 
Epidemics. 

While the foregoing evidence shows that the arrest of the 
epidemics was in the first instance related to the great pre¬ 
ventive measure of suspension of railway traffic which was 
adopted, there is also corroborative evidence that the sub¬ 
sequent subsidence was largely influenced by the introduc¬ 
tion of barrel disinfectors. This evidence is connected chiefly 
with their use in the Serbian armies. The freedom from, or 
quick arrest of, the slight amount of typhus which sub¬ 
sequently occurred among the Serbian troops after their 
disastrous retreat to the Adriatic coast was, on the admission 
of the Serbian Director of Medical Services, entirely due to 
the reliance placed on the barrel disinfectors, which they 
quickly improvised after their arrival in Corfu. 

Evidence of a more definite character is afforded by the 
relative numbers and rise and fall of cases of typhus and 
relapsing fever in the Kragujevatz (Army) Hospitals, shown 
graphically in Chart 5, when compared with the rise and 
fall in all other Serbian hospitals. 


Chart b. 



a, March 5th: Arrival ot Mission, b. Barrel disinfector put into use. 
c, Suspension of railway traffic (March 15th). /, Resumption of railway 
traffic (April 15th). /*, Arrest in fall, April 25th and May 5th 

(10-14 days after /). 

This group of hospitals served especially the active armies 
in the field and included the largest typhus hospital in Serbia 
(the 1st Reserve). Their importance as a whole may be 
judged from the circumstance that at the height of the epi¬ 
demic at the end of March they contained 1000 cases of typhus 


(850 of them in the First Reserve Hospital), or 12 percent, of 
the total cases in all the hospitals in Serbia, in addition to 
500 cases of relapsing fever, or nearly 6 percent, of the total. 
The data show that in the four weeks after our arrival — 
— viz., March lst-15th preceding, and March 16th-30bh sub¬ 
sequent to, the suspension of railway traffic and adoption of 
other preventive measures (but before their effects could be 
manifested) the increase of typhus cases in hospitals was 
very marked and affected all areas about equally — viz., 
(a) Kragujevatz hospitals, from 500 to 1000 cases; ( b ) all 
other Serbian hospitals, from 3200 to 7150 cases. In the 
next four weeks the fall was : (< a ) In Kragujevatz hospitals, 
from 1000 cases to 572—a fall of 42 per cent. ; (b) in all other 
Serbian hospitals, from 7150 cases to 5930—a fail of 17 per 
cent. The measures of prevention taken had thus produced a 
much greater proportionate effect on the array groups supply¬ 
ing the former than on Serbia generally. The only difference 
between them was in regard to the relative amount of dis- 
infefction available for the two. In the former barrel dis- 
fectors had been more and more put into use since their 
introduction on March 14th. By April 19th their effects in 
diminishing typhus in the troops had become very noticeable 
to officers in charge. 

That effect, as now shown (Chart 5), declared itself very 
strikingly in the 42 per cent, reduction in the numbers of 
typhus fever cases (and even larger reduction in the numbers 
of relapsing fever cases) in the large Army hospitals in 
Kragujevatz during the month of April. It was also declared 
in the figures of admission into the chief of these hospitals 
during the periods in question. During March the number 
of new cases admitted was 1360 and the number of deaths 
420 ; during April, when the disease was checked, the number 
admitted was 364 and the number of deaths 130. The rise on 
May 20th is explained by the circumstance that at this period 
all field ambulances in the army areas were evacuated prior 
to the advance of the Serbian armies, which by this time 
were in such good health and condition that an advance 
could once more be contemplated. 

Prevention of Trench Fever. 

In the case of trench fever the evidence I have is based on 
observations made during visits of the Advisory Committee to 
Salonika in May, 1916, and in February, 1917. During my 
two years’ work in Egypt that form of fever was practically 
unknown. In Salonika, on the other hand, an outbreak 
of what was termed P.U.O. began early in January, 1916, 
and we found the hospitals full of such cases on our visit 
in May, 1916. — e.g., 67 out of 108 cases admitted into one 
Hospital in a week. On inquiry it was found that the disease 
had been introduced by a division of troops arriving in 
Salonika in December, 1915. Cases of what was regarded 
as influenza began to occur in January, 1916, and rapidly 
increased in number, the disease being eventually recognised 
as not influenza and provisionally designated P.U.O. Its 
characters resembled those of trench fever. 

The probable connexion between this trench fever and lice 
was definitely raised at the time of our visit to Salonika in 
May, 1916, without, however, any definite proof of the con¬ 
nexion. The incidence gradually fell, the disease being over¬ 
shadowed by the great outbreak of malaria which began in 
July, 1916. 

At my visit alone to Salonika in February, 1917, the chief 
form of fever then prevalent was relapses from malaria, which 
formed one-half to two-thirds of the sick in advanced stations 
in hospital at that time. I heard nothing of P.U.O., and 
although doubtless present, its numbers nowhere approached 
the epidemic character attained early in 1916—e.g., out of 
62 cases admitted in one day only one was classed as P.U.O. 

The conditions in the valleys occupied by the troops being 
presumably as favourable to P.U.O. as those existing in 1916, 
the slight prevalence of trench fever was an interesting fact. 

In the Valleys the arrangements with regard to dis¬ 
infection engaged my special attention. In 1916 we had 
found that wide provision had been made, but too little 
use was being made, of barrel disinfectors, and I gave a 
special address and practical demonstration to the Salonika 
Medical Society emphasising the necessity for their con¬ 
tinuous daily regimental use. In February, 1917, I found 
that better use was being made of barrel disinfectors in this 
area than in any war area previously visited. 

If trench fever can be prevented by the adoption of 
regular regimental disinfection, then the conditions found 
were favourable to such prevention. 
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1 am disposed to attribute the lower incidence observed 
largely to the interest taken in the disinfection by means of 
the barrel disinfectors in use, knowing from Serbian 
experience how strikingly and quickly the incidence of 
other louse-borne diseases, typhus and relapsing fever, can 
be checked by their use. 

The whole circumstances connected with this incidence 
were investigated and made the subject of full report by my 
colleagues, Lieutenant-Colonels G. S. Buchanan, Andrew 
Balfour, and myself, constituting the Advisory Committee, on 
our visit in 1916, with special reference to the available data 
regarding its group incidence, its infectiousness, and 
especially its possible relation to lice. 

In the light of subsequent conclusions on the latter point, 
the conclusions we expressed are interesting, viz. :— 

“We think that for working purposes the theory of liee-carriei infec¬ 
tion holds the field, and all efforts to get rid of lice should be continued 
and developed with energy.” 

“We think it very important to make this form of disinfection as far 
as possible not merely a regimental but an individual matter; that all 
company officers, N.O.O’s, and the men themselves by actual demonstra¬ 
tion should be made to realise fully the object and advantages of barrel 
disinfectors and know the methods of working them. The forces here 
are well supplied with barrels.” 

The evidence regarding infedtivity which we gathered 
included the following class of data. Within a Division it 
was usual to find that certain regiments had been con¬ 
spicuously attacked, whilst those labouring near by were not 
affected. There was more trench fever among the divisions 
than in the base areas. 

In the case of units there was a distinct period of preva¬ 
lence lasting some six weeks to two months. Here and 
there were notable instances of group infection, three or 
four in the same tent being attacked in as many days, all 
presumably infected from the same source. Many com¬ 
batant officers were attacked by the disease. Some smaller 
units suffered exceptionally severely in certain Divisions. 
Staffs attached to hospitals and field ambulances were 
frequently attacked. Thus, in one field ambulance to which 
most of the P.U.O. cases were admitted 13 cases occurred 
among its personnel, while in the two other field ambulances 
of the same Division there were only 5 R.U.O. cases. As 
regards lousiness, several of the units which suffered severely 
were at the time seriously infected by lice. This was par¬ 
ticularly the case in the units of one Division, the one 
which had been free from trench fever on arrival in 
Salonika and which subsequently developed most cases. 

Such was the position of matters in this area early in 1916 
as regards trench fever — viz., a high degree of prevalence 
and infectivity; the need and importance of systematic 
daily disinfection strongly urged ; the means for such dis¬ 
infection provided in the form of barrel disinfectors. The 
sequel to these conclusions noted during my visit to this 
area in February, 1917, was the interesting one already 
described — viz., that P.U.O. cases were practically non¬ 
existent as compared with the prevalence in 1916. 

With this there was the definite observation made and 
specially drawn attention to in my report — viz. , that 1 had 
found better and more systematic daily use being mad<*. of 
barrel disinfectors in the war area than in any other area I 
had visited. Moreover, the two Divisions which I specially 
visited and in which I found these conditions were the two 
which had the biggest incidence of P.U.O. in 1916 and in 
one of which lice had been at that time most prevalent. 

These two Divisions were the most advanced in the war 
area, and under the most favourable conditions for infection. 
Without disinfectors they would have been practically 
without any means of dealing with lice, except by the 
individual effort of ironing the clothes, a system which 
in one brigade was also being carried out in an exceedingly 
efficient and practical way. The arrangements in force 
included also demonstrations in the use of barrel disinfectors. 

Conclusion. 

The two great practical measures of disinfection intro¬ 
duced by the British Sanitary Mission to Serbia early in 1915 
have prfived by practical experience of their working, when 
introduced into the Eastern war areas by the chief officers of 
that mission, to be amongst the most serviceable measures of 
prevention employed in the war against lice-bore diseases. 

The area where the problem is now presented is different, 
and the disease against which it is called for is different — 
viz., trench fever. The problem itself, however, is the same, 
and is capable of solution by the same methods. 


In view of the widespread infection underlying trench 
fever, and its proved connexion with lousiness, the two 
methods here described are those most easily adapted for 
troops. I can confidently recommend them for wide use 
supplementary to or in place of any of the many other 
measures of disinfection or form of disinfectors now in use. 
They have been tried on a large scale in Serbia and elsewhere 
to deal with conditions of lice-borne infection, and with 
success exactly proportionate to their systematic and con¬ 
tinued use. The result of my experiences is to satisfy me 
that the group of lice-borne diseases are far more amenable 
to arrest and prevention by simple measures of disinfection, 
easily improvised and widely applicable both for regimental 
use and for purposes of disinfection of large masses of 
troops, than by costly and complicated apparatus of autoclave 
nature on which it has become the custom to place reliance. 

The object of this account now given is to place the result 
of my experience at the disposal of others concerned in 
dealing with this class of disease. Apart from their 
simplicity and great effectiveness, the advantages of the 
measures referred to are their ease of improvisation and 
their mobility, which permit them to be created and to 
carry out their work wherever troops are situated. 

The limitation to the use of van disinfectors may appear 
to be the important one of the presence of railway lines in 
sufficiently close proximity to the troops. But under condi¬ 
tions of modern warfare this limitation is an exceedingly 
slight and almost negligible one, since modern armies depend 
on and must always be in closest touch with railways for 
their supplies to a degree which was not formerly the case. 
Railways and railway appliances are therefore equally avail¬ 
able for the purpose of prevention of lice-borne diseases if, 
as is the case, they can serve that all-important purpose. 

The facilities for their work must naturally vary in 
different cases and in different areas ; but this applies 
equally to the use of other disinfectors. In the case of the 
van disinfector here described, any difficulties connected 
with their use must be weighed against their great simplicity, 
ease of improvisation, working capacity, and effectiveness. 
These are of such a kind that one double van disinfector 
could, if necessary, carry out the disinfection of an army 
corps once a month at the following rates of work: a 
regiment in half a day ; two regiments in one day; a 
brigade in 2-3 days ; a division in 10 12 days ; an army 
corps in a month. In other words, its working capacity is 
equal to, but far exceeds in ease and simplicity of working, 
that of 50 portable Threshes or other similar apparatus. 

As regards regimental and company disinfection, all 
that is required is the use of a simple steam disinfector 
of the nature of the barrel disinfector, which can be 
improvised at a cost of a few shillings, or of an even simpler 
form, also introduced in Serbia — viz., a galvanised sanitary 
bin, placed over a fire, with a foot of water at the bottom, 
and an open wire or wooden grid over the water to keep the 
clothes off the water. One such barrel or bin disinfector 
for each company could meet its needs of disinfection against 
lice to a degree which would reduce to one-tenth, even if it 
failed to eliminate altogether, the incidence of louse-borne 
diseases. 

Addendum . — The number of anti-cholera inoculations 
carried out in the first three dayg was about 25,000, and 
35,000 in six days, and both in and from the train as a 
working centre these were continued at approximately 
similar rates till all the armies dealt with were fully 
inoculated in 4-5 weeks’ time. 

Corrigendum . — In Chart 2, p. 350, the words “ week to 
week of a double van disinfector ” should read 44 day to day 
of troo double van disinfeetors .” 


Death of Dr. J. Lambert. —James Lambert, 
M.D. Glasg., M.R.C.S. Eng., L.S.A., of Birkenhead, died 
recently at the advanced age of 90 years. Dr. Lambert was 
apprenticed in early life to a medical man at Northwicb. 
In 1855 he took his degree at the University of Glasgow, and 
in the same year secured the diplomas of the Royal College 
of Surgeons of England and of the Society of Apothecaries. 
He was medical officer to a transport during the Crimean 
War, and afterwards settled in Birkenhead, where he had 
lived ever since. For many years he was Poor-law medical 
officer and surgeon to the Birkenhead Borough Hospital, and 
was consulting surgeon to that institution until his health 
began to fail. He took great interest in surgical practice, 
keeping well abreast of current literature. 









382 The Lancet,] MAJQR H. HEMSTBD : EMBARKATION AND BOAT DISTRIBUTION SCHEME. [Sept. 21,1918 


A COMBINED EMBARKATION AND BOAT 
DISTRIBUTION SCHEME 

FOR HOSPITAL SHIPS AND AMBULANCE TRANSPORTS. 

By HENRY HEMSTED, M.D. Brux., M.R C.S., 
L.R.C.P. Lond., 

TEMPORARY MAJOR, R.A.M.C.; O.C. TROOPS, H.M.H.8. “ NEl'RALIA.” 


The object of this scheme is to segregate patients on 
embarkation according to diseases, nationalities, ports of 
debarkation, &c., and to furnish each man immediately with 
a ticket for his life-boat. The Graphic System is adopted 
and works admirably. 

A .—Requirements. 

I. Embarkation boards. II. Tickets. Ill, Life-boat board. 
IV. Blackboard. 

I. Embarkation Boards. 

Dimensions of embarkation boards. —5 ft. by 18 in. by £ in. 
The top end shaped to indicate the bow of the ship. 

Number of embarkation boards. —Three boards should 
suffice on the largest hospital ships. Occasionally, when 
wards are scanty, ground-plans of two decks may be 
combined. 

Painting of em¬ 
barkation boards. — 

These show a rough 
ground-plan of the 
various wards on 
each deck, indi¬ 
cating size, shape, 
and name or letter. 

Surgical wards are 
painted blue and 
medical wards red. 

Parts of the wards 
unavailable for hos¬ 
pital purposes are 
shown black. (See 
Figs. 1, 2, and 3, 
in which dots 
represent the blue 
areas and oblique 
lines the red.) 

Each ward has 
painted on it:— 

(a) The total 
number of cots 
contained, (b) The 
names of the medi¬ 
cal officers, sisters, 
wardmasters, and 
orderlies on duty 
in each ward, in¬ 
dicated by typed 
slips pasted on the 
boards. (o) The 
nature of the cases it is designed to hold—e.g., fracture 
cases (special beds), acute surgical cases, minor medical 
cases, enteric cases, dysentery cases, tuberculosis cases, 
miscellaneous cases, Sc c. When different nationalities are 
being embarked the wards allotted to them should be indi¬ 
cated in chalk on the boards, as also should the wards 
reserved for batches of patients for debarkation at inter¬ 
vening ports. (< d ) The ward areas may be subdivided by a 
white interrupted line into two or more sections. (These 
sections are also marked with a white painted line on the 
deck of the actual wards.) 

II. Tickets. 

Number. —One ticket for each cot on the ship. 

Size .—3 in. by 1 in. is convenient. 

Texture. —Strong, but not thick, paper, preferably coloured. 
(Permanent metal “tokens” might perhaps be used with 
advantage.) 

Affixation.— Tickets are penetrated near the top by 2 in. 
bifurcated brass paper clips, the ends of which are passed 
through the embarkation boards in their appropriate ward 
sections. (If the beds in any section are very numerous it 
may be necessary to divide them or to design special 
fasteners.) 


Numbering. — On the front is the letter of the ward and 
the number of the ticket, the bottom ticket being No. 1 and 
the top ticket showing the number of the full accommoda¬ 
tion of the section—e.g., “ D. 32.” After embarkation the 
top number remaining on the board shows the number of 
cots vacant in that section. On the back of each ticket is 
the number of the patient’s life-boat—e.g., “ Boat 6.” 

Collection. —Tickets may be collected on debarkation, and 
will then serve as a check on the numbers transferred. 

III. A Life-boat Board. 

Description. —This is a rough ground-plan of the boat deck. 

Complement of life-boat.— It should show a diagram of 
each boat, indicating its number, position, capacity, and 
allotment of patients, medical officers, and R.A.M.C. accord¬ 
ing to wards. The navigating officer and • 4 skeleton ” crew 
may also be indicated. Rafts should not be shown. (See 
Fig. 4.) In the illustration the boats are indicated by cards 
(dotted in the diagram) which are tacked on to the life¬ 
boat board. The cards are reversed when no sick are on 
board, and then show the detail by name of all R.A.M.C. 
personnel to the first eight life-boats. These would accom¬ 
modate all souls when the hospital is empty. 

IV. A Blackboard. 

This is a daily record of the hospital and life-boat “state " 

and shows 
vacancies therein. 
It should be placed 
near the orderly 
room and designed 
as shown in the 
a ccompanying 
figure. 

When a life-boat 
is short of its full 
complement the 
space becomes 
available for 
“ lying’’cases. The 
elaborations on the 
right-hand side of 
the blackboard are 
not essential, but 
the column headed 
“ Expected Admis¬ 
sions ” is valuable 
for announcing to 
the Matron. Chief 
Officer, Chief 
Steward, and 
R.A.M.C. gene¬ 
rally, the number, 
composition, and 
approximate time 
of arrival of drafts 
of sick and 
wounded. On a 
hospital ship there 
appears no objection to advertising these details. 

Three Desiderata. 

For harmonious working of the scheme there are three 
desiderata : — 

1. Nominal rolls. — The O.C. troops should be enabled to 
inspect all nominal rolls of sick at least ten minutes before 
embarkation begins. (Serial numbers running right down 
the left-hand column of nominal rolls, with a corresponding 
number on the backs of patients’ tickets, greatly facilitate 
checking at embarkation and debarkation. 44 Lying ” cases 
should be shown on nominal rolls.) 

2. Boat accommodation. —There should be sufficient room 
in the ship's boats for all sick and a reasonable proportion of 
the ship’s and hospital staff. (The balance would be com¬ 
pelled to use rafts in an emergency, but it would savour of 
indelicacy to give a sick man a ticket for a raft.) 

3. Transfers. — In ter-ward transfers after embarkation must 
be notified to the orderly-room. When the above system is 
adopted these are extremely rare. 

B.— Routine. 

1. Abstract of nominal rolls. —The O.C. troops procures a 
rough abstract of patients for embarkation, noting specially: 


Blackboard showing Daily Record of Hospital and Life-boat “ State." 


Hospital Shii>“Neuralia” 

,In Hospital Admissions Discharges 

I>jU {UUVJ■ Rf* HtdUut* \,n T'S-t 

A 5 27 «!•-'- ': ... . : ~J ZT 

B -7 12 / i 
C 7 34 3 .ZT 
[>4.32 3.2- 
E U. * 73 7-2 / 


C 3-/a85?5 : 
H 2-3 33 - * - 

L £5*162 M 
M M 10 Jo 

X ^ <■ 80 7/ / 

Y A 8 6 2 

Z C 8 

*1T 3 J 
^ cmcsQ jo 


_ 

....d : 


1. A column for bout accommodation vacant could bo inserted here. 2. All expected 
admissions are advertised here at first opportunity. 3. This column was used when the 
ship was a stationary hospital. . 
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(a) Number of “lying” cases. (&) Numbers of acute 
surgical, fractures (requiring special cots), acute medical, 
enterics, dysenteries, tuberculars, venereals, heat exhaustion, 
eye cases, &c. ( 0 ) The number of Colonial, Allied, or 

prisoners sick. ( d ) Patients for debarkation at intervening 
ports. Wards are allotted in accordance with these data. 

2. Distribution. — At the “distributing” station (usually 
near the embarkation gangway) a N.C.O. inspects each 
patient’s ticket as he walks or is carried aboard, and calls 
out the name and diagnosis. A second N.C.O. checks the 
name on the nominal roll, and the O.C. troops “ sizes up n 
the patient and tears off an appropriate ticket from the 
embarkation board, giving it to the patient, who will retain 
it for the voyage, because it shows the position of his ward, 
cot, and life-boat. The entire procedure takes about 
1£ seconds per man, and therefore does not appreciably 
delay an embarkation. Cabins will be allotted to sick 
officers in the same manner. 

3. Cabins; Summarising. — When embarkation is com¬ 
pleted the “state” is copied on to the orderly-room black¬ 
board. The numbers on the top tickets remaining on the 
embarkation board shorn the numbers of the cots vacant in 
each ward and also the boat accommodation remaining. This 
latter may be allotted to “ lying ” cases. 

4. Allotment of orderlies to boats. — Tickets for the R.A.M.C. 
employed in the various wards may be kept in these wards 
by the sister or N.C.O. in charge. They are handed to the 
orderlies at the beginning of each voyage. Space is allowed 
for them when allocating patients to boats. This plan 
ensures that orderlies accompany their own patients in the 
boats. 

C. - Advantages. 

1. Segregation of patients in groups according to their 
diseases, latrine requirements, and general welfare. 

2. Certain cases may be placed under the care of a medical 
officer who specialises in a particular branch of his profession 
—e.g.. eye cases, venereals, X ray. 

3. The number of patients actually embarked is auto¬ 
matically registered and the hospital “state” ascertained 
at any moment. 

4. When debarking sick transferred to an intervening port, 
a ward is completely evacuated and can be thoroughly 
cleansed and disinfected before a corresponding number of 
patients is embarked. 

5. When two or more pack-stores exist one of these can 
be devoted to the wards to be evacuated at intervening ports. 

6. The position of any Medical Officer, Sister, or Orderly 
in the hospital can be ascertained at a glance. 

7. Each man is provided with a life-boat ticket before 
sailing , the first24 hours being usually in a “ danger zone.” 

8. R.A.M.C. staff accompany their own patients in the 
boats. 

These advantages are magnified when dealing with 
numerous small drafts of sick. 


A CASE OF 

SUDDEN DEATH AFTER AN ANAESTHETIC 

IN A LATENT CASE OF SHELL GAS POISONING. 

By PHILIP TURNER, M.S. Lond., F.R.C.S. Eng., 

• MAJOR, R.A.M.C. 


This case is recorded for two reasons. In the first place, 
sudden death after an anaesthetic which has been taken 
without any unusual symptoms having been noticed, and 
where the patient is so nearly round that he is able to sit up 
and spit out mucus, is very unusual ; and, secondly, because 
the possibility of such an occurrence in a man who has been 
exposed to the action of poison gases should be borne in 
mind, even though no symptoms have been observed. 

Private H., aged 22, was admitted to a general hospital in 
France on April 30th, 1918, suffering from a wound of the 
right foot which had been received on the previous day. 
There was an entry wound only, situated just in front of 
and below the right external malleolus. There was a good 
deal of swelling and tenderness, and the wound was 
obviously infected. His general condition appeared to be 
satisfactory, though he was rather anaemic and there was 
slight pyrexia, due doubtless to the wound. There was no 
mention of gas poisoning on the field medical card, though 


a large number of men admitted from the same convoy, 
and who came from the same district, were gassed. The 
patient complained of none of the symptoms of gas poison¬ 
ing, neither were any at any time noticed. An X ray 
examination was made, and showed a metal fragment in the 
sole of the foot just behind the base of the fifth metatarsal. 
It was decided to remove this and to provide freer drainage. 
Accordingly, on the following day, May 1st, chloroform was 
administered, the wound and track were excised, and the 
metal was found and removed. The missile had grazed the 
outer side of the os calcis and the cuboid and had opened 
the calcaneo-cuboid joint. The operation was trivial and 
only occupied a few minutes. There was no struggling, and 
nothing abnormal was noticed either during induction or 
during the stage of anaesthesia. Very little anaesthetic was 
required, and the pulse and oolour were both normal through¬ 
out. The anaesthesia was so light that while a gauze drain 
was being inserted the patient moved his leg with con¬ 
siderable vigour. When the patient was about to be 
removed from the operation room to the ward it was noticed 
that he had quite suddenly become rather cyanosed and that 
he was straining as though about to vomit. The jaw was 
held forwards and the anaesthetist remained with him for 
some minutes until his colour was quite good and respira¬ 
tion normal. By this time he was practically round from the 
anaesthetic and even sat up on the stretcher and spat out a 
little mucus. The pulse was unaffected during this attack 
and his condition did not cause any anxiety. There was no 
vomiting and no excessive secretion of mucus. 

Instructions were now given to take the patient back to 
bis ward "and the anaesthetist returned to the theatre to 
anaesthetise another patient. After a very short interval, 
however, certainly not more than three minutes, and before 
the patient had been taken back to the ward, it was 
reported that the man had suddenly collapsed. He was seen 
at once and was apparently dead. The face was an ashy 
grey colour, the lips were slightly cyanosed, respiration had 
ceased, the pupils were dilated, and the pulse and cardiac 
impulse were imperceptible. There had been no vomiting, 
and no obstruction could be felt on digital examination of 
the pharynx. Artificial respiration was started at once and 
was kept up for an hour, but without any effect, though the 
air could be both heard and felt to enter and leave the chest 
without any difficulty. In addition strychnine and pituitrin 
were injected, hot cloths were applied to the precordial 
area, and tongue traction was employed, but without any 
response. 

On the following day a post-mortem examination wae 
made by Captain G. Richardson, R.A.M.C. The whole heart 
was very dilated, especially the right auricle and ventricle; 
the valves were, however, competent. There was no evidence 
of any vomiting having occurred and no obstruction of any 
sort in the air passages. Tracheitis wa3 present and was 
especially marked just above the bifurcation. The lungs 
were slightly congested and oedematous, particularly at the 
bases. The stomach was nearly empty and the other viscera 
were normal. The whole appearance was characteristic of 
gas poisoning, and the amount of cardiac dilatation Suggested 
that the gas in.question was phosgene. Death was due to 
primary cardiac failure. 

Remarks. 

In such a case as the above probably the only physical 
sign that would have been noticed from a thorough examina¬ 
tion of the heart would have been some displacement of the 
cardiac impulse. Nothing abnormal was noticed on ausculta¬ 
tion. In any case the operation would have been carried 
out, as the local condition was one of considerable 
urgency. In the absence of any vomiting or of any 
obstruction in the air passages the cause of death at 
the time was attributed to primary cardiac failure, but 
the reason of this was obscure until the post-mortem exa¬ 
mination. When seen within two or three minutes of being 
apparently all right and coming round from the anaesthetic 
normally the patient was obviously dead, and though 
attempts at resuscitation were kept up for an hour there 
was at no time aoy response or any suggestion of recovery. 
He had already been observed to sit up once, and the 
probability is that he did this again or made some similar 
slight muscular effort, with the result that the dilated and 
weakened heart had thrown upon it a strain which it was 
unable to bear. Indeed, one lesson to be learnt from this 
case is that all movements after an anaesthetic in patieuts 
where there is any suspicion of gas poisoning should be 
checked, and that they should be kept strictly in the 
horizontal position. 


A Devonshire Centenarian. —Miss Jane Welsford, 
of Newton Abbot, celebrated the 104th anniversary of her 
birthday on August 21st. 
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TYPHUS FEVER: 

OB8ERVATION8*ON A SEROLOGICAL TEST WEIL-FELIX 
REACTION.) 

By C. M. CRAIG, M.D. Manch., D.P.H., 

CAPTAIN, R A.M.C. ; O.C. - MILITARY LAHORATORY ; 

AND 

N HAMILTON FAIRLEY, M.D., 

MAJOR, A.A.M.C. ; PATHOLOGIST, - AUSTRALIAN GENERAL HOSPITAL. 


The following is a brief account of our experience of 
the Weil-Felix reaction during the early months of 1918 in 
Egypt and Palestine. The reaction is an amplification of 
the work done by Dr. Wilson, u of Belfast, who first showed 
that typhus serum possessed the power of agglutinating 
certain intestinal organisms. During the past year it has 
been favourably reported on by Austrian and German 
workers. 11 

Characters of organism used in this investigation .— This 
organism of ‘ the strain known as X 19 is a short, 
Gram-negative, slightly motile bacillus, which grows 
under aerobic conditions only. On ordinary media it 
thrives, producing on agar and MacConkey’s media a 
somewhat delicate growth, rather resembling that of the 
typhoid group; it liquefies gelatin. This organism pro¬ 
duces acid and gas in glucose, saccharose, maltose, and 
mannite, but does not ferment dulcite or lactose. It pro¬ 
duces indol freely, and acid without clot formation in milk. 
In our experience it has been non-lethal to guinea-pigs sub¬ 
cutaneously in doses of 2 c.cm. of 24 hours’ broth culture. 

Results of culture in typhus cases .— Cultures of blood in 12 
cases yielded negative results. The urine, faeces, and sputum 
have been examined in 21 cases. An organism resembling 
the one described above has only once been isolated—i.e., in 
the urine of a patient on about tenth day of illness. This 
differed from the stock culture (X 19) in possessing much 
feebler agglutinating properties. 


Agglutinating Phenomena in Definite Typhus Fever. 

In all 90 cases were examined, 67 of which were British 
and 23 Egyptians. 

Certain cases yielded rather anomalous results: 1. In one 
case agglutinins were not noted until two days after fever 
had subsided. 2. In the second case positive agglutination 
was not obtained until ninth day of disease. 3. In the third 
case two separate examinations of serum during second 
week of disease yielded negative results. In all other cases 
agglutination reactions were noted in the first examination. 

(a) Forty-five British cases (in whom time incidence of 
illness was definitely known) were examined during the 
pyrexial period. The titres of the agglutinations obtained 
were as follows:— 


Day. Cases. Titre. 

4th ... 6 ... 1/10. 1/10. 1/40, 1/50, 
1 / 100 . 1 / 1000 . 

5th ... 10*... 1/10. 1/10. 1/10, 1/40, 
1/50.1/50.1/60,1/50, 
1/80, 1/160 

6th ... 6 ... 1/50, 1/50, 1/50, 1/80, 
1/100, 1/320. 

7th ... 3 ... 1/10, 1/20, 1/320. 


Day. Cases. Titre. 

8th ... 6 ... 1/40.1/80,1100,1/640, 
1/1000, 1/1280. 

9th ... 2 ... 1/20, 1/40. 

10th ... 6 ... 1/160, 1/200, 1/320, 

1/320,1/640,1/1280. 
11th ... 1 ... 1/40. 

12th ... 2 ... 1/20, 1/640. 

13th ... 3 ... 1/80,1/640, 1 280. 


(b) The sera of 21 native cases (exact day of disease not 
definitely ascertained, probably all in second week of illness) 
gave positive reactions as follows : — 

Titre . 1/10 1/20 1/60 1/100 1 200 1/lCOO 1/2000 

Cases . 6* 3t 2 6 2 2 1 

• One of these cases four days later, showed agglutination with 1/50. 
t All showed an agglutination of 1/50 two days later. 


indefinite pyrexia, probably enterica (the serum gave a 
complete reaction in dilation of 1/10 against B. para- 
typhosus If, and in 1/100 against]/?, typhosus). 

The sera of 10 convalescent typhus patients were tested 
against stock cultures of B. Shiga t B. Flexner-Y, B. typhosus, 
B. paratyphosu* A and B, Cholera vibrio , M. mclitensis , and 
two strains of B. coli , one true to fcvpe, the other atypical. 
The serum of one case agglutinated the typhoid bacillus in a 
dilution of 1/100 (inoculated against T.A.B.). One serum 
agglutinated M. melitensis in a dilation of 1/10. These were 
the only exceptions; the remainder failed to give any 
reaction even in the lowest dilutions. 

In a group of 7 additional cases of typhus which were 
tested against stock cultures of B. typhosus and B. para- 
typhosus A and B during the pyrexial period 6 yielded nega 
tive results. In the other case, who had been inoculated 
with T.A.B. nine months previously, B.paratyphosus A and If 
yielded a positive agglutination with patient’s sernm in 
dilution of 1/40. B. typhosus yielded agglutination in 1/1280. 
An autopsy infection with B. typhosus was definitely excluded 
in this case. 

Note .—Tested in a dilution of 1/10 against standard 
immune 9erum for B. Shiga, B. Flexner , B. typhosus , B. para- 
typhosus A and £, and the cholera vibrio (prepared by the 
Lister Institute), emulsions of this bacillus gave completely 
negative results. 


Complement-fixation Reaction. 


As the sera of typhus patients agglutinated in high titre 
a saline suspension of this proteus-like organism, an investi¬ 
gation by means of the complement-fixation method, 
originally devised by Bordet and Gengou,* was made. 


The antigen used was a fresh saline (0 85 per cent, saline 
and 0*5 per cent, phenol) suspension prepared from a 
24 hours’ growth of this organism on agar slopes. The 
technique employed was similar to that used in the ordinary 
quantitative Wassermann reaction. Six and 12 minimnm 
hsemolyfcic doses of complement were used in this test. A 
serum'was regarded aa yielding a positive result if in the 
presence of this bacterial antigen it fixed at least six M.H.D. 
of complement. In the first stage of the reaction quantities 
of antigen, (?) immune serum, and complement were mixed 
together for one hour at 37° C. Subsequently, sensitised 
sheep’s corpuscles were added, and final readings were made 
after another hour’s incubation at 37° C. The amount of 
complement fixed by pooled negative sera plus the amount 
of baoterial antigen used in the test did not exceed two M.H.D. 
of complement. 

The results were recorded as follows: — 1. P -F + + -f fixation 
of 12 M.H.D. complement. 2. P -f-f-f fixation of 9 M.H.D. 
3. P ++ fixation of 6 M.H.D. 4. P -f fixation of 3 M.H.D. 
Only the first three readings are regarded as positive. 

In all, 29 sera collected from typhus cases in different 
stages of the disease were examined. 


Their agglutination reactions were as follows: 1 case, 
1/2560; 5 cases, 1 1280; 7 cases, 1/640; 4 cases, 1/320 ; 3 cases, 
1/160; 3 cases, 1/803 cases, 1/40; 3 cases, 1/20. The results 
of the complement-fixation test were negative in 28 out 
of 29 cades. In the remaining case a positive reaction 
(P4--M-+) was obtained. Even in this case the significance 
of the reaction was doubtful, as this serum exhibited distinct 
anticomplementary tendency in the serum control tubes. 

Controls. — Forty-three sera from other cases (not typhus) 
were examined. Of these, 40 were negative and 3 yielded 
pseudo-positive reactions (one case of rheumatic fever, 
positive reaction, P-M- + 4-; 2 cases of syphilis positive 
reaction, P ++). 


The formation of agglutinin for this proteus-like organism 
in the blood of typhus cases is not accompanied by the 
formation of immune body, as indicated by the complement- 
fixation reaction using as antigen a fresh saline suspension of 
this proteus-like organism. 


(c) During convalescence 24 cases were examined and 
agglutination reactions in the following titres were 
obtained :— 


Day. Canes. Titre. 

2nd ... 1... 1/20 
5th ... 1... i/40 , 

6th ... 2 . ..1/1280,1/2560 
7th ... 1 ... 1/320 
8th ... 1...1 640 
9th ... 2 ... 1/160,1/1640 
12th ... 1... 1/320 


Daw Cases. 

Titre. 

Day. 

Cases 

. Titre. 

13th,.. 

. 1 ... 

1/50 

29th , 

... 1 .. 

. 1/10 

14th .. 

. 1 ... 

1/200 

31st . 

... 1 .. 

. 1 TOO 

15th 

. 1 ... 

1/640 

33rd . 

... 1 .. 

. 1/50 

21st .. 

. 1 ... 

1/100 

34th 

... 1 .. 

. 1/100 

22nd.. 

. 2 ... 

1/50.1 320 

37th 

... 1 .. 

. 1/100 

26th .. 

. 1 ... 

MOO 

60th 

... 1 .. 

. Nil. 

27th 

. 2... 

1 100,1/100 





Control reactions .—The sera of 70 known negative cases 
were examined for agglutination against this proteus-like 
organism. They included cases of undulant fever, typhoid, 
syphilis, relapsing fever (30), pneumonia, and malaria. 

In three cases a slight reaction was obtained in a dilution 
of 1/10; these occurred (1) in a healthy, much inoculated 
orderly; (2) in a case of acute pneumonia; (3) in an 


• Animal Experimentation. 

Ten monkeys were experimented on—7 grivet ( Cerco - 
pit keen s ) and 3 Macao us rhesus. 

Of these animals four were used as controls. The six 
others were injected subcutaneously with one dose of 
1 to 2 c.cm. of a 24 hours’ broth culture of the proteus-like 
organism. In one monkey a second injection was given 
ten days after the first. Prior to inoculation all had negative 
complement-fixation reactions and all yielded negative 
agglutination reactions in dilution of 1/10 against this 
proteus-like organism with one exception only. In this 
case a positive agglutination of monkey’s serum in a titre 
of 1/10 was obtained, but the reaction vanished in a higher 
dilution of 1/20. None of the monkeys showed signs of 
sickness or abnormal temperature after inoculation. 

In all cases a positive complement-fixation reaction was 
obtained; in five cases within 12 days of inoculation. In the 
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sixth case the complement fixation, negative on the ninth 
day, became positive on the eighteenth day. The agglutinin 
response in this case was not as intense as usual. In all 
these cases, accompanying the appearance of agglutinin in 
the blood serum of the inoculated monkeys, immune bodies 
were produced aiso, which had the property of fixing 
complement in the presence of its specific antigen— 
namely, the proteus-like organism. The following gives 
the serological reactions in one of the experimental 
animals (Monkey Z) 

(A) Days after Inoculation. (B) Agglutination. (C) Complement 
fixation. 

(A) ... 4 6 9 12 18 35 53 

(B) ... 1/20 1/160 1 640 1 1280 1 1280 1 640 1 40 

(C) ... — P+ + + + — P+ + + + P+ + + + P+ + + + Neg. 

Significance of Agglutination Reactions in Typhus Cases. 

At the present time Austrian and German observers are 
agreed that this proteus-like organism must of necessity be 
a constant secondary invader in patients infected with 
typhus fever, in much the same fashion as certain authori¬ 
ties regard a secondary invasion with the Streptococcus 
pyogenes as occurring in scarlet fever. Such a conception, 
however, though explaining the appearance of agglutinin in 
the blood of typhus cases, is incompatible with the following 
facts. 

1. Systematic cultural investfgations of the urine and 
blood in cases of typhus fever over all stages of the disease 
do not yield, except very exceptionally, positive results for 
this proteus-like organism, and this despite the fact that it 
grows easily on all ordinary laboratory media — i.e., nutrient 
broth, agar, &c. 

2. Serological investigations of typhus cases, while show¬ 
ing the presence of agglutinin for this proteus-like organism, 
failed to demonstrate the presence of any immune body ; 
whereas serological investigations of monkeys inoculated 

* subcutaneously yield both positive agglutination and com¬ 
plement-fixation reactions. If the “ secondary invasion ” 
theory were correct, then inevitably the immune body would 
be demonstrable in the sera of typhus cases. 

This agglutination phenomenon, then, though yielding 
results of the greatest clinical value, is to be regarded as a 
pseudo-agglutination. Possibly it is of the nature of a group 
agglutination, and, if so, then the virus causing typhus may 
prove to be an organism allied to this proteus-like bacillus, 
but one which is resistant to cultivation on ordinary media. 

The fact that the Wassermann reaction is not a specific 
test for syphilis in the strict immunological sense has not 
diminished its practical application as a diagnostic test for 
that disease. In similar fashion the appearance of an 
agglutinin in the sera of typhus patients for an organism 
which has no apparent relationship to the disease need not 
bias the student against its great diagnostic value in typhus 
fever. 

Conclusions. 

1. This agglutination test is an invaluable aid in the 
diagnosis of typhus fever. 

2. Frequently the reaction appears only in the disease, 
and as a rule rapidly increases in litre. 

3. A rapid agglutination in a dilution of 1/10 on 
Garrow’s agglutinometer. while not absolutely reliable, is 
sufficiently suspicious to justify the isolation of the case. 
This is especially true of individuals uninoculated with 
T.A.B. or cholera. The serum of 50 uninoculated natives 
failed to give a reaction even in a dilution of 1/10. If the 
test be repeated at intervals of two days confirmatory 
evidence will, in the great majority of cases, be obtained. 

4. This test is particularly valuable in the case of natives 
in whom it may be difficult to distinguish clinically between 
severe relapsing fever and typhus. 

Note. — The agglutination was carried out in all cases on 
Garrow’s agglutinometer; the results were read after five 
minutes’ rotation and controls were used in every instance. 

We have found Garrow’s 0 agglutinometer of invaluable 
service and absolutely reliable. With this instrument, 
allowing five minutes for rotation, we find a dilution of 
1/25 diagnostic. It is essential in order to obtain scientific 
and uniform results from a test of this description that a 
standardised and uniform technique should be adopted. 

The method we have described has four great advantages: 
1. The rapidity with which results can be obtained is neces¬ 
sarily of great value to the clinician, so ac to enable speedy 
isolation. 2. The elimination of the feeble agglutinating 
power of normal serum in low dilutions upon this organism. 
This seems to take effect more readily if placed in tubes in 


mass contact with the organism than with the Garrow 
agglutinometer. 3. Economy in material, and the facility 
with which the technique can be performed in other than in 
an elaborately equipped laboratory. 4. The ease with which 
the agglutination can be read and its limits ascertained. 

Oar thanks are due to Captain P. H. Bahr, D S O., 
R.A.M.C., for assistance during the present investigation. 

To Colonel R. Fowler, A.A.M.C., commanding officer of - 

Australian General Hospital, we are indebted for facilities in 
carrying out the experimental work on the section dealing 
with animal inoculation and complement-fixation. 
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NOTES ON 

THE INTESTINAL PROTOZOAL 
INFECTIONS 

OK 1680 MEN EXAMINED AT THE UNIVERSITY WAR 
HOSPITAL, SOUTHAMPTON. 

By DORIS L. MACKINNON, D.Sc.. 

LECTURER IN ZOOLOGY, UNIVERSITY COLLEGE, l)UNl>hK. 


While acting as protozoologist at the University War 
Hospital, Southampton, from May, 1917, to March, 1918. 1 
examined in the course of routine work the stools of 1680 
patients. The results of my observations may be of interest 
to other workers at dysentery hospitals for three reasons : 

(1) the cases were examined as often as six times each ; 

(2) while 914 of them were admitted as convalescent from 
dysentery (including colitis and enteritis) and severe 
diarrhoea, the other 766 were non-dysenterics, diagnosed 
typhoid, paratyphoid, trench fever, P.U.O., and so on ; 
and (3) with less than 75 exceptions this large body of men 
had been invalided from France 1 * or had not been out of 
Britain. 

1. Number of Examinations. 

The attempt was made, and, thanks to the excellent 
arrangements at this hospital, very successfully made, to 
examine each case at least six times before pronouncing 
him uninfected by Entamoeba histolytica. Since the demand 
on accommodation for in coming patients was always great, 
and since many of the men left the hospital after but a 
brief stay, the six examinations were made in the shortest 
workable period—i.e., a week—the first and sixth examina¬ 
tions corresponding with the two examinations required by 
the Army Council Instruction No. 205 of 1917. 


Cases with 6 or more examinations 
„ 5 examinations only ... 

:: 3 :: :: ::: 

2 . 

„ 1 examination ,, 


... 1549 
... 33 

... 25 

... 20 
... 24 

... 29 


1680 

It will be seen from the above that the six-examination 
standard was well maintained. This is the first time, so far 
as I know, when a large number of cases has been systemati¬ 
cally examined so often. 3 That the attempt to make so 
many examinations was justified is indicated by the follow¬ 
ing table of the findings of E. histolytica. The percentages 
of the total findings for which each examination is responsible 
will be seen to be closely in accord with those in the tables 
arrived at by calculation (Carter, Mackinnon, Matthews, and 
Smith 1917). 


1 The men were ell questioned as to their previous travels, and we 
found that 447 had been at one time or other in tropical or subtropical 

regions. 

3 Dobell (1917) first pointed out the advisability of aiming at making 
six examinations per case. Carter, Mackinnon, Matthews, and Smith 
(19171 showed that it was well worth while to attempt this large 
number, since they calculated that three examinations reveal only 
65 per cent, of the E. histolytica discoverable by six. The work done 
by Jepr* and Meaklns (1917) at the Hampstead Military Hospital is the 
only Instance as yet on record in which the six-examination standard 
was consistently maintained throughout the investigation, bnt only 
65 case* were examined. 
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Table I. 


Examina¬ 

tion. 

No. of casef 
actually 
examined. 

Total number 
found infected 
with 

E. histolytica. 

Percentage 
of total 
cases 

examined. 

Percentage of 
infected cases 

J found by six 
examinations. 

1st 

1680 

72 

4-3 

346 

2nd 

1651 

103 

6 1 

49-5 

3rd 

1627 

127 

7-5 

610 

4th 

1607 

159 

94 

16 4 

6th 

1582 

184 

109 

88-4 

6th 

1549 i 

208 

12-4 

1000 


While six is probably the largest number of examinations 
that can be conducted in practice, it is certain that some 
infections go undetected. I found E. histolytica cysts in one 
case at the eighth examination, and a man sent as 41 clear ” 
from Southampton to Barton-on-Sea after six negative 
examinations, found negative at Barton and returned 1 
for farther observation and treatment, yielded E. histol 
then for the first time—i.e., at the ninth examination. 3 

2. Total Infections Detected. 


protozoa, as follows : — 


Table II. 


In addition, Wenyon’s * 
cent.) 


I ” cysts were found in 13 oases (= 0-7 per 


These percentages of protozoal infection are not high, con¬ 
sidering that the cases have been examined so often. 
Judging from previous experience with cases examined three 
times, I had expected to find by the sixth examination some 
20 per cent, infected with E. histolytioa. I saw, however, 
that whereas the material on which I had worked at 
Liverpool was maidy from dysenteries invalided, for the 
most part, from Salonica and Egypt, I was dealing at 
Southampton with a much larger admixture of non- 
dysenterics, and with men invalided, not directly from the 
East, but from France. These two considerations, I thought, 
might explain to some extent the relatively low percentage 
of E. histolytica. With this in mind, I therefore analysed 
the 1680 cases further. 

3. Comparison of Infections in Dysenteries and 
Non - dysenteries. 

Table III. 

A. Dysenteric cases: number examined ... ... 914 

B. Non-dysenteric cases: number examined. 766 


it is to say, both classes of patients harboured the same 
iinal protozoa, but the percentages were slightly higher 

» dvsenterin ornnn 


That_ j , „ 

intestinal protozoa, 
in the dysenteric group 


* E. histolytica . 

14 (= 14 per cent.) 

72 (= 

10*8 per cent.) 

E. coli . 

27 (= 27 „ ) 

158 (= 

237 

.. ) 

E. nana . 

18 (= 18 „ ) 

96 ( = 

14-4 

„ ) 

j O. intcstinalis . 

9(= 9 „ ) 

71 (= 

10 6 

„ ) 

1 C. mesnili . 

4(= 4 .. ) 

27 (= 

40 

•* ) 

T. hominis . 

2(= 2 .. ) 

2<= 

0*3 

" ) 


Protoxoon. 

No. of cases 
infected. 

Percentage of 
total cases 
examined. 

Entamceba histolytica . 

209 

124 

E. coli . 

440 

26*2 

E.nana . 

303 

180 

Qiardia (= Lamblia) intcstinalis... 

226 

13-4 

Chilomaslix (“ Tctramitus ”) mesnili 

85 

5-0 

Trichomonas hominis . 

13 

0*7 


Protoxoon. 

A. 

B. 

No. of cases infected. 

E. histolytica . 

123 (= 13 4 per cent.) 

86 ( = 11 2 per cent.) 

E. coli . 

255 (= 27 9 

) 

185 (= 24-1 

. > s 

E. nana . 

189 (= 20 7 

„ ) 

If (=14 9 

• » 

G. intestinalis 

146 (= 15-9 

„ ) 

80 (= 10 5 

■ > a 

C. mesnili . 

54 (= 5‘9 

) 

31 (= 4-0 „ 

> ) a 

T. hominis . 

9 (= 10 

•t ) 

4 (= 0-5 „ 

. ) i] 

t 


J I am Indebted to my successor, Miss Jepps, for this information. 

i discovered to be “ positive ” after I had left the 


Since the case was- w ^ aitt3I 

hospital I have not included it among the “positive 
''•“s in this report 


E. hittolytico 


This result is in agreement with the observations of other 
workers who have systematically examined the faeces of 
smaller numbers of non-dysenteries. Allowing for the 
difference in the number of examinations, my figures agree 
most closely with those of Smith and Matthews (1917, 
a and b ) for 450 non-dysenterics from temperate as well as 
from tropical regions. Dobell’s (1916) figures for 110 non- 
dysenterics are relatively higher than mine, but he was 
examining cases from Gallipoli and Egypt only. 

We may further group our 766 non-dysenterics according 
to whether they have or have not a past history of dysentery 
or severe diarrhoea. 

Table IV. 


dysentery or diarrhoea : 


A. Non-dysenterics with history of dy« 

number of cases examined.. 

B. Non-dysenterics with no history of dysentery or 

diarrhoea: number of cases examined ... 


100 


Protoxoon. 


No. of cases infected. 


The two groups are so unequal that it is scarcely fair to 
compare them closely ; but, in a general way, it would 
seem that in non-dysenterics with a dysenteric history the 
protozoal infections are rather more numerous than in cases 
having no such history. 1 

4. Comparison or Infections in “ Eastern ” and 
“ French ” Cases. 

With few exceptions, the cases were invalided to 
Southampton from France or had not been out of Britain. 
We were at great pains to discover what proportion of the 
French cases had been in the East * as well as in France, 
either during the war or at some previous time. We found 
that 447 of the 1680 (= 26 7 per cent.) had at one time or 
other visited the East. The bulk of the men—i.e., 1233—had 
never been further afield than the war zones in France and 
Northern Italy, and 34 of them had never been out of 
England. . Six examinations of such a large number give 
some useful additional evidence of the frequency of protozoal 
infections, and more especially of E. histolytica infections, 
in temperate regions. 

The two groups are compared in the following table :— 
Table V. 

A. Cases in the Bast ■ number examined. 447 

B. Cases never in the Hast: number examined . 1233 


Protoxoon. 

A. 

B. 


No. of cases infected 

E. histolytica . 

72 (= 16*1 percent.) 

13? (= 11 1 percent.) 

E. coli . 

117 (= 26 2 „ ) 

323 (= 26*2 „ 

) 

E. nana . 

85 (= 19 0 „ ) 

218 (« 17 7 „ 

) 

Cr. intcstinalis . 

61 (- 13*6 „ ) 

165 (« 13 4 „ 

) 

C. mesnili . 

23 <= 51 .. ) 

8 

? 

cn 

© 

) 

T. hominis . j 

12 (= 2 7 ) 

1(- 0*08 „ 

) 


Though the two groups are numerically unequal, the 

-nollnr nrvAn «n 1 n A ^ 2 .» _ « ** 


w w v » t VsC/lA U , 

Trichomonas also seems to be more 


5. Infections in Eastern Dysenteries. 

It appears, then, that the presence of a large admixture of 
non-dysenterics among the cases examined and the relatively 


4 Cf. Smith and Matthews, 1917, a and b. 

“The East” is here used to mean the tropica and those sub¬ 
tropical regions where amoebic dysentery is usually considered to be 
endemic. Northern Italy has not been so included. 
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small number of “ Eastern ” cases may both be factors, as 
indeed one would expect, in explaining the comparatively 
low percentages of E. histolytica infections found by six 
examinations of 1680 men. 

This is further borne out by a consideration of the 
protozoal infections in such of the dysenteries as have at 
one time visited the East. Among the 914 dysenteries 
examined there were 280 giving such history. A comparison 
of these 280 men with the 634 dysenteries that had never 
been further afield than France or Northern Italy is shown 
below. 

Table VI. 

A. Dysenteries who had visted the East : number examined . 280 

B. Dysenteries who had never visited the Bast : number examined 634 


Protozoon. 

A. 

B- 

No. of cases Infected. 

E. histolytica . 

56 (= 20*0 per cent.) 

67 (« 10*6 per cent.) 

E. coli . 

78 (=27 8 „ ) 

177 (= 27*9 ,, ) 

E. nana . 

53 (= 18*9 „ ) 

136 (-21-4 ) 

ti. intcstinalis 

41 (= 14 6 „ ) 

105 («= 166 „ ) 

C. mesnili . 

14 (= 5*0 ,, ) 

40 (= 6*3 „ ) 

T. hominis . 

7(= 2*5 ,, ) 

2 (“ 0*3 ,. ) 


The groups are of unequal size, but it is indicated that the 
dysenteries who had visited the East show a markedly 
higher percentage of E. histolytica infections than cases who 
have never been further than France—i.e., 20 per cent, as 
against 10 6 per cent.® 

6. Infections in British Cases. 


24 of these are known to have had some emetine treatment 
there, most frequently with emetine bismuth iodide. Five 
of the treated cases were still passing cysts when^they 
arrived at this hospital (one after emetine hydrochloride 
injections alone, three after emetine bismuth iodide alone, 
and one after both emetine hydrochloride and emetine 
bismuth iodide). 

When accommodation at this hospital admitted of our 
retaining them for treatment, E. histolytica carriers were 
given a course of emetine bismuth iodide in 3 gr. doses for 
12 days, and were examined daily after treatment for four 
weeks before being transferred to Barton-on-Sea. When 
the hospital was very full, it was found necessary to send 
on to the dysentery dep6t at Addington Park, Croydon, all 
relapsing cases—i.e., cases passing cysts after treatment. 

The following is a summary of the observed results of 
treatment:— 

1. Of 131 men who bad one treatment (130 for 12 days and 1 for 
36 days), 62 were clear for 4 weeks afterwards and 69 relapsed. 

2. Of 16 men who had a second treatment (15 for 18 days and 1 for 
24 days), 6 were clear for 4 weeks afterwards and 10 relapsed. 

3. Of 2 men who had a third treatment (for 18 days, and in one case 
with emetine injections during 10 davs of the course), 2 were clear for 
4 weeks after treatment and 0 relapsed. 

Through lack of accommodation, 78 carriers were either 
not treated at Southampton or were transferred to Addington 
Park before they had completed the necessary four weeks’ 
observation period after treatment. 


Transferred without treatment . 29 

„ during . ... 11 

„ immediately after treatment . 15 

„ in the 1st week ,, ,, . 9 

., „ 2nd „ „ „ . 10 

„ „ 3rd ,, „ „ . 4 


Examination of fasces of persons who had never been out 
of the British Isles has conclusively shown that all the 
common intestinal protozoa occur in this country. 7 Thirty-four 
of the men examined at this hospital who had been admitted 
with severe diarrhoea had never been out of England. They 
yielded the following infections : — 


Protozoon. 

K. histolytica ... 

R. coli . 

E. nana . 


No. of cases 
infected. 
... 1 * 

... 5 

... 3 


Protozoon. 
O. intcstinalis 
C. mesnili 


No. of cases 
infected. 
... 6 
... 1 


* An K.A.M.C. sergeant w ho had attended to dysentery patients on 
hospital trains. 


7. Size of E. histolytica Cysts. 

Cysts of E. histolytica measuring less than 10/4 in diameter 
are now recognised by most workers who have studied the 
recent articles by Wenyon and O’Connor (1917) and Dobell 
and Jepps (1917 and 1918). In a batch of 200 cases Dobell 
and Jepps found 76 small-cyst infections, 127 large-cyst 
infections; 2 cases were passing both large and small 
cysts. These authors published later a paper to show that 
at least five distinct races of E. histolytica occur. 

The 209 carriers with which the present paper deals showed 
a very large proportion of infection with small cysts 

103 cases had cysts below 10/4 only. 

99 t» • «* *« above „ ,, 

16 ,, „ mixed Infections of the various sizes. 

Dobell and Jepps (1918) “have obtained no evidence 
that races of E. histolytica producing cysts of any par¬ 
ticular size are characteristic of infections acquired in 
any particular locality. ” While I admit that the numbers I 
have observed are too small to be of much statistical value, 
still I may note here that of the 103 small-cyst cases only 
27 (= 26’2 per cent.) had been in the East, whereas 44 of 
the 90 large-cyst cases (= 48 8 per cent.) had been in the 
East. Of the 16 “ mixed infection ” cases, 6 (37’5 per cent.) 
had an Eastern history. 

8. Treatment. 


Of the 914 dysenteries examined, 43 had been diagnosed 
as “amoebic dysentery” in France before coming to us, and 


* Though the percentages are lower, the general result agrees with th 
findings of Dobell and Jepps (1918), where 1300 dysenteries fron 
Eastern and French fronts, examined twice, yielded 12 per cent. E. h 
Infections, but, analysed into French and Eastern groups, gave 8 37 pe 
cent, and 20 per cent, respectively. 

7 See Dobell (1917), Smith and Matthews (1917), Yorke, Carter 
Macklnnon, Matthews and Smith (1917). 


78 

Since 46 (= 58 2 per cent.) of the 79 relapses I observed 
occurred in the first week after treatment, 18 (= 22*7 per 
cent.) in the second week, and only 7 (= 8*8 per cent.) 
in the third and 8 (— 10 1 per cent.) in the fourth, 
the probability is that of the 14 men transferred to 
Addington Park in the second and third week after treat¬ 
ment some might safely have been cleared. 

But the percentage of observed relapses after a first 
treatment is extraordinarily and disappointingly high—i.e., 
52-6. When emetine bismuth iodide had been used for some 
time in the form of salol-coated pills, gelatine capsules were 
given a trial, but the percentage of relapses remaining still 
much the same, pills were resorted to again. 8 There was 
a great deal of vomiting recorded, and I think it almost 
certain that there was some evasion of a disagreeable treat¬ 
ment. It is at least suspicious that, while of the first 
35 cases 23 were cleared and 12 (= 34-2 per cent.) relapsed, 
the next 25 cases gave no less than 21 relapses (=84 per 
cent.). At this time the carriers were segregated in one 
hut; they were all cleared out together, at short notice, to 
make way for in-coming cases ; after that, carriers were 
distributed through other huts, and “ relapses ” were less 
numerous again. It is exceedingly difficult, in a hospital 
not specially set aside for observation and experimental 
work, to ensure that the men all swallow their nightly dose. 
It might help matters somewhat if the medical officer in 
clinical charge of the patients worked under the direction 
of the officer in charge of the laboratory ; the laboratory 
officer would then be kept better informed of the condition 
of the men, and by showing him what was going forward in 
the laboratory might interest the other more keenly in the 
carrier problem. 

Twelve cases came from France diagnosed “ Lamblia 
dysentery.” Their field-cards stated of five of these that 
they had received methylene-blue treatment and were clear 
of cysts afterwards. Three of these five men passed lamblia 
(= Giardid) cysts during their examinations after admission 
to this hospital. Dobell and Low (1916) have already shown 
that methylene blue fails to rid men of their Lamblia 
infections. 

Summary. 

1. From May, 1917, to March, 1918, 1680 cases (914 
dysenteries and 766 non-dysenterics) were examined for 
intestinal protozoa. Only 131 had less than six examinations. 


i w uaocn cntcu uuuc 


67 

4 




salol pills, 34 (=50*f%) 

capsules and pills, 2 (=50%) 
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2. Thirty-four cases had never been out of England. The 
rest, with very few exceptions, came from France. But it 
was found that 447 had at some time been in tropical and 
subtropical countries. 

3. 864, or 514 per cent., were infected with protozoa. 
Entamoeba histolytica was found in 209 cases (= 12 4 
per cent.), E. ooli in 440 ( = 26-2 per cent.), E. nana in 303 
(= 18 per cent.), (ricurdia intestinalis in 226 (= 134 per 
cent.), Chilomastix mesnili in 85 (= 5 per cent.), and 
Trichomonas hominis in 13 (= 0 7 per cent.). 

4. The 914 dysenteries yielded 123 (= 13 4 per cent.) 
carriers of E. histolytica; the 766 non-dysenteries yielded 
86 ( = 11*2 per cent.). 

5. Among 447 cases (dysenteric and non-dysenteric) who 
had been in the East, 72 (= 16*1 per cent.) were infected 
with E. histolytica: of 1233 similar cases from England, 
France, and Northern Italy, 136 (= 11*1 per cent.) were 
infected. 

6. 280 dysenteries who had been in the East had among 
them as many as 56 carriers (=20 per cent.), whereas 634 
French and English dysenteries yielded only 67 (= 10 6 per 
cent.). 

7. E. histolytica cysts were found in one of 34 men 
who had never been out of England. 

8. Of 208 E. histolytica 
carriers, 103 had cysts below 
10/4 in diameter, 90 had cysts 
over 10/4. and 16 passed both 
large and small cysts. 

9. Of 131 carriers who were 
treated for 12 days with 
emetine bismuth iodide (60 
with capsules, 67 with salol- 
coated pills, and 4 with 
capsules and pills), 69 relapsed 
after a first treatment. Of 
16 who went on to further 
treatment at Southampton, 

8 were eventually cleared. 

10. Cases were examined 
daily for four weeks after 
treatment. At least 58 percent, of the “ relapses ” took 
place in the first week. 

11. Observations on 5 cases of 44 Lamblia dysentery” 
treated in France with methylene blue and declared free of 
the organism, do not suggest that this is an effective 
treatment. 

I should like to acknowledge my great indebtedness 
to Lieutenant-Colonel Lauder, R.A.M.C., the officer com¬ 
manding the University War Hospital, Southampton, and to 
my colleague, Captain William Fletcher, R.A.M.C., bacterio¬ 
logist to the hospital. My thanks are also due to Miss 
Margaret Jepps, who kindly assisted me with some of the 
later examinations. 
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an alteration in the diagnosis. The chart eventually showed a series 
of pyrexial attacks recurring at increasing Intervals of from three 
to eight days. The patient felt acutely 111 for about 12 hours 
during the attacks, with severe frontal headache and pain at the 
back of the eyes, which were kept tightly closed and caused him 
much palu if he attempted to move them. On one occasion slight 
nausea was present with the attack, but no vomiting. Between the 
attacks he was quite normal and said he had never felt better in 
his life. There were no abnormal physical signs in the heart, lungs, or 
abdomen; the spleen was not enlarged when I saw him, and the 
characteristic 44 shin pains ” were absent. He was not conscious of 
having been lousy at any time, and there were no taches bleuitres. At 
one time the intensity of the headache and the intermittent pyrexia 
suggested the possibility of cerebro-spinal meningitis, but there was 
no tenderness or rigidity of the neck tendons; Kernlg’s sign, Babinski's 
sign, and Brudzlnskl’s signs were all absent; the knee-jerks were quite 
normal, and there were no eye symptoms or cutaneous eruptions. 

The patient had never been abroad, but the possibility 
of an indigenous malaria has, perhaps, to be considered 
in these days. The irregular intervals between the attacks, 
the absence of rigors, and the comparatively rapid cure 
without quinine were, however, sufficient to negative this 
diagnosis. By a process of exclusion the case appears to be 
one of true trench fever. 

The interesting point about the case, if this diagnosis be 
accepted, was that no history could be obtained of any 
exposure to infection. The patient had been sleeping in a 
hut, his bed being next the door, and his only “sleeping 
contact ” had never been abroad or suffered from trench 
fever ; further, no men in the camp had reported sick then, 
or since, with anything that could be diagnosed as trench 
fever; some men in the camp had been abroad, but none 
within a period of at least a month prior to patient’s 
admission, and probably two months or longer. 

It would seem likely, therefore, that he was infected 
either from a carrier, or from a mild ambulatory case, in 
which the disease had been so slight that the man had not 
reported sick. 

If either of these hypotheses be accepted—and no 
originality is claimed for either of them—the possibility of 
civilians, as well as soldiers, being infected from such un¬ 
recognised cases is obvious, a possibility which it is well to 
bear in mind at the present time, when “ influenza ” is more 
than ever a ready-to-hand diagnosis. 


TRENCH FEVER IN ENGLAND: 

A CASE WITH NO HISTORY OF EXPOSURE TO INFECTION. 

By F. H. Mos8E, M.A. Oxon., M.R.C.P. 


The following case did not occur # in a civilian, but may be 
of sufficient value to be worth recording as an appendix 
to the interesting civilian case discussed by Dr. J. H. E. 
Brock in your issue of August 3rd and bearing on the 
likelihood of trench fever breaking out in the civilian 
population. 

The patient was a l&d of 18 who had just joined the Army. He was 
admitted to hospital on April 19th. 1918, complaining of headache and 
pain in the back. No other symptoms or physical signs were recorded 
at the time and the case was diagnosed as 44 influenza. He came under 
the writer’s care a few days iater, when the subsequent course of 
his pyrexia and the entire absence of catarrhal symptoms suggested 

Temperature Chart of a Case of Trench Fever in England. 
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NOTE ON TWO GUNSHOT WOUNDS. 
By J. J. M. Shaw, M.D. Edin., 

MAJOR, R.A.M.C. (8.R.) 


The following notes on two cases — a haemophilia and an 
errant shrapnel ball in the intestine — may be of some 
interest. 

Case 1.—Pte. T. C. admitted to C.C.8. in November, 1916, six 
hours after being wounded. Small but dirty wound of left calf ; frag¬ 
ment of H.E. shell had cut deep fascia to extent of 1 inch and torn 
slightly subjacent muscle. From condition of dressings he must have 
bled pretty freely before admission. On operating wound presented 
no unusual features and was Amply excised and cleaned, with ligation 
of two small bleeding points, before being dressed with eusol. Four 
hours later the dressings had “come through”; outer layers were 
changed. 

On following morning patient looked blanched and 111; pulse-rate 
had increased overnight from 90 to 116. On Inquiry I found that he 
had almost lost his life at age of 9, when his tonsils were “cut.” An 
elder brother had died in childhood after some operation, the nature of 
which the patient did not know. 

Patient was again anaesthetised, the wound rubbed with gauze and 
every oozing point ligatured, a series of very hot compresses applied, 
followed by a dry dressing. Six hours later I was called to him on 
account of acceleration of pulse to 136 and severe restlessness. The 
dressings were re-changed, and I gave him, for the serum effect, two 
6 c.om. ampoules of diphtheritic antitoxin. From that time oozing 
stopped and he quickly recovered. 

The patient was later transferred to the base, with a strong 
recommendation for service in some place where his skin was 
less likely to be broken than in the front line. 

Case 2.— Pte. J. H. wounded In April, 1918, by shrapnel ball; 
admitted four hours later to C.C.S. Wound 1 inch to right of mid line 
and 24 inches above umbilicus. Laparotomy was performed through 
right para median incision and small gut examined. About 8 feet 
from the pylorus I felt a smooth shrapnel ball lying in the gut, and 
expected to find a lesion higher up in small gut or stomach. This I 
failed to do, so removed the ball by an incision where it lay, and 
examined the big bowel. There was a single hole in transverse colon ; 
this was stitched, pelvis mopped out with dry swab 9 , and abdomen 
closed. Recovery uneventful. Four weeks later he wrote from 
England to say that he was feeling fit and taking ordinary diet. 

It is probable that gravity was the most important factor 
in the journey of the missile. A fall to the caecum, a tilt 
through the ileo-caecal valve (a patent orifice in life), a roll 
into the coils lying in the pelvis, the recumbent position, and 
an ambulance drive over French roads in the battle zone 
would serve to explain the vagrancy of the smooth ball, but 
the distance which it had travelled in the small gut suggests 
the aid of a so-called reverse peristalsis in the later stages of 
the journey. 


A CASE OF JELLY-FISH STING SIMULATING 
AN ACUTE ABDOMEN. 

By Robert E. Lord, M.D., B.Sc. Lond., 

and 

S. L. B. Wilks, M.D., B.S. Lond. 


The following case seems worth recording : — 

A married woman, about 28 years of age, was brought to the house of 
one of us in a state of partial collapse, giving the following history. 
She had for years suffered from dysmenorrhaca, for which two opera¬ 
tions had been performed in a special hospital. The bowels had acted 
normally on the morning in question. Immediately after bathing she 
was seized with violent pain in the abdomen and back, and also 
observed that she had apparently been stung on the arm by a jelly-fish, 
which she had not seen. 

On examination about an hour after the onset of the symptoms she 
was restless and complained bitterly of pain in the abdomen, back, and 
right forearm, which was red, tender, and covered with beads of sweat. 
The abdomen was motionless, of board-like rigidity, ami exquisitely 
tender to both light and deep pressure; there was no spasm of the 
back muscles; the liver dullness was normal in area, and intestinal 
movements were heard freely on auscultation. The temperature was 
98° F., the pulse 96 and of fair quality, and the facies, though anxious, 
was not what one would expect in an abdominal catastrophe. The 
temperature rose to 99‘4° in the evening. 

One of us (B. B. L.) had, during the preceding two years, seen four 
oases of jelly-fish sting followed by extreme restlessness and emotional 
disturbance, varying amount of oollapse, and tonic spasm of limb or 
neck muscles, the spasm coming on at intervals of a few minutes to a 
few hours after the sting; and it therefore seemed probable that the 
abdominal rigidity was due to this cause. This proved to be the case, 
and the patient was able to leave hospital, whore she had been sent for 
observation, on the next day almost recovered but somewhat shaken 
by her experiences. 

In the five cases of sting the jelly-fish was seen only twice 
by the patient, and in both of these was spoken of as being 
bright red in colour, no other feature being noticed. 

Colwyn Bay. 
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Massage and Medical Gymnastics. By Emil A. G. Kleen. 

Translated by Mina Dobbie, M.D., B.Ch. R.U.I., 

Medical Officer, Chelsea Physical Training College. 

Illustrated. London : J. and A. Churchill. 1918. Pp. 618. 

Price 21s. net. 

Had we been asked to select any single foreign work on 
phy8ico-therapeutics for translation into English it is prob¬ 
able that our choice would have fallen upon Kleen’s great 
work. In it he gives us a faithful account of all that was 
best in Swedish methods of physical treatment at the time 
of publication of the original, now seven years ago, including 
lengthy chapters by Arvedson on Ling’s Method of Medical 
Gymnastics, by Zander on Mechanical Gymnastics, and by 
Haglund on Medical Gymnastics and Massage in Ortho¬ 
paedics. For this alone Dr. Dobbie’s careful translation will 
be very welcome in this country. But it is to the intro¬ 
duction that the reader will turn with the greatest interest, 
for the author there tells the story of the Swedish masseur who 
for many years has made of this country a happy hunting 
ground. The “ gymnastic director ” (D.G. for short) has 
come among us in his hundreds and has been accepted at 
his own valuation. Despite doubts and distrust engendered by 
faulty technique and failure, the D.G. has remained sacro¬ 
sanct amongst us, until the halo around the head of the 
owner of the diploma is dissipated in the light thrown on 
him by his own compatriot, and perhaps the most eminent 
physician-masseur alive, Emil Kleen. 

Dr. Kleen recognises the enormous need for physical 
therapeutic work felt all over the world, and thinks that the 
need will be felt still more as knowledge of the value of 
massage reaches the general public. To meet this need a 
body of medically untrained workers lias arisen who earn 
their living by massage and to a less extent by gymnastics, 
and whose existence Dr. Kleen regards as an absolute 
necessity. Such workers must, however, know certain 
facts of anatomy and physiology, and in view of the 
uncritical enthusiasm which the splendid results of mechano¬ 
therapy are apt to arouse in medically untrained workers, 
they should learn from the beginning that there are many 
conditions which cannot be benefited by massage and 
gymnastics, and some which render all such treatment 
dangerous. The D.G. must, in short, be fully aware of the 
limitations of his own medical training, and that nothing less 
than a doctor’s full training justifies completely independent 
work as a physical therapeutist. Unfortunately, Dr. Kleen 
has to add : — 

“ In Sweden everything possible has been done to create unsuitable 

conditions for meohano-therapy. A school for physical treatment 

must live within the medical world, otherwise it is like a separate 
society which breaks away and artificially separates itself from and 
becomes hostile to the world to which it belongs. This has happened 
with the Central Institute. A more antagonistic spirit than that 
which rules there against medicine and its workers cannot be 
imagined, and except when there is some external advantage to be 
gained the Institute will have as little as possible to do with the 
medical world.” 

The law of 1887, he goes on to say, crowned the work of 
destruction. It was entirely in the interests of the D.G.’s 
and against those of the general public. In enacting that 
no one except a doctor or a trainee of the Central Gymnastic 
Institute should have the right to treat by medical 
gymnastics, and this only according to the written prescrip¬ 
tion of a doctor, an absurd and mischievous view was given 
of the diploma. The D.G.’s troubled themselves very little 
about written prescriptions, and persuaded the public and 
themselves that their diploma possessed the same meaning 
in the domain of physical treatment as the doctor’s degree 
in general medical practice. 

The diplomats went on to persecute their rivals, and to- 
exercise a tyranny as merciless and reckless as that of any 
socialistic trades union. After the D.G.’s had had it their 
own way for a quarter of a century, in the spring of 
1911 the medical profession in Sweden expressed itself 
unanimously in favour of giving up the Central Institute as 
a school of mechano-therapy, and of the training of masseurs 
and medical gymnasts being taken over by medical institu¬ 
tions. And there the matter rests in Dr. Kleen’s introduction. 

In regard to the book itself, Dr. Kleen’s style is marred by 
verbosity; his tale could be told in fewer words. While 
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every other form of physico-therapeutical treatment receives 
due mention, electricity is referred to grudgingly and quite 
omitted in important instances. Dr. Kleen grants it no 
place in preventing atrophy of muscles or in the treatment of 
severe affections of the joints. Insufficiency of the quadriceps 
is not mentioned as a cause of recurring synovitis of knee. 
The Bergoni6 treatment is ignored altogether, in contrast 
with the full and frequent description of the “terrain cure,” 
whereas the former is less unattainable, cheaper, and often 
superior in effect in obesity and nutritional disorders and 
in a variety of heart cases. Experience has alsoshown it more 
valuable than massage and exercises in the treatment of 
constipation and of general debility. In the treatment of 
recent injuries the work of Lucas-Championniere and his 
disciples, such as Dagron and Castex, is not merely ignored, 
but Dr. Kleen frequently gives the credit due to them to 
other authors ; and condemns without a hearing the methods 
advocated by Owen Thomas. Wharton Hood, and* Robert 
Jones. Apart from such blemishes, a sense of propor¬ 
tion is sometimes lacking. Reference is made to restoring 
mobility of tendons by passive movements, but none to early 
prophylactic treatment. Ten pages are devoted to scoliosis 
without allusion to the elementary necessity of comparing 
the length of the two legs. The value of splintage is over¬ 
looked in many cases. Excluding the reference to Weir 
Mitchell treatment, less than one page is devoted to neur¬ 
asthenia and its treatment. Vibrations alone are advocated 
for insomnia—we consider most inadvisedly. 

The reader will do well, therefore, not to suspend his own 
judgment in studying Dr. Kleen’s methods. In this spirit 
the book will be found a most valuable contribution to 
physico-therapeutical literature. It is admirably produced, 
and if some of the illustrations are indefinite in outline the 
fault is with the original, not the reproduction. 


Medical Diseases of the War. By Arthur F. Hurst, M.A., 
M.D., F.R.C.P., Temp. Major, R.A.M.C., Physician and 
Neurologist to Guy’s Hospital, kc. Second edition, 
revised and enlarged. London : Edward Arnold. 1918. 
Pp. 320. Price 12s. 6d. net. 

We reviewed favourably the first edition of this work on 
its appearance some twelve months ago. The main altera¬ 
tion in the second edition is the replacement of the original 
chapter on war neuroses by no less than 11 chapters, covering 
some 130 pages, and dealing with various aspects of hysteria, 
neurasthenia, neuroses resulting from emotional over-action, 
shell shock, disorders of the special senses, &c., as exemplified 
in the war. These sections are of considerable value, repre¬ 
senting, as they do, the outcome of a wide range of experience 
in neurological medicine. Dr. Hurst suggests that the term 
“ shell shock ” should be reserved for the condition following i 
exposure to the forces generated by the explosion of 
powerful shells, in the absence of visible injury, a condi¬ 
tion organic in origin and followed often by hysterical or 
psychasthenic symptoms. The definition is so clear that a 
little consideration will show the advisability of relinquish¬ 
ing it altogether. When a mass of coal falls on a miner's 
back he suffers from an organic concussion of the spine, and 
hysterical symptoms may well develop, but the condition 
has never been designated “coal shock.” The hysteria 
or psychasthenia consecutive to shall shock is in no way 
different from the psycho-neuroses derived from other con¬ 
cussions or traumatic experiences; further, shell shock, 
considered as an organic phenomenon, is identical with 
concussion, commotio, contusion, or whatever degree of 
these the particular case* may represent, and should be so 
described. Microphotographs, after Lieutenant-Colonel 
F. W. Mott, are given in the book, representing puncti- 
form haemorrhages and other quite unmistakable organic 
changes in the central nervous system, and these are stated 
as occurring in shell shock. Shell shock, in fact, notwith¬ 
standing its alliterative brevity, should be definitely given 
up as a clinical or pathological term. 

There are many useful clinical descriptions of the pheno¬ 
mena of war hysteria and equally useful illustrations of their 
successful treatment. Hysterical spasm of accommodation or 
of convergence is moderately common among the war neuroses, 
but Dr. Hurst does not refer to it, apparently, in his chapter on 
disorders of vision. In his chapter on hysterical pain the 
writer declares that causalgiais “ primarily organic in origin, 
but is later partly or entirely hysterical.” A statement like 


this should, in our opinion, be qualified, as in its present 
form it is misleading. Causalgia occurs in many other 
peripheral nerves than the median, which is the only one 
specified in the book. 

This book, in its second shape, should take a prominent 
place in the library of medical war literature. 


Tumours of the Nervus A ousticus and the Syndrome of the 
Cerehellopontile Angle. By Harvey Cushing, M.D.. 
Professor of Surgery at Harvard University, &c. Illus¬ 
trated. London and Philadelphia: W. B. Saunders Co. 
1918. Pp. 296. Price 21#. net. 

Professor Cushing’s monograph on tumours of the auditory 
nerve and the syndrome of the ponto-cerebellar angle is a 
model of what such special studies should be. In the first 
place it is based on a large personal experience, some 65 
case reports being included in the book ; from a considera¬ 
tion of this clinical and pathological material a synthetic 
study of symptomatology, pathology, and diagnosis is drawn ; 
finally, Professor Cushing is a surgeon as well as a neuro¬ 
logist, and the chapter on surgical treatment represents the 
last word on the subject. No one speaks at present with 
more authority on this aspect of subtentorial tumours than 
he ; his figures for operative mortality are unequalled, as far 
as we know, in his own or any other country ; based on 43 
operations, they stand at 13-9 per cent. Hitherto the 
mortality in operated cases has been painfully high, so 
that Professor Cushing may well be proud of his success. 

A clear and important distinction is drawn by Professor 
Cushing between acoustic tumours and meningeal endothe- 
liomata in the vicinity, which have often been confused by 
investigators. Considerable importance is assigned to the 
X ray picture, in particular to the condition of the internal 
auditory meatus—a point which has heretofore been rather 
neglected. His experience that some symptom referable 
to the fifth nerve occurs next in frequency to involvement 
of the eighth, showing a higher percentage than symptoms 
referable to the seventh, is in accord with the findings of 
other observers, but no explanation of this curious fact is 
suggested. In only 4 out of 30 patients was the corneal 
sensitiveness normal on the affected side, a sign of con¬ 
siderable value. With increasing pressure on the fifth 
nerve its ophthalmic division usually shows evidence of 
being next involved, although Professor Cushing does not 
mention this point. It is gratifying to find allusion to 
the difficult question of cerebellar fits, or “ crises,” as the 
author prefers to call them. He is inclined to ascribe their 
occurrence to varying tension of the cerebro-spinal fluid in 
the arachnoid cisterns ; some at least of their usual sym¬ 
ptoms are definitely of the nature of vagal attacks, with a 
sense of impending death, and seem more probably due to 
pressure on that nerve, direct or otherwise# Apparently, 
Professor Cushing in this series has seen instances of the 
so-called cerebellar attitude of the head, for more than one 
of his clinical photographs show the condition, which is 
referred to as “characteristic” without, it seems, being 
actually described in the text. 

No neurologist can afford to be without this admirable 
monograph, which, apart from its intrinsic worth, is well 
printed and beautifully illustrated, with good bibliography 
and indices. 


The Modern Treatment of Mental and Nervous Disorders. By 
Bernard Hart, M.D. Lond. A Lecture delivered at 
the Manchester University. London : Longmans, Green, 
and Co. 1918. Pp. 28. Price 1#. 

The lecture which is here rpprinted was presumably given 
to a lay audience, but medical men generally, not excluding 
those with special experience of the subject, will find it 
profitable reading. Its singularly lucid style, moreover, 
gives pleasure in reading. Modern hypotheses as to the 
causation of mental disorder are not specifically mentioned, 
yet in a few words the'essential points are brought out. 

Dr. Hart holds an even balance between the school of 
thought wlpch maintains that these disorders are the result 
of physiological processes occurring in the brain and other 
organs, all attempts at treatment beiDg directed solely to 
these processes, and the other which holds that the disorders 
are the result of disturbed mental processes and that cor¬ 
responding methods of treatment of a psychological order 
should be adopted. In the light of our present-day knowledge 
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Dr. Hart concludes that the only reasonable programme for 
dealing with mental and nervous disorders is to discover by 
systematic investigation all the causes at work, to attack 
each and every one by all the means in our power, to act on 
the body with every weapon of physiology, and on the mind 
with every weapon of psychology. In discnssingthe relative 
importance of the etiological factors Dr. Hart says : — 

We have, indeed, reached the paradoxical conclusion that, while 
in many * mental ’ disorders mental factors play only a minor part 
amongst the causes which have produced them, in * nervous' disorders 
these mental factors are of fundamental significance.” 

One criticism of the earlier part of the lecture seems called 
for. The phrase “ chain of causes ” is frequently used, and 
diagrams are introduced to show the various links in the 
chain. Thus, in one, the first link is “ constitutional make¬ 
up” ; the second, “ condition of brain and other organs the 
third, “mental causes”; fourth, “ bodily effects of mental 
causes”; fifth, “mental effects of bodily condition ”; and 
lastly, the “symptoms of the disorder.” To cure our 
patient we must break this chain somewhere, and the funda¬ 
mental problem of treatment is “which link shall be 
attacked ? ” Other diagrams are given to illustrate different 
types of cases. Making allowance for the necessary limita¬ 
tion of any diagrammatic representation of such a difficult 
subject, we are doubtful whether the underlying idea itself 
is sound. The different factors of causation are not in series, 
but they react on one another in all kinds of ways. There is 
no chain to break. If a diagram could be drawn it would 
surely have to provide for influences impinging on the 
organism from many sides. 

It is refreshing in these times to find a lecture on this 
subject without allusion to Freud or Jung, without mention¬ 
ing the sub-conscious or unconscious mind, without reference 
to repression, substitution, psycho-analysis, or even hyp¬ 
notism. But this is not to say that these subjects are 
ignored. Dr. Hart writes : — 

«Ag'iln everything Is not on the surface of the mind, and the 
phenomena on the surface may effectually conceal elements of a very 
different kind which are lurking beneath. Thus a sparkling wit may 
oonceal a gnawing sorrow, and boisterous and aggressive conduct may be 
the cloak beneath which is agonising shyness and diffideuce. These 
burled elements often express themselves in astonishingly Indirect 
ways,” Ac. 

A little more light on what is meant by the “technical 
psychological knowledge” required in treatment would 
have been welcome. There is a touch of mystery here 
which surely is not intended. Again, some brief refer¬ 
ence to the difficult question of sedatives in treatment 
would have been helpful. There is still a real danger 
that the early symptoms of nervous and mental disorders are 
suppressed and masked by the unwise use of sedative drugs. 
The lecture concludes with an appeal for the establish¬ 
ment of clinics and special departments of hospitals in 
which undeveloped cases of mental disorders can be treated 
in their early stages. The importance of organised in¬ 
vestigation of mental and nervous disorders is urged, so 
that the “physiologist, chemist, and psychologist can attack 
the many problems that await solution and from every side.” 

To review a lecture so concise as this is necessarily 
difficult and Dr. Hart’s terse sentences cannot be condensed 
without injury. The little book is a valuable contribution 
to psychological medicine, and is particularly opportune 
now that the strain of war has drawn so much attention to 
mental and nervous disorders. 


chemical work in pathology has been devoted to the study of 
toxins, antitoxins, and the concomitant phenomena of agglu¬ 
tination, haemolysis, and precipitins. Unfortunately, we are 
not yet near to solutions of the problems implied. The 
neutralisation of toxin by antitoxin appears to be a chemical 
process, but we do not know the actual process involved. 
There are still too many unknowns. The toxin is usually of 
the character of a protein, and there are some instances in 
which it may be glucoside. The antitoxin seems to be 
intimately connected with protein. Protein chemistry has 
advanced so much during the last 15 to 20 years that much 
is to be hoped from its meticulous continuation and applica¬ 
tion to pathology. Anaphylaxis is in some way or other 
bound up with the mechanism of antitoxin production ; some 
advance has been made here, and once more protein 
chemistry seems to be at the root of the phenomenon. We 
must find out the chemical nature of toxin and antitoxin ; 
we may then be able to prepare antitoxins in the chemical 
laboratory without recourse to animals. 

Professor Gideon Wells in the third edition of his 
“Chemical Pathology” has well summarised the main 
chemical work in pathology. Curiously, the biochemical work 
on psoriasis is not mentioned, although it has been done by 
American scientists. Altogether the metabolic derange¬ 
ments are not treated in sufficient detail; the chapter on 
uric acid metabolism and gout is excepted. Here we have a 
very good description of the general process ; the formation 
of uric acid is not the cause of gout. The author has relied 
upon the reader obtaining the information on metabolic dis¬ 
turbances from books on physiology and chemical physiology. 
A considerable portion of the book is devoted to a descrip¬ 
tion of chemical physiological processes, and one asks 
whether it would not have been better to devote this 
book entirely to chemical pathology and omit the 
chemical physiology. The connexion of the two sub¬ 
jects is, however, so close that it is almost impossible 
to treat chemical pathology as a separate entity. There 
is no doubt that the description of chemical physiology 
serves to remind the reader and to impress upon him its 
relative value; often he would not understand the pathology 
without this reminder. The several chapters on toxins and 
antitoxins and allied phenomena show the present indefinite 
state of the subject, whilst those on retrogressive changes 
should clear up any confusion which still exists and the 
chapters on tumours, ductless glands, and inflammation 
invite further research. 


War Surgery of the Abdomen. By Cuthbert Wallace, 
C.M.G., F.R.C.S. London : J. and A. Churchill. 1918. 
Pp. 152. Price 10#. Qd. 

In this volume Colonel Wallace collects the experiences in 
abdominal surgery over a period of 30 months, the greater 
part of which have already been published in our own 
columns and in the British Journal of Surgery. The collection 
is of great value as a record of what has already been 
achieved, founded as it is upon the practice of many surgeons 
working under different-conditions and in different hospitals. 
The success obtained Colonel Wallace credits to the zeal of 
the stretcher-bearers and motor convoys, to the fixity of the 
fighting line, and to the abandonment of the tradition that 
operations cannot be peformed near a fighting area. He 
concludes with the query whether past results can J be 
maintained when the armies get on the move. 


Race Regeneration. By E. J. Smith. London : P. S. King 
and Son. 1918. Pp. 223. Price Is. Qd. 

Mr. E. J. Smith is chairman of the health committee of 
the Bradford corporation and of the Bradford Insurance 
Committee, and may be regarded as the chief officer of a 
local “ministry of health.” He goes the whole way in 
health matters, and bows neither to wealth nor tradition. 
He almost, in fact, ventures to look forward to a celebration 
of the day “ when the boys come home,” by welcoming them 
to a land which has opened the way to a nobler conception 
of life and its duties. His programme includes an extensive 
scheme of building reconstruction for working men and 
women, the endowment of motherhood, and the establish¬ 
ment of a Health Ministry. His book is well illustrated and 
may be read with interest by those who see the millennium 
in sweeping administrative reforms. 


Chemical Pathology. By H. Gideon Wells, M.D. Third 
edition. London and Philadelphia: W. B. Saunders Co. 
1918. Pp. 707. Price 19#. 

Not until the whole subject of chemical pathology is put 
before the reader does he realise the vast amount which 
has been done by those working along the numerous 
indicated lines. Abnormal chemical processes are usually 
not the cause but rather the result of disease. By 
their detailed investigation, especially in those diseases in 
which metabolism is at fault, results have been obtained 
leading to successful treatment. We may instance psoriasis, 
where the body seems unable to excrete the products of nitro¬ 
genous metabolism ; the patient recovers by diminishing and 
eliminating, as far as possible, food containing protein. 
Again, in diabetes, the new methods of dieting have given 
valuable results, though it is too early to speak of a cure. 
So many diseases are caused by bacteria that most of the 
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For four years British Arms have fought on French soil for the cause of Justice and Progress. The cooperation of the 
Allies, at first exclusively military, has grown in scope, and has extended to realms apparently without the range of the 
war. An Entente has been replaced by a Union. And this Union should exist after the war, and should cooperate in all 
fields of human activity. Our doctors must not remain outside the great rapprochement , which should make one the soul of 
Britain and the soul of France. 

British and French soldiers now make one Army, and this is because they have learned to understand each other. 
That the British and French doctors should become the exponents of one scientific and moral organisation, it is necessary 
that they should understand each other. 

The aim of this Monthly Supplement in The Lancet is to enable British doctors to understand the theories and the 
researches of French doctors. 

We propose to issue, in more or less monthly form, a general review of some big medical subject and an original article 
dealing with a particular question. We shall obtain these contributions from authors whom we know to be especially qualified 
by their researches and work to set out ably the results actually achieved, as well as the trend of ideas in France. In this way 
we aspire to assist our British confreres to a fuller understanding of French medical movements, and we shall be happy to 
serve them by placing them in relation with those of our workers whose researches interest them specially. If this 
Supplement leads to mutual interpenetration of the two medical worlds we shall be amply repaid. . Ch. Achard. 

- Ch. Flandin. 


THE MICKOBIC DIVERSITY OF THE ENTERIC 
FEVERS. 

By Professor Achard. 

The French Dr. Louis, in 1829, gave the name of 
typhoid fever to a malady of which he discovered the 
characteristic intestinal lesion and in which he included 
numerous cases of febrile disorders described until then 
under such terms as “putrid fever,” “ fidvre adynamique,” 
and others. The identity of typhoid fever, and its anatomical 
and pathological individuality, having been thus established, 
lengthy discussion ensued on the causes of the disease, so 
that two schools of view were formed. According to 
Murchison, the cause of the disease was a poison having its 
origin in decomposing faecal matter (the pythogenic or 
autogenous theory), whether this faecal matter proceeded or 
not from a patient suffering from typhoid fever. Those, 
therefore, who held this opinion admitted that the disease 
could develop without any direct transmission and was able 
to arise spontaneously. According to Budd, on the contrary, 
typhoid fever was due to a specific cause, and could not 
develop except by transmission from the infected subject. 

The Typhoid BaciUm. 

When the era of bacteriology arrived it seemed at first 
view that the question was decided. After the discovery of 
the typhoid bacillus by Eberth, in 1880. and the researches 
in 1884 of Gaffky, who isolated the bacillus in pure cultures, 
typhoid fever was considered in a practically unanimous 
manner as a microbic disease, produced regularly and 
exclusively by the bacillus of Eberth. But, nevertheless, 
the characteristics of this microbe remained from the 
beginning insufficiently precise. It was obvious that the 
microbe resembled the common germ to be found in 
abundance in the normal intestines, the coli bacillus 
described by Escherich under the name of Bacterium coli 
commune. It is probable that confusion occurred in this 
manner more than once in the analyses of ffecal matters and 
drinking-water, made with the object of ascertaining the 
nature and origin of different epidemics. Then, under a 
new form, the autogenous theory reappeared, according 
to which typhoid fever coaid arise without the trans¬ 
mission of the bacillus of Eberth. The Lyons school, 
notably Rodet and Gabriel Roux, claimed that the coli 
bacillus was able to transform itself, or to be transformed, 
into the bacillus of Eberth. The supporters of specificity, 
on the other hand, made every attempt to show the dis¬ 
tinctive characters of the two microbes. First they pointed 
to the action of the microbes on lactose, the coli bacillus 
causing fermentation with the disengagement of gas in the 
culture bouillons, a phenomenon which does not occur with the 
bacillus of Eberth. The coli bacillus coagulates milk, and 
this again is not the case with the bacillus of Eberth 
(Chantemesse and Widal). Further, on the old cultures of 
Eberth’s bacillus, while this bacillus is incapable of grow¬ 
ing afresh, as if the medium was vaccinated against it 
(Chantemesse and Widal), the coli bacillus, on the contrary, 
is capable of growing (Wurtz). 


Paracoli Bacilli. 

Nevertheless, the coli bacillus was perceived not to be a 
microbe of a unique type, but to represent rather a microbic 
group comprising multiple types, among which certain re¬ 
semble Eberth’s bacillus, forming in a way intermediate links. 
I have described with Jules Renault in 1892 1 * several of these 
types in urinary infections. Gilbert and Lion J then studied 
them in faecal material, and have given them the name of para¬ 
coli bacilli (1893). Now, certain of these paracoli bacilli, as 
M. Renault and I have shown, do not ferment lactose ; they 
do not coagulate milk at the temperature of the incubator, 
thus acting like Eberth’s bacillus. Nevertheless, they acidify 
milk sufficiently to cause, if the culture is carried to boiling 
point, immediate coagulation. By this they are distinguished 
from Eborth’s bacillus. Moreover, the paracoli bacilli grow 
on the old cultures of Eberth’s bacillus, which sufficed to 
show that they are in no way identical with it. 

A very important new differential sign should also be 
added to the preceding. The phenomenon of agglutination 
of microbes by specific serums allowed Griiber in 1896 to 
distinguish Eberth’s bacillus from the coli bacillus and its 
various types. Then Widal, in June 1896, by causing the 
serum of patients attacked by typhoid fever to act on 
cultures of Eberth’s bacillus, founded the method of sero- 
diagnosis, which has renderedsuch greatservice in practice. It 
was then seen that the serum of those patients agglutinated 
Eberth’s bacillus, but remained without action on the coli 
bacillus and the paracoli bacilli. 

Paratyphoid Bacilli. 

Only a few months had elapsed since the first application 
of sero-diagnosis when I had occasion to observe with 
R. Bensaude 1 a patient whose symptoms were those of 
classical typhoid fever complicated by intestinal haemor¬ 
rhage, phlebitis, and pyelonephritis, and in whose urine we 
found a microbe a little different from Eberth’s bacillus. 
This microbe was agglutinated by the patient’s serum, but 
not by the serum of other patients suffering from typhoid. 
Reciprocally, the serum of this woman did not agglutinate 
Eberth’s bacillus. This new microbe showed itself identical 
with another bacillus found some months previously in the pus 
of a sterno-clavicular abscess consecutive to an acute and 
ill-defined illness in a newly born baby. Thus, two samples 
of the new bacillus were distinguished from Eberth’s 
bacillus by agglutination. Further, they were differ¬ 
entiated from it in that they developed on the old 
cultures of Eberth’s bacillus. They resembled it, on 
the contrary, by their lack of fermentative action od 
lactose ; not only, in fact, did they fail to form gas in 
lactose bouillon, but also they did not coagulate milk, even 
when this was carried to boiling point. In this they were 
distinguished from the coli bacillus and the paracoli bacillus. 3 

1 Ch. Achard et Jules Renault: Sur les BaclIIes de 1'Infectlon 
Urinal re, C. R. de la Soc. de Blologle, 9 Avrll, 1892, p. 311 ; Sur les 
Difterents Types de Bacilles Urlnaires appartenant au Groupe du 
Bacterium coli. Ibid., 17 Dec., 1892, p. 983. 

* Gilbert et Lion •. Contrib. A l’Etude des Bacteries Intestlnales, Mem. 
de la Soc. de Biologic, 18 Mars, 1893, p. 55. 

* Ch. Achard et R. Bensaude.- Paratyphoid Infections, Bull, et 
Mem de la Soc. Med. des HopiUux de Paris, Nov. 27th, 1896, p. 820. 
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Nearer consequently to Eberth’s bacillus than to the coli 
bacillus, this new microbe appeared to me to warrant the 
name of “ bacille paratyphique.” The demonstration of this 
microbe in patients suffering from typhoid infection con¬ 
stituted the first proof of the microbic plurality of these 
infections. Room was thus made, alongside of the Eberthian 
typhoid fever, for the typhoid fever associated with Bacilles 
paratyphique*, or paratyphoid fevers. 

Our earliest work on the paratyphoid infection (November, 
1896) found at first but little favour, because the unity of 
typhoid fever and the specificity of Eberth’s bacillus 
appeared solidly established after the lively discussions to 
which the question had given rise. The following year (1897) 
Widal and Nobecourt, * having obtained from an abscess of 
the neck a bacillus identical with ours, as Brion recognised 
later, described it as a paracoli bacillus. In America some 
cases of paratyphoid infections were also published by Brill 
(1898), Gwyn (1898), ' and Cushing (1900)° without the 
microbes found being designated under the name that we had 
proposed. Gwyn employed even the term paracolon bacilli. 

Following on researches made at Hamburg by 
Schottmiiller 7 the attention of bacteriologists and 
clinicians was definitely turned to the infections by 
, Bacilles paratyphique t. Schottmiiller employed this term 

without mentioning, or appearing to know, that it had 
been employed already in France four years before, nor 
that the infections determined by these bacilli, and similar 
to the Eberthian typhoid fever, had in that country been 
made the object of a description. The novelty in the 
researches of the German author consisted in the fact 
that the bacilli derived from his patient formed by their 
characters two distinct types, which were designated later 
by Kayser under names of type A and type B. The type B 
is identical with the bacillus found by us (C. A. and R. B.) in 
the two first cases which we published. 

Coexistence of Different Infections in Epidemics. 

Since 1900 the paratyphoid fevers have been under more 
or less general observation, often under the form of epidemics, 
and associated generally with an outbreak of Eberthian 
typhoid fever. They have been the subject of very numerous 
publications, and the present war has shown their extreme 
frequency. The researches made with the armies have 
considerably enriched our knowledge of the symptoms, the 
lesions, and the complications of these maladies, as well 
as of their etiology and pathogenic conditions. In this 
last connexion there is a point which has given place to 
particularly interesting observations. Most generally the 
epidemics of paratyphoid fever coexist with an epidemic 
of Eberthian typhoid fever. But the proportional 
occurrence of these different infections varies in the 
mixed epidemics ; it is often the Eberthian fever which 
has been found predominant, but sometimes the para¬ 
typhoid B fever, and sometimes even the paratyphoid A. 
It has been consequently asked if this coexistence does not 
result from the three infective germs ordinarily finding 
themselves united in the same infecting materials, such as 
drinking water or food contaminated with typhoid dejecta. 
Thus would be explained the phenomenon that from the 
same infecting source some acquire in a predominant fashion 
Eberth’s bacillus, others the paratyphoid A or B bacilli. 
This hypothesis would account also for a series of curious 
observations. 

Meslay and Coville" have seen a paratyphoid B fever in 
the father coincide with an Eberthian typhoid fever in the 
daughter. Several authors have observed in the same patient 
the succession of two of these infections: thus Jeanselme 
and Agasse-Lafont 9 have observed the Eberthian fever 

followed by paratyphoid fever; P. Courmont, Chattot and 

Pierret 10 have seen paratyphoid B fever followed by para¬ 
typhoid A ; P. Hubert and M. Bloch 11 have found suc¬ 
cessively in the same patient first the Bacillus paratyphoid B 
and later Eberth’s bacillus in the blood. In the same patient 
one can encounter in a localised point of the organism one of 
the three germs, while the general infection is produced by 
another. Thus, J. Minet u has seen the complication of 
pulmonary congestion provoked by paratyphoid B in an 

Eberthian subject and by the paratyphoid A in a patient 
suffering from paratyphoid B fever. 

It is true that in certain circumscribed epidemics only one 
germ has been found. Recently P. Hubert and M. Bloch 13 
have observed several of these little monomicrobic epidemics. 

For example, in one company of a regiment out of 45 patients 
in the period of one fortnight these observers obtained 37 
positive haBmocultures, all giving paratyphoid A exclusively; 
in another company in three weeks out of 12 patients they 
obtained, in 9 positive haemocultures, Eberth’s bacillus alone. 

Hypothesis of Typhoidic Infection with Multiple Germs. 

But these facts are in no wise irreconcilable with the 
hypothesis of the habitual coexistence of three typhoidic 
germs in important epidemics. It is necessary, in fact, to 
note that, one of the germs having infected a patient in a 
predominant way, he disseminates this germ alone, and 
becomes a point of departure of a little monomicrobic 
outbreak in the middle of a great polymicrobic epidemic. 

The hypothesis of typhoidic infection with multiple germs 
furnishes also the explanation of certain results, adjudged 
irregular or paradoxical, of the sero-diagnostic test. In some 
cases the haemoculture has been seen to give, for example, 

Eberth’s bacillus alone, while at the same time the serum 
possessed agglutinating properties, especially for a para¬ 
typhoid. If the hypothesis of the duality of these infecting 
germs is admitted, it can be conceived that at the moment 
at which the Eberthian septicaemia was existing, the para¬ 
typhoid agglutinin was already developed. Thus Grimberg 11 
explains in this manner a case in which serum diagnosis 
led to the belief of an association of Eberth’s bacillus and of 
paratyphoid B., and where the haemoculture had given 

Eberth’s bacillus and paratyphoid A. The explanation is 
that the three infections followed in the following order: 
paratyphoid B, Eberth’s bacillus, paratyphoid A. 

Thus it is essential, in order to give to the sero-diagnostic 
test all its value, to measure the agglutinin, to separate by 
the methods of saturation the multiple agglutinins in case of 
mixture, and to follow, in short, in the course of the illness 
the successive variations of the curve of these agglutinins. 

Htemoculture. 

In the same way with haemoculture, it is advisable to take 
special precautions to discover not one germ only, but those 
which may be associated with it, and which the usual pro¬ 
cedure would not allow of distinguishing. In truth the 
worker is never sure of recovering from the blood several 
germs in case of mixed infection, because the phase of 
septiemmia for each of them is limited, while it seems often 
to be even shorter in the paratyphoid infections than in the 

Eberthian infections. But it is possible, when the microbic 
association exists in the blood, to put it in evidence by 
certain procedures indicated by Grimberg. For sowing the 
blood, tubes in V can be used containing bouillon and a 
little fine sand; the blood is deposited in one of the 
branches of a tube, and after being in the incubator the 
most mobile microbe of those developed will be the first to 
pass into the other branch of the tube, after passing through 
the sand. Care is taken in this procedure to add in the 
branch which is sown some serum possessing strongly agglu¬ 
tinating influence for two of the three germs, so as to 
immobilise them and to prevent them from traversing the sand. 

By operating on several tubes with different serums isolation 
can be obtained of the different germs of a mixed infection. 

10 Paul Courmont. Chattot et R. Pierret: Le Serodiagnostic des 

Infections Paratyphlques, Bull, et Mem. de la 3oc. Medic, des H 6 d. de 

Paris, 9 Juin, 1916, p. 955. 

11 Pierre Hebert et Marcel Bloch : Bacille paratyphique B et BaciUe 
d’Eberth trouves succes 3 ivement clans le sang d un typhoidlaue 

Bull, et Mem. de la Soc. Medic, des Hop de Paris, 27 Juillet, i9I7, p. 937 ' 

»* Jean Minet: Congestion Pulmon. k Para. B chez un Ebertbten et 
k Para. A chei un Paratyphique B, Bull, et Mem. de la Soc. M<5dic. 

Hdp. de Paris, 6 Juillet. 1917, p. 861. 

P. Htfbert et M * Bloch: ®P ld - Typhoid. Renimlcroblennes, Bull, 
et Mem. de la Soc. Medic, dee H 6 d. de Paris, 27 Juillet, 1917 p 939 
“ Grimberg: Lea Fidvres Typhoides ntriqu^es, Thd’se de Parle, 

1916, No. 115. 

* F. Widal and P. Nobecourt: Serum reaction In Paracoli-bacillary 

Infection, Semaine Med., August 4th, 1897, p. 285. 

On Infection with a Paracolon Bacillus In a Case 
with all the Clinical Features of Typhoid Fever, Bull, of Johns Hopkins 
Hosp , March, 1898, vol. lx., p. 54. 

8 Cushing: A Comparative Study of Some Members of a Patho¬ 

genic Group of Bacilli of the Hog-cholera or Bac. enteritidLis (GKrtner) 
Type, Intermediate Between the Typhoid and Colon Groups, Bull, of 
the Johns Hopkins Hosp., July-August, 1900. p. 156. 

T Schottmiiller: Ueber eine das Bild des Typhus bietende Erbran- 
kung hervorgerufen durch tvphusahnliche Bacillen. Deutsche med. 
Wochenschr.. 1900, p. 511; Weitere Mitteilungen iiber inehrere das 
Bild des Typhus bietende Krankheitsfalle hervorgerufen durch 
typhusahnliche Bacillen (Paratyphus), Zeltschr. Hyg. und Infek- 
tionskr., 1900, Bd. xxxix., p. 368. 

• K. Mwlay et R. Coville : Fidvrea Typhoides et Paratyphoidea en 1912 
dans un Service de 1 Hdp. St.-Joseph, Gaz. des Hod., 6 Mai, 1913, p. 821. 
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With this question of haemoculture in case of associated 
germs is connected that of the reaction furnished by mixed 
cultures where we are dealing, for example, with two of the 
germs in unequal proportions. 

In provoking in a subject a double septicaemia by intra¬ 
venous or intraperitoneal inoculations of a mixture of Eberth’s 
bacillus and of paratyphoid B, in the proportion of one of 
the latter to four of the former, I have been able to ascertain 
that the haemoculture carried out in the ordinary way and 
without the special precautions indicated above shows 
always the Bacillus paratyphoid B recognised by its charac¬ 
teristic reactions in the classic media—slow decolouration of 
neutral red and formation of gas in glucose bouillon. * 1 * * * * * * * ' 1 In 
making the culture mixtures, Grimberg has found that with 
one drop of culture of one of the germs for 25 of another it 
is the reaction of the predominant microbe that is found on 
sowing the mixture in different media. 

P. Hebert and M. Bloch 18 have demonstrated that at the 
end of four days in the mixture of E berth and para¬ 
typhoid B it is necessary that the latter should not exceed 
the proportion of 1 : 1,000,000,000 if Eberth’s bacillus is 
to preserve its characteristics pure. The paratyphoid B 
shows itself the most resistant and Eberth’s bacillus the 
least. 

Practically, it can be held from these researches that 
when the usual technique of haemoculture reveals the Bacillus 
paratyphoid B the possible coexistence of an Eberthian 
infection cannot by that fact alone be rejected. Thus, 
it would not be right to neglect to associate with 
haemoculture the investigations of the agglutinin # in the 
serum of the patient. 

0 Some Practical Results Arising from the Hypothesis. 

Certain consequences of a practical nature, and relative to 
vaccination, result from the hypothesis of the frequent co¬ 
existence of the three germs in the infected material. It 
is known that for a long time antityphoid vaccination 
was only carried out by means of vaccines prepared with 
Eberth’s bacillus alone. Now this bacillus does not immunise 
against the paratyphoid bacilli and vice versa. Thus, during 
the first period of the war while the frequency in our armies 
of Eberthian typhoid was greatly diminished owing to pre¬ 
ventive inoculation, the paratyphoid fevers have in no wise 
been diminished; on the contrary, these have multiplied in 
a manner as unusual as unforeseen, taking the place to some 
extent of Eberthian typhoid. On this subject curious 
statistics have been published. Marcel Labb6, 17 among 
others, has dealt in the same sanitary organisation, and during 
eight months, with the statistics of the patients attacked 
with typhoid and paratyphoid fevers, noting if they had or 
had not been vaccinated with Eberthian vaccine. He ascer¬ 
tained that the curve of the non-vaccinated patient was very 
exactly parallel to that of the cases of Eberthian typhoid 
fever, which can be easily understood, but also — and this is 
a fact paradoxical in appearance and at least unexpected — 
he found that the curve of the vaccinated patients remained no 
less exactly parallel to that of the patients with paratyphoid 
fevers. These two last curves rose, moreover, in measure 
as the Eberthian typhoid fever diminished, as though the 
anti-Eberthian vaccination in protecting the subjects against 
typhoid fever had predisposed them to the paratyphoids. 
One could not see the reason for such a predisposition, 
but the anti-Eberthian vaccination had not suppressed 
the causes of typho-paratyphoidic infection, while among 
the subjects who had become refractory to Eberth’s 
bacillus it was the paratyphoid infections which alone 
developed. 

This recrudescence of the paratyphoid fevers, occurring 
with the diminution of the Eberthian fever obtained by vac¬ 
cination, was one of the first reasons to suggest the hypo¬ 
thesis of the ordinary coexistence of the three infecting 
germs. 18 It remains one of the arguments most important 
in its favour. There follows from it in addition this capital 
conclusion in practice. It is that the preventive vaccina¬ 
tions should be made with a mixed vaccine, a trivalent 
vaccine. Moreover, the application of such a vaccine has 

i* Ch. Achard : Experiments upon mixed infection with Para¬ 
typhoid B Bacillus, C.R. de la Soc. de Blologie, July 29th, 1916, p. 751. 

l * P. Hubert and M. Bloch: Mixtures of Bacilli of the Typhoid 

Group: their Action on Different Medm, Bull. et. Mem. de la Soc. 

Med. des Hdp. de Paris, July 27th, 1917. p. 946. 

,T Marcel Labbe : Vaccination and the Paratyphoids, Presso Medicate, 

Jan. 17th, 1916, p. 20. 

18 E. Rist: The Action of Antityphoid Vacolnation on the Produc¬ 

tion of the Paratyphoid Fevers, Statistical Researches, Bull, et Mem. 

de la Soc. Med. des Hdp. de Paris, Feb. 11th, 1916, p. 144. 


given, since it has become general, complete satisfaction in 
reducing to almost nothing Eberthian typhoid fever, and the 
paratyphoid fevers altogether. 

Another practical conclusion can be added. It is that 
curative vaccination should be carried out with a trivalent 
vaccine, since the typhoid infection may be mixed, and this 
mixed nature of the illness is not always easy to put in evidence 
for the clinician. 

I 

POST-TYPHOID ATONY OF THE CAECUM. 

By Maurice Loeper, 

PROFESSOR IN THE FACULTY OF MEDICINE AND PHYSICIAN TO THB 
HOSPITALS, PARIS. 

Intestinal troubles count among the best-known sequels of 
typhoid infection. The explanation of their frequency is to 
be found at once in the localisation of the infective process 
in the intestinal mucosa as a result of the action of Eberth’s 
bacillus or other members of the typhoid group, a localisa¬ 
tion not only specific but deep and extensive. 

These intestinal complications may be regarded for 
practical purposes as three—Damely, diarrhoea, mucorrhcea, 
and constipation—being the three usual forms of intestinal 
reaction to chronic irritation. They are further complicated 
by the possible production of febrile or painful crises which 
are apt to be mistaken for acute infections on the one hand 
or for appendicitis on the other. They originate from a colitis— 
sometimes discrete, sometimes extensive—and most often from 
a selective inflammation of the caecum. The caecal localisation 
constitutes in itself a complication, and a very persistent com¬ 
plication, of the enteric fevers. To it alone is often due the 
diarrhoea, constipation, or mucorrhcea. Clinically it is accom¬ 
panied by gurgling. To X rays it is revealed by dilatation. 

The condition is well described by the word typhlatony, 
but it is not the typhlatony of Fischer which is an in¬ 
flammatory infection, congenital or mechanical in origin. 
It is rather an atony in which lesions of both mucosa and 
underlying muscularis play a part, as in certain forms of 
gastric dilatation secondary to infective gastritis. I propose 
to show in the following the frequency of typhlatony as a 
sequel of enteric maladies, and to study the clinical and 
anatomical characters of this affection, giving as precisely as 
I can the treatment, immediate and remote. 

Symptomatolo gy . 

It is in the early weeks following an attack of typhoid, 
sometimes immediately after the temperature has fallen, 
sometimes on resuming solid food, that the first symptoms of 
cmcal atony arise. The most important is without doubt 
diarrfuva ; it would be more exact to say liquid or semt- 
liquid action — hardly ever frothy—and rarely of any great 
frequency. It generally comes on in the morning, in the 
majority of cases soon after a meal, under the recognised 
influence, to which I have called attention elsewhere, 1 of 
the gastro-colic reflex on the irritable intestine. 

Chemical examination shows a little mucus, rarely bile, 
and sometimes albumin, the latter an index of intestinal 
inflammation. Blood is nearly always absent, neither 
histological nor chemical tests revealing it. Alimentary 
residues are inconsiderable : the total amount of undigested 
fat does not exceed the normal; that of albumin and carbo¬ 
hydrate is larger and the two run parallel. The bacterial 
flora, which I have recently studied, shows fairly often a 
predominance of proteolytic bacilli, the presence of which 
explains the foetor of the stools. 

The diarrhoea is often followed by constipation and the 
coprostatic phase succeeds the diarrhcBic, as is the rule in 
colic affections. But this constipation gives place every 
four or five days to the crises presently to be described. 
As for the mucorrhcea, it synchronises with one or another 
of these periods, but may exist alone. The stool may be 
glairy or frankly mucoid, the mucus occurring in flakes or 
little pellets and not in sheets, as in the extensive colic lesions. 
Mucorrhcea betrays the presence of caecal irritation, microscopi¬ 
cal examination then showing epithelial elements surrounded 
by mucus, polymorphonuclear leucocytes in fair number, 
eosinophiles, and even eosinophiles with polymorph nucleus. 

Diarrhoea, constipation, and mucorrhcea alike are nearly 
painless ; caecal pain may, it is true, occur in the course of 
digestion and precede action of the bowels, which relieves it 
again. Pain in the sense of cramp or expulsive pain denotes 
an extension to the colon of the inflammatory process, and 
tenesmus implies extension to the rectum. _ 

1 M. Loeper: Levons de Pathologic Digestive, third series; Paris: 

Masson editeur, 1914. 
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On palpation of these patients there is found in the right 
iliac fossa a soft or slightly resistant caecum which gurgles 
or sometimes even splashes. This splashing may be so 
marked as greatly to resemble gastric succussion, and 
when the stomach is much dilated and exposed confusion 
may arise. Radioscopy shows a distended caecum generally 
very mobile, nearly always lying oblique and curved in upon 
itself, palpation under the screen showing that the contents 
are readily reduced or pressed back. 

As a rule, the other segments of the intestinal tract are 
contracted and sharply convoluted, giving under the screen 
a fern-like appearance and allowing a bismuth meal to pass 
with difficulty. I lay no emphasis on the general condition, 
although urobilinuria, indicanuria, reduced arterial tension, 
and sometimes anaemia are the rule in these caecal conditions. 
They are evidence of a haemolysis on which I have insisted. 

One of the most interesting features of the clinical course 
of typhlatony is its interruption by three kinds of crises 
which may mislead the diagnostician. These consist either 
in pain or in fever, usually following upon more or less 
pronounced periods of constipation, although this associa¬ 
tion is not absolute, and I have seen them make their 
appearance after an obstinate diarrhoea or a persistent 
mucorrhoea. Pain comes on suddenly and is characterised 
by a distressing sensation of tension with localised 
ballooning, with nausea, and even vomiting. It is rather a 
matter of a painful zone than of a painful point; confusion 
is possible with appendicitis, and I am satisfied that I have 
twice seen in the course of operations that post-typhoid 
appendicitis is often nothing hot a typhoid crisis. The crisis 
lasts three days with febrile movement; it reaches a 
maximum on the second or third day, yielding then to a 
calming regime with compresses. The region remains 
sensitive, the calm persists for a variable time, a new 
crisis occurring after two or three months or even sooner. 
Apart from the character of the pain and the intestinal 
antecedents, the repetition of these crises alone would suffice 
to differentiate from appendicitis. 

There sometimes also occur marked febrile movements: 
the temperature rises without apparent cause to 39° 0. or 
above, the complexion becomes yellow, the urine contains an 
unusual proportion of indican along with much urobilin, the 
breath is short, and the pulse feeble. The condition suggests 
an acute incident. But it is, in fact, a caecal crisis ; the caecum 
is more sensitive, the colon more contracted, the stools more 
foetid. A f ter a matter of 2-4 days, with the help of Vichy water, 
bismuth, and gentle laxatives, everything settles down again. 

Morbid Anatomy. 

It would have been difficult enough to assign lesions to 
these symptoms and critical exacerbations, but good fortune 
gave me the opportunity of studying them in an operation case. 

A young man, 20 years of age, who suffered from typhoid 
six months previously, had three crises in succession which 
were wrongly attributed to appendicitis. We made with 
M. Du a diagnosis of typhlatonv and advised laparotomy. 
We expected to find (we must confess) a congenital malforma¬ 
tion or adhesions, but discovered instead an exceedingly 
marked inflammatory typhlatony, which was dealt with not 
by suture but by caecal resection with csecolostomy. 

The enormous caecum measured 9 cm. in diameter. Some 
whitish patches on its external surface, the wall thinned and 
almost transparent. A healthy appendix, no adhesions. On 
opening the caecum, mucosa rea, with linear ecchymoses, 
surface irregularly depressed without ulceration but pre¬ 
senting numerous very prominent follicles. 

On microscopic examination two varieties of lesion of 
different age were recognised, one quite recent. There were 
seen ecchymoses, haemorrhagic spots and striae; vascular 
dilatations and numberless ulcerations not visible to the naked 
eye. The ulcers were superficial cutting off the ridges and not 
extending into the submucosa; fairly abundant collections 
of polymorphonuclear leucocytes were seen beneath the 
ulcerated zone and penetrating into the submucosa. 

The older lesions may be briefly summarised as follows ;— 

1. In the non ulcerated zones,* glandular crypts in some 
places almost flush with the mucosa ; in other places branch¬ 
ing glands evidently multiplied ; epithelium generally calci- 
form with abundant production of mucus. Some zones in 
which the thickened prominent submucosa raises the mucous 
coat into papilla-like proliferations. 

2. Pronounced folliculitis characterised by exuberant 
follicles forming by continuity a single layer. The larger 
proportion of cellular elements in the nature of lymphocytes, 
fairly numerous eosinophiles. Some cells with polymorph 
nucleus give evidence of acute irritation. 


3. The connective tissue layer thickened in some places, 
thinned in others. 

4. Finally, the muscularis much reduced, islets of nerve 
cells surrounded by marked connective tissue proliferation. 

In a word, the lesions show evidence of an old fibrous and 
atrophic reaction on which an acute process had been grafted. 

Relation of Primary and Secondary Lesions. 

It is a far cry from these residual lesions to those which can 
have been produced under the influence of the primary disease. 
The latter, well known in typhoid, where their intensity merits 
the termcolo- or typhlo-typhoid, have been well studied by M. 
Rathery a in paratyphoid B. They range from intense follicu¬ 
litis with ulceration at the summit to extensive ulcerations 
with or without perforation, and even to spreading, almost 
vegetating, proliferations. It is possible, however, to see in 
these primary lesions the remote cause of the secondary lesions. 

Etiology . 

The frequency of caecal atony as a sequel to the enteric 
fevers is in my statistics shown to be about 65 per cent. I 
can go further in regard to its origin and say that in nearly 
60 per cent, typhoid or paratyphoid is found. I should 
imagine that paratyphoid more frequently gives rise to it. 
In fact, mucous or dysenteric colitis is the result more 
of para. B than of Eberth, and the post-mortem lesions of 
para. B are more intense, more extensive, and more strictly 
caecal than those of Eberth. 

In the production of caecal atony the question may be asked : 
Are the inflammatory lesions alone to blame, or is a role to be 
ascribed to bacterial toxins and to their aotion on the mus¬ 
cular fibres ? The latter hypothesis is probable, but it is only 
a hypothesis which need not therefore delay us long now. • 

Treatment , Medical and Surgical. 

The therapeutics of caecal atony are both medical and 
surgical. 

Medically, it consists in a dressing for the large intestine, 
realised by a dose of 3 g. of bismuth half an hour before each 
meal and collargol 0 T to 0 15 g. daily. Lavage with collargol or 
bicarbonate of soda, suppositories of ichthyoland tannin, with 
or without belladonna or Indian hemp, may have a topical 
effect, at the same time analgesic and antispasmodic. The 
diet should be principally milk and farinaceous, while lactic 
ferments, by diminishing the putrid fermentation, may retard 
or ward off the acute accidents. The cure at Chatelguyon and 
that at Plombteres are specially efficacious. In the febrile 
or pseudo-appendicular crises I should recommend ice locally, 
a diet of vegetable broth or solution of lactose, and gentle 
purgation with divided doses of sulphate of soda. 

But there are cases where medical treatment alone is 
insufficient. The surgeon can and should intervene when 
the crises recur, and when they take on a character of special 
gravity or of disquieting chronicity. Interference should be 
directed towards the mechanical as well as the inflammatory 
phenomena — the atony and the typhlitis. 

Caecostomy or appendicostomy, it must be admitted, allows 
of a more complete disinfection, but they do not reduce the 
caecal cavity. Suture of the caecum diminishes the stagnation 
but only combats the typhlitis indirectly, and the latter is more 
the cause than the consequence. These diverse operations cer¬ 
tainly do not seem to give durable results and should yield to 
the ileo-, colo-, or sigmoido-stomy with resection of the caecum 
and of a larger or smaller part of the ascending and transverse 
colon. In this way the intestine is relieved of a dead weight, 
the organism no longer runs the risk of toxic absorption 
and of an infectious movement which always threatens. 

Such measures are applicable, and indeed only applicable, 
to severe cases. In the two patients whom I have already 
mentioned they have given a good and permanent result. 

2 Rathery : Les Paratyphonies B, Alcan edlteur, 1917. 
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The Voluntary Hospitals and the 
Ministry of Health . 1 

The Council of the British Hospitals Association 
have circulated in the form of a pamphlet a clear 
and well-arranged statement with reference to the 
future relations of the voluntary hospitals to the 
Ministry of Health which will presumably soon be 
erected, though the difficulties attendant upon 
drafting the measure so that it should start safe 
from grave contention are being realised. The 
statement of the Association details the arguments 
for believing that the voluntary hospitals should 
remain on their present basis, one from which 
they administer directly to medical needs the 
charity supplied by those who can afford to give; 
but at the same time many large and concrete 
suggestions are put forward for the improve¬ 
ment of the manner in which the benefits of 
the voluntary hospitals reach the classes for whom 
they are intended. While, on the one hand, the 
statement supports with force and logic the con¬ 
tinuance of the principles upon which the voluntary 
hospitals exist and are worked, on the other, if 
only by the directions in which reforms and modi¬ 
fications are suggested, it admits that at the 
present moment there is in the working of the 
voluntary hospitals lack of economy in many 
important directions. This lack of economy is 
chiefly shown by the employment of the benefits 
of the hospitals for the relief of diseases, dis¬ 
orders, and injuries which in no sense require the 
highly specialised and scientific treatment which 
the ideal voluntary hospital should afford. The 
views of the statement are put forward in the name 
of Mr. J. Courtney Buchanan, secretary and house 
governor of the Metropolitan Hospital and honorary 
secretary of the British Hospitals Association. They 
have not as yet been formally considered by the 
Council, but it is thought that the pamphlet 
may usefully be taken as the basis for a discus¬ 
sion on the subject by the Association. A con¬ 
ference will therefore be held on Friday, Oct. 18th, 
at 3 p.m., at St. Thomas’s Hospital, London, and the 
committees of the institutions which constitute the 
Association have been invited to send to the 
honorary secretaries, at 14, Victoria-street, West¬ 
minster, S.W., any suggestions which they think 
might \Yell occupy the attention of the meeting. 
An invitation has also been extended to hospitals 
which are not represented on the Association that 
they should indicate to the honorary secretaries 
of the Association the names of those by whom they 
would like to be represented. 

It is understood that the Bill setting up the 
Ministry of Health as at present drafted does not 

1 Statement on the Voluntary Hospitals and the Proposed Ministry 
of Health Bill, by J. Courtney Buchanan. British Hospitals Associa¬ 
tion, 14, Victoria-street, S.W.,and the Scientific Press, Ltd. 6 d. 


affect, at any rate directly, the voluntary system of 
hospital support and administration. Indeed, the 
Council of the British Hospitals Association 
have received from Dr. Addison an implied 
assurance to this effect. But no one can con¬ 
ceive any Bill erecting a Ministry of Health 
whose provisions will not in many directions 
have an influence on the working of the voluntary 
hospitals. Mr. Buchanan asks pertinent questions 
as to what classes or sections of the population 
it is proposed “ to bring into the net of the 
Public Health Service,” and throughout the whole 
of his pamphlet he is clearly of opinion that a 
connecting link will be required between the volun¬ 
tary hospitals and the various State-subsidised, 
or rate-supported, or public-assistance institutions, 
all of which will of course play their part in the 
scheme of the new bureau. Again, it is evident 
that the Bill must further affect the revenues of 
the voluntary hospitals, which are already in 
many cases precarious. There is sure to be a 
decline in the subscriptions and donations of 
the heavily taxed classes, who have hitherto been 
the chief support of the voluntary hospitals; and 
if larger and more regular subsidies are to be 
obtained in small subscriptions from the working 
classes arrangements will have to be made for 
giving these subscribers or their nominees a direct 
share in the management of the hospitals. This 
in some of the institutions concerned has already 
been done, but in many others a move in this direc¬ 
tion will be tantamount to a fundamental alteration 
in the management of the charities. The prospect 
of more direct representation of popular views on 
hospital boards is one which we not only view 
without any apprehension, but which we welcome 
as certain to lead to an intelligent appreciation 
on the part of the public of the vast part 
played for national good by the institutions, alike 
as centres of medical treatment, nurseries of 
medical education, and foci of medical progress. 
The majority of the attacks upon voluntary hos¬ 
pitals are inspired by ignorance, and those who 
make them will lose their audience when the public 
learn directly what are the scope and administra¬ 
tive arrangements of the charities. It is to facilitate 
consideration of these and similar important 
questions that Mr. Buchanan has set out a series 
of definite propositions in terms which can be 
discussed. Under these propositions, and others 
that may yet be put down for debate, the authorities 
of the voluntary hospitals will be able to define the 
position which they wish to fill, and which they 
think they can adequately fill, in relation to the 
Ministry of Health. 

The propositions commence with the thesis that 
the voluntary hospital system should be retained in 
this country, and a definition follows of the functions 
which the voluntary hospitals should discharge if 
they are to make out a good case for permanency- 
Voluntary hospitals, it is suggested, should be such 
medical, surgical, and nursing schools as can supply 
treatment “ made in every respect as perfect as 
possible in hospitals equipped and maintained in all 
their special and general departments in the highest 
state of efficiency and adapted to the requirements 
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of the latest medical, surgical, and nursing science 
and education.” This high standard of hospital 
treatment, it is indicated, can be arrived at in two 
ways, working simultaneously, the first within the 
hospital and the second without its walls. Within 
the hospital every step must be taken to keep the 
institution in the van of bacteriological, patho¬ 
logical, and scientific research, while raising 
wherever possible the common pattern of nursing 
and medical education. Without the hospital, 
popular appreciation of what the institution 
stands for will elevate the clinical practice. 
Trivial cases should in this way be elimi¬ 
nated from hospital care, and only those patients 
be sent to the hospital whose plight is suitable 
on the ground of its serious nature, its unusual 
manifestations, or the necessity for treatment 
which is only at the disposal of a large and well- 
equipped institution. For the public will see that 
the hospital should be their consultant authority 
not their domestic doctor. 


Remedial Gymnastics. 

Remedial gymnastics, including massage and 
electrical therapeutics, have obtained a definite 
place in the practice of medicine, and one that is 
growing daily in importance by reason of the 
injuries and mutilations of war. At the various 
great centres for relief of disablements investigation 
into the principles of these methods is forming a 
sound basis for their application. But much depends 
on the instruments through which the treatment is 
applied, and the traditional instrument in this 
country, the Swedish masseur, is not of constant 
quality. To those who have the necessary expe¬ 
rience and knowledge it must have become evident 
that the Swedish masseur, as we meet him in 
practice, can be placed in one of two groups. Those 
in the first are serious and unostentatious in mien, 
anxious for medical help and advice, delicate in 
their treatment—in short, a good type of physico- 
therapeutical expert. The second group comprises 
persons, self-possessed and self-sufficient, who seek 
out medical men, not to solicit help or advice, but 
as a means of securing employment, and of using 
well-known names in specious advertisement. Their 
work is often characterised by a lack of finish, some¬ 
times by a roughness amounting almost to brutality, 
which bespeak bad training and lack of experience, 
and their business outlook is not one which is likely 
to be shared by medical men. 

Dr. Emil Kleen, the translation of whose mono¬ 
graph on Medical Gymnastics we review this week, 
has greatly enlightened us as to the reason for the 
existence of these two classes of Swedish masseurs. 
Unless things have greatly changed since Dr. 
Kleen’s book was published in Swedish in 1911, 
many of these experts may rarely, if ever, have 
treated a patient at all in their own country 
before being let loose upon us. The ignorance of 
our own medical men as a whole of physico- 
therapeutical work has enabled self-advertisement 
to be its own reward, with the result that good and 
bad masseurs alike have flourished; in fact, there 
is reason to fear that the inferior grade has obtained 
the better positions. In the face of this dangerous 


competition the Incorporated Society of Trained 
Masseuses has struggled for a quarter of a century, 
and has been successful in raising to a high level 
the standard of massage in this country. But the 
maintenance of this standard has been rendered 
additionally difficult by the presence of many 
foreigners, and among them of certain persons from 
Sweden, who, according to their own distinguished 
countryman, are not masseurs but quacks. It is 
hoped that amalgamation between the Incorporated 
Society of Trained Masseuses and the Institute of 
Massage and Remedial Gymnastics in Manchester 
will • help to solve the difficulties ahead. A 
charter, for which application has been made to the 
Board of Trade, should protect the title of masseur 
from fraudulent usurpation, and while the council 
of the new amalgamation should be empowered to 
coOpt as members all those who can produce satis¬ 
factory evidence of training in recognised schools 
abroad, they must take steps to examine those whose 
training appears deficient. Only thus can the public 
be protected from the danger of the uninstructed 
dabbler in remedial gymnastics, while the elimina¬ 
tion of the quack will be in the interest of all 
genuine Swedish masseurs. Assuming that what 
Dr. Kleen tells us is still true, it is essentially 
unfair for us to accept the pretender on an equal 
footing with the well-trained, experienced, and 
capable gymnastic director. 


The French Supplement to 
“ The Lancet.” 

We publish this week the first of a series of 
Supplements which will reach us under the editorial 
direction of Professor Charles Achard, Professor 
of Pathology and Therapeutics in the University of 
Paris, and Major Charles Flandin, D.S.O., Chef de 
Clinique a la Faculte de Paris. In the brief state¬ 
ment prefixed to the Supplement by our editorial 
colleagues* the aim which we have before us is 
succinctly stated. The Supplements are intended 
“ to enable British doctors to understand the 
theories and researches of French doctors,” and 
Professor Achard and Major Flandin propose to 
make good the promise in a very practical manner. 
For the Supplements will be shaped to include a 
general review of some big medical subject and an 
original article dealing with a particular question: 
in the general review the theoretical side of 
medicine will be more apparent as the various 
lines of medical thought and medical practice are 
collated, while the original article will be invited 
from actual workers tb.« medical author describing 
for us his personal researches. 

We have decided to make this departure during 
the war and at a time when the shortage of labour 
and paper compel us to limit the scope of the 
endeavour. The hope of our French colleagues and 
of ourselves is that what we supply now, while 
proving useful at the time, will be accepted by our 
readers as a promise of larger things in the brighter 
future we are now approaching. The close under¬ 
standing between our Allies and ourselves, which 
has developed during the war in every province of 
statesmanship, every naval and military proceeding, 
and in many details of political economy, is showing 
itself in the growing cooperation in medical theory 
and practice. The union will, as our colleagues 
say, exist after the war in all fields of human 
activity, and in none is, it more important for 
the human race that mutual comprehension should 
be perfected than in the grand field of medicine. 
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THE FUTURE OF THE DISABLED MAN. 

The future is always an unknown quantity, and 
for most of us the war has made this fact more 
obvious, whether we treat it in the spirit of 
adventure or of anxious foreboding. But there is 
one class of the community to whom our sense of 
justice, if nothing else, wishes to guarantee a future, 
whatever else may stand or fall, and that is the 
man who has been permanently disabled in mind or 
body by service for his country. Much sentiment 
has been poured out, largely in the form of light 
literature and cigarettes, and a special Government 
department created, but the reinstatement of the 
disabled ex-Service man is an enormous under¬ 
taking which is doomed to failure unless itcommands 
the active support and interest of every industry in 
the country and of all the organisations dealing 
with employment. The successful solution also 
assumes the proper orientation when the average 
citizen considers the problem as a whole, as well as 
his own personal relation to it. The launching this 
month of the King’s Fund for the Disabled has served 
to focus public attention on the subject, and two 
magazines of which the first numbers are before us 
should serve to instruct. Reveille is the successor 
of Recalled to Life , of which three informing 
numbers appeared under the editorship of Lord 
Charnwood. Mr. John Galsworthy now becomes 
editor, and the publication is undertaken quarterly 
by H.M. Stationery Office at 2s. 6 d. Articles appear 
on the treatment and training of disabled soldiers 
by Mr. Hodge, Sir John Collie, Sir Robert Jones, 
King Manoel, Major Robert Mitchell, and others, 
and contributions by well-known authors and 
artists attract the general reader. The Ex-Service 
Man is published fortnightly, the half-yearly sub¬ 
scription being 8#., and is described as an inde¬ 
pendent journal for those who have served. The 
editor, Captain H. H. C. Baird, D.S.O., makes it 
clear that he represents no sectional interest what¬ 
ever, and that his columns will be open to free 
expression of every shade of opinion. The first 
impression of Reveille was almost immediately 
sold out; we wish a similar success to the 
Ex-Service Man. _ 


THE OCCURRENCE OF RABIES IN ENGLAND. 

The recent reported occurrence of canine rabies 
in Devonshire emphasises the necessity for main¬ 
taining a rigid observance of the regulations with 
respect to the quarantining of all dogs arriving 
from abroad before they are admitted into this 
country. The outbreak in the Plymouth district is 
probably connected with the present prevalence in 
France of cailine rabies, which has existed there 
during the past two years, particularly in the 
department of the Seine. During 1917 some 47 
cases of rabies were verified in Paris and its 
suburbs. In one instance an infected dog is stated 
to have bitten no fewer than 11 persons in * a 
restaurant to which it had gained admittance. It 
is believed that this recrudescence of rabies in 
France is due to some extent to the persistent 
neglect of the police regulations concerning dogs 
and especially to the omission to muzzle these 
animals. The danger has been increased in 
the department of the Seine by the presence of 
numerous vagabond dogs under no control. Dogs 


are sometimes taken from the urban districts by 
their owners in the holidays into the country 
districts where they are allowed to run free 
and unmuzzled, and where they are liable 
to come in contact with strange dogs, after¬ 
wards on their return home developing rabies. 
French soldiers on leave from the front occasionally 
bring their pet dogs along with them, and some of 
these animals get lost in Paris, and some, indeed, 
are intentionally abandoned there by their owners. 
Similar occurrences are 6aid to be not unknown 
in England, while our soldiers on leave have occa¬ 
sionally attempted to smuggle their dogs ashore at 
the Channel ports in defiance of the regulations. 
It is reported that more than one airman 
has brought his dog with him from France to 
England on an aeroplane. Whether these allega¬ 
tions are well founded or not, it is, in our opinion, 
not improbable that the Plymouth outbreak of 
canine rabies may have been due to the sur¬ 
reptitious and unlawful introduction into this 
country of a dog that had contracted the disease 
in France, and which after its arrival developed 
the malady. The authorities in Devonshire and 
Cornwall, as indicated in our last issue, are taking 
all necessary precautions, and the passage of dogs 
from Devonshire and Cornwall to any other part of 
England has been forbidden. A case, now reported 
from the Isle of Man, will surely lead to similar 
precautions. _ 

“FOOD AND HOW TO SAVE IT.” 

We have received from the Ministry of Food a 
copy of the revised (third) edition of “ Food and 
How to Save it ” by Dr. Edmund I. Spriggs. While 
modestly described as “ this little book ” by its 
author the subject with which it deals is of extra¬ 
ordinary importance. The publication in 1917 
of these plain physiological facts in relation to 
food economy and food sufficiency materially 
helped the nation to face a critical situation. We 
believe that the system of food control now in being 
has worked smoothly, and while it has entailed 
many hardships here and there none of them have 
been tragic or intolerable. The spirit in which the 
public received food control has been altogether 
admirable, and little sacrifices have successfully and 
permanently kept off a threatened disaster. The 
supplies, indeed, have improved since the first 
restrictions were imposed upon us, with the result 
that few think it necessary when from home to 
take coupons with them. This reflects the highest 
possible credit upon the scientific authorities, pro¬ 
ducers, shippers, and others who were responsible 
for advising our administrators upon this great 
question. In the third edition of this book the 
extension of compulsory rationing to include meat, 
fats, and some other foods as well as sugar has 
made it necessary to recast the diets and make 
other alterations. A chapter has also been added on 
meatless dinners. Dr. Spriggs has had the advantage 
of the assistance of the Scientific Adviser to the 
Ministry of Food, Professor Starling, in its pre¬ 
paration. The chapters are clearly arranged in 
logical sequence and written in simple terms, 
which, while scientifically sound, should easily be 
“ understanded of the people.” We are informed 
that a limited number of copies are available 
(gratis) for public speakers and others interested 
if they apply to the Ministry of Food (Room 605), 
Palace Chambers, Westminster, S.W. 1. 

With reference to food problems generally, the 
June number of American Medicine deals exten¬ 
sively with dietetic questions, and among the many 
















m9m 

400 The Lancet,] AN ITALIAN VIEW OF ANGLO-SAXON MEDICAL JOl'KNALISM. [Sbpt 21 1918 

expert contributors it is gratifying to our sense of 

national self-respect that so many English writers 
have been asked to join in the symposium. From 
the moment that Germany realised that the war 
would be long, she called upon her most dis¬ 
tinguished men of science to work at the problem 
of food supply and to ascertain the minimum 
supply compatible with health. Incidentally it may 
be stated that these inquiries have thrown much 
light on various dietetic obscurities. In this 

country we have greatly neglected the whole 
question of the physiological requirements,although 
we have solved, perhaps better than any other 
nation, the problem of the supply. It will require 
a sharp educational effort and much patient 
propaganda work to shake John Bull in his 
faith in the British breakfast-table and his 
extravagant ideas with regard to the virtues 
of roast meat. No nation in the world is so 
uneconomical in dietetic habits as the British. 
Valuable information is to be derived from reading 
the “Food Number” of American Medicine , and 
among many good articles we call particular 
attention, from the point of view of the import¬ 
ance of the subject-matter, to the following: The 
Fetish of White Flour, by Dr. H. W. Wiley; Place of 
Milk and Vegetables in the Diet, by Dr. H. C. 
Sherman; Milk-butter, Fats, Nut-butter, and Oleo¬ 
margarine for the Child, by Dr. George Dow Scott; 
the Vitamines or Accessory Factors in Relation to 
Dietary Problems arising from the War, bv Dr. 
A. Bruce McCallum; and Method of Changing and 
Reforming the Intestinal Flora, by Dr. J. H. 
Kellogg. Running throughout the majority of 
these articles, as well as through the large number 
of smaller editorial and unsigned paragraphs, are 
two fundamental and paramount ideas : one 
the need for reform in respect to our ideas 
of the value of animal food, and, secondly, the 
important part which the vitamines and other 
accessory food elements play in the maintenance 
of nutrition. One author after another emphasises 
the point that in order that a diet may be adequate 
for the maintenance of health in either a grown 
or growing individual both a fat soluble accessory 
body (a) and a water soluble accessory body (b) 
must be present in sufficient amount, or the 
symptoms of malnutrition are likely to super¬ 
vene. Very interesting illustrations of insufficiency 
diseases resulting from war conditions in Glasgow, 
Kut, Mesopotamia, and other localities are given by 

1 rofessor McCallum in his article on the vitamines. 
The most interesting feature of these results of 
vitamine starvation is furnished by the outbreaks 
of xerophthalmia among children in the enemy 
countries, for these have been referred to lack of 
the fat soluble accessory body (a) shortage of animal 
fats having led to the substitution of vegetable 
oils. The increasing use of these oils in this 
country, and the high price of butter and other 
animal fats, may possibly give rise to similar 
unfortunate experiences among our own popula¬ 
tion unless attention leads to prevention. Special 
attention is directed to Dr. Kellogg’s paper on 
the changing of the intestinal flora. In this 
the author insists very strongly on the importance 
of supplying to the colon the carbohydrate neces- 
sary for promoting the development of acid-forming 
bacteria. Lactose is the most slowly absorbed of 
the sugars, and is therefore indicated in cases of 
alkaline stools and symptoms of intestinal toxwmias. 
Lncooked starch is also recommended for the same 
purpose—a suggestion which provide the clue to 

■ the old wife’s practice of giving arrowroot and 
i water as a cure for diarrhoea in infants, a method 
of treatment which has of recent years fallen into 
• disuse, but which, after all, may have a rational 
basis. American Medicine has certainly performed 
a service to the medical profession, and con¬ 
sequently to the public, in collecting under one 
cover so many valuable and up-to-date contributions 
to the subject of scientific feeding. 

THE ASYLUM STRIKES. 

The staffs of an English and of an Irish asylum 
recently fell victims to the insidious attacks of the 
strike epidemic. We are not in a position to judge 
accurately of the grievances in either case, whether 
relating to hours or wages. Differences of opinion 
between employer and employed upon these funda¬ 
mental conditions led to the crisis, and the differ- 
ences are being, or by this time have been, adjusted. 

But an expression of sympathy cannot be with¬ 
held from the medical officers of the institutions 
who found themselves in so critical a position 
owing to the desertion of their subordinates. At 
the English hospital we learn that 120 attendants 
and 150 nurses in immediate charge of some 2500 
insane patients—some extremely violent and others 
painfully helpless—struck work without warning. 

The spirit of unionism amongst the rank and file 
of asylum service, whatever good lies behind it, 
seems here to show an over-development. The 

Asylum Workers’ Union deals not with material 
products, the non-production of which may cause 
more or less inconvenience to the community, but 
with human lives, and those of the most pitiful 
kind, dependent upon unintermittent aid and care : 
and although the Union claims to have made some 
concessions to secure the “care of the worst cases,” 
it is obvious that the abstraction on strike of some 

258 members of an already attenuated staff cannot 
be regarded lightly. This union, established in 1910, 
should not be confused with the Asylum Workers 

Association, founded in 1895 for the purpose of 
improving asylum nursing and elevating generally 
the aims and status of asylum workers. 

AN ITALIAN VIEW OF ANGLO-SAXON MEDICAL 
JOURNALISM. 

Dr. L. Verney contributes to II Policlinico 
(Practical Section, June 23rd and July 14th) an 
interesting article on the medical periodicals of 
this country and the United States. For many 
years the medical profession in Italy almost ignored 
such publications, but it has come to recognise 
that in medicine the Anglo-Saxon races have 
reached a high position, and that views of that 
position derived from German sources are quite 
untrustworthy. He takes as types of weekly papers 
the British Medical Journal , Journal of the 

AmeHcan Medical Association , the New York 

Medical Record , and The Lancet.* With regard 
to the addresses and scientific papers published in 
the columns of these journals he compares them 
favourably with their Italian counterparts. In con¬ 
formity with the English character, the lecturers, 
he finds, tackle problems of practical interest, 
enriching them with their ripe experience and 
clinical acumen, selecting with unerring judgment 
the good and the new. While in the English 
journals a considerable space is devoted to clinical 
cases, “praiseworthy, but somewhat dull,” the 

American doctors rather favour subjects of a 
more general type. For the editorials and 
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leading articles he has nothing but praise. 
Extremely interesting and showing full and 
accurate knowledge and rare critical balance, they 
may be considered the most useful portion 
of these journals, says Dr. Verney, who is particu¬ 
larly interested in the social aspect of medicine and 
crusades against quackery. He confesses that in 
Italy they have not yet felt the want of defending 
themselves against improper patent products, 
prejudicial alike to the public health and the 
medical interest. He draws attention to the 
fact that The Lancet has for many years 
equipped a scientific laboratory for the analysis 
of medicines, foods, wines, &c., thus protecting 
the public against adulterations and frauds 
of every kind. He deplores the fact that 
abstracts are neglected in the two great English 
journals, and that foreign works are reviewed only 
to a trifling extent. In this respect he compares our 
journals unfavourably with those of America. It 
seems to him somewhat anomalous that in this 
country archives of clinical general medicine only 
exist in the form of the Quarterly Journal of 
Medicine and the British Journal of Surgery , and 
he finds the cause in the fact that the medical and 
surgical staffs of the hospitals give their services 
gratuitously, and do not feel called upon to under¬ 
take an exhaustive study of the clinical cases 
occurring in their hospital work. Moreover, the 
clinical professors do not succeed in forming satis¬ 
factory schools, as their assistants are appointed 
for too short a term, and hence are not sufficiently 
established in an academic career and with diffi¬ 
culty devote themselves to study. Dr. Verney is 
particularly impressed with the prominence given 
in English periodicals to tropical medicine, the 
outcome of work in British colonies. The general 
conclusion that Dr. Verney arrives at is that the 
most prominent characteristic of the Anglo-Saxon 
medical press is its practical tendency, and he 
prophesies an immense development in the near 
future, adding that the success of Anglo-Saxon 
medical journalism will be followed in Italy with 
growing sympathy. _ 

THE SUPPLY AND ADJUSTMENT OF ARTIFICIAL 
LIMBS. ' 

The problem of the supply of artificial limbs has 
already aroused much attention and will remain as 
an outstanding feature of medical organisation for 
the care of pensioners. The number of men who 
have been fitted with limbs and who await fitting 
already runs into many thousands, and it is greatly 
to the credit of those who have organised Queen 
Mary’s Hospital at Koehampton and the other limb¬ 
fitting hospitals that the supply has kept pace with 
the demand in such a way that the number of men 
who await their limbs is by no means excessive. 
When it is realised that the total number of artificial 
limbs made in England in one year before the war 
was probably less than the number x)f limbs now 
supplied in one month, we must acknowledge that 
we are greatly indebted to these organisations and 
to the American limb-fitting firms who have come 
to their assistance. But the fitting of the artificial 
limb is only the beginning. In almost every case 
an artificial leg requires readjustment within 
a few months from the time of its manu¬ 
facture, a readjustment necessitated by altera¬ 
tions in the stump. And even this is not the 
end; second and subsequent readjustments are 
required, then repairs, and eventually replace¬ 
ment of the whole limb. This work of adjust¬ 


ment and repair is cumulative; it increases by 
leaps and bounds. At the present time the 
number of men returning to hospital for this 
purpose amounts to 50 per cent, of the total 
number of men who have, been supplied with limbs 
up to date. As the men who have lost their limbs 
are for the most part young, this condition of 
affairs may be expected to continue for many 
years. The readjustments and repairs require a 
large and elaborate organisation. Haphazard 
orders that men whose limbs are unsatisfactory 
are to report to their local War Pensions Com¬ 
mittee, be seen by the medical referee, and 
have the repairs done by the local limb- 
maker will not do. Very few medical men 
have sufficient experience of limb-fitting, and 
it is to be feared that many instrument-makers 
who describe themselves as limb-fitters have no 
real experience of the work. The results are 
already to be seen in the complaints that appear in 
the press of the unsatisfactory nature of the limbs 
supplied. It may be confidently stated that on the 
whole the artificial legs that have been supplied to 
soldiers and sailors in this country are as good as 
any that can be obtained, and that in the first place 
the fitting of the limbs has been satisfactory. In 
almost every case if the limb becomes unsatisfactory 
it is because it no longer fits. Unfortunately, when 
such an ill-fitting limb comes before a medical man, 
he, being inexperienced in the work, may be led to 
believe that the limb has been wrongly designed 
and constructed, and he is sometimes supported in 
this belief by a local limb-maker, who can¬ 
not be acquitted of the desire for a condem¬ 
nation of the original limb and an order for 
an entirely new one of his own make. It is to be 
feared that this trade interest has up to now 
entered to some extent into the reports upon 
limbs given by the small local makers. It is now 
generally acknowledged that the so-called American 
type of artificial leg introduced at Roehampton 
possesses a mechanical superiority over the older 
English type or tendon leg, and that only the 
problem of material for use in its construction 
remains. This being so, perhaps the time has 
come when a single pattern of artificial leg 
might be adopted and all makers obliged to 
conform to this. The question of discarding an 
ill-fitting limb and constructing a new one would 
disappear, for makers would have no excuse for 
prescribing a new one of the same pattern as 
the old one. The use of one standard type, 
allowing always for variations in the level of 
amputation, would simplify the problem of re¬ 
adjustment and repairs, but not solve it. Much 
would remain to be done, chiefly, however, in the 
direction of education. Certain members of the 
medical profession must educate themselves in the 
fitting of limbs, and local makers must be similarly 
instructed in the repairing of the standard type and 
in refitting the buckets. The men themselves must 
be educated to know that when the limb becomes 
unsatisfactory or uncomfortable it is because it no 
longer fits, and the public, and employers in 
particular, must be made to understand that re¬ 
adjustment of artificial limbs from time to time is 
essential. All this can best be carried out at the 
large limb-fitting hospitals, which should become 
centres of education in all that appertains to 
artificial limbs. 

The problem of artificial arms is a different one. 
Many types of artificial arms have been designed 
with numerous hands and alternative appliances. 
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So far the results can only be described as mediocre. 
This must be ascribed to a failure on the part of 
the authorities to realise that the artificial arm is 
a tool, the use of which must be taught. To give a 
man an artificial arm and send him home a few 
days later is useless. Recently this has been recog¬ 
nised : a month’s instruction in the use of the arm 
is now considered essential. Only when the men 
who have thus been educated leave hospital shall 
we have any real test of the utility of the present 
types of artificial arms. 


THE LATE PROFESSOR FORLANINI. 

In these days, when death is so busy and civilisa¬ 
tion so disturbed, the passing of many important 
figures in civil life is apt to go unnoticed for some 
time. Such has apparently been the case with 
an eminent foreign colleague, Professor Carlo 
Forlanini, director of the medical clinic of the 
Royal University at Pavia, where he is reported to 
have died in his seventy-first year. His fame, at 
first confined to Italy, but of late years inter¬ 
national, is, of course, due to work on the treatment 
of consumption by artificial pneumothorax, of which 
method he was a pioneer. In 1907 he began to issue 
a review of publications upon this subject, which 
in 1914 developed into an international journal, most 
of which appeared in the four Congress languages. 
Unfortunately, after a few numbers the disturbing 
influence of the war made itself felt, although from 
the first the secretaryship had been in Italian 
Switzerland. The technique which Forlanini had 
been elaborating since the “ eighties ” is now, with 
the addition due tb Brauer, almost universally 
followed, while the treatment with which his name 
is associated, if of limited scope, has been acknow¬ 
ledged as valuable by tuberculosis specialists all 
over the world. 

PARIS. 

(From our own Correspondent.) 

Treatment of Gassed Patients. 

The number of victims of enemy gas has become great, 
and the Under Secretary of the Service de Sante has 
reorganised completely the arrangements for their treatment 
in the sense of making it both more effective and more rapid. 
The therapy of gas cases is becoming better understood. As 
regards hyperite, which is the agent most frequently 
employed by the enemy, it is now known that if the 
victims can be douched within the first three hours, with 
lavage of the stomach and complete cleansing of the 
clothing, they are almost certain to recover. But the con¬ 
secutive treatment of pulmonary and ocular complications 
is protracted. The need was felt of a mobile organisation 
to give at the close of a bombardment prompt aid at 
points where cases have occurred in great number, and 
of a special hospital service at the base to deal with all 
the cases evacuated after undergoing preliminary treat¬ 
ment up to complete recovery. The first object is attained 
by means of motor ambulances, a new model of which has 
recently been planned. Each consists of a lorry and a 
trailer. The lorry contains tent, portable flooring, douching 
apparatus, and other accessories. The trailer contains a 
stove to disinfect clothing. The whole installation can be 
set up in about a quarter of an hour. The routine is simple. 
Cases are received and undress in a part of the tent screened 
off from the douche. Their clothes are passed through the 
disinfector while the patients douche, and on returning 
they resume their clothes, which have been freed from all 
trace of hyperite. Each installation serves for the treat¬ 
ment of 100 men an hour. Forty men can be douched at a 
time, while the disinfector has a capacity of 40 complete 
equipments. Every combatant division is to be provided 


with one of these motor ambulances, and all the gassed 
cases thus treated are then to be evacuated to base hospitals 
in the rear, none remaining in the army zone. Numerous beds 
have been reserved in the Paris military hospitals in two 
sections, one to receive patients suffering chiefly from 
pulmonary symptoms, the other for burns of the skin, eyes, 
and mucous surfaces. 

Cyanamide and Alcoholic Drinks. 

The manufacture of cyanamide by passing nitrogen over 
glowing calcium carbide has developed greatly during the 
war. Workmen employed in this industry are liable to 
certain symptoms ; some — entirely external — caused by the 
spraying of particles of quicklime, others due to intoxication 
by the cyanamide itself with symptoms of acute vaso¬ 
dilation. The workmen have noticed that these symptoms 
were particularly marked among those who, after work, 
partook of alcoholic beverages, even in small quantities. 
M. Langlois has now shown by experiments on dogs, placed 
for several hours a day in an atmosphere charged with 
cyanamide dust, that the introduction of alcohol either by 
the stomach or intravenous injection immediately produced 
lowering of the arterial pressure, in certain cases resulting 
in death. M. Langlois concludes that the use of alcoholic 
drinks should be formally prohibited among workmen in 
cyanamide factories, a suggestion which hardly needs 
medical authority in the proved circumstances. 

Recurrent Haemoptysis due to Gunshot Wounds of the Chest. 

M. Courtois-Suffit, in -a study of haemoptysis among 
soldiers who have been shot through the chest, states that 
a large number of cases relapse. Since this relapse may 
occur after a long interval he warns medical men against the 
tendency to consider such symptoms as necessarily pointing 
to tuberculosis, whether or no of traumatic origin. Radio¬ 
scopy and examination of sputum are essential in each such 
case to control the information elicited on auscultation, 
or misleading statements will appear in the patient’s 
discharge sheet. 

Sept. 14th. _ 


CANADA. 

(From our own Correspondent.) 

Municipal Hospitals in Western Canada. 

The 41 Municipal Hospitals ” movement in Western Canada 
ha9 attracted widespread attention, and has been much dis¬ 
cussed in the various provincial legislatures in that part of 
the Dominion of Canada. Most important is the question of 
responsible control of the administration of the funds and 
the acquisition of institutions for which the taxpayer will 
have to pay. These are not necessarily free hospitals which 
some have supposed them to be. The Province of Alberta 
has committed itself to legislation providing for these public 
hospitals, built and administered by municipalities or groups 
of municipalities; and a unanimous sentiment exists in 
Alberta and Saskatchewan for these hospitals, but the 
question of fees remains unsettled. The municipal hospital 
will likely pave the way for free hospitals later on, and once 
the latter are established they will, no doubt, be permanent. 

Child Mortality in Montreal. 

Owing to the heavy infant mortality in Montreal during 
the present summer Dr. W. A. L. Styles, secretary of the 
Baby Welfare Committee, asked that investigation be made 
into the causes thereof. Dr. S. Boucher, the M.O.H.. has 
furnished the following figures showing that the child mor¬ 
tality in that city has been gradually decreasing. These 
figures cover the periods in each year between Jan. 1st and 
July 15th : 1914, 2352 deaths under 5 years of age ; 1915, 
2425 ; 1916, 1883; 1917, 2231 ; 1918, 1820. In 1906 the 
0-5 death-rate was 271 in 1000 births, while in 1917 it was 
178 per 1000 births. 

Control of Venereal Diseases. 

Reporting under the Act. — Under the terms of the new 
Venereal Diseases Act in the Province of Ontario there 
were reported during the last two weeks in July to the pro¬ 
vincial board of health the following : syphilis, 66 cases - 
no deaths; gonorrhoea, 103 cases—no deaths ; chancroid, 
3 cases no deaths. Thirteen medical officers of health 
throughout the province reported no cases at all. 
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Treatment of syphilis at Toronto General Hospital . — In the 
July issue of the Canadian Medical Association Journal 
Dr. W. T. Williams reports as follows on 500 cases of 
syphilis treated by the intravenous method : “Of the 500 
cases so far treated only about 29 per cent, have been early, 
while 71 per cent, have been in the.later stages of the 
disease. We have managed to secure negative Wasser- 
manns on only 70 of the cases—23 early and 47 in the 
later stages. Practically all of the late cases were given in 
addition mixed treatment of mercury and potassium iodide. 
Twenty-four cases had a return to positive Wassermann, 35 
remained negative, while 11 of them passed from our control.” 

Ophthalmia neonatorum . — Regulations seeking to protect 
babies from sore eyes have been drawn up by the Ontario 
Board of Health and approved by the Governor in Council. 
By them it is provided that every physician in attendance at 
births shall immediately instil into the eyes of new-born 
infants a 1 per cent, solution of nitrate of silver or 40 per 
cent, argyrol. If the eyes become swollen, red, and inflamed 
within two weeks the case must be reported to the Board 
of Health. The solutions are provided free by the Board of 
Health. 

Sphagnum Moss for Surgical Dressings. 

In 1916 the McGill University Women’s Union established 
a sphagnum department in a laboratory placed at their dis¬ 
posal by the medical department of the University. Professor 
C. A. Porter was the first to initiate the work on this side of 
the Atlantic. He explored the bogs of Eastern Nova Scotia 
and secured specimens said to be perfect. The first of these 
dressings sent overseas were made up by the Junior Red 
Cross, Guysboro, N.S. The late Mr. Harry James Smith, of 
New York City, spent much time with Professor Porter and 
organised a plant at his own expense at Arichat, Cape 
Breton. The Canadian Red Cross is preparing an immense 
output for use in their own and French hospitals. Vancouver 
Island moss was also brought East by Mr. Smith at his 
own expense, which proved so satisfactory that he went 
last March to Seattle, U.S.A., to organise the industry in the 
North-western States and to look into the situation in 
British Columbia. Mr. Smith met his death in a railway 
accident while journeying West for moss for the Canadian 
Red Cross. The American Red Cross were greatly encouraged 
by his success and formed a department which was placed 
under Dr. J. A. Hartwell, of New York, as technical 
controller. 

Nen Dean of Laval University , Montreal. 

Owing to the death of Dr. E. P. Lacbapelle, who was 
for many years a prominent physician in the Province of 
Qaebec, the medical faculty of Laval University, Montreal, 
has elected a new dean in the person of Dr. L. de L. Harwood. 

Toronto, August 15th. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

Temporary Surgeons: A. D. Wall to Maidstone; H. P. Margetts to 
Enropa, additional; A. S. Green to Highflyer : G. H. Fitzgerald to 
Ayamevmon : and A. C. 0. Craig to Minotaur. 

J. M. Mackenzie, F. M. Allen, S. A. McC. Thompson, J. N. Morris, 
R. Johnston, C. V. Patrick, E. H. Weatberall, A. Gibb, T. S. 8torey, 
and F. M. Billiard to be temporary Surgeon Probationers. 


The rank of the undermentioned is as follows: Temp. Capfc. E. H. 
Roberts, Temp. Capt. J. A. Davidson. 

Temporary Lieutenants to be temporary Captains: J. M. Smith, 
A. L. Vaughan, H. E. White. 

R. H. Bridge, late temporary Captain, is granted the honorary rank 
of Captain. . . „ _ 

Officers relinquishing their commissions Temporary Captains : F. K. 
Higgins and A. D. Crofts (on account of lll-hoalth. and arc granted the 
honorary rank of Lieutenant), A. A. E. Newth, R. H. Hutchinson, H. J. 
Simson. and J. W. Johnstone (on account of ill health contracted on 
active service, and are granted the honorary rank of Captain), W. T. 
Williamson. R. J. Gordon. F. J. McCarthy. J. K. Stewart, W. Scott, 
A. J. M. Crichton. W. F. Evans. W. R. lutt, C. R. Porter, F. McE. 
Sinclair, T. F. Saunders, 8. W. Swindells, M. B. Arnold, H. A. Tread- 
gold, J. N. Ma. Donald, H. S. Gaskell. Temp. Lieut. A. Watson. 

GENERAL RESERVE OF OFFICERS. 

Capt. (acting Major) F. B. Bissell to be acting Lieutenant-Colonel 
whilst in command of a Medical Unit. 

SPECIAL RESERVE OF OFFICERS. 

Lieutenants to be Captains: L. J. Vincent, G. R. Hubbard, J.*A. Keen, 
H. Chadwick, L. Gill. J. G. Allan, H. B. Dodwell. J. F. Campbell, J. H. 
Brown, N. P. R. Galloway, W. W. Brown, A. Y. Milne, H. D. Apergis, 
D J. Mackinnon, B. D. Spackman, F. E. Bendix, H. Taylor, J. Joels, 
C. Reid, C. Wood. H. B. Renton, G. L. Malcolm-Smltb, F. Jones, J. L. 
Rowlands, H. G. Morris-Jones. R. R. Evans 
To be Lieutenants: B. G. Derry; Second Lieut. D. Fergusson (from 
Unattached List. T.F.): J. A. Dawson. A. C. Hill, A. McKenzie. J. A. 
Ross W. Buchan. G. S. Escoffery (from Aberdeen University Contingent, 
O.T.C.); J. W. W. Newsome. B. L. Slater, V. D. Wyborn (from the 
University of London Contingent. O.T.C.); D. W. Sinclair (from 
Edinburgh University Contingent, O.T.C.); D. C. Bowie, A. J. Macartney 
(from Glasgow University Contingent, O.T.C.). 

In The Lancet of Sept. 14th, 1918, p. 374, the last two paragraphs 
under Royal Army Medical Corps should have come under the heading 
Special Reserve of Officers which immediately follows. 

TERRITORIAL FORCE. 

Officers restored to the establishment: Lieut.-Cols. F. Kelly. C. H. 
Howkins, C. T. Green, E. V. Goatling, W. R. Matthews, H. Collinson, 
A. M. McIntosh. E. C. Montgoinery-Smlth; Majors D. F. Todd.F. E. A. 
Webb, A. Bird. C. H. Lindsay, A. E. Kidd, D. Rorie, H. Richardson, 

R. B. Carslow, H. A. Howes, J. Hobbs; Capts. W. A. Valentine, 

S. F. St. J. Steadman, J. L. Joyce, M. Coplans, A. C. McMaster, A. 

Leggat, S. S. Greaves, G. Finch, J. Bveridge, G. W. Shore, H. A. Lucas, 
K. Smeed, L. Courtauld. F. Roberts, A. W. Stott, C. W. Wlrgman, A. J. 
Campbell, H. F. Humphreys* W. B. Keitb, H. M. Calder, C. E. H. 
Milner, G. McConnell, C. fc. W. McDonald, A. B. Pettigrew. A. G. S. 
Logie, W. A. Hooton, J. D. Licklev. A. G. Hebblethwaite, C. D. Rogers, 
W. Tresawna. A. R. Moodie. W. Longley. A. B. Jamieson, T S. P. 
Parkinson, A. C. Alport, G. F. Stones, F. W . C. Brown, P. G. Doyne. 
C. G. Skinner, J. Fenton, J. A. Willett, L. N. Reece, R. Armstrong, 
W. K. Legassick. A. E. Campbell, B. L. Davis, C. A. Raison, W. 
Alexander. A. A. McKenzie, A. G. Reid, D. Cameron, J. Chalmers, A. C. 
Smith, B. McM. Dunlop, A. C. Hepburn. D. Campbell, J. Steele, J. W. 
Anderson. . . , ^ A . 

Lieut. -Col. (Bt. Col.) J. P. Bush to be an Assistant Director of 
Medical Services and remain seconded. 

Major R. A. Farrar Is seconded for duty under the Colonial Office. 
Major A. C. Farquharson, from Sanitary Service, to be Major. 

Lieut. Col. H. H. Tooth and Major G. E. Gask are seconded whilst 
temporary Colonels, Armv Medical Service. 

Capt. (temp. Lieut.-Col.) R. A. Veale reverts to the temporary rank 
of Major, and is restored to the establishment. 

Capt. (acting Major) J. M. Whyte relinquishes his acting rank on 
ceasing to be specially employed. _ 

Capts. R. Armstrong, C. A. Raison, and G. M. Benton to be acting 
Majors whilst specially employed. 

Capt. J. Gutch Is seconded for duty overseas. 

Major G. R. Murray and Capts. J. M. Whyte and H. J. Slade are 
restored to the establishment. 

Capt. (acting Major) C. P. Lapage relinquishes his acting rank, and 
is seconded for duty with a General Hospital. 

Capt. G. L. Travis, from T.F. Reserve, and Lieut. J. W. Munro to be 
Captains. 

Capt. (temp. Lieut.-Col.) W. Lister relinquishes his temporary rank 
on ceasing to command a Field Ambulance. 

Capt. D. J. Scott to be acting LieutenantrColonel whilst commanding 
a Field Ambulance. 

TERRITORIAL FORCE RESERVE. 

Capt. A. C. Young, from R.A.M.C., to be Captain. 


ARMY MEDICAL SERVICE. 

Col. G. G. Adams retires on retired pay. 

Temp. Lieut.-Col. Sir H. J. Stiles (Bt. Lieut. Col., K.A.M.C., T.F.) 
to be temporary Colonel. _ 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. (Bt. Col.) F. Smith and Lieut.-Col. W. C. Croly relinquish 
the temporary rank of Colonel on re-posting. 

To be acting Colonels whilst employed as Assistant Director* of 
Medical Services of Divisions: Major (Bt. Lieut.-Col. > (temp. Lieut.- 
Col.) C. W. Holden, Lieut.-Cols. T. E. Fielding and P. H. Henderson, 
Capt. (acting Lieut.-Col.) W. G. Wright. 

Capt. A. I. Fortescue relinquishes the acting rank of Lieutenant- 
Colonel on re-poating. 

Major A. M. H. Gray. R.A.M.C. (T.F.), to be temporary Lieutenant- 
Colouel whilst specially employed. 

To be acting Lieutenant-Colonels —Whilst In command of a Medical 
Unit : Capt. (acting Major) J. A. Andrews, Temp. Major E. H. 
Marshall. Capt. (acting Major) G. S. Parkinson whilst employed as 
Assistant Director of Medical Services of an Army). 

J. N. Sergeant to be temporary Major whilst employed at the Great 
Ballard Hospital. 

To be acting Majors : Capts. J. B. A. Wfgmore, T. F. P. Breen. Temp. 
Capts. C. Kingston, P. L. Blaber, G. MacK. Miller, E. F. G. Ward, O. D. 
Laing. Whilst specially employed : Temp. Capts. D. Murphy, K. B. 
Dickson, W. H. Clements. 


ROYAL AIR FORCE. 

Dental Branch.-— D. Campbell is granted a temporary commission as 
Second Lieutenant. _ 

INDIAN MEDICAL ^ERVICE. 

The King has approved the grant of temporary or acting rank to the 
following officers:—To be temporary Colonels: Lieut.-Col. K. F. Hugo 
while holding an appointment as Consulting Surgeon of a Force; 
Lieut -Col. H. G Melville while holding an appointment as Consulting 
Physician of a Force; Major and Bt. Lieut.-Col. F. A. F. Barnardo 
while bolding an appointment as A.D.M.S. To be temporary Lieu¬ 
tenant-Colonels while holding appointments as Assistant Dlrectors- 
General, Indian Medical Service : Major R. A. Needham and Major H. 
Ross. To be Acting Major whilst employed as Major with a Casualty 
Clearing Station: Capt. J. G. B. Shand. 

The King has approved of Dental Surgeons, Royal Naval Volunteer 
Reserve, wearing OraDge distinction cloth in conjunction with the 
rows of Gold liwe on the sleeve and shoulder strap. 


Post-Graduate College, West London Hos¬ 
pital.— DuriDg next week clinics will be held each week-day 
at 2 p.m., Wednesday, Friday, and Saturday also at 10 a.m. 
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Cffrresjitfnbme. 

11 Audi alteram partem." 

NASO PHARYNGEAL INFECTION AT THE 
ONSET OF CEREBRO SPINAL FEVER. 

To the Editor of Thb Lancet. 

Sir, — The question of the constancy of the meningococcus 
in the naso-pharyngeal secretion of the patient at the onset 
of cerebro-spinal fever is obviously a matter that will be 
decided in course of time by further bacteriological investi¬ 
gations. Nevertheless, before dealing with the letter of 
Staff-Surgeon P. Fildes in Thb Lancet of Sept. 14th, I will 
summarise the evidence in favour of this view 

It has been pointed out previously 1 that whereas 
v. Lingelsheim in his early investigations during the 
Silesian oatbreak only got 23 per cent, of positive results, 
later by improved technique he got 94 per cent, of positives. 
In their excellent monograph 2 Netter and Debre express 
themselves as follows upon this matter (p. 42) 

“Lastly, the multiple conditions necessary for the culture of the 
meningococcus are sometimes difficult to realise. It results from all 
these circumstances that in such research, as in every biological test 
that is a little delicate, the errors committed are frequent enough. 
But these errors are errors * en moins,' and the positive cases have a 
value very great, whereas a doubt can persist for each negative result.” 

After taking the causes of error into account, however, 
they say (p. 32) 

“II paralt legitime de dire que le miningocoque doit se trouver d’une 
/agon comtante dans le rhinopharynx de m^.ningitvjues pendant les 
premiers jours de leur maladie.” The italics are those of Netter and 
Debr$>. 

The tendency of the coccus to vanish from the naso¬ 
pharynx as the disease progresses has been referred to 
previously. 

At the beginning of the present outbreak, after the various 
serological types of the meningococcus had been defined, 
one of the first steps taken was to investigate this question 
of the Dresence of the meningococcus in the naso-pharynx of 
the patient at the onset of the disease for the special purpose 
of seeing if it was of the same type as was to be found in the 
cerebro spinal fluid. The full result of observations carried 
out at Bt. 'Bartholomew’s Hospital by Professor F. W. 
Andrewes and Dr. R. G. Canti on 25 consecutive cases of 
bacteriologically proved cerebro-spinal fever has been pub¬ 
lished by the latter. 3 In all of them the same type of 
meningococcus was present in the naso-pharyngeal secretion 
as was found in the cerebro-spinal fluid. Quite independently 
of this research, Captain Martin Flack, R.A.M.C. (now 
Lieutenant-Colonel, R.A.F.), paid special attention to the 
same problem when he was in charge of the London District 
Cerebro-spinal Fever Laboratory, with the result that in all 
of 32 cases he found meningococci in the naso-pharyngeal 
secretion, and in 30 of them these were of the same type as 
was obtained from the cerebro-spinal fluid. Both Captain 
Flack and Dr. Canti found it necessary in some cases to 
make several attempts before they succeeded. 

Now, Sir, in view of this very positive evidence afforded 
by the literature, and the confirmation of it obtained by 
independent observers during the present outbreak, I stated 
it as my opinion, in the report to the Medical Research 
Committee in 1917, that this constant presence of the 
meningococcus in the naso-pharynx of the patient at 
the onset indicated that every case was really an instance 
of a carrier developing the disease It never occurred 
to me that this view would be misinterpreted to mean 
that I referred to chronic carriers, and I can accept no 
responsibility for such mistakes. I purposely avoided any 
reference to the duration of such carrying by the patient 
before he developed the disease, because scant informa¬ 
tion was then available on this matter. The fact that, as a 
rule, only a comparatively small number of persons whose 
naso-pharynx becomes t infected with the meningococcus 
themselves develop the disease has, of course, been known 
for years and is no new discovery. Individual susceptibility 
obviously is a most important factor in determining an attack 
of cerebro spinal fever. 

Coming now to the outbreak of cerebro-spinal fever at X, 

I must protest most strongly against the inaccurate and 
unjust interpretation put by Staff-Surgeon Fildes upon the 
remarks in my reply to Major J. Dorgan in your issue of 

August 17th. I should have thought it unnecessary to point 
out that the bacteriological diagnosis of cerebro-spinal fever 
is complete when the meningococcus has been cultivated 
from the cerebro-spinal fluid and identified, but incomplete 
when the coccus is not isolated from the cerebro-spinal fluid 
and examined. Had Staff-Surgeon Fildes grasped the 
particulars of this outbreak given by Major Dorgan he would 
have noticed that in Major Dorgan’s letter it is admitted 
that the meningococcus was not cultivated from the cerebro¬ 
spinal fluid of the patient in a considerable propor¬ 
tion of the cases. It was, of course, to these cases 
only that I referred when I pointed out that the bacterio¬ 
logical diagnosis in such cases was incomplete, and 
especially to those where the fluid was clear or almost 
clear, diplococci scarce in films of the centrifugalised 
deposit, and the patient recovered after a transient illness. 

The naso-pharyngeal evidence — such as it was—was also 
negative. Nevertheless, it is cases of this “mild and 
usually unrecognised ” type that Major Dorgan regards as of 
prime importance in the spread of the disease. I am 
surprised that a bacteriologist of Staff-Surgeon Fildes’ 
experience has not realised the possible source of error from 
skin diplococci in films of the deposit of cerebro-spinal fluid 
in such cases where cocci are scarce and are only found after 
prolonged search. Having been misled by such skin diplo¬ 
cocci myself on making prolonged microscopic investigation 
of films of clear cerebro-spinal fluid from a case of menin- 
gismus, I know the fallacy to be very possible. 

The other point mentioned by Major Dorgan and Staff- 
Surgeon Fildes — namely, the failure of Captains R. R. 

Armstrong and J. A. Glover to grow the meningococcus from 
the naso-pharynx in a proportion of cases of cerebro-spinal 
fever at X and in the London District respectively —does not 
prove anything. It is true that Captains Armstrong and 

Glover have worked in the Central Laboratory, but neither 
they nor I lay the stress upon these negative results that 

Major Dorgan or Staff-Surgeon Fildes does. Officers so busy 
at the practical prevention of cerebro-spinal fever, as they 
were at the time, are far too much occupied in performing 
their military duties and have too little time to spare to 
carry out researches on the naso-pharyngeal secretion of 
cases once the bacteriological diagnosis has been estab¬ 
lished in the usual manner by isolation of t he meningococous 
from the cerebro-spinal fluid. 

I am, Sir, yours faithfully, 

M. H. Gordon, 

Lieutenant-Colonel, R.AUC. 

Central C.-S.F. Laboratory, Sept. 15th, 1918. 

HYPNOSIS IN HYSTERIA. 

To the Editor of The Lancet. 

Sir, — I join with Dr. Thomas Lumsden (The Lancet, 

August 17th, p. 219) in congratulating Major A. F. Hurst 
and Captain J. L. M. Symns on arriving at a rapid method 
of cure in war neuroses. The same feelings may be extended 
to Major William Brown in respect of the treatment of cases 
of shell shock in an advanced neurological centre, but I 
trust that this distinguished psychologist will pardon 
me if I comment on some of his remarks. He says 
that he agrees with Pierre Janet that only hysterical 
patients can be hypnotised — in fact, that, as Charcot 
said many years ago. hypnosis is an artificial hysteria. 

Surely, this claim of Charcot has long been completely 
withdrawn. It is a remarkable fact that although Charcot 
was perhaps the only man of eminence whose professional 
reputation was raised by his dealings with hypnotism, most 
of his work thereon is now seen to have been mistaken - a 
following of a blind alley from which his disciples have 
gradually returned. Charcot’s leading phenomena were of a 
type which has seldom since been obtained. The once 
celebrated three stages of the grand hypnotisme are hardly 
anywhere now to be seen. Not that other hypnotists could 
not obtain the phenomena, but experience convinced them 
that the sequences and symptoms on which Charcot laid 
stress as a proof of the relationship of hypnosis to hysteria 
were merely elaborate products of the long-con tinned and, 
so to say, endemic suggestions of the Salpetriere. One of 
the supporters of the practice of the hospital allowed that 
only a dozen cases of true hypnosis had occurred there in ten 
years, and that a large proportion of the experiments had 
been made upon one subject who had long been an inmate of 
that hospital . 

1 

1 Thb Lawckt, August 17th. 1918, p. 218. 

* L» Metiluglte Cerebroeplnale, Paris. 1911. 

* Journal of Hygiene, January, 1918. 
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Pierre Janet's theory that only hysterical patients can be 
hypnotised rests on the assumption that the presence of the 
secondary self is always a symptom of hysteria. Now this 
generalisation is far too wide. Some oases of secondary 
consciousness correspond with Janet’s description, others, 
however, present conditions which are its exact opposite. 
Thus, while hysteria is a prominent symptom in cases of 
spontaneous secondary consciousness, it is, on the other hand, 
not necessarily connected in any way with its hypnotic forms. 
Thousands of healthy men absolutely devoid of any trace of 
hysteria have been hypnotised, while hysteria itself instead of 
favouring the induction of hypnosis renders it more difficult. 
In April, 1892, Schrenck-Notzing published the result of his 
first International Statistics of Susceptibility to Hypnosis. 
Fifteen observers in different countries published returns 
which showed without reference to sex, age, or health, that 
they had tried to hypnotise 8705 persons, with 519 failures — 
i.e., only 6 per cent, were uninfluenced. Vogt tried 119 
subjects ; none were refractory. Van Eeden and Van 
Reuterghem, from May 5th, 1887, to June 30th, 1893, 
attempted to hypnotise 1089 persons and only failed with 
58, or 5 33 per cent. Li6bault, from 1887 to 1890, tried to 
hypnotise 1756 ; his failures amounted only to a fraction 
over 3 per cent. Bernheim, from 1882 to 1889, attempted to 
hypnotise 10,000 persons and he succeeded in over 80 per 
cent. Wellerstrand’s failures were 3 7 per cent, out of 
3209 he tried to influence. Later on he tried to influence 
6500. The percentage of failures had decreased. Forel 
succeeded with over 95 per cent. Milne Bramwell’s 
experience varied from 100 per cent, in one group to 
78 per cent, in another. Later experience of susceptibility 
is still more evident. Henry S. Munro, of Onuha, Nebraska, 
demonstrated his methods to approximately 5000 American 
physicians on approximately 5000 subjects, these subjects 
being taken at random from the street — absolute strangers. 
The result was that practically every individual who gave 
his consent to cooperation was hypnotised or placed in a 
condition of suggestibility, without a failure in 1 per cent, of 
the cases. I have tried Dr. Munro’s method in a fair 
number of cases and have practically had the same result. 
This seems to prove that about 80 per cent, of all mankind 
can be hypnotised, and as Major Brown says that only the 
hysterical can be hypnotised, he admittedly must believe 
that three-quarters of the globe is hysterical or conclude 
that nearly everyone is not quite right in the head. 

I am. Sir, yours faithfully, 

J. R. O’Brien. 

Captain. li.A.M.C. 

A NASAL DRILL IN THE TREATMENT OF 
ADENOIDS. 

To the Editor of The Lancet. 

Sir,— An adenoid resembles a pig ; for there are more and 
better ways of killing it than by cutting off its head. It 
must be at least 20 years since Arbuthnot Lane taught that 
suitable breathing exercise, religiously performed, would in 
many cases obviate the necessity for operation. About this 
time a Swedish lady — I think her name was Mrs. Conn — 
claimed that her gymnastic system, which included deep 
nasal breathing, would cause the disappearance of adenoids. 
In an article which appeared in your columns on May 1st, 
1909, I pointed out that treatment by thyroid extract 
directed to the relief of nocturnal enuresis not infrequently 
caused the disappearance of adenoids, and called attention 
to the fact that running of the nose was one of the earliest 
symptoms of thyroid feeding which was excessive either in 
dosage or time. 

Now comes Dr. Isabel Ormiston’s interesting article in 
your issue of August 24th explaining Mrs. E. Handcock’s 
sneezing cure ; and, in your issue of Sept. 14th Mr. Walter C. 
Blaker’s supporting letter, in which he records an illustrative 
case : a patient in whom — 

“There was nasal obstruction and adenoid vegetations, no discharge, 
breath offensive, and she complained of a nasty taste in the mouth ; 
appetite poor, and she was anaemic. There was considerable thickening 
over the bridge of the nose, and also behind both ears. She was dull, 
stupid, and apathetic, walked badly, had night terrors, and slept very 
badly. The skin was harsh and dry, and she nad never perspired. Feet, 
hands, and abdomen were always cold.” 

I should be very much surprised to know that this child 
did not, in addition, suffer from nocturnal enuresis ; for a 
more typical example of thyroid insufficiency has never been 
described. And yet all the symptoms disappeared under a 

discipline of artificially evoked sneezing 1 The interesting 
question then arises as to the mechanism by which stimula¬ 
tion of the nasal mucosa, as in Arbuthnot Lane’s exercises 
and Mrs. Handcock’s sneezing, produces a reflex stimulation 
of the thyroid gland. It looks very much as if, not only the 
antiseptic pituita, but the hormonic pituitary were in cause. 

I am, 8ir, yours faithfully. 

Harley-street. W„ Sept. 14th, 1918. LEONARD WILLIAMS. 

TUBERCULOSIS IN DUBLIN. 

To the Editor of The Lancet. 

Sir, — Your readers may remember the salient facts in a 
series of letters on the above subject which appeared in the 
numbers of The Lancet for April 27th and the following 
weeks. It will gratify you and those of your many readers 
who have an interest in the welfare of the Irish capital to 
learn that on and from August 1st last the differences 
between the Tuberculosis Committee of the Corporation of 

Dublin and the Insurance Committee of the county borough 
of Dublin under the National Insurance Act, 1911, have been 
adjusted. In future the cases of insured tubercular patients 
will be dealt with by the medical officers of the Corporation, 
just as non-insured cases are dealt with at present. Thus 
the confusion and expense of the second and unnecessary 
machinery called into existence after March, 1917, are ended 
to the advantage of the sick and to the saving of public 
funds. 

It was not until to-day that I learned from the secretary 
of the Insurance Committee that matters at issue between 
the Corporation and the Committee had been happily settled. 

I asked him why no notice of this important action had been 
communicated to the medical profession. He replied that 
the Approved Societies had been notified of the change, as 
required by the National Insurance Act. At my suggestion 
he will ask his Committee to inform the Dublin hospitals of 
the wise step which has been taken to once more unify the 
machinery for dealing with tuberculosis in this city. 

I am. Sir, yours faithfully, 

John W. Moore, M.D., D.P.H., F.R C.P.l. 

Dublin, Sept. 11th, 1918. 

THE MANAGEMENT OF LUNACY PATIENTS. 

To the Editor of The Lancet. 

Sir,— I am exceedingly gratified that you have kindly 
given so much space to the review of my book, “ A Plea for 
the Insane.” There are, however, some matters that 1 trust 
you will allow me to explain, as I fear from some parts of 
the review a wrong impression will be conveyed to your 
readers of my meaning. 

(1) With reference to approved homes for early oases by 
simple notification , I fear I did not fully explain what I meant 
should be done with regard to such homes. I did 
mention the fact that I desired that an altered voluntary 
boarder’s clause should be applied to private care, and not 
simply confined to licensed houses and registered hospitals. 

I forgot to mention that, personally, I never admit a case 
unless I receive definite proof that the patient wishes to 
come under my care for treatment. The large majority pay 
their own accounts and realise that they can leave whenever 
they like. While many suggestions with regard to notifica¬ 
tion have been made, none have carried with these the 
demand which I make for some official supervision and 
visitation of these notified cases. 

(2) With regard to the severe censure upon me for stating 
the fact that very little medicinal treatment is carried, out in 
our rate-supported asylums, surely this fault has been 
brought prominently before the public by many doctors, 
especially by Sir James Crichton Browne, whom I quoted. It 
is an acknowledged fact that illness is more rife among the 
insane than among the general population, and my accusa¬ 
tion seems proved when I state the fact, taken from the 

Board of Control’s Blue-book, that in the public asylums 
only 4*. 4 d. per patient per annum is spent upon medicines 
and appliances, &c. 

(3) With regard to well-supervised mechanical restraint as 
opposed to medicinal or manual restraint in some cases of 
acute suicidal tendency, I still maintain that it is the most 
humane form of restraint, and I am glad to have my opinion 
backed up by Sir George Savage, whose remarks can be seen 
in the Medical Annual , and also by that most kindly medical 








406 The Lancet,] 


THE WAR. 


[Sept. 21, 1918 




superintendent, Dr. P. M. Deas, who for many years so well and 
so ably presided over Wonford House, Exeter. Nothing, to my 
mind, is worse than to see a suicidal patient struggling with 
two or three nurses or attendants, and I have often been told 
by such patients how much they appreciated the kindly 
supervised mechanical restraint that I had ordered. 

I forgot to mention one case bearing on this subject. A 
lady under my care many years ago could not be kept in bed 
at night. She would get up and stand for hours. At last, 
fearing gangrene of her feet, as she was old and with a very 
feeble circulation, I adopted the simple restraint of a long 
sheet, carefully adjusted, which effectually prevented her 
getting out of bed and all went well. One day a com¬ 
missioner when visiting my institution and noting the entry 
in the book ordered this restraint to be discontinued. I and 
her relatives protested, but to no purpose, and so the order 
was obeyed. In three months the unfortunate patient died 
of gangrene of both feet. I maintain that although whole¬ 
sale restraint is wrong there are many cases in which its use 
is the most humane form of treatment. 

In conclusion, let me say, I welcome criticism, and should 
a new edition be brought out, all that has been criticised by 
my reviewers will be carefully considered. All I have said 
with regard to public asylums has been boldly asserted by 
many well-known and experienced alienists, while my 
remarks regarding registered hospitals are absolutely taken 
from the Board of Control’s Blue-books. 

I am. Sir, yours faithfully, 

Lionel A. Weatherly, M.D. 

Bournemouth, Sept. 7th, 1918. 

THE PREVENTION OF VENEREAL INFECTION. 

To the Editor of The Lancet. 

Sir,—I am gratified to find that so distinguished an 
authority as Sir H. Bryan Donkin agrees with my sugges¬ 
tion that women are entitled to at least equal protection 
from venereal disease as is provided in the case of men. 
The proposition has, indeed, only to be stated clearly and 
fairly for public opinion to realise how monstrous the present 
inequality is. It is not only unjust, but it is largely destruc¬ 
tive of the effort to improve public health, in that it concen¬ 
trates remedial action upon the minor focus of infection and 
neglects the major and infinitely more potent. Up to the 
present the attitude of society towards women of the class 
in question, whether of the professional, semi-professional, 
occasionally professional, or amateur class, has been to treat 
them as criminals, while not daring to adopt the theoretically 
logical and practically absurd position of making prostitution 
a crime. 

In a spirit that savours more of cant than of morality they 
have been denied protection from disease, and their con¬ 
sequent sufferings have been regarded as the merited result 
of their mode of life and as an indirect and providential means 
of punishing the men who consort with them. They have 
accordingly been subjected to incessant harrying, and infinite 
pains have been taken to erect a barbed wire fence round 
them which kept no one in and no one out. The result 
of this attitude is seen in the appalling spectacle of venereal 
disease common alike to civilised and uncivilised com¬ 
munities. 

Surely it is time to try something more consonant with 
the spirit of the New Testament and more agreeable to the 
teaching of science—sympathy, guidance, instruction as to 
the best method of preserving not only her soul from 
contamination but her body from infection, and scientific 
facilities of a nature to diminish both danger to herself and 
to the community. Compulsory regulation and examination 
have utterly failed. Let us try guidance and accessible 
facilities for the avoidance of danger. 

I am, Sir, yours faithfully, 

Sept. 7th, 1918. y, 2 


South mead Infirmary, Bristol—A t the last 
meeting of the Bristol board of guardians it was decided to 
erect a fourth temporary block for the accommodation of 100 
additional military patients—orthopaedic caseB. 

Mi86 M. A. Harvey, matron of Base Hospital 
No. 1, who was formerly matron of the 2nd Southern 
General Hospital, Bristol, before she went to France, is the 
first woman to be mentioned in Portuguese despatches. 
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The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Killed. 

Capt. J. Steel, M.C., R.A.M.C., attached Somerset Light 
Infantry, qualified at Glasgow in 1916, and tbereuDon 
joined up. The award of the M.C. was officially 
announced last Monday. 

Died of Wounds. 

Surg. A. R. MacMullen, D.S.C., R.N., was educated at the 
London Hospital and at Cambridge University, and 
qualified in 1913. The award of the Distinguished 
Service Cross was recorded in The Lancet of 
March 4th, 1916, p. 537. 

Capt. G. R. Cowie, South African Medical Corps, attached 
S.A. Brigade, R.H.A., was educated at Oxford Univer¬ 
sity and qualified in July, 1917, thereupon joining up. 

Lieut. W. M. Heald, R.A.M.C., attached Lancs Fusiliers, 
was educated at St. Bartholomew’s Hospital, London, 
and at Cambridge University, and qualified in the early 
part of this year. After a short period of service as 
house surgeon at St. Bartholomew’s he joined the 
R.A.M.C. 

Died. 

Lieut. T. M, Boyd, R.A.M.C., qualified at Belfast in 1917, and 
joined up two months later. 

Wounded. 

Staff-Surg. W. J. McCracken, D.S.O., M.C., R.N. 

Capt. A. W. Holthusen, R.A.M.C., attd S. Staffs Regiment. 

Capt. T. V. Somerville, M.C., R.A.M.C., attd. Highland L.I. 

Capt. J. R. A. Marin, Canadian A.M.C. 

Surg. J. G. Dobson, R.N. 

Surg. R. K. Shaw, R.N., attached R.N.D. 

Major C. McN. McCormack, M.C., R.A.M.C. 

Capt. J. P.S. Cathcart, Canadian A.M.C. 

Capt. S. E. Holmes, Canadian A.M.C. 

Capt. W. C. Walsh, Canadian A.M.C*. 

Capt. E. V. Beaumont, R.A.M.C., attd. Duke of Wellington's 
Regiment. 

Capt. R. K. H. Gillespie, R.A.M.C. 

Capt. H. J. Shone, R.A.M.C. 

Capt. H. Black, Canadian A.M.C. 

Capt. A. H. Donaldson, R.A.M.C., attached R.H.A. 

Lieut.-Col. D. Ahern, D.S.O., R.A.M.C. 

Capt. C. Cairne, R.A.M.C.,attached R.E. 

Lieut. W. F. Kivlichan, R.A.M.C. 

Capt. J. P. McGreehin, R.A.M.C., attached Royal Fusiliers. 

Capt. R. Ward, M.C., R.A.M.C., attached London Regiment. 

Maj. H. 8. Hollis, R.A.M.C. 

Capt. H. B. Sherlock, M.C., R.A.M.C., attached King’s Own 
Scottish Borderers. 

Lieut.-Col. E. R. Selby, Canadian A.M.C. 

Previously reported Missing , now reported Prisoner in 
German Hands. 

Major N. A. A. Hughes, R.A.M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sous of 

medical men are reported:— 

8econd Lieut, (acting Capt.) C. F. Sandoe, M.C., Duke of 
Cornwall’s Light Infantry, killed in action, second son of 
Dr. J. W. Sandoe, of Broad Clyst, Exeter. 

Lieut. R. H. Sanders, R.E., attached R.A.F., killed whilst 
flying in England, eldest son of Dr. H. Sanders, of 
Hampden Park, Sussex, late of Hampstead, London. 

Second Lieut. M. B. Cassidy, Irish Guards, killed in action, 
youngest son of Dr. J. L. Cassidy, late of Harley-street, 
London. 

Capt. E. 8. Davies and Lieut. E. O. Davies, both North 
Staffs Regiment, and killed in action, sons of the late 
Dr. G. Davies, of Bayswater, London. 




The Honours List. 

A very lengthy list of awards to officers for their gallantry 
and devotion to duty in the field was issued on Monday last, 
and we purpose commencing the publication of the names 
of the medical section next week. 


Foreign Decorations. 

Serbian. 

Order of the White Eagle.— 2nd Class: Lt.-Gen. Sir A. Keogh. G.C.B., 
G.C.V.O., ret. pay. 4th Class: Lt.-Col. C. H. Straton, R.A.M.C. 
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Order of St. Sava.— 3rd Class: Temp. Col. L. S. Dudgeon, C.M.G., 
A.M.S.; Lt.-Col. C. B. Martin, R.A.M.C. 4th Class : Temp. Capt. R. C. 
Brown, R.A.M.C.; Temp. Capt. N. 8. Carmichael, R.A.M.C.; Capt. B. 
Hughes. R.A.M.C. ; Temp. Lt. A. R. Jennings, R.A.M.C.; Temp. Capt. 
T. W. E. Ross, R.A.M.C. ; Temp. Maj. J. W. Strothers, R.A.M.C. 
5th Class ; Temp. Capt. J. T. Carson, R.A.M.C.; Temp. Lt. A. P. Martin, 
R.A.M.C. ; Capt. G. S. Davidson, R.A.M.C., S.R.; Temp. Capt. F. P. 
Wigfield, R.A.M.C. 

Italian. 

Order of St. Maurice and St. Lazarus.— Officer : Col. T. du B. Wbalte, 
C.M.G. Cavalier: Maj. G. W. W. Ware, D.S.O., R.A.M.C. 

Order* of the Croirn of Italy. — Officer : Col. R. W. Wright, C.M.G., 

Italian Bronze Medal “ della Salute Publica.”— Capt. J. J. H. 
Beckton, R.A.M.C. _ 

Pharmacists and Volunteer Service. 

The general rule that men exempted from military service 
must, unless the tribunal orders to the contrary, join the 
Volunteers threatened to have a prejudicial effect on the 
national pharmaceutical service. A pharmacist is expected 
to be in or about his pharmacy at all times, and, as a matter 
of fact, most of them still “live over the shop.” A large 
proportion of the qualified assistants are in the Army, so 
that, as a general rule, there is now only one pharmacist for 
one shop, and it is obviously impossible for a pharmacist to 
conform strictly to his obligations under the National Insur¬ 
ance Acts and at the same time dig trenches and fight sham 
fights. On representations from the Pharmaceutical Society 
the authorities have recognised the difficulties and taken 
steps to remove them by issuing a memorandum on the 
subject, which is taken as an instruction to tribunals, that 
it is generally inappropriate that practising pharmacists 
should be required to undertake the Volunteer obligation. 



JOSEPH KIDD. M.D. King s Coll., Aberi*. 

The death occurred of Dr. Joseph Kidd, at Hastings, on 
August 20th, after a few days’ illness, in his ninety-fifth year. 

Joseph Kidd was born at Limerick in 1824, the seventeenth 
of 18 children. His grandfather was a solicitor in the same 
town, and his father dealt in corn for exportation by ships 
calling at the Port of Limerick. His mother came of a 
Quaker family, a fact which had a certain influence in the 
development of his character. He received a good general 
and classical education at a Quaker school in Limerick, where 
he acquired a love for classical authors that he never lost 
throughout his long life. During his spare hours he often 
gave clerical assistance in his father’s business, which 
proved of use to him in later years. In 1841, when 
17 years of age, he became a pupil of Dr. O’Shaughnessy 
in Limerick. On the opposite side of the road lived 
another doctor, one of whose pupils, Richard Quain, 
afterwards acquired a great reputation as a physician. 
In 1842 he became assistant to Dr. Walter in Dublin, with 
whom he obtained experience in surgery, dispensary, and 
visiting practice, the value of which he always gratefully 
acknowledged. During his two free hours in the day he 
attended the course of lectures necessary for the diploma 
M.R.C.S. Engand, and among all the lectures which he heard 
Corrigan’s impressed him most. He never ceased to regret 
that his duties at the surgery prevented him from attending 
Stokes’s lectures. For six months he studied midwifery at 
the Rotunda Hospital in Dublin, where he was a witness of 
the wonderful reduction in mortality which followed the 
bold action of the then Master, who secured free venti¬ 
lation of the wards by the simple process of cutting 
off the tops of the sash windows so that an open 
space of 2 feet was left above each window. Dr. 
Walter had been attracted by the principles of homoeopathy, 
and his interest in the subject was shared by his pupil. 
Accordingly, when a vacancy for the post of house surgeon 
at? the new Homoeopathic Hospital in Hanover-square was 
advertised in the Times Kidd set off at once to London to 
make a personal application for the post, though he was not 
yet qualified to practise. On his arrival in London he found 
that 16 qualified men had already applied for the appoint¬ 
ment, which was to be filled up in a month’s time. He 
applied to the College of Surgeons to be admitted to the next 
examination for the diploma M.R.C.S., which was to take 
place in three weeks’ time, but he was told that only 


20 candidates could enter at one time and the list was full. 
Nothing daunted, he presented himself at the College on the 
day of examination, and finding a student whose courage had 
failed him at the eleventh hour he took his place, passed 
the examination, and shortly afterwards was elected house 
surgeon to the hospital. At the new Homoeopathic Hospital 
he worked under Dr. Curie, father of Professor Curie, whose 
name with that of his wife is for ever commemorated in 
the discovery of radium. Thus he was introduced into 
practice on homoeopathic lines. In 1847 during the Irish 
famine he was sent over to Bantry Bay by the Homoeopathic 
Hospital to try the effect of the new treatment on the fevers 
which were devastating the country. An account of his 
experiences was published in a small volume entitled, 
“Narrative of a Mission to Ireland during the Famine and 
Pestilence of 1847.” 

On his return to England he commenced practice in the 
City of London, where he met with speedy success. At first 
his practice lay mainly among City men and their families, 
who in those days lived in or near the City. But in a 
few years he attracted patients of all classes from all parts 
of England and he divided his time between the City and 
the West-End, in both of which he had consulting-rooms. 
In 1853 he graduated M.D. of King’s College, Aberdeen. 
Though he commenced his professional life as an avowed 
homoeopathist, his outlook on medicine was always wider 
than this term would imply, and he never hesitated to adopt 
any form of treatment that seemed to promise relief. Indeed, 
it may be said that as he grew older the influence that 
homoeopathy exerted on his practice gradually diminished, 
and in later years he disclaimed the title of homoeopathist. 
Yet at the same time he always held fast to the opinion that 
there is a truth contained in the doctrine of homoeopathy 
which at times supplies a clue to the treatment of obscure 
cases. But his success in practice and the extraordinary 
influence he exerted on his patients, both high and low, 
were entirely due to his personal qualities. In person he 
was tall and handsome, and his manner was unaffected 
and sympathetic. Sanguine and optimistic to a degree, 
he inspired his patients with his own confidence in his 
treatment. He was deeply religious, and his faith in 
spiritual things found its counterpart in his profound faith 
in drugs and other forms of treatment. From an early 
period he adopted the practice of prescribing only one drug 
at a time so as to be better able to study the action of indi¬ 
vidual remedies. A large part of his success must be attri¬ 
buted to his careful survey of small details. This habit 
undoubtedly helped to create the confidence reposed in him 
by his patients. His fertility of resource was extraordinary 
and at times was almost embarrassing. He had an accurate 
knowledge of human nature, which lay at the root 
of his skilful management of men and women. He 
trusted little to written notes, but he seldom forgot a 
name or an important fact. For many years he made a large 
income but no one cared less for money, and he gave freely 
to those that needed help, as many a poor patient has 
gratefully testified. 

Though his reputation as a homoeopathist cut him off from 
association with the consulting physicians of the day, except 
in the celebrated case of Lord Beaconsfield, he had frequent 
consultations with some of the leading surgeons of his time. 
Among these may be mentioned Sir James Paget, Sir Henry 
Thompson, Sir Spencer Wells, Lawson Tait, Lister, and in 
later years Sir Frederick Treves and Sir Rickman Godlee. 

He retained his mental and bodily powers far beyond 
the ordinary limits of age, and he only retired from 
practice when he had reached his ninetieth year. He was 
twice married, first to Sophia, daughter of George Mackern, 
of Limerick, by whom he had eight children, and secondly 
to Frances, daughter of Robert Rouse, of Balham, by whom 
he had seven children. Four sons, Percy, Walter, Leonard, 
and Frank, and one daughter, Mary, have followed their 
father’s profession. 


King’s College Hospital Medical School 
(University of London).— The following awards have been 
madeBurney Yeo Scholarship : A. D. Porter. Pembroke 
College, Cambridge ; H. L. Ravner, Balliol College, Oxford. 
Senior Scholarship, Tanner Prize, and Todd Prize and 
Medal: L. M. Moody. Class Prizes: Surgery and Psycho¬ 
logical Medicine, A. N. M. Davidson ; Obstetric Medicine, 
H. Kamal ; Forensic Medicine, H. N. W. Collins; Hygiene 
and Diseases of Children, E. A. Crichlow. 
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URBAN VITAL STATISTICS. 

(Week ended Sept. 14th, 1918.) 

English and Welsh Towns .—In the 9S English and Welsh towns, 
with an aggregate civil population estimated at 16.500.CXX) persons, the 
annual rate of mortality was 11*3, against 11*2 and 11-9 per 1000 in the 
two preceding weeks. In London, with a population slightly exceed¬ 
ing 4,000,000 persona, the death-rate was 10 - 5, or 0 9 per 1000 below 
that recorded in the previous week: among the remaining towns the 
rates ranged from 2‘0 in Swindon, 3 3 in Barrow-in Furness, and 3 8 in 
Gloucester, to 17 8 in Lincoln, 17*9 in Grimsby, and 18*0 in Dudley. The 
principal epidemic diseases caused 432 deaths, which corresponded to an 
annual rate of 1*4 per 1000, and Included 346 from infantile diarrhoea, 27 
from whooping-cough, 24 from diphtheria, i 9 from measles, 10 from scarlet 
fever, and 6 from enteric fever. The deaths from diarrhoea, which had 
been 305, 435, and 431 in the three preceding weeks, further declined 
to 346, but were 84 in excess of the number registered in the 
corresponding week of last year; 71 deaths belonged to London, 32 
to Liverpool, 20 to Birmingham, 17 to West Ham, and 14 each to Leeds 
and Sheffield. The 778 cases ot scarlet fever and 953 of diphtheria 
under treatment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital were 30 and 78 above the respective numbers 
remaining at the end of the previous week. Of the total deaths in 
the 96 towns 115 resulted from violence. The causes of 34 deaths were 
uncertified, and included 4 in Birmingham, and 3.each in Nottingham, 
Liverpool. Preston, and Hull. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2.500,000 persons, the annual rate of 
mortality was 10*6. against 9 4 and 10*9 per 1000 in the two preceding 
weeks. The 235 deaths in Glasgow corresponded to an annual rate 
of 110 per 1000, and included 24 from infantile diarrhoea, 6 from 
whooping cough, 4 from diphtheria, and 1 each from measles and 
scarlet fever. The 69 deaths in Edinburgh were equal to a rate of 
10'8 per 1000, and included 3 from infantile diarrhoea and 1 each from 
measles and diphtheria 

Irish Towns.— The, 146 deaths in Dublin corresponded to an annual 
rate of 19T, or l - 8 per 1000 above that recorded in the previous week, 
and Included 24 from infantile diarrhoea and 4 from whooping-cough. 
The 109 deaths Id Belfast were equal to a rate of 14'5 per 1000, and 
included 9 from Infantile diarrhoea. 


VITAL STATISTICS OF LONDON DURING AUGUST, 1918. 

In the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in the City of London 
and in each of the metropolitan boroughs. With regard to the 
notified cases of infectious disease it appears that the number of 
persons reported to be suffering from one or other of the ten 
diseases specified in the table was equal to an annual rate of 
3*2 per 1000 of the population, estimated at 4,026,901 persons; in 
the three preceding months the rates had been 4*1, 4 - 5, and 3 - 5 per 
1000. The lowest rates in August were recorded in Paddington, 
Hammersmith, the City of Westminster, Hampstead, Holborn, 
Wandsworth, and Lewisham; and the highest rates in Finsbury, 
Bethnal Green, Stepney, Southwark, and Bermondsey. The 


prevalence of scarlet fever was slightly less than in the pre¬ 
ceding month : this disease was proportionally most prevalent 
in Finsbury, Bethnal Green, 8tepney, Southwark, Bermondsey, 
and Battersea. The Metropolitan Asylums Hospitals contained 
690 scarlet fever pstients at the end of the month, against 786, 846, 
and 753 at the end of the three preceding months; the weekly 
admissions averaged 101, against 129, 127, and 105 in the three pre¬ 
ceding months. Diphtheria was considerably less prevalent than in 
any recent month ; the greatest proportional prevalence of this disease 
was recorded in Finsbury, Bethnal Green, Stepney, Southwark, 
Bermondsey, and Deptford. The number of diphtheria patients under 
treatment in the Metropolitan Asylums Hospitals, which had b^fen 1358. 
1232,1179, and 918 at the end of the four preceding months, numbered 
886 at the end of August; the weekly admissions averaged 107, against 
143, 202, 165, nnd 122 in the four preceding months. The prevalence of 
enteric fever was about equal to that in the preceding month ; of the 29 
cases notified in August 6 belonged to Wandsworth. 3 to Hammersmith, 
3 to Woolwich, 2 to Poplar, 2 to Southwark, and 2 to Greenwich. There 
were 32 cases of enteric fever under treatment in the Metropolitan 
Asylums Hospitals at the end of the month, against 32, 40, and 23 at the 
end of the three preceding months ; the weekly admissions averaged 6. 
against 5. 6, and 4 in the three preceding months. Erysipelas was pro¬ 
portionally moat prevalent in the City of London, Shoreditch, Bethnal 
Green, Stepney, and Southwark. The 8 cases of puerperal fever notified 
during the month included 3 in the City of Westminster, 2 in Chelsea, 
and 2 in Poplar. Of the 10 cases of cerebro-spinal meningitis 2 belonged 
to Hackney and 2 to Wandswort h : while of the 4 cases of poliomyelitis 

2 belonged to Stepney. 

The mortality statistics in the table relate to the deaths of persona 
actually belonging to the several boroughs, the deaths occurring in 
institutions having been distributed among the boroughs in which 
the deceased persons had previously resided. During the four weeks 
ended August 31st the deaths of 3118 London residents were registered, 
equal to an annual rate of 101 per 1000; in the three preceding 
months the rates had been 13'7, 11 8, and 14 8 per 1000. The death 
rates ranged in August from 5 7 in the City of London, 7*3 in Wool¬ 
wich, 7 8 in Lewisham, 8 1 in St. Marylebone, 8 4 in Hampstead, 
and 8 6 in Deptford, to 1T2 in Battersea, 1P4 in Holborn, 11*6 In 
Southwark, 119 in Hackney, 124 in Shoreditch, and 12*5 in 
Finsbury. The 3118 deaths from all causes included 244 which 
were referred !o the principal infectious diseases ; of these, 39 
resulted from measles, 3 from scarlet fever, 27 from diphtheria, 
29 from w'booplng-cougb. 7 from enteric fever, and 139 from diarrhoea 
and enteritis among children under 2 years of age. No death from 
any of these diseases was recorded during the month in St. Marylebone. 
Among the metropolitan boroughs the lowest death-rates from these 
diseases were recorded in Hammersmith, the City of Westminster. 
Hampstead, Bermoudsey.Camberwell, Lewisham, and Woolwlcb;and the 
highest in Fulham, St. Pancras, Stoke Newington, Finsbury, and Bethnal 
Green. The 39 deaths from measles were 24 below the average number 
in the corresponding period of the five preceding years, and included 
S in St. Pancras. 5 in Paddington, 4 in Lvmbeth, 3 in 8tepney, and 3 in 
Wandsworth. The 3 fatal cases of scarlet fever showed a decline of 11 
from the average. The 27 deaths from diphtheria were 1 less than the 
average; of these, 4 belonged to Finsbury, 3 to Islington. 3 to Stepney, and 

3 to Southwark. The mortality from whooping-cough was lower than 
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in any preceding month since January, 1917, the deaths numbering 
29, agAinst an average of 42; 3 deaths belonged to each of 
the boroughs of Paddington, Fulham, Battersea, and Wandsworth. 
The 7 fatal cases of enteric fever were 3 less than the average number ; 
of these, 2 belonged to Deptford. The 139 deaths from diarrhoea and 
enteritis among children under 2 years of age were about one-third 
of the average ; of these deaths, 14 belonged to Fulham, 14 to Hackney, 
14 to Lambeth, and 12 to Wandsworth. In conclusion, it may be 
stated that the aggregate mortality in London in August from these 
principal infectious diseases was 57 per cent, below the average. 




The distribution of prizes at Charing Cross 
Hospital Medical School (University of London) will take 
place in the out-patients’ hall of the hospital on Tuesday, 
Oct. 1st, at 3 p.m., by Mrs. George Verity. The chair will be 
taken by Mr. George Verity, chairman of the hospital. 

The Scottish Universities Parliamentary 
Association.— Medical practitioners who are graduates of 
Scottish universities will be interested to learn of the 
formation of this Association with the following as executive 
officers:—Chairman: Professor Sir Thomas Oliver, M.D., 
D.8c. Honorary Secretaries : Professor W. J. R. Simpson 
C.M.G., M.D., and Miss Ellen B. Orr, M.B., Ch.B. The 
Association has come into existence in consequeuce of the 
reconstitution of university representation in the House of 
Commons, and in view of the probability of a General 
Election, and the offices are for the present situated at 
37, Russell-square, W.C. 1, where communications to the 
honorary secretaries should be sent. 


BOOKS, ETC., RECEIVED. 

Butthrworth and Co., London and Calcutta. 

Sir Wm. Ramsay as a Scientist and Man. By Tarini Gharan 
Chaudhurl. With Introduction by Pauchanan Neogi, Ph.D. Ra. 1.8* 
Hoddeb and Stoughton, London. 

For Dauntless France. By Laurence Binyon. With Preface by H. E. 
Paul Cambon. 10s. 6 d. 

Kimpton, Henry, London. 

The Wassermann Test. By O. F. Craig, M.D. Yale. 15s. 

King, P. S., London. 

Archives of Neurology and Psychiatry from the Pathological Labora¬ 
tory of the London County Mental Hospitals. Edited by F. W. 
Mott. F.R.S., Brev. Lt.-Ool., R.A. M O. (T.). 10a. 6<i. 

Lt wis, H. K., London. 

Clinical Case-Taking. By R. D. Keith, M.D. 3a. 6d. 

Oxford Press Warehouse, London. 

Vaccines and Sera In Military and Civilian Practice. By A. G. Shera 
(Hon. Capt., H.A.M.C.). Introduction by Sir Clifford Allbutt, 

M.l)., F.R.S. 7«.6d. 

Saunders (W. B.) Company. London anri Philadelphia. 

Clinical Diagnosis. A Manual of Laboratory Methods. By J. Campbell 
Todd, M.D. 4r.h ed.. revised and reset. 14s. 

Diseases of the Male Urethra. By I. S. Koll, M.D. 14a. 


Uaranms. 


For further information refer to the adrertiiement columns. 
Aberdeen Royal Asylum.— Med. Supt. £1000. 

Ashton-under-Lyn* District Infirmary, Lancashire.— U S. £2C0. 
Barnsley , Beckett Hospital.— Two H.S. 

Bedford County Hospital.—Ren. M.O. £150. 

Bethnal Green Infant Welfare Centres , Green-street , E.— Female Doctor. 
£1 la. a session. 

Birmiinfhain City Sanatorium and Anti Tubei'culosis Centre.— Sen. 

Asst. M.O. £4C0. 

Birmingham and Midland Hospital for Skin and l rinanj Diseases, John 

Bright-etreet.— Medical man. 26 guineas. Also Anesthetist. £20. 
Bristol Koval Infirmary.— H.P. and H.S. £120. 

Bury St. Edmunds.— Radiographer. 

Central London Ophthalmic Hospital, Judd-street , W.c.— H.S. £50. 
Chesterfield and North Derbyshire Royal Hospital.— Jun. H.S. £150. 
Derby, Derbyshire Royal Infirmary.— H.S. £200. 

Dorset County Council.— Female A^st. M.O. £350. 

Hospital of St. John and St. Elizabeth. N. H'.— Res. M.O. £250. 

Isle of Man Mem tat Hospital —Asst. M.O. £lbO. 

Iced* City Public Health Department.- Female Med. Asst. £400. 
Leicester Corporation Isolation Hospital, Grobv-road.— Asst. Res. M.O. 
£300. 

Lindsey, Lincolnshire.— Asst. M.O. £400. 

Margate , Royal Sea Bathing Hospital for Surgical Tuberculosis.— 

Surge* n. £200. 

Much Wenlock, Salop, King Eduard VII. Afemorial Sanatorium.— 
Temp Asst. Med. Supt. £300. 

National Hospital for Paralysed and Ejyilcptic, W.C.— Kegisf rar. £100. 
Netley, Welsh Hospital —Pathologist. A'so Two M.O’s. £400. 
Plymouth, South Devon and East Cornwall Hospital— M. O. for Venereal 
Diseases Department. £500. 

Rotherham Hospital.— Jun. H.S. £150. 

Sheffield Royal Infirmary.— Res. 8.O. £200. 

Southampton County Borough Isolation Hospital.— Res. M.O. £400. 

The Chief Inspector of Factories, Home Office. S.W., gives notice of 
a vacancy fora Certifying Surgeon under the Factory and Workshop 
Acts at Dumbarton and Dingle. 


JJirtJs, Starriagts, anb ftatjjs. 


BIRTHS. 

Greenfield.— On Sept. 15th, at 142, Cion more-street, S.W.,the wife 
of CaDtaln J. G. Greenfield, R.A.M C., of a daughter. 

Jacob.- On Sept. 16th, at South Hill Park, Hampstead. N.W., to 
Margaret, the wife of Captain L. G. Jacob, R.A.M.C., of a son 
Long.— On Sept. 16th, at Sandhills, Fleet, Hants, the wife of Major 

H. W. Long, R.A.M.C., of a daughter. 


MARRIAGES. 

Dyke—Smith.—O n Sept. 9th, at All Saint's Church, Llanelly, 
Caermarthenshire. Sidney Campbell Dyke, Captain, R.A.M.C., 
M B., B.Ch. Oxon., to Janet Maiy, younger daughter of Mr. and 
Mrs. W. Dickson Smith, Yr Hen Dy, Llanelly. 

Lake—Stormont.—O n Sept. 12th, at St. Mary’s, Bryanston-square. 
Richard Lake, F.R.C.S., to Ellen, widow of Arthur Stormont and 
second daughter of Mr. and Mrs. Sspsworth, of Steyning. 

McCloy—Kyle.— On August 31st, at Powerscourt Church, Captain John 
Moorcroft McCloy, R.A.M.C., to Kathleen Theodora, daughter of 
R. A. Kyle, Belfast. 

Robertson—Davies.— On Sept. 10th, at the Parish Church, Stroud. 
Major H. Playfair Robertson, K.A.M.C.(T.F.), to Doris Primrose, 
younger daughter of Mr. and Mrs. A. B. Davies, Dirleton House, 
Stroud. 

Roper—Statham.— On August 19th, at the British Consulate-General, 
Alexandria, Richard Roper, Captain. R.A.M.C., to Gladys, widow 
of the late Allred Foster Statham and daughter of George Walker 
and Mrs. Walker, of Cairo. 

Sells—Davies.— On Sept. 11th, at St. John’s Church, Southend, 
Roland Sells, Surgeon, R.N.. to Frances Elizabeth, eldest daughter 
of Mr. and Mrs. T. Davies, Priory-street, Carmarthen. 


DEATHS. 

Collins.— On Sept. 12th, very suddenly, at 8t. Lawrence, Isle of 
Wight, Henry Beale Collins, Surgeog, R.N. (retired). Medical 
Officer for Kingston-upon-Thames, aged 66. 

Cowie.—O n Sept. 3rd, at a Casualty Clearing Station, of wounds, 
Graham Robertson Cowie, Captain, S.A.M.C., S. Africin Brigade, 
R.G.A., aged 27. 

Davis.— On Sept. 12th. at his residence. Tower-street, West Hartlepool, 

E. H. Davis, M R.C.S., J.P.. aged67. 

Hamilton.— On Sept. 16th, suddenly, at Heathfleld, Heswall, Robert 
J.' Hamilton, F.R.C.8. Bdln. 

Heald.— On 8ept. 8th, In hospital abroad, of wounds. Lieutenant 
W. M. Heald, K.A.M.C., attached Lancashire Fusiliers. 

Musson. —On Sept. 10th. at King-street, Clitheroe, Lancashire, Alfred 
William Musson, M.B., B.C. Cantab., aged 53. 

N.B.—A fee of 5s. is charged Jor the insertion of Notices oj Births. 

Marriages, and Deaths. 


EDITORIAL NOTICE. 

In consequence of the pressure on our space and the shortage 
of paper, the Editor may be compelled to abbreviate communica¬ 
tions , as an alternative to their rejection , when time does not 
allow them to be reconsidered by their authors. 

Communications, Letters, Ac., to the Editor have 
been received from— 


K— Dr. K. Aiuii, Rome. 

B. —Board ot Agriculture snd 
Fisheries, Lond. Mr. V. Bonney, 
Lond.; Capt. D. D. Brown, 
R.A.M.C.(T.); Board of Trade, 
Lond.; Mr. J. Burns Edinburgh; 
Mr. O. H. Bubb, Lond. 

C. —Charing Cross Hospital Medical 
School, Lond ; Dr. 8. Coupland, 
Lond.; Canada, Lond., Editor of; 
Capt. J. C. Clayton, R.A.M.C.; 
Dr. S. D. Cllpplngdale. Lond.; 
Sir Anderson Critchett, Bart., 

O.V.O., Lond.; Mr. J. Cabburn, 
Lond. 

D. —Mr. C. Dodgson, Lond.; Dr. 
T. V. Dickinson, Lond.; Dr. J. 0. 
Drummond, Lond. 

E . —The Ex-Service Man , Lond., 
Editor of; Capt. R. O. Elmslie, 
R.A.M.C.; Dr. J. W. F%re, 
Lond. 

F. —Factories, Chief Inspector of, 
Lond. 

G. —Mr. H. Grimsdale, Lond.; 
Lieut.-Col.M. H. Gordon, C.M.G., 
R.A.M.C.; Capt. R. L. Gamlen, 

H. —Major A. F. Hurst, R.A.M.C.; 
Dr. T. B. Hill. Durban; Col. W. 
Hunter, O.B., A.M.S. 

I. —Incorporated Society of Trained 
Masseuses, Lond. 

J. —Dr. W. F. Jackson, Manchester; 
Journal of the American Medical 
Association, Chicago; Major 
A. J. Jex-Blake, R.A.M.C.(T ) 

K. -Mr. O. H. Kahn. New York; 
Dr. P. Kidd, Lond. 

L. —Local Government Board and 


Scottish Office, Lond.; Sir W. 
Arbuthnot Lane, Bart., C.B.; 
Messrs. Lea and Febiger, Phil¬ 
adelphia; Prof. J. A. Lindsay, 
Belfast; Dr. E. M. Little. Lond. 

M. — Capt. S. A. Moore, N Z.M.O.; 
Mr. H. A. Mess, Lond.; Sir John 
W. Moore. Dublin ; Ministry of 
Food, Lond.; Dr. Doris L. Mac 
kinnon, Lond.; Mr. W. A. Maggs, 
Lond. 

N. —National Association of Trained 
Masseuses and Masseurs, Ltd , 
Manchester. 

O. —Overseas Military Forces of 
Canada, Lond., Director-General, 
Medical Services. 

P. -Major J. Phillips, R.A.M.O.; 
Mrs. M. Proctor, Ballater ; Dr. B. 
Pritchard, Lona. 

R. —Mr. S. C. Banner, Lond.; 
Royal Sanitary Institute, Lond.; 
Miss L. Ricci, Lond.; Mr. A. 
Rutherford, Lond.; Major J. C. A. 
Rigby, S.A.M.C. 

8.—Scottish Universities Parlia¬ 
mentary Association, Lond., Sec. 
of; Capt. J. S. K. Smith, 
R.A.M.C.; Soottish Association 
of Insurance Committees, Mother- 
well, Sec. of; Dr. Agnes Savill. 
T.—Er. J. B. Tuke, Polton. 

W.—Dr. L. A. Weatherly, Bourne¬ 
mouth; Mr. S. G. Watson, 
Southampton ; Mr. R. C. Wing¬ 
field, Lond.; Capt. P. Wood, 
R.A.M.C.; Mr. A. Winterbottom. 
Lond.; Mr. C. H. Whiteford, 
Plymouth. 

Y.-Capt. B. M.Young, R.A.M.C.(T.) 


Offices : 423, Strand, London, W.C. 2. 
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Stotts, Sjjort Comments, anb Jnsfoers 
to Corresponbents. 

“ TOY ” KINEMATOGRAPHS. 

An inquest was held recently at Islington upon the body 
of an elderly woman who bad been burnt to death in a fire 
caused by the ignition of a kinematograph film in the house 
in which Bhe lived. A fellow-lodger had bought a lantern 
and films for domestic exhibition, but the precise way in 
which the accident occurred does not appear to have been 
known. The jury, however, found a verdict of accidental 
death, exonerating from blame the owner of the machine, 
and added a recommendation that the sale of “ toy ” kinema 
lanterns and films should be prohibited, a suggestion which 
the coroner endorsed and with which every sensible person 
should be in agreement. Celluloid films in professional 
hands and exhibited with due observance of all the pre¬ 
cautions prescribed by the law are safe, and the absence 
of accidents in “picture-palaces” during the past few years 
is fairly conclusive that the precautions referred to are 
loyally carried out. Films in the hands of an amateur are quite 
another matter, and “ toys ” sold to grown-up persons with 
a view to their amusing the children pass by an easy 
transition into the children’s hands for self-amusement. 
For this purpose films are no better fitted than unexploded 
bombs, not merely because they are made of celluloid, but 
because, owing to their shape and material, if once 
unrolled thev are apt to coif themselves in unexpected 
directions, so that they may come in contact with fire 
when least expected to do so. With children acci¬ 
dental fires are likely to arise from their being given 
old strips of film pictures to play with, no less than from 
their being permitted to give exhibitions with the lantern on 
their own account. No doubt most parents would have too 
much sense to allow the films in any circumstances out of 
their own hands, but at the same time we do not forget the 
casual manner in which some fathers and mothers allow 
their offspring to handle pistols or to dress up in cotton-wool 
for festivities conducted round the pyramid of lighted 
candles represented by a Christmas tree. 

A MEDIAEVAL MEDICAL AUTHOR. 

‘‘John of Burgundy,’’ surnamed “A la Barbe,” was a 
professor of medicine and a practitioner at Lk*ge, and also 
the author of some medical works. Two treatises by him 
written in the later part of the fourteenth century are 
mentioned. The first upon the plague and the second, in 
point of time of composition, upon the Corruption of the 
Air as Cause of the Plague. The French originals are, 
apparently, lost, but a learned Jew, Benjamin C. Isaac of 
Carcassone, rendered the last treatise in Hebrew, and a copy 
of his work may be perused in Manuscript Bibliotheque 
Nationale, Paris, fonds Hebreu, No. 1191. 

The other book may have been one in the library of 
Charles V. entitled, “ Le Traite que les Maistres de 
Medicare les Astronomies de Paris firent de la Pestelence, 
que fisique appelle Epydimme en PAn de N.8. 1368.” The 
work translated by Benjamin was dated 1363 and translated 
about A.D. 1370. In it John of Burgundy speaks of his 
earlier book, which he says he wrote after the ravages of 
the plague. 


CERTIFIED OCCUPATIONS. 


A NEW list of certified occupations (R. 136, revised, to be 
obtained from H.M. Stationery Office, price Id.) has just 
been issued, and comes into operation on Sept. 26th. It 
supersedes all previous lists; and while it does not touch 
medical men in their professional capacity — for their cases 
are dealt with by the Central Medical War Committee— 
there are reservations with regard to hospitals and institu¬ 
tions which it may be useful to set out. Subject to the 
obtaining of an individual certificate of exemption, men 
engaged or employed as under will not be called up for 
service with the colours, provided they were before Jan. 1st, 
1918, and have since been so engaged or employed : — 


1. Hospitals, infirmaries, and similar public institutions 
for the treatment of the sick: 

Man certified if born in or 
before the year “tated. 
Grade I. Grade II. 

(а) Steward . 1878 . 1383 

(б) Pharmacist, dispenser, male nurse, theatre 
attendant, mortuary attendant, out-patient 

porter . 1880 . 1885 

(c) All other classes of employees. 1875 . 1880 

Grade III. men must have been born in or before the year 1893 to 
obtain exemption. 


2. Institutions for lunatics and institutions and houses for 
mental defectives under the Mental Deficiency Act, 1913: 

Man employed in or about, to be treated as if In a certified occu¬ 
pation if recommended by the Board of Control; but the Board will 
not, without the concurrence of the Ministry of National Service, issue 
a certificate of recommendation (a) to any attendant in Grade I. who 
was born after 1883, or in Grade II. who was born after 1888 ; or ( b ) to 
any other employee in Grade I. who was born after 1878, or in Grade II. 
who was bom alter 1888. 


THE PHYSICIAN’S TECHNIQUE. 

Modern developments in diagnosis and treatment make 
a much greater demand on the physician in regard to the 
use of instruments, especially of the syringe and needle 
type, than was the case, even ten years ago. Their 
successful and expeditious use demands ingenuity and 
practice, and, above all, an orderly mind. Dr. H. 
Willoughby Gardner, senior physician to the Royal Salop 
Infirmary, has performed a useful service in tabulating in a 
small volume (Instruments and Apparatus required for the 
Investigation and Treatment of Medical Cases. Second 
edition. Shrewsbury: Wilding and Son, Ltd. 30 pp., 
interleaved. Price 1*.) the proceedings in such “ medical ” 
operations a9 aspirating the cheat, investigating a fever of 
unknown (which should perhaps read uncertain ”) origin, 
and administering a vaccine. t The directions were drawn 
up for the use of nurses in the Royal Salop Infirmary, and 
the call for a second edition shows that they have been 
found useful by a wider circle, including, we believe, 
medical students and practitioners. We think that the 
usefulness of the brochure might be further increased by 
the introduction of a few simple diagrams, and a third 
edition would give the author the opportunity of correcting 
some blemishes in the way of misspelt words (guiac, 
opthalmoscope) and of a certain indecision in terminations 
(morphia, strychnin, and hvosc ine; all occur ou the same 
page). 

MEDICAL INVENTIONS: DR. GATLING AND THE 
GATLING GUN. 

To the Editor o/The Lancet. 


THE METROPOLITAN WATER-SUPPLY DURING 
APRIL, MAY, AND JUNE, 1918. 

Rain fell in April to the extent of 3 47 in., this being 1-78 
of an inch above the average mean rainfall for that month 
during the previous 35 years. The effect of this increased 
fall on‘.the raw river waters (Thames, Lee, and New River) 
according to chemical examination was a deterioration in 
quality as judged by the albuminoid nitrogen, permanganate, 
turbidity, and colour tests, and the bacteriological results 
showed a worse condition. There was a falling off in quality 
also, with some exceptions, in the filtered waters. Com¬ 
pared with last year, howevir, the filtered waters 
generally showed better results on chemical examination 
and not unsatisfactory results on bacteriological examination. 
In May the mean rainfall was 1*98 in., which is the 
average mean rainfall for that month during the previous 
35 years. Compared with 1917, both the raw and filtered 
waters gave better results according to chemical examina¬ 
tion, and a similar improvement was shown on bacterio¬ 
logical examination. June was a relatively dry month, the 
mean rainfall being 1 in., which is 1*23 of an inch below 
the average mean rainfall for that month during the pre¬ 
vious 35 years. The chemical quality of both raw and 
filtered waters showed a general improvement and, com¬ 
pared with 1917, both chemical and bacteriological examina¬ 
tion of the raw waters gave better results, and the filtered 
waters were satisfactorily free from B. coli. The work of 
control is obviously carried out with that vigilance which in 
the interests of the public health is demanded. 


Sir,—A n American medical and military centenarv 
occurred last week, which ou account of the prowess of the 
United States Army in the battlefield seems worthv of 
notice. 

On Sept. 12th, 1818, Dr. Richard Jordan Gatling was born 
in North Carolina. After spending some years in the prac¬ 
tice of medicine, paying especial attention to small-pox, Dr. 
Gatling turned his fertile brain to the subject of armaments, 
and in 1861 invented the famous guo which bears his name, 
a gun which first came into use during the American Civil 
War, and has since been used all over the world. 

I am, Sir, yours faithfully, 

S. D. Clippingdale. 

Holland Park Avenue, W., Sept. 15tli, 1918. 

PS.—In my note in The Lancet of Dec. 22nd, 1917, upon 
Medical Inventions the name of Richard Gatling was 
included. _ 

The latest fasciculus of the Athen<eum Subject Index to 
Periodicals (Bream’s Buildings, London, E.C. 4) is a small 
but useful section dealing with language and literature in 
two subdivisions: Classified and Oriental; Modern. The 
price is 2s. 6 d. 

Nasal Drill in the Treatment or Adenoids .—An unsigned 
letter with this title, which we shall be happy to insert 
when duly vouched for, has reached us from an address in 
Harley-street, where several medical men have consulting- 
rooms. There is nothing particular in the contents of the 
letter to indicate the authorship to us. 
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AND 
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Introduction. 

The authors of this paper are respectively a pilot of 
600 hours’ experience and a medical officer stationed at an 
aerodrome. Their observations led them to the conclusion 
that the mark of the successful aviator was the possession 
of a suitable temperament, and in the following columns 
will be found a description of this faculty as shown in the 
cases they personally studied. In the second part of the 
paper will be found certain information obtained from 
experienced pilots, together with a few brief statistics, 
which are intended to show that the opinions of the authors 
are shared by pilots and confirmed by actual flying tests. 

The Temperament of the Successful Aviator. 

The enormous number of pilots who have qualified 
recently is a proof that the aviator is not a “super-man.” 
It is true that we see certain men who perform marvellous 
“ stunts,” but when we come to talk to them and examine 
them with regard to physique and mentality we find that 
they are quite ordinary people. 

Flying is not now confined to the public school boy, the 
cavalry officer, or the athlete. We take many of our pilots 
at present from the lower middle classes and some from 
the artisan class. The most useful method of discovering 
whether or not the candidate or pupil is likely to become 
successful is to study the life-history of the pilots whom we 
know to be efficient. This demonstrates the fact that there 
are many characteristics common to the successful pilot 
which are absent from the pupil who has been withdrawn 
from instruction in flying on account of lack of aptitude. 

Sport. —The successful aviator has always the attributes of 
a sportsman. As a schoolboy he takes part in all forms of 
athletics and usually played for the school in one game at 
least. After leaving school he still keeps it up, and 
probably goes in for other kinds of sport—hunting, 
shooting, fishing, rowing, golfing, motoring, &c. He joins 
the Air Force because he is keen on flying, as it appeals to 
his sporting proclivities. 

Character .—He possesses resolution, initiative, presence 
of mind, sense of humour, judgment; is alert, cheerful, 
optimistic, happy-go-lucky, generally a good fellow, and 
frequently lacking in imagination. 

Age. —The majority of successful pilots are under 25 years 
of age, the explanation obviously being that the resiliency of 
youth enables them to accustom themselves more rapidly to a 
new occupation and to recover quickly from the strain and 
stress they are called upon to undergo. 

High-spirited. —Anyone who has lived with pilots for any 
length of time cannot fail to notice that they possess in a 
very high degree a fund of animal spirits and excessive 
vitality. 

Amusements. —When they have finished flying for the day 
their favourite amusements are theatres, music (chiefly rag¬ 
time), cards, and dancing, and it appears necessary for the 
well-being of the average pilot that he should indulge in a 
really riotous evening at least once or twice a month. 

Alcohol. —Alcohol is taken freely by the older men, but the 
young, fit pilot serving at home hardly ever touches it. It is 
not necessary to legislate on the subject of alcohol for pilots ; 
they are well aware of the danger of taking too much before 
flying. The desire for alcohol comes with ‘ ‘ nerves, ” staleness 
and stress of service, but the fit pilot needs no stimulant. In 
so far that on active service it enables a man to sleep after 
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an exciting day and promotes good-fellowship in the mess, 

its effect may be said to be beneficial, but for the young 
cadet and the fit pilot on home stations it is entirely 
unnecessary. 

Marriage .—The majority of successful pilots are un¬ 
married, and our own observations tend to show that 
marriage is a definite handicap owing to the increased sense 
of responsibility. If a man marries after he has flown 
several hundred hours, and flying has become automatic, 
marriage may not apparently affect him for some time. In 
some cases it may even make him steadier and more careful, 
but sooner or later it will in most cases have a definitely 
deteriorating effect. 

Although this objection could be advanced for any branch 
of the service, yet a careful consideration will show that 
there are special reasons why marriage is an exceptional 
disadvantage to the pupil under instruction. The train¬ 
ing of officers for the infantry, for example, is practically 
unaccompanied by danger, and it is only when drafted 
overseas that they may be said to begin to know fear. 
By this time, however, they have learned all their duties, 
and the discipline acquired will help them to face their 
possibilities. The pupil under instruction in flying, on the 
other hand, whilst learning to fly in conjunction with his other 
training, faces great dangers, in some ways almost as great as 
he will ever be called upon to undergo. Being generally in 
England, he has not the feeling that he is in the actual zone 
of hostilities, and the risks he takes are, as one might say, 
undergone in cold blood. 

The unmarried man (faced with the possibility of crashing 
whilst doing his first solo) in most cases dismisses the 
thought or takes the risk in the same way as a horse-rider 
puts his mount at a fence in strange country. The married 
man has the knowledge of what death may mean to his 
wife and family, and, moreover, has the opportunity in many 
cases of discussing it with his wife and manufacturing in his 
own home a condition of nervousness which eventually 
becomes so great that he confesses to his instructor that he 
has completely lost his nerve. 

Occupation .—We found that the best type of pilot was 
seldom drawn from a sedentary occupation, that those who 
had lived a sheltered life were not so good as those who had 
roughed it, and we discovered the interesting fact that most 
of those pilots who before they joined were in business or 
doing clerical work possessed considerable sporting aptitude, 
and as soon as they had finished work would hurry to the 
cricket or football field. 

Hands . — One of the most important characteristics we 
have noticed in successful aviators is “hands.” This 
characteristic is difficult to define, but may be described as 
follows. The horse-rider with good hands is able to sense 
the mentality of a horse by the feel of the reins and also 
to convey his desires accurately to his mount. We have 
never known of a man who has consistently been in the first 
flight in the hunting field making anything but a good pilot. 

In the same way the pilot with good hands senses un¬ 
consciously the various movements of the aeroplane, and 
rectifies any unusual or abnormal evolutions almost before 
they occur. The skilful pilot appears to anticipate “ bumps.” 
He is invariably a graceful flyer, never unconsciously throws 
an undue strain on the machine, just as a good riding man 
will never make a horse’s mouth bleed. 

“ Hands” appear to be congenital and cannot be acquired, 
although they may be improved and rice versa. Motor-car 
and motor-cycle racing, owing to the powerful grip that 
must be maintained to keep the machine on the track, tend 
to spoil “hands” even if this faculty was previously in 
existence. We have produced a mechanical contrivance for 
the purpose of demonstrating the difference between light 
and heavy-handed pilots with which we are at present 
experimenting and which we hope will prove of practical 
value. 

The fighting scout . — The fighting scout is usually the 
enthusiastic youngster, keen on flying, full of what one 
might call the “joy of life,” possessing an average in¬ 
telligence, but knowing little or nothing of the details of his 
machine or engine ; he has little or no imagination, no 
sense of responsibility, keen sense of humour, able to think 
and act quickly, and endowed to a high degree with the 
afore-mentioned quality, “hands.” He very seldom takes 
his work seriously, but looks upon “ Hun-strafing ” as a 
great game. 

N 
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Mechanical knowledge .—The question whether this type 
should possess a knowledge of mechanism, and of the w'nys 
and wherefores of flying is a very debatable point. The 
authors, however, desire to express their definite conviction 
that the less the fighting scout pilot knows about his machine 
from a mechanical point of view the better. From the very 
nature of his work he must be prepared to throw the machine 
about, and at times subject it to such strains that did he 
realise how near he was to the breaking-point, his nerve 
would go very quickly. It has not been possible as yet to 
obtain a sufficient body of evidence in support of this 
statement, owing to the unwillingness of pilots to confess 
their ignorance of engines, for reasons of amour-propre. 
Some of the most experienced and prominent pilots of the 
present day, however, uphold our conviction. 

Examples of Successful Pilots. 

The following are examples of flying officers who have 
demonstrated their ability to fly and also to fight. 

1. Lieut. D. Educated at Stonyhurst. Joined the R.P.C. after 
leaving school at age of 17. Played football, cricket, racquet*, fives. 


and golf—obtained his first eleven colours at school. Rode, hunted, and 
drove a motor. Was self-confident, self-reliant, quiet, had a keen 
sense of humour, was able to make a speech in public, and did not mind 
being alone. Courage and bravery with him was a “cult." After a 
distinguished career in France, and being decorated with the D.S O., 
he was wounded and became a test pilot, lie was subsequently killed 
in an accident. 

2. Capt. O. He was brought up on a farm and learned farming from 
a practical standpoint. He came of a stock of sporting farmers and w as 
accustomed to hunt and shoot regularly as a boy. At the early age of 
17 he took over the entire management of one of his fathers farms 
which had previously been unsuccessful, and conducted it in such an 
able manner that it showed a profit at the end of the year. When war 
broke out he joined the infantry, where he obtained the Military Cross; 
he subsequently joined the H.F.C., and after obtaining a bar to his 
M.C. he had a serious accident, w r hich has up to the present prevented 
him from resuming flying. 

3. Lieut. L. This officer w’as brought up on a farm in South Africa. 
He was the descendant of the original Dutch emigrants to this colony. 
He was a skilful big game hunter and had the primitive instincts of 
hunting and fighting in a marked degree. At regular intervals he 
would disappear from his father’s farm and wander by himself for 
months in the forest, subsequently returning and resuming his occupa¬ 
tion. After a strenuous time with the infantry and unfit for further 
service on account of wounds, he became a pilot, and eventually was 
killed in Fiance. 


Table I .—Answers to Qucstionairr. 


Series 1. 


Serial , 

number. 

0) 

u. 

C 

No. of hours 
flying. 

u ® . * 

~~ Si 

® g > Types of machines flown, 

f a® 

Married 
or single. 

Occupation in civil 
life. 

Is alcohol 
necessary ? 

I Do you ride 

[ a horse ? 

Hunt? 

Motor ? 

Is 

Favourite amuse- marriage 
ment. a handi¬ 

cap. 

1 

21 

250 

Yes. Bleriot; Bristol; Avro; Sopwith, Ac. 

, s. 

Schoolboy. 

No. 

Yes 

Y'es 

Yes 

Cards. Slightly 

2 

31 

1600 

No. All types. 

M. 

— 

„ 




Women. Yes 

3 

26 

500 

Yes Scouts. 

i s - 

Farmer. 

Yes 




Sports. i „ 

4 

26 

250 

,, Curtis ; Avro; R.E.8 ; B.E.2 C.; E.L. 

S. 

Army. 

No 


•• 

,, 

Motoring. „ 

5 

25 

70 

„ M.F.S.H.; F.B.8; B E. 

M. 

Meehan, engineer. 

,, 

No 

No 

„ 

Natural history. No 

6 

35 

4000* 

,, Farman ; Bleriot ; Dep. Ac.; all sorts. 

M. 

Engineer. 

,, 

ti 1 


„ 

7 

24 

350 

F.E.; D.H.4, 6, 

S. 

Manufacturer. 

Yes (mod.) 

t, i 



Theatres. Yes 

8 

27 

150 

No B.E.; R.E.; D.H.4, 6,9. 

S. 

Barrister. 

,, 

Yes 

| „ 

„ 

Shooting. Doubtful 

9 

20 

568 

D.H.4, 5, 6, 9 ; Pups, Martyde, Ac. 

M. 

Nil. 

Doubtful 




10 

27 

800 

Yes Scouts. 

M. 

Motoring (hobby). 

ii i 

Y es 

,, 

Betting. Yes 

11 

30 

450 

„ H.F. ; Vickers; D.H.2, 5. 

S. 

Naval architect. 

No 

No 

No 

,, 

Theatres. „ 

12 

18 

175 

No Camel ; D.H.4, 6, 9 ; S.E.5, Ac. 

S. 

Schoolboy. 

Y es (to some) 

Yts 

1 „ 

„ 

Dancing. „ 

13 

20 

200 

Yes 34 types. 

S. 

„ 

No 

No 

1 „ 

1 ” 

Motoring. ,. 

14 

21 

600 

,, 30 types. 

s. 

Student- 

„ 

Yes 

•it 


— No 

15 

26 

1700 

„ B.E.; D.H.4, 5, 6, 9; S.P.A.D., Ac. 

s. 

Land agent. 

Y ea (mod.) 

No 



Theatres. Yes 

16 

22 

160 ; 

B.E. ; Camels ; S.E.5 ; Scouts. 

s. 

— 

No 

Yes 

— 

— 


17 

30 

70 1 

No D.H.4; K.E.8; B.B.. Ac. 

s. 

Mechanic. 


,, 

Yes 

Yes 

Theatres, skating. No 

18 

24 

365 

i Yes Everything. 

M. 

Motor mechanic. 

No or mod. 

No 

I No 

i »• 

Billiards. 1 

19 

26 

350 

„ D.H.4, 6. 9; Handley Page, Ac. 

s. 

Engineer. 

No 

Yes 

„ 

1 

Whisky. Yes 

20 

33 

3000* 

All types. 

s. 


,, 



„ 

Motoring. Slight 

21 

23 

400 

No B.E. ; A.W. ; R.H.; B. Fighter. 

s. 

— 

tl 




Flying. 

22 

26 

300 

„ D.H.4-9; F.E. ; B. Handley Page. 

s. 

Various. 

,, 

,, 

Yes 

,, 

— Yes 

23 

24 

215 

21 types. 

s. 

Draughtsman. 

t . 

„ 

No 

,, 

Music. Doubtful 

24 

26 

1000 

Yes All types. 

— 

— 

t , 

,, 

Yes 

,, 

Sports and women. No 

25 

23 

370 

No All sorts. 

s. 

None. 

„ 

„ 

«• 

No 

Open air. Yes 

26 

30 

130 

Yes B.E. ; K.E. ; F.E. ; A.W. ; D.H.4. 

s. 

Teaching. 


No 

No 

Theatres. No 

27 

19 

75 

Camel; S.E.5; D.H.4-5; A.W. 

8. 

Schoolboy. 

„ 

Yes 

! ,, 

Yes 

— 1 •* 

28 

18 

150 

B. Fighter; D.H.4; S.E 5; R.K.S. 

S. 

Student/ 

,, 

No 

Yes 

„ 

Theatres. Yes 

29 

19 

70 

„ Pups ; Camel’s, Ac. 

s. 

— 

„ 

— 

j — 

„ 

Billiards. No 

30 

23 

200 

,, Rotary's and Stationary’s. 

s. 

Horae breeding. 

,, 

Y<* 

1 No 

„ 

Flying. Yea 

31 

— 

— 

— — 

M. 

Farmer. 

,, 




— No 

32 

20 

120 

Yes Camel’s; D.H.4 Ar. 

s. 

— 



Yes 

1 “ 

— 1 •« 

33 

19 

290 

., All types. 

s. 

Draughtsman. 

,, 

,, 

! .. 


— Doubtful 

34 

25 

400 

,, Mostly two-seateis. 

s. 

Civil Service. 

,, 




Theatres. — 

35 

21 

1000 

,, 44 types. 

s. 

Schoolboy. 

„ 

No 

No 

,, 

Flying. Y'es 

36 

20 

200 

No 14 „ 

s. 

School. 

Yes (mod.) 


1 .. 

,, 

•1 tt 

37 

27 

4000 

,, D.H.1-10: Flying Boats, Ac. 

M. 

Pilot. 

No 

Yes 

Yea 

,, 

Shooting. ,, 

38 

21 

350 

., 22 types. 

s. 

School. 

ff 




4 Killing Huns ,. 

39 

22 

400 

Yes S.E.5; D.H.5 (Scouts). 

s 

Student. 


, i 

•9 

,, 

1 and dancing. 

40 

25 

2000 

All types. 

s. 

Nil. 

f| 

, 1 

No 

,, 

Billiards. 

41 

22 

1000 

91 1 #f 

s. 

Mech&n. engineer. 




,, 

— •• 

42 

22 

350 

• t «• 

s. 

— 

|f 


Yes 

,, 

— 1 No 

43 

21 

350 

„ Scouts. 

M. 

Nil. 

Yes 




Skating. Y'es 

44 

19* 

150 

„ D.H. 4 6-9; A.W.; R.E.; B.K., Ac. 

s. 

School. 

No 

„ I 

No 

„ 

? 

45 

24 

160 

No Se\ eral types. 

s. 

Accountant. 

Doubtful 

No 


No 

Sports (any kind), i Doubtful 

46 

24 

500 

,, All stationary engines. 

s. 

Prospector. 

.. 1 

91 * 

Danciug. Yes 


Series ?. 


1 

27 

600 

Yes 

B.E.; K.E.; A.W.; D.H.; Handley 

Page. 

Curtis ; Avro ; B.E.; Pup ; Camel, Ac. 
D.H.5; S.E.5; Camel; Pup. 

M. 

Dyer. 

Yes 

Yes 

Y'es 

Y'es 

Racing. 

No 

2 

19 

i 25 


S. 

Motor engineer. 

No 




Shooting. 

Y'es 

3 

23 

95 

No 

S. 

Electrical engineer. 

Doubtful 

„ 

— 



No 

4 

22 

1 490 

Yes 

F.E.; Camel; S.E.5, Ac. 

5. 


„ 

No 

„ 

— 

Y'es 

5 

19 

300 

I •• 

Pup; Triplane; Camel; D.H. 9. 

s. 

Engineer. 

Manager. 

No 

,, 

Y'es 

„ 

Sports. 

No 

6 

26 

800 

»t 

26 types. 

s. 

M 




Women and sports. 

Y’es 

7 

25 

165 

1 

Pup; S.P.A.D.;S.E.5; Camel; Dolphin. 

S. 

f 

No 

No 

,, 

Athletics. 

No 

8 

19 

364 

I M 

A.W.; M.F. 

S. 

Camb. undergrad. 

f t 

Yes 

( M 

No 

Motor cycling. 

Yes 

9 

26 

150 

. 

M.F.; B.E.; R.E.; D.H.4; D.H.9. 

s. 

Accmmtant. 

tf 

• t : 

,, 

Reading. 

? 

10 

27 

275 


B.E.; A.W.; Camel; Avro. 

s. 

Engineer. 

Yes 

lt , 

i 1. 

Y'es 

Theatres. 

Yes 

11 

20 

120 

u 

M.F.; B.E.; D.H.6; Bristol fighter. 

s. 

Farmer. 

Doubtful 

»f 

,, 

,, 

Sport. 

No 

12 

26 

320 

: « 

G.W.; D.H.; F.E.; Avro; B.E.; 
Camel; Pup. 

s. 

” 

No 

1. 1 

Yes 

•• 

13 

19 j 

209 


D.H. 6 ; B.E.; H.H.8; Avro. 

s. 

Student. 


.. 

No 

,, 

Music. 

Y’es 

14 

26 

196 


M.F. ; B E.; K.E.8. 

s. 

Window designer 
and dresser. 

•• 

No 


•* 

Motoring. 

— 

15 

20 

.200 

1 


Curtis; Bristol; Newport; D.H.5; 
S.B.5. 

s. 

Schoolmaster. 

" 

Yes 

Yes 

•" 

Boating and 
swimming. 



* About. Meehan., mechanicil; Mod., moderation. 
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4. Capt. C. Educated at Harrow and Cambridge. Played cricket, 
racquets, football, went In for swimming and gymnastics. Obtained 
his house colours for cricket, and would have also got his first eleven 
colours but was expelled. At Cambridge he would probably have got 
his blue but for the fact that he was sent down. From the University 
he went to South Africa, where he played cricket to a considerable 
extent. He joined a cavalry regiment when war broke out, and sub¬ 
sequently transferred to the K.F.C. His favourite amusements are 
shooting and fishing. He rides, hunts, and motors. He does not read 
much, but prefers H. G. Wells when he does. lie hates poetry, and 
prefers men s society to women. He was subsequently shot down by an 
anti-aircraft shell in France. 

Results of Inquiries Addressed to Flying Men. 

In order to satisfy ourselves as to the accuracy of our 
opinions we decided first of all to apply to fully qualified 
pilots for information, and issued a questionaire in which 
information on the following points was requested. 

Age.—Number of hours fiying. Whether in France with R.A.F. 
Types of machines flown.—Married or single.—What is the essential 
characteristic of a good pilot ?— Is alcohol necessary for aviators ? —What 
is your occupation In oivil life ?—Wliat games and t ports did you go in 
tor? What, was your special game? Do you ride a horse? Hunt? 
Motor ?—What is your favourite (1) author; (2) poet; (3) amusement; 
(4) composer ?—Is marriage a handicap to an aviator ?—What are your 
views on the selection of candidates with regard to temperament, *fcc. ? 

We issued about 250 forms, some to the pilots in our own 
mess. We gave others to visitors who landed on the 
aerodrome, and several delivery pilots who flew to France 
took with them copies and distributed them among the pilots 
• serving on active service. Out of the first issue only 47 
were returned to us completed, and with one exception 
(which was of a frivolous nature) they have been faithfully 
reproduced. We subsequently issued 2C0 more and circu¬ 
lated them among pilots in various hospitals and obtained 
15 more. 

The result of an examination of the replies to the 
questionaire showed that our opinions agreed with the ideas 
of the pilots, and some of the answers were very instructive. 
The authors wish to point out, however, that in their 
opinion the pilots who answered the questionaire consisted 
chiefly of the older and more experienced men, and there¬ 
fore cannot be said to be representative of all classes of 
aviators. When the questionaire was given to the younger 
and more frivolous pilots they frequently regarded it as a 
joke or stated that they had no opinion to express on the 
question as bo the characteristics of pilots. 

There are one or two other points which should be noticed 
also -viz., the question, “Do you ride a horse!” was 
answered almost invariably in the affirmative, but this does 
not mean that the pilot was necessarily an expert horseman. 
Moreover, the question, “Do you hunt?” was misunder¬ 
stood in one case, the answer showing that the candidate did 
not realise that “ fox-hunting ” was meant. 

It will also be noticed that in a few cases the replies are 
distinctly in opposition to the opinions expressed by the 
authors, but taking the answers generally it will be found that 
the opinions of the pilots as expressed in the questionaire agree 
in a remarkable extent with our own. The suggestion which 
we desire to make, which it is hoped will be of practical 
value to medical officers, is that every medical examination 
should be preceded by a few minutes’ conversation to 
ascertain the temperament or make-up of the individual, 
after which the usual routine methods may be carried out. 
(See Table 1.) 

\ QUESTIONAIRE—SERIES I. 

What is the essential characteristic of a good pilot * 

The following answers were received :— 

1. Quick decisions, control of all actions, and regular habits. 

2. To deal quick with all kinds of situation. 

3. Alertness and the clear-headedness of a sportsman. 

4. Keenness, guts, judgment, and common sense. 

5. Youth (under 30). must be quick thinking and alert, good nerves, 
and of a generally sporting nature. 

6. Sound judgment rather than good nei ves. 

7. Good eyesight, strong, sound heart and lungs, young, alert. 

8. A “sport.” 

9. Common sense as regards his flying. 

10. Dash and courage, combined with coolness and quick decision. 

11. Abandonment of care. 

12. Lack of imagination. Ability to think and act quickly. 

13. Light handedness. No nerve, very little imagination. Quickness 
in thought and action. Perfect health. Mechanical mind. 

14. No imagination. No nervej. Total abstainer. Very accurate 
shot. Full of confidence. 

15. Has good hands. (Able to get the best out of a machine without 

hurting it.) 

16. Clear headed and quick decision, and no nerves. 

17. Perfect health. Plenty of sport and exercise. A clear head. 

18. Good iudgment essential. Skill and daring, combined with a 
certain amount of reserve. 

19. Keenness, health, guts, and cool head. 

20. Sound judgment, must not be over-cautious; prepared to take 
risks, and reasonably sound physically. 

21. Steadiness, accuracy of judgment, coolness and ability to rise to 
occasions. 

22. Youth and nerve for a stunt pilot. Cool head and sporting 
instinct. 

23. Good sportsman. 

24. ? 

25. Common sense. 

26. Good iudgment, quickness of decisions. 

27. Guts. 

28. Clear and Rteady brain, always prepared for an emergency. 

29. Good nerves. Anyone who thinks and plays most outdoc r sports 
and shoots. 

30. For war purposes plenty of guts and good hands and nerves. 

31. A capacity to keep andUse one’s head under all circumstances. 

32. Clear head and plenty of pluck. 

33. A happy-go-lucky ; cool head. 

34. Guts for a war pilot. 

35. There Is none. 

36. Lacking In imagination. Confidence, but not over-confident. 

37. Good eye for judgment and common sense. 

38. 

39. Cool judgment. 

40. “ Guts ” and a sound bead. 

41. To be a sound pilot and to have “ gut." 

42. Guts. 

43- Good health, confidence, and nerve. He should be steady. Know 
how to enjoy himself without over-doing it. To be a stunter he should 
know as little about machines and engines as possible. Good 
sportsman, with public school training. A colonial or outdoor life. 

Show great keenness in his work. Be always wanting to fly. That he 
should be a man of either colonial type or a public school boy with a 
good education and manners—! e., colonial, public school man, jockey 
and hunting man, racing motorist and cyclist, cavalry officers. 

44. Fitness. Common sense. 

45. Plenty of nerve. Lack of imagination, and to be of a type that 
intends not to be beaten by anything. 

46. “ Guts." f 

What are your vieivs on the selection of candidates rcith 
regard to temperament , ,S‘C. ? 

1. Should be a sporting man. who has absolute control of his nerves, 
but he may be highly strung and emotional and sentimental, and a 
man with determination. 

2. D fferent for all types of pilots required. 

3. A certain atmosphere about the man which cannot be defined, but 
is immediately recognised by an old pilot. 

4. I consider that when figures are available a great many men will 
be turned down at once w'bo would go a certain distance before they 
proved dud, saving considerable time and expense. 

5. As a general rule, select no one showing much eccentricity. 

6. Have not given tho subject sufficient thought to justify an answer. 

7. Cheerful and bright disposition. 

8. Good appearance, alert, active, decisive, 20-30 years of age. 

9. Young, sporting, healthy. 

10. Should be moderately highly strung, with an alert brain, but able 
to keen cool in an emergency and act with lightning rapidity. 

11. Youth, 18-24. Spirited, quick, courageous—not caring a damn for 
anyone or anything. (My experience very strongly suggests that a 
pilot should never be persuaded to fly if he is not absolutely fit or 
desirous of flying. Hucks, for instance, has had a very lengthy expe¬ 
rience only made possible by not flying when not so inclined.) 

12. Candidates should be young and of a cheery disposition and keen. 

13. They should have taken a certain amount of interest In aviation 
from its earliest days. They should be of a mechanical turn of mind. 

They should be quick but not nervy. They should have very little fear 
and a good temper. 

14. .Should have an engineering bent. 

15. Should be a public school boy—used to an open-air life— not a 
clerk— should be a cavalryman or joekey or hunting man. 

16. Bright, cheerful, a thorough sportsman, and keen on his job. 

17. A man that Is fond of sport should, in my opinion, make an 
excellent and reliable pilot. A man that is not sharp and alert will 
never be much use as a pilot. 

18. A keen sportsman, not too high-spirited. One who can sum up 
the ordinary risks of flying without increasing same by silly, unnecessary 
stunting; fairly good eduoation 

19. Two types : (1) Youth, health.and lack of responsibility for scouts 
and fighters. (2) Older men, steady nerves, and more cautious for 
other types. 

20. A man who can drive a car well and hold his head in a tight, 
corner should be an excellent pilot. Should be bright, quick, and 
naturally alert, a man good at swimming and all-round athletics. 

21. I consider that the youth who is of an “artistic temperament,” or 
otherwise highly strung, makes a sounder and more accurate pilot 
than one who possesses mere strength. Yachtsmen seem to make good 
pilots. 

22. I think if the candidate is a sportsman, and in other respects of 
normal temperament, there is no reason why ho should not become a 
good pilot. Probably the best age is 19-20-21. Lots of pilots of 20 and 

over will never be stunt pilots owing to imagination or foresight, but • 

they may be exceedingly good, reliable, and steady pilots. 

23. Keenness to fly ought to cover everything. If a candidate is 
genuinely keen he’ll do. A steady nerve is most useful. 

24. 

25. They ought to be of good organic constitution, have good eyes, 

and be of a cheery disposition. # 

26. Aptitude for sports best indication. 

27. 

28. One who is of quiet, steady bearing, with a fair knowledge of 
motors. 

29. Like all games (outdoor), cannot be judged by appearance or first 
few hours' dual or solo flying. 

30. It is hard to say at first sight, but common-sense and coolness 
should count most. 

31. One’s will-power must control one’s Imagination. 

32. Strong nerves and a light touch. 
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33. A man who does not boom himself up. 

34. I think it extremely difficult to decide at first appearances, which 
I have proved to be very misleading in many cases. If a man is not 
keen on and fond of flying he rarely makes good. Coolness in an emer¬ 
gency and a rapid appreciation of the correct thing to do in an emergency 
is essential. 

35. Young, should have led an ordinary outdoor healthy existence. 
For war work he should be very ignorant of aeroplanes, but keen 
enough to watch good flying. 

36. (1) Find out whether he is really fond of flying and keen, or 
whether he joined to get a soft job. (2) Previous service in infantry as 
a private. The knowledge of engines: (1) Necessary If you don’t trust 
your mechanic. (2) Not necessary if vou have a good mechanic you can 
trust. If you have not got an extensive knowledge of engines and you 
have a dud engine you go on and don’t worry. If you have a knowledge 
of engines you get wind up. 

37. Anyone good at games or a good car-driver witl make a good pilot 
In all probability, but not in every case. 

38. 

39. He must be coolness personified, but with an ever-present alert¬ 
ness. A bright outlook on everything and always cheery. Honour will 
make him stout. 

40. “Cheery-and-full-of-life” men are the best pupils and turn out 
well. Excitable people are very often good, but they do not last long as 
a rule. Even-tempered and patient people are the best, but “ health is 
better than wealth.” 

41. Qood health is essential. 

42. 

43. He must be good at sports and lead an active outdoor life. Strong 
nerves and patience. 

44. They should be fit in every way. Under 30 years of age. Unmarried. 
They should not have too much imagination or be of an excitable dis¬ 
position. 

45. To be able to take part In everything and yet keep within 
limits. 

46. (1) Lack of imagination, and (2) endurance. 

QUESTION AIRE—SERIES II. 

What is the essential characteristic of a good pilot ? 

1. To realise danger on the ground but not notice it in the air. 
Coolness in difficulty. 

2. Self-contidcnce. 

3. Keenness and good condition (physically). 

4. Coolness, quickness in emergency, and general common sense. 

5. Steady head; good constitution ; self-confidence. 

6. Sporting, and for choloe one who has travelled and roughed it. 

7. Cool head, confidence, and alertness. 

8. Quickness of thought and action. 

9. Quick thinker. 

10. Keenness and bravery toned with discretion. 

11. Sportsmanship and pluck. 

12. Level headed, steady, not excitable. 

13. Concentration, rapicl calculation and decision. 

14. A quiet and steady disposition but always cheerful. 

15. Good health, a clear head, strong nerves, keenness for excitement. 

What are your views on the selection of candidates with 
regard to temperament. fc. ? 

1. An apparently nervous man will sometimes make the beet pilot; 
this sort of man is very often only nervous of personality. 

2. A nervous temperament does not necessarily handicap a pilot; 
often it is the reverse. Quickness of thought and lack of hesitation 
essential. 

3. Self-confidence and ability to act on one's initiative. 

4. An acceptable candidate should be a man of cheery, equable 
temperament, tending more towards the “devil-may-care” attitude 
than otherwise. 

5. 

6. One who is not too cocksure of himself and gives an impression of 
knowing overmuch. A shy, nervous man in most cases makes a very good 
scout pilot, and the man who shows great determination usually makes 
a heavy-handed pilot. The Colonial is at his best at l he age of about 19 
to 23, and the Englishman who has done little or no travelling from 23 
to 26. The Englishman who has travelled vastly and roughed it makes 
an exceedingly good all-round man and is probably the best of all. 

7. A good selection would be an athletic, outdoor living man, the 
rougher the game he plays the better the pilot he will make. 

8. A volatile temperament is best, but does not last long. Steadiness 
of nerves is good for pilots during C.B. (counter-battery) shoots, but for 
others the essential thing is to be quick in appreciating a situation; 
those who do this on the ground can do it in the air. 

9. Moderate smokers and drinkers. Men that go in for all kinds of 
sports. 

10. If a man is keen to fly give him a chance to make good. Some 
extraordinary types of men make splendid pilots. 

11. Select any sportsmanlike public schoolboy, it is then only a 
question of nerve, as 90 per cent, of men can fly. The best war pilot is 
nearly always an infantry officer with trench warfare experience. 

12. Young—not highly strung—with as little Imagination as possible. 

13. A new pilot should always be ready to take aivice, always wide 
awake, temperate in everything, independent, certain amount of 
originality. 

14. Flying does not suit highly-strung or excitable people; in ray 
opinion, it needs a man who can decide on the instant and who can fly 
without thinking of actually what he is doiug. Anyone who can judge 
distance well would make a good pilot. 

15. The most successfifl seem to be those who are not too young- 
steady, read} to act without thinking first, and a good sporting 
Instinct. 

The Physical and Psychological Aspects of Flying. 

The physical condition should always be compared with 
the temperament of the individual, but the physical exami¬ 
nation should always be preceded by the psychological. 
Mens sana in corpore sano is the ideal type, the healthy mind 
being the first essential qualification. 


If we compare a first-class boxer with an aviator we 
notice certain similar characteristics. The essential attri¬ 
butes of a good boxer are courage, quickness, good muscular 
coordination, and ability to anticipate his opponent’s inten¬ 
tions so as to deliver his own blow first. Powerful muscles 
and a large lung capacity are no indication whether a man 
is likely to be successful as a boxer unless he has the 
temperament as well. 

The possession of a suitable temperament is the criterion 
of the individual’s ability to fly ; the possession of a suit¬ 
able physique is the indication whether he can fly to great 
heights or whether he will stand the strains and stress of 
continuous flying. The following examples show that 
physical fitness without a suitable temperament is no indica¬ 
tion of ability to fly. The cases mentioned were all able to 
pass the routine tests for physical condition, but after a 
course of instruction in elementary flying were sent by their 
instructors for a medical examination with statements that 
they showed no aptitude and recommended them to be 
withdrawn from instruction as “temperamentally unfit.” 


Examples of Unsuccessful Canaidates. 

1. Second Lieut. W., aged 18, single, clerk. Used to play football for 
boy scouts on Saturdays. Board school education. As soon as he 
realised that eventually he would have to fly by himself he showed 
signs of •* nervous breakdown,” complained of headache and loss of 
confidence. 

2. Second Lieut. S., aged 184, single, fitter in engineering works. 
Played games slightly. Educated at technical school. Loss of 
confidence when ready for solo. 

3. Lieut. J. S.. aged 24, single, architect’s clerk. Played games 
slightly. Education fairly good. After failing to pass as a cadet in the 
R.F.A. he joined the H.F.C. When ready for solo refused on aooount 
of fear. 

4. Lieut. S.. aged 23, married, one child, electrical engineer. Went 
in for cycle racing. Education poor. Was quite happy In the air as 
long as the Instructor was there, but could not face the responsibility 
of flying alone. Joined on account of pay and avoiding infant ry. 

5. Second Lieut. R.. single, artist. Games: Nil. Education fair. 
Dreamy, emotional, artistic. Showed no aptitude to fly. 

6. Second Lieut. M., single, purser’s assistant 44 years Games : Nil. 
Education fair. Stammers. Not keen on flying. Joined because he 
was always asked why he was not in the Army. Showed no aptitude. 

7. Second Lieut. W. aged 22, single, clerk. Games: Slight. Educa¬ 
tion fair. Had a “ breakdown ” before the war. Began to stammer on 
active service. Admitted to hospital with laryngitis. During his stay 
a crashed pilot was brought into the ward and he fainted. Subsequently 
gave up flying. 

8. Second Lieut. P., aged 19. single, at school. Played games con¬ 
siderably. Education excellent. Hereditary nervous temperament. 
Stammers when excited. Hypochondriac. After 18 hours dual showed 
no aptitude. 

9. Second Lieut. T. D. W., aged 18, single, chartered accountant 
apprentice. No games of consequence. Higher grade school education. 
Crashed on first and second solo; was able to obtain his elementary 
instruction certificate at the School of Instruction, but stated that be 
now has a sense of Impending disaster, which suggests a breakdown 
before long. 

All the above cases passed the physiological tests for 
respiration, circulation, balance, &c. 


Examples of Physically Unfit Men with a Suitable 
Temperament who were Successful Aviators. 

1. Lieut. W. A pilot of great determination, resolution, and strong 
personality, alert, cheerful, and optimistic. Physically he was muscular, 
plethoric, cyanosed complexion, and short-winded. Wheu I knew him 
he was flying regularly as a ferry pilot, but stated that he disliked 
flying over 3000 feet. 

2. Lieut. T. An alert, happy-go-lucky schoolboy type. Pond of 
dancing and rag-time, has a keen sense of humour. Is Inclined to be 
obstinate, very keen on flying, and very jealous of his reputation as a 
pilot. Apparently possesses little or no imagination and knows little 
of the details or construction of engines or aeroplanes. Physically he 
is “ borderline ” on tests. In addition he Is a confirmed mouth-breather, 
and there Is a systolic murmur at the apex of the heart, which is dis¬ 
placed downwards. His present occupation is a test pilot (Camels, 
D.H.4 and D.H.S). He flies every day at an average height of 
10,000 feet, and usually rolls, loops, and spins. He flew a Bristol 
fighter to 21,000 feet under my own (T. S. R.) personal observation and 
showed no signs of distress. 

3. Lieut. C. An alert, cheerful type. Flew 60 hours In France as an 
observer and was successful In various combats. Showed considerable 
aptitude in flying. Physically he failed to psss the tests. 

4. Second Lieut. M. C. Cardlo-vascular debility. Cyanosis. Cold 
hands and feet. Distress at heights. FI vine regularly as a ferry pilot. 

5. Second Lieut. Y. Early phthisis. Flying to France several times 
a week. Has to be kept under careful observation and given a rest 
occasionally. 

6. Second Lieut. J. Hypertrophy and dilatation of heart; occasional 
attacks of syncope. Fainted in the air on two occasions. Is now an 
instructor. Previously has been a ferry pilot and test pilot. 

7. Second Lieut. B. Cardio vascular debility. History of malaria and 
dysentery. Fainting at heights. Flying in India. 


Marriage. 


The following figures show the percentage of married and 
single who qualified in elementary flying from Sept. 29th, 
1917, to Jan. 24th. 1918, at a School of Instruction :— 

Total number of pupils, 369; married, 36; single, 33. 

Number of single men who failed to qualify, 13 = 4 per cent. 
t , married ,, „ „ 6 — 17 M 
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jTable II. shows that the married man takes longer to learn to 
fly than the single man. It will be noticed that the dates of 
arrival and departure of the married men are compared with 
those of a single man who qualified in the same month, as 
the number of flying hours per day varies from month to 
month according to the weather. The age of the married 
men^was probably greater than the single, but they were all 
within age-limit standard. 

Table II. 


(A) Date of arrival at school of instruction. (B) Date of departure. 


Married. 


Name. 


(A) 


2nd Lt. P. 8. ... 
2nd Lt. G. L. ... 
2nd Lt. A. M. .. 
2nd Lt. A. M. ... 
2nd Lt. H. H.... 
2nd Lt. C. 8. ... 
2nd Lt. C. C. ... 
2nd Lt. T. A. ... 
2nd Lt. J. C. ... 

Capt. G. 

2nd Lt. T. O. ... 
2nd Lt. J. W. ... 
2nd Lt. F. W. S. 
2nd Lt. W. T.... 
2nd Lt. F. G. ... 


(B) 


23- 3-1825- 4-18 
3- 3-18 27- 3-18 
9- 2-18 18- 4-18 


21- 1-18 
21- 1-18 
16- 1-18 
16- 1-18 
8- 1-18 
8- 1-18 
26-12-17 

20- 12-17 
17-12-17 

21- 11-17 
7-11-17 
9-10-17 


18- 3-18 
11- 3-18 

22- 3-18 
4- 3-18 

2- 4-18 

23- 3-18 
7- 4-18 

3- 4-18 

19- 2-18 
15- 2-18 
29-11-17 
17-12-17 


Single. 


Name. 

(A) 

( 

B) 

Lt. L. O. S 


23- 

3-18 

15- 

4-18 

2nd Lt. 

C. 

L. ... 

3- 

3-18 

27- 

3-18 

2nd Lt. 

K. 

K. ... 

9- 

2-18 

3- 

4-18 

2nd Lt. 

A. 

M. ... 

21- 

1-18 

2- 

2-18 

2nd Lt. 

G. 

F. ... 

21- 

1-18 

2- 

2-18 

Lt. J. J 



16- 

1-18 

1- 

2-18 

2nd Lt. 

K. 

H. 

16- 

1-18 

4- 

3-18 


2nd Lt. L. B. 
2nd Lt. H. A. 
Capt. D. 

2nd Lt. H. K, 
2nd Lt. W. R. 
2nd Lt. It. W. 
2nd Lt. T. M. 
2nd Lt. H. S. 


7- 1-18 20- 2-18 
7- 1-18' 5- 2-18 


26-12-17 

20- 12-17 
17-12-17 

21- 11-17 
7-11-17 
9-10-17 


2- 2-18 
2- 2-18 
9- 1-18 
3- 2-18 
23-11-17 
18-10-17 


Analysis of Table II. 


Married. Single. 

... 936 . 433 

... 62 5 . 28 86 


Total number of days under Instruction 
Average „ „ „ •« 

Observation of the Characteristics of Unsuccessful 
Pupils under Instruction. 


We desire to draw attention briefly to the following 
physical disabilities which are associated with temperament¬ 
ally unfit pupils : (1) Stammering ; (2) minor defects of 
vision ; (3) adenoids, or nasal obstruction ; (4) poor peri¬ 
pheral circulation ; (5) loss of tone (soft and flabby muscles, 
moist and cold hands, pale complexion, stomach splash, &c.). 
We do not suggest that any one of these defects necessarily 
disqualifies a pilot, but that their presence indicates a 
tendency to an unsatisfactory temperament. 

The temperament of the unsuccessful pupil is the anti¬ 
thesis of that we have previously described, but we will 
enumerate the main points :— 


1. Early life.— Did not play games at school to any extent, and seldom 
went in for sports. Amusements usually indoor. 

2. Occupat ion— Usually clerical or sedentary. 

3. Age— Candidates of 30 years or over were hardly ever successful. 

4. Marriage— The married men are rarely successful, and if they do 
qualify, rapidly suffer from “ nerves.” 

5. Object in joining the Flying Service.— Usually on account of pay or 
else to avoid the infantry. Do not show any enthusiasm about flying. 

6. Mentally. —They are sluggish, dreamy, emotional, self-conscious, 
lacking in sense of humour, and devoid of that elusive quality commonly 
known as “ guts." 

7. The family history is often suggestive. One of our unsuccessful 
pupils inherited a nervous temperament from his mother ; another, who 
was lacking in judgment and also an alcoholic, was the child of an 
epileptic ; a third gave a history of his father committing suicide; and 
so on. 

8. Whilst under instruction the unsuccessful pilot flies erratically, 

grips the control lever much too rigidly, makes the necessary move¬ 
ments jerkily, over-rectifies all errors, and to the onlookers gives one the 
same impression as a badly ridden horse. In short, he does not possess 
“hands.” _ 


THE STRAIN AND STRESS OF FLYING. 

By Lieut. E. G. Manuel, R.A.F. 

The prospective pilot, whilst a pupil under instruction, 
very quickly shows whether he has aptitude for flying when 
he goes up for his first solo. It is then, properly speaking, 
that the strain begins. The first solo is a great strain, but 
in some respects is not so great as are the second and third ; 
firstly, because the pupil is keen to do his flight, and, secondly, 
he has not before realised the unconscious confidence he has 
in the presence of his instructor, and the utter loneliness he 
feels when in control of a machine of which he knows very 
little. 

The strain of ordinary straightforward aerodrome flying, 
to the qualified pilot, consists chiefly in the liability to 
engine failure and the fear of crashing the machine on 
landing. In cross-country flying the strain is much greater ; 


there is still the fear of engine failure, which, in this case, 

may occur over unsuitable country, with the certainty of a 
crash. Added to this the pilot has to find his way, try 
to read a map, work his controls, and keep an eye on the 
compass. In addition he may meet unfavourable weather, 
and be given the choice of flying at a dangerously low 
altitude or going above the clouds and frequently getting 
lost, with the added anxiety that in the event of engine 
failure he cannot see the kind of country he is over until at 
too low altitude to pick on suitable landing ground. In 
cross-country flying fog or ground mist is the pilot’s greatest 
enemy. Unless exceptionally lucky he is bound to lose his 
way, and in the event of a forced landing is absolutely help¬ 
less and perfectly certain to crash into some obstruction. 

The strain on the single-seater pilot is greater than on the 
two-seater pilot, as, in addition, he has a sense of loneliness. 
Irrespective of the type of machine, this is accentuated at 
heights in the majority of cases. Inability to stand heights 
is not infrequently due as much to psychological causes as 
to distress caused by insufficient oxygen. 

Flying Overseas. 

There is certainly a cumulative strain on the pilot, greater 
than any other form of aviation. Duties overseas consist 
of: (1) artillery observation; (2) offensive and defensive 
patrols; (3) trench strafing; (4) night bombing; (5) day 
bombing ; (6) long reconnaissance and photography. 

One of the greatest strains on the pilot’s nerves is when he 
sees one of his friends go down in flames, or, after arriving 
at the mess, he learns that so-and-so is missing. When this 
occurs with monotonous regularity it is very hard for the 
pilot to maintain his mental equilibrium. There is no branch 
of the service where losses are more keenly felt. 

In lohg reconnaissance and bombing raids the chief anxiety 
is again one of engine failure and forced landing in enemy 
country, or getting detached from one’s flight for some reason 
or other and becoming a comparatively easy prey to a group 
of hostile machines. Probably the strain that tells most on 
the pilot is the constant anti-aircraft fire. He begins by 
disliking it intensely, has a period of complete indifference, 
followed by an obsession that he has escaped so long that 
he must be hit at any moment. Though this strain is felt 
by all pilots, whatever their duties, it is most marked in 
those on fighting machines, two-seaters or scouts. This work 
usually consists of patrolling a definite strip of enemy country 
for a period of two to three hours. They have to prevent any 
hostile machine from crossing the lines and engage in combat 
any group of enemy machines they may come across. Whilst 
the chance of a fight is eagerly welcomed as a distraction, 
it frequently happens that no combatants appear for long 
periods, and the pilots are left without any occupation to 
distract them from the constant anti-aircraft fire, which, 
from the fact that the machines are constantly passing and 
repassing the same strip of territory, allows unrivalled 
opportunity for good shooting. 

During the last few months great attention has been paid 
to low flying (at 500 feet or- less) attacking the enemy with 
machine-gun fire in his trenches, whilst marching along the 
roads, in rest billets behind the line, &c. The strain of this 
kind of flying is great, as the machine is subjected to a 
tremendous amount of machine-gun fire, and, when working 
in conjunction with an infantry attack, is continually in, or 
very near, the barrage fire put up by the artillery. A hit 
that might only temporarily disable the aeroplane and give 
the pilot time to recover from it flying at a height is 
probably fatal when so near the ground. 


The Glasgow University Unionist Association 
have decided to invite Sir Heiirv Craik and Sir Watson 
Cheyne, the present Members for Glasgow and Aberdeen and 
Edinburgh and St. Andrews Universities, to become 
Unionist candidates for the new constituency of the four 
combined universities at the next election. 

Middlesex Hospital. —The opening of the winter 
session of the Medical School will take place on Tuesday, 
Oct. 1st, at 3 o’clock, when Lieutenant-General T. H. J. C. 
Goodwin, Director-General Army Medical Service, will 
occupy the chair. The prizes will be distributed by the 
Dowager Countess Brassey, and Dr. C. H. Browning, the 
director of the hospital’s pathological laboratories, will 
deliver the opening address, the subject being the Importance 
of Research Work in Connexion with National Health. 
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Food products that are absorbed from the gastro¬ 
intestinal tract are carried by the portal vein to the liver. 
In that organ they undergo a process of purification. Certain 
organisms or toxins are destroyed or are converted into 
materials harmless to the tissues through which they are to 
pass, and are eliminated by the several excretory organs, as 
the kidneys, lungs, and skin. 

The thyroid gland secretes material which acts as a 
stimulant to the tissues and keeps their metabolism working 
at a normal rate. This substance has been obtained in a 
pur^ form at the Mayo Clinic, and is described in the 
Transactions of that clinic for 1917 by Mr. E. C. Kendall. 
This discovery is an admirable example of the excellent 
research work carried on in that institution. The adrenals 
and the pituitary gland also act in controlling certain tissue 
changes by means of their secretions. The spleen produces 
a proportion of leucocytes and destroys a number of effete 
red corpuscles. Many other instances of specific glandular 
activity will readily occur to the reader. 

Effects of Deleterious Materials on Liver. 

If material of a deleterious character greater in quantity 
than the liver can deal with is absorbed by the radicles of 
the portal system, certain changes must result in all these 
tissues, or rather the tendencies to such changes must exist. 

I have demonstrated in the anatomy of the labourer that 
the habitual repetition of the tendency to change results in 
the fixation of the change, and later in its exaggeration, 
so that a condition is finally obtained which differs com¬ 
pletely from the normal and is perfectly characteristic of 
the occupation of the individual. In consequence the 
skeleton becomes unable in many instances to perform its 
original normal function. I refer, for example, to the 
ankylosis of the vertebras and of the costo-vertebral joints 
in the coal-heaver. 1 might multiply illustrations indefinitely. 

The excessive strain on the function of the liver cells, 
whereby poisons are rendered harmless, must after a sufficient 
time in a similar manner result in damage to the liver, so 
that it is no longer able to perform many of its normal 
functions efficiently. 

Here I would remind the ready that in the labourer every 
change that is developed in the pursuit of his occupation 
with the object of improving his usefulness for his special 
function tends to shorten his life. This is also illustrated 
by the bands which develop about the intestines in the line 
of strain. At first these help to support the intestines and 
to obviate their prolapse. Later they form obstacles to the 
free passage of material through the portion of the bowel 
to which they are attached. I believe that a similar effort 
on the part of the cells of the liver to meet the habitual 
flooding with deleterious matter brings about a change in 
them that is at first advantageous and enables them to 
perform their increased functions more efficiently for a time. 
This, however, sooner or later results in their undergoing 
degenerative processes which render them less and less 
efficient. 

Just as every change, which the skeleton of the labourer 
undergoes in order to accommodate itself to its surroundings, 
tends to shorten the life of the individual , so do all the changes, 
which the organs undergo to meet their surroundings in 
association with and dependent upon those in the gastro¬ 
intestinal tract , tend to shorten life. Such changes in the 
organs are classified as diseases. 

Effects on Other Organs . 

I do not know whether bacteria and toxins from the 
intestine reach the systemic circulation through the thoracic 
duct and so escape destruction in the liver, though I am 
aware that they reach the regional lymphatics, since Dr. N. 
Mutch has obtained bacteria from that source on many 
occasions in cases of intestinal stasis. 

The deleterious ihaterials, whatever they are, which pass 
unchanged through the liver and get into the systemic 
circulation damage every tissue in the body ; none can 
escape their baneful effect. The liver also suffers through 


its nutritive supply from the hepatic artery, and its useful¬ 
ness is still further depreciated in consequence. 

The impure blood would appear to act in a similar manner 
on the thyroid gland. Clinically, in a typical case of 
intestinal auto-intoxication the thyroid gland at first enlarges 
as if stimulated to excessive function. As time goes on it 
steadily diminishes in size till the isthmus can no longer be 
felt by the finger. Associated with this atrophy symptoms 
develop that suggest a defective function of this gland. 

It would seem fair to argue by analogy that the adrenal 
and pituitary glands behave in a similar manner in their 
attempt to meet the disability that results from the supply 
to their tissues of blood contaminated with deleterious 
products. The evidence of the defective action of the 
adrenal is suggested by the very typical pigmentation of 
the skin which develops in chronic intestinal stasis. I have 
described on many occasions the deleterious action of the 
impure blood on many others of the tissues in the body. 

How the blood-forming organs behave we can judge by 
the amemia which is always associated with this condition 
sooner or later. This ansemia would appear to be the result 
of flooding of these organs with impure blood which 
depresses their functional activity. 

The kidneys suffer from the filtration through them of 
irritating products, and changes take place in consequence 
after a time. The evidence that these degenerative pro¬ 
cesses are due to the presence of toxic material in the blood 
is shown by the fact that all manifestations tend to disappear 
with striking rapidity when the source of fouling of the 
blood stream has been removed. 

Secondary Infections. 

Owing to the lowered resisting power of the tissues to the 
entry of the organisms foci of infection are readily developed. 
The septic products of such infection are carried directly 
into the systemic circulation and are not filtered through 
the liver. Consequently the effects which are exerted on 
the body by these secondary infections are much more 
harmful. This can readily be illustrated. 

A patient suffering from intestinal auto-intoxication 
becomes affected by rheumatoid arthritis. The progress of 
this disease may be slow till the additional development of 
pyorrhoea occurs. The absorption of the toxins from the 
diseased gums into the blood stream at once exaggerates 
in a remarkable manner the rate of progress of the rheu- 
matoidal condition. The curing of the pyorrhoea by local 
application or by the unnecessary removal of the affected 
teeth immediately effects a very*marked improvement in 
the condition of the diseased joints. This is sometimes so 
apparent as to lead casual observers to assume that the 
rheumatoidal infection was consequent solely on the infec¬ 
tion of the gums, since they do not realise that both 
infections have a common causal antecedent in the lowered 
vitality which results from chronic intestinal stasis. At 
the same time, it shows very clearly how one secondary 
infection may accentuate another and how necessary it is 
to search for such infections. Especially is this the case 
when the infecting organism is the same in the two foci. 

The freeing of the portal circulation from products of 
auto-intoxication at once stops the progress of the rheumatoid 
arthritis and facilitates the rapid and permanent cure of the 
affected gums. 

Another instance of a secondary infection of the alimentary 
canal is that which results in pernicious ancemia, a disease 
apparently due to haemolysis produced by an unknown 
specific organism. 

Changes in Liver , Breast , and Pancreas. 

Not only is the liver tissue damaged by an excess of one of 
its functions and by the impure blood supplied for its nutrition 
through the hepatic artery, which also contains toxic material, 
but its tissues can also be injured through the ducts which 
permeate every portion of its structure. Dr. Mutch has 
demonstrated very clearly by cultures made from cases of 
chronic intestinal stasis operated on by me that the whole 
length of the small intestine, including the duodenum, often 
contains infective organisms, and there is no doubt whatever 
that these organisms may extend along the ducts of the liver 
and pancreas and produce changes in the walls of the ducts 
and in the cells and connective tissues of these organs. I 
suggested the probability of the existence of this sequence in 
my earliest papers on stasis, and it is satisfactory that these 
hypotheses have received such definite confirmation from Dr. 
Mutch’8 extensive and elaborate researches. 




















418 Thb Lanort,] MAJOR D. G. MARSHALL: DIAGNOSIS AND TREATMENT OF MALARIA. [Sept. 28 . 1918 

had slight attacks which passed unnoticed or contracted 
the disease on the journey home. Several cases of this 
kiqd have come under my notice. 

A colonel who hail not been on the sick list during two years’ service 
in Salonika developed typical malaria three months after returning home. 

Another, a senior officer of the who vowed he had not Buffered 

from malaria for ten years, developed a temperature after an opera¬ 
tion ; it was supposed to be influenza, but examination showed the 
presence of large numbers of malaria parasites in the blood. 

Since writing the above an interesting report of two fatal cases has 
been published. Both men had served abroad ; neither had a history 
of previous malaria. One was diagnosed and treated as influenza, or 
“ P.U.O.”; the other was sent to a fever hospital as a case of typhoid. 

Nature of attack. — What the old British soldier in India 
used to describe as “fever and ague,” the presence of a 
distinct cold and hot stage, is fairly typical, but two very 
important points must be borne in mind. In the testivo- 
autumnal or “ malignant ” type of fever the cold stage is not 
very marked; there may even be an absence of rigor. The 
temperature in the hot stage is only moderately high ; it is 
more apt to become remittent in type; this is the kind of 
case often wrongly diagnosed as enteric. 

On the other hand, in old malarials with a temperature due 
not to malaria but to other causes, as septic infection, svphilis, 
ifcc., the attack is apt to assume the character of a "typical 
malarial attack — a cold stage, with severe rigor, rapid rise of 
temperature, subsiding in the course of a few hours, but 
recurring daily. A man recently admitted with a diagnosis 
of malarial relapse was found to be suffering from cerebro¬ 
spinal meningitis, which ended fatally in three days. 

It may be mentioned here that attacks of this nature are 
often set up in persons who have previously suffered from 
malaria by surgical interference, especially in connexion 
with the genital organs, as passing a catheter on a man or 
a uterine sound in the case of a woman. If any operation 
is necessary it is advisable to keep the patient under the 
influence of quinine prior to and lor some davs after the 
operation. 

Periodicity.— This is one of the most marked features of 
malaria. In a typical case of benign tertian the attack 
occurs every third day, in quartan (an unusual form) every 
fourth day, in multiple infections the attacks mav develop 
every day, in quotidian, they almost always commence with 
clock-like regularity at about the same hour. This periodicity 
is aiso marked in the complications and sequelae, such as 
haemorrhages, exacerbations of skin affections and nervous 
or gastric disturbances, which may occur at regular intervals 
possibly of weeks. 

Pulse-rate.— It may be accepted as an axiom that in malaria 
the pulse curve always follows the temperature curve, and 
recognition of this fact may help in the differential diagnosis 
of enteric and other acute febrile affections in which the 
pulse is not markedly accelerated in the early stages. 

Enlargeynent of spleen.— Except early in an initial attack 
this is invariably present, and can be recognised bv careful 
percussion and palpation. During an acute attack there is 
often some degree of pain in the splenic region due to peri¬ 
splenitis ; in old-standing cases the enlargement mav be 
very marked, extending to, or even past, the middle line. 

Effect of large doses oj guininc. —In the absence of micro¬ 
scopic examination of the blood this is one of the surest 
methods; it is very seldom that a case of uncomplicated 
malaria resists such treatment, but it must be given in 
adequate doses, at least 30 gr. in the 24 hours; small doses 
are not only useless, but may be harmful. If a case 
which appears to be malarial resists such doses repeated for 
several days some complication should be suspected. • 

Complications and Possible Errors in Diagnosis. 

Complications are many, varied, and apt to be misleading. 
Space does not permit a lengthy consideration of them. 

They occur both during acute attacks and later, all svstems 
pf the body being affected. Severe or ambiguous gastro¬ 
intestinal symptoms, often simulating appendicitis or dysen- 
tery; pneumonia, boemoptysis, localised and wandering 
oedema, and other signs of implication of the circulatory 
system; nervous phenomena, from the extremely fatal 
“cerebral ” form of the disease to obscure signs of peri¬ 
pheral neuritis, are often encountered. Mental disturbance 
is common, and varies from “ confusion ” to the more 
severe forma. 

In the case of persons who have been exposed to 
malarial infection, whether there is a previous history of 
malaria or not, the probability of malaria being the cause 
should always be borne in mind when the diagnosis is 
doubtful. The important point is not to make the mistake 
of treating local symptoms and leaving the real factor 
untreated. In reference to this two cases may be quoted : — 

1. A lady returning from a visit to India, with no history of malaria, 
developed fever on the voyage. The case was diagnosed by the ship’s 
“ tonsillitis. After she had suffered with a temperature of 
lOo-lOo P. for several days I was askod to see her. When it was 
suggested to the surgeon that it was a case of acute malaria, he replied, 

1 never thought of it.” The temperature came down and all local 
symptoms disappeared under quinine, but for some days the patient was 
in a very critical condition. 

2. An officer, who had been treated for some weeks by a civil prac¬ 
titioner, was admitted to hospital last year ; owing to attacks of 
haemoptysis, pain in hip-joint, Ac., the case had been diagnosed as 
acute tuberculosis and a most gloomy prognosis had been given. 

Examination of the blood revealed the presence of many malarial 
parasites. He eventually made a perfect recovery. 

Blackwater fever. —This most serious complication so often 
occurs after the patient has returned to this country that it 
is worthy of special notice. The onset, which generally 
follows a chill or is perhaps attributed to a large dose of 
quinine, is usually sudden, with an initial rigor; there is 
severe and persistent vomiting, the urine soon assumes 
the typical “ porter ’’-like colour, is passed in small amount, 
and there may be actual suppression. On the second or 
third day, if the patient survives, the skin becomes of an 
extremely bright-yellow colour. Death may result in the 
early stage from hyperpyrexia, or later from suppression of 
urine or cardiac failure. 

Treatment. 

The following are the routine methods employed in jthe 
special malaria wards, Bangour, to which most of the 

750 cases under notice have been admitted. This resolves 
chiefly into the measures to be adopted (1) prior to an 
attack ; (2) during an acute attack ; (4) after an attack, to 
prevent relapses ; (4) treatment of complications. 

Prior to an attack , especially an initial one, there are often 
malaise, vague shivering sensations and gastro-intestinal 
disturbance. It iB sound treatment in such cases to 
administer a dose of calomel followed by a saline aperient, 
with liberal doses of quinine as early as* possible ; by these 
means the threatened attack mav be aborted. 

During an acute attack careful nursing is necessary. In 
the cold stage the patient requires, and probably demands, 
much extra clothing ; in the hot stage there is a danger of 
chill owing to the patient wanting to dispense with what he 
considers unnecessary clothiDg ; when the sweating stage is 
past the patient should be carefully rubbed down and 
provided with warm dry clothing and bedding. 

During the cold stage there is often distressing vomiting 
and severe depression; the vomiting will generally be 
allayed by sinapisms; in severe cases a hypodermic of 
morphia may be necessary, but this and the use of alcoholic 
stimulants should be employed with caution for fear of 
developing a habit. 

During the hot stages there is generally intense headache, 
with a flushed face and marked photophobia, the patient, 
even in benign cases, lapsing into a state of semi-coma, the 
temperature rising to perhaps 105-106° with a correspondingly 
quick pulse. In ordinary cases cold affusions, the use of an 
ice cap, with a dose of aspirin and caffeine will relieve the 
headache. In the severe “ cerebral ” forms it may be 
advisable to administer quinine intramuscularly or intra¬ 
venously, but this is seldom necessary at home. In the 
treatment of the 750 cases under notice neither of these 
methods has been employed in any case. 

When the urgent symptoms have subsided and the 
temperature is falling, give 15 gr. of quinine and repeat the 
dose twice daily, giving a dose on the following day two hours 
before the attack is due. Continue this for three days or 
until the attack is definitely checked. In malignant cases 
the hot stage is often so prolonged that the temperature 
assumes a remittent type and may not come down to normal 
for several days ; in this case quinine must be given 
irrespective of the temperature. 

The acute attacks, if properly treated, usually subside in 

2-3 days, and then the treatment for the prevention of 
relapses must be adopted. 

Prevention of Relapses. 

The means to be adopted with this aim are : (1) general 
treatment of patients and (2) administration of drugs. 

General treatment is most important. Chill being one of 
the most common causes of relapses, patients must be well 
clothed and carefully advised to avoid chills. On the 
slightest 6ign of discomfort or shivering after exposure they 
should take at least 10 gr. of quinine. A bracing climate is 
desirable, preferably at a fair altitude. The special wards at 

Bangour are about 500 feet above sea level, and to this the 
satisfactory results in the treatment there are to a great 
extent attributable. The whole muscular system, including 
the heart muscle, suffers loss of tone in malaria. This loss 
is not likely to be made good by keeping patients lolling 
about the wards in a listless manner day by day. After an 
acute attack patients are kept in bed for a week, they are 
then given graduated exercises, culminating in the third 
week with route marches of 2 or 3 miles morning and 
afternoon or work in the garden or workshops. As soon as 
possible the fullest possible diet is given, occasionally 
supplemented by an issue of beer or stout. 

Drugs. —After an acute attack the patient is put on 20 gr. 
of quinine per diem for a week, 10 gr. night and morning 
after a meal, for the next week 5 gr. night and morning, and 
for the third 5 gr. after breakfast. As a rule, they are j 

discharged at the end of this period, but if kept in hospital 
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they are put back to the 20,10, 5 gr. system. On discharge 
to duty arrangements are made by which it is ensured that 
the man will continue the prophylactic use of quinine for 
two mouthy In hospital the quinine is administered in the 
form of hyftobromide, with a small quantity of dilute hydro- 
bromic acid; this salt causes less discomfort or cinohonism 
than any other. 

Excepting in a few cases when it has been deemed 
advisable to administer it by the rectum, quinine is always 
administered by the mouth, the frequent reports in the 
medical journals of inability to give it by this means being 
due to faulty methods. 

If the patient complains that quinine causes sickness or 
other discomfort, what can be done? Give 10 minims of 
laudanum half an hour before the quinine. Give it in 
41 compressed ” tabloid form or cachets instead of in solution, 
or in fractional doses—e.g., instead of giving 10 gr. morning 
and evening give 2 gr. every two hours, and so on until the 
desired amount has been taken. 

In the few exceptional cases where the patient is absolutely 
unable to take quinine or it fails to check the fever 
methylene blue forms a very efficient substitute. It is given 
in the form of pill, 3 gr. with 1 gr. extract of hyoscyamus 
three times a day. There are many impure samples on the 
market which are likely to cause bladder irritation, tenesmus, 
and other discomfort. Methylene blue (pure medicinal) 
should always be prescribed. It has on many occasions 
been found to prevent relapses when quinine, by the mouth, 
intramuscular or intravenous injections, in other hospitals 
has failed. In cases with a history of blackwater fever it is 
always used in preference to quinine. 

Quinoidin has been tried in many cases with satisfactory 
results; it causes less discomfort than quinine, and has the 
advantage of being much cheaper. Galyl is said to afford 
good results in obstinate cases, but its employment has not 
so far been found necessary. When the gastric irritation 
usually associated with an acute attack has subsided the 
patients are placed on a tonic, as follows:— 

Ferri et amnion. cltrat. gr. x. 

Liq. areen. hydrochlor. m ili.-vi. 

Tinct. nucis vomicae . m v. 

Aq. chloroform! . ad 5 i., t.d.s. 

The combination of arsenic and quinine often prevents 
relapses when quinine alone, even in large doses, fails. 

The Treatment of Complications. 

Blackwater fever .—The indications for treatment are: 

(1) Restrain the temperature, (2) promote free secretion of 
urine, (3) arrest vomiting, (4) maintain action of heart. 

1. The ordinary antipyretics should not be employed, 
careful -sponging is generally sufficient. 

2. Keep the patient warm, apply hot poultices to the 
loins, give plenty of diluents—tea, coffee, barley, Vichy, or 
soda-water; ordinary diuretics are contraindicated, but the 
following (Sternberg’s) mixture is useful 

R Sodii bicarb. gr. x. 

Liq. hydrarg. perchlor. m xv. 

Aquam. ad 3 i. 

iven every two hours for the first day and every three 

ours afterwards until the urine clears. If suppression 
threatens or supervenes, renew poultices frequently, with dry 
cupping over the kidneys, and administer normal saline by 
enemata, subcutaneous infusion, or intravenously, with 
strophanthus by the mouth. Pilocarpine is contraindicated. 

3. The ordinary methods—sinapisms, ice, champagne, 
Ac., often fail. Morphia hypodermically is often efficacious 
and also diminishes the general distress. The best treatment 
in severe cases is counter irritation of the vagus by painting 
liquor epispasticus over the course of the nerve on the 
left side of the neck ; this often arrests the vomiting in an 
hour or two when all other methods have failed. 

4. The usual heart stimulants may be employed; 
strophanthus is better than digitalis; the use of alcohol 
except in the form of champagne is inadvisable. 

There is generally hepatic congestion with constipation ; 
a dose of calomel and an aperient should be given early in 
the attack. 

It is a much disputed question whether quinine should 
be given or not. Founded on Bastianelli’s rule the following 
lines of treatment are recommended. 1. If parasites are 
found in the blood during or after an attack the bihydro¬ 
chlorides or hydrobromides should be given, but in frac¬ 
tional doses; the ordinary sulphate should not be prescribed. 
2. If parasites are absent do not give quinine. 3. If in 
doubt—e.g., if a thorough examination of the blood is not 
possible, avoid quinine. 

In the treatment of other complications it must be remem¬ 
bered that they are in great measure due to malaria, and the 
administration of quinine should never be neglected. It is 
often found that in persons returning from malarious 
countries affections which have resisted all other forms of 
treatment for long periods yield readily to quinine. 


NOTES ON THE SYMPTOMATOLOGY AND MORBID 
ANATOMY OF SO-CALLED 

“SPANISH INFLUENZA,” 

WITH SPECIAL REFERENCE TO ITS DIAGNOSIS FROM 
OTHER FORMS OF “ P.U.O.” 

By E. RIVAZ HUNT, M.D. Cantab., M R.C.P. Lond., 

TEMPORARY CAPTAIN, B.A.M.C. 


The recent outbreak of what appears to be a new form of 
44 influenza,” so-called, has greatly added to the number of 
cases admitted to the base hospitals with the provisional 
diagnosis of “P.U.O.,” and some months’ experience in 
the medical wards of a large base hospital in France has 
suggested to me that it would be useful to attempt to 
classify the chief diagnostic features of some of the principal 
conditions which are admitted to hospital with this diagnosis. 

The term 44 P.U.O.,” although useful and in some cases 
necessary, is too loose to be wholly satisfactory. More¬ 
over, a more exact diagnosis is desirable, both from the 
point of view of prophylaxis and, if necessary, isolation, and 
also for the purpose of prognosis as to the probable duration 
of the patient’s unfitness for military service. 

Certain of the conditions liable to be included under this 
heading have but to be remembered to be excluded in the 
majority of cases by appropriate clinical or bacteriological 
examination. Among these may be mentioned (1) malaria ; 

(2) Bacillus coli infections, particularly coli bacilluria ; and 

(3) malignant endocarditis. But a smaller group remains, 
comprising (4) the trench fevers ; (5) the enteric group, 
including typhoid and paratyphoid fevers, which for my 
purpose may be considered together ; (6) the influenzal 
group, including true influenza, and the recent epidemic, 
which in the present condition of uncertainty as to its 
bacteriological causation, may be provisionally termed 
“Spanish influenza”; and (7) certain aberrant cases of 
cerebro-spinal meningitis. 

8y mptomatology. 

The symptomatology of 44 Spanish influenza ” is character¬ 
istic, and in view of the extreme prevalence of this disease 
at present it will be useful first to consider in some detail 
the principal features of this complaint as seen in France, 
considering en passant the various points which serve to 
distinguish it from other diseases closely resembling it. 

The incubation period appears to be short, about 3-4 days. 
The mode of onset is characteristically sudden. A patient 
may be at work in his usual health in the morning and in 
the evening he may be in hospital with a temperature of 
102°-104° and presenting the appearance of acute illness. 
The earliest symptoms are usually shivering, pains in the 
limbs and back and very severe headache—generally, but 
not invariably, frontal in situation—and sore throat, and 
in almost all cases an irritating severe cough is also 
complained of. 

The appearance in most cases is quite characteristic. The 
patient lies curled up in bed in a drowsy condition, with 
flushed face and injected conjunctiva, but there is little 
coryza, and physical signs, in the early stages at any rate, 
are remarkable by their absence. The facies, apart from 
the absence of coryza, very much resembles that of a 
measles patient a day or so before the appearance of 
the rash. 

Although severe sore throat maybe complained of, little 
can be seen in the throat beyond some general injection of 
the fauces, but in some cases oedema of the uvula or 
slight degree of tonsillitis is present. Severe and irritating 
dry cough is usually present, but there may be no discoverable 
physical signs in the lungs at first. On the other hand, some 
coarse rhonchi may be heard all over the larger bronchial 
tubes, or a few crepitations may be heard at one or both 
bases. In other cases there is an early generalised 
bronchitis, and in some few instances a dry pleurisy, 
particularly in the left axilla, may make its appearance 
almost at the onset. 

f A small percentage of patients develop serious pulmonary 
complications , and the pneumonia arising in these cases 
presents several distinctive features. It is of a mixed 
lobar and broncho-pneumonic type. Several large patches 
of consolidation may be found, but not as a rule at the 
extreme base of the lung. Favourite situations appear to 
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be in the axilla, or in the middle third of the lower lobe. 
A remarkable feature is the not infrequent presence of well- 
marked aegophony without other signs of fluid over the 
consolidated area. The very loud tubular breathing and 
crepitations, together with the increased vocal resonance 
and the presence of the signs of more normal lung tissue 
below the patch, suggest that this aegophony is due to a 
very thin layer of purulent exudation over the pneumonic 
patch, shut off by pleural adhesions, and thus prevented 
from gravitating to the lower part of the pleural sac. This 
is confirmed by the post-mortem findings. 

In some of these influenzal pneumonias the toxemia is 
severe, and death rapidly ensues from acute heart failure. 
These cases frequently present an appearance very similar to 
that of a patient suffering from purulent bronchitis. The 
colour is a curious bluish tint, suggesting at first sight that 
he is suffering from extreme right heart failure, but physical 
examination of the heart and pulse does not confirm this, and 
the condition appears to be due to extreme toxaemia rather 
than to any mechanical embarrassment of the right heart. 
In other cases not quite so acute oedema of the lungs super¬ 
venes, large quantities of semi-purulent sputa are expecto¬ 
rated, but the patient dies from heart failure secondary to 
asphyxia. 

The heart condition of a very large proportion of these 
cases of “Spanish influenza” is interesting. Without any 
marked alteration in the size of the heart as discovered by 
physical examination, and with the apex beat little if at all 
displaced, there is a well-marked reduplication of the first 
sound at the apex or of the pulmonary second sound, which 
is also frequently accentuated ; not infrequently both sounds 
are reduplicated. In many cases this probably indicates the 
presence of some degree of myocarditis. It is noteworthy 
that in a large proportion of cases examined post-mortem 
here myocarditis was found, and more or less dilatation of 
the heart was constant. In cases in which a murmur develops 
and becomes increasingly musical, with displacement of the 
apex beat, the question of an early ulcerative endocarditis 
must be considered, and a blood culture and leucocyte count 
should be done with a view of excluding this condition. 

In at least four instances I have seen a soarlatmiform rash 
so closely resembling the rash of scarlet fever that very 
careful examination was required to decide that we were not 
dealing with a case of the latter disease. The rash, however, 
was more markedly patchy in distribution, evanescent and 
recurrent, and in some cases irritating ; and the appearance of 
the patient’s face and throat, together with the absence of 
the rapid pulse and strawberry tongue of scarlet fever, and 
also the comparatively low temperature at the time of appear¬ 
ance of the rash, enabled us to exclude the existence of this 
disease. 

One patient, however, who gave a history of another man 
in his hut having had a rash, was transferred to an isolation 
hospital, but at a post-mortem examination made after his 
death from broncho-pneumonia a few days later the appear¬ 
ances presented were precisely those found in other cases of 
deaths from this influenzal form of pneumonia. The tongue 
of these influenzal cases is almost invariably dirty and furred, 
and in some cases there is an offensive, almost pathogno¬ 
monic, odour of the breath. 

The onset of pyrexia is very sudden, the temperature 
rapidly rising to 103° or higher. The duration of pyrexia is 
generally short, and under appropriate treatment and rest in 
bed the temperature rapidly falls about the third or fifth day 
to normal, thereafter probably rising to about 99° on the 
following evening, but within a week from the date of onset 
remaining below normal. If the pyrexia persists after the 
first week it is probable that either some pulmonary com¬ 
plication is present or that the diagnosis of influenza must be 
reconsidered, special attention being given to the possibility 
of the case being one of the enteric group. 

The pains of this type of influenza are very characteristic ; 
they are referred almost invariably to the muscles and soft 
tissues, and to a less extent to the joints rather than to the 
bones themselves. The most common sites of pain are in 
the muscles of the thighs and calves, the lumbar muscles and 
muscles of the back of the neck, and to a less extent the 
knees and ankle joints. The headache of influenza has 
already been referred to. In a very large proportion of cases 
it is frontal, in some cases occipital, and in a few referred 
to the vertex. The headache is in some cases very persistent, 
continuing for some days after the patient’s temperature has 


fallen to normal, and is almost invariably extremely severe 
at first. The pains differ considerably from those of trench 
fever; in the latter disease the pains are most frequently 
referred to the bones themselves, particularly the inner 
and outer edge of the tibiae, and the bones are often very 
tender to palpation. The acute nocturnal exacerbations of 
the pains are more marked in trench fever than in influenza. 

The pains of the abdominal group of influenza cases may 
arouse the suspicion of appendicitis. They are, however, 
more general, although frequently referred to the lower part 
of the abdomen. There is, however, little or no muscular 
rigidity, and the tenderness to deep palpation is not more 
marked in the right iliac region than in the left. The pain 
does not tend to become localised and the fever and pulse- 
rate do not indicate a progressive lesion. 

There is a group of cases admitted with occipital headache 
and pain in the neck closely resembling cases of cerebro¬ 
spinal meningitis, but, as a rule, the rigidity of the neck is 
much less marked. In some of these cases the diagnosis is 
rendered more puzzling by the presence of what I may 
describe as a “spurious” Kernig’s sign—i.e., it is impossible 
to say that Kernig’s sign is absent, although it is more of the 
nature of a “ clasp-knife rigidity ” than a true Kernig’s sign. 
Lumbar puncture may, however, be necessary to exclude 
cerebro-spinal meningitis, when, although the fluid may 
escape under high pressure it is clear and does not present 
the characteristic cytological features of the latter disease. 

A blood count is of great value in helping to discriminate 
between the various causes of P.U.O. The trench fevers are 
usually accompanied by a moderate leucocytosis. Malaria, 
malignant endocarditis, scarlet fever, and cerebro-spinal 
fever, as a rule, show a marked leucocytosis. The enteric 
group is more usually characterised by a leucopenia. In 
“Spanish influenza” the leucocyte count usually varies 
between 5000 and 9000 per c.mm. 

Very few cases of influenza show a true relapse, and the 
occurrence of pyrexia relapsing within a few days in a 
supposed case of influenza suggests the probability of the 
case being one of trench fever. 

I regret that the few cases in which the urine has been 
examined prevent me from making any observation on this 
point. I have not touched on the bacteriology of these 
cases, for at present this aspect of the disease is sub judice. 

Tabular Summary . 

Appended are two tables : (1) a summary of the principal 
diagnostic points of the commoner causes of P.U.O. ; (2) an 
analysis of the post-mortem findings in 30 cases diagnosed 
as “influenza” at a hospital base in France during June 
and July, 1918. For these latter tables and for other 
valuable suggestions I am much indebted to Captain 
T. W. G. Shore, R.A.M.C., pathologist to - Adminis¬ 

trative District, France. 


Table I .—Summary of the Pr'uicipal Diagnostic Points of the 
Cominoner Causes of P. U.(). 


Disease. 

Mode 

of 

onset. 

Fever. 

Characteristics 
of pain. 

■ Bacterio- 
| logical 
examina¬ 
tion. 

Blood 
; count. 

Malaria. 

Sudden 

Intermittent 
as a rule. 

i ~ 

Parasites 
in blood. 

Leuoo- 

cytosis. 

Ooli 

bacilluria. 

Gradual 

Prolongei 1 
and irregular. 

Renal, vesical, 

! or ureteric 
tenderness. 

B. coli in 
urine. 


Malignant 

endo¬ 

carditis. 

Grad u&l 
or 

sudden 

1 Constant, pro- 
{ longed, and 
irregular. 


Blood 
culture 
may be 
positive. 

High 

leuco- 

cycosis. 

Trench 

fevers. 

Sudden 

Frequent 

relapses. 

Pains in bones, 
especially 
shins.* 


Mod. 

leuco¬ 

cytosis. 

“ Spanish 
influenza.'* 

Very 

sudden 

Short, rarely 
relapses, sub¬ 
sides by crisis. 

Pain in heAd. 
usually frontal 
and back.t 


Mod. 

leuco¬ 

penia. 

Influenza. 

Very 

sudden 

Short, sub¬ 
sides by crisis, 
less acute. 

Pain specially 
in head and 
back. 

Influenza 
bacilli in 
sputum. 
Widal's 
reaction. 

Leuco¬ 

penia. 

Enteric 

group. 

Gradual 

Prolonged, 
gradual 
onset, sub¬ 
sides by lysis. 

Vague; general. 

Leuco¬ 

penia. 

Cerebro¬ 

spinal 

fever. 

Sudden 

High 

and irregular, j 

Headache, 
usually 
occipital. 1 

C.-s. fluid 
cloudy, 
Ac. 

High 

leuco¬ 

cytosis. 


* Worse at night; shins tender. 

t Also pains in legs, usually muscular, In calves and thighs, con¬ 
tinuous all day. 
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in 20 out of 30. 
2 


Table II.— Summary of Post-mortem Findings in 30 Cases 
Diagnosed “ Influenza." 

More or less dilatation of heart constant. 

Myocarditis . 

Endocarditis of mitral valves 

Pleurisy . 

Pleural effusion . 

Broncho-pneumonia . 

Lobar pneumonia. 

Confluent broncho 
mania . 


, 26 
8 
, 27 

1 


- pneu 


Miliary pneumonia 


Pus In bronchioles 


11 


, 12 


(Generally purulent), 
i Broncho - pneumonia 
^ the rule. Often 
f confluent, less so 
* in later cases, 
i Miliary or shotty 

- broncho - pneumpnia 
( In later cases. 
i Resembling purulent 

- bronchitis, com- 
( moner in later cases. 

Collapse when present along vertebral border of lung. Emphysema 
common anteriorly. 

v . ... J Acute In 7. Kidney as a rule pale—“ toxic.” 

.^epnrius j Chronic in 2 . Suppression of urine in one case. 

Jaundice in 2. 

Spleen generally enlarged. 

Pulmonary glands always enlarged. 

Liver generally shows some fat. 

Pulmonary abscess in 3. 

Abscess in brain in 1. 

Old tubercle In 7. (Much higher than average in B.E.P.) 


OBSERVATIONS ON A CASE OF “LOOSE 
BODY” IN KNEE-JOINT. 

By PAUL BERNARD ROTH, F.R.C.S. Eng. 


Origin of ‘ • Loose Bodies. ” 

“ Loose bodies ” may occnr as a result of (1) chronic 
hypertrophic osteo-arthritis, (2) trauma, (3) chondrification 
or ossification taking place in hypertrophied joint villi, or 
(4) the process known as osteo-chondritis dissecans. In the 
present case, in spite of the history of trauma, the osteophytic 
formations point strongly to the first of these conditions as 
the determining cause. It is therefore highly probable that 
this patient will at some future time again suffer from other 
4> loose bodies ” in her joint. 

Notes of Case. 

Patient, aged 33, was first seen at hospital on Oct. 30th, 
1917. Six months previously when kneeling she tried to get 
up quickly, but could not straighten her right knee because 
of great pain in it. This pain lasted for a week or ten days, 
and then gradually disappeared and the knee got well. Since 
then she has had every other week attacks of sudden severe 
pain in the knee and inability to straighten it. 

On examination there was found to be marked creaking 
accompanying movement in both knees and slight lipping 
at the articular margins. The right knee could be com¬ 
pletely straightened. To test her story she was told to go 
home and return directly she had another attack. A week 
later she stated that she had had another attack on the 
previous day. On examination there was slight puffiness of 
the knee, it was hotter than the other, and it could not be 
completely extended. Radiograms taken the following day 
by Dr. W. Ironside Bruce were reported on by him as 
follows: “There is present an arthritis of the knee-joint 
with -f osteophytic formation. There is also present a very 
nice example of 4 loose body ’ which at the time of examina¬ 
tion lies in the jw&terior part of the joint.” 

On further questioning patient remembered that seven 
years ago she fell with right knee doubled up; she could not 
get up by herself, was carried on to a sofa, and had to 
remain a fortnight in bed, the knee being very much 
swollen ; she did not call in a doctor. Since then the knee 
had been quite well until May, 1917, when the present 
trouble began. 

Operation (Nov. 19th, 1917).—With the knee lyintf slightly 
flexed over a sand-bag an anterior median vertical incision 
six inches long, with its centre opposite centre of patella, 
was made through the skin and subcutaneous tissues and 
deepened nntil the quadriceps extensor tendon, the patella, 
and the ligamentum patellre w'ere reached. Sterile towels 
were clipped to the two edges of the wound with Kocher’s 
tissue forceps and the skin completely shut off. The patella 
was next split vertically into two lateral halves with 
chisel and mallet. With a fresh scalpel the line of 
cleavage was extended up into the extensor tendon and 
downwards into the ligamentum patellie, so that these 
structures also w*ere bisected mesially into two lateral 
halves. The two halves of the patella were drawn apart 
with blunt retractors and the knee simultaneously flexed to 
a right angle, the foot being kept in contact with'the table. 
The “loose body” was at once seen lying in front of the 
anterior crucial ligament; it was removed with forceps, 
the knee was straightened, the quadriceps tendon and 


ligamentum patella? sutured with No. 4 continuous catgut, 
aud the skin closed with Michel’s clips. 

Patient made an uninterrupted recovery, no splint of any 
kind being used during convalescence, and a month later 
was again radiographed. The radiograms again showed the 
“ loose body ” present, and the report stated it to be so. On 
very careful study of the first radiograms I made out, lying 
above the shadow of what we had considered in the lateral 
view to be the “ loose body,” another much fainter shadow; 
and in the second radiograms this faint shadow 7 was absent. 
It was, therefore, clear that originally there were two “ loose 
bodies” present, one of which had been removed, or that 
the remaining shadow was due to a sesamoid bone in the 
gastrocnemius. 

Remarks. 

The following points present themselves for observation. 

1. Route adopted for operating. — I believe this median 
patellar route to be the ideal one for operating on all 
internal disorders of the knee-joint. If used with strict 
adherence to the rules adopted by Lane in plating bone the 
risk of sepsis is nil, a splendid view is obtained of the 
joint interior, and' no injury is done to the mechanical 
power of the joint. Further information as to its great 
utility may be obtained from the writings of Sir Robert 
Jones, Mr. E. M. Corner, and from my own paper, 1 in which 
has been given a list of references. 

2. Differential diagnosis of “ loose body'" from sesamoid 
bone m outer head of gastrocnemius. —I have not been able to 
find any research done oil this subject, and until this case 
had never heard of any difficulty in coming to a correct decision. 
It may be taken as a general rule, however, that a sesamoid 
bone when present is oval in shape when seen from the side 
with its long axis placed vertically ; that it is as dense to 
the X rays as the densest parts of the femur, tibia, and 
patella ; and that it is situated behind a line joining the 
most posterior portions of the tibial head and femoral 
condyles as seen in the lateral radiographic view and well to 
the outer side of the midline in the antero-posterior view. 
A “loose body,” on the other hand, may be of any 
irregularly rounded shape, is not as dense to the X rays as 
the densest parts of the other bones, and may be anywhere 
in the joint cavity. 

In the present case the shadow remaining after operation 
is circular when seen in lateral view, is as dense as the 
other bones, is situated almost entirely in front of the line 
joining the two bones, and in the antero-posterior view 
shows up quite plainly on the inner side of the raidline of 
the joint that is, the evidence is largely in favour of it 
being due to a second “loose body.” If such it be, it is 
causing no symptoms, for since operation the'patient has 
been entirely relieved, and when last seen in April the knee 
had entirely ceased to bother her. 

3. Passage of “ loose body ” from bach to front of joint. — The 
shadow of the “loose body” in the first radiogram showed 
that it lay in the posterior part of the joint, but at operation 
it lay in front of the anterior crucial ligament. As I have met 
with the same phenomenon before, and as I know of one 
joint surgeon who maintains he can bring a “loose body” 
from the back of the joint to the front at will, I am led to 
the conclusion that the simple manipulation of bending the 
knee in the manner described—the patient lying on the back 
and the foot being kept in contact with the table—is suffi¬ 
cient to press the “ loose body ” out of its position at the back 
and roll it forward to the front. This matter could be easily 
determined by radiograms taken before and after manipu¬ 
lation, but I have not since this case come across another 
suitable one. If this be 60 , in future it may not always be 
necessary to split the patella to get out the “loose body ” ; 
all that may be required will be to split the ligamentum 
patellae and extract the “loose body” lying immediately 
beneath it. 

Harley- street, W. _ 

1 Clinical Journal, March, 1918. 


West London Medico-Chirurgical Society.— 
/The opening meeting will be held on Friday, Oct. 4th, at 
8.30 p.m., in the Society’s Rooms, West London Hospital, 
when the new President, Lieutenant-Colonel E. M. Wilson, 
C.B., C.M.G., D.S.O., R.A.M.C., will be inducted and the 
presentation of the Keetley Memorial Medal will be made 
to the retiring president, Dr. A. J. Rice-Oxley. The Presi¬ 
dential Address will be on the subject of “ Ancient Physio.” 
Communications should be made to the honorary secretaries, 
Dr. H. H. Sanguinetti and Dr. J. F. Halls Dally, and 
subscriptions paid to the honorary treasurer, Dr. T. Gunton 
Alderton. 
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CASES OF CEREBRO-SPINAL FEVER 


MENINGITIS CAUSED BY THE MICRO¬ 
COCCUS FLAVUS. 

BY JOHN H. TEACHER, M.A., M.D.Glasg., 

ST. MUNGO (NOTMAN) PR1FESSOROF PATHOLOGY It» THE UNIVERSITY OF 
GLASGOW AND PATHOLOGIST TO THE GLASGOW ROYAL INFIRMARY; 
AND 

A. M. KENNEDY, M.D.Glasg., 

LATE CAPTAIN, ROYAL ARMY MEDICAL CORPS. 


Of the Gram-negative cocci inhabiting the naso-pharynx 
the meningococcus only has so far been recognised as 
capable of producing meningitis. The possibility of some 
other member of the group giving rise to meningitis cannot 
be denied, but hitherto no sufficient evidence has been 
forthcoming. In a case of cerebro-spinal fever recorded by 
McIntosh and Bullook 1 1 2 the meningococcus was isolated 
from the cerebro-spinal fluid at the first lumbar puncture, 
and a mixture of this organism with trie Mioroooccue flavus 
at the second lumbar puncture, but all subsequent punctures 
yielded pure cultures of the meningococcus alone. In the 
case now recorded the meningitis was caused by infection 
of the meninges by the Micrococcus flavu* alone. 

The patient, a miner, aged 50 years,* was admitted to 
hospital for head injuries caused by a fall of coal. On 
admission a large scalp wound \vas found in the upper 
occipital region and some bruising about the chin. The 
nose was broken and there was much blackening about 
both eyes. Two days after admission slight delirium 
occurred and persisted for three days. This was followed 
by loss of consciousness for one day, and death ensued the 
next morning. 

At the necropsy some atheroma was found in the coronary 
arteries, and considerable anthracosis and hypostatic oedema 
in the lungs; the liver and kidneys showed cloudy swelling, 
and the spleen was congested and of the “septic type,” 
otherwise the thoracic and abdominal organs were healthy. 
There was well-marked purulent meningitis at the base of 
the brain, passing backwards round the medulla and cere¬ 
bellum and forwards over the roots of the optic nerves; 
it extended upwards over the convexity, but the exudate 
was much less abundant here than at the base. The lateral 
ventricles contained thin, purulent fluid and the fourth 
ventricle thick pus. There was a fracture of the cribriform 
plate of the ethmoid which extended across the right orbital 
plate. Pus was present, extradurally, on the upper surface 
of the cribriform plate, but no tear in the dura mater could 
be made out. The nasal bones were broken, but there was 
no other fracture and no gross injury to the brain. 

Films made from the purulent meningeal exudate at the 
base of the brain showed polymorph pus cells, a few large 
mononuclears, and Gram-negative diplococci, intra- and 
extra-cellular, in considerable numbers. The films were 
indistinguishable from those obtained in an acute case of 
cerebro-spinal fever, and provisionally it was thought that 
the organism was the meningoooccus. Cultures were made 
on serum agar, and after 24 hours’ incubation a well-marked 
growth was obtained. The colonies were well defined, 
fairly clear and translucent, but with the very faintest tinge 
of yellow in the centre. Although a little larger than 
meningococcal colonies at this stage they are not unlike 
them, the tinge of colour in the centre resembling some¬ 
what the granularity frequently seen in their centres. 
After incubation for 48 hours, however, the yellowish 
colour was distinct and the growth abundant and con¬ 
fluent. Later the growth became more profuse and 
paint-like. The fermentation reactions were tested on 
glucose, maltose, and saccharose, in litmus-tinted serum 
agar. Acid was produced on all three sugars, thus con¬ 
firming the diagnosis of Micrococcus Jiavus. Distinct acid 

roduction was observed on the maltose within 24 hours, 

ut the change on glucose was only slight in this time. 
In 48 hours, however, both showed the reaction well 
marked. On saccharose slight acid production was 
observed only after 48 hours, and further incubation was 
necessary before the reaction became distinct. The 
organism was easily emulsified in saline, and did not 
agglutinate with any of Gordon’s type meningococcal sera. 

The Micrococcus Jiavus is a common inhabitant of the 
naso-pharynx, and has hitherto been regarded as a more or* 
less harmless saprophyte, but the present case demonstrates 
its pathogenicity under suitable conditions. Apparently the 
infection passed from the nose through the fracture in the 
cribriform plate to its upper surface and thence to the 
meninges, although no rupture of the dura mater was 
obvious. 

1 Med. Rea. Com., Spec. Rep. No. 2,1916. 

- G.R I. Path. Rep. No. 9146. 


DEFINITELY TRACEABLE TO INFECTION BY A 
PARTICULAR CARRIER. 

. By J. A. GLOVER, M.IJ.Cantab., D.P.H., 

CAPTAIN, R.A.M.C. ; OFFICER IN CHARGE, LONDON DISTRICT 
C.-S.F. LABORATORY. 


Can any case of cerebro-spinal meningitis be definitely 
traced to one particular carrier ? As this question has 
recently been answered in the negative by several autho¬ 
rities, such as Staff Surgeon G. P. Adshead, R.N., 1 and 
apparently by German medical opinion, as summarised by 
Galambos,* some cases investigated in the London District 
Cerebro-spinal Fever. Laboratory may be of interest as 
furnishing an affirmative reply to the same question. 

The frequent changes of position and population in naval 
and military sleeping quarters tend to make investigation of 
purely military cases difficult and complicated, but when the 
infection of relatives by soldier carriers returning on leave is 
investigated we are on firmer ground. 

The investigations have two main practical difficulties:— 

First, conclusive evidence of infection being derived 
from the visiting soldier demands (inter alia ) a correspond¬ 
ence in type between the meningococcus attacking the 
patient and that carried by the soldier. The patient being 
nearly always removed to a civil hospital his type of meningo¬ 
coccus is seldom determined, and so an important link in 
the chain of evidence is usually wanting. 

A second difficulty is the length of time (usually at least 
14 days) which elapses before the soldier is examined, and 
in this time many temporary carriers will clear up. 

Record of Cases. 

The following two cases are particularly interesting, as in 
them the first condition is fulfilled. The patient’s type of 
meningococcus is known, and is the same as that carried by 
the soldier. 

Case 1.—This case was that of a soldier, a recruit, who was sent to a 
depot where there had been a recent outbreak of cerebro-spinal fever, 
accompanied by high carrier rates (70 per cent, of both cases and 
carriers harbouring Type II. meningococcus). He was there for five 
w’eeks, and on May 4th (the carrier rate being at this date known to be 
over 20 per cent.) he went home on short week-end leave and slept two 
nights In the same room as his only child. On May 8th the boy 
developed the disease, was admitted to St. Bartholomew's Hospital, 
and died there; the meningococcus grown ftoin his cerebro-spinal fluid 
was Type II. On May 12th the father was swabbed and w’as found to 
be a carrier of Type II. 

Cask 2.— This case wa3 that of a wounded soldier awaiting discharge 
and employed In the R.A.F. He did not sleep at home, but being 
within an easy distance went home every day for a period of a week. 
Four days after this his baby, aged 10 months, developed the disease, 
was admitted to St. Bartholomew’s Hospital, and died there. The 
meningococcus in the child’s fluid was grown and agglutinated by the 
bacteriologist to the hospital, and found to be Type L The father was 
examined at this laboratory some days later and was found to be 
carrying Type I. 

Unless we make the very unlikely assumption that in 
these cases the children infected their soldier parents these 
cases appear sufficiently conclusive. 

Now to recite some cases in which, although the type of 
meningococcus infecting the patient was unknown, yet the 
other evidence is, in my opinion, sufficient. 

Case 3.—In this case the soldier returned on leave from France on 
Dec. 23rd, 1917. On Boxing Day he was married, and the next day he and 
his wife went to his father's farm for their honeymoon. On Dec. 30th 
his little brother, aged nine (w ho was not sleeping in the same room) fell 
ill. The soldier returned to London on the 31st, and the boy’s illness 
proving to be cerebro-spinal fever, the soldier was examined at the 
laboratory on Jan. 4th, 1918. His sw*ab furnished an almost pure culture 
of meningococcus (Type III.). He has since proved a carrier of persistent 
character. 

One cannot help feeling that the bride had a providential escape. 

Case 4.—A nurse, nursing in a hospital in a large military centre w'here 
there had been a severe outbreak of cerebro-spinal fever and where the 
carrier-rate had been very high, went home on week-end leave, and 
slept in the same bed with a lady. This lady developed the disease four 
days later and died from it. Bight days after the contact the nurse was 
examined and found to be a carrier of Type II., the prevalent type of 
the garrison and of the hospital where she nursed. 

It is just poasiblc, of course, that the nurse utw infected by the 
patient, but the converse is almost certain. 

Case 5, a soldier, was in hospital in London with a broken arm. He 
was allowed to go home to tea on three successive days, August 26th, 
27th, and 28th, 1917. His child developed cerebro-spinal fever on 
Sept. 1st. The soldier was not examined until Sept. 26th, when he was 
found to be a carrier of Type I. meningococcus. 


1 Special Report, 8eries No. 17, Medical Research Committee, p. 90. 

2 Medical Supplement of the Foreign Press, Medical Research Com¬ 
mittee, July 1st, 1918, p. 214. 
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Case 6 , a soldier, was working in a Labour Company in London and 
was sleeping at home every night in the same room with his 
12-naonth8'-ord baby. The baby sickened of cerebro-spinal fever and 
died, and 12 days later the father was found on examination to yield 
an almost pure culture of meningococcus Type I. He was a chronic 
carrier, proved very resistant to treatment, and had also a chronic 
cough. 

Case 7, a soldier, came home on leave from Prance on March 1st. 
His only daughter, aged 12, sickened on March 5th, and was thought to 
have measles. On the 16th the case, which proved fatal, was notified 
as one of cerebro-spinal fever, and on the 18th the soldier was examined 
and found to be a carrier, of a somewhat chronic type, of Type II. 
meningococcus. 

Remarks. 

I have here excluded any case in which the evidence of 
contact or time appeared at all ambiguous. 

During the 12 months ending June 30th, 1918, 33 soldiers 
have been examined in this laboratory in connexion with 
cases of cerebro-spinal fever occurring in relatives. 

In 6 cases there was no evidence of recent contact with 
the patient before the onset, the soldier having been 
summoned in consequence of the dangerous illness of the 
relative. These 6 cases may therefore be dismissed from 
this inquiry. 

In 9 out of the remaining 27 cases (or in 33 per cent.) the 
soldier proved a carrier. 

Note .—The average military carrier-rate shown by 9003 “ non- 
contact” examinations by me In the same period is 9*2 percent., and 
that of 375 ordinary military “contact ” examinations Is 9 per cent. 

In one other case the soldier was probably a carrier, but 
the agglutination result was not absolutely definite. 

In 3 of the cases in which the soldier proved to be a 
carrier the other evidence was ambiguous i.e., the soldier 
might have been infected by the patient. In one ambiguous 
case, for example, the soldier’s wife who contracted the 
disease was the matron of a hospital where some con¬ 
valescent C.-S.F. patients had been recently received. The 
soldier husband, who had been home on week-end leave just 
previous to the date of his wife’s onset, was found to be a 
very chronic and abundant carrier (Type II.). He came 
from a depot known to have a high carrier-rate. Who can 
decide whether he infected his wife or if he were infected by 
her, or if it were but a coincidence ? 

Considering the foregoing cases in conjunction with those 
of Flack. 3 in my opinion we may fairly answer the question 
in the affirmative. 

3 Special Report Series, No. 3, Medical Research Committee, p. 58. 


aitb Satires of Joafes. 


Religio Grammatici : The Religion o, a Man of Letters. 
By Gilbert Murray, LL.D., D.Litt., F.B.A., Regius 
Professor of Greek in the University of Oxford. London : 
George Allen and Unwin, Ltd. 1918. Pp. 47. Price 1*. net. 
— 41 Religio Grammatici ” is the title of a Presidential 
Address to the Classical Association, delivered on Jan. 8th, 
1918, by Sir Gilbert Murray, and it is an earnest and reasoned 
defence of the study of the past. The mere Present, he says, 

“ enslaves us most, narrows the range of our thought, cramps our 
capacities and lowers our standards." 

As to the Future, 

“You cannot study the future. You can only make conjectures 
about it, and the conjectures will not be much good unless you have in 
some way studied other places and other ages.” 

In material things we are far ahead of our forefathers, 

“ One may say roughly that material thingB are superseded, but 
spiritual things not.” 

Again, 

“To search the past is not to go into prison. It is to escape out of 
prison, because it compels us to compare the ways of our own age with 
other ways.” 

The higher and more massive workings of our literature, says 
Professor Murray, from as far back as the days of Alfred, 
come from Palestine, Greece, and Rome, the Christian and 
classical tradition. We might add, as a gloss on this remark, 
that it is surely more than a coincidence that the 44 Sortes,” 
that well known form of invocation of an oracular response, 
superstitious and vain though it may be, has been addressed 
to the choicest literature of three nations alone—namely, 
Homer, Virgil, and the Bible. The classics do retain a 
strange influence over even those whose reading does not 


generally lie in their direction. We came across a humorous 
recognition of this fact the other day in a modern novel:— 

44 On the day when the interviewer was expectod he remained all 
day in his study, and put away books about Mr. Jorrocks, and threw 

down on the table his school copy of Virgil. He imagined himself 

saying: 4 I always find myself returning to the classics; there’s 
nothing like them really, you know.’ For some reason or other the 
interviewer never came.” 

Some of us, however, read the classics without the 
stimulus of an interviewer and find them full of whole¬ 
some doctrine necessary for these times. There is much 
talk about “peace by negotiation ” ; this was tried long 
ago, and the answer of the Allies is, mutatis mutandis , the 
same as that of Diomede, Iliad VII., 400:— 

“Let no man now accept Alexandros’ substance, neither Helen’s 
self; known is it even to him that hath no wit at all, how that the 
issues of death hang already over the Trojans.” 

Or go forward some thousand years and see what Horace 
said in words which should be brought to the attention of 
every “pacifist” of the kind that asks for the peace that is 
no peace :— 

44 Qui pertidls se credidit hostibus, 

# # * ♦ # 

Hie unde vltam sumeret inscius 
Pacem duello mlsoult.” 

The struggle is once more between Carthage and Rome, 
between a Carthage who, according to the poet’s view, would 
enslave the world and a Rome who would set the nations 
free. And, finally, where can we find the aim of the League 
of Nations better set forth than in the words of the Prophet 
Micah:— 

“ But in the lust days it shall come to pass that . many nations 

shall come and say. Come and let us go up to the mountain of the Lord 
and to the house of the God of Jacob ; and he will teach us his ways and 

we will walk in his paths.And he shall judge among many people, 

and rebuke strong nations afar off . nation shall not lift up a sword 

against nation, neither shall they learn war any more. But they shall 
sit every man under his vine and under his tig tree, and none shall 
make them afraid.” 

These are the lessons of the past, and they are true to-day. 


Thyrea and Other Sonnets. By John Ferguson. Second 
edition. London : Andrew Melrose, Ltd. Pp. 44. Price 1*. 
net. — In this little book Mr. John Ferguson shows himself 
to be a considerable master of a difficult art, for he writes 
sonnets with ease and distinction. And more than that, he is 
a thinker of fine things, who can use slang so appositely that 
while his colloquial vocabulary adds realism to the treatment 
it does not detract from the dignity of the theme. Sonnet 
No. V., entitled “On Tour,”which appeared in The Lancet, 
is a good example of this power, which W. E. Henley 
possessed in such a marked manner. In fact, Mr. Ferguson 
in his hospital sonnets has fairly earned comparison with 
Henley. 


JOURNALS. 

British Journal of Children's Diseases. Vol. XV. July- 
September. Edited by J. D. Rolleston, M.D.—Dr. E. 
Stolkind and Dr. A. Lorey, of Moscow, in their article on 
paratyphoid fever in children, adopt the classification pro¬ 
posed by Stolkind some years ago into the typhoid form, the 
gastro-intestinal form, the choleraic form, and the respi¬ 
ratory or influenzal form. Illustrative cases of each group 
are recorded, as well as two examples of local infection— 
viz., pyelitis due to the paratyphoid B bacillus. The etiology, 
morbid anatomy, symptomatology, diagnosis, and treat¬ 
ment are discussed, and a bibliography of 134 references is 
appended.—Mr. John Priestley and Dr. Barbara Richardson, 
school medical inspectors of the Staffordshire County 
Council, contribute a paper on Tuberculosis as seen in Public 
Elementary Schools, based on the study of cases seen from 
the beginning of medical inspection in 1908 to 1915. Out of a 
total of 42,471 children inspected, 283 cases of tuberculosis of 
all kinds were found; 87 of these presented pulmonary tuber¬ 
culosis, the disease being usually of the quiescent or latent 
type. 184 showed evidence of glandular tuberculosis; the 
cervical glands were affected in all, and in 2 the axillary 
glands as well. Forty-nine showed tuberculosis of the bones 
or joints, which was chiefly in a quiescent state with 
deformity resulting from previous disease, and 13 had 
abdominal or cutaneous tuberculosis. The following con¬ 
clusions are drawn from a comparison of the tuberculous 
with the average child : — 

1. The weight to height ratio gives little or no help In the diagnosis 
of tuberculosis In children. 

2. A previous attack of any of the common Infectious illnesses of 
children does not, in general, seem to predispose to subsequent attacks 
of tuberculosis. 
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3. There la no evidence that more cases of tuberculosis arise among 
the badly-environed children in Staffordshire than among the better 
environed, but this may mean that the former are, after all, not very 
badly off. 

4. The writers’ figures give no support to the belief that enlarged 
tonsils and adenoids, as indicated by mouth breathing, materially 
favour the development of tuberculosis. 

5. There is no evidence that caries of teeth to any appreciable 
extent leads to tuberculosis or favour* its development. 

6. There is evidence that cervical glands are enlarged in tuberculous 
children much more frequently than the average, not only in glandular 
tuberculosis, but also in pulmonary and other kinds. 

7. There is no evidence that tuberculosis favours, or is favoured by, 
heart affections. 

8 . There is evidence that the tuberculous have fewer dull and back¬ 
ward among them than the average group, and, on the other hand, 
that they yield a larger proportion of mentally deficient cases. 

9. There is evidence that the tuberculous group yields an unduly 
large proportion of cases of defective sight and eye diseases, but the 
difference is not marked. A similar and more marked difference is 
noticed in ear diseases. 

10. Anarmia is very prevalent among the tuberculous, and nutrition 
is markedly depressed. 

—In her paper on External Eye Diseases in Elementary 
School Children Dr. Barbara Richardson discusses (1) the 
incidence of these diseases according to age and sex; (2) the 
particular eye diseases found and their relative numbers; 
(3) the effect of the child’s environment and its constitution 
on the incidence of the disease; (4) the clinical appearance 
of the various eye diseases as seen by the school doctor; 
(5) the relationship of defective vision to blepharitis ; (6) the 
relationship of the common infectious diseases to external 
eye diseases; (7) the relationship of skin diseases to external 
eye diseases; (8) the relationship of enlarged tonsils and 
adenoids to external eye diseases.—Captain Alex. Mitchell, 
in a paper on Lacerated and Infected Joints in Children, 
records three cases illustrative of the modern method of 
dealing with such conditions. The main points are complete 
immobilisation, along with extension, careful excision of all 
infected tissue, removal of foreign bodies, and washing out 
all debris and clots with a weak antiseptic, or preferably 
with saline solution, which does not cause any irritation 
of the synovial membrane. This is followed by imme¬ 
diate closure of the synovial membrane, or when infection of 
the synovial cavity is evident by placing small drainage tubes 
down to the openings in the synovial membrane and fixing 
them, so that they do not project into the joint cavity. The 
rest of the wound is left unsecured or dressed with salt pack 
or Bipp, which should not be disturbed until the synovial 
wound has had time to heal. Immobilisation must be 
maintained until all fear of lighting up the infection by 
movement is past.—Dr. George Pernet records two cases of 
partial sclerema neonatorum. Although syphilis could be 
excluded, both cases were successfully treated with mercurv, 
hydrarg. c. creta gr. i. t.d.s. being used in both cases, and 
ung. hydrarg. in one case locally as well.—Mr. Hunter Tod 
relates a case of multiple papillomata of the larynx removed 
by operation (suspension method) after tracheotomy in a boy 
aged 4 years. Five weeks later death took place from acute 
membranous tracheitis and bronchitis of streptococcal 
origin.—The abstracts from current literature in this issue 
of the journal are devoted to acute infectious diseases. 

The Indian journal of Medical Research. Vol. V., No. 4.— 
In this number there are two contributions on the subject 
of kala-azar, the first of which constitutes the fourth instal¬ 
ment of a series of researches on the etiology of this disease 
cAnrjed out jointly by Lieutenant-Colonel J. W. Cornwall 
and T. Kesava Menon, of the Pasteur Institute for Southern 
India, Coonoor. Their three previous papers have already 
been published in former numbers of the Journal. They had 
shown that the bed bug cannot regurgitate the contents of 
its stomach in the act of feeding, and that therefore it 
cannot transmit kala-azar, or oriental sore, by its bite. The 
present investigations deal with the possibility of the 
contents of the bed bug’s rectum containing the infection of 
the disease. The results, however, have proved negative. 
Although pure subcultures of the flagellates of L. donovani 
can readily be obtained by inoculating N.N.N. tubes from 
the stomachs of infected bugs up to 10 days from the date of 
feed, no subcultures of the flagellates could be obtained 
from the rectal contents of the bugs from 3 to 33 days after 
an infected feed; nor could resistant forms be detected 
microscopically in .the rectal contents of bugs infected by 
L. donovani. Kala-azar may perhaps be transmitted by the 
rupture of an infected bug on an excoriated skin, but so far 
no proof of this has been obtained.—The second paper 
is by Captain R. Knowles, of the Edward VII. Memorial 
Pasteur Institute, 8hillong, and is entitled “Notes on 
Some Results in Kala-azar,” in which the treatment 
of cases by intravenous injections of tartar emetic 
is discussed, and the conclusion reached that this is 
at the present time the best of all methods for treating 
this grave malady. Captain Knowles also deals with the 
possibility that some common intestinal parasites, such as 
ankylostomes, may be concerned in the hereditary trans¬ 
mission of the flagellates, or some developmental form of 
L. donovani. Further study of this subject is suggested.— 


Lieutenant-Colonel W. Glen Liston and Dr. M. B. Soparkar 
contribute a joint article on Bilharziosis Among Animals in 
India, in which the life cycle of Schistosomum spindalis is 
described.—Some observations on the Biochemistry of Post- 
choleraic Uraemia are supplied by Captain J. A. Shorten, to 
which is appended a note by Assistant Surgeon J. Makherji 
on the action of liquor calcis on comma vibrios, his conclu¬ 
sion being that as this fluid is distinctly inimical to the 
growth of these organisms it would help to check their 
growth in the intestines of the patient if liquor calcis were 
administered in large quantities.—Dr. Baini Prashad, D.Sc., 
assistant professor of zoology, Lahore, furnishes two papers 
on the Anopheles Mosquito, both being copiously illustrated 
by plates. In the first he describes in detail the constitution 
of the wings and thorax of the insect, and in the second he 
gives a description of the development of the dorsal series 
of thoracic imaginal buds of this mosquito, and supplies 
certain observations on the phvlogeny of these insects.— 
The concluding paper of this number is contributed jointly 
by Dr. Karuna K. Chatterji and Dr. Charubrata Ray, of the 
Calcutta Medical College, and is entitled “ Observations on 
Margosic Acid and its Salts, and their Use in Cases of 
Syphilis and Skin Diseases,” with several coloured plates. 
Margosic acid is derived from the margosa tree, the Bengali 
nim or the Hindu ninth, the virtues of which have long been 
recognised in India for the prevention of fevers, leprosy, 
and other diseases.—As this number completes the fifth 
volume of the Journal , indices of authors and of subjects are 
appended. 

The Military Surgeon.— In the issue for August it is 
shown that when the United States began to build up its 
great army it soon became obvious that very careful but 
rapid examinations must be made of all men soon after 
entry, in order that those infected with tubercle might 
be excluded, and excluded before they became chargeable 
to the public as having contracted the disease in the 
service. Special boards of examiners were accordingly 
set up, a standard scheme of examination devised by 
Colonel Bushnell was directed to be used, and the new 
soldiers were examined. After a million and a quarter 
had passed before the boards it was found that about 
11,000 (0-783 per cent.) were infected and had to be 
discharged. If these men had been allowed to con¬ 
tinue at their strenuous military training many would 
have broken down badly; from* that risk they were 
saved, and any who did get through to France and 
had to be invalided from there must have cost 
the country, uselessly, £1000 apiece. So the advantage 
of the boards to the men themselves, to the Armv, 
and to the public was very great. For their treatment the 
United States had already in the summer 1300 beds available 
and will have 6000 by Christmas. Of these beds 550 are to be 
used in a training school in which physicians are being 
specially trained as examiners for tuberculosis and to take 
posts in sanatoria. It is recognised that rest is the great 
need of the tuberculous patient, so he is sent at once to a 
sanatorium, and is given no leave until he is strong enough to 
withstand the fatigue of a visit to his home and friends, and 
in the sanatoria treatment is standardised so that patients 
may not be confused by varying directions given by different 
medical officers. A very interesting article on the organisa¬ 
tion of one of these tuberculosis examining boards and on 
its work is given by 8urgeon Lawrason Brown, U.S. Army, 
and Major J. H. Fratt, M.R.C. It is noted that, com¬ 
mencing daily at 8 a.m. and 1 p.m., it is easy for each 
member to examine 40 or 50 men in each session of 
two or three hours. This paper will well repay perusal.— 
Major Eric P. Quain and Captain Carl Eggers, M.R.C., 
U.S. Army, report having seen a considerable number of 
soldiers complaining of painful abdominal scars. Many of 
the complaints were exaggerated in the hope that the con¬ 
dition might excuse them from service. Yet none have been 
discharged; seven were operated on and have returned to 
duty. These seven could be arranged in four classes: 
(1) Adhesions of gut and omentum to parietal peritoneum 
beneath the scar; (2) submuscular hernia* of omentum 
through peritoneum incompletely closed; (3) thin scars 
(treated by excision); and (4) retained appendix following 
abscess drainage (treated by removal). This is a valuable 
paper.—There is also a most appreciative account of the 
orthopaedio hospital for disabled soldiers at St. Helens in 
Lancashire.—As we read this number of the Military Surgeon 
it is constantly brought before us how great a work was the 
organising of the U.S. National Army, in how wise a 
scientific spirit it was undertaken, and what an advantage 
it was that they were not so overwhelmed as France and 
England with the suddenness of the war. 


London School of Medicine for Women.—T he 
inaugural address for the session 1918-19 will be delivered 
on Tuesday, Oct. 1st, at 3.30 p.m., by Miss A. Maude Royden 
(assistant preacher at the City Temple), who has taken as 
her subject “Revolutionary Thought.” 
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temperament of the successful flying officer, it 
must be borne in mind that there are various 
forms of aerial work w T hich by no means require 
the same form of temperament. Thus a tem¬ 
perament suitable for the pilot of a scout, 
machine is not necessarily suitable for the pilot 
of a low-flying reconnaissance machine or even 
of a two-seater bomber. For this reason, there¬ 
fore, it is not prudent to do more than generalise 
as to the characteristic attributes necessary for 
success in flying. An idea of these attributes is 
excellently portrayed in the article by Captain 
Rippon and Lieutenant Manuel. There is some¬ 
times a tendency in the popular estimation to allow 
the work of the fighting scout who has “downed” 
many enemy aviators to obscure the value of 
the less pretentious activities of the flying 
officers engaged in bombing, photographic recon¬ 
naissance, and artillery observation. The men 
engaged in these forms of aerial work are serving 
the cause every whit as successfully, although from 
the public point of view they do not enjoy 
so spectacular a career. The flying officer 
must be an enthusiast. To achieve success every 
flying officer must be keen. Without the flying 
temperament the pupil will never learn to fly 
successfully; without the fighting temperament 
he will never make an efficient war-time pilot. 
Given equal machines, the British pilots should 
in the end outdo their German rivals, since, by 
virtue of heredity, education, and training they 
have acquired those characteristics which make for 
successful flying. They possess in great measure 
the all-essential cheerfulness of spirit; their love of 
sport has given them soundness of wind and limb, 
cultivated the “ eye,” and endowed them with the 
power of rapidly acquiring new reflexes. Above 
all, they have learned to go in and win, even 
against odds, to “ stick it” when in, and never to 
leave a “pal” in the lurch. With such a spirit 
prevailing, and an adequate supply of material, 
there need be no apprehension as to the British 
position in the air. 
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here that in the acquisition of these adjuncts to 
flying, quick visual response is needed. It is for this 
reason that during ground training of the flying 
officer, and also throughout his career, especial 
attention should be given to those sports which 
aid in the acquisition of what maybe termed “eye.” 
Of especial value in this connexion is fencing, but 
other sports—such as boxing, tennis, and bad 
minton—are of great service. 

Thus far we have been dealing with the acquisi¬ 
tion of the art of flying. It is necessary also to 
consider the strain imposed on the body by the 
effects of altitude. The increased speed of the 
machines, their heightened ceiling, the greater 
rapidity with which they climb have carried aerial 
warfare to such an altitude that the aviator has to 
be able to perform relatively heavy work in an 
atmosphere where the oxygen tension is diminished. 
Thus, superadded to the nervous strain involved in 
learning to fly is the physical one which falls 
particularly upon the respiratory and circulatory 
mechanisms. To understand this strain it should 
be explained that these mechanisms are called 
upon to function in an atmosphere of diminished 
oxygen, where if anything an increased supply is 
required; there is thus the tendency to the estab¬ 
lishment of a vicious circle, a demand for increased 
oxygen-supply in an atmosphere in which it is 
progressively diminishing as the aeroplane mounts. 
Many of the symptoms from which airmen are 
liable to suffer are due to the strain thrown upon 
the respiratory and circulatory systems. For this 
reason the would-be aviator must start out upon 
his training with a particularly sound constitution, 
above all with flawless circulatory and respiratory 
mechanisms. On this account great care must be 
exercised in his selection for the service, while 
herein lies a reason for the elaborate and careful 
organisation of a medical branch of the Royal Air 
Force. The conditions of service in this Force are 
published on another page of The Lancet, and the 
way in which they have been devised to secure 
for aviators the best scientific assistance will be 
recognised at once. Obviously, the flying officer 
after admission should keep himself fit by sports 
which train these circulatory and respiratory 
mechanisms. Such sports are football, boxing, 
and cross country running. But given all the 
right physiological attributes, a man will never 
fly successfully unless he possesses the flying 
temperament, and so we come back to the points 
with which we started. Generally speaking, the 
really successful avi&tor is possessed of the tempera¬ 
ment so characteristic of the pioneers of flying. 
He is endowed with absolute fearlessness, love of 
sport and adventure, and a dogged determination 
to overcome difficulties, no matter how insuperable 
they appear. 

But, as Captain T. S. Rippon and Lieutenant 
E. G. Manuel point out elsewhere in our present 
issue, the airmen of to-day are not neces¬ 
sarily super-men. On intimate acquaintance it 
is found that practically all aviators possess one 
most precious asset—cheerfulness. Successful 
flying officers are, as a rule, most cheery souls. 
In trying to particularise in regard to the 


Medical Men for Parliament. 

The names of several medical men have been 
mentioned recently in connexion with various 
Parliamentary constituencies, some having decided 
to stand out of individual wish, and others respond¬ 
ing to invitation from responsible bodies. Their 
action is the expression of a widely held feeling 
among medical men that as medical science is to 
play a large part in the social reconstruction 
of the nation in the near future it is high 
time to determine what that part is to 
be. Not only is it high time, but, supposing 
that a general election is imminent, the 
date has probably gone by when any medical 
man can hope to be adopted as a party candidate 
for a seat, and the point is not without significance. 
Those members of our profession who attempt to 
enter the House of Commons in any election that 
may be near at hand will have to depend upon their 
individualities and reputations for their chances, 
together with such public recognition as can be 
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obtained from the fact that in the immediate future 
medicine will form a common ground upon which 
all plans of rehabilitation of ordinary life, and all 
schemes for the betterment of social conditions, 
must depend. Party organisation will, as a rule, 
not assist medical candidates. 

As we have already announced, a meeting will be 
held at the Steinway Hall, Wigmore-street, London, 
on Tuesday, Oct. 1st, at 5.30 P.M., under the 
chairmanship of Sir Henry Morris, the object 
being to secure the election of representa¬ 
tive medical men to the House of Commons, so 
that expert advice may be available on vital 
questions concerning national health. All members 
of the medical profession are invited to attend this 
meeting, which is designed to support the view that 
medical men are wanted in the legislature, not to 
speak for the medical profession, but to make clear 
to those who frame our laws the bearing that the 
various measures may have upon the prevention 
and the spread of disease, and especially upon the 
general physique of our population. The probability 
is that the meeting will be rather preliminary to 
future movement than influential at the present 
moment, but as it will be open to all members 
of the medical profession—and we hope that 
there will be a large attendance—the questions 
to be debated should be of the first importance 
in clearing the ground for subsequent action. 
Hitherto the opinions of the medical profession 
have not had the influence in public affairs that 
they should have. The medical voice when raised 
in protest has often been disregarded. Medical 
advice has been usually sought when the mischief 
has been done. Medical views have been quite 
regularly as well as quite untruthfully repre¬ 
sented as being directed only to obtaining 
privileges and monopolies for the members of 
the medical profession. The reasons for this 
position are numerous, and before we blame 
the public for not understanding collective 
medical aims and aspirations, we have to think 
how far those aims and aspirations in a form 
representing unity of spirit and ideal ever find 
public voice or public expression. The medical 
profession is quite insufficiently represented 
in the House of Commons by men who are in 
actual touch with some of the most important 
questions of local government and national welfare; 
but before we can expect the public to signify by 
ballot that they wish to be represented by medical 
men, we must satisfy them as to our common 
policy, as a profession, upon the principal matters 
requiring social adjustment and reformation. 
The ideal medical man in Parliament must 
not represent medicine only. He should be an 
interpreter of medical thought and aims to 
his fellow legislators. The better housing of the 
poor and the improvements of the conditions of 
labour are two things which will occupy the atten¬ 
tion of legislation immediately after cessation of 
the war, and probably the future progress of this 
country will be enormously influenced by the 
method in which the indicated problems are 
attacked by the popular representatives in the 


House of Commons. If medical men are to be 
accepted with warmth as candidates for the popular 
suffrage, it will not suffice for us merely to go on 
attributing much disease to bad domestic environ¬ 
ment or to evil factory conditions: it will be 
necessary for us to show how a medical profession, 
which has a common aim and to which there has 
been given proper opportunities, can lead in the 
abolition of social abuses. 

Recently we asked the question how far the 
medical practitioner of the future, whether as 
a candidate for the House of Commons, or as a 
canvasser or voter, will have to “ mix himself 
up with politics.” It is a question which the 
future must, to some extent, be left to decide; but 
the attitude of standing aloof from social questions, 
when or because they have acquired a political 
aspect, must be dropped by all the doctors of the 
future. The medical man’s part will he to place 
his science at the disposal of the public, and justify 
that science by precept and example. As candidate 
for Parliamentary election and later as Member of 
the House of Commons the medical man will neces¬ 
sarily have to study party questions, but his views 
even here will require the endorsement of his pro¬ 
fessional colleagues if they are to be of weight. 
The medical man who enters Parliament will not 
be able to do so as a “ Member for medicine”; he 
will have to appeal to constituents as a man of 
affairs who will serve their interests and that of 
his country with full qualifications to do so; but his 
value to those constituents will be enhanced by 
his medical training and knowledge. The ideal 
medical candidate for Parliament is not likely to 
be found in large numbers or in many con¬ 
stituencies. When he is found, however, he should 
secure the support of his medical colleagues where 
they can conscientiously give it, and this should 
bring him votes whePe the public hold the profession 
of medicine high. A medical practitioner, equipped 
by his calling and experience of life to exercise 
judgment in many subjects outside the range of his 
profession, broad-minded and independent, will be 
more likely to serve his country usefully in Parlia¬ 
ment than the majority of those who compete with 
him for the honour of doing so. On general 
grounds he should be a good Member of Parliament, 
while his special attributes must be valuable in 
countless directions. We hope that the meeting at 
the Steinway Hall next Tuesday will lead to 
practical steps. 


The Belgian Doctors* and Pharmacists’ 
Rklie ? Fund: Subscriptions to the Second Appeal.— 
The following subscriptions have been* received up to 
Monday last, Sept. 23rd : — 


Dr. G. Vernon Bull 

Capt. J. S. Clarke, 
K.A.M.C. 


£ 9. d. £ s. d. 

2 2 0 Dr. Alfred Cox (monthly) 110 

Capt. E. L. Li 1 lev, 

3 3 0| K.A.M.C. (T.) . 2 2 0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Vceux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 
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^nnfftatians. 

**Ne quid nimlB.” 

THE WORK OF THE NATIONAL SERVICE BOARDS 

DURING 1918. 

An official statement emanating from the Ministry 
of National Service illustrates the practical value 
of the work which has been done by the 
National Service Medical Boards in Great Britain 
during the current year. In the course of 
the eight months of the year ending August 31st 
the number of medical examinations conducted 
by the boards in Great Britain amounted to 
over 2 millions, and during this period 28,000, 
or about 1*3 per cent, of the examinations, led to 
applications for medical re-examination. Of this 
number of applications less than half were con¬ 
sidered by the appeal tribunals to rest on substantial 
grounds, while in the case of those applicants 
who obtained leave to be further examined by the 
medical assessors of the Local Government Board, 
the grading of half remained unchanged. The 
words of the Ministry of National Service that 
“ converted into practical terms this result is 
expressed by the statement that National Service 
Boards working full time and examining 25 men 
per day of two and a half hours graded one 
man per week incorrectly ” are fairly based on 
the figures, but the Ministry is of course per¬ 
fectly aware that a very large number of appeals 
might have been made which for patriotic reasons 
were not advanced. This is a spirit of which the 
country has a right to be proud. Moreover, in 
many men the grading must to some extent be 
conditional; the great probability that a man may 
be able to discharge the responsibilities of his 
grading may not be justified in the event. The 
National Service Medical Boards have had many 
critics—some wise and some not, some honest 
and some not; but such figures form a challenge 
to criticism, however inspired, so long as those 
who challenge them understand their limitations 
as well as their origin. For our part, having all 
the circumstances in mind amidst which the 
National Service Medical Boards were created, we 
agree with the Ministry in considering that so 
fractional a percentage of error constitutes a record 
of which the medical profession has every right 
to be proud. And those responsible for the 
administrative machinery may similarly feel 
satisfied with their work, for it must be remembered 
that this machinery was created in a period of 
unprecedented strain upon the medical profession, 
in a country where the whole idea of con¬ 
scription was novel, and where the difficulties 
were enhanced by the alteration in military age 
made by the Military Service (No. 2) Act. An 
important medical aspect of the work is the fact 
that the results of grading reveal a low state of 
national health, and it appears that the boards 
engaged upon the medical examination of women 
for State service have arrived at broadly similar 
results. The details of this immense mass of 
medical examinations have not, of course, been 
worked out, but we cannot hope that analysis will 
reveal anything but a most unsatisfactory story. 
Sufficient indications, and those of a pressing 
sort, have been obtained that the State must be 
ready to take effective measures on broad lines 
directly the war ends. The figures will undergo 
sifting and collating at the hands of the scientific 
advisers of the Ministry—indeed, this work has 
already been started. 


CONCERNING MALARIA. 

The Indian Medical Gazette for July, 1918, is a 
“Special Quinine and Malarial Number,” containing 
four original articles—two on treatment, two on 
prophylaxis. Those who have , followed the re¬ 
searches on malaria conducted in this country 
during the war well know that so far it has not 
been found possible to cure simple tertian malaria 
infections by quinine used in any dose in any 
way, and that the fundamental fallacies under¬ 
lying the pre-war text book were traceable to a 
lack of adequate post-treatment observation period. 
Nor, so far, has salvarsan proved any more effec¬ 
tive, though its “specific” action is just as well 
marked as that of quinine. How far these state¬ 
ments apply to malignant tertian malaria we cannot 
say, though the evidence is very clear that Plas¬ 
modium falciparum and P. vivax react differently 
to quinine and salvarsan, and it is consequently 
imperative that authors when they write of quinine 
and malaria should state to what exactly they are 
referring. There is, so far as we are aware, no 
evidence on record proving that a first attack 
of any form of malaria is more readily cured 
than a relapse. Of the efficiency of intramus¬ 
cular injections of quinine, even in the strength 
1 g. in 2 c.c. of water, in simple tertian 
malaria there is not the slightest doubt. Those 
who still conduct academic discussions on the point 
should read the literature. The fact, if it be so, 
that quinine (or what is supposed to be quinine! 
has been found in situ post mortem cannot stand 
against the clinical and microscopical evidence. 
Bamsden's and Lipkin’s work suggests that it 
may not be quinine itself but a metabolite of 
quinine that is the actual parasiticidal agent; 
and, further, there is evidence that muscle 
possesses this power of metabolising quinine. The 
finding of “ quinine ” in situ in muscle may be, in 
fact, the very reason that intramuscular injections 
are so successful—viz., the muscle is exercising 
its metabolising function, a function which blood 
as compared with muscle possesses to hardly any 
appreciable extent. These are speculations, how¬ 
ever, and do not in the least touch the established 
fact that intramuscular injection of quinine, even in 
50 per cent, solution, is a good method of adminis¬ 
tering quinine in simple tertian malaria. Captain 
W. Fletcher, R.A.M.C., in a letter published in our 
present issue, expresses his belief “ that 4 quinine 
resistant ’ types of malaria are either extremely 
rare or non-existent.” “A relapse,” he says, 
“during adequate quinine treatment (defined above 
as 20 gr. or more every day) is, to say the least, 
uncommon”; but not only the records of such 
cases, in simple tertian malaria , but the fre¬ 
quency of their occurrence can be found in 
the literature for 1917. Major D. G. Marshall, 
I.M.S., has some instructive teaching on the 
matter on another page. In simple tertian malaria 
very little result is to be expected from such a 
quinine course. Quinine for the attack is a 
proved remedy, but no short road to a cure 
of simple tertian malaria by its means has 
hitherto been found. Quinine prophylaxis has 
not yet emerged from the ocean of contra¬ 
dictory statements that exist on the matter. 
There is only one method of putting an end to 
the confusion, and that is, to begin again, defining 
strictly the conditions of each experiment; it 
has not been generally recognised hitherto, for 
instance, that prophylaxis of a non-infected popula¬ 
tion and the “prophylaxis” (so-called) of an already 
infected population are two distinct questions. 
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The papers in the special number of the Indian 
Medical Gazette do not add much to our know¬ 
ledge, and when quotations are given from older 
work, much of it is not satisfactory for various 
reasons.—“ The Malaria Problem in Peace and 
War,” by F. L. Hoffman, is a pamphlet of 
100 pages, based on papers read at the annual 
meeting of the National Committee on Malaria, 
Memphis, Tenn., and at the Annual Convention of 
the New Jersey Mosquito Eradication Commission, 
Atlantic City, N.J. This able digest contains much 
matter difficult of access elsewhere, but while it 
gives a vivid idea of the vastness of the malaria 
problem, it can in no way replace the original 
papers, the study of which alone will reveal whether 
they are of value or not, a matter frequently impos¬ 
sible to ascertain from an abstract. 


HELIOTHERAPY IN AFRICA. 

Heliotherapy has been principally practised on 
the continent, and only to a small extent in this 
country, partly because of less favourable climatic 
conditions and partly from want of appreciation of 
its value. In the South AfHcan Medical Record for 
July Dr. J. F. Haegert has reported remarkable 
results in South Africa, of which the following are 
some examples:— 

An emaciated woman, aged 32 years, suffered from 
attacks of abdominal pain. The urine contained tubercle 
bacilli, which on catheterisation of the ureters were found 
to come from the right kidney. As an alternative to 
nephrectomy sun treatment was suggested. In two months 
she gained 15 lb. in weight and in a year was apparently cured. 

A boy, aged 6 years, had been treated in hospital for 
tuberculosis of the hip by extension and fixation. He was 
pale and flabby and had a high evening temperature after 
any exertion. The head of the bone was eroded and there 
was shortening. After a few weeks of sun treatment he 
discarded his crutches and got about comfortably. After a 
few months he was robust and sturdy and apparently cured. 

A fiasuto, aged 40, had a rheumatic stiff hip-joint, with 
atrophy of the thigh muscles. After four months of sun 
baths, with massage, the hip-joint was quite free and the 
thigh muscles were normal. 

A man, aged 52 years, had severe sciatica, with effusion 
into the knee-joint. The thigh muscles were flabby and 
atrophied. Sensation was practically absent in the three 
middle toes. He had been treated for 18 months by various 
practitioners in the large towns and operation on the nerve 
had been strongly suggested by one. He had tried different 
baths in the Orange Free State. The result was that he was 
bedridden and in constant pain. After a short period of sun 
treatment, with massage, ne was a different man and could 
look after his farm work. 

In early cases of tuberculosis cure was practically 
invariably obtained. In beginning sun treatment 
the first thing to do is to remove the coverings 
and confining apparatus and restore light to the 
atrophied limbs. By gradual stages the patient is 
trained to live in the open air and to tolerate pro¬ 
longed exposure to the sun. Dr. Haegert recom¬ 
mends that the sun-bath be taken in a rectangular 
enclosure about 20 by 10 feet, the long axis pointing 
east and west, the sides made of reeds, mealie stalks, 
or zinc. The patient is clad in some white material 
and the head is protected with a white hat or an 
umbrella fixed to the bed. Dark glasses are worn 
to avoid the dazzling light. Irrespective of the 
locality of the disease, insolation is always begun on 
the lower limbs. Sunburn should never be pro¬ 
duced. On the first day only the feet are exposed, 
next day the legs to the knees, then to the gioins, 
then the abdomen, and finally the head and neck. 
As pigmentation advances precautions, at first 
essential, become superfluous, and daily insolations 
of four to six hours are given. Patients vary 
in the tolerance of the exposure. The rule is: 
Expose the patient as long as he bears it with 
pleasure and without lassitude. 


SOCIAL INSURANCE IN GERMANY. 

Those who have duties in connexion with 
National Insurance in the United Kingdom have 
been brought face to face with serious problems, 
increasing as the war is prolonged; but they may 
console themselves by considering how far more 
heavily the difficulties which weigh upon them are 
pressing upon those who in Germany are providing 
medical attendance, drugs, and necessary extra food 
for insured persons, out of limited and diminishing 
funds. In the New York Spectator for August 22nd 
the statistician of the Prudential Insurance Com¬ 
pany of America calls attention to these difficulties 
as proved by the annual report of the Communal Sick 
Fund of the city of Leipzig, and criticises severely 
statements which he has met with, to the effect 
that Germany, by adroit falsification of Census 
returns in the past, deceived the rest of the 
world as to her man power, and has since been 
able to maintain her resources by restoring an 
impossible proportion of sick and wounded soldiers 
to the battle-line. From the report of the Leipzig 
Communal Fund a diminution may be gathered 
amounting to more than one-half of the number of 
male members in the compulsory insurance section, 
and an increase from 31 to 56 per cent, in the 
proportion of women members of the same class. 
The report, however, gives no information as 
to the age of the women liability for whose 
health is imposed for the first time upon 
the fund, nor as to what proportion of them 
are married. The administration of the fund 
has evidently been lax, to the extent that it has not 
confined benefits to those provided for by its con¬ 
tract with insured persons, but has gone outside such 
limitations, charitably perhaps, or in obedience to 
instructions imposed by the State, but to an extent 
likely to have serious financial consequences. 
The results of dear and scarce food are to be 
clearly seen in the accounts of the Leipzig Fund, 
and are perhaps most strikingly illustrated by the 
increase in the number of malingerers. A large 
number of persons claimed medical benefits at 
Leipzig in 1917 in the hope of being able to supple¬ 
ment their food-supply under the doctor’s orders, 
but failed to establish the fact that they were 
suffering from ill-health. In Munich a proposal 
that increased contributions to the Communal Fund 
should be demanded to meet an obvious shortage 
was defeated, and a resolution was carried by the 
employed persons interested that the deficit should 
be supplied from the reserve funds, a policy which 
must lead to insolvency if persisted in. The diffi¬ 
culties experienced in administering the National 
Insurance Acts in this country are growing, but 
they are still slight when compared with those 
experienced by our enemies. 


“THE JOURNAL OF GENERAL PHYSIOLOGY.” 

The opening number of a new periodical of 
great scientific interest in its outlook, entitled The 
Journal of General Physiology , is announced for 
issue this week in New York. The journal is 
intended to serve as an organ of publication for 
papers devoted to the investigation of life pro¬ 
cesses from a physico-chemical view point. The 
preliminary statement points out what w\e have 
often suggested in these columns—that under the 
pressure of the demands of medicine and of other 
professions, physiology has developed in the direc¬ 
tion of an applied science, with limited opportunity 
for the investigation of purely theoretical problems. 
On the other hand, the physico-chemical methods 
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of analysing life phenomena have thus far made 
little inroad into the domain of zoology and botany. 
In these circumstances the establishment of The 
Journal of General Physiology has been made with a 
very definite programme before the editors, namely 
Dr. Jacques Loeb, the Rockefeller Institute for 
Medical Research, 66th-street, New York City, and 
Professor W. J. V. Osterhout, Harvard University, 
Cambridge, Massachusetts. Contributions are 
invited relating to the physico chemical explana¬ 
tion of life phenomena, no matter in what field of 
science they originate, and should be addressed 
to the editors at the Rockefeller Institute or 
60, Buckingham-street, Cambridge, Mass. The 
subscription price is 55.00 per volume, is payable 
in advance, and issue is bi-monthly at the 
Rockefeller Institute, and should be paid by draft 
or cheque on New York or by postal money order. 


THE VALUE OF TESTIMONIALS. 

The case of Nurse Eva Grace Thompson, tried 
before Mr. Justice Darling at the Central Criminal 
Court for the murder of a child aged 2 months at 
an “infant welfare centre,” would have attracted 
more notice if the war were not absorbing the 
attention of all, for a second child’s death and 
serious injury suffered by a third were probably 
due to the nurse’s acts. Possibly, however, in time 
of peace no such tragic incidents as these would 
have occurred, for greater competition for the post 
held by Thompson would have caused a stricter 
inquiry into the character and antecedents of the 
candidate for it. As it is, this unhappy young 
woman was found guilty, but was also proved to have 
been insane when she fractured her little victim’s 
skull. Evidence was given that she had spent 
three years in a home (1909 to 1912) as the result 
of addiction to drugs, and that she had recently 
fractured her own skull probably by striking it 
against the floor. She herself admitted that she had 
been under treatment for drugs, and Mr. F. J. W. 
Sass, deputy medical officer at Holloway Prison, gave 
evidence entirely consistent with these statements 
based upon his observation of the prisoner. In 
these circumstances it is evident that any close 
inquiry into the previous history of Thompson, 
described as a traiued nurse, 33 years of age, 
would have prevented her engagement at an 
infant welfare centre or at any kindred insti¬ 
tution. In her case, however, a written “ refer¬ 
ence ” from a lady who “ had known her per¬ 
sonally and her work ” had been accepted without 
further question. The difficulty of obtaining 
suitable persons in war-time for almost any post 
may account for, but cannot justify, the readi¬ 
ness with which such a vague testimonial was 
accepted. Many persons may now be obliged to 
employ for their private convenience men and 
women whom they would not consider for a 
moment if they had others to select from, 
but it is different where an institution is 
charged with the care of children or of other 
helpless persons. Moreover, at such institutions 
there is, or should be, no difficulty in obtaining the 
assistance of a medical practitioner in the selection 
of a trained nurse where the evidence to character 
and attainments is unduly slight. 


King’s College Medical School. —The opening 
of the winter session will take place at the school, Denmark- 
hill, on Tuesday, Oct. 1st, when Sir Watson Cheyne will 
deliver the introductory address, after a short statement as 
to the position of the institution has been made by Dr. H. 
Willoughby Lyle, the dean of the school. 


ROYAL AIR FORCE MEDICAL SERVICE. 


The conditions of the Medical Service of the Royal Air 
Force have now been made public, and will be received by 
our readers with considerable gratification. In obvious 
directions—for example, in the allocation of officers to 
suitable posts and in the opportunities given for promotion 
by merit—the conditions mark a real advance. The task of 
selecting flying officers, to mention one grand duty of the 
Medical Service of the Royal Air Force, presents many 
difficulties, which are discussed elsewhere in these columns ; 
and from this point of view alone the recognition of scientific 
counsels by the Royal Air Force is very welcome. 

Conditions of Service. 

General. 

1. For the present two main, or special, divisions of the 
medical work of the Royal Air Force will be recognised— 
namely, (a) care of the effective personnel, and (b) care of 
the non-effective personnel. 

2. The former may be considered to represent the hygiene 
and preventive side of the work, and to include such special 
subjects as selection and care of the flying personnel, 
maintenance and improvement of the physical efficiency of 
all ranks, sanitation, Ac. The latter represents the curative 
side of the work, and certain subdivisions that Air Force 
experience has shown to be necessary will be recognised— 
namely, neurology, surgery of the eye, throat, nose, and 
ear, and plastic surgery, Ac., in addition to general medicine, 
surgery, and pathology, Ac. 

3. Subject to the exigencies of the Serv ice, a medical officer 
will be selected for, and eventually allocated to, work in the 
subdivision for which his ability best suits him. Since, 
However, the success of any special work in the Air Force 
will depend upon a sound knowledge of the conditions of life 
of the effective personnel, medical officers will not be ear 
marked for one of the special subdivisions of the Medical 
Service until selected for the higher or Grade A pay, vide 
Appendix II. 

4. While it would be impossible for the Air Council to give 
any guarantee that an officer will be employed continuously 
on a line of work in which he happens to have acquired 
special knowledge, the endeavour of the administration will 
be in this direction. 

5. It should also be generally realised by medical officers 
that the direction, or administration, of the divisions and 
subdivisions will be entrusted to those whose special know¬ 
ledge of the subject, or subjects, will ensure the best 
technical control. 

6. It will be observed (para. 21 and Appendix II.) that the 
system of charge pay as in vogue in the Navy and Army 
Medical Services has been replaced in the Air Force Medical 
Service bv a system of special merit pay. An officer once 
selected for Grade A pay will draw such pay for a proba¬ 
tionary period of one year, and if then confirmed, will, except 
in the case of incompetence or misconduct, continue to draw 
this pay however employed until promoted to the next 
higher rank, when he will be placed in Grade B until again 
selected for Grade A. 

7. An officer appointed in charge of a hospital or other 
unit which in the Navy or Army would carry charge pay, or 
which previously was held by an officer drawing Grade A 
pay, is not thereby entitled to Grade A pay; nor will 
seniority of itself entitle an officer to Grade A pay. 

8. A limited number of commissions as administrative 
officers (medical) will be available, and warrant officers and 
non-commissioned officers transferring from the R.A.M.C. 
or entering the R.A.F.M.S. direct will be eligible for pro¬ 
motion to these appointments. 

9. Particular attention is drawn to the difference between 
the terms “transferred” (as applied to temporary officers) 
and 44 attached.” The former implies relinquishment of any 
temporary commission held at the time of transfer; the 
latter is analogous to seconded service, and enables the 
officer in question to return to his original service at the 
end of a stated period without loss of seniority or pension in 
respect of such attachment. 

10. Permanent commissions will not be granted at present, 
and the conditions of service and scales of pay set out in this 
Memorandum will be subject to revision at the end of the 
war, or before that time if the Air Council so decide. When 
a permanent Air Force Medical Service is established 
previous experience as medical officer in the R.A.F. will be 
taken into account in granting such permanent commissions. 

Duration of Service . 

11. No person will by reason of attachment or transfer to 
the R.A.F. become liable for service with the Forces for a 
longer period than that for which he would have been liable 
had such attachment or transfer not taken place. 
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12. Subject to para. 11, permanent officers of the Royal 
Navy, including officers who have joined the Reserve'of 
Medical Officers from the permanent list, and Royal Naval 
Volunteer Reserve Medical Officers, will be attached to the 
R.A.F. for a period of three years or the duration of the War, 
whichever is the longer. Regular and Territorial officers or 
members of the Special Reserve of the R.A.M.C. will be 
attached to the Royal Air Force for the duration of the War. 
(Officers who are seconded from the Navy and Army will 
receive assurance in writing that their prospects of promotion 
by selection in their own service will not be prejudiced. 
Ref. 7070/18.) 

13. Subject to para. 11, temporary medical officers of the 
Royal Nav\' or Royal Army Medical Corps and dental 
surgeons will be transferred to the Royal Air Force for the 
remainder of the period for which they were liable to serve 
with the Royal Navy or R.A.M.C., as the case may be. 

14. Subject to para. 11, R.A.M.C. orderlies will be trans¬ 
ferred to the R.A.F. for the remainder of the period for which 
they were liable to serve with the R.A.M.C. 

Rank. 

15. Promotion to ranks above that of Captain in the R.A.F. 
Medical Service will’ be by selection to fill vacancies in the 
establishment. 

16. On attachment or transfer to the R.A.F. officers will 
receive temporary commissions in the R.A.F., with rank 
corresponding to their rank, substantive or temporary, prior 
to attachment or transfer as shown in Appendix I. 

17. An officer attached to the R.A.F. receiving promotion 
in the Navy or Army during such attachment will receive 
corresponding rank in the R.A.F.,and be held supernumerary 
to the establishment until a vacancy occurs in such higher 
rank in the R.A F. for which he may be selected. 

18. Officers lent to the R.A.F. becoming attached or trans¬ 
ferred to the R.A.F. will receive seniority in the R.A.F. from 
the 1st April, 1918, and will be placed upon the R.A.F. list in 
order, based on their seniority in the service from which 
they are attached or transferred. 

19. R.A.M.C. orderlies transferring to the R.A.F. will be 
graded in ranks corresponding to their rank in the R.A.M.C. 

Pay , Allowances and Gratuity. 

20. Officers attached to the R.A.F. will be paid at the rates 
set out in Appendix II. (Grade B) subject to reserved rights 
as in para. 29. 

21. A proportion of officers will be selected for pay at the 
higher rate (Grade A) on the recommendation of the Medical 
Administrative Committee. The Committee will take into 
consideration : (a) Length of service; ( h ) war or specially 
meritorious service with the R.N.A.S. or R.F.C.; (c) medical 
qualifications; and ( d ) any other special service or qualifica¬ 
tion possessed by the officer in question. The names of all 
officers transferred or attached will be periodically considered 
for selection to Grade A. 

22. Medical officers attached to the R.A.F. will receive 
allowances on the scales laid down for corresponding ranks 
in the R.A.M.C. -These allowances may be varied from time 
to time to meet the conditions.prevailing in the R.A.F., but 
are at present similar to those issued to Army officers. 

23. Temporary medical officers, both R.N.A.S. and 
R.A.M.C., transferred to the R.A.F., if not above the rank 
of Captain, will be paid at rates similar to the rates paid to 
temporary medical officers of theR.A.M.C.—namely, 24#. a day 
inclusive of all allowances except (a) ration allowance when 
rations are not issued in kind, and ( b ) travelling allowances 
and expenses when travelling on duty. 

24. Temporary medical officers with the rank of Major (or 
senior to Major) transferred to the R.A.F. will receive pay 
at the rates for medical officers as shown in Appendix II., 
Grade B or A, as the case may be. This also applies to 
promotions after transfer. 

25. Dental surgeons transferred to the R.A.F. will receive 
pay at rates similar to the rates paid to dental surgeons in 
the Army inclusive of all allowances except travelling 
allowances and lodging, fuel and light allowances when 
quarters are not found and they are required to live away 
from their usual place of residence in civilian life. 

26. Temporary medical officers of the R.A.M.C. transferred 
to the R.A.F. will receive such proportion of their annual 
gratuity of £60 as has accrued up to the date of transfer and 
will hereafter receive a gratuity at the rate of £60 for each 
year’s service in the R.A.F. This gratuity is awarded under 
the terms of the contract set out in Appendix III. 

27. R.A.M.C. orderlies transferred to the R.A.F. will 
receive pay at the rates they were receiving in the 
R.A.M.C. as corps pay and basic pay. A special rate of 
pay for R.A.F. medical orderlies is under consideration! 

28. Temporary medical officers of the Royal Navy trans¬ 
ferred to the R.A.F. will receive a gratuity of £60 for each 
year’s satisfactory service (vide Appendix III.) with the 
R.A.F., subject to a minimum of two months’ pay at R.N. 
rates. 
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29. While it is impossible to pledge the future as to the 
rospect of individuals,.and while reasonable latitude must 
e allowed to the Air Council to deal with any privilege or 

emoluments which are not subject to vested rights, it may 
be taken as a general principle that no person will suffer 
loss of emolument or pension by reason of attachment or 
transfer to the R.A.F. 

30. In pursuance of this principle any person becoming 
attached or transferred to the R.A.F. will continue at the 
rate of pay he was already receiving where such rate was 
higher than the rates set out in this Memorandum. 

31. An outfit allowance of £25 will be granted to officers 
becoming attached or transferred from the Royal Navy, and 
£10 in the case of officers becoming attached or transferred 
from the Army. Officers becoming attached or transferred 
from the Royal Navy with the rank of field officer in the 
R.A.F. will receive an outfit allowance of £30. 

32. Officers having already received an allowance for 
khaki uniform in the Royal Navy will receive only £10. 

Appendix I. 


Rank in R.N. 

Rank in R.A.M.C. 

Rank in R.A.F. 

— m 

Surgeon. 

Staff Surgeon. 

Fleet Surgeon. 

Lieutenant. 

Captain. 

Major. 

Lieut.-Colonel. 

Lieutenant. 

Captain. 

Major. 

Lieut.-Colonel. 

Appendix II. 

Daily Fay for Medical Officers (Excluding Temporary Medical officers 
Under the Rank of Major). 

Rank. 

Grade B. 

Grade A. 

Lieutenant. 

Captain. 

Major . 

Lieut.-Colonel ... 

14.*. 

16*. and 19#. 
i 24*. 

35#. 

j is’&t 

Appendix III. 


A.M. Form 161. 

For Gentlemen subject to the Military Service Acts. 

To His Majesty’s JYincipal Secretary of State for the Royal Mr Force . 

I... 

of. 

being qualified to practise medicine and surgery, and being registered 
under tbe Medical Act now in force in the United Kingdom, hereby 
offer and agree if accepted by you to serve at home or abroad as a 
Surgeon to His Majesty's Forces with the temporary rank of 
Lieutenant in the Royal Air Force while so employed, on the following 
conditions: — 

1. The period of my service hereunder shall commence as from the 
day on which I Bhall commence duty, and shall continue until the 
termination of the present emergency, or until my services are no 
longer required, whichever shall first happen. 

2. My pay shall (subject as hereinafter appears) be 24#. a day for the 
■aid period, such rate to be inclusive of all money allowances, except 
the regulated travelling allowances and expenses when travelling on 
duty. 

3. In addition to such pay, I shall receive a free passage to any 
country abroad to which I may be sent, and (subject as hereinafter 
appears) a similar free passage back to England. 

4. I shall receive free rations, or an allowance in lieu thereof, and 
when considered necessary for the performance of my duties the use ol 
a Government horse and forage. 

5. During the said period I will devote ray whole time and pro¬ 
fessional skill to my service hereunder, and will obey all orders given 
to me by superior Air Force, Naval, or Military officers. 

6. In case I shall have completed my service hereunder to your satis¬ 
faction in all respects, 1 shall receive at the end of the said period a 
gratuity of £60 sterling for each 12 months or part thereof, but in case 
I shall In any manner misconduct myself, or shall be (otherwise than 
t hrough illness or unavoidable accident) unfit in any resj>ect for service 
hereunder, of which misconduct or unfitness you or your authorised 
representative shall be sole judge, you shall be at liberty from and 
immediately after such misconduct or unfitness to discharge me from 
further service hereunder, and thereupon all pay and allowances here¬ 
under shall cease, and I shall not be entitled to any free passage home 
or gratuity. 

Dated this.day of.19. 

.(here sign). 

Witness to the signature of the said 


.(Witness). 

On behalf of the Secretary of State I accept the foregoing offer. 

Medical Administrator, Royal Air Force. 


Society for the Study of Inebriety.— The 

next meeting of this society will be held on Tuesday, Oct. 8th, 
at 4 p.m., in the Rooms of the Medical Society of London, 
11, Chandos-street, Cavendish-square, W. 1, when Major 
Robert B. Wild, M.D., professor of materia medica and thera¬ 
peutics in the Victoria University of Manchester, will open a 
discussion on “ The Pharmacology of Alcohol.’’ All interested 
in the subject are invited to be present. 


ROYAL AIR FORCE MEDICAL SERVICE. 
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Carrespnbmt. 

“ Audi alteram partem/’ 


QUININE RESISTANT MALARIA. - 

To the Editor of The Lancet. 

Sir, — N owadays one hears frequently of malaria which is 
resistant to quinine, in the sense that while the patient is 
taking 20 gr. or more every day the fever endures beyond 
the fourth day ; and though he continues to take quinine in 
undiminished doses, from time to time he has relapses 
associated with the presence of asexual parasites in the 
peripheral blood. 

In this sense I believe that 44 quinine resistant ” types of 
malaria are either extremely rare or non-existent. I am not 
concerned here with relapses which occur after the patient 
has reduced his daily dose of quinine below 20 gr., or has 
stopped taking it altogether ; all of us are but too familiar 
with such cases, and I remember an obiter wdictum of Sir 
Patrick Manson : 

“We don’t cure protozoal infections with drugs. We keep them in 
check until the resisting power of the patient can overcome them/' 

There are relapses in malaria p.fter treatment with quinine ; 
but a relapse during adequate quinine treatment is, to say the 
least, uncommon. 

Now that many medical men without experience of 
tropical diseases are called upon to treat cases of malaria, 
it is of the utmost importance that they should know what a 
trusty weapon lies ready to hand and that their faith in 
quinine should not be undermined at the outset. Sir Patrick 
Manson writes :— 

“Many drugs have been employed in the treatment of malarial 
disease, and many drugs have some Influence on It: all sink into 
Insignificance in comparison with quinine. To use any drug to the 
exclusion of quinine is serious trifling.” 1 

In The Lancet of June 22nd is an article by Major E. B. 
Gunson, Captain F. W. Winning, and Lieutenants G. A. 
Johnstone, J. H. Porter, and G. B. Scott, entitled “ The Treat¬ 
ment of Severe Relapsing Cases of Malaria.” The “routine 
treatment by oral quinine ” consisted in putting the patient 
to bed and giving him at least 20 gr. every day until he was 
discharged from hospital. In this way 328 men were treated, 
with the result that 30 per cent, relapsed while they were 
taking quinine, and some of them developed long periods of 
sustained pyrexia or became increasingly cachectic. 

These results are quite contrary to my own experience, 
and to that of many other workers. Captain David 
Thompson has reported 2 on the results of treatment by 
quinine of 200 patients who had contracted malaria in many 
different parts of the world. Only one of these 200 patients 
showed “ quinine resistance,” and in this instance the nurse 
( ‘ admitted that some doses had been omitted about the time 
of the relapse. ” 

During the years 1904 to 1908 I was in charge of the 
General Hospital, Kuala Lumpur, Federated Malay States. 
This was in the early days of rubber planting ; virgin jungle 
was felled, great tracts of country were brought under 
cultivation, new roads and railways were being constructed, 
and large gangs of imported coolies were gathered together 
for the work. In a tropical country such conditions almost 
invariably give rise to malaria in epidemic form, and the 
Malay States proved no exception. 

Large numbers of patients were admitted to the hospitals, 
and the General Hospital at Kuala Lumpur had its share. 
I have no access to the figures at present, but the number of 
cases of malaria treated in that hospital during those years 
was well over 2000, about one-sixth of which were simple 
tertian infections and the remainder subtertian and quartan. 
These patients were under my personal care, and I saw 
them at least three times a week. In not more than half a 
dozen cases did a relapse occur while the patient was taking 
20 gr. of quinine sulphate daily, and in each of the half 
dozdfc cases I had grounds for suspecting that the quinine 
had not been taken regularly. I have never seen a patient 
relapse a second time while he was taking 20 gx. of quinine 
every day. 

My experienee with soldiers who have contracted malaria 
during the present war has not been different from that 

1 Manson : Tropical Diseases, fifth edition, p. 118. 

2 Journal, Royal Army Medical Corps, July, 1917. 


gained in the tropics. From February to July, 1918„ 
malarial parasites were found in the blood of 301 patients 
examined in this laboratory (P. vivax , 278 ; P. falciparum, 22; 
P. malaria , 1). Each patient was given 10 gr. of quinine 
twice a day while he remained in hospital, with the result 
that in the great majority of cases the temperature came 
down to normal in a day or two. In 11 cases the fever lasted 
until the third day and in one until the fourth day after 
the commencement of treatment. Only two men relapsed, 
and I suspect that they had managed to escape some doses 
of quinine, for after special attention was paid to them the 
fever and the parasites quickly disappeared. This series is 
not strictly comparable with Major Gunson’s; his patients 
stayed in hospital for seven weeks, but only 73 of these 
remained for more than a fortnight. 

There is no cogent evidence that the malaria parasites in 
one part of the world are more resistant to quinine than 
those found elsewhere. P. vivax is as readily influenced by 
quinine whether it come from the Near or from the Far East 
or from any other part of the world. We have, most of us, 
heard of “quinine-fast” malaria parasites, but how many 
have actually encountered them ? Has anyone ever seen a 
case of malaria in which the fever continued and asexual 
parasites were still to be found in the peripheral blood after 
the patient had been taking quinine in doses amounting to 
20 or 30 gr. a day for four days and was continuing to 
take it? 

The commonest cause of “resistance” is insufficient 
concentration of quinine in the patient’s blood, due to 
insufficient dosage or to failure to take the drug regularly. 
Quinine is unpleasantly bitter and the soldier is not alone in 
trying to get out of taking it. Most people find it a dull 
business to look after cas^s of malaria who are up and about, 
so that it is not always difficult for the patient to escape his 
dose. If the administration be left to the patient one can be 
certain that quinine is not taken regularly. When I have 
been recovering from malaria myself I have found it 
impossible to remember my quinine; the only way in 
which I could insure taking it regularly was by making 
my “boy” put two capsules beside my plate at breakfast 
and again at dinner. 

With reference to the form in which quinine should be 
administered a good deal has been written lately about the 
advantages of quinine injections in the routine treatment of 
malaria, but Sir Patrick Manson holds the opinion that “the 
intramuscular injection of quinine must not be practised 
without good reason or as the routine treatment of ordinary 
malarial attacks.” 3 In 1905 I treated several hundred 
patients with injections of quinine, but I did not find that 
the results were any better than when it was given by the 
mouth, and I came to the conclusion that intramuscular and 
intravenous injections should be reserved* for patients with 
very urgent symptoms, persistent vomiting or coma. It is 
very rarely necessary to continue to administer the drug by 
these routes for more than one or two days. Sir Ronald 
Ross writes: “ I really do not know why this form of medica¬ 
tion is continued in malaria.” 4 

I do not wish to entfer upon the question of malaria- 
prophylaxis and the prevention of relapses after treatment, 
but I will say at once that I have seen the best results from 
the routine administration, by the mouth, of 10gr. of quinine 
twice a day, continued for as long as three months if 
possible, and then stopped entirely. I have found it a good 
rule to add 2 gr. to the 20 gr. for each stone above a weight 
of 10 st. 

It is quite common to meet people who say that they 
cannot take quinine, but in reality an idiosyncrasy with 
respect to it (as manifested by urticaria with vomiting and 
collapse) is a great rarity. I have never seen anyone 
harmed by 20 gr. of quinine a day, even when continued 
over a long period. If the patient objects to the drug in 
liquid form the powder can be put up in the gelatine 
capsules which are supplied, empty, by Messrs. Parke, Davis, 
and Co. 

In spite of general opinion, I think that quinine should be 
commenced as soon as malaria parasites have been found. 
To wait until the temperature comes down is wasting time ; 
in some cases the temperature never comes down until the 
patient dies. Ten grains of aspirin give the greatest relief 
when there is fever. » 

3 Loc. cit., p. 124. 

4 See Annals of Tropical Medicine and Parasitology, June, 1917. 
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I will conclude by quoting Sir Patrick Manson once more : 

“ If a supposed ague resist . quinine . the diagnosis 

should be revised.” 5 —I am, Sir, yours faithfully, 

William Fletcher, 

Captain, R.A.M.C. ; Pathologist, Institute for 
Medical Research, Kuala Lumpur, F.M.S. 
The Laboratoiy, University War Hospital, Southampton, Aug. 1st. 


HYPNOSIS IN HYSTERIA. 

To the Editor of The Lancet. 

Sir, —I am glad to take the opportunity afforded me by 
Captain J. R. O’Brien’s courteous letter in your issue of 
Sept. 21st to enlarge somewhat upon the question of the 
relation between hypnosis and hysteria, although a really 
adequate discussion of this relation would fill volumes. It 
is well known that Charcot failed therapeutically through 
his excessive enthusiasm for hypnosis. His methods were 
so vigorous, and he applied them so frequently upon the 
same subjects, that these subjects became more and more 
dissociated, more and more suggestible, more and more 
hysterical. Hence the grande hyst&rie, the attitudes 
passionnelles , kc. , which are now so seldom met with. In 
other words, he “cultivated” hysteria at the Salpetridre 
But in doing so he made great additions to our theoretical 
knowledge of both hypnosis and hysteria. His failure as a 
physician and his success as a scientist are both summed up 
in his statement, “Hypnotism is an artificial hysteria.” 
I consider this statement, as far as it goes, to be 
absolutely true. The more one sees of hysteria and the 
more one sees of the results of hypnotism the more convinced 
one becomes of the intimate relation between the two. That 
is why hypnotism is such a dangerous method to use in the 
hands of operators whose enthusiasm outruns their psycho¬ 
logical knowledge and skill. Safeguards are necessary, and 
in my article in The Lancet of August 17th I have indicated 
the modifications of ordinary hypnotic procedure which I 
have found practically satisfactory in dealing with hysterical 
soldiers in the field shortly after their exposure to shell fire. 
Shell concussion, or the mental strain of being under shell 
fire, had already hypnotised them and produced a certain 
amount of mental dissociation in the form of amnesia, loss 
of motor or sensory functions, &c., without demonstrable 
organic nerve lesions, and by means of my method of light 
hypnosis I was able to remove the underlying cause of this 
dissociation and neutralise it by subsequent re-association. 

No doubt there are other forms of dissociation besides that 
of hysteria. But the point is that the dissociation of 
hysteria and the dissociation of hypnosis are identical 
in nature. Captain O’Brien writes : “Thousands of healthy 
men absolutely devoid of any trace of hysteria have been hyp¬ 
notised, while hysteria itself, instead of favouring the induc¬ 
tion of hypnosis renders it more difficult.” With the second 
half of this statement I entirely disagree. My experience 
has been that the more hysterical a patient is the easier it 
is to hypnotise him. I also believe that when an apparently 
normal person is hypnotised he is rendered temporarily 
hysterical by the very process of hypnosis, the vigorous 
emotional appeal of the operator producing a dissociation of 
a hysterical nature. Such a person will be more hysterical 
thereafter, and will be more susceptible to hypnotism, unless 
steps are taken to counteract this effect. I, of course, 
recognise how large a proportion of apparently normal 
people can be hypnotised by one means or another—although 
in many cases the degree of hypnosis is slight—but then 
most people, if not all, have some hysterical flaw, some dis¬ 
sociation following upon mental conflict, in their mental 
make-up. “ Jedermann ist ein bisschen hysterisch,’’ said 
Moebius, and this slight degree of hysteria is what ensures 
the success of the resolute hypnotist. The mild methods 
which I myself use have no effect upon apparently normal 
persons, although they are invariably successful with 
hysterical soldiers hot from the firing line. In my opinion, 
more impressive methods are to be deprecated, as their 
dissociative effects are difficult to neutralise afterwards. 

When Captain O’Brien writes as follows : “ Pierre Janet’s 
theory that only hysterical patients can be hypnotised rests 
on the assumption that the presence of the secondary self is 
always a symptom of hysteria,” I am again unable to follow 
him. Pierre Janet has no dealings with a “ secondary self.” 
He prefers to avoid hypothesis as far as possible, and to 
speak simply of dissociated ideas. When these ideas are 
sufficiently numerous and linked up with one another, they 

* Loc. clt., p. 120. 


may produce the appearance of an alternating or dual per¬ 
sonality. The essential psychological characteristic of the 
hysteric is, in Janet’s view, a weakness of mental synthesis. 
I can only repeat that my personal experience with cases in 
France agrees closely with the views of Janet, but is at 
variance with much that has been written elsewhere. It 
seems to me that ODly by the aid of hypnosis and other 
forms of mental analysis will the problem of hysteria be 
finally solved. I am, Sir, yours faithfully, 

William Brown, 
Major. R.A.M.C. 

Craiglockbart War HosDltal, Edinburgh. Sept. 21st, 1918. 


DRIED V . CONDENSED MILK: A CORRECTION. 

To the Editor of The Lancet. 

Cher Monsieur, —Je me permets de recourir votre 
haute impartiality pour vous deraander de bien vouloir 
rectifier dans le prochain num£ro du “Lancet” l’erreur de 
traduction qui s’est gliss£e a l’occasion de ma pr6c£dente 
lettre sur le lait condense. 1 Cela vous apparaitra d’autant 
plus n£cessaire que cette erreur denature complfctement ma 
pensGe et le sens de ma lettre. En effet, je disais : 

“ Mes dernifcrea recherches me permettent de conclure que le* laits 
condenses non sucres sont inferleurs aux laits condenses sucres et 
j’affirrae que les laits tcrtmts constituent des prodults dangereux pour 
les jeunes enfants.” 

Or votre traducteur a 6crit: 

“ Unsweetened condensed milk he considers positively dangerous.” 

II y a 1A, une interpretation qui me fait dire le contraire 
de ce que jepense : Ce sont les laits condenses prives de leur 
creme qui je consid^re comme dangereux pour les enfants, mais 
si j’estime aussi que le lait condense sucre est le meilleur 
aliment de la l ere enfance je reconnais apres une longue 
experience et je l’ai declare dans de nombreuses publica¬ 
tions, que les laits condenses non sucres (mais contenant 
leur creme), sont neanmoins excellents et bien preferables it 
tons les autres laits en usage dans l’alimentation de la l ere 
enfance. 

Yotre souci de la v6rit6 scientifique, m’assure que vous 
voudrez bien, cher Monsieur, corriger la fausse impression 
qu’ont pu avoir vos lecteurs. 

Recevez avec mes remerciements l’hommage de ma haute 
et sympathique consideration. P. LassablikRE. 

Chef de Laboratoire a la Faculty 

Sept. 17th, 1918. de Mededne de Paris. 


METHODS OF CONTROL OF FRAGMENTS IN 
GUNSHOT WOUNDS OF THE JAW. 

To the Editor of The Lancet. 

Sir, — May I be allowed to make a few remarks on an 
interesting article under the above heading that appeared in 
your issue of Sept. 7th by Major H. P. Pickerill. 

I appreciate much that Major Pickerill has written, and 
was particularly gratified to find him adopting as a routine 
methods and principles that I and my colleague, Mr. 
Percival P. Cole, at the King George Hospital, have con¬ 
sistently advocated and practised since the early days of the 
war. I refer in particular to : (1) The importance he 
attaches to the control of the posterior fragment; (2) the 
preservation of comminuted fragment of bone ; (3) his con¬ 
demnation of the needless extraction of teeth in the vicinity 
of the fracture; and (4) his preference for the immediate 
as opposed to the gradual reduction of malocclusion. 

As regards (1), it is interesting to note that as recently 
as March, 1918, at a meeting of the Odontological Section 
of the Royal Society of Medicine, Major Pickerill expressed 
doubt whether we (Mr. Cole and myself) “can control the 
posterior fragment at any rate by the methods shown.” 
In view of this pronouncement it is interesting to find that, 
with the exception of the zygomatic screw method, his 
procedure of controlling the posterior fragment, when the 
ascending ramus is fractured above the level of the alveolar 
border, is identical in principle with the one, I have always 
employed — the impression of the fragment beiDg taken with 
the upper splint in situ and a saddle adapted to the model 
thus obtained and secured to the npper splint. 

(2), (3), and (4) were dealt with by me in a paper read at 
the same meeting, and published later in the Transactions, 
reference to which will prove the identity of Major 
Pickerill’8 method with those therein advocated. 

Major Pickerill in his article refers to “the four-tailed 
bandage,” “screw lever splint,” and a “submandibular 

1 Thf. Lahcet, Augu«t 24th, 1918 (p. 246). 
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splint.” The four-tailed bandage was discarded by me early 
in the war as being obsolete, the objections to it being so 
obvious. In its place was substituted a webbing bandage 
with soft adaptable chin-piece. Two inches of the webbing 
which passes vertically upwards from the chin is replaced by 
garter elastic (double thickness, one inch wide). To each 
piece of webbing at either end is fitted an independent 
buckle, so that any desired tension can be obtained. With 
splint in position this bandage efficiently controls any com¬ 
minuted fragments, bringing them up in position if displaced 
and maintaining them there, and is. in my opinion, a much 
simpler and more comfortable device for achieving this than 
by the screw lever splint. 

This bandage also exerts an inward pressure on the lower 
border of the horizontal ramus of the mandible, and is more 
than sufficient to overcome the everting pull that occurs in 
fractures in region of symphysis, and which Major Pickerill 
obviates by bolting or wiring. That the simpler method of 
bandaging and splinting does accomplish this end is proved 
by results, the percentage of non-union of fractures in this 
area treated on such lines being negligible. The combination 
of this bandage with the open bite splint entirely obviates 
the use of suspensory splints objected to by Major Pickerill. 
One omission in his article is surprising, and that is that there 
is no reference whatever to the employment of the open bite 
splint, the advantages of which are so manifold, simplifying 
as it does the whole treatment of jaw injuries. 

As regards the submandibular splint which Major Pickerill 
uses in the treatment of edentulous cases, I cannot claim to 
have had any experience with this type. The intraoral 
supramandibular splint, secured by circumferential wires, 
being so simple, so efficient in immobilising fragments, in 
maintaining function, and the end results so uniformly good 
that occasion has never arisen to experiment with any other. 

At the meeting in March above referred to, Major Pickerill 
made caustic comments on the method of fixation of circum¬ 
ferential wires as being likely to introduce “the unnecessary 
element of sepsis.” Bearing this criticism in mind, his 
advocacy of a perforating bolt secured by nuts is piquantly 
inconsistent.— 1 am, Sir, yours faithfully, 

Charles H. Bubb, 

Honorary Dental Surgeon, the King George Hospital. 

Burliugton-g&rdens, W.. Sept,. 16th. 1918. 


A NASAL DRILL IN THE TREATMENT OF 
ADENOIDS. 

To the Editor of The Lancet. 

Sir, —I have been interested since the year 1910 in the 
observation of cases of chronic lymphatic stasis which have 
yielded to the treatment designed by Mrs. E. Handcock. 
In the earlier cases this was applied to the elimination of 
waste products in the neighbourhood of arthritic swellings ; 
the same principle of artificial lymphatic circulation in later 
cases showed that the upper air passages could be cleared 
by external manipulative treatment in many instances of 
chronic inflammation. 

The letters which you have published on nasal drill will 
draw attention to this undoubted addition to medical 
knowledge. I am, Sir, yours faithfully. 

Harley street, W.» Sept. 24th. 1918. H. BELLAMY GARDNER. 


NASO PHARYNGEAL INFECTION AT THE 
ONSET OF CEREBRO SPINAL FEVER. 

To the Editor of The Lancet. 

Sir, — S taff Surgeon Fildes’s letter in your issue of Sept. 14th, 
severely criticising Colonel Gordon’s views on cerebro-spinal 
fever, obviously shows his own view to be that many cases of 
the disease do not have the meningococci in their throats, 
and he says at the end : “We came to the same obvious 
conclusion — namely, that Colonel Gordon's statement was 
much too sweeping, in fact incorrect. Our work is quite well 
known to Colonel Gordon.” 

If, Sir, you will turn to the Medical Research Committee’s 
Special Report Series, No. 17, published on August 2nd this 
year by Staff Surgeon Fildes and Temporary Surgeon S. L. 
Baker, R.N., you will see on p. 26, under heading, “The 
Examination of the Patient’s Naso-pharynx for Meningo¬ 
coccus,” that after mentioning that Flack had found these 
organisms in this region in all his cases in the earliest stage. 


and deduced therefrom that their presence was a valuable 
diagnostic sign in doubtful cases, these authors proceed : — 

“ We ourselves are unable to conlirm Flack’s results as to the 
constant presence of meningococci in the throat because our swabs 
were taken on the average nine days after onset, while Flack took his 
much earlier. Rather less than half our cases showed meningococci In 
the throat. On general grounds, however, it would appear very 
probable that meningococci are constantly present in the throat, as 
stated by Flack ; nevertheless, we doubt whether this fact can be taken 
as being practically diagnostic in certain cases.” 

It would appear, therefore, that Staff Surgeon Fildes is 
capable of holding two diametrically opposite views on the 
same subject at, substantially, the same time. 

I am, Sir, yours faithfully, 

T. G. M. Hine, 

Central C.-S‘.F. Laboratory, Sept. 19th, 1918. Major, K.A.M.C. 


SANDFLY FEVER OR INFLUENZA. 

To the Editor of The Lancet. 

Sir, —In your annotation in The Lancet of Sept. 14th 
you deal with the problem raised by Professor G. Sampietro 
of the belief in Italy of the identity of sandfly fever with the 
so-called “ Spanish influenza.” On superficial examination 
sandfly fever certainly does simulate influenza in epidemic 
prevalence, sudden onset, and general clinical features, and 
while it is well known that the signs and symptoms of 
certain epidemic disease may materially differ according as 
they occur in tropical, subtropical, or temperate regions of 
the world, yet there can be no doubt in the mind of the 
careful clinician that we are dealing with two distinct 
diseases, and not the same clinical disease or one modified 
by climatic change. In sandfly fever pharyngeal and 
laryngeal irritation and catarrh are uncommon, and if 
present are very transitory, while the pulmonary manifesta¬ 
tions of influenza are practically never seen. Local lesions 
produced by the bite of the sandfly on exposed surfaces of 
the body occur in over 90 per cent, of patients with sandfly 
fever, and in any epidemic this should suffice to establish a 
definite diagnosis. Mortality in sandfly fever may be said to 
be nil. 

We have in sandfly fever, therefore, a rarity of catarrhal 
conditions of the respiratory passages, a negligible mortality 
rate, and a definite local skin lesion, in contrast with the 
general pharyngeal, laryngeal, or pulmonary catarrh, definite 
mortality rate, and absence of skin lesion in influenza. These 
suffice to distinguish the two diseases, quite apart from any 
bacteriological investigations or the prevalence of the sandfly 
in the district affected. —I am, Sir, yours faithfully, 

J. Lambert, 

Sept. 20th, 1918. Temporary Surgeon. H.N. 


MANGANESE POISONING. 

To the Editor of The Lancet. 

.Sir, —In the edition just published of the “Nomenclature 
of Diseases ” the metal manganese for the first time finds a 
place among the poisons. At least its name does not appear 
in the editions issued in 1896 and 1906. So long ago as 1894 
I certified manganese as the primary cause of a young girl’s 
death. Prior to this I had discovered that manganese fumes 
were emitted from the chimneys of the blacksmith and the 
plumber during the process of melting the metals they use. 
The chimneys of these industries never require sweeping 
and the metallic fumes, along with the products from the com¬ 
bustion of coal such as benzene and naphthalene, go right out 
to the air. Just as the Gulf Stream is an oceanic current, these 
fumes form an atmospheric' current and travel, especially 
in the case of the blacksmith, a considerable distance. 
They are wafted along by prevailing winds, and, gathering 
moisture, ultimately form a green deposit on wooden fences 
and trees and the slates and stonework of houses. The 
deposit in the case of the blacksmith is a bright green and 
that of the plumber a darker green. The vegetable part of the 
deposit under the microscope is seen to consist of cells of a 
very simple character. I have not seen moss near it. 

The opinion I formed at that time was that manganese 
given by the mouth seemed rather inert, but that when 
injected subcutaneously or inhaled it became poisonous and 
was cumulative and the symptoms like lead, zinc, and 
arsenic poisoning.—I am, Sir, yours faithfully, 

James Gairdner, M.D., D.P.H., 

Crieff, N.B.. Sept. 20tb, 1918. M.O.H., Crieff. 
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The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Killed. 

Surg.-Prob. N. C. Ward, R.N.V.R. 

Died of Wounds. 

Capt. J. C. Forsyth, Canadian A.M.C. 

Died. 

Major A. Johnston, R.A.M.C., qualified at Glasgow in 1883, 
and held appointments at Monsall Hospital, Man¬ 
chester, at Wrexham Infirmary, and at tne Victoria 
Hospital, Burnley. At the time of joining up he was 
medical officer of the Belvidere Fever Hospital, Glasgow, 
and deputy medical officer of health for the city. For 
some time he was in command of the Military Isolation 
Hospital at Aldershot, and died at Glasgow. 

Staff Surg. C. D. Marshall, R.N.V.R., was a student at 
University College Hospital, ^London, and qualified in 
1890. He held appointments at the Royal London 
Ophthalmic Hospital, at the Children's Hospital, 
Chelsea, and at University College Hospital, and prior 
to joining up was in ophthalmic practice in Harley- 
street, London. He died at the Colaba War Hospital, 
Bombay, and at the time of his death was principal 
medical officer in the Persian Gulf and Mesopotamia 

Wounded. 

Capt. A. C. B, Biggs, M.C., R.A.M.C. 

Capt. J. R. John, R.A.M.C., attached Sherwood Foresters. 

Lieut. W. Q. Wood, R..A.M.C., attached Royal Irish Rifles. 

Lieut. D. B. Leitch, R.A.M.C., attached Welsh Regiment. 

Capt. G. F. Denyes, Canadian A.M.C. 

Capt. A. S. Cockburn, Australian A.M.C. 

Capt. G. R. Hamilton, Australian A.M.C. 

Capt. A. P. Murphy, Australian A.M.C. 

Major W. C. Sawers, Australian A.M.C. 

Capt. J. Carrick, R.A.M.C., attached, R.F.A. 

Previously reported Mining , now reported Prisoner in 
German Hands. 

Lieut. C. Murray, R.A.M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 

medical men are reported: — 

Lieut. G. K. Elliott, Royal Welsh Fusiliers, killed in action, 
elder son of Dr. G. Elliott, of Baschurch, near 
Shrewsbury. 

A. D. Pole, Alberta Regiment, killed in action, youngest son 
of the late Dr. A. Pole, of Len/.ie, near Glasgow. 

Second Lieut. E. N. Andrews, The Buffs, died of wounds, 
youngest son of Dr. E. C. Andrews, of Hampstead, 
London, N.W. 

Second Lieut. C. J. N. Lambert, M.C., R.F.A., killed in 
action, elder son of Dr. H. L. Lambert, of Barnes, 
London, S.W. 

Capt. G. P. Randall, M.C., King's Own Scottish Borderers, 
killed in action, eldest son of Dr. P. N. Randall, of 
Bromley, Kent. 

H. P. Clepperton, Queen’s Royal West Surrey Regiment, 
killed in action, son of the late Dr. J. Clepperton, of 
Broughton, Hants. 

Second Lieut. C. E. Hadwen, killed in action, only son of 
Mr. A. St. J. Hadwen, of Ilford, Essex. 

Capt. L. V. Royle, M.C., Royal Air Force, killed whilst 
flying, elder son of Mr. A. Royle, C.B., of Esher, 
Surrey. _ 


The Honours List. 

In recognition of his services on the occasion of the sortie 
of the Goeben and Breslau from the Dardanelles on Jan. 20th, 
1918, the Distinguished Service Cross has been conferred 

upon— 

Surg. James Maurice Harrison, R.N. (H.M. Monitor * M28 ’’). 

A wounded man having fallen into the water, Surg. Harrison went in 
after him and kept him afloat until picked up. It was due to his 
untiring efforts that eight severely wounded cases arrived in good con¬ 
dition at the hospital ship 22 hours later. 

For services in action with enemy submarines the Dis¬ 
tinguished Service Cross has also been conferred upon— 
urg.-Prob. G. E. Strahan, R.N.V.R. 


The following awards to medical officers are announced. 
All arc members of the R.A.M.C. unless otherwise stated :— 

Bar to the Distinguished Service Order. 

Capt. (acting Lt.-Col.) WILLIAM BLACKWOOD, D.S.O — For 
conspicuous gallantry and devotion to duty while in charge 01 the 
evacuation of casualties from the Divisional front during an enemy 
attack. When communication with the advanced dressing station was 
cut by enemy barrage he re-established communication and personally 
visited the poBts under his administration. Throughout the lighting 
he visited the forward area daily, and his indefatigable energy and 
exceptional organising ability were invaluable to the Division. 

Maj. (temp. Lt.-Col.) THOMAS BRNEST HARTY, D.S.O.—For 
conspicuous gallantry and devotion to duty. For nearly a month this 
officer was in charge of the evacuations of the wounded on the front of 
a whole Division. His initiative, courage, and resource during mxich 
heavy fighting resulted in the successful clearing of all wounded in the 
forward area, which be frequently visited during heavy shelling to see 
that his orders were being executed properly, and also to inspire 
confidence. He never spared himself in his efforts to arrange for 
the wounded. 

Distinguished Service Order. 

Temp. Capt. RALPH FRANKLIN BMINSON.— For conspicuous 
gallantry and devotion to duty. When two companies who had made 
a counter-attack and reached a village were obliged to fall back 150 
yards, suffering heavy casualties, whom it w-as impossible to rescue 
owing to the accurate machine-gun and rifle fire from the village, this 
ofllcer went himself, regardless of fire, and in full view of the enemy, 
across “No Man’s Land ” many times, and carried and assisted back 
the wounded, who would otherwise have been left. 

Major JAMES BEVERLEY METCALFE, M.C., Australian A.M.C.— 
For conspicuous gallantry and devotion to duty. In a village under 
heavy bombardment of gas and high explosives, this officer, with prac¬ 
tically no protection, tended the wounded for four and a halt hours. 
When the advanced dressing station had been moved to a new site, he 
remained with four men evacuating odd cases which continued to come 
in until two shells came right into the dressing-room, severely wound¬ 
ing him. His cheerfulness and coolness throughout encouraged all 
around him. 

Temp. Capt. (acting Major) HENR\ r MOORE. M.C.—For con¬ 
spicuous gallantry and devotion to duty. He went through heavy 
machine-gun and rifle tire to a dressing station which was being 
evacuated and cleared a large number of wounded. He also took cars to 
battery positions which were being shelled, and removed the wounded 
to safety. At the dressing stations during enemy bombardment he 
remained to the last, and saved many lives by his courage and devotion 
to duty. 

Major LESLIE GEMMEL TASSIE, Australian A.M.C.—For con¬ 
spicuous gallantry and devotion to duty. This officer set a fine example 
of coolness in going about amongst Ills stretcher-bearers directing and 
encouraging them. Dav and night he visited the regimental aid-post 
and loading-posts, rearranging bearer relays and supervising the 
evacuation of wounded. Hearing there W6re several wounded In a 
village which was being heavily shelled, he organised parties and 
cleared the village. 

Capt. and Bt. Major ARTHUR WALKER.—For conspicuous gallantry 
and devotion to duty in establishing forwrard dressing stations and con¬ 
tinuing to work in them until forced to move by the immediate proxi¬ 
mity of the enemy. He was repeateily working in the open under 
heavy fire, no protection being available. He undoubtedly s tved many 
lives which would have been lost but for his courage and initiative. 

Second Bar to the Military Cross. 

Capt. (acting Major) FRANK GRAHAME LE30HER, M.C. -For 
conspicuous gallantry and devotion to duty. When his camp was 
heavily shelled he had the wounded removed and atteaded them in 
the open for six hours. Again, during the night, when the transport 
was b«wnbed, he proceeded to the scene and extricated the wounded 
men and attended to them, although the enemy continued to shell the 
position. 

Temp. Capt. CLARENCE RANDOLPH YOUNG, M.C.—For con¬ 
spicuous gallantry and devotion to duty. When all the officers of the 
battalion had become casualties, and his aid post was almost sur¬ 
rounded by the enemy, he succeeded in evacuating many of the 
wounded in spite of continuous and heavy fire. His energy and 
disregard for his personal safety inspired all who came in contact with 
him. 

Bar to the Military Cross. 

Temp. Capt. GEORGE OLIVER FA1RTLOUGH ALLEY. M.C.— 
For conspicuous gallantry and devotion to duty. After the troops had 
retired past his aid-post, which w as temporarily established in a shell 
hole, this officer continued to attend to and evacuate the wounded. He 
was exposed to fire from both sides, but succeeded in regaining the line 
after having evacuated all the wounded. He thus prevented any of 
them falling into the hands of the enemy. 

Temp. Capt. (acting Major) BERTRAM FRIEND BARTLETT, M.C.— 
For conspicuous gallantry and devotion to duty as battalion medical 
officer. Under heavy m&chiae-gun and shell fire he continuously 
bandaged wounded. Though early in the day wounded, he stuck to his 
duties, and his pluck and determination saved many lives. 

Temp. Capt. STANLEY JAMES ANNEAR BEALE, M.C.—For 
conspicuous gallantry and devotiou to duty iu working unceasingly 
for 48 hours at advanced aid-posts. As each post in its turn became 
untcnal le be moved back to another, all the time carrying on dressing 
and evacu iting wounded, while frequently exposed to machl >e-gun 
tire. By his energy he was responsible for saving large numbers of 
wounded from falling Into the enemy’s hands. 

Capt. JOHN ARTHUR BELL, M.C.—For conspicuous gallantry and 
devotion to duty in action. He was ordered to replace a medical officer 
who was wounded, and at once w*ent up through a heavy barrage, 
establishing a dressing station in the open, and showed the greatest 
coolness and devotion to duty in attending the wounded under very 
heavy shell fire He continued his fine w’ork tor several days, and was 
the means of saving many lives. His courage and fine example greatly 
inspired all ranks with him. 
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Capt. HAWTRBY WILLIAM BROWNE, M.C.-For conspicuous 
gallantry and devotion to duty. When an advanced dressing station 
was cut off by the enemy btrrage this officer made a very plucky 
attempt to reach It. Later, w'hen, owing to losses amongst battalion 
M.O.’s, he w’aa sent to a regimental aid-post, he remained there until 
the enemy was within 300 yards of it, evacuating all his wounded and 
coming back with the last case under machine-gun fire. He set a fine 
example of coolness and resource. 

Temp. Lieut, (acting Capt.) WILLIAM REALTY CAMPBELL. 
D.S.O.. M.C.—For conspicuous gallantry and devotion to duty during 
a withdrawal. After a long march he took over the advanced evacua¬ 
tion of the wounded, and having visited the whole line, made his 
dispositions. Next day he visited all R.M.O.'s under machine-gun fire. 
He showed great energy and determination. 

Capt. HARRY EDMUND CRESWBLL, M.C.-For conspicuous 
gallantry and devotion to duty. After an intense bombardment with 
gas shells a village was ordered to be cleared. He was one of the last to 
leave, and, though he himself was very badly gassed, he continued to 
work until he had done everything for the casualties that lay in his 
power, and was ordered to the field ambulance. 

Temp. Capt. JOHN POLSON DAVIDSON, M.O.—For conspicuous 
gallantry and devotion to duty while in charge of forward bearers. By 
his cool courage he was largely instrumental in getting away all 
wounded under heavy shell fire. His consistent devotion to duty set a 
splendid example to all his party, 

Capt. THOMAS McNAUGHTON DAVIE. M.C.-For conspicuous 
gallantry and devotion to duty. When battalion headquarters were 
practically surrounded, and he saw that he could be of no further use, 
he made his escape, and after all the officers of the battalion had 
become casualties, he remained with the men in the open throughout 
the fighting on that and the following day. The next day he again 
wont into action with the remnants of the battalion in a counter¬ 
attack, rendering excellent service. His cool Belf-possesslon and 
devotion to the wounded under very heavy fire did much to steady 
all ranks. 

Capt. (acting Major) FRED ELLIS, M.C.—For conspicuous 
gallantry and devotion to duty during an enemy attack. When the 
enemy had approached within 200 yards of his advanced dressing 
station he ordered his personnel to withdraw, and remained at his post 
under heavy shell fire with a few men to care for the wounded. When 
a bridge over which the cases were evacuated was destroyed, he 
evacuated by hand-carry to a point a mile distant, and he managed to 
salve his two ambulance cars. His services were of a high order. 

Temp. Capt. JOHN JAMES HARROWBR FERGUSON, M.O.—For 
conspicuous gallantry and devotion to duty. He went forward in 
charge of bearer squads, under machine-gun fire, to find a regimental 
aid-post with which contact had been lost. Whon there he showed 
great disregard for personal safety, and set a tine example to the 
bearers, and did not leave the post until all the casualties had been 
evacuated, although the enemy was almost In the immediate vicinity. 

Capt. FRANK PERCY FREEMAN, M.C.—For conspicuous gallantry 
and devotion to duty during an enemy attack. Though wounded by a 
shell, he first attended to others wounded by the same shell. Later he 
accompanied his commanding officer through a heavy barrage of high 
explosives and machine-gun fire to the corps line, where he stayed for 
two hours attending to wounded. 

Temp. C<pt. (acting Major) HUGH BERNARD GERMAN. M.C.- 
For conspicuous gallantry and devotion to duty while in charge of 
stretcher-bearers. He supervised the evacuation of wounded from the 
front line to the advanced dressing station, often under heavy shell fire. 
Also he continuously dressed wounded in a dressing station unprotected 
from shell fire. 

Temp. Capt. (acting Major) ROBERT MASSON GREIG, M.C.- 
For conspicuous gallantry and devotion to duty throughout prolonged 
fighting. For about a fortnight he worked with but little sleep and 
food, collecting and carrying in wounded under intense shell and 
machine-gun fire. During this period he maintained touch with six 
different battalions, and successfully got away all their wounded. 

Temp. Capt. AUSTIN HARVEY HUYCKK, M.C.-For conspicuous 
gallantry snd devotion to duty. When the officer in charge of an 
advanced dressing station and several of his orderlies were killed or 
wounded, he went forward and took charge of the station, and by his 
courage and energy under heavy shell fire succeeded in getting away 
the cases. He saved many II ves. 

Temp. Capt. EDMUND BASIL JARDINE, M.C.—For conspicuou 8 
gallantry and devotion to duty. Though his dressing-station was blown 
up by shell fire, and when transferred to another place was again 
shelled, he steadily continued his work. He gallantly made several 
ioumeys to the regimental aid-post under extremely heavy fire, and 
located and disposed of all casualties collected there. His zeal, courage, 
and untiring energy were beyond all praise. 

Temp. Capt. JAMES HUNTLY LEGGR, M.C.—For conspicuous 
gallantry and devotion to duty when acting as bearer officer during a 
raid. He established a post in the front line, which came under con¬ 
tinuous and heavy barrage. Hearing there were wounded in front he 
several times led squads of bearers through the barrage and brought in 
wounded. It was largely due to his magnificent efforts that the 
clearing was successfully accomplished, and only two men were 
missing. His energy and devotion to duty were the means of saving 
many lives. 

Temp. Capt. GEORGE EDWIN LINDSAY", M.C.—For conspicuous 
gallantry and devotion to duty. Not only did this officer carry out 
his professional duties with a cheerfulness that inspired all ranks, but 
on two occasions, regardless of personal danger, he coutinually attended 
wounded in the open under heavy machine-gun and rifle fire, only 
withdrawing when ordered to by his C.O. 

Capt. JOHN WRIGHT MALCOLM, M C.—For conspicuous gallantry 
and devotion to duty during an enemy attack. He was at an advanced 
dressing station with another medical officer, and seeing the enemy 
advancing they loaded their car with wonnded and, picking up others 
on the way, conveyed them to a safe place. During the journey he was 
under close and constant fire. 

Temp. Capt. FREDERICK BUICK McCARTBR, M.C.-For con¬ 
spicuous gallantry and devotion to duty. During a severe engage¬ 
ment this officer established an advanced dressing station within 
200 yards of the front line, where for 48 hours, continuously under 
heavy fire, he attended to the casualties and arranged for their 
evacuation. 


Capt. WILLIAM HILGBOVK LESLIE MCCARTHY, M.C.-For 
conspicuous gallantry and devotion to duty. This officer, hearing 
that an aid-post was filled with wounded who could not be evacuated 
by the normal route owing to the enemy bombardment, led a party of 
stretcher-bearers through heavy shell fire and reorganised the evacua¬ 
tion. He dressed four wounded men in the open on the way up, and 
made several journeys during the day. 

Temp. Capt. DANIEL McKELVEi', M.C.—For conspicuous gallantry 
and devotion to duty in evacuating the wounded. With a small 
ambulance car he went to and fro right up to the firing line, meeting 
the Btretcher-bcarers and bringing back the wounded as soon as dressed. 
In spite'of heavy fire he carried on his well-organised arrangements. 
Later, whilst looking for a new dressing station, he was captured, but 
managed to make good his escape. Throughout the operations he dis- - 
played great energy, and his work was magnificent. 

Temp. Capt. GEORGE BOYD McTAVISH. M.C.-For conspicuous 
gallantry and devotion to duty. Throughout nine days' operations he 
worked continuously in charge of the bearer division, and refused to be 
relieved. He went to and fro superintending the clearing of the 
wounded, qplte regardless of the many barrages he had to pass, and no 
doubt saved many lives bv his untiring zeal and coolness. 

Capt. DUNCAN WESTLAKE PAILTHORPE, M.C.-For conspicuous 
gallantry and devotion to duty after a raid in collecting wounded 
under fire, working till daylight. He then went out in broad daylight, 
established the fact that a man reported missing was dead on the 
enemy’s wire, and brought him in from within ten yards of the wire. 

Temp. Capt. REGINALD THOMPSON RAINE, M.C.-For con 
spicuous gallantry and devotion to duty. He attended the wounded 
under heavy rifle and shell fire, and superintended their evacuation. 
By his devotion to duty he set a fine example to all ranks. 

Capt. JOHN ELVIN RUSBY, M.C.-For conspicuous gallantry and 
devotion to duty. During an intense bombardment an artillery dug- 
out was blown in. This officer with his stretcher-bearers dug out two 
officers and three men who were buried. Later he went to an exposed 
flank to attend to wounded men under heavy fire. Throughout the 
whole week's operations he worsed untiringly, and undoubtedly saved 
many lives. 

Capt. (acting Major) ARTHUR ASHTON SMALLEY, M.C.-For 
conspicuous gallantry and devotion to duty in his skilful and bold 
leading of the stretcher-bearers and in evacuating the wounded. By 
his devotion to duty under the heaviest fire he was always an inspiring 
example to his men. 

Capt. (acting Major) CHARLES NIXON SMITH, M.C.-For con¬ 
spicuous gallantry and devotion to duty. a This officer was in charge of 
an advanced dressing station and the collection of wounded from two 
infantry brigades for four days. By reconnoitring and frequent visits 
to his posts he was able to keep in touch with the rear aid-posts, and 
to vary his arrangements according to the casualties. He administered 
the advanced dressing station in a building with little protection, 
which was repeatedly hit by shells. His scheme for evacuating the 
wounded worked well, and a large number of casualties were quickly 
got away. 

Temp. Capt. JAMES WILLIAMSON TOCHER, M.C.-For con¬ 
spicuous gallantry and devotion to duty. On several occasions he 
showed great organising skill under very trying conditions. During 
the attack of a brigade he worked at and between two posts, and 
succeeded In evacuating all the wounded. His coolness and devotion 
to duty throughout were a splendid example to the officers and men 
working under him. 

Capt. WILLIAM JOSEPH WEBSTER, M.C.-For conspicuous 
gallantry and devotion to duty when getting up to a collecting post 
and supervising the evacuation of the wounded under direct enemy 
machine-gun fire. His ambulance car had most of its body blown away 
and the radiator perforated. In spite of this by plugging the holes 
with candle grease, he was able to bring the car back through the 
heavy barrage with eight wounded men. He showed fine devotion to 
duty. 

The Military Cross. 

Lieut. JOSEPH ADAMS.—For conspicuous gallantry and devotion 
to duty in dressing and attending to wounded in an aid-post under 
heavy shell fire, and later in organising stretcher parties and getting 
wounded away under heavy fire. 

Temp. Capt. DOUGLAS REID ALEXANDER.—For conspicuous 
gallantry and devotion to duty in constantly attending to wounded 
under heavy shell fire, working day and night for six days at very high 
pressure. He showed a fine example of coolness and courage to all, and 
by his perseverance the lives of many were saved. 

Capt. FRANCIS DIGHTON ANNKSLBY. —For conspicuous gallantry 
and devotion to duty in action. When a report was brought to head¬ 
quarters of a brigade that the cookhouse of the battery had been struck, 
and that there were many klllod and wounded men inside, he imme¬ 
diately left his aid-post and went forward to see what assistance he 
oould give. Whilst going up. a shell struck the remaining portion of 
the cookhouse, partially burying the occupants. He personally assisted 
in extricating the men, dressed their wounds on the Bpot under heavy 
shell fire, and got them away safely to the dressing station. His prompt¬ 
ness and courage were undoubtedly the means of saving several lives. 

Capt. GEOFFREY PENROSE ARNOLD, Australian 4.M.C.-For 
conspicuous gallantry and devotion to duty. During a night counter¬ 
attack this officer formed his regimental aid-post in the open just in 
front of the jumping off line, and continued to dress wounded there for 
twenty-four hours under continuous fire. The medical officers of two 
other battalions both became casualties early in the attack, and he 
attended to the wounded of these battalions besides his own. His 
coolness and splendid work saved scores of lives. 

Capt. FREDERICK STANLEY BE DALE. -For conspicuous gallantry 
and devotion to duty. This offi ser was working at an aid-post in a 
village, a portion of which was captured by the enemy. He remained 
until the last possible moment, only leaving when all wounded had 
been evacuated. He then established an aid-post in the open, working 
unceasingly day and night, being the only medical officer left in the 
area, and his staff greatly reduced. His attention to the wounded, at 
great personal risk, was most praiseworthy. 

Capt. FRANCIS LIONEL PERCY GARNETT BENNETT.-For con¬ 
spicuous gallantry and devotion to duty. Seeing that wounded men 
w ere in danger of becoming prisoners, he obtained ambulance cars, and 
three times personally took them away under heavy shell and machine 
gun fire. On the last occasion he was himself wounded, but he sent 
his last car away full and struggled on on foot until he met with 
assistance. He had been working continuously for 48 hours previously. 
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Temp. Lieut, (temp. Capt.) JOHN HAMILTON BOAG.—For con- 
splcuous gallantry and devotion to duty. When his aid-post was 
occupied by the enemy he hastily established himself in a new position 
and rendered valuable assistance. He several times went fearlessly 
out under machine-gun fire and brought in casualties, and by his 
devotion saved many lives. 

Temp. Capt, (acting Major) CECIL ANDERSON BOYD.—For con 
splcuous gallantry and devotion to duty. He repeatedly attended to 
wounded under heavy shell fire, and on several occasions was compelled 
to evacuate his aid-post, succeeding each time in remt ving all his 
wounded, often across country, and by his fine judgment and tireless 
energy saving a largo number from falling into the enemy s hands. 
His conduct throughout was excellent, the conditions being excep¬ 
tionally hazardous and trying. 

Temp. Capt. HAROLD FRANCIS BRICE-SMITH.-Forconspicuous 
gallantry and devotion to duty. This officer displayed great gallantry 
during ten days’ severe fighting, attending to wounded men under 
severe hostile artillery lire. He was himself wounded in the arm at an 
early stage, but with unselfish devotion he remained at his duty 
throughout the operation, rendering most valuable service night and 
day, although suffering great pain from his injuries. 

Capt. (acting Major) GEORGE ALLMAN BRIDGE.—For con¬ 
spicuous gallantry and devotion to duty. This officer, who was in 
charge of a forward dressing station and bearer posts, hearing that one 
had been blown in, proceeded at once with a N.C.O. through a heavy 
barrage and rescued the Injured men, conveying them to a place of 
safety. After establishing another post he filled up shell holes at a 
cross road to enable motor ambulances to pass. 

Capt. (acting Major) CHARLES FRANK BURTON.—For con¬ 
spicuous gallantry and devotion to duty In his skilful leading of the 
stretcher-bearers on all occasions. He has always shown great coolness 
under the heaviest fire. 

Capt. CHARLES HOPE CARLTON.—For conspicuous gallantry and 
devotion to duty. He took an ambulance car into a village after the 
enemy had entered It, and succeeded in clearing several wounded in 
the face of heavy machine-gun and rifle fire. Throughout operations 
be showed great energy and devotion to duty under very difficult 
conditions. 

Temp. Capt. (acting Major) PHILIP CARNEY.—For conspicuous 
gallantry and devotion to duty in leading motor ambulance wagons up 
to a village under heavy fire and bringing away the last of the wounded. 
On many occasions he showed a splendid example of devotion to duty 
\mder most difficult conditions. 

Capt. GERALD FRANCIS CARR.—For conspicuous gallantry and 
devotion to duty. Although the advanced dressing station of which 
he was in charge was shelled out three times, by his coolness and 
example he got all the patients and personnel safely away, and re-estab¬ 
lished his dressing station without interrupting the evacuation. 

Temp. Capt. CLIFFORD CUTHBBRT CHANCE.—For conspicuous 
gallantry and devotion to duty. When a heavj barrage interrupted 
communications between regimental aid-posts and relay posts he 
reorganised his squads and led them through the barrage, cleared all 
the wounded, and re-established the chain of evacuation. He has 
repeatedly led his squads through heavy fire and gas shells, and has by 
hiB magnificent example of devotion to duty maintained the morale of 
tired and Bhaken bearers. 

Temp. Lieut. CHARLES CLYNE.—For conspicuous gallantry and 
devotion to duty. He worked for 24 hours in a barn under maehine- 

6 un and shell fire, and evacuated over 200 cases. Two days later, under 
eavy shell fire, he continued to evacuate wounded. His devotion to 

duty Baved many lives. 

Temp. Lieut. GEORGE CARTER COSSAR.—For conspicuous 
gallantry and devotion to duty. This officer, who was medical officer 
of the battalion, performed his duties with the greatest coolness under 
heavy fire and gas shelling for four days, attending to the casualties 
with great devotion to duty, although on one occasion he became un¬ 
conscious from gas. He was twice wounded, but remained at his work, 
though suffering all tho time from the effects of gas. His gallant 
conduct and disregard for his own safely set the finest example to his 
men and maintained the steadfastness of the w orkers in the regimental 
aid-post during many dangerous periods. 

Temp. Capt. DOUGLAS CRELLIN — For conspicuous gallantry and 
devotion to duty in remaining at an advanced dressing station till all 
the wounded were clear, in spite of the enemy ’s approach, and the rain 
of gas and high explosive shells. 

Capt. SPENCER STAWELL CROSSE—For conspicuous gallantry 
and devotion to duty in tending wounded under heavy fire. Thanks to 
bis untiring efforts, no wounded were left in the enemy s hands. 

Capt. (acting Major) JOHN WILLIAM DALE.—For conspicuous 
gallantry and devotion to duty. He collected and evacuated many 
wounded from close up to the enemy lines. Also, he completed 
evacuation of all wounded from an advanced dressing station when the 
enemy was within 200 yards. He showed fine courage and 
determination. 

Temp. Lieut. DAVID DAVIES.-For conspicuous gallantry and 
devotion to duty in organising bearers and attending to the wounded. 
He took forward the stretcher-bea* ers in a counter-attack under heavy 
shell and machine-gun fire to within a few yards of the enemy and 
collected all wounded. 

Temp. Capt. (acting Ma.jor) JOHN EDGAR DAVIES.—For con¬ 
spicuous gallantry and devotion to duty while in charge of stretcher- 
bearers. He evacuated wounded over ground heavily shelled in f- 11 
view of tbe enemy. Although several of his bearers were wounded, he 
showed a personal disregard for his own safety, and set a fine example 
to bis men. 

Capt. ERNEST NOEL BROUGHAM DOCKER. Australian A.M.C.— 
For conspicuous gallantry and devotion to duty during an attack. He 
followed up with his bearers, picked up guides, gained touch with the 
regimental aid-posts, and organised a l ne of bearer relays. This was 
done at night under machine-gun and heavy shell fire. 

Capt. DONALD GORDON DUFF.—For conspicuous gallantry and 
devotion to duty. He proceeded to an area that was being heavily 
shelled, and at once organised stretcher parties, superintended the con¬ 
veyance of wounded to his dug-out, and returned to make certain that 
no casualties were left. His coolness and devotion to duty throughout 
have been most marked. 


Temp. Capt. GEORGE DUNLUCB ECCLE9.-For conspicuous 

gallantry and devotion to duty in evacuating his wounded from the 
firing line. Although obliged to retire on four separate occasions, be 
with great skill and resourcefulness cleared all his wounded safely. 
His complete disregard of danger was entirely responsible for a com 
pletely successful evacuation under circumstances of considerable 

d * Capt /(act i ng Major) THOMAS STOKOE ELLIOT.— For conspicuous 
gallantry and devotion to duty. This officer was unremitting in super 
Intending the dressing of the wounded during four days’ fighting. He 
was in charge of three advanced dressing stations, each of which was in 
turn destroyed by enemy shell fire, but he managed to evacuate all the 
wounded. Officers, personnel, and patient* were all encouraged by his 
cool example. . . „ 

Capt. FRANK WILLIAM FAY', Australian A.M.C.—For conspicuous 
gallantry and devotion to duty while in charge of the transport and 
evacuation of wounded from the divisional main dressing station. The 
station was twice hit by shells, but he succeeded in clearing all 
wounded, exposing himself in bringing up ambulance cars and showing 
great energy and devotion to duty. „ _ 

Temp. Capt. JOHN JAMES HARROWER FERGUSON.-For con¬ 
spicuous gallantry and devotion to duty. When a brother officer was 
buried amongst a mass of bricks as a result of a shell having struck his 
billet, this officer, hearing his cries for help, discovered his w hereabouts 
in the darkness, and after four hours’ work, although the place was 
being heavily shelled the whole time, succeeded In extricating him. 

Capt (acting Major) WILLIAM HAIG FERGUSON.-For con 
splcuous gallantry and devotion to duty. When tbe a^anced 
dressing station was completely destroyed by shell fire and everyone 
was ordered to take cover, this officer left his dug-out and carried 
several wounded, unaided, some hundred yards to safety, paMiog 
through a zone of gas and heavily shelled area. He did the same thing 

*^Slpt. "acting Major) ROBERT ALEXANDER FLOOD. -For con¬ 
spicuous gallantry and devotion to duty. With the enemy within 
300 yards of a divisional rest station he got a car loaded with wounded 
and took those who could walk and one stretcher case across the fields. 
Although knocked down by a H.B. shell, he finally got them to shelter. 

Temp. Capt. AUGUSTIN POWNALL FRY'.—For conspicuous 
gallantry and devotion to duty in going from place to place across the 
open, under heavy machine-gun, rifle, and shell fire, to attend to the 
wounded. His absolute fearlessness undoubtedly saved many men 
from bleeding to death. Throughout he displayed devotion to duty oi a 

h *Capt^ d WILLIAM CLARKE GIVENS, Canadian A.M.C.—For con¬ 
spicuous gallantry and devotion to duty. He organised and main¬ 
tained for two days under shell and rifle fire a first-aid post, rendering 
aid to a largo number of cases. Next day he established a dressing 
station, where he worked for 60 hours without relief. 

Capt. (acting Major) HENRY NORMAN GOODE.-For conspicuous 
gallantry and devotion to duty. He was in charge of the bearers 
collecting wounded, and frequently visited his poets under very heavy 
shell fire. He organised the evacuation of the casualties from the 
regimental aid-posts to the advanced dressing station, frequently being 
obliged to alter his routes and establish new' relfcy posts, owing to the 
heavy shelling. It was largely owing to his courage and energetic 
ability that the removal of the wounded was carried out iu such a 
speedy and efficient manner. „ , „ 

Capt. FRANCIS HENNESSEY' GOSS.—For conspicuous gallantry 
and devotion to duty. This officer worked all night in the open in 
front of the line, under heavy fire, dressing the wounded and carrying 
them back to safety. His temporary aid-post was captured and his 
staff made prisoners, but he made his way back through the enemy 
lines alone. Tbe following night he made -many journeys into the 
open, carrying wounded on bis back to temporary shelter. His 
devotion to duty saved many lives. __ 

Temp. Capt. (acting Major) FRANK CYRIL GREIG. — For con¬ 
spicuous gallantry and devotion to duty. He was in charge of the 
advanced dressing station for five days, working under very heavy tire 
the whole time organising the disposition of his bearers. When tbe 
post was almost completely destroyed by shell fire some of his men 
were buried in a dug-out, and he worked with unremitting energy 
under heavy shell fire to get them out. 

Temp. Capt. CHARLES HOPE HADDOW.—For conspicuous 
gallantry and devotion to duty. When the enemy drove the line back 
to battalion headquarters he kept his aid-poet established until they 
were within 200 yards, and succeeded in evacuating all wounded. 
Later, during a counter attack, he showed untiring energy in dressing 
and evacuating wounded under very trying conditions. He showed 
fine devotion to duty. 

Temp. Capt. ALFRED ERNEST H ALLIN AN.—For conspicuous 
gallantry and devotion to duty. When his aid post was surrounded by 
the enemy, he got through to battalion headquarters, reported on the 
situation, and established an aid post there, where he evacuated a large 
number of wounded. Later, he worked for hours at another aid-post, 
while the enemy were within a few hundred yards. He displayed great 

en Temp an Ca e p* r CHKSTER HARRIS.—For conspicuous gallantry and 
devotion to duty. When the enemy was attacking in large numbers 
he, in spite of the heavy shell and intense machine-gun lire, succeeded 
in clearing all the wounded, and three times went back through heavy 
barrage to dress and carry in wounded men. His conduct was 

^CaptMacting Major) JOHN HENDERSON HUNTER.—For con 
splcuous gallantry and devotion to duty while in charge of advanced 
dressing stations, which were continually shelled. 

Capt GEORGE KINGSLEY KDWlft INMAN —For conspicuous 
gallantry and devotion to duty. Hearing that the infantry were 
heavily engaged, he obtained permission to go forward and help them. 
He found tnat the position was being heavily shelled and that the regi¬ 
mental medical officer had been killed. He at once assumed medical 
charge of the battalion, and though the Infantry had retired twice took 
stretcher-bearers back to the position, and thus rescued many 
wounded who might otherwise have been captured. 

Temp. Capt. CHARLES GEORGE LAMBIE.—For conspicuous 
gallantry and devotion to duty in tending wounded under intense 
hostile barrage, constantly going out into the open and bringing 
wounded in. On a later occasion he went from battery to battery under 
heavy shell fire, dressing the wounded and g tting them away to the 
nearest ambulance. He was several times hit by shell splinters. 
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Temp. Capfc. JOHN GAGBN LEE.—For conspicuous gallantry and 
devotion to duty In attending to casualties under very heavy machine- 
gun and shell fire continuously for four days. He was wounded on the 
second day, but remained at duty. He had his dressing station blown 
up twice. Bach time new stations were reorganised very quickly. He 
behaved splendidly, and his conduct was a very fine example to all. 

Temp. Capt. (acting Major! FRANCIS CHARLES LEES.—For con- 
f plcuous gallantry and devotion to duty while in charge of the arrange¬ 
ments for the evacuation of wounded. For 48 hours he worked 
unceasingly in an advanced dressing station, and owing to his courage 
and energy a large number of wounded were cleared from the forward 
area under moBt difficult circumstances. 

Temp. Capt. 9IDNBY JOHN LIDDON LINDBM VN.-For con¬ 
spicuous gallantry and devotion to duty. For ten days he worked 
unceasingly, tending wounded under heavy fire, saving many lives. 
On one occasion, under Intense rnschine-gunllire, he still continued 
dressing and collecting wounded, and his complete disregard of danger 
set a fine example to those under him. 

Temp. Capt. (acting Major) JOHN WYOLIFFB LINNBLL.—For 
conspicuous gallantry and devotion to dutv in dressing and evacuating 
wounded under shell fire, during five days' operations, tin two of the 
days, at great personal risk, he cleared wounded from villages which 
were being shelled. 

Temp. Capt. VERNON EDMUND LLOYD.—For conspicuous gal¬ 
lantry and devotion to duty. While in charge of stretcher-bearers he 
worked for hours under shell fire, evacuating wounded; and in an 
advanced dressing station exposed to shell tire he dressed and evacuated 
a large number of wounded. 

Temp. Capt. GEORGE ALBERT LYONS.—For conspicuous gallantry 
and devotion to duty. During four days* heavy fighting he worked 
unceasingly. When the regimental aid-post was heavily shelled he 
organised a carrying party aud removed all men Incapable of walking. 
He was the cause of saving many lives. 

Capt. JAMES McLEAN M ACFARLANE.—For conspicuous gallantry 
and devotion to duty. This officer, w’hile a town was being heavily 
bombarded, frequently entered it to attend to the wounded who 
required surgical aid before they could be evacuated. Later he 
attended to the wounHed. and evacuated them to the casualty 
clearing station, for three days working day and night, and when com¬ 
pelled to leave owing to the heavy shelling took his party to man a 
bridge over a canal, carrying on until ordered to leave just before the 
bridge was blown up. He was responsible for the saving of many lives. 

Temp. Capt. JAMBS DAVID MACKINNON.—For conspicuous 
gallantry and devotion to duty. During very heavy fighting he 
attended to the wounded in the open under machine gun and rifie fire. 
He showed fine courage and saved many lives. 

Temp. Capt. KENNETH DUNCAN CAMERON MACRAE.-For 
conspicuous gallantry and devotion to duty. He constantly attended 
to wounded under machine-gun and shell fire. He also maintained 
an aid-post on the line of the enemy's artillery barrage. By his 
devotion to duty many lives were saved. 

Capt. (acting Major) ALEXANDER CROSS MALLACE.—For con 
spicuous gtllantry and devotion to duty when in charge of advanced 
dressing stations. He worked continuously under shell fire, and when 
our troops had to retire he remained to clear his last cases until the 
enemy was within 100 yards. 

Capt. (acting Major) WILLIAM McCOMBIE.—For conspicuous 
gallantry and devotion to duty. He repeatedly visited, under very 
heavy lire of all descriptions, the aid posts he was engaged in clearing, 
personally conducting his bearers with complete disregard for his own 
safety in those localities where the fire was most heavy. Under very 
trying circumstances he showed great devotion to duty. 

Temp. Capt. (acting Major) FRANCIS DE SALES McMENAMIN.— 
For conspicuous gallantry and devotion to duty. He worked day and 
night, getting into touch with regimental aid-posts and evacuating their 
wounded under heavy shell and machine-gun fire. By his untiring 
devotion to duty he saved many lives. 

Temp. Capt. DAVID GAIR McRAE.—For conspicuous gallantry 
and devotion to duty while in charge of an aid-post during an enemy 
attack. Hearing that a siege battery was being heavily shelled and 
had many casualties, he at once proceeded, with a non-commitsioned 
officer, to attend to the wounded in the battery position, and stayed 
there, under shell fire, for an hour. Throughout he showed tine dis¬ 
regard of his own safety and great devotion to duty. 

Temp. Capt. JOHN PEARSON McVBY.—For conspicuous gallantry 
and devotion to duty. He organised and established aid posts 
near the front line under heavy shell fire and dealt with a large 
number of casualties. Though short of dressing, stretchers, and 
bearers he successfully evacuated many wounded, while 10 out of 18 of 
his staff were casualties. 

Capt. CHARLES GRAHAM MEADE.—For conspicuous gallantry 
and devotion to duty. While brigade headquarters were being shelleH 
this officer worked unceasingly, attending wounded gunners and 
infantry. Later, on receiving an urgent message from a battery, he set 
off by himself through a heavy barrage, and though suffering from the 
effects of gas, performed his duties in the open, regardless of all danger. 
He behaved splendidly. 

Capt. HARRY MIDDLETON.—For conspicuous gallantry and 
devotion to duty during an enemy attack. Though suffering from 
the effects of gas, he remained at duty dressing wounded for four days 
until ordered to hospital. He was frequently under shell fire and had 
to change his aid-post several times. 

Temp. Capt. ALEXANDER DRYDBN MOFFATT.—For conspicuous 
gallantry and devotion to duty at an advanced dressing station. He 
worked continuously under shell tire for 18 hours, dressing a large 
number of wounded. The dressing station was hit three times, but he 
carried on bis work in a cellar. 

Temp. Capt. DUNCAN COLLINGWOOD OGILVIE.—For con¬ 
spicuous gallantry and devotion to duty while in charge of a walking 
wounded collecting post. For 16 hours he worked single-handed under 
heavy shell fire, dressing and evacuating wounded. Later he reopened 
a dressing Btation which had been evacuated and worked there for 48 
hours. 

Temp. Lieut. JAMES CARTER OGILVIE—For conspicuous gallantry 
and devotion to duty. As medical officer of the battalion he 
did excellent work during four days’ strenuous fighting. He was 
continually up and down the tiring line, personally attending to 
wounded men, and caused all men known to be wounded to be got 
away. He set a very fine example to his stretcher-bearers. 


Capt. GEORGE PERKINS.—For conspicuous gallantry and devotion 
to duty. After being in the firing line all day, he went out after dark 
with stretcher-bearers, and stayed out most of the night tending 
wounded. 

Temp. Capt. HOWAKDGBORGE PE3BL.—For conspicuous gallantry 
and devotion to duty in evacuating all the wounded under severe and 
almost continuous shell fire. Bis three successive collecting posts were 
destroyed by shell fire and he himself was wounded, but he remained 
at duty, declining to be relieved. 

Capt. AUBRBY RADFORD.—For conspicuous gallantry and devotion 
to duty. He established a dressing station, collected a large number of 
wounded cases, and by his own personal example and initiative arranged 
for the evacuation of those wounded, and so saved them falling into 
the hands of the enemy. The whole time his work was carried out 
under heavy shell fire. 

Temp. Capt. (acting Major) ALEXANDER WILLIAM RATTRIK.— 
For conspicuous gallantry and devotion to duty. He dressed and 
evacuated wounded in an advanced dressing station under heavy shell 
fire for many hours. When the station became practically destroyed, 
he, though gassed, succeeded in evacuating all the wounded over open 
country to another dressing station, where he continued to work until 
that, too, became untenable. He showed great pluck and determination. 

Temp. Capt. STANLEY ALFRED RIDDETT.—For conspicuous 
gaMantry and devotion to duty. Tnis officer was the only medical 
officer in a village that was being very heavily shelled by the enemy, 
and where our troops were suffering severe losses. He showed com¬ 
plete and self-sacrificing disregard of danger, dressing the wounded and 
arranging for their removal, moving about the village, which he would 
not leave until he had satisfied himself by personal investigation that 
all the w'ouoded had been evacuated. His gallant behaviour and devo¬ 
tion to duty undoubtedly saved many lives. 

Temp. Capt. (acting Major) JOHN RODGER.—For conspicuous 
gallantry and devotion to duty. The position of his advanced dressing 
station had to be moved on four sepirate occasions, and on each 
occasion he evacuated the wounded with great skill. It was largely due 
to the tiuc example set by him under heavy machine-gun and rifie tire 
that the wounded were all got away. He has shown a fine spirit and 
set a great example throughout. 

Capt. (acting Major) JOHN ROWE.—For conspicuous gallantry and 
devotion to duty. Although it was known that the enemy had 
penetrated the line, and the area in rear of the advanced dressing 
station was being organised for defence, this officer never lost touch 
with the regimental aid-posts. He made many journeys throughout 
the day, at all times under heavy fire, personally superintending the 
evacuation of the wounded. 

Temp. Capt. BASIL SAMPSON, South African M.C.—For con¬ 
spicuous gallantry and devotion to duty. During a counter-attack on 
the enemy position*, this officer, with another, improvised an advanced 
dressing station and relay posts under the most difficult conditions. 
They remained at a point considerably forward, under very heavy shell 
and machine-gun fire, and it was largely due to their efforts and able 
dispositions that a great many wounded were dressed and evacuated 
who otherwise might have fallen into the hands of the enemy when 
later they forced back our line. 

Temp. Capfc. WILLIAM SMITH. South African M.C.—For con¬ 
spicuous gallantry and devotion to duty. During a counter-attack on 
the enemy positions, this officer, with another, improvised an advanced 
dressing station and relay posts under the mo9t difficult conditions. 
They remained at a point considerably forward, under very, heavy 
shell and machine-gun fire, and it was largely due to their efforts and 
able dispositions that a great many wounded were dressed and 
evacuated who otherwise might have fallen Into the bands of the 
enemy when later they forced back our line. 

Temp. Capr. GEORGE WHELDALE STANLEY.—For conspicuous 
gallantry and devotion to duty in going to the assistance of four 
wounded men, dressing their wounds, and getting them removed to a 
place of safety under heavy shell fire. Hts disregard of danger not 
only probably saved their lives but was an inspiration to others. 

Cajit. JAMES STEEL.—For conspicuous gallantry and devotion j.o 
duty. This officer was one of the few regimental medical officers who 
\yere with their unit during the whole period of withdrawal. He was 
indefatigable in dressing the wounded, often under fire, and w hen he 
had to move invariably assisted himself in evacuating the worst cases. 
Although twice wounded himself, be refused to leave his work, except 
to {i&ve his wounds dressed. 

Temp. Capt. GEORGE EDWARD STEPHENSON.—For conspicuous 
gallantry and devotion to duty. He organised the most advanced 
dressing station in the area, attending to casualties of all units under 
heavy fire, in the most adverse circumstances, and in the open. Hts 
devotion to duty was of the greatest value. 

Temp. Capt. JOHN STEVENSON.—For conspicuous gallantry and 
devotion to duty in attending to wounded uuder heavy shell fire. 
Subsequently he went out into “No Man’s Land” under heavy 
machine-gun fire and brought in a wounded officer. His coolness and 
devotion to dut % v saved many lives. 

Temp. Capt. (acting Major) ROBERT SVENSSON.—For conspicuous 
gallantry and devotion to duty. Under heavy bombardment he led 
motor ambulance wagons to an advanced dressing station, and brought 
away all helpless cases. Later he led a convoy of ambulance wagons 
under shell and machine-gun fire to aid-posts, and continued going 
backwards and forwards until he had got all wounded away. He 
saved many wounded from being abandoned to the enemy, and did fine 
work. 

Capt. WILLIAM TAYLOR.—For conspicuous gallantry’ and devotion 
to duty in his work amongst the batteries. He remained to the very 
last in each position, attending to the wounded officers and men. and 
was untiring in his efforts to assist in every way. 

Capt. EWING GEORGE THOMSON, Australian A.M.C.—For con¬ 
spicuous gallantry and devotion to duty. This officer tended wounded 
in the open from 4 a.m. to 11 a.m. one morning. During this period he 
was under very heavy high-explosive and gas twin bard ment. but. 
although suffering from the effects of gas, he stuck to his aid-post. 
His rapidity in evacuating wounded from the gassed area no doobt 
saved many lives. 
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Capt. JAMES KTTKttSHANK GORDON THOMSON. -For con¬ 
spicuous gallantry and devotion to duty. When his dressing station 
was blown up, although suffering from gas, ho continued to dress the 
wounded, and successfully evacuated all the stretcher cases, working 
until he was quite exhausted. On another occasion when a regimental 
aid-post was blow n up he carried on dressing the wounded and success 
fully evacuated them. His devotion to duty was an inspiration to all 
under him. 

Capt. WILLIAM ERNEST TYNDALL.—For conspicuous gallantry 
and devotion to duty. For five days this officer dresaed wounded under 
Intense tire, and during the withdrawal he many times stayed behind 
without assistance to look after them, being in imminent danger of 
capture. His unceasing efforts resulted in the saving of many officers 
and men. Though by no means physically strong, he never relaxed 
his efforts, and his cheerful example greatly heartened the men. 

Lieut. DOUGLAS JAMES VALENTINE.—For conspicuous gallantry 
and devotion t-o duty. He attended to the wounded in the open under 
heavy shell fire and superintended their evacuation under most 
difficult circumstances. 

Capt (acting Lieut.-Col.)GIFFORD TRAILL van dkr VIJVEH.—For 
conspicuous^gallantry and devotion to duty under very heavy hostile 
shell fire. He continued' to work at his dressing station until It was 
no longer tenable, and before evacuating, under orders, cleared all 
casualties in the vicinity and brought “his unit away with all the 
equipment. 

Temp. Capt. JOHN WALKER —For conspicuous gallantry and 
devotion to duty In carrying on his work at an aid-post which was 
continually being shelled. His organisation and arrangements for the 
work were admirable, 120 wounded passing through his hands, all con¬ 
gestion was avoided, and the despatch with which they were collected 
and evacuated probably saved several lives. 

Temp. Lieut. ROWLAND WARD. — For conspicuous gallantry and 
devotion to duty. Whilst under a very heavy bat rage this officer 
attended to the evacuation of numerous casualties. The aid-post 
situated In a small quarry was subjected to prolonged bombardment 
and heavily gassed, it was crowded with stretcher cases, and there were 
60 more lying in the quarry. He went round all the cases, ad justing 
gas masks. The aid-post was not even splinter-proof, and received one 
direct hit, but he continued for three days and nights attending to 
the < ases without sleep, and eventually got away the last <»f the 
casualties. 

Temp. Oapt. EDWARD PARKER WELMAN WEDD.— For con¬ 
spicuous gallantry and devotion to dutv in traversing shell-swept 
roads and searching trenches under heavy‘fire till he found and tended 
the many r wounded. 

Capt. (acting Major) ERIC WATSON WILLIAMS.-For conspicuous 
gallantry and devotion to duty. He maintained advanced dressing 
stations under heavy shell fire until the last possible moment, and per- 
sonall v superintended the evacuation of the wounded. Through his 
energy and devotion to duty all cases were cleared without delay. 

Capt. (acting Major) ARTHUR LOWNDES YATES.—For eon- 
epicuous gallantry and devotion to duty. He maintained his 
medical posts under heavy shelling as long as it was possible, and 
was responsible for the collection and evacuation of several hundred 
wounded of other divisions, as well as a great many of his own. 

Foreign Decorations. 

Belgian. 

Croir de Guerre— Staff Surg. H. Cooper, D.S.O., R.X. 

Hellenic. 

Order oj the Redeemer : Officer.—Staff Surg. J. C. Bringan, R.N. 


Our attention has been called to an advertisement in Thf. Lancet of 
Saturday, Sept. 14th, in which Brevet Lieut.-Colonel F. W. Mott. 
R.A.M.C. (T.), is described as Officer in Command of the Maudslev 
Neurological Clearing Hospital. Lieut -Colonel P. H. Falkner is the 
Officer in Command, Colonel Mott being Senior Consulting Neurologist, 
but the mistake on the part of the Oxford Medical Press appears to have 
Parliamentary support, as Lieut.-Colonel Mott was described in the 
House of Commons by Mr. Macpherson as Officer In Command. 


OBITUARY OF THE WAR. 


CHARLES DEYEREUX MARSHALL, F.R.C.S. Eng., 

STAFF SURGEON, R.N.V.R. 

Staff Surgeon Devereux Marshall, who died of cholera at 
Colaba War Hospital, Bombay, on Sept. 14th, whilst on 
active service, aged 50, was the son of the late William 
Marshall, solicitor, of Southsea, and received his medical 
education at University College Hospital, where he held the 
junior appointments after qualification. In 1902 he took the 
Fellowship of the Royal College of Surgeons of England and 
was appointed surgeon to the Royal London Ophthalmic 
Hospital, where he acquired a just reputation for great 
operative skill. He took a deep interest also in various 
questions on the scientific side of his special work and was 
particularly interested in colour vision. He wrote a very 
lucid book on diseases of the eye for the use of general 
practitioners and students, and contributed papers on 
ophthalmological subjects to several well-known com- 
pendiums. He joined the R.N.V.R. (London Division) in 
1903, was promoted lieutenant 1906, transferred to medical 
branch 1909, promoted staff surgeon 1916. He served in 
a Flagship in the Mediterranean and in the Far East since 
1914, and in 1917 was P.M.O. in the Persian Gulf. He was 
on active service during the whole of the war. 


HEBER HAVELOCK MOSHIER, M.D.Tor., 

LIEUTENANT-COLONEL, C.A.M.C. ; O.C. A CANADIAN FIELD AMUULAXCE. 

The son of Mr. D. D. Moshier of Toronto, the late Lieu¬ 
tenant-Colonel Moshier was bom in Lambton, Ontario, 
in January, 1889. After graduating with distinction in 
medicine at the University of Toronto, at the age of 20, he 
undertook research in pathology at the Rockefeller Institute, 
New York, and later, crossing to England, worked with 
Professor Halliburton in the physiological laboratories at 
King’s College, London. Returning to Canada, he had 
scarcely established himself at Calgary as a consultant 
pathologist when he was called to the University of Alberta, 
Edmonton, to the 
recently established 
chair of physiology. 

He threw himself 
into the work of the 
University with cha¬ 
racteristic thorough¬ 
ness and energy, 
and in three years 
showed himself a source 
of great strength to the 
faculty. While at first 
it seemed to him that 
his duty lay with the 
young university, as 
the war progressed he 
realised that his country 
had the greater call 
upon him, and when, 
early in 1916, the 11th 
Field Ambulance was 
raised in Alberta, he joined it. So good a name had 
he made for himself as a leader that, despite his youth, * 
he was given his majority and placed second in com¬ 
mand. That August he crossed to France with his unit, 
and went through the actions of Courcelette, Vimy Ridge, 
and Passchendaele. In September, 1917, he was given com¬ 
mand of the unit, and later promoted Lieutenant-Colonel In 
this position he rapidly gained the respect and affection of 
all under him. In May of this year he was mentioned in 
despatches. He met his death on August 29th during the recent 
operations, while proceeding forward to locate an advanced 
dressing station. Under 30 years of age, he had accomplished 
much, and with him Canada loses a man of great promise. 


JOHN PROCTOR, M.B , Ch.B. Abkrd., 

MAJOR. ROTAL ARMY MEDICAL CORPS. 

Major John Proctor, who died of wounds on August 12th, 
was the eldest son of the late William Proctor and Mrs. 
Proctor, of Ballater. In 1909 he graduated in Arts at the 
University of Aberdeen, and in 1913 took his medical degree 
with distinction, being immediately appointed to a resident 
post at the Royal In¬ 
firmary, Aberdeen, and 
becoming later house 
surgeon to the Aberdeen 
Hospital for Sick 
Children. He obtained 
a commission in the 
Royal Army Medical 
Corps on the outbreak 
of war and was sent 
to France, where he 
joined a cavalry field 
ambulance. He was 
promoted captain after 
a year of service, and 
in April, 1918, was men¬ 
tioned in despatches 
and promoted to the 
rank of major. During 
the whole four years of 
service he was with 
the same division of cavalry. He was severely wounded on 
the night of August 11th, and died at the casualty clearing 
station the following morning. A brother officer has com¬ 
municated to his relatives the following: “He was very brave 
and cheerful through it all, and everyone is full of admiration 
of his spirits. His loss to the ambulance is irreparable.’’ 
Major Proctor was 30 years of age. 
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WILLIAM HOWARD LISTER. M.R.C.S., L.R.C.P. Lond., 
D.S.O., M.C., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain W. H. Lister was killed in Italy on August 9th, 
at the age of 32. He had gone forward in the discharge of 
his duty, and after being slightly wounded by a bullet was 
shortly afterwards killed by the concussion of a 15-inch 
mortar bomb. He was educated at Ackworth School, being 
a member of the Quaker Society, and entered as a medical 
student at University College, London, in 1904. While there 
he took a large share in the founding of University College 
Hall, Ealing, and maintained his interest in it till his death, 
living there and taking a leading part in its social life. 

Before qualification he _ 

served in the first 

Balkan War as a \ 

dresser, for which he 
the Greek 

medal. Returning to / \ 

London and qualifying, / \ 

his love of travel led him \ 

to join the R.M.S.P. 

Cobequid as temporary 

surgeon, and he was ** 

wrecked in an ice 

blizzard in the Bay 

of Lundy on the voyage, U.;- ^ iSBE* 

the captian stating that 

he behaved with dis- 

tinction. The war broke 

out after his election to \ /T- ■ & /%■ 

a house appointment at 

pital, and he at once 
^joined the R.A.M.C., 

taking part in the Mods Retreat and the first battle of Ypres. 
During the latter he was awarded the M.C. for an act of 
gallantry. His right elbow was injured and permanently anky- 
losed, but in spite of this, and after serving in the Mediter* 
ranean (1915-16), he returned to France and served through 
the battles of the Somme in 1916, gaining two bars to his 
M.C. The following year saw him again on the Western 
front, and in the autumn he was awarded the D.S.O. 
for gallantry. He was gassed and slightly wounded during 
this campaign. In the spring of 1918 he served as M.O. to 
a Guards' battalion, returning to England with an injury to 
his wounded elbow. In June he went to join a field ambulance 
in Italy, remaining with it till his death. During this year 
he was elected a Fellow of University College for “distinction 
in public life.” The following personal testimony from & 
friend may be added: “Honesty, patriotism, friendship, and 
love of duty were some of the simple ideals which largely 
made up his character, and he had a dominant but most 
lovable personality, which won for him a number of very 
devoted friends. Cool in action, he always displayed the 
greatest gallantry and unselfishness. Twice he was recom¬ 
menced for the highest decoration of all. Though several 
times offered staff appointments which would have carried 
with them promotion and comparative safety, both of which 
he had well earned, he preferred to remain in the line, where 
he seemed to bear a charmed life. In many hearts his death 
leaves a blank which Time can never fill.” 

THE SERVICES. 

ARMY MEDICAL SERVICE. 

Surg.-Gen. (ranking as Lieut -Gen ) Sir W. L. Gubbins, K.C.B. ; 

M.V.O., ret. pay, to be Lieutenant-General on the Retired List. 

8urg.-Gens., ret. pay. to be Major Generals on the Retired List: Sir 

H. R. Whitehead. K.C.B.. Sir D. Bruce, K.C.B., F.R.S., Sir T. P. 

Woodhouse, K.C.B.. R. Porter, C.B., R. H. S Sawyer, C.B., C.M.G., 

J. C. Culling. C.B., W. 8. M. Price, Sir T. J. Gallwey, K.C.M.G., C.B., 

R. H. Quill. C.B., Sir G. D. Bourke, K.C.M.G., J. C Macneece. C.B., 

T. M. Corker. C.B , Sir R. W. Ford, K.C.M.G., C.B., D.S.O., G. J. H. 

Evatt, C.B., W. J. Fawcett, C.B., J. D. Edge, C.B., W. W. Kenny, C.B.. 

P. M. Ellis. 0. E. P. Lloyd. V.C., C.B. 

Temp. Major-Gen. Sir G H. Makins, K.C.M.G., C.B. (Lteut.-Col., 

R.A.M.C. (T.F.)), relinquishes his temporary commission on re-posting, 
and is granted the honorary rank of Major-General 

Cols. (Hon. Surg.-Gens.), ret. pay, to be honorary Major-Generals on 
the Retired List: Sir J. Maher, K.C.M G, C.B., Sir M. W. Russell, 

K. C.M.G., C.B., R. S. F. Henderson, C.B., W. F. Stevenson, C.B., 

M.B., K.H.8. _ 

ROYAL ARMY MEDICAL CORPS. 

The undermentioned relinquish the acting rank of Lieutenant- 
Colonel on re-posting : Majors G. E. Ferguson, A. C. H. Gray, J. W. L. 

Scott, Capt. J. A. Andrews. 

To be acting Lieutenant-Colonels (whilst in command of a Medical 

Unit): Majors L. V. Thurston. J. T. Me Entire. W. J. Weston, Capt. 

R. E. Todd, Temp. Capt. (acting Major) H. Young, Temp. Major 

H. MacCormac (whilst specially employed). 

The following relinquish the acting rank of Major on re-posting: 

Capts. J. J. H. Beckton, H. W. Carson, Temp. Capts. J. Rodger, J. P. 

Good, N. G. W. Davidson. 

E. C. Hort to be temporary Major whilst specially employed. 

Temp. Capt. Charles E. F. Mouat-Biggs to be temporary Major 
(without Increased emoluments). 

Temp. Cap* s. to be acting Majors whilst specially employed: Donald 

W. Roy, W. It. Wilson. 

To be acting Majors : Capts. G. De la Cour, A. M. McCutcheon. 

It. K. O’T. Dickinson, J. James; Temp. Capts. M. J. Mottram, M. C. 

Gardner, C. D. Coyle, R. 0. Cooke, G. Clarke, H. K. Wallace, F. B. 

McCarter, M. W. Littlewood, A. W. Uloth, W. W. Smith, T. O. 

Thompson, R. B. H. Leach. 

Temp. Hon. Lieut. B. B. Hawke to be temporary Honorary Captain. 

Officers relinquishing their commissions: Temp. Capts. E. H. 

Hamilton (on appointment under the Ministry of National Service), 

W. S. Pickup, J. S. Gilchrist (on account of ill-health contracted on 
active service, granted honorary rank of Captain), W. Hutcheson (on 
account of Ill-health, granted the honorary rank of Captain). F. R. Snell 
(on account of ill-health contracted on active service, granted honorary 
rank of Captain), K. 0. H. Jones (on account of ill-health contracted on 
active service, granted the honorary rank of Captain), F. A. Cooke, 

U. M. Bernays (on account of Ill-health contracted on active ; 

service, granted the honorary rank of Captain), G. S. Robinson (on 
account of ill-health, granted the honorary rank of Lieutenant), 

J. R. White, W. Balgarnie (granted the honorary rank of Captain), 

(Acting Major) C. L. T. Arthur, L. E. Bolster, C. D. H. Corbett. 

J. M. N. S. Bickerton (on account of ill-health, granted the honorary 
rank of Captain), J. Craig, la*e temporary Captain (granted the 
honorary rank of Captain), E. F. Thomas. A. H. Walker; Temp. Lieut*. 

H. S. Mason, S. B. Depree, B. S. Cornell (on account of ill-health, 
granted the honorary rank of Lieutenant), C. W. S. Boggs, D. A. 

Tompsett. S. W. Smith (on account of Ill-health), H. Cox ; Temp. Hon. 

Lieut. C. F. Larson. 

SPECIAL RESERVE OP OPP1CERS. 

Lieut.-Col. A. A. Watson to be acting Colonel whilst employed as 

Assistant Director of Medical Services ot a Division. 

Captains to be acting Majors : G. E. Pepper, R. Green. 

Captain W. J. M. White relinquishes his commission on account of 
ill-health contracted on active service, and is granted the honorary 
rank of Captain. 

Lieutenants to be Captains : D. C. Buchanan, J. Marshall, P. A. 

O'Brien, J. J. Robertson. R. P. Crawford, W. F. Kivllchan. J. G. 

McK. Macaulay, A. B. Cocker. J. B. Irving. 

To be Lieutenants: B. D. I). Dickson, A. J. Meek, G. W. C. Dunlop, 
and H. J. Parish (from Edinburgh University Contingent O.T.C.), 

G. R. Ross (from St. Andrews University Contingent O.T.C.), J. 

Morrison (from Aberdeen University Contingent O.T.C.), R. J. 

Patchett. 

Lieut. H. Taylor relinquishes his commission on account of ill- 
health. and is granted the honorary rank of Lieutenant. 

TERRITORIAL FORCE. 

Lleut.-Col. T. Fraser to be an Assistant Director of Medical Services 
and to be temporary Colonel whilst so employed. 

Major J. Cumming relinquishes his commission on account of Ill- 
health. and is granted permission to retain his rank and to wear the 
prescribed uniform. 

Major A. R. Henchley to be acting Lieu tenant-Colonel whilst 
specially employed. 

Capt. (acting Major) B. Hughes relinquishes his acting rank. 

Major F. J. Smith is retired, and Is granted the honorary rank of 

Major. 

Major (acting Lleut.-Col.) W. B. Armstrong relinquishes his acting 
rank on ceasing to be specially employed. 

Captains to be acting Majors whilst specially employed: W. H. 

Morrison, C. Burrows. G. 8. Melvin, F. S. Jackson. C. S. P. Black,P. 8. 

Price, F. Scroggle, A. L. Hclser. A. W. Stott. 

Captains (acting Majors) relinquishing their acting rank on ceasing 
to be specially employed: T. B. McKee. H. Stonehouse, D. Campbell, 

C. E. Petley, G. B. Pritchard, H. Duguid. 

Capt. J. W. Patrick is seconded for duty with a General Hospital. 

TERRITORIAL FORCE RESERVE. 

Major W. A. Wetwan, from R.A.M.C., to be Major. 

Capts. J. O’Sullivan and C. W. Ellison, from R.A.M.C., to be 

Captains. 

National Baby Week Council and a Ministry 
of Health.—A conference organised by the National Baby 
Week Council was held at Bedford College for Women, 
London, on Sept. 18th, to inaugurate a propaganda campaign 
in support of tne immediate establishment of a Ministry of 
Health. The desire of the council to create a strong public 
opinion with a view to giving speedy effect to the promised 
Ministry of Health Bill, led to certain speakers assuring the 
meeting that the country would not tolerate the opposition 
of private or vested interests or departmental jealousies to 
the immediate realisation of its demands. The following 
• resolution was carried unanimously:— 

That In view of the declared intention of the Government to intro¬ 
duce early in the forthcoming Session of Parliament a Ministry of 
Health Bill, the National Baby Week Council calls upon its members 
and local committees to pursue an active propaganda campaign in 
favour of such a Ministry so that the weight of public opinion and the 
support, of the electorate may strengthen the hands of the Government 
in giving speedy effect to its Intentions. 

The National Baby Week Council is prepared to find 
speakers to address meetings on application to the secretary, 
27a, Cavendish-square, London, W. 1. 
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ROYAL AIR FORCE. 

Medical Branch.— H. A. Treadgold is granted a temporary commis¬ 
sion as Captain, and to be temporary Major whilst so employed, but 
without the pay and allowances of that rank. 8. W. Fisher Is granted 
a temporary commission as Captain. 

Dental Branch.—A. C. S. Cottam Is granted a temporary commission 

as Lieutenant. - 

OVERSEA FORCES. 

South African Medical Corps. —E. H. Cluver to be temporary 
Captain. _ 


Stefol Jjtftos. 


Royal Institute of Public Health.—A course 
of lectures on public health problems as they present them¬ 
selves under the war, and as they may present themselves at 
the cessation of war, will be delivered on Wednesday after¬ 
noons at the Institute during October, November, and 
December, commencing on Oct. 9th, when Professor Arthur 
Keith will discuss Anthropometry in Relation to National 
Health. Among other important lectures may be mentioned 
those by Lieutenant-Colonel L. W. Harrison on Abortive 
Treatment of Venereal Disease, of Miss Jane Walker, M.D., 
on the Tuberculous Soldier, of Professor E. W. Hope on 
the Rdle of Ports in the Protection of the Health of the 
Nation, and of Alderman C. Spencer on the Influence of 
National Kitchens. 

A general Order of the Local Government 
Board, entitled the Public Health (Tuberculosis) Regula¬ 
tions (No. 2), 1918, has just been issued, altering the 
Public Health (Tuberculosis) Regulations of 1912. The 
Regulations as altered apply to the notification to the 
proper medical officer of health by the chairman of any 
National Service Medical Board, or by some member of the 
Medical Board designated by the chairman, of every case of 
tuberculosis diagnosed by the Medical Board, in the same 
wav as they apply to the notification by a medical practi¬ 
tioner in pursuance of Article V. of the Regulations of 1912. 
The fee to be paid for each notification made in pursuance 
of this Article will be 1*., and no fee will be payable to any 
person who holds a commission in any of His Majesty’s 
Forces and is receiving pay in respect thereof. This Order 
is to be in force during tne continuation of the present war. 


URBAN VITAL STATISTICS. * 

(Week ended Sept. 2lst, 1918.) 

English and Welsh Tovms.—\n the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,600,000 persons, the 
annual rate of mortality was 11*7, against 11*9 and 113 per 1000 in the 
two preceding weeks. In London, with a population slightly exceed¬ 
ing 4,000,000 persons, the death-rate was 11-9, or 14 per 1000 above 
that recorded in the previous week; among the remaining tow ns the 
rates ranged from 4 0 in Cambridge, 4 2 in Ilford, and 4 9 in Ealing to 
17*9 in Grimsby. 18-1 in Tottenham, and 21'8 in Great Yarmouth. The 
principal epidemic diseases caused 389 deaths, which corresponded to an 
annual rate of 12 per 1000, and included 299 from infantile diarrhoea, 39 
from diphtheria, 19 from whooping-cough, 15 from measles, 10 from 
scarlet fever, and 7 from enteric fever. The deaths from diarrhoea, which 
had declined from 435 to 346 in the three preceding weeks. further fell 
to 299, and included 74 in London, 20 In Liverpool, 16 In West Ham, and 
13 In Sheffield. The 839 cases of scarlet fever and 1025 of diphtheria 
under treatment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital were 61 and 72 above the respective numbers 
remaining at the end of the previous week. Of the total deaths in 
the 96 tow ns 119 resulted from violence. The causes of 32 deaths were 
uncertified, of which 6 were registered in Birmingham and in Liverpool, 
and 4 in London. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 11-6, against 10 9 aud 10 6 per 1000 in the two preceding 
w , e ®“ 8 - The 274 deaths In Glasgow corresponded to*an annual rate 
of 12 8 per 1000, and Included 12 from Infantile diarrhoea, 2 from 
whooping-cough, and 1 each from measles, scarlet fe\*er, and 
diphtheria. The 75 deaths in Edinburgh were equal to a rate of 11*7 
per 1000, and Included a fatal case each of whooping-cough and Infantile 
diarrhoea. 

Irish Towns .-The 129 deaths In Dublin corresponded to an annual 
rate of 16'9, or 2*2 per 1000 below that recorded in the previous week, 
and Included 14 from infantile diarrhoea, 2 from whooping-cough, and 
1 from diphtheria. The 109 deaths iD Belfast were equal to a rate of 
14*5 per 1000, and Included four fatal cases of infantile diarrhoea and 
1 of enteric fever. 


BOOKS, ETC., RECEIVED. 

Dornan, W. J., Philadelphia. 

Transactions of the Southern Surgical Association. Vol. XXIX. 
M VoMY nd Sur 8 lcal Reports of the Episcopal Hospital,Philadelphia. 

of the Gynecological Society of Philadelphia. Vol. 
XLII. 1917. 

Oxford University Press, London, America, Australia, and Indis. 
(Carnegie Endowment for International Peace ) 

°Ii T ? e “ t ~ 1 R, * ht * be^een U.S. and France, 
1797-1800. Edited by J. B. Scott. 15s. 

Declaration of Independence, Ac. Edited by J. B. Scott. 4s. 6d. 

Bo zjkkfkllkr Institute for Medical Research, New York, 
lie prints. Vol. XXVII. 


$acanms. 


For further information refer to the advertisement columns. 
Barnsley, Beckett Hospital.— Second Female H.S. £225. 

Bath. Royal Mineral Water Hospital.—Rea. M.O. 

Bedford County Hospital.— Res. M.O. £150. 

Birmingham General Dispensary .—Rea. M.O. £360. 

Blackpool , Victoria Hospital.— H.8. £250. 

Bolton Union, Tmrnley’s Auxiliary Military Hospital, Famworth, near 
Bolton.— Female Asst. M.O. £300. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Carlisle, Cumberland Infirmary.— Female H.P. 

Central Ijondon Ophthalmic Hospital, Judd-stre^t, W.C.— H.S. £50. 
Derby, Derbyshire Royal Infirmary.— H.S. £200. 

Dorset County Council Education Committee.— School Dentist. £300. 
Dudley. Guest liosvital and Eye Infirmary.— Asst. H.S. £120. 
Exminster , Devon Mental Hospital.— Locum Tenens. 7 guineas a week. 
Gravesend Hospital. -H.S. £250-£300. 

Great Northern Central Hospital , Holloway road. N.— H.S. £100. 
Hospital for Consumption and Diseases of the Chest, Brompton.—Aast. 
Res. M.O. £100. 

Hospital of St. John and St. Elizabeth, N. IF.—Res. M.O. £250. 

Isle of Man Mental Hospital —Asst. M.O. £250. 

I^eeds City Public Health Department.— Female Med. Asst. £400. 

Leeds General Infirmary.— Hon. Obetet. 8. or P., and Hon. Aural 8. 
Lindsey, Lincolnshire. Afst. M.O. £400. 

Margate, Royal Sea Bathing Hospital for Surgical Tuberculosis.— 
Surgeon. £200. 

Netley, Welsh Hospital —Pathologist. £400. Also Two M.O's. £400. 
Northampton. V.A.D. Headquarters, Pike-lane , Marefair. —Res. M.O. 
£1 per day. 

Northumberland. County of.— 8chool Med. Insp. £350. 

Nottingham General Hospital. — Female H. P. £250. 

Plymouth, South Devon and East Cornwall Hospital .— M.O. for Venereal 
Diseases Department. £500. 

Richmond Royal Hospital. Surrey.— Refractlonlst. £50. 

St. Giles Infirmary . Brunswick-square, Camberwell, S.E.— Locum Tenens 
Asst. M.O. £7 Is. weekly. 

Sheffield Royal Infirmary.— Res. S.O. £200. 

South London Hospital for Women , South Side, Clapham Common, S. W.— 
Female H.P. and H.S. £100. 

Stoke-on-Trent County Borough— Asst. Tuberc. O. £400. 

Western Ophthalmic Hospital, N. W. -Non-Resident H S. £100. 

JUtfiran Infirmary.— Jun. H.S. £225. Also Surgical Dresser. £150. 

1 orA- City.— Temp. Tuberc. O. £350. 


The Chief Inspector of Factories, Home Office, S.W., gives notice of 
a vacancy for a Certifying Surgeon under the Factory and Workshop 
Acts at Clitheroe. 


Carriages, aitb gfatjp. 


BIRTHS. 

Badgf.row.— On Sept. 13th. at 2, Hill-street, Knlghtsbridge, the wife 
of Lieutenant-Colonel George W. Badgerow, C.M.G., F.R.C.S., 
4, Harley-street, W. —a son. 

Bartlett. —On 8ept. 15th, the wife of George Bertram Bartlett, 
Temporary Captatn, R.A.M.C., of 21, Button Court, Chiswick—a 
son (George Adrian). 

Haylock.— On Sept. 22nd. at Baleham, Clift on-road, Southbourne, 
Bournemouth, the wife of Sydney J. Haylock, M.R.C.S. Eng., 
L.R.C.P. Lond., of a son. 

Nutt.— On Sept. 16th, at the Highcliffe Nursing Home, Hants, the 
wife of Major H. R. Nutt, I.M.S., of a daughter. 

Robinson.— On 8ept. 18th, at St. Fllians, Saltash, the wife of Hugh G. 
Robinson, M.B., of a son. _ 

MARRIAGES. 

Bradbury—Williams —On Sept. 19th, at St. Swithin’s, London 
Stone. Staff Surgeon William Bradbury, D.S.O-, R.N., to Norah 
Michael, youngest daughter of Mr. and Mrs. G. Michael Williams, 
Muswell-hill. N, 

Gardner—Newsam.— On Sept. 18th, at St. Augustine's Church. 
Broxbourne, Arthur Duncan Gardner. M.D.. F.R.C.S., to Violet 
Mary, youngest daughter of the late 1. Fowler Newsam and Mrs. 
Fowler Newsam. of Broxbourne. 

Marr—Bookless.— On Sept. 20th, at the Station Hotel. Inverness, 
Captain David Murdoch Marr, M.B., Ch.B., R.A.M.C. S.R., to 
Marion Hannah Payne, youngest daughter of the late James 
Bookless and Mrs. Btokless. The Riggs, Inverness. 

Smith—Thorne.— On Sept. 17th. at St. Mary’s, Wimbledon, John 
Ferguson Smith, Captain, R.A.M.C., to Ethel May Thorne. 


DEATHS. 

Fischel.— On Sept. 14th, from wounds, Captain Claude Henry Fischel, 
R.A.M.C., Lelcesters, aged 28. 

Griffith.— On Sept. 24th, at The Homestead, Llngfield, Alfred 
Hume Griffith, M.D. Kdin., D.P.H.Cantab., F.K.S.M., second 
son of the late Rev. Edward Moule Griffith. 

Hind.— On Sept. 16th, at 8t. Thomas’s Home. Westminster, after severe 
operation, Clara Hind, L.R.C.P. A S. Kdin., of Ockley Sanatorium, 
Surrey. 

Johnston.— On Sept. 22nd, at a nursing home, Glasgow, Alexander 
Johnston, Major. R.A.M.C., M.D., D.P.H. Cantab. 

Marshall. -On Sept. 14th, at Colaba War Hospital, Bombay, Staff 
Surgeon C. D. Marshall, R.N.V.R., P.M.O. In the Persian Gulf 
and Mesopotamia, aged 50. 

N.B.—A fee of 5s. is charged Jot the insertion of Notices of Birth*, 
Marriages , and Deaths. 
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Jtotes, Sjjort Comments, anb Jnsfoers 
to Correspondents. 

“OUR DAY.** 

In consequence of the large growth of the British Armies 
the needs of the joint British Red Cross Society and the 
Order of St. John of Jerusalem in England are much greater 
than in any previous year. It is hoped, if sufficient help is 
obtained, that a new record will be created for “ Our Day” 
Fund which is fixed for Oct. 24th next. Helpers are needed 
in organisation, as emblem sellers, at depots and stalls, to 
call on shops and places of business, to distribute red crosses 
and books of stamps, as captains and teams of workers, to 
collect from Oct. 14th to 24fch, and to pack and for general office 
work. Masters and mistresses of sbhools and children are 
especially invited to come in the circle for getting “ miles of 
pennies,” while any small gifts are acceptable to sell at 
various stalls. Anyone willing to help should communicate 
with Miss C. May Beeman, organising secretary, 10, West 
Bolton gardens, S.W.5. 

THE DUAL PROFESSIONS. 

One of the outstanding features of the Harvest Thanks¬ 
giving services at Giggleswick-in-Craven Church, Yorkshire, 
last Sunday, when the offertories were devoted to the Leeds 
Infirmary, was an address given, after evensong, by Dr. 
H. de Carle Woodcock, of Leeds, in which he pleaded for a 
closer alliance between the dual professions of therapeutics 
—viz., those of medicine and theology. He touched on the 
future of medical science, and stated his belief that eventually 
all disease would come under the Prospero ppell of the 
physician. Whilst the State was apt to be chilling and 
mathematical the practice of medicine was ardent and 
emotional, depending on the presence of sympathy, 
therefore voluntary aid in our hospitals, along with 
individualism in private practice, would surely continue 
for many a long year. This was in keeping with the genius 
of the English character*. The endowment of research was 
also strongly urged. 

40 D. 

Further cases under Seotion 40 D, D.O.R.A. regulations 
have been brought before the justices at Brighton and 
Lewes and varying terms of imprisonment have been 
imposed. In a case heard at Lewes on Sept. 17th, however, 
the woman was discharged after evidence had been given 
both by a woman doctor and a bacteriologist that the results 
of their examinations were negative. The defending 
solicitor protested that it was unfair that no proceedings 
could be taken against the informant, and the justices agreed 
with the view. 

THREATENED STRIKE IN AN ASYLUM. 

The attendants of the Richmond District Lunatic 
Asylum in Dublin last week backed up their demand for 
increased wages to the committee by a threat to strike if 
their claims were not admitted. The attendants only took 
this strong step in consequence of a previous request of 
theirs for increase of wages having been ruled out of order. It 
is unfortunate that any demand from an asylum staff, whether 
justified or not, should have been treated discourteously. 

END OF SUMMER TIME. 

Summer time will come to an end at 3 a.m. (summer 
time) on Monday next, when clocks will be put back to 2 a.m., 
which will be the ordinary Greenwich time. 


D. M. S .—The address of the National Herb Growing 
Industry, Ltd., is 15, Verulam-street, E.C.; of the National 
Herb Federation, 29, Cockspur-street, S.W.; and of the 
Scottish Horticultural Association, 19, Waverley Market, 
Edinburgh. The Herbal Subcommittee of the Women’s 
Farm and Garden Union, 45, Queen Anne’s Chambers, 
London, S.W., would probably be able to give valuable 
information. The following books might be consulted: 
Ada B. Teetgen’s “ Profitable Herb Growing and Collecting” 
(office of Country Life , 20, Tavistock-street, W.C., price 
3*. 6 d .); Holmes’s “ Cultivation and Drying of Medicinal 
Plants ” (E. M. Holmes, Ph.C., Ruthven, Sevenoaks, Kent, 
price Is.); “Medicinal Herbs” (David Ellis) (Blaokie and 
Son, Ltd., 50, Old Bailey, E.C.); Potter’s “ Cyclopaedia of 
Botanical Drugs and Preparations ” (edited bv R. C. Wren, 
with additions by E. M. Holmes) (Potter* and Clarke, 
60, Artillery-lane, £.1); and the pamphlets written by Mrs. 
Grieve, Chalfont St. Peter, Bucks; also the leaflets of the 
Board of Agriculture and articles in the Journal of the Board 
of Agriculture, to be obtained on application to the Board at 
3, St. James’s-square, S.W. 
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Mr. President and Gentlemen,— It has long been 
known that inflammation of viscera may be associated with 
areas of increased sensibility of the skin. This association 
has been investigated by many clinical workers, notably by 
Sir James Mackenzie and by Dr. Henry Head. 

Some work has recently been done in the medical division 
of a base hospital in France upon the general principles laid 
down by these observers. It has been made a routine prac¬ 
tice to examine the skin for hyperalgesia in internal disease 
of all kinds, and the records of 500 consecutive examinations 
are now available. Definite segmental areas of increased 
sensibility to pain have been found in fairly constant relation 
with lesions of the various viscera, as indicated by symptoms 
and physical signs, and certain groups of segments have 
been so frequently found to be hyperalgesic in cases of 
trench fever that their presence appears to constitute a point 
of considerable diagnostic value. 

Some account of this method of clinical examination is 
here given, together with a summary of the results obtained 
in visceral lesions in general and in cases of trench fever in 
particular. 

Principle. 

The work of Gaskell 1 has made it possible to construct a 
working hypothesis which explains the results obtained by 
this method of examination, and the principle adopted in 
present paper is this :— 

The central nervous system was originally segmentally 
arranged, starting behind the infundibulum and reaching 
to the end of the body. All typical segmental nerves have 
four roots, afferent and efferent somatic, and afferent and 
efferent splanchnic. The impulses carried by the afferent 
splanchnic nerves, which come from the viscera, are not 
appreciated in consciousness ; it is impossible to tell by any 
consciously felt sensation what is the state of activity of 
any viscus, for instance, whether the kidney is secreting or 
the intestine contracting. But when any one of the viscera 
is inflamed the impulses which pass from it by the afferent 
splanchnic nerves to the cord are such that they induce a 
state of hyperexcitability throughout the segment to which 
they belong, and this excitability affects especially the 
somatic afferent nerves. The result is this, in a case of 
inflammation of any viscus, a light pin-prick, insufficient 
to cause pain when applied to the normal skin, is resented 
as positively painful over the area of skin innervated from 
the same segment as the affected organ. 

If this is true, it follows that in a given case inflamma¬ 
tion can be diagnosed in any viscus of which the afferent 
nerve-supply is known by demonstrating hyperalgesia in the 
corresponding segmental area on the skin. To put the 
matter colloquially, every segment receives an afferent nerve 
from a viscus, and if the viscus is inflamed the skin area 
connected with the same segment becomes hyperalgesic. 
This is the principle which has guided the examinations to 
be described. 

Practice. 

The practice is as follows :— 

A series of light pin-pricks is applied to the skin along a 
line which cuts across a number of segmental areas, a line, 
for instance, from the clavicle to Poupart’s ligament. When 
the pricks pass from a normal to a hyperalgesic area the 
patient will be seen to flinch, for this is an objective sign 
which depends not upon what the patient says, but upon 
what he is seen to do. The spot where the flinch occurs is 
marked with a skin-pencil, and the experiment is repeated 

i G&skeil: The Involuntary Nervous System, 

NO. 4962 


from below upwards and the skin marked again. The 

observer passes both outwards and inwards from his original 
line, and repeats the experiment until he has mapped a 
complete segmental area corresponding to one or more 
segments. With rare exceptions a corresponding symmetrical 
area can be mapped on the opposite side of the body. 
Nothing “ counts ” in this method unless the whole of one 
or more segments can be accurately mapped out. 

If, after it has been identified, a series of pricks is made 
within the hypersesthetic area, and another series outside it, 
and the patient be asked which feels the sharpest, he will 
indicate the former, but the difference is rarely very great ; 
the edge of the area is chiefly sensitive, so that it is the 
passage from the normal to the hyperalgesic that induces the 
characteristic flinch. 

Further, within a hyperalgesic area including more than 
one segment, a similar flinch occurs in passing over the 
border between any two. Thus, when all the lumbar 
segments are involved, as they often are, in trench fever, a 
series of pricks, starting opposite the middle toe and passing 
up the dorsum of the foot towards the ankle, induce a flinch 
about half-way across the foot, on crossing from the first 
sacral to the fifth lumbar area. Continuing upwards along 
the front of the leg towards the knee another flinch will be 
aroused just above the ankle, where the fourth lumbar area 
joins the fifth, another above the knee where the third joins 
the fourth ; and higher still on the front of the thigh will 
be found the lower borders of the second and first. (See 
Figs. 3 and 4.) Each segment can be followed right up to 
the middle line of the back, and it is thus possible to map 
each one of a series of areas in its entirety. 

A suitable pricker for the purpose is a wooden match 
sharpened to as fine a point as possible, it should be used in 
the manner taught by the late Sir William Gowers; the 
match is held between the thumb and index finger, and the 
tip of the middle finger is brought alongside of the point; 
the prick is made with the match held vertically to the 
skin, and the tip of the middle finger is made to touch the 
skin at the same time, for when the skin is thus always 
felt by the finger, it is much easier to maintain a uniform 
pressure throughout, which is, of course, of the essence of 
the experiment. 

A proportion of people appear to undergo no increase in 
sensitiveness when any of their viscera are inflamed ; for 
instance, there are 100 negative cases in the present series 
of 500, and among positive cases the degree of sensibility 
varies very greatly, some are so sensitive that they jump all 
over the bed when examined ; others require considerable 
pressure to bring out any difference. The amount of force 
applied must be suited to the case under examination. The 
pricks should be about i to i inch apart, and made at the 
rate of about ten in 5 seconds ; very light pricks should be 
used at first and increased in force as required ; an experi¬ 
ment on the back of one’s own hand will indicate that the 
stimulus is a more searching one than at first sight might be 
expected. 

General Results. 

The present paper is concerned more with the applica¬ 
tion of this method to trench fever than with its general 
utility—a few words, therefore, will suffice for the latter. 

The material examined consists of about 500 consecutive 
patients suffering from fevers of various kinds and from 
disease of the circulatory, respiratory, alimentary, and 
genito-urinary systems. 

In the course of the examinations it has been possible to 
map every segmental area on the surface of the body with 
sufficient frequency to give a fairly definite idea of the dis¬ 
tribution of each of them, and it is possible to state with 
tolerable confidence that in sensitive subjects one area is 
associated with heart disease, another with respiratory 
disease, another with renal disease, and so on. One 
cannot say that heart disease is associated with one group 
and one group only, but rather that a certain large area 
is involved, and any given sensitive case will show hyper¬ 
algesia of some segment within that area, of which one 
particular series is the most frequent. 

The general results obtained are summarised below, the 
segmental areas most frequently found hyperalgesic in 
inflammation of the viscera beiDg stated. It is only a 
list of instances and makes no pretensions to complete¬ 
ness. With regard to the first two instances given, the 
upper nasal passages and the middle ear appear to be 
o 
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visceral in development and possess the visceral character of 
exciting hyperalgesia in a segmental area of the skin when 
they are inflamed. They are of importance, as they then 
afford opportunities of mapping the distribution of the upper 
two divisions of the trigeminal. 

Upper nasal passages : Trigeminal, Heart : 2, 3. 4, 5 dorsal. 

upper division. Stomach ; 7, 8, 9 dorsal. 

Middle ear: Trigeminal, middle Liver : 7, 8, 9 dorsal right, 7 dorsal 
division. * left. 

Parotid gland: Trigeminal, lower Small intestine : 10 dorsal. 

division. Kidney : 11 dorsal. 

Tonsil: 2 or 3 cervical. Testis : 12 dorsal. 

Larynx, trachea, lungs 4, 5, 6 C. Large intestine : 1, 2, 3, 4, 5 sacral 

It will be seen that, if these observations are correct, this 
method of examination supplies a considerable addition to 
the ordinary means of diagnosis. 



Fig. 1.—Upper and middle groups, anterior view. 



In these figures the byperalgesic areas 
were mapped in the manner described 
in the text; the outline of each seg¬ 
ment was marked on the skin with 
grease-paint and the patient was 
photographed. The areas have l>ecn 
shaded-in on the prints, alternate 
segments being distinguished by bars 
and dots. The figures show the three 
groups of hyperalgeslc segments of 
the “full trench-fever'" distribution. 
Photographed by Captain C. H. 
Hop wood, R.A.M.C. 


Fig. 2.—Upper and middle groups, posterior view. 

Results in Trench Fever. 

Among the patients examined in this series were about 
130 cases of “fever” of various kinds, including trench 
fever, malaria, cerebro-spinal meningitis, scarlet fever, 
measles, rose measles, mumps, diphtheria, and surgical 
septicaemia. Of these, trench fever and malaria were 
commonly associated with hyperalgesia of three definite 
groups of segments which do not correspond with those 
belonging to any of the viscera enumerated above. 

In no other fever was anything of this kind found ; cases 
in which there were clear symptoms or physical signs 
pointing to inflammation of any viscus often showed hyper¬ 
algesia over the appropriate segments, but that was all. 
The parotitis of mumps, the bronchitis of measles and the 
nephritis of scarlet fever all showed typical areas, and 
throughout the fevers, in cases of severity the eleventh 
dorsal area, corresponding to the kidney, was often hyper¬ 
sensitive, and when this was so albumin was nearly always 
to be found in the urine } this is especially true of surgical 
septicaemia. The inference is that the kidney suffers damage 
in the process of eliminating bacteria and their toxins. 

But hyperalgesic areas of unexplained origin were found 
only in trench fever and malaria. In these fevers the 
following were found : the eighth cervical and first dorsal. 


the seventh dorsal, and the first, second, third, fourth, and 
fifth lumbar. This is the “full trench fever distribution,” 
and is found frequently in its entirety, and in nearly every 
case which is diagnosed as trench fever on clinical grounds 
this distribution is to be found more or less complete. 

In this series 73 cases of trench fever have been examined, 
and in the following table are set out the segmental areas 
of hyperalgesia found : — 


Upper Group— 

8 C., 1 D. 

1 D. (alone) . 

Middle Group— 

7 D. (alone) . 

7 D. 4- adjacent are»9 ... 


?o\* 

Sl« 


Lower Group— 

1, 2, 3, 4. 5 L. 

Incomplete lumbar 
'* Full Trench Fever 
8 C.. 1 D.; 7 D.; 1, 2,3, 
4. 5 L. 




24 

5 


Eighteen cases of malaria were examined, of which 16 
showed precisely similar areas to those found in trench 
fever. Iu no other fever was this the case. 


Conclusion. 

It is suggested, therefore, that hyperalgesia of these 
particular segments is diagnostic of a group of diseases 
consisting of malaria and trench fever, and it is remark¬ 
able that one of them is mosquito-borne and the other louse- 
borne ; that both appear to be protozoal, with a definite 



Figs. 3 and 4.—Lower group, lateral and anterior views. 

cycle of development, as shown by the periodicity of the 
febrile attacks induced by them ; that both appear to lie 
dormant for considerable periods within the body; and that 
both are associated with enlargement of the spleen. 

These hyperalgesia; are precisely similar to those found 
in inflammation of the viscera, but it is difficult to see to 
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what viscera they caD correspond, though a few possibilities 
suggest themselves. 

The eighth cervical and first dorsal areas perhaps indicate 
an affection of the thyroid gland ; no opportunity has 
recently arisen of examining a case of Graves’s disease, 
but a case of acute thyroiditis lately examined showed 
some hyperalgesia of the first dorsal. 

The seventh dorsal area may possibly indicate the spleen, 
which is enlarged in both the diseases concerned, or else 
the suprarenal gland, since there is evidence of increased 
excitability of the sympathetic in trench fever, as has been 
pointed out by Major H. F. Harris, R.A.M C. Also the 
physiological association between thyroid and suprarenal 
should be borne in mind. Cases of Addison’s disease and of 
splenitis from any cause would go far to elucidate this point. 

The cause of hyperalgesia of the lumbar segments is quite 
obscure ; it does not appear to be any condition of the small 
intestine, kidney, testis or large intestine, and it is difficult 
to see what remains. In the only two cases of cystitis so far 
examined some lumbar segments were found involved, in 
one of them the first three, but the absence of symptoms 
pointing to any vesical disturbance makes such a view 
difficult to accept; at present it must be said that the 
significance of a lumbar hyperalgesia in these diseases is 
unexplained. 

Value in Diagnosis. 

Anyone who systematically investigates the skin sensi¬ 
bility in trench fever will hardly fail to be struck with the 
frequent occurrence of these hyperalgesic areas. The writer 
regards them as diagnostic when malaria can be excluded. 
These particular areas are demonstrable in so many cases of 
typical trench fever that it is not a very long shot to suggest 
that afebrile cases of other disorders, such as D.A.H. and 
debility, which show the same changes, are suffering from a 
chronic form of the same infection, if there has been a 
reasonable chance of exposure. It is certainly the case that 
a large proportion of patients in military hospitals who have 
served for such a period as two years in France, and who 
show the familiar signs of exhaustion, give this evidence of 
trench fever infection, and trench fever thus appears 
responsible for a very serious amount of military wastage. 

For instance, among 100 cases of D.A.H. examined at 
a “ heart centre ” in France, who showed positive changes in 
sensibility, 67 gave evidence pointing to trench fever alone, 
and 33 had signs of a true heart lesion, and of the latter 
22 showed signs of trench fever in addition. Assuming these 
signs to be trustworthy, they mean that among 100 cases of 
D.A.H. taken at random and serious enough to reach a heart 
centre, two out of three were due to trench fever alone, and 
eight out of nine were due to this infection, at least in part. 

If this is true, or anything like true, it is a very serious 
indictment of trench fever as a source of invaliding. It is 
believed that such cases can be picked out when required by 
a systematic examination of the sensibility of the skin. 

The existence of bilateral hyperalgesia of the skin in 
trench fever has already been pointed out by Major Harris, 
to whom the writer’s thanks are due for his first intro¬ 
duction to that phenomenon. His thanks are also due to 
Lieutenant-Colonel J. S. Warrack, R.A.M.C., commanding an 
infectious compound, for his kindness in allowing the 
examination of cases of the acute fever, and in special 
degree to his colleague, Captain C. E. Pepper, R.A.M.C., for 
continuous help and suggestion. 

In conclusion, it is obvious that the material examined is 
insufficient to admit of any final and dogmatic assertion as 
to the pathognomonic character of the hyperalgesic areas 
described in trench fever, but they are found so frequently, 
and the experiment is so striking, that the phenomenon 
seems to be worth bringing to the notice of those interested 
for more extended investigation. 

THE PATHOLOGICAL DIAGNOSIS IN 

GUNSHOT INJURIES OF PERI¬ 
PHERAL NERVES. 

Bt JOHN S. B. STOPFOHD, M.D. Manch., 

LECTURER IN ANATOMY, UNIVERSITY OF MANCHESTER. 

( Report to the Medical Research Committee .) 

It is rarely difficult to make an anatomical diagnosis in 
peripheral nerve injuries except in a few of the complex 
lesions of the brachial plexus, but in order to estimate the 
prognosis or advise the correct line of treatment—other than 
the routine postural and nutritional treatment of the para¬ 
lysed or paretic muscles—it is necessary also to be able to 
diagnose as accurately as possible the pathological condition 
of the nerve at the site of the injury. This is always a 
difficult problem to solve with certainty, but observations 
made before and after operations, when it is practicable to 
make a fairly trustworthy examination of the nerve at 
the point of injury, have enabled us to recognise certain 
signs and symptoms as indicative of the various conditions. 

In some cases only a speculative opinion can be given, but 
the manifestations discussed in this paper are put forward 
with the intention of promoting a better recognition of the 
various complications and are the result of observations 
made on more than 2000 patients. 

Nature of Injury . 

The initial injury may be: — 

(i.) So-called concussion , in which no nerve fibres are 
divided, but there is a temporary loss of conduction. 

(ii.) Partial division, in which the missile either divides a 
variable number of the more peripheral fibres or, in the 
case of large nerves like the sciatic, passes through the 
trunk, severing the central fibres. In either instance the 
division is incomplete. 

(iii.) Complete anatomical division. 

(i.) In concussion a satisfactory recovery occurs usually 
within three or four months, unless compression by the 
neighbouring scar tissue supervenes. 

(ii.) In partial division the extent of recovery will depend 
upon the number of fibres divided and the character and 
extent of the scar in the vicinity. 

(a) When very few fibres have been lacerated a good func¬ 
tional result may be anticipated, provided the scar causes no 
complications. 

(/>) When a large number of fibres have been severed the 
ultimate recovery will be incomplete without surgical inter¬ 
vention. The recovery of function will depend also upon 
which fibres have been injured most seriously, since a con¬ 
siderable functional disability must follow an injury which 
involves chiefly motor fibres. The regenerating fibrils will 
form a neuromatous bulb, and on account of the close 
proximity of the scar there must be inevitably a constant 
risk of implication of the intact fibres by it. The peri¬ 
neural scar may cause compression and the intraneural 
fibrosis is most likely to give rise to irritation, both compli¬ 
cations being frequently associated in such cases. In severe 
forms the perineural or intraneural scars, or both combined, 
finally may destroy completely all conduction in the un¬ 
divided fibres, and the clinical condition then becomes that 
of complete division ; this is particularly probable when the 
missile has traversed the centre of the nerve. 

Compression necessarily disturbs the blood-supply of a 
nerve, and may in this way itself lead to symptoms of 
irritation. 

Consequently, in partial division the recovery may be 
almost perfect, incomplete, or complicated by compression, 
irritation, or both. 

(iii.) In complete anatomical division no recovery is to be 
expected without suture of the nerve, but it is important to 
remember that the regeneration at the extremity of the 
proximal end will produce an end bulb and the growing 
fibrils will ramify widely in the surrounding tissues. It has 
been shown already that complete loss of conduction may 
succeed concussion or partial division (being the result of 
strangulation by the perineural scar or conversion of the 
injured segment into a fibrotic cord), as well as complete 
anatomical division. 

Scheme of Examination. 

At the outset, whatever the initial injury may be, the loss 
of conduction is profound, and it is rarely possible at an 

Influenza in India. — There has been a wide¬ 
spread epidemic of influenza throughout India, intro¬ 
duced, the medical officers of health agree, through ship¬ 
ping. The health officer of the Calcutta Corporation has 
issued a leaflet containing simple rules to be observed : 
(1) Avoid unnecessary exposure and fatigue ; (2) do not travel 
in overcrowded tramcars; (3) do not visit overcrowded places 
of public resort ; (4) do not neglect apparently trifling sym¬ 
ptoms of ill-health ; (5) if attacked, go to bed and stay there 
until your doctor allows you to get up ; ( 6 ) the first case in a 
house should be isolated, the sputum (if any) disinfected, 
handkerchiefs, Ac., boiled. 
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early date to estimate with any degree of accuracy the 
precise extent of the damage ; nor is it practicable, for this 
reason and because of the possibility of compression or 
irritation subsequently, to give a prognosis at this time. The 
necessary delay in determining the pathological diagnosis is 
really of slight disadvantage, since the condition of the 
wound rarely permits any special treatment being adopted. 
During this time the affected muscles are constantly 
supported by suitable appliances, and their nutrition 
and the mobility of joints maintained as well as 
possible by massage, rhythmical electrical stimulation, and 
passive movements. Throughout this time the patient ought 
to be systematically examined at regular intervals in order to 
observe any motor, sensory, or trophic changes which may 
lead to the establishment of a correct pathological diagnosis. 

A useful scheme of examination for routine work is the 
following :— 

1. History .—Inquiry should be made as to the condition 
at the time of injury and the presence or absence of any 
special subjective symptoms. The treatment previously 
given and the history of recovery or relapse should also be 
noted. Attention must not only be paid to operations on 
nerves, but also to ligature of any of the main blood-vessels. 
The time of onset of the paralytic or sensory symptoms is 
also important, as in cases of pure compression it may be 
delayed until the wound heals. 

2. Mobility .—It is necessary to test the range of passive 
movement at all the joints in the region of the disability; this 
will demonstrate the presenoe of muscular or fibrous con¬ 
tractures and arthritic adhesions, and thus not only prevents 
mechanical limitation of movement being mistaken for 
muscle weakness of nervous origin, but also manifests 
changes due to nerve irritation or ischaemia. 

3. Motor.— The range and power of voluntary contraction 
of all the muscles or the affected limb must be examined, 
and the condition and tone of any paretic or paralysed 
groups noted. It is scarcely necessary to emphasise* the 
care required in testing movements of certain individual 
muscles of the hand, such as the abductor brevis pollicis or 
the interossei. At this stage any electrical tests may be 
performed, which examination is also of service in helping 
to recognise functional loss of power, a complication not 
infrequently found in the presence of nerve irritation. 1 

4. Sensory .—An accurate knowledge of the subjective 
sensory troubles is of great diagnostic value,' and therefore 
it is useful to make a careful inquiry into any form of pain 
or similar manifestation. After testing the objective sensorv 
disturbances they should be charted for comparison of find¬ 
ings at subsequent examinations; to prevent error the 
examinations of cutaneous sensation should, as far as 
possible, be carried out under the same conditions, since 
variations in temperature may materially modify sensibility. 

5. Trophic .—The localisation of any abnormal vaso motor 
state and the appearance of the skin supplied by the affected 
nerve are of great service. The surface temperature of the 
skin is lowered in complete division and commonly raised in 
irritation. The presence of more obvious conditions, as 
“ glossy ” skin, ridging of the nails, arthritic changes, hyper- 
idrosis, oedema, loss of hair, and trophic sores, are less 
likely to pass unobserved. 

6 . Palpation of the nerve .—This is a most useful procedure 
and must be done not only at the site of the injury, but also 
along the full course of the nerve distal to this point, and 
any subjective experience resulting from i.t noted. Great 
significance has been given to the diagnostic value of this 
examination, but it seems clear that considerable experience 
and judgment is required in order to interpret correctly the 
results. 

Concussion. 

In uncomplicated concussion recovery usually commences 
within two to four weeks in both sensory and motor fibres, 
the very earliest change being commonly found in a 
concomitant recession of the anaesthesia and analgesia 
proximally. 

The muscles rarely show any advanced wasting, and it is 
uncommon to discover any extensive loss of deep sensibility; 
if this has temporarily disappeared, it generally returns at an 
early date. Consequently, very early indications of recovery 
with only slight atrophy of muscles and no loss, or rapid 
return, of deep sensibility may be considered as evidence of 
concussion. Unless some complication arises patients 
suffering from concussion show spontaneous, rapid, and 
complete recovery often before the wound has healed, at 
which time there is still a risk of compression occurring. 

Compression. 

This is the usual cause of delayed involvement of nerves or 
may complicate concussion or partial division, but its mani¬ 
festations are only to be expected when the wound has 


healed and the scar contracts. Consequently, the onset of 
paralytic or sensory symptoms during convalescence, the 
sudden cessation of recovery, or a relapse would suggest its 
presence. 

A prominent symptom often marking the onset is the 
appearance of pain of a neuralgic type along the course of 
the nerve, the pain being commonly induced by movement 
or stretching of the nerve trunk. 5?ain caused by a move¬ 
ment which stretches the nerve is very suggestive of 
perineural adhesions. A peculiar sensory dissociation, in 
which the analgesia to the prick of a pin is more extensive 
than the anaesthesia to the lightest application of a small 
camel hair brush, has been described in a previous paper as 
a characteristic phenomenon in compression . 2 

There is a tendency for the compression to become pro¬ 
gressively worse and, in the most severe types, it may 
proceed to strangulation of the nerve and complete loss of 
conduction. 

Irritation. 

This complication is found most frequently in cases of 
incomplete anatomical division and is often associated with 
compression. 

In rare circumstances clinical manifestations of irritation 
are found, but at operation it is discovered that the missile 
has passed close to the nerve without lacerating any fibres, 
and the resultant scar has not implicated in any way the 
nerve. It seems probable, from the histological examina¬ 
tion of excised portions of nerve in Buoh cases, that 
minute haemorrhages from ruptured vasa nervorum with 
their subsequent replacement by granulation tissue are 
responsible for the irritation. Therefore it seems possible 
that occasionally concussion, in which small intraneural 
haemorrhages have occurred, may be complicated by sym¬ 
ptoms of irritation. 

Perineural adhesions alone, apparently by disturbing the 
blood-supply of the nerve, occasionally also cause mild 
symptoms of irritation. 

The onset of irritation is usually early, within the first 
ten days when produced by the initial haemorrhage, but it 
may be delayed until such time as the scar begins to invade 
the intact fibres. The clinical manifestations of irritation 
are numerous, but only a certain proportion are to be 
expected in any one case. The clearest manifestations are 
found in irritation of nerves containing a large proportion of 
sympathetic fibres, as the median, sciatic or its principal 
branches, and the ulnar. 

Pain is the most constant and frequently the most pre¬ 
dominant symptom, but it differs in character, situation, 
and in certain other ways from that found in compression. 
It is described as “ burning,” “ pricking,” or even “ stinging ” 
in character, is experienced in the sensory distribution of 
the affected nerve, and is influenced markedly by variations 
in temperature. Patients showing the dual complication of 
irritation and compression generally give quite a clear and 
distinct aocount of the two types of pain they experience, 
that indicating irritation differing completely from the 
neuralgia of compression. 

The other signs are the trophic changes, the presence of 
which always denotes irritation or ischaemia from occlusion 
of one of the principal arteries. They vary in different cases 
both in extent and character, since they depend upon the 
site and seriousness of the laceration and source of irritation. 
When only a few fibres .have been divided a petechial or 
herpetiform eruption in the sensory field of the nerve is 
sometimes observed, but a more frequent occurrence is 
byperoemia of the skin, generally with definitelv increased 
surface temperature, hyperidrosis, and oedema. In almost 
all there is hyperalgesia, often very intense, to the slightest 
pressure over part or the whole of the skin supplied by the 
nerve. Later the more serious manifestations occur, repre¬ 
sented by trophic sores, “glossy” skin, “ridging” of the 
nails, loss of hair, localised osteoporosis, and fibrous con¬ 
tractures of muscles supplied by the injured nerve. 

Palpation of the nerve shows it to be exquisitelv tender, 
not only at the site of laceration but distally, and slight 
compression of its trunk below the injury (where it can 
often be felt to be swollen) causes severe pain, usually 
radiating along the course of the nerve. The results of 
palpation are particularly useful signs of irritation, although 
tenderness of the nerve trunk distally is not in itself reliable 
and must not be confused with a similar manifestation 
found in regeneration. 8 From personal experience the 
tenderness found in irritation tends to be much more acute 
and intense than that seen in cases of regeneration. 

Partial Division. 

This condition is found rarely uncomplicated by irritation 
or compression. 
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A point in the history which often proves of some help is 
the memory of an agonising pain, like a very severe electric 
shock, striking down the limb at the moment of being 
wounded. This does not occur commonly in concussion, 
but there may be such a history in complete anatomical 
division. 

As in the other forms the symptoms at first are profound, 
and recovery does not commence until a later date than in 
concussion, generally from 8 to 12 weeks after the reception 
of the wound. The* slighter the laceration, of course, the 
earlier improvement is likely to occur. 

The first sign of recovery is usually seen in the sensory 
fibres, but if these have been damaged most severely the 
earliest change will be a return of tone in some of the 
muscles, followed at a later date by slight voluntary 
movement. 

So far the only helpful points in the differential diagnosis 
between partial division and concussion have been the 
history at the moment of injury and the tendency for the 
more profound symptoms to persist and definite signs of 
recovery to be delayed in the former. 

After about five or six weeks palpation of the nerve at the 
site of the injury offers further help. In partial division 
definite and localised tenderness will be discovered, unless 
no sensorv fibres have been injured, and the pain generally 
radiates distally along the nerve on compression being 
applied by the finger in this region. This pain is the result 
of stimulation of the regenerating sensory fibrils which have 
invaded the surrounding scar and tissues, and is often 
referred to some part of the anesthetic skin. When the 
nerve is fairly superficial the sensitive neuroma may be 
recognised frequently by palpation, but it must be remem¬ 
bered that a tender and palpable neuroma may be found 
in complete division. 

In partial division the recovery tends to progress more 
slowly than in concussion. The functional result and extent 
of recovery in uncomplicated cases of partial division will 
depend upon the number and type of fibres severed. This 
can only be judged when all improvement has definitely 
ceased unless the nerve is explored surgically, a procedure 
which is clearly inadvisable as long as recovery is maintained 
and no complication occurs. 

Complete Division. 

In this lesion the signs of division from the first will 
remain profound, unless the nerve is sutured. 

There is complete paralysis with marked atrophy of all 
the muscles supplied by the nerve below the injury, and 
full and persistent loss of conduction in the sensory and 
sympathetic fibres. The complete loss of tone in the 
paralysed muscles may be of some diagnostic value, since 
retention of some tone is frequently found in concussion 
and compression and occasionally in irritation and partial 
division. 

The sensory dissociation is that of complete interruption 
— i.e., the anaesthesia to the lightest form of touch is more 
extensive than the analgesia to pin prick, and the loss of 
deep sensibility is extensive in most cases. The sensory 
loss in compression, irritation, and partial division is apt to 
vary from time to time, but never in complete division if 
the examination is accurately performed. 

The anaesthetic skin is dry, inelastic, and the surface 
desquamation delayed. The capillary circulation is sluggish, 
giving rise to hypothermia, and the area of skin correspond¬ 
ing to the loss of protopathic sensibility is of a deeper red 
colour than normal, with a cyanotic tinge, but this colour 
may be obscured by the accumulation of superficial scales. 
On palpation the dryness and loss of elasticity of the skin are 
shown in marked contrast with the normal. 

The absence of true trophic lesions is of great service 
in distinguishing complete from incomplete division. 

After the elapse of some weeks the bulb on the extremity 
of the proximal end may be felt, and compression of it 
cause pain referred to the distal part of the limb, but care 
must be taken not to interpret this in the absence of any 
sign of conduction in the motor, sensory, or sympathetic 
fibres as an indication of partial division. 

Electrical Reactions. 

No reference has been made previously to electrical 
reactions, since they do not appear to be of any great 
service in determining the pathological diagnosis. It has 
been quite a common experience to find recovery of 
voluntary power in muscles which fail to respond to faradic 
stimulation. 

My investigations have had to be undertaken without the 
use of the condenser current, but it seems from the expe¬ 
riences of others to be of assistance in discovering the early 
recovery of conduction of motor fibres before the return of 
any voluntary movement. 

A comparison of the response to faradic stimulation of the 
nerve above and below the site of the lesion is useful in 

estimating the severity of the injury, but retention of 
irritability in the distal part of its course with loss of con¬ 
duction at the point of injury does not appear to be an 
infallible sign of concussion or compression. In simple 
concussion the faradic response is rarely lost in the muscles. 

The surgeon must be familiar with cases which clinically 
manifest signs of irritation, but at operation the nerve is 
found to be quite free and no intraneural thickening can be 
palpated. Direct faradic stimulation of the nerve at the 
operation will show generally severe obstruction. In such 
cases where I have been able to examine microscopically 
excised portions of the nerve an intraneural fibrosis has 
been found, which, I venture to suggest, is secondary to 
hoemorrhages from rupture of the vasa nervorum by the 
divulsive force of the missile as it traverses the structures 
in the vicinity of the nerve. 

Regeneration. 

The evidences of regeneration in the various forms of 
injury have been briefly alluded to, but it is also of import¬ 
ance to be able to recognise correctly early indications of 
recovery after such operations as suture and neurolysis. 

In the former Head, Rivers, and Sherren 1 found a return 
of cutaneous sensibility to pain commenced early after 
division and primary suture of a sensory nerve, but from 
observations in gunshot injuries of mixed nerves it appears 
that this does not occur at all constantly after secondary 
suture. 

From personal observations it seems to be a test of perfect 
technique and coaptation of the two ends without distortion 
of the nerve bundles. In large nerve trunkB it can be 
imagined such perfection is difficult to procure, and scarcely 
to be expected in secondary suture when a considerable 
portion of the nerve trunk has been excised. 

It is found that after secondary suture in gunshot injuries 
the early signs of recovery appear to vary considerably. In 
small nerves, and when the ends have been brought into 
perfect apposition, recovery of protopathic sensibility first 
seems to be the rule, and with it regeneration of the sym¬ 
pathetic fibres. 

An indication which is even easier to discover, and found 
frequently as early as the sixth week after secondary suture 
of a mixed nerve, is the subjective sensation of “ stinging ” 
in the sensory field of the nerve on palpation of the trunk a 
little distal to the site of suture. 

Care must be taken not to confuse tenderness of the end 
bulb after an unsatisfactory operation, and when there is 
any doubt it is preferable to delay giving an opinion until 
sufficient time has elapsed to see if the stinging can be 
induced by digital compression of the nerve at a more distal 
point than at the previous examination. It is very fre¬ 
quently necessary to take this precaution, since in complete 
division the young fibrils growing out from the proximal end 
ramify very widely in the surrounding tissues. 

Tinel 5 considers this one of the most useful signs of 
regeneration, but it must be realised that regeneration can 
occur without the presence of this phenomenon. I have 
noticed the absence of this sign most frequently after 
secondary suture of the musculo-spiral (a nerve largely 
composed of motor fibres), when the functional recovery has 
been good but there has been no improvement in sensation. 

From a series of cases of regeneration without occurrence 
of this indication it seems fairly clear that its presence is 
due to slight irritation of the regenerating sensory fibres, 
and that it is undoubtedly evidence of active regeneration, 
but only gives definite information about the afferent fibres. 

The subjective manifestations, as radiating pains, which 
are fairly frequently complained of whilst regeneration is 
proceeding, are probably produced in a similar way as a 
result of compression of the growing fibrils by movement or 
contraction 01 adjacent muscles. 

Another sign emphasised by Benisty a is the appearance 
of radiating diffuse pain on pinching the skin supplied by 
the regenerating nerve. This is also a manifestation of 
regeneration of afferent fibres, and, furthermore, does not 
appear to be of any great practical value, since its occur¬ 
rence is irregular, and, as is to be anticipated, its appear¬ 
ance much later than the subjective symptoms produced by 
palpation of the nerve trunk. 

It does not seem possible to formulate any rules about the 
further signs or rate of recovery after secondary suture, nor 
is it to be expected when it is realised that so very many 
factors influence the regeneration. 

Not only do the extent of the excised piece of nerve and 
the perfection of the operative technique affect the recovery, 
but it has been found also that the various nerves behave 
in a different manner after suture. The usually highly satis¬ 
factory functional result following secondary suture of the 
musculo-spiral depends probably upon the larger proportion 
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of motor fibres and the consequent increased possibility of 
motor bundles in the proximal end coming into relation with 
degenerate motor bundles in the distal end. 

The result of our experience so far seems to point to the 
fact that nerves can regenerate much more quickly than was 
anticipated if they are placed under the most favourable 
circumstances for the correct performance of this function. 
They are always willing, apparently, to regenerate, but the 
trouble is to prevent any obstruction to their growth into 
their normal physiological paths. 

After neurolysis, in cases where there is no intraneural 
complication or serious 'division of fibres, there is usually a 
rapid improvement in both motor and sensory fibres, unless 
the constriction has been very severe, since in the worst 
forms it may lead to complete local destruction of the whole 
nerve. The recovery is often first manifested by the motor 
fibres; but complete recovery, on the other hand, of the 
sensory fibres is found commonly before function is perfect, 
the delay in recovery of function being most probably of 
muscle rather than nervous origin. 

The Effect of Ligature of the Principal Arteries. 

It is not intended to discuss the well-known ischaemic 
disabilities which may be mistaken for those of nervous 
origin, but only to refer to the modification of the clinical 
picture which the complications of arterial obstruction may 
produce in injuries of the peripheral nerves. 

Ligature of one of the main vessels of the forearm or leg 
does not appear to have any obvious effect either on the 
symptomatology or prognosis, but occlusion at a higher level 
usually exerts some influence, although a fair proportion in 
which the brachial artery has been ligatured fust proximal 
to the elbow have failed to show any modification of import¬ 
ance which could be ascribed to the arterial complication. 
This is probably because the patients are chiefly young 
subjects, free from any arterial disease, and the collateral 
circulation in this locality is so perfect. 

Arterial obstruction in the proximal part of the limb tends to 
exaggerate the trophic disturbances, but careful examination 
will show that such symptoms as cyanosis and hypothermia 
involve the whole hand or foot and do not correspond to the 
distribution of any peripheral nerve. Trophic sores are more 
likely to occur, and this predominance of trophic manifes¬ 
tations in nerve injuries complicated by arterial lesions 
makes the symptoms of irritation often difficult to interpret. 
It is in these cases that tenderness of the nerve trunk is of 
special value as evidence of the presence of nerve irritation, 
since the trophic disturbances cannot be considered with 
certainty as nervous in origin. The difficulty is intensified 
in late cases of irritation when secondary vascular changes 
may supervene as a result of the persistent and long- 
continued irritation.^ 

Arthritic adhesions and fibrous contractures of the muscles 
are particularly frequent after ligature of the large arteries 
in the proximal part of the limbs, as the axillary or femoral, 
but their widespread distribution rather than localisation 
to the distribution of any nerve generally suggests their 
correct etiology. 

As can be expected, arterial complications seriously affect 
the prognosis; occlusion of main vessels almost invariably 
delays recovery and renders the ultimate result less perfect. 

Sources of Error. 

The most striking illustrations of the points of importance 
in the differential diagnosis of the various lesions of the 
peripheral nerves after gunshot injuries may be seen in 
brachial plexus cases, where in the same arm signs of 
concussion, complete division, and irritation may all be 
manifested. 

The signs and symptoms described in this paper have been 
tested during the past three years, and from this experience 
it seems possible to formulate an accurate pathological 
diagnosis in almost 90 per cent, of cases ; but it must be 
fully understood that this cannot be done during the first 
few weeks after injury, when the manifestations are almost 
invariably profound. 

Error has occurred most frequently from too much reliance 
being placed on the result of palpation of the nerve. On 
several occasions partial division has been diagnosed because 
the nerve trunk distal to the point of injury was tender, 
although all the other symptoms pointed to complete loss of 
conduction, and at operation complete anatomical division 
has been found. Consequently tenderness of the nerve 
below the lesion alone cannot be regarded as a reliable sign 
of partial division, although it is difficult to understand the 
phenomenon in complete division unless it is explained by 
the presence of a communication with an intact nerve below 
the point of injury. 


Another risk of error arises from palpation of the end 
bulb in complete division, as the referred pain arising from 
manipulation of it is liable to be interpreted as evidence of 
incomplete division. 

A third point of difficulty arises in cases of severe intra¬ 
neural sclerosis, where the scar has first caused irritation 
and later complete obstruction to conduction. If the patient 
is seen first at the latter time certain signs of irritation may 
persist, although a thorough investigation will demonstrate 
that there is really a complete loss of conduction. Further¬ 
more, it has been previously noted that trophic lesions may 
be maintained by endarteritis, the result of continued nerve 
irritation. 

In conclusion, I desire to express my deepest thank6 to 
the members of the surgical staff of the 2nd Western 
General Hospital for the assistance they have always so 
willingly given in ascertaining for me the precise conditions 
found at operation, and for providing me with excised 
portions of nerves to make histological examinations. 
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Introductory Note. 

The following are a continuation of abridged reports on 

work done in the Pathological Laboratories of No. - 

General Hospital, Alexandria, during the period 1916-17 on 
the subjects specified and by the respective authors named 
at the head of each report. Nos. I. and II. were published 
in The Lancet of April 20th, 1918. 


III.—MACROSCOPIC AND MICROSCOPIC METHODS OF 
DIAGNOSING AMCEBIC AND BACILLARY 
DYSENTERY. 

By Captain Thomson and Captain Hirst. 

Every stool is sent entire to the laboratory for examination 
and not a small portion of it. For this purpose a special fly- 
proof room for the bed-pans is set apart. The examination of 
the stools macroscopically and microscopically is of great 
value as an indicator of the condition of the intestine. A 
clinician with considerable experience who has carefully 
coordinated his observations with the pathological findings 
will arrive in nearly every case at a correct diagnosis by this 
method alone, especially when he combines his experience 
with the clinical picture of the patient under his charge. 

In acute bacillary dysentery we find very frequently a stool 
with clear mucus like white currant jelly stained with streaks 
of bright red blood. Often there is no faecal matter. When 
examined microscopically the cell picture is composed of 
numerous pus cells and degenerate epithelial cells often 
rounded up and showing pyknosis of the nuclear chromatin. 
The large degenerate cells must not be mistaken for amoebae. 

The choleraic type of bacillary dysentery ha9 quite a 
different appearance. The stool in these cases is very fluid 
and may be brown, straw-coloured, or greenish in tint and is 
filled with flakes of white mucous shreds. The cell picture 
is again characterised by the large number of pus cells and 
degenerate epithelial cells in the field of the microscope, and 
in these cases it is necessary to exclude cholera vibrios. 

Another type of bacillary stool is characterised by the 
presence of small pieces of necrotic mucosa, giving the 
appearance of minced-up mucous membrane and like meat- 
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washings. This stool is a very common one in severe 
epidemics. It shows that considerable damage has occurred 
and that the mucous membrane is stripping off from the 
deeper layers of the gut wall. 

We have a less common occurrence in acute bacillary 
dysentery—namely, the passage of casts of portions of the 
mucosa of the large intestine. We had three such cases 
here during the year 1916 ; and in some oases we have 
large casts of blood passed which simulate true casts of the 
intestine, but which are composed only of clotted blood and 
tibrine. 

Amoebic dysentery when pure, without secondary infection 
of dysentery bacilli or atypical organisms, has a very char¬ 
acteristic macroscopic appearance The mucus is more or 
less stained dark brown or chocolate colour—that is, the 
blood is broken down and not the bright red of acute 
bacillary dysentery. Examined under the microscope, such 
a stool shows a field very poor in cellular elements, and the 
red blood cells are mostly broken down. A very common 
feature of these amoebic stools is the presence of Charcot- 
Leyden crystals caused by the breaking down of the red 
cells by the action of the entamcebse. Charcot-Leyden 
crystals, although not pathognomonic of amoebic dysentery, 
are, in our experience, very suggestive of the condition, and 
we have noted their frequency in cases of cyst carriers with 
no obvious blood in the stools. 

Another characteristic of amoebic dysentery to the naked 
eye is what is called the “ sago-grain ” stool, caused by the 
mucus occurring in little clear masses or clumps mixed with 
dark stained chocolate-coloured material. The macroscopic 
diagnosis is definite if entamoebas are present which show 
ingested red blood cells. 

The above description more or less describes the common 
conditions met with in cases of amoebic and bacillary 
dysentery. In chronic cases of dysentery, both bacillary and 
amoebic, and during recovery from these conditions we find 
patients continue to pass mucus either in clumps or mixed 
up with a fluid faecal stool. 

Sometimes this is clear viscid mucus, frequently it is 
pure pus, and very often the mucus is white, opaque, and 
very viscid. It may occur as a clump or it may be noted as 
small flakes on the surface of a solid faecal mass. Patients 
who seem otherwise well often have these conditions indi¬ 
cative of some past dysenteric attack, and the condition is 
popularly known as “colitis.” Frequently the cell picture 
of these cases is comprised chiefly of columnar epithelial 
cells. 

The question arises as to whether many cases of amoebic 
dysentery are missed by failing to find entamcebse. We do 
not think a large percentage are, if the pathologist is expe¬ 
rienced in the work, but certainly some cases are missed, 
especially in cases which are complicated by an acute 
bacillary dysentery where the amo?bic condition is masked 
owing to the great outpouring of blood and muco-pus. 
After the bacillary condition has abated these cases may be 
discovered by a further microscopic examination The 
rapid diagnosis of bacillary dysentery is of great import¬ 
ance so that the specific treatment can be administered at 
once. Willmore and Shearman (1915), working in this 
hospital, showed that the cell pictures of amoebic and 
bacillary dysentery were characteristic. A pure am<ebic 
infection has very few cells in the field and pus cells are 
scarce. In the acute bacillary cases we have a field packed 
with pus cells, red cells, and degenerate epithelial cells and 
no enfcamrjebae present. 

The report of this condition is sent at once to the 
physician in charge with a note that the cell picture is 
suggestive of bacillary dysentery, and if the case is urgent 
serum is administered at once, there being no necessity to 
wait 48 hours for the bacteriological report. 


IV.—TYPES OF DYSENTERY BACILLI ISOLATED. 

By the same Authors. 

During the year 1916 a total of 123 strains of dysentery 
bacilli were isolated from 331 specimens ; Shiga Kruse type 
43, Flexner Y type 51, atypical 29, mixed amoebic 19. For 
the first six months of i917 the corresponding figures are 
61 strains, 406 specimens ; 8 Shiga Kruse, 14 Flexner Y 
type, 29 atypical, and 2 mixed amoebic. 

Nearly all the specimens plated for diagnosis during 1916 
were acute type, blood and mucus stools. For various 


reasons a large proportion of the acute stools were not 
plated during the earlier part of 1916, the distinction 
between bacillary and amoebic dysentery being made on the 
basis of the microscopical examination and clinical picture 
of the case. 

During the first half of 1917 a greatly increased number 
of the fascal stools of convalescent dysentery patients have 
been examined. Thus only 67 out of the total were acute 
type stools, and 37 subacute, and 302 faecal. Twenty-two 
strains were isolated from the blood and mucus acute type 
stools, 18 from the subacute, 11 from the faecal type. 

Since the present register of dysentery bacilli was started 
on Sept. 1st, 1916, 115 strains have been isolated from 
104 cases by one of us (L. F. H.). 

The same organisms have been isolated on six separate 
occasions from one case ; in several instances on a second 
occasion during a relapse. In one case an atypical Shiga 
type organism was isolated during the first attack, and a 
typical Flexner bacillus eight weeks later. A typical 
agglutinating Shiga and a typical Flexner were isolated from 
one case on successive days from the same attack. 

As a rule it was only practicable to put one of the pro¬ 
visional positive glucose tubes through all the tests ; if 
more of these had been examined, doubtless more cases of 
mixed bacillary infection would have been discovered. 

Table I. summarises the characters of the first 100 strains 
isolated from as many soldiers. Thus, there were 29 strains 
of typical B. dysenteric (Shiga) and 32 strains of 
B. dysenteric (Flexner) and 39 atypical strains. Repre¬ 
sentative strains of each of the types isolated have been 
kept alive by subculture for five months after being first 
replated to ensure purity; the fermentation reactions and 
agglutinability were then re-tested. 


Table I. —Showing the Characters of 100 Strains Isolated from 
the Same Number of Soldiers. 
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The sign X = Acid only. A.sl.g. = Acid and slight gas formation. 

“ Pathogenic ” = Let hal to rabbits on Intravenous or mtraperitoneal 
Injection of living organisms with lesions of the intestine. 


Class I.—Shiga group .—The sugar reactions proved to be 
stable. There is some tendency to vary in the indol reac¬ 
tion, which is never marked and often absent. All but three 
of the Type 1 strain agglutinated rapidly and completely 
with the Shiga serum ; these three agglutinated in 24 hours. 

The Type 2 strains did not become agglutinable on sub¬ 
culture. Strain 99 was agglutinated by 1/50 of the patients’ 
serum on fifteenth day of disease. Strain 98 was not so 
agglutinated ; these latter strains were not agglutinated by 
the therapeutic serum in a higher dilution than 1/20. 

Class II.—Ilexner group.— Types 3 and 4 differ only in 
their action on maltose. They were agglutinated practically 
to the same titre by the Y serum. According to Hiss, the 
X bacillus does not ferment maltose, while the true Flexner 
type does. Moreover, the production of indol is commonly 
stated to be greater in the Flexner species. Morgan, how¬ 
ever, describes the Y bacillus as a maltose fermenter. 

We have found, in common with several other observers, 
that the fermentation of maltose by organisms agglutinating 
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Flexner Y serum is variable. It is sometimes possible to 
select non-maltose fermenting and late maltose fermenters 
from different colonies of the same strain. The indol 
reaction is given by all strains to a variable extent, but 
usually more definitely than by Class I. strain. Moreover, 
we have found a few strains, such as No. 93, Goodenough, 
which have a distinct action on saccharose after prolonged 
incubation. The same remarks as regards maltose also apply 
to types 5 and 6. 

The organisms in these latter types may be divided into 
two groups : those which become more or less agglutinable 
to the Y serum after repeated subculture in vitro , and those 
which remain inagglutinable. On the whole, the latter are 
more often found in acute cases than the former. 

The case of a dysentery carrier, 2 AM. O’B., attached to Flying Corps, 
acting as mess cook, deserves to be reoorded in detail. Early in March, 
1917, a small outbreak of mild bacillary dysentery occurred in a certain 
camp near Alexandria; the above-mentioned individual fell under 
suspicion as a possible carrier of the Infection. On March 9th, 1917, a 
specimen of freces was forwarded to the Military Laboratory, Alexandria, 
and reported on as followsDysentery bacilli (atypical) isolated, 
Lamblia cysts present." He was then admitted to this hospital. He 
complained of no symptoms, seldom suffered from dlarrhcea; a little 
mucus was occasionally seen, but more often the ffeces were apparently 
normal. 

B. dysenteric Type 5 was Isolated on 20,3 17, 5. 5 17, 10 5 17. 

No dysentery bacilli Isolated 25 4 17. On 12 5/17 he received 100 c.c. 
antldysenteric serum intravenously. B. dysenteric Type 5 was again 
isolated 27/5/17, 30/5/17, and 5 6/17. Provisionally positive colonies were 
nearly always numerous on the plate. Negative again 18/6 17. 

Strain No. 72 (A.) and Strain 73 (C.) isolated 20 3 17 from two cases of 
mild bacillary dysentery from the same camp were precisely similar in 
their character to O’B.'s strains. On 4/6/17 O’B.’s serum gave a good 
agglutination in a dilution of 1 in 400 against one of his strains. 
Strains No. 72 and 73 were agglutinated to 1 in 200 and 1 in 400 
respectively. B. dysenteric Flexner was feebly agglutinated 1/50 
dilution. 

The effect of Y serum on No. 88 (O’B.) was of particular Interest. 
Cultures from four colonies were tested, one was agglutinated up to 
half tltre of the serum, three others to 1 in 10 only. The colonies 
therefore vary considerably in their agglutinability to the specific 
serum, the average being low. 

On the other hand. Strain 101 (O'B.), though otherwise identical 
with No. 88, was scarcely agglutinated at all by the Y serum, but was 
agglutinated to 1 100 by Lister therapeutic serum. Strain No. 101 was 
injected intravenously into the ear vein of a rabbit. Dose l/8th agar 
slope culture in saline. The rabbit died during the eighteenth hour. 
The intestines were full of slightly blood-stained mucus and intensely 
congested. The organism was recovered without difficulty from the 
mucus contents of the intestine and found to be inagglutinable to 
Y serum. 

In addition to being a persistent carrier of dysentery bacilli and a 
temporary carrier of Lamblia intestinalis , the man was also infected 
with the cysts of E. histolytica, which were found on 28 3 17 and 
26 3 17. He was treated with 36 gr. of emetine bismuth iodide and 
subsequently gave six negatives to cystB of E. histolytica, the last 
being on 17/6/17. 

The following is a typical example of a microscopic report on a stool 
while carrying dysentery bacilli only. 

17, 4/17. — Formed stool; a few specks of mucus on the surface. No 
eysts. Degenerated epithelial cells present. 

The case of O’B. is a notable addition to the records of persistent 
carriers of dysentery bacilli. 

The association between relative inagglutinability of the 
strains isolated and the clinical mildness of the case is of 
considerable interest. One of us met with a similar 
phenomenon during an outbreak of Asiatic cholera at 
Colombo. At one stage of the epidemic the cases became 
milder with a lower case mortality. The vibrios became 
morphologically less typical and less agglutinable with the 
specific serum used. During a brief recrudescence the 
organisms again became typical and the case mortality 
again rose. The Lister Institute therapeutic serum usually 
agglutinates the types 5 and 6, but in much lower dilution 
than types 4 and 5. 

Similar organisms to type 7 have been isolated by Ohno in 
Japan and by Bahr in Fiji. The acidity was in each case 
distinct by the third day, and in the case of Strain No. 75 
(Partington) in 24 hours. We understand that this type has 
also been isolated by Captain Mackie in Egypt. 

Strain No. 75 was agglutinated by the patient’s serum to 
1/100, and also by the Lister Institute polyvalent serum in a 
dilution of 1/50. 

The mannite-fermenting group of dysentery bacilli are to 
be regarded as somewhat variable members of a closely 
related species group. By employing a greater variety of 
carbohydrates and incubating for longer periods and by 
means of saturation and bacteriolytic tests it would doubtless 
be possible to separate our strains into further types. Ohno 
has described 15 types of dysentery bacilli on the basis of 
the fermentation reactions in lactose, saccharose, mannite, 
maltose, and dextrine, nine of which belong to the mannite- 
fermenting group. The work of Hiss, Morgan, Ohno, and 
others showed that there is a close relation between the 


fermentation reactions and the receptor mechanisms of these 
bacteria. It is doubtful, however, to what extent some of 
the minor differences, such as the late fermentation of 
maltose and saccharose, are sufficiently stable to be con¬ 
sidered specific. Evidence of the instability of some of the 
fermentation reactions of this group is accumulating. The 
most constant reactions are those which appear earliest. 

Lentz has pointed out that two factors are involved in the 
reaction produced by dysentery bacilli in broth containing 
carbohydrates, the acid formation from the splitting of 
carbohydrates and the alkali formation from the splitting of 
proteid, and the results are influenced by the constitution of 
the media used in these tests. We think that thfe distinction 
between Hiss Y bacillus and the ordinary Flexner type is 
largely artificial. It would have been interesting to test 
some of these strains with the serum of animals immunised 
to the El Tor bacillus of Willmore. We think it probable 
that on the basis of the early sugar reactions and cross 
immunisation experiments our mannite-fermenting strains 
could be split up into two or three fairly distinct species. 

Class III. — Morgan group .—Strains similar to types 8, 9, 
10 have been isolated by other bacteriologists in the same 
endemic area. 

The amount of gas formed by different cultures of type 9 
is variable ; this type is probably closely related to type 8. 
They differ from the typical Morgan No. 1 bacillus in being 
non-motile and having apparently a greater pathogenicity 
to rabbits and guinea-pigs. All the strains in this group 
gave a marked indol reaction. 

Typical Morgan No. 1 bacilli have frequently been isolated 
from dysenteric stools at different stages of the disease, but 
particularly during convalescence, and also from the stools 
of enteric convalescents. Tribondeau and Zichet considered 
Morgan’s bacillus to be an important etiological factor in 
the dysentery outbreak on the Gallipoli Peninsula. On two 
occasions we "have found the typical organism present in 
such large numbers in a blood and mucus stool as to suggest 
that it was the original infecting organism. It seems 
probable, however, that the closely allied organisms already 
mentioned play a more important part in the etiology of 
dysentery. Most of the organisms belonging to the Morgan 
group were isolated in September and October, 1916. 

We look forward to the publication of the researches now 
in progress in another laboratory in Alexandria on the 
pathogenicity of the organisms in this group. 

Anomalous Strains . 

Strain No. 60 (P.), isolated 28/12/16 from a blood and 
mucus stool from an acute case, was anomalous in not con¬ 
forming to any of the tabulated types. There were numerous 
colonies of this organism on the plate. Unfortunately, the 
culture was found to be dead on subculture three weeks 
after its first isolation. The following are the characters of 
the first subculture: non-motile bacillus, lactose acid only, 
glucose acid only, mannite no change, maltose acid only, 
saccharose no change, dulcite no change after three days at 
37° C., indol reaction slightly positive. No agglutination 
in 1/10 titre of either Shiga or Y serum. 

Table II. shows the kind of stools from which the various 
organisms were isolated : — 

Table II. 


Type No. 

Acute Sub- 
stool. acute. 

Fiecal 

Total 

No. 

Type No. 

Acute 

stool. 

Sub¬ 

acute. 
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1 
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5 A 6 ... 

8 

6 

4 

18 

2. 

1 ■ 

5 

— 

6 

7. 

1 

2 

— 

3 

3A4 ... 

23 

6 

3 

32 

8, 9, A10 

7 

4 
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The stools are classified as before. It will be noted that 
the agglutinating Shiga type is more constantly associated 
with the acute type of blood and mucus stool containing 
cellular exudate than the corresponding Flexner type. The 
single strain found in a subacute type of stool was one of the 
three which did not agglutinate well. 

As suggested by these figures, the non-agglutinating 
Flexner and Shiga types are those most commonly isolated 
from mild cases of bacillary dysentery. This accords with 
the experience of the physicians in charge of the cases. The 
probability is that the actual proportion of non-agglutinating 
atypicals is greater than would appear from these figures, 
since the chances of isolating them from the subacute and 
faecal type of stool are less. Captain Fisher states that 
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on the whole good results were obtained with the polyvalent 
serum in the treatment of cases in which only atypical 
strains were isolated. A large proportion of the types 2, 
5, and 6 infections did not require serum treatment. Never¬ 
theless, in view of the low agglutinability of some of the 
atypical strains recovered from acute cases to the thera¬ 
peutic serum it would seem that the serum is not sufficiently 
polyvalent. 

Nearly all the cases of bacillary dysentery came from the 
same endemic area—namely, camps in the vicinity of the 
hospital. There is some evidence of a seasonal variation in 
the different types of bacilli isolated. The small outbreak 
in March, 1917, already mentioned, bred true to type—i.e., 
all the cases were infected with the same type of organism, 
presumably through the agency of a carrier. Nevertheless, 
as a general rule, typical Shigas, typical Flexners, and 
various atypical organisms could be isolated from cases from 
the same camp at all seasons, though in different propor¬ 
tions. This is probably to be accounted for by the simul¬ 
taneous spread of the different types through the agency of 
flies feeding on a variety of fiecal matter deposited by 
natives in the neighbourhood of the camp. 

In Japan, in the Philippines, in the Fiji Islands, and 
other localities a similar diversity of species has been 
described. On the other hand, most local epidemics in 
Germany and in English asylums are attributed to some 
particular species of dysentery bacillus, and stress is laid 
on human carriers as a means of spreading the virus. 

References.— Bahr (1914): B.M.J., Feb. 17th. Hiss (1904): Journ. of 
Med. Research, N.8., viii., J. Lentz (1909): Handbuch der Pathogenen 
Micro-organtsmen II. Kolle and Waaeermann. Ohno (1906): The 
Philippine Journal of Science, vol. i., November. RufTer and Will- 
more (1909): Sept. 25th; ibid., 19)0, Nov. 12th. Tribondeau 

and Zicliet (1916): Ann. Past. Inst., July. 


V.—A MCEBIC DYSENTERY. 

By Captain Thomson. 

Acute Amoebic Dysentery . 

During the year 1916 a total of 666 specimens of faeces 
from separate cases contained blood or mucus, or both. 
Of these 97 cases were found to contain free living 
E. histolytica, diagnosed chiefly by the presence of ingested 
red blood cells. 

Out of the total acute cases of dysentery examined in the 
laboratory, 14 5 per cent, proved to be amoebic. Of these, 
19 were diagnosed bacteriologically and microscopically to 
be mixed infections—that is, both amoebic and bacillary. 
Nine more cases were diagnosed as a double infection on 
clinical grounds, making a total of 28 mixed cases. I 
think it very probable that several cases of mixed infection 
were missed during the acute attacks of bacillary dysentery, 
especially when the amoebic infection was slight. 

Only three deaths occurred in which an amoebic infection 
was active. One of these had the complication of enteric 
fever; another had an acute bacillary infection, and one died 
from a perforated amoebic ulcer about 10 inches above the 
anus. Of these deaths, therefore, only one could be attri¬ 
buted to the action of the amoebae alone—that is, the death- 
rate in pure amoebic cases in this hospital during the year 
was approximately 1 per cent, amongst amoebic cases and 
only 0*15 per cent, of the total cases of dysentery. No deaths 
occurred from amoebic abscess of the liver, and only one 
case of amoebic abscess was treated surgically. 

This low death-rate in amoebic dysentery can be attributed 
to two things : (1) That amoebic dysentery is often not very 
virulent; (2) the specific treatment we possess in emetine 
and ipecacuanha. 

During the Gallipoli campaign, before emetine was sent to 
the base and before the drug was administered early, most 
extensive lesions of the large intestines were often seen by 
us in the post-mortem room, which proved in sections of 
the gut to be amoebic. These were often complicated by 
secondary infections, causing destruction of the whole 
mucosa right down to the muscular layer and in many cases 
right down to the peritoneum, and perforations were not 
uncommon. The observations made during the original out¬ 
break of dysentery on the Gallipoli Peninsula prove con¬ 
clusively that amoebic dysentery was an important factor in 
causing many fatal cases, and the necessity of prompt treat¬ 
ment with emetine in all suspected cases was advocated and 
carried out. The death-rate fell in a remarkable manner as 
soon as emetine was introduced into the base hospitals and 
hospital ships. 


The explanation of the various results obtained by treat¬ 
ment is to be found by the study of the pathology of the 
intestine during dysentery. In mixed cases of dysentery — 
that is, both amoebic and bacillary — we * find that the 
bacillary condition causes an acute congestion of the whole 
capillary system of the large intestine, extensive submucous 
haemorrhages occur, and thus the circulation to the gut is 
cut off. In these cases it is quite impossible for any emetine 
injected hypodermically to reach the amoebse buried in the 
submucosa. It is first necessary to cure the bacillary condi¬ 
tion and to restore the circulation in the intestinal mucosa. 
Again, in more chronic cases of active amoebic dysentery— 
that is, in cases persistent for some time with the passage of 
free entamoebae in the stools, we often have a considerable 
amount of fibrous tissue formation, and, consequently, we 
have the amoebae shut off from the circulation. In these 
cases it may be impossible or difficult to reach the amoebae 
either by circulation or by the mouth. We know these 
pathological changes in the intestine exist in varying 
degrees depending upon the acuteness or chronicity of the 
condition. 

Certainly the best results in treating acute amoebic 
dysentery are obtained at the first onset of the acute attack. 
Administer emetine hypodermically and orally and so attack 
the amoebse before they are shut off either from the circula¬ 
tion or the lumen of the gut by fibrous tissue formation or 
damage to the capillary blood-supply. 

If the first course of treatment fails we must, after an 
interval, recommence treatment, and in our experience very 
few cases will fail to respond to the action of emetine when 
given hypodermically and by the mouth. 

Chronic Amoebic Dysentery Diagnosed by the Presence of the 
Cysts of Entamoeba histolytica. 

Out of a total of 1785 cases examined the pathogenic cysts 
of E . histolytica were found by me in 2*4 per cent. Wenyon 
and O’Connor (1916), in Alexandria, found cysts in 3 2 per 
cent, of hospital cases examined, and in 5*3 per cent, of 
healthy British troops in Egypt. 

These observers also found that 13-7 per cent, of native 
prisoners in Hadra were carriers of amoebic dysentery. The 
cysts of E. histolytica are characterised by the presence of 
four nuclei, and, as shown by James, Penfold, Woodcock, 
Wenyon and O’Connor (1917), and Dobell and Jepps (1917), 
they varied much in size. 

Dobell and Jepps give the diameter as varying between 
7 m and 20 m- The paper by Dobell and Jepps is a most useful 
contribution to the diagnosis of the three common intestinal 
entamoebae in man. 

I have found most commonly in my cases here sizes 
between 10 /x and 15 m in diameter. Some of these cases 
give no history of ever having had acute dysentery, and 
many never even complained of diarrhoea. All cases had 
spent several months in Egypt, and several gave distinct 
histories of dysentery and the passage of blood and mucus. 
Others came from Salonika, Mesopotamia, India, or had 
been through the Gallipoli campaign. In the series of 
42 cases received here we find that none had been treated 
with emetine, but several had received injections of serum 
and been treated as acute bacillary dysentery. It seems to 
me quite certain that when a patient is a carrier of the cysts 
of E. histolytica there must be some ulcerative process 
in the gut. Wenyon and O’Connor (1917) are of the same 
opinion. In the post-mortem room during the last two 
years I have noticed the presence of amoebic ulcers of the 
large intestines where no dysentery was suspected, and in 
many of the cases examined by me where the stool was 
found apparently normal and where numerous pathogenic 
cysts were present I have found microscopically Charcot- 
Leyden crystals, a certain indication of the presence of 
broken-down blood corpuscles. We have, as it were, in all 
cases of cyst carriers of the pathogenic entamoebae an occult 
condition of ulceration which does not make itself always 
obvious microscopically. 

A cyst carrier may continue healthy and well for years, 
but nevertheless he is a danger to himself and the com¬ 
munity, especially in badly sanitated areas. 

References .—Dobell and Jepps (1917), B.M.J., May 12th. Thomson, 
J. G. and D. (1916), B.M.J., June 24th. Thomson, D. and J. G. (1916), 
Journ. K.A.M.C.. July. Thomson, J. G. and D. (1916), Journ. R.A.M.O., 
November. Thomson, J. G. and D. (1916), Journ. R.A.M.G., June. 
Wenyon and O’Connor (1916), Journ. H.A.M.C., vol. xxvili., pp. 1,151, 
346. Woodcock and Penfold (1916), B.M.J., March 18th. 
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FRACTURES OF THE FEMUR: 

A PRACTICAL NOTE ON THE CALLIPER AS AN 
INSTRUMENT OP EXTENSION. 

By P. L. WATKIN WILLIAMS, D.S.O., F.R.C.S EniN., 

TEMPORARY CAPTAI5, R.A.M.C. 


The treatment of fractures of the femur has received 
considerable attention of late. A large-number of mechanical 
appliances have been devised, the majority of which may be 
swept aside as ingenious toys, too elaborate and expensive 
for everyday use. Moreover, the best results can be obtained 
with very simple apparatus, properly applied. 

Extension and Immobilisation. 

Extension and immobilisation are fixed principles that 
nobody disputes, but there is considerable difference of 
opinion as to how extension is to be made and maintained, 
and how much immobilisation includes. All methods of 
extension come under two heads: the so-called “fixed" 
extension, and extension by counter-weight. 

The Thomas splint is used in large numbers both in France 
and at home, but in a variety of ways, and many of them 
are certainly not acting on the Thomas principle—which, of 
course, is that the ring is pressed against the ischial 
tuberosity and the leg tied to the other end of the splint as 
forcibly as can be done, this being the true fixed extension. 


Fig. I. 



In many cases shown as examples of this method the bed is 
raised at the foot, the splint tied to a post at end of bed, 
and the ring is found an inch or two away from the pelvis ; 
extension is therefore really being made by the body weight 
pulling away from the fixed limb, practically the Hodgen 
principle. The objection to this method is that the patient 
can ease the pull, if it is uncomfortable, by working himself 
along the bed. 

Another way of using the Thomas splint is to suspend the 
limb in it, using it merely as a cradle and fixing the limb 
extension to an independent post, or making extension by 
pulley and counter-weight, the bed foot being raised in the 
usual way. An objection to this method is that the whole 
limb is used for extension purposes, and therefore the knee 
is kept continuously in one position. 

This brings up the question as to how much immobilisation 
includes. The older text-books lay it down as a rule that 
when possible the joints above and below the fracture should 
be included in the fixation. This practice is still being 
largely adhered to and has the disadvantage that convales¬ 
cence is prolonged by the time necessary to restore mobility 
to the knee-joint. 

I described in The Lancet of Feb. 23rd, 1918, a splint 
which permits of passive movement of the knee-joint while 
maintaining extension of the thigh, practically a Hodgen 
with a second frame for the leg, hinged to the thigh frame 
at the knee level. The same leg-piece can be hinged into a 
Thomas if preferred, and this method has given very satis¬ 
factory results. 

Where possible, then, the mechanical treatment of a 
fractured thigh should include fixation of the thigh with 
freedom of the knee and leg. This leads to a consideration 
of the best way of obtaining a hold of the thigh for purposes 


of fixation and ex¬ 
tension. Essenti¬ 
ally there are but 
two methods: in 
the one the pull 
is taken from the 
limb surface by 
some adhesive 
applied to the 
skin ; in the other 
a direct hold is 
obtained on the 
bone by some 
instrument. 

There can be 
no question that 
the latter is the 
more efficient, 
and comparing 
the number of 
cases I have seen 
of skin infection, 
abscess, deep 
sloughing, and 
occasional 1y 
gangrene follow¬ 
ing the use of 
strapping and 
glue, with the number of cases with sepsis following 
the use of instrumental extension, I have no hesita¬ 
tion at all in saying that the instrument is infinitely 
safer—and if further argument is needed patients who 
have been subjected to both invariably decide against the 
adhesives. * 

Account of Use of Calliper. 

One of the most recent instruments is that devised by 
Major Besley, of the U.S. Army, and called by him the 
“ ice-tongs ” or calliper. For simplicity of application and 
minimum injury to bone it seems superior to other instru¬ 
ments, while giving absolute precision of control over the 
fracture. I have used this instrument for some considerable 
time, and have introduced some modifications which have 
met with Major Besley’s approval, and therefore I hope they 
may be worth describing. 

The development of the Besley calliper from a pair of 
meat skewers to the instrument known by that name is 
shown in the top row of Fig. I. The points are inserted a 
short distance into the condyles of the femur and the pull 
taken from the rings at the other extremity. It is obvious 
that the heavier the pull the more the points would be 
driven into the bone, not infrequently to the extent shown 


Fig. III. 



Fig. II. 



Unnecessary penetration of points of calliper 
before modification. 


Splint and callipers in use, with extension on Hodgen principle. 1 

in Fig. II.—a quite unnecessary injury to the bone; and 
therefore the first modification’was the substitution of a 
screw-joint for the simple rivet (Fig. I. <B. v. c Ci* ± 

Both the calliper and extension cord attached are in'the 
way if free movement of the knee-joint is desired ; the pull 
was therefore shifted to the pins and taken by a rigid metal 
frame long enough to extend beyond the foot, which 
permits of the foot passing up inside it (Fig. III.). The short 
arms with ring ends are therefore unnecessary (Fig. I. B). 
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Fig. IV. 



t Knee-joint distended with paraffin to show available surface for 
callipers. (Specimen and photograph by Major Besley.) 

The body of the calliper can then lie on either the 
thigh or leg, but if moved from one position to the 
other causes pain, which is due to the fact that the 


area to the axis of the joint, which is such that no matter 
what spot is chosen for the insertion of the calliper 
point a lever action is produced, with the knee 
axis as fulcrum, the result being that with a short 
lower fragment a certain and unavoidable amount of 
elevation is produced, apart from the extension. As in 
nearly every case the lower fragment is depressed, this is 
beneficial, but the action will continue indefinitely and pro¬ 
duce hyper-elevation unless checked by the reduction of the 
amount of pull or alteration in its direction. Another 
alternative is to arrange a pull on the leg by strapping or 
foot-piece, and lessen the pull on the thigh, balancing the 
one against the other. This, of course, at once interferes 
with the freedom of the knee. The diagrammatic outlines 
of skiagrams in Fig. VI. are a sample of this frequent over 
correction. 

In order to obviate the necessity for readjustment I have 
devised a calliper with two points on each side instead of 
one (Fig. I. k). Both, of course, are inserted into the bone, 
but at first the pull is taken from one only, that nearest the 
knee; the ordinary lever action operates and the fragment 
is elevated. When alignment is judged correct the screw 
nut is tightened on each side, and then the pull is taken 
from both pins, the lever action is arrested, or—more 
correctly—altered, as the first pin becomes the fulorum, 
and further pull results in maintaining extension only. 
Fig. V. illustrates this perhaps more clearly than words 
can describe it. This last pattern has not been given 



a. Axis of knee-joint, b. First pin. o. Second pin. Pull 
from b, a. being fulcrum, causes extension + elevation. 



b and c being clamped together ▲ ceases to be a fulorum. 
Pull from c through n = extension only. 


Fig. V. 



By elevation of pulling rod In direction d, n becomes 
fulcrum and hyper-elevation is corrected. 


two pins are hardly ever in one straight line, as shown 
in the Fig. I. G; at any other position of width they are, of 
course, at an angle as in the top row figures, and there¬ 
fore, when moved on their axis, cause pressure on 
the bone. To obviate this the hinge-ioint was expanded 
laterally (Fig. I. J), so that at any width the pins are in 
one line. 

Fig. III. shows this instrument in position, with the metal 
extension frame and the modified Hodgen splint, which 
differs from that shown in the previous article in 
The Lancet to the extent that the thigh frame is lengthened 
to correspond to the other, and, for the same reason, to 
allow the foot to pass through to full extension of the knee. 
As shown in the figure, a counter-weight is arranged to balance 
the weight of the leg in such a position that the patient can 
control it and so produce passive movement of the knee at 
will. 

This arrangement is comfortable for the patient and 
permits him a reasonable amount of movement without 
disturbance of the fracture, gives ready access to wounds, 
and can be placed in any degree of abduction required. I 
have heard of callipers remaining in situ for seven and eight 
weeks, but in my experience three to five weeks is sufficient 
in the average case. After that time, when some active 
movement is not only permissible but desirable, a simple 
weight extension attached to foot or leg, with no splint at 
all, is the best arrangement, the patient being taught to put 
the different muscles into action against the pull of the 
weight. 

Fractures of Loner Third of Femur. 

There is one other point of interest in the use of the 
calliper, which was not apparent when it was originally 
devised, and that is the treatment of lower third fractures. 
The method of application is simplicity itself, the only 
point of importance being avoidance of the synovial 
membrane. 

Fig. IV. is a photograph of a specimen prepared by Major 
Besley to show the area of bone available and its relation 
to the joint; and Fig. V. shows the relation of the available 


suffioient trial to warrant its being offered as more than 
a suggestion. 

The single-point sliding-joint calliper with metal extension 
frame is made by Messrs. Down Bros, and has been accepted by 
_ the War Office, 

^ IO * ' 1- and made for 

1 - a —- me, so presum¬ 

ably it can be 
obtained in the 
usual way by 
others who may 
wish to use it. 
I am greatly in¬ 
debted to Major 
Munro, R.E., 
and to Captain 
Hill, R.E., for 
their skill and 
interest in the 
making of these 
appliances and 
other surgical 
requisites, and 
particularly so 
considering the 
limited appara¬ 
tus and labour 
at their disposal 
in France. My 
acknowledg- 
ments and 
thanks are due 
to Major Besley for allowing me to sketch his instruments 
and to publish this description of them and for accepting so 
cordially the small modifications I have suggested. 




1. Original displacement. 2. Extension + hyper- 
elevation. 3. Corrected alignment. 
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TRANSFUSION OF BLOOD IN WAR 
SURGERY: 

SOME INDICATIONS AND RESULTS, AND DESCRIPTION 
OF NEW MODIFIED DIRECT METHOD. 

By S. R. HARRISON, M.R.C.8. Eng., L.R.C.P. Lond., 

MAJOR, C.A.M.C. ; OFFICER IN CHARGE, SURGERY, NO.-CANADIAN 

GENERAL HOSPITAL, SHORNCLIFFE. 


The indications for transfusion of blood in war surgery 
are : (1) anaemia, caused by ( a ) loss of blood, ( b ) prolonged 
sepsis ; (2) retarded healing of wounds, including compound 
fractures. 

• Antemia. 

Severe loss of blood may occur at the time a soldier is 
wounded or within a day or two afterwards, and then due 
to the return of blood pressure removing blood clot, &c. 
Transfusion of these primary haemorrhage cases is beneficial 
immediately and permanently, so long as the blood of the 
donor is suitable and the “ wound ” shock not too great. 
Some transfusion enthusiasts claim a great deal for it in 
surgical shock ; still, when we consider what we know of 
the pathology of shock, we must not expect too much of 
transfused blood in these cases. Often the accompanying 
manipulation and exposure of these cases do more harm than 
the transfusion does good, if any, unless the anaemia is 
extreme. 

Haemorrhage may occur after sepsis is well established in 
a wound, usually six to eight days after receipt of wound, 
or after an amputation for sepsis. These cases were very 
common at the “ Base ” in the early part of the war, and are 
liable to occur even now. These men cannot stand the loss 
of blood, not even a few ounces. Transfusion, either after 
they have had a secondary haemorrhage or before severe 
operations, such as amputation, has been instrumental in 
saving many lives. It replaces the blood that has been, or 
is going to be, lost, and I am sure prevents “shock” in 
some degree. Also it often makes a necessary operation 
possible in an otherwise hopeless case. 

Prolonged sepsis. — There is another large class of case in 
which transfusion is becoming more popular every day, and 
that is in prolonged sepsis. In nearly all cases of severe 
septic wounds there comes a time when the patient’s resist¬ 
ance becomes exhausted. His wounds have an “indolent” 
appearance, and healing is slow or absent; he has loss 
of appetite, and has no “kick” left in him. These cases 
are always profoundly anaemic. The coagulability of the 
blood is diminished, there is oedema of the back and legs, 
and often pus in the urine. 

There are many types of this picture I have tried to 
describe, from the case of a slowly healing stump to the 
case of pyaemia. From my own observation over many 
months I find that they are all improved by a suitable trans¬ 
fusion, the severe cases temporarily, the mild cases 
permanently. Until lately transfusion has only been used 
in almost hopeless cases, or rather not employed until they 
were almost hopeless. I believe that the injected blood is 
directly stimulating to the tissues, so that I advise it to be 
used early in the case, before the body has lost its power of 
reaction. 

There are now being recorded many cases of “prolonged 
sepsis ” which clinically appear to be septicaemic, and which 
become well either with or without transfusion. My own 
observation goes to show that all these cases improve by 
transfusion so long as the donor’s blood is properly examined 
in conjunction with that of the recipient. It is therefore 
probable that the donor’s blood contains antibodies which 
may affect the life of the micro-organism probably present 
in the recipient’s blood. It is conceivable that this process 
might be carried out more effectively by a preliminary 
vaccination of the donor with autogenous vaccine prepared 
from the recipient, if the organism can be recovered and the 
septicaemic recipient does not succumb in the interval 
necessary for such antibodies to be produced in the donor. 

In primary haemorrhage the most satisfactory amount of 
blood to use appears to be from 750 to 800 c.cm. given at 
one transfusion. In septic cases smaller amounts are 
indicated, 300 to 500 c.cm. repeated in 7 to 10 days, using 
a fresh donor each time. Donors under the age of 25 seem 
to stand the withdrawal of blood very well, and after a few 
hours feel quite fit again. 


Retarded Healing of Wounds. 

“ Indolent ” wowids .—These so-called “indolent” wounds 
have usually large raw surfaces, with no, or very anaemic, 
granulations upon them, and they show no sign of healing, 
the skin edges often being blue and lustreless. In the early 
part of the case there has been much discharge, and there 
has of necessity been a heavy drain upon the patient’s fluid 
blood. There is no reaction in the wound. There may be no 
increase of temperature, but as a rule the pulse-rate is still 
rather high. Stimulating dressings do no good ; some, such 
as saline, often cause troublesome haemorrhagic oozing, 
which has a deleterious effect upon the patient. Non-healing 
stumps may be mentioned as one of the most common 
types in this category. Repeated blood transfusion of, say, 
400 c.cm. at ten-day intervals, is most beneficial. 

Compound fractures .—The same remarks as have been 
made about “indolent” wounds are applicable to septic 
compound fractures, especially those of the femur. There is 
no doubt that in long-standing cases, where the suppurative 
process continues in a “watery” manner and there is 
persistent non-union and no attempt on the part of the 
patient to react to the infection or throw out new bone, 
repeated small transfusions increase the production of osteo¬ 
blasts and alter the appearance of fragments under the 
X ray which previously may have been considered “ dead.” 

Bed sores .—Although it is not nice to mention bed-sores in 
the best regulated institutions, they undoubtedly occur, and 
their treatment is a bugbear to both young and old members 
of the profession, to doctors and nurses alike. I find that 
transfusion, although it may have been done for some other 
condition in the soldier patient, is invariably most beneficial 
to a concurrent bed-sore. The appearance of a bed-sore often 
alters the prognosis very materially. 

Results. 

Until lately it has been difficult to dogmatise on the 
results of transfusion in war surgery. It has been used for 
so many purposes, some quite unsuitable, as in cases which 
were hopeless from the beginning; also, in numberless 
“shock” cases, so that it has deserved its reputation 
among the people who say that “it is something to do” 
and leave it at that. 

Good results .—In primary haemorrhage, with suitable con¬ 
ditions and suitable blood, it is always beneficial. In 

secondary haemorrhage 
and sepsis transfusion 
causes increase in volume 
and constituents of the 
blood ; increase of coagu¬ 
lability of blood, which 
often stops the capillary 
oozing so frequently 
found in septic cases ; 
increased healing, appe¬ 
tite, and bien etre of 
patient ; lowering of 
pulse-rate and tempera¬ 
ture ; loss of oedema and 
albuminuria. 

Untoward.—II the trans¬ 
fusion is not carried out 
with “technique de 
rigueur,”and an efficient 
agglutination test has not 
been carried out, certain 


Scheme of Apparatus for Modified 
Direct Transfusion. Drawn to 
one-half scale. 


alarming or even fatal results may take place. Immediate : 
haemolysis, agglutination, possibly causing sudden death ; 
cyanosis, with feeble pulse, possibly caused by giving too large 
a volume of blood when the heart muscle is degenerated from 
sepsis. Later : sweating, rigors, pyrexia, apparently found 
more frequently after giving citrated blood ; haematuria. 

Modified Direct Method. 

The rationale of this method is to convey blood from an 
artery of the donor to a vein of the recipient and allow the 
operator to observe the flow, so that he knows immediately 
if the flow should cease or if any clotting is taking place. 
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The apparatus is very simply “ home made.*’ It consists 
of a Y-tube (see figure), two limbs of which are shortened, 
and two glass caunulro. These cannula* are connected to 
the short limbs of the Y-tube by sterilised rubber tubing 
(R c) ; the third limb is connected (l) with a reservoir of 
saline 0 8 per cent, or sodium citrate 3 8 per cent, by tubing 
about 5 feet long, which has a clip on it. All rubber con¬ 
nexions are conveniently tied with silk. The length of the 
instrument—that is, the distance the blood must flow through 
the tube, is about 6 inches. The diameters are: of tip of 
artery cannula (a) 1 mm. internal and 2 mm. external; of 
vein cannula ( v) 2 mm. internal and 3 mm. external; of 
Y tube cannula 6 mm. 

The Y*tube and cannulao are waxed after sterilisation and 
joined up in position with rubber tubing which has been 
duly sterilised. The long limb of the Y-tube is now 
connected to the reservoir of sodium citrate solution and 
the apparatus is ready for use. 

7 he operation is as follows:— 

The donor’s left radial artery is usually taken (unless he is 
left-handed), the distance between arterv and the selected 
vein in recipient is roughly measured off with instrument, 
and the two arms secured in position with adhesive. Two 
operators are necessary : one to prepare the artery and one 
to prepare the vein. 

The skin over the proposed wound is sterilised with 1-20 
carbolic, which also acts as an anaesthetic. The radial artery 
li inches above wrist is dissected out through an inch 
incision, tied off distally with fine silk, a second loop of 
which is passed under the artery and used later to tie in the 
cannula. The artery is now opened with a Graefe’s knife 
from above downwards and outwards, leaving a V-shaped 
tongue. Pressure in the meantime is applied above the 
wound to prevent loss of blood. 

The vein is prepared in the same way. The clip on the 
tubing leading to the reservoir is now opened, and the 
apparatus filled with citrate. The artery cannula is now 
tied into artery and blood allowed to flow until it reaches 
the tip of vein cannula, when pressure is again applied to 
artery. The vein cannula is then tied into vein and all 

ressure taken off artery. The blood can now easily be seen 

owing through the Y-tube at the junction of the short and 
long limbs where the clean solution of citrate comes in contact 
with the blood (j in figure). This can be more easily demon¬ 
strated by occasionally opening the clip on the* tube to 
reservoir, which is suspended about 3 feet above the 
patient, when the clear solution is seen passing quickly into 
the vein cannula. This is even more pronounced if pressure 
is applied to the artery. 

At the termination of the operation the cannulae are with¬ 
drawn after pressure has been applied above each wound, 
both vessels ligated, and skin sutured. 

I have not seen any untoward results from tying off the 
radial artery, although some members of the profession 
appear to consider the procedure unjustifiable. The 
anastomosis round the wrist has never been embarrassed in 
my experience. Care must be taken not to cut branches of 
the radial nerve. I made a rough calculation as to the 
amount of blood which passes through the apparatus by 
running the blood from the radial into a dish containing 
citrate, the mixture being subsequently transfused. In six 
men, with average arteries and blood pressure, the amount 
worked out at 750 c.cm. of blood in five minutes. 

Although the method is quick and requires little apparatus 
and I have never known clotting to take place, yet I do not 
consider it has many advantages over some of the indirect 
methods for general use. 

Conclusion. 

Since the early part of 1916, when I first used this 
method, there has been such an extensive literature upon 
blood transfusion in war surgery that it is unnecessary to 
touch upon the relative advantages of the various methods 
advocated. I consider that transfusion has a large field of 
usefulness in war surgery ; that whenever possible “whole” 
blood should be used, as all the constituents of the blood 
are necessary, especially in septic and septicaemic cases ; 
that a preliminary agglutination test should always be 
carried out, except when the groups of donor and recipient 
are known; and that the “Dakin container” indirect 
method is the most simple and efficient method for general 
use, as the apparatus is easily made or obtainable, the 
required amount of blood can be given at one filling, and 
little assistance is required, also whole warm, unadulterated 
blood, with little chance of infection, is quickly transferred 
from one patient to another. Of course, the method selected 
must necessarily vary according to circumstances of location 
and available apparatus. 

Reference.— O. H. Robertson. Captain, M.O.B.C., U.S.A., British 
Medical Journal, June 22nd, 1918. 


ABNORMAL CONDITIONS OF ENAMEL IN 
CASES OF MALNUTRITION. 

By J. LAWSON DICK, M.D. Edin., F.R.C.S. Eng., 

ASSISTANT SCHOOL MEDICAL OFFICER, LONDON COUNTY COUNCIL. 


Apart from caries there are many abnormalities to be 
found in the enamel of the teeth in cases of malnutrition. 
If 100 good-class children are compared with 100 poorly- 
fed, ill-nourished children, even a casual inspection will 
show that the teeth of the poorly-fed children are much 
more defective than those of the better-fed ones. 

The study of defects in the enamel is a matter of much 
interest and importance, for there is, as it were, a permanent 
record in many cases of the state of 'the child’s nutrition at 
various periods of life. The calcification of the enamel 
begins about the fifth month of intra-uterine life, and the 
following diagrams give the rate of progress of calcification 
at various periods for both the temporary and the permanent 
sets. 




Fio. 2 . 

It is extremely rare to find the cutting edge of the incisors 
and canines of the milk teeth with imperfect enamel, and it 
will be seen that this enamel is laid down or calcified during 
the last four months of intra-uterine life. On the other 
hand, it is quite common to find the enamel of the cutting 
edge of the same teeth of the permanent set markedly 
defective. This enamel is laid down in the first year of 
extra-uterine life. In other words, in almost all cases 
during intra-uterine life the calcification of the enamel 
proceeds normally, but immediately after birth factors step 
in which interfere with the proper growth of the enamel, 
producing defects which are permanent and which are likely 
to weaken the defences of the teeth and to lead to decay. 
The agents which determine the tendency to decay are those 
which affect the soft enamel organ in the earliest history of 
the tooth and not those which affect the enamel after the 
tooth has been erupted. 

Results of Investigation. 

403 children of 11 years of age and over were taken from 
the ordinary London County Council schools, but of these 
281 were children in schools where the nutrition was 
distinctly below the average. No attempt was made to 
select children of poor nutrition beyond that they belonged 
to a poor school and lived under slum conditions in the 
East-End of London in a poor and overcrowded neighbour¬ 
hood. As a control 122 children were taken from good- 
class schools in North London, where the social conditions 
were fairly good and where the general state of nutrition 
was good. The following were the figures :— 

(A) 403 children. (B) 281 where nutrition was decidedly poor. 

(C) 122 children of good nutrition. 

(A) (B) (C) 

Enamel normal ... 273 cases = 67’5% ... 167 = 60% ... 106 = 87% 
,. defective... 130 „ =325% ... 114 = 40% ... 16 = 13% 

Carious conditions have not been dealt with in these 
figures. The conditions of the enamel met with in these 
cases may be summarised as follows :— 

1. Typical hypoplasia .—As already noted, 1 in these cases 
the enamel of the teeth is markedly defective, so that the 


* The Teeth in Rickets, Proceelings Royal Soc. Medicine, 1916, 
ix., 83-89. 





























The Lancet.] 


LIEUT G. B0U8F1ELD : ANGINA PECTORIS. 


TOct. 5,1918 457 


dentine is bnt thinly and unequally covered. The cutting 
edges may present sharp points, giving a very characteristic 
appearance. The defect usually extends from the cutting 
edge, and may, in severe cases, involve the whole crown. 
The teeth affected are the central and lateral incisors, the 
tips of the canines, and the crowns of the first molars of the 
permanent dentition. Usually the depth of the defect is 
greater in the enamel of the central incisors than of the 
lateral incisors, and the enamel as a rule affected is the 
enamel laid down in the first two years of the child’s life. 
This condition is almost pathognomonic of rickets. 

2. Honeycombed teeth.— This condition is much the same 
as the first, except that the deficiency in the enamel leads 
to the formation of small depressed pits scattered over the 
surface of the teeth, giving a very characteristic appearance. 

3. Horizontal bands of thickened enamel and transverse 
grooves in the enamel , indicating acute illnesses of a more 
or less prolonged nature. Short acute illnesses seem less 
likely to produce this condition than prolonged debilitating 
conditions such as measles, especially when followed by 
whooDing-cough. 

4. Chalky appearance of the enamel , varying from white 
patches or transverse bands on the surface of the enamel 
to a general opacity affecting its whole surface. This is a 
very well-marked defect, ana the contrast which this con¬ 
dition gives with the clear semi-transparency of healthy 
enamel is one of the chief things that strike the observer in 
the teeth of poorly nourished children. As will be seen, it 
is the commonest defect found in malnutrition. 

5. Brown lines of Retzius or brown staining of the enamel 
is a common and well-marked defect found in cases of 
malnutrition. This defect may be found as a brown line 
running as a rule across the incisors, and it may be the 
canines or it may be a brown patch of varying size and 
intensity of colouring, though it is usually a rusty brown. 
Very commonly it is associated with marked opacity of the 
enamel, and it seems to indicate a somewhat severe degree 

-of disturbance of the nutrition. 

Placing the frequency of occurrence in the poor-class and 
the better-class children side by side, the following is the 
result given in percentages:— 


In 281 poor-class In 122 good-class 
children. children. 

Opaque chalky enamel . 28’5% . 9% 

Brown line of Retzius . 130 V . lease. 

Hypoplasia . ... 85/. . 5% 

Honeycombed teeth. 2*5% . 0 


As already shown, out of 281 poor ohildren, 114, or 40 per 
cent., had defective enamel, as compared with 13 per cent, 
amongst the better-class children. Taking the 114 cases 
with defective enamel among the poorer-class children 
there was found— 

Chalky enamel. 80 = 70V I Typical hypoplasia ... 24 = 21% 

Brown lines of Retzius 38 = 33% j Honeycombed teeth... 7=6% 

It is of great importance to note the teeth most commonly 
affected. In the cnildren where the enamel was opaque and 
chalky the teeth were affected in the following order of 
frequency. 

Central incisors. 78% I Premolars . 20% 

Lateral incisors. 55% First molars . 10^ 

Canines . 30% | Second molars . 5 

These figures are accurate except in the case of the first and second 
molars. The first molars were frequently badly decayed or the tooth 
had been extracted. The second molars in many of these cases had not 
yet been erupted. 

In 38 cases when the teeth showed the brown lines of 

Retzius— 

Cent ral incisors affected in 36=95 % I Canines affected in 5=13% 
Lateral ,, „ 11=29% | First molars, 1 case. 

It is important to note that in hypoplasia and in cases 
where the chalky patches and the brown lines of Retzius 
were found the teeth which suffered chiefly were, first, the 
central incisors ; secondly, the lateral incisors ; and, thirdly, 
the canines in this order of frequency. Reference to the 
diagram will show that the calcification of the enamel 
of the crowns of these teeth goes on during the first two 
years of the child’s life. So that these defects are due to 
errors of nutrition affecting the child at this early period 
when the rate of growth, and notably that of the brain, is 
relatively enormous. Rickety conditions are especially 
operative at this period. Hypoplasia, as we have seen, 
affects the incisors, canines, and first molars. Much more 
rarely the premolars and the second molars are affected by 
hypoplastic changes. White patches in the enamel, one of 
the commonest signs of malnutrition, are, however, fairly 
oommonly found in the premolars and second molars, which 
must be due to conditions operating on the child between 
the second and the sixth year. 


ANGINA PECTORIS: 

CHANGES IN ELECTROCARDIOGRAM DURING PAROXYSM. 
By GUY BOUSFIELD, M.B., B.S. Lond., 

LIEUTENANT, R.A.F. 


The accompanying curves were taken from a patient who 
had aortic disease. There was an old history of syphilis, 
scarlet fever, and several attacks of rheumatism. The 
typical diastolic murmur and water-hammer pulse were 
present. 

As I was about to photograph the first lead the patient 
had an attack of angina pectoris, to seizures of which he had 

Fig. 1. 



been subject. Having hastily sent for amyl nitrite capsules, 
I felt justified in proceeding with the cardiogram until the 
remedy arrived. Under these conditions Plate 1 was taken. 
Plate 2 was obtained from the same patient when the attack 
had completely subsided. 

Fig. 2. 



Curves in Plate 1 are quite typical of those obtained in 
severe cases of aortic disease, showing marked delay in the 
transmission of the nervous impulse through the right branch 
of the auriculo-ventricular bundle. It is quite clear, 
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however, that some factor other than the aortic lesion was con¬ 
cerned in the production of this delay ; this is shown by the 
fact that when the anginal attack had subsided no delay in 
the nervous transmission occurred. (See Plate 2.) 

Severe aortic disease is known to be associated with high 
intraventricular pressure. One of the theories of the causa¬ 
tion of angina is that the attack is due to vaso-motor spasm, 
and the resulting increase of peripheral resistance raises the 
general blood pressure, and consequently the intra¬ 
ventricular pressure. The above curve would appear to 
confirm this in a measure, for the patient was not thoroughly 
“at home” in the cardiograph room, and fear of the un¬ 
known was probably sufficient to produce the rise of blood 
pressure which precipitated the attack. Clearly, as the 
second plate shows, the aortic lesion alone was not 
responsible for the delay in the bundle, for here, when the 
seizure had passed, the nervous disturbance also vanished. 

But there is another feature of the records which is 
interesting and difficult of explanation. The T wave is 
always erect in lead 2 of a cardiogram from a healthy 
individual. Here, during an attack of angina pectoris which 
might have proved fatal, wave T was erect. Compare lead 2 
of Plate 2. The dangerous attack had now subsided, yet the 
T wave has become inverted. Whatever caused the attack 
was, therefore, also affecting the musculature at the base of 
the aorta or the path by which the stimulating wave was 
propagated. 

It appears that the rise of intraventricular pressure was 
sufficient during the attack to produce distress and con¬ 
sequent delay in the right branch of the auriculo- ventricular 
bundle. All three leads in Plate 1 demonstrate this delay 
excellently. Again, the disturbance was sufficient to cause a 
profound effect on the musculature at the aortic base, to the 
extent of producing inversion of the wave T due to its 
contraction. 

The patient was under the care of Dr. C. R. Box in 
St. Thomas’s Hospital, and I am indebted to him for 
permission to publish the photographs which I obtained. 


Cliitkal Soles: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


DISTANTLY AUDIBLE HEART SOUNDS. 
By W. Gordon, M.D. Cantab., F.R.C.P. Lond., 

PHYSICIAN, ROYAL DEVON AND EXETER HOSPITAL. 


By “distantly audible heart sounds” I mean heart sounds 
audible at a distance from the chest wall without a stetho¬ 
scope, and, for practical purposes, I would define the distance 
as greater than the length of the straight wooden stetho¬ 
scope—i.e., about 7 inches. Such sounds are doubtless 
familiar to all of us, but they seem to deserve more study 
than has yet been devoted to them. 

Distantly audible first sound in Chaves's disease. —In 
Graves’s disease a distantly audible first sound is common, 
much commoner, I think, than in any other condition. So 
often have I met with it that now, when I notice it, I look 
for other indications of hyperthyroidism. Graves related a 
case in which the heart sounds were audible 4 feet from 
the chest. In one of the cases described below the first 
sound was audible 5 feet from the chest. Such a distance 
is probably rare. 

Change of posture and distantly audible heart sounds .— 
Distantly audible heart sounds may be remarkably affected 
by change of posture. The following illustrate this :— 

Mrs. A., aged 31, a typical case of Graves’s disease, with a pulse of 120, 
and a cardiac dullness reaching 6 Inches leftwards from the mid-sternal 
line in the erect position (corresponding with the limit of the h.a.b.), 
had a very pronounced first sound as well as a slight systolic murmur. 
In the erect posture the first sound was audible without a stethoscope 
19 inches from the chest wall; in the recumbent posture It was audible 
S feet from the chest wall. The difference was not due to exertion 
during change of posture, because the change was quietly made, 
and when the erect position was resumed the distance of audibility 
again decreased. My friend Dr. J. Raglan Thomas confirmed these 
measurements. 

Mr. B., aged 28, with a heart dullness almost normal in area in the 
erect position, a short presystollc apical murmur and a basal aortic 
diastolic, had a very marked apical first sound. This first sound was 


audible without a stethoscope 14 inches from the chest wall in the 
erect position. In the recumbent position it oould be heard 30 inches 
from the chest wall. 

These changes in distantly audible heart sounds, so 
obvious and with limits of audibility so easily measured, 
furnish a valuable (because incontestable) addition to what 
has been so repeatedly reported in respect of the influence of 
bodily posture on cardiac physical signs. They furnish 
further proof, if such be needed, of the contention that no 
description of cardiac physical signs is scientifically accurate 
which omits a statement of the bodily posture at the time of 
observation. Heart sounds are rather out of fashion just 
now and, a little while ago, the shade of Laennec might 
have been excused for some discouragement. However, as 
aortic regurgitation and mitral stenosis have happily been 
rediscovered, it may be worth while continuing to describe 
heart sounds. 

It is good to notice that descriptions of cardiac conditions 
are beginning to appear in which the posture of observation 
is stated. Perhaps the observers, like Laennec and Graves, 
have used the more accurate straight wooden stethoscope. 


A CASE OF PROLONGED ARTIFICIAL FEEDING. 
By J. Batty Tuke, M.D., F.R.C.P. Edin., 

NEW SAUQHTON HALL, POLTON, MIDLOTHIAN. 


The following case of artificial feeding is interesting on 
account of the duration of treatment. 

A woman, aged 57, single, waa admitted on August 24th, 1908. 
History: For live years has been suffering from delusions of a religious 
nature and hallucinations of hearing— e.g., imagines that she is the 
Bride of Christ, and gets direct messages from Him, telling her to 
perform certain actions which she is bound to obey. In consequence 
of one of these messages she set fire to the house she was living 
in before being brought here. Up till August 29th, 1909, she 
took her food fairly well, though somewhat erratically, one day 
taking nothing but solids, the next nothing but fluids; on this 
day, however, she received a message from Christ commanding her 
not to take food or drink of any kind, and up to present date 
(September, 1918) not even a drop of water has voluntarily passed 
her lips. For the past nine years she has been fed regularly three 
times a day by the mouth with a feeding-tube, being perfectly 
quiescent during the operation. When the artificial feeding was first 
commenced she weighed 6st.; this rose In two months to 6 at. 7 lb., 
and since then it has never varied more than a pound or two up or 
down. Her bodily health is, and always has been, absolutely good; 
she has never had a day’s illness, has been out regularly, and employs 
her time in the house reading, writing, and doing useful and fancy 
sewing. 

To all appearances the patient may, if she has not 
already done so, create a record for the duration of 
continuous artificial feeding. 


A CASE OF ACUTE ASCENDING PARALYSIS. 

By W. Waddell, M.B., Ch.B. Edin. 


In the following case the past history was unimportant, 
with the exception of an attack of measles at the age of 
nine. 

The patient was a woman, aged 28. At 3 p.m., on April 18th, she 
began to feel pains in the back and head and tingling in both legs. 
When seen at 8 p.m. on the same day there was definite weakness in 
both legs; the left leg, the patient stated, became weak first. The 
power of standing was Tost. Knee-jerks were absent. The patient was 
perspiring freely. The following morning, at 10 a.m., there was 
complete paralysis of both legs, with relaxation of the muscles. At 
3 p.m. on the 19th there was paralysis of the muscles of the pelvis, loins, 
abdomen, and weakness in the muscles of the thorax and those of 
right forearm and hand. There was tenderness of muscles, a firm 
touch could bo perceived anywhere, but perception of painful impres¬ 
sions and of heat and cold was delayed. Cutaneous reflex action was 
lost. There was no wasting of muscles, and the electrical reactions 
were unimpaired. Temperature 98 2° F. Pulse 78. 

There was mental dullness, and later in the day absolute paralysis of 
the muscles of the thorax, both arms, and diaphragm ; the neck muscles 
had also begun to suffer. Speech became Indistinot, and the patient 
soon passed into a state of stupor and died at 5 a.m. on the 20th. 

The muscles, nerves, and spinal cord appeared on naked- 
eye examination to be free from disease. There were 
degenerative changes in the cells of the anterior cornua, 
with slight vascular engorgement. 

Umtata, Cape Province, South Africa. 


The Devon County Council have arranged for 
the provision of a home for mentally defective boys at 
Exmouth. 

The Council of Bristol University is offering to 
the general public during the coming winter free courses of 
instruction in English literature, chemistry, and geology. 
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Thyroid and Thymus. By Andre Crotti, M.D., F.A.O.S., 

LL.D. With 96 illustrations and 33 plates in colours. 

Philadelphia and New York: Lea and Febiger. 1918. 

Pp. 567. Price $10. 

To the publishers of this large work we offer our con¬ 
gratulations. The book is a beautiful specimen of the typo¬ 
graphic art, the paper and binding are of the best, and the 
execution and reproduction of the coloured illustrations, 
which are numerous, call for special praise. It is, indeed, 
an edition de luxe, and few authors have had the good 
fortune to have their writings presented to the reading 
public in such an attractive way. The author states that the 
work is the result of 17 years’ experience in the field of 
goitre pathology in Switzerland and the United States, and 
expresses his indebtedness to Professor Henry Stilling, of 
Lausanne, to whom he owes much encouragement and self- 
confidence, and to Professor Theodor Kocher, who has given 
him inspiration and example. He also states that, in 
addition to personal experience in the study of the thyroid 
and thymus glands, he has gathered all that he considers of 
value from the enormous amount of French, Italian, German, 
and English literature on the subject, and that he has 
endeavoured in his recital of sources and authorities to give 
credit where credit is due. 

From the title-page we learn that the author was formerly 
professor of clinical surgery and associate professor of 
anatomy at Ohio State University College of Medicine, and 
surgeon to Grant and Children’s Hospitals, Columbus, 
Ohio. We may conclude that his personal experience lias 
been more surgical than medical, and that what he has to 
say about the surgical aspect of diseases of the thyroid and 
thymus will be the more valuable part of the book. About 
one-fifth of the book is devoted to the consideration of 
operative methods and technique, and most of the illustra¬ 
tions and coloured plates are connected with this part of the 
subject. Indeed, the medical part of the book, although 
occupying four-fifths of its pages, appears to have been 
written chiefly to lead up to the subject of surgical treatment. 
It is difficult to understand what the author means when he 
says that he has endeavoured in his recital of names and 
authorities to give credit where credit is due. The book, 
indeed, bristles with names, but references to published 
writings are conspicuous by their absence. The absence of 
references, of a bibliography, and of an index of names is 
one of the greatest defects of the book. When an author is 
quoted no clue is given as to the work from which the 
quotation is made. What is worse, we find whole passages 
literally translated from Professor Ewald’s well-known mono¬ 
graph incorporated in the text without any acknowledgment 
at all. When names are given they are not always correct ; 
thus, we find Perry for Parry, Madden for Hadden, 
Hutchinson for Hutchison, Schbefer for Schafer, Buscham 
for Buschan, Fomeris for Forneris, &c. 

The introductory chapters on anatomy, physiology, and 
biological chemistry of the thyroid and pathology of thyroid 
tumours are, on the whole, adequate. It is incorrectly 
stated, however, that “normally the human thyroid gland 
contains 1 to 9 grams of thyreoglobulin,” corresponding to 

5 to 45 mg. of iodine. The actual amount is from 2 to 8 mg. 

“Everyone knows,” says the author, “Halstead’s classical 
experiment: If a portion of the thyroid is removed, the 
remaining portion of the gland reacts by secondary hyper¬ 
trophy.” In a treatise published in 1918, the fact should 
have been mentioned that in 1914 Halstead published a 
paper entitled “ Reconsideration of the Question of Experi¬ 
mental Hypertrophy of the Thyroid Gland,” stating that his 
former experiments had been fallacious. Hunnicott in the 
same year published a paper demonstrating the absence of 
hyperplasia of the remainder of the thyroid in dogs after 
piecemeal removal of this gland. In spite of this the 
author, not only here but elsewhere in the book, refers 
to Halstead’s old experiment, as if it were still an accepted 
fact and draws conclusions from it on that supposition. 

The chapter on inflammations of the thyroid is an interesting 
one. We may remark that it was at the commencement of 
the nineteenth century, not in the eighteenth as the author 
states, that descriptions of thyroiditis were first given by 

Carron, Walther, and others. In the description of woody 
thyroiditis we notice a good many unnecessary repetitions, 
and there is a tendency to repetition throughout the book. 

Here we read : “ It was Riedel who in 1896 first described a 
form of thyroiditis which he called 4 eisenharte strumitis ’ or 

1 iron-hard strumitis.’ ” “On account of the extremely hard 
consistence of the 'tumour Riedel called it eisenharte 
strumitis.’” “This form of thyroiditis called by Riedel 
* eisenharte strumitis’ or iron-hard strumitis.” “The tumour 
is absolutely hard like iron or wood, hence its name.” The 
term does not call for such insistence. 

The so-called parasitic thyroiditis of Chagas is described. 

In this disease the enlargement of the thyroid does not 
appear to be the main part of the illness. We think its 
relation to chronic goitre to be very doubtful. A naive 
remark is made regarding hydatid cyst of the thyroid : 

“ Clinically the diagnosis of hydatid cyst is seldom made, 
as the only symptom pathognomonic of its presence— 
namely, the 1 hydatid fremitus,’ has never been perceived.” 

The author has given a good account of the anatomico- 
pathological relations of goitre to the surrounding structures. 

Chapter VI. and the succeeding chapters on the various 
forms of goitre and their clinical symptoms are well written ; 
in this section of the book the author is at his best. Here we 
come across a curious remark: 44 A great many goitres in 
their early stage give to the neck a soft roundness called 

4 swan-neck.*” The subject of myxcedema is started in the 
middle of a chapter on the clinical aspect of malignant 
goitres, and is continued along with that of cretinism in the 
three following chapters. Whether the author has himself 
seen little or nothing of myxoedema and cretinism we are 
unable to say, but he gives what seems to us a very poor 
and inadequate description of these most interesting 
diseases. Although there are 96 illustrations in the book 
there is not a typical picture given either of myxoedema or 
cretinism. True, there is an illustration on p. 199 labelled 
“ Spontaneous adult hypothyroidism,” but it shows nothing 
in the least characteristic of myxoedema, and might be more 
appropriately labelled 44 Portrait of a lady.” The illustration 
on p. 204 labelled 41 Spontaneous infantile hypothyroidism,” 
as far as we can see, shows nothing but obesity. The 
author is sometimes unconsciously humorous, as when 
he says: “The hands and feet are thick and clumsy; 
the fingers have the shape of small round sausages ; hence 
the name 4 spade hands’of Gull.” A chapter on thyroid 
insufficiency serves to illustrate the danger of seeing the 
condition in almost every person. The author gives as 
symptoms in children lack of appetite and constipation, 
but admits subsequently that it would be an error to claim 
that every constipation is due to thyroid insufficiency! 

There is next a long and interesting chapter on the etiology 
of endemic goitre and cretinism, which is supplied by the 
author’s wife. The antiquated and third-hand information, 
however, regarding the prevalence of goitre in America on 
p. 225 is not what one expects to find in an up-to-date 
treatise published in the United States. In the chapter on the 
medical treatment of goitre it is stated that Coindet first used 
iodine in 1829. Coindet’s work appeared in 1820 and he 
began the use of iodine in 1819. The author says: “We 
may say that the medical treatment of simple goitre 
is contained in this one word iodin.” These are exactly 
the words of Ewald: “Die medikamentose Behandlung 
der Struma liisst sich in ein Wort zusammenfassen : Jod.” 

The thyroid treatment of myxcedema is an interesting 
chapter in the history of therapeutics, but all the author 
has to say about its evolution is that “after a long period 
of experiments and trials it is now universally admitted that 
the ingestion method is the easiest and most effective treat¬ 
ment in thyroid insufficiency.” 

The section of the book dealing with the medical 
aspect of exophthalmic goitre occupies 127 pages, but 
although so much space is covered there is no account 
given of the morbid anatomy of the disease except as 
it affects the thyroid. The relation of enlargement 
of the thymus to the disease, however, is mentioned 
on p. 392. The description of the symptoms of this 
extremely interesting disease shows little evidence of 
personal clinical knowledge on the part of the author. With 
regard to tremor, the author says: “According to Sattler, 
who went over the literature of the subject very care¬ 
fully, tremor is present in 9 per cent, of all the cases 
of Basedow’s disease.” No comment is made on this 
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strange statement, although it has teen already stated 
that tremor is one of the cardinal features of the disease. 
In the account of the nervous and mental symptoms we 
read: “They may enter into the most paroxystic fits of 
rage ; some live in a state of perpetual anger. They quarrel 
with their most intimate friends. Their love for their own 
relatives becomes less and less. A gfreat number of these 
patients are divorced or separated women, and some of them 
are simply abandoned by their husbands.” Further on we 
read: “Not so infrequently the exophthalmic goitre will 
terminate by an acute delirium. It takes several nurses to 
hold him in bed. He talks incoherently about his occupa¬ 
tion or profession. If he is a farmer he may be talking 
about pitching hay ; if he is a lawyer about defending 
a suit ; and if a housekeeper about some feature of house¬ 
keeping.” We have never heard even of cases like these, 
and we are informed by probably the best known specialist 
in this country that, as far as he knew, none of his patients 
suffering from exophthalmic goitre had been divorced or 
separated. 

There is a chapter on “the etiology of Graves 
disease,” the conclusion of which is that “Graves 
disease is a form of toxic thyroiditis,” and then we come 
to the important question of treatment and whether 
it is to be medical or surgical. Into this question 
Professor Crotti enters at some length. He is all for opera¬ 
tion. The two points for consideration, it seems to us, are : 
(1) Is it safe, and (2) does it cure. We ourselves are coming to 
the conclusion that operations can be safely done under local 
anaesthesia and expert surgical technique. We find that 
patients are benefited in various degrees, but that the degree 
of benefit obtained depends on the amount of gland left 
being just enough and not too much. The long lists of 
cures which are again and again put forward by some surgeons 
are of little value. Only time will show how far patients are 
capable of being cured by operation. 

The remainder of the book is concerned mainly with 
surgical technique. Professor Crotti favours resection in 
preference to excision or enucleation, and calls it the 
method of choice. He seems to think that excision, 
the complete removal of one lobe, has been more or less 
abandoned as exposing too easily to injury the inferior laryn¬ 
geal nerves and parathyroids, and that for the same reason 
enucleation or intracapsular excision should be discarded. 
The author seems to us to have too great a fear of the 
consequences of damaging the parathyroids. He says 
gravely: “Not very long ago saw one of our foremost 
surgeons, when performing this intracapsular excision, come 
in contact with a parathyroid, crush it with a hemostat, and 
become aware of it only when his attention was called to it 
by one of his assistants.” The sequel of this catastrophe is 
not mentioned, and we should be indeed surprised if any¬ 
thing untoward happened. With regard to ligature of the 
thyroid arteries as a method of treatment of Graves’s disease, 
we should have thought most surgeons had by this time 
realised its futility. It had its vogue, but its vogue is passed. 
If an operation is done at all, it should be removal of 
thyroid tissue. Time is simply wasted by performing ligature 
operations. As for sympathectomy, that is surely only of 
historical interest in relation to diseases of the thyroid. 
The author advocates, and we think rightly, the use of local 
anaesthesia in operating on cases of thyrotoxic goitres, but 
we do not think the cause of local anaesthesia will be 
forwarded by his reference to “the yells, cries, and some¬ 
times the insults which the patient pours out on the surgeon 
who is endeavouring to do his best,” which, he adds, “are 
very trying to the nervous system of the operator. ” Professor 
Crotti’s experiences have been peculiar, and we can only 
conclude that local anaesthesia has been very imperfectly 
carried out in such cases. This conclusion is confirmed 
when we read the description of the author’s method 
for producing local anaesthesia. He advises the use of a 
2 c.cm. syringe with a fine needle for injection! The chapter 
on local anaesthesia is strangely behind present-day technique. 
It usually requires about 200 c.cm. of solution to produce 
adequate local anaesthesia in a thyroid operation. How 
with a 2 c.cm. syringe to introduce this amount of fluid 
subcutaneously may be left to the reader’s imagination. 

The last chapters of the book deal with the thymus 
gland, and only occupy 23 pages out of 558. There is not, 
indeed, a great deal to be said about thymus diseases, and 
what is said is sufficient as regards present-day knowledge. 


There is one remarkable statement made on p. 555 to which 
we must draw attention. The author there says that during 
the past few years he has been removing the thymus in 
every goitre case that has come his way. In every case, he 
says, as soon as thyroidectomy is terminated he systematic¬ 
ally explores the mediastinum, and whenever thymus Is 
found it is removed ! We should like to have learnt more 
about these operations and their results. How many such 
operations have been performed and how much thymus is 
removed ! 

The book is written in a breezy style, but some of the 
expressions used by the author sound strange to the English 
reader, such as “ the disease evoluates ” ; “ paroxystic fits ” ; 
“ a fright will not feaze this one ” ; “ the baby will refuse to 
nurse ”; “a gangue.” The index at the end of the book is 
inadequate. In spite of imperfections the book is of con¬ 
siderable value, and if revised and supplemented by refer¬ 
ences and bibliography, as we hope it may be in a second 
edition, its value would be much enhanced. It is with this 
idea in view that we give space for so detailed a review. 


Clinical Gynaecology. By James C. Wood, A.M., M.D.. 

F A.C.S. Philadelphia: Boericke and Tafel. 1917. 

Pp. xxxviii.-236. Price 82.00. 

This monograph is based upon a series of clinical lectures 
delivered by Dr. Wood to the students of the Cleveland-Pulte 
Medical College, and deals with the application of homoeo¬ 
pathic principles to gynaecological practice. The plea is set 
out for a better understanding of Hahnemann’s system in 
the hope that it may be found to bridge the chasm between 
the regular, homceopathic and eclectic schools of medical 
thought in America. Quaint claims are made by the author : 
for instance, Hahnemann is hailed as the forerunner of 
Pasteur, of Basedow, and of Jung. Widal’s agglutination 
test is called to witness to the efficacy of baptisia as a specific 
for enteric, and Wright’s opsonins to support the place of 
sulphur as a specific for Staphylococcus aureus infections and 
of phosphorus for tuberculous disease. The book regarded as 
a treatise on clinical gynaecology is generously catholic in its 
outlook ; barely 8 of the 15 chapters are devoted to purely 
gynaecological topics, and in these Dr. Wood does not hesitate 
to describe such conditions in the male as acute intestinal 
obstruction, pyloric stenosis, and a visceroptotic stomach. 
The remaining chapters are devoted to gastric ulcer, gastro¬ 
intestinal auto-intoxication, and mucous entero-colitis ; reflex 
and toxic epilepsy ; and exophthalmic goitre. It is recorded 
that a patient in the acute stage of the last-named ailment 
underwent the following operations: curettage, freeing 
of adhesions of the clitoris, dilatation of the rectum 
and removal of rectal papillae, ovariotomy, and, finally, 
ventro-suspension. Dr. Wood bases this surgical therapy 
upon the hypothesis of exophthalmic goitre as a “reflex 
neurosis,” and remarks, “we live in an age of multiple 
operations. ” 

Dr. Wood has much to say which is interesting, but the 
light-hearted way in which he dilates the uterus and rectum 
and performs small and large operations in the genital 
sphere for almost all the cases he describes will, we fear, 
create very erroneous impressions in the minds of his 
students. As a text-book his work has no claim to serious 
consideration. 


Modern Methods in the Diagnosis and Treatment oj Phthisis , 
with Special Reference to Tuberculin. By James T. 
Macmanus, M.B., B.Ch.N.U.I. London: John Bale, 
Sons, and Danielsson. 1918. Pp. 64. Price 2 s. 6d. 

Within the limit which he has assigned himself Dr, 
Macmanus has put together a very readable account of the 
methods at present in use for the diagnosis of tuberculous 
disease of the lung, drawing largely on the work of others, 
but stating their results fairly and adding comments 
from his own experience. This part of his book may 
be read with profit by all engaged in special work. 
Modern methods of treatment for the author begin and 
end with tuberculin, and here again the author states 
temperately his own experience and that of others. But 
since hygienic treatment is dismissed in a sentence, 
the expectation raised by the title is not fully satisfied. 
The reader will find tiresome the mis-spelling of many 
proper names. 
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Preventive Measures against Lice- 
borne Diseases. 

In an instructive lecture at the Royal Society of 
Medicine on the Prevention and Arrest of Lice- 
borne Diseases, which was published recently 
in The Lancet, 1 Colonel W. Hunter referred in 
some detail to facts and figures which he had 
obtained regarding the epidemics of typhus and 
relapsing fever which ravaged Serbia in the early 
part of 1915. No part of the lecture will be read 
with greater interest than that in which the rapid 
decline of those formidable outbreaks is described, 
and associated with the introduction on a large and 
systematic scale of simple measures for the destruc¬ 
tion of lice, together with the prevention of move¬ 
ments of troops which would lead to their re¬ 
infection from the civil population. With the 
success which attended these measures the British 
medical mission sent out under Colonel Hunter’s 
direction must always be gratefully associated. 
It was particularly to the credit of the mission 
that its energies were not dissipated in mere 
local palliative measures, but were concentrated 
on enforcing the recognition and general applica¬ 
tion of first principles of prevention, such as 
Colonel Hunter has emphasised. It is well to 
recall these epidemics at the present time, as they 
illustrated in a most forceful and disastrous fashion 
the danger to important military operations which 
may result from the uncontrolled spread of typhus 
and relapsing fever, particularly when the troops 
exposed to infection are mixed with a civil popula¬ 
tion suffering from destitution and malnutrition, 
thus affording the most favourable soil for the • 
dissemination of these diseases. At the present 
stage of the war, when we consider the conditions 
reported from Russia, from the Balkans, and even 
in parts of the Central Empires themselves, and 
remember that the winter has yet to come, recur¬ 
rences of typhus or relapsing fever on the Serbian 
scale seem far from improbable, and they may well 
occur in circumstances which bring the Allied 
forces into the closest contact with the infection. 

The almost negligible extent to which British 
forces have so far been affected by these diseases, 
at any period of the war and on any front, is as 
remarkable as it has been satisfactory, and may be 
attributed to a collection of causes. It has seldom 
happened that our fighting forces have been 
operating in areas stricken with epidemic typhus. 
Individual cases or groups of cases, when they 
occurred, have been very effectively dealt with by 
isolation, segregation of contacts, and thorough 
local louse destruction—or disinfestation, if we 
adopt the word which is now often used to dis¬ 
tinguish those measures of disinfection which are 
sufficient for destroying parasites. The infection 
of these diseases has thus not been allowed the 

i The Lancet, Sept. 14th (p. 347) and Sept. 21st (p. 377). 


chance of spreading far afield, although the forces 
concerned may have included large numbers of 
soldiers infested by lice. As the experience of 
trench fever has shown how extensively lice-borne 
disease can be spread, even with the precautions 
taken on the Western front, it might be argued that 
the escape of the British forces can be attributed 
solely to the measures taken to prevent access of 
the specific infections. This, however, is unlikely, 
and other contributory factors must be remembered. 
The great epidemics of typhus and relapsing fever 
have frequently been closely associated with famine, 
and the view has often been expressed that a well- 
fed British soldier has normally a high degree of 
natural immunity against these diseases. This 
view deserves consideration, though there is some 
evidence in a contrary sense; for example, the 
heavy incidence of typhus on the attendants in 
Russian prisoners’ camps in 1915. 2 The effect of the 
great efforts which have been made to keep down 
lousiness in the Army as a whole has, however, un¬ 
questionably been one of the main causes of safety. 
The record of all the British Armies in this matter, 
including particularly those on the West, has been 
one of steady improvement and progress, to which 
the unsparing labours of all ranks of the specialist 
sanitary service, as well as of experts at home, have 
notably contributed. 

All kinds of devices are now used in combating 
lousiness, including the method of disinfecting 
clothing, blankets, and kits with current steam, on 
the proved efficacy of which Colonel Hunter lays 
so much stress, both in regard to clothing in bulk, 
as treated in Egypt by the railway disinfecting 
vans, and clothing in small lots, as dealt with in 
Serbia by the barrel disinfector. Other effective 
methods are provided by special huts and dug- 
outs into which circulating hot air is introduced, 
while the experience of many shows how much 
can be done with no other materials than a 
hot iron, petrol, soap, and a wire brush. The 
nature and details of these different methods are 
now well known, at least in the Army, where they 
are described in various official circulars, and 
demonstrated to all officers going through courses 
of sanitary instruction. In louse destruction it 
is well always to keep in mind that the difficulties 
do not lie in the destruction of lice and their 
eggs, which can be accomplished with relative 
ease and needs no higher temperature than 
55° C., but with the organisation of the methods of 
cleansing and disinfestation. The latter must be 
applied at the same time to all the group of men 
concerned and all their belongings, their re- 
infestation must be prevented, and the process 
must be systematically repeated. These require¬ 
ments, simple as they appear, are most difficult to 
fulfil in actual conditions of a campaign, and the 
medical officer who is to secure their fulfilment 
should keep in mind the enthusiasm and persist¬ 
ence which Colonel Hunter and his fellow workers 
infused into the methods which they pressed in the 
Eastern areas in the earlier years of the war, 
and which were so largely responsible for their 

success. _ _ ___ 

* Cf. The Lancet, April 24th, 1915, p. 887. 
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The Conditions of the Royal Air 
Force Medical Service. 

The conditions of the Royal Air Force Medical 
Service, which were published in The Lancet, 
will have been read with satisfaction by the 
medical profession, for they represent an improve¬ 
ment from the scientific point of view upon 
any terms which have hitherto been offered to the 
medical profession when engaged on naval, military, 
civil, or administrative work. These conditions 
doubtless were not arrived at without consider¬ 
able effort, and those who bore the brunt of the 
struggle deserve the thanks of their profes¬ 
sional brethren. They have made it possible for 
the Royal Air Force to possess a medical service 
which should be an effective safeguard against 
many of the dangers inherent in aviation, whether 
as an athletic achievement or a fighting activity, 
and they have done this by securing free play in 
greater measure to scientific ideals. 

The partition of the medical work of the Royal Air 
Force into two main branches, one having the care 
of the effective personnel and the other of the non- 
effective, makes proper room for the allocation of 
the medical officers to occupations for which they 
are fitted. The care of the effective personnel 
will be undertaken by officers whose work has 
lain on the hygienic and preventive side of medicine, 
while it is here also that the psychologist will have his 
fruitful field of activity, for the selection of the flying 
officer takes into consideration much more than the 
physiological attributes of the candidate, as Captain 
T. S. Rippon and the late Lieutenant E. G. Manuel 
showed in their report to our columns. 1 For while it 
is absolutely necessary that there should be no doubt 
whatever concerning the respiratory and circu¬ 
latory systems of the flying officer, and while his 
special senses, particularly the visual reflex, play an 
important part in his success, the flying tempera¬ 
ment will be an asset of incommensurable value, 
and one whose ascertainment will fall to a great 
extent upon the officers of the Royal Air Force 
Medical Service working in the division of the 
effective personnel. It may be that this tempera¬ 
ment cannot be detected with certainty until after 
selection and trial, but it must be looked for. The 
care of the non-effective personnel is the second 
great division of the work of the Royal Air Force 
Medical Service. This curative side provides room 
in the service for experts in the surgical treatment 
of the eye, throat, nose, ear, and plastic surgery, 
for neurologists, and practitioners in every province 
of remedial therapeutics. It is, we trust, the 
intention of the authorities to place each of these 
main divisions of the Royal Air Force Medical 
Service under a director having administrative 
control of his division and direct access to the 
Director-General of the Force—for this is how, 
we hope, the Medical Administrator will be styled, 
in consonance with the title employed in the 
sister services. 

Special attention may well be called to the fact 
that throughout the service a second principle 

* The Laxcet, Sept. 28th, p. 411. 


prevails, almost equally important for scientific 
efficiency with the principle of fitting the employed 
with suitable employment—and that is promotion 
by merit. The third general condition of medical 
service in the Royal Air Force runs:— 

Subject to the exigencies of the Service, a medical officer 
will be selected for, and eventually allocated to, work in the 
subdivision for which his ability best suits him. Since, 
however, the success of any special work in the Air Force 
will depend upon a sound knowledge of the conditions of life 
of the effective personnel, medical officers will not be ear 
marked for one of the special subdivisions of the Medical 
Service until selected for the higher or Grade A pay, vide 
Appendix II. 

And the fifteenth general condition runs:— 

Promotion to ranks above that of Captain in the R.A.F. 
Medical Service will be by selection to fill vacancies in the 
establishment. 

Medical men should realise that the officers in the 
service will, in accordance with these paragraphs, 
be entrusted with subdivisions of medicine or 
surgery where they have shown special knowledge, 
while the system of charge-pay in vogue in the 
medical services of the Navy and Army has been 
replaced in the medical service of the Royal Air 
Force by a system of special merit pay. When an 
officer has shown specially good work he is rewarded 
by selection for Grade A pay, and he will draw this 
pay for a probationary year, and then, being con¬ 
firmed in Grade A, will continue to draw it, however 
employed, until he obtains promotion to a higher 
rank. Then he has to make good again, and by the 
recurring incentives the powers of concentration 
are developed and energies regularly stimulated. 


Filling up the Ranks. 

The winter session opened on Tuesday last at 
the hospital medical schools in London, although 
only at a few did the exigencies of war permit of 
the usual formal address and celebration. Speaking 
at the Middlesex Hospital Dr. C. H. Browning dwelt 
upon the great future of medicine as an applied 
science. At King’s College Sir Watson Cheyne 
emphasised the complementary aspect of the human 
element in medical practice. There is, in truth, 
room for minds of many bents among those who 
take the oath of Hippocrates. Returns of the new 
entries at the medical schools have not yet all come 
in, but enough to show what is probably a record 
number for the year which has begun. Many of 
the classes for ancillary studies at University 
College have more than doubled in size, and Miss 
Aldrich-Blake welcomed a hundred new women 
students at the London School of Medicine for 
Women. It is little wonder that the present moment 
should attract both men and women into the healing 
profession. However soon the war may be over, 
the problem of the restoration of the disabled com¬ 
batant is already sufficient to occupy the best 
medical hands and brains for at least twenty years 
ahead, while the record of service in the field for 
the fourth year of war, which we print on another 
page, contains an inspiring account of self-sacrificing 
effort in many lands. Honours have been con¬ 
ferred upon many of the survivors, but the ranks 
have been sadly depleted, one large school alone 
recording nearly a hundred past students killed in 
action since the beginning of the war. Large as 
the entry of students may be, it will not be more 
than sufficient to fill up the ranks. 
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A MODEL HEALTH CENTRE. 

At the meeting of medical men at Steinway Hall 
on Oct. 1st, which we report in another column, 
Dr. Addison, Minister of Reconstruction, said that 
the general scheme for the unification of public 
health activities is now being considered by the 
War Cabinet. Here he gave his medical audience 
no further hint as to the tenour of the impending 
Ministry of Health Bill, although at the Pharma¬ 
ceutical Society on the following day he spoke of 
the growth of a series of specialist and technical 
services around medicine and pharmacy which may 
before long present different problems, both of 
training and personnel. Sir Bertrand Dawson has 
now reprinted 1 his Cavendish lectures, and the 
pamphlet will serve a useful purpose in concen¬ 
trating attention on what must be the essential 
parts of any scheme hoping to introduce harmony 
into the medical services of the country. At 
the same time Sir Bertrand Dawson goes into 
interesting detail in describing a model health 
centre, its arrangement and purpose, giving a 
large scale plan elaborated by Major Biddulph- 
Pinchard, R.A.F. This plan, of which we repro¬ 
duce here the key, represents a health centre 


| concern of the medical profession. The details 
are as follows:— 



serving a town of about 30,000 inhabitants, dra\\n 
from an imaginary aeroplane 300 feet above the 
ground. The distance from the edge of the town 
to the entrance of the health centre is supposed to 
be about a quarter of a mile. The plan embodies 
the conception that the furtherance as well as the 
restoration of health needs provision by the health 
authorities, and that both are the responsible 

of the Medical Profession. 


i The Nation’s Welfare: the Future 
Cassell and Co., Ltd. Price Bd. 


Clinic A provides accomodation for ten doctors, with 
waiting rooms, an examination and operating room, radio- 
graphic institute, laboratory, dispensary, rooms for keeping 
records of cases, and a oommon room where the doctors 
could meet in friendly consultation. Behind this curative 
clinic are the preventive clinics, B and C. Here would be 
located services for maternity care, infant welfare, school 
hygiene, dentistry, and any others which the special needs 
ox the town might require. Behind this is a diamond-shaped 
hutted hospital, D, with two annexes. The wards vary in 
size and are allotted to different purposes; the verandahs 
attached to them make provision for open air treatment. 
One of the annexes provides accommodation for an operating 
theatre with its subsidiary equipment. E is allotted to 
hydrotherapy and F to massage, passive exercises, and 
electrical treatments. G is a fully equipped gymnasium 
for physical culture and for developmental and remedial 
exercises. 

All the buildings are to be constructed on the 
hutted plan, Sir Bertrand Dawson holding that 
the progress of knowledge and the changing 
needs of the community make it important to 
avoid the permanency of bricks and mortar. A 
playing ground forms an important part of the 
author’s scheme. Here exercises and games 
designed to secure physical fitness and beauty 
and to remedy defects would be directed by skilled 
instructors. Here, too, he would provide for our 
national games under conditions of true sportsman¬ 
ship and detached from undesirable overgrowths. 
The playing grounds are not to be places in which 
to loll about in idleness, but rather for. pleasurable 
and ordered occupation, where body and mind are 
taught to work together in the happiness of con¬ 
centrated effort. In cities Sir Bertrand Dawson 
would place the clinics alone in convenient numbers 
within the town, removing hospital and its adjacent 
services with the playing grounds to the outskirts. 
He would discard the practice of building complete 
hospitals within towns. His scheme, which before 
the war would have appeared merely visionary, is 
certainly capable of practical realisation if it com¬ 
mends itself generally to the medical profession. 

| THE MIGRATION OF METALLIC BODIES IN THE 
CIRCULATORY CURRENT. 

A number of cases have now been recorded 
of migration of projectiles in the circulatory 
current. Bullets have been carried from the 
left side of the heart into the aorta and 
then lodged in a large artery, such as the 
axillary or femoral, arresting the circulation and 
producing gangrene of the limb. In the venous 
system the problem of migration is not so simple; 
the projectile may migrate either with or against 
the blood current. A case has been recorded m 
which a bullet entered the right ventricle and 
gained the origin of the iliac vein, and one in 
which a shrapnel bullet, first situated in the right 
auricle, was found an hour later in the triangle of 
Scarpa, the patient having raised himself ; and 
then, after a few minutes in the dorsal decubitus 
position, it was found on a level with the 
sacro-iliac synchondrosis. Usually, however, the 
migration is in the direction of the blood 
current. Thus, in a wounded soldier radiologic 
examination showed a projectile first in the 
iliac region, then in the right auricle. At a meeting 
of the Academie de Medecine of Pans, M. Oh. 
Achard and M. Leon Binet reported a number of 
experiments which they had made on the migration 
of metallic bodies in the circulation of dogs. 
Grains of lead introduced into large arteries rapidly 
gained the periphery, even when the limb was 
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elevated and the movement therefore opposed by 
gravity. In veins, on the other hand, gravity 
exercised an important influence. Four grains of 
lead and four of rice were introduced separately 
into the femoral vein of a dog in the horizontal 
position and driven onwards by an injection of 
saline solution. When the animal was killed 
15 minutes later the grains of rice were found in 
the right lung and the grains of lead in the abdo¬ 
men, engaged in the termination of the hepatic 
vein. Into the left femoral vein of a dog lying on 
a table inclined at an angle of 35° with the head 
above. 2 grains of rice and 2 of lead were intro¬ 
duced. One grain of rice was found in the right 
lung and the other in the right heart; the 2 grains 
of lead were found in the pelvic veins on the left 
side of the bladder. Thus in the veins light foreign 
bodies are carried with the current and against 
gravity, heavy bodies the reverse. But there are 
other factors in migration—the volume, form, and 
contour of the body. The optimum condition for 
movement is realised by a smooth sphere, which 
reduces friction to a minimum. On the other hand, 
a rough surface resists movement. The moral is 
that the position of a foreign body should be verified 
at the time of operation and the patient placed in a 
position in which gravity opposes further movement. 


SKIN DISEASES PRODUCED BY LUBRICANTS. 

We have received from the Department of 
Scientific and Industrial Research a copy of a 
Memorandum on “ Cutting Lubricants and Cooling 
Liquids and on Skin Diseases Produced by 
Lubricants.’' It is explained that cutting lubricants 
and cooling liquids are oils or emulsions used in 
connexion with the cutting of metal. In selecting 
the correct grade of cutting lubricants it would 
appear to be necessary to consider several 
important factors, such as (1) cutting speed and 
depth of cut; (2) the material under manufac¬ 
ture ; (3) the system of application of the lubricant 
or emulsion; and (4) the production of skin 
diseases. Particulars as to the suitability of 
various oils and emulsions and their adaptability 
on the various metal materials used are given 
under the first three heads and are of technical 
importance. Passing over these, we deal with 
the medical aspects of this occupation. Generally 
speaking, it appears from the description given by 
Dr. J. C. Bridge, Inspector of Factories, Home Office, 
that oil rashes are of two kinds—the first is due to 
plugging of the small glands at the root of the hairs 
on the arms and legs of the workers, the second to 
mechanical injury to the skin produced by metallic 
particles suspended in the cutting lubricant. In 
the first case, if many hairs are affected the arm or 
leg presents an appearance of a crop of raised red 
spots (papules) with a black spot as a centre, or if 
the inflammation has gone as far as suppuration 
(abscess formation) a yellow head. In the second 
case minute particles suspended in the cutting 
lubricant may produce injury to the skin. This 
occurs chiefly on the hands, where two skin surfaces 
are rubbed together, as, for example, between the 
fingers. Injury to the skin may also be produced 
on any part of the hands and arms by wiping 
with a cloth or rag while the hands or arms are 
coated with a film of fluid in which metallic 
particles are suspended. A septic infection may 
result. Simple precautionary measures are sug¬ 
gested, such as a free use of hot water, soap, and the 
scrubbing brush, and dusting the arms before com¬ 


mencing work with a powder containing equal 
parts of starch and zinc oxide. Constant removal 
of metal particles is necessary to avoid injury to 
the skin. The oils should not contain free fatty 
acid. In the case of cutting oils which get thinner 
on heating the metal particles will sink completely 
out. The addition of disinfectants or antiseptics 
to the oils does not appear to give satisfactory 
results, although a previous heating of the oil not 
only sterilises it but increases its antiseptic and 
germicidal action. As to treatment, the simple 
application of a mild antiseptic gives good results. 
It is curious that certain individuals appear to be 
particularly susceptible to the action of lubricants, 
and are therefore best kept from contact with the 
oil. _ 


IMPRISONMENT FOR MILK ADULTERATION. 

At Folkestone recently a dairyman named Percy 
Jell was sentenced to undergo two terms of three 
months’ imprisonment with hard labour for 
adulterating milk. A pint of milk sold by him to 
an inspector had been found to contain 43 per cent, 
of added water, and two days after this sale took 
place he had been seen pouring half a gallon of 
yellowish water into a two-gallon can which was 
then filled with milk from a churn. The yellow 
colour referred to was, no doubt, used in order to 
give to the compound sold the tint which the 
general public associate with richness in milk, and 
to avoid the bluish tint which at one time earned 
for milk in the metropolis the name of “London 
blue.” It is to be presumed that the two terms of 
imprisonment awarded will have to be served con¬ 
secutively and not concurrently, and no one will 
deny that he has been over punished. He would 
have richly deserved his sentences if the offences 
described had stood alone. It was, however, 
stated that during the current year Jell had 
paid fines amounting to more than £100 in 
respect of convictions for adulterating milk. 
He must have been able, therefore, to conduct 
a fairly prosperous trade in watered milk in 
spite of the fact that his dishonest propensities 
were well known to the authorities. To this it 
may be added that on leaving prison there is 
nothing, so far as we are aware, to prevent Jell from 
again carrying on business as a .milk-dealer, which 
suggests that the issue of licences to dairymen as 
they are issued to hackney carriage drivers might 
be a practicable way of protecting the food of the 
people. Forfeiture of a licence with severe penalties 
for obtaining one without being entitled to it, or for 
selling milk as a business if not duly licensed, would 
be a more effective penalty than an inadequate fine 
or even than hard labour. 


The Harveian Oration will be delivered by 
Dr. Percy Kidd, at the Royal College of Physicians 
of London, on Friday, Oct. 18th, at 4 p.m. 


A valued collaborator in our editorial work over 
a range of not less than 50 years, Mr. Robert 
Brudenell Carter, consulting ophthalmic surgeon 
to St. George’s Hospital, London, has this week 
attained his ninetieth birthday. 


We regret to announce the death of Dr. Alfred 
Hume Griffith, the value of whose work as superin¬ 
tendent of the Epileptic Colony at Lingfield has 
earned wide recognition. 
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MEDICAL MEN IN PARLIAMENT. 

A meeting of the medical profession was held in 
Steinway Hall, London, on Oct. 1st, having for its object 
the securing of a more adequate representation of the 
medical profession in Parliament. The meeting was 
summoned informally and was well attended, all parts of 
Steinway Hall being crowded. 

Sir Henry Morris, who presided, opened the proceedings 
by emphasising the fact that after the war the medical 
profession would share in the great changes that would 
occur in all society. The organisers of the meeting, he said, 
had no desire to oppose any union, association, or committee, 
working along similar lines, and no intention of impeding 
any individual doctor who wished to become a Member of 
Parliament. The real object of the meeting, if the medical 
voice was considered to be needful in Parliament, was the 
choice of an executive upon whom the onus would be put of 
selecting suitable members of the medical profession who 
were willing to stand as Parliamentary candidates. Regarding 
this country as having originated all the great discoveries in 
public health and sanitation, he said that it was an anomaly 
that the medical profession should have no more influential 
voice in the legislature than at present it possessed. 
The idea of those responsible for the meeting was to elect 
an executive committee, independently of any section or 
fund, such committee to seek out and select suitable members 
of the profession who would be willing to stand for Parlia¬ 
ment and to see that such men were representative of the 
profession as a whole. It would be important to have the 
candidates in readiness. The subjects on which such 
Members could give valuable help were very numerous, but 
he directed special attention to medical research and educa¬ 
tion and the application of scientific knowledge to the better¬ 
ment of the community. Research must receive State aid ; 
it could no longer be self-supporting if it was to be adequate. 
He asked whether the House of Commons as at present con¬ 
stituted could be regarded as an assembly to decide such 
questions as he had referred to, composed chiefly, as it was, 
of lawyers, landlords, mine-owners, ship-owners, and suc¬ 
cessful business men, with only a few educationists. As 
an instance, there were the questions as to whether, and if so 
how, laboratories might be bound up with the Univer¬ 
sities, medical schools, special and general hospitals, or 
health insurance committees, and questions as to the 
scientific investigations, regular and special, which were 
undertaken from time to time on the authority of the 
various Government Departments or Royal Commissions. It 
was high time that the profession should take steps to show its 
importance to the State and to the public through the voice 
of competent and reliable members of the profession. 
A candidate for this representation should possess learning, 
knowledge, humanity, and probity ; he ought also to be 
acquainted with some form of official life, and be able to 
express his views clearly and forcibly in public. In addition 
he should possess expert knowledge, so that he could apply 
his knowledge of medicine and surgery to the various 
problems connected with the public health and medical 
education. He should impress people with the fact that 
while defending his profession he intended to act strictly for 
the public good. They did not want men who would hug 
delusions as if they were principles, or fads as if they were 
ideals, or who would take part in political intrigues under the 
impression that they were democratic reforms. Numerically 
the medical profession was very weak for electioneering 
purposes. Members of the profession were unlike those 
of the Labour Party, who could present overwhelming 
numbers in any constituency so as to make their 
election secure; nor were they like lawyers, to whom 
speaking at political meetings was a good training for 
their profession. Medical men were feeble folk, coneys 
who made their houses in the rock of private practice ; 
they were the confidants and friends of private families, 
who were likely to mistrust a doctor who concerned himself 
with the matters of communal welfare. Hitherto the pro¬ 
fession had had no political standing in this country, and 
that state of things could not last. There should be means 
of getting the best brains of the profession without 
electioneering, such as by direct representation, as in the 
case of the Universities, or through the various medical 
corporations. 

Dr. Christopher Addison, Minister of Reconstruction, 
then moved the first resolution in the following terms :— 

That In the interest of the national health it is essential that the 
considered views of the medical profession should be voiced by 
representative medical men In the House of Commons. 

He said that after the war, with the upheavals, displace¬ 
ments, reactions, and burdens of loss and debt, there must 
be a vital need that the best service should be supplied to 
the State by all persons, or civilisation would be in jeopardy. 

A brief consideration of the facts of our national and social 
life would, he thought, reveal a wealth of opportunity for 
advice, direction, and help from all medical men of the 
right type and training in matters affecting the health of 
the people, such as the conditions of labour, the methods 
of production, and the processes of invention and research; 
in all these classes of public affairs men possessing medical 
knowledge should be invaluable. Pointing out that no 
medical man could be a politician in respect of disease, he 
did not consider that this meant that, as a citizen, he should 
not take the keenest interest in political affairs, and he 
reminded the audience that a medical man in Parliament 
would be there as a representative of his con¬ 
stituency, that is of the people, and not as a medical 
man. In Parliament any Member who tried to promote 
the best public interest could, he assured them, safely place 
professional interests second in his mind and escape the 
depressing career of the professional axe-grinder. Premising 
that the House of Commons “is a most tolerant and kindly 
place, putting sincerity and earnestness of purpose, if 
coupled with common sense, in the forefront of its regard,” 
he said that medical help would be more and more required 
in the counsels of the nation, while he held that the claims 
for representation in Parliament by medical men were 
supported by medical activities during the war, as shown 
by the combating of new and vile methods of warfare intro¬ 
duced by the Germans, the rapid improvement in the 
methods of surgery, the developments for the training and 
employment of the wounded, and the institution of scientific 
research in manifold directions. Especially he called 
attention to the great success of medicine in the pre¬ 
ventive field, whereby, for example, typhoid fever had been 
nearly abolished, a fever which, in a war of hideous 
magnitude lasting for so long a period, might well have 
cost the country a million lives. Quoting the Prime Minister, 
he said we could not run an A1 Class nation on a C3 

Class population, which was only to insist that all questions 
affecting the home, workshop, school, personal habits, food, 
air, and exercise require the profound attention of Parliament, 
and therefore the help of medical men. He alluded to the 
report of the Health of Munition Workers Committee, a 
body set up by Mr. Lloyd George and himself when they 
were collaborators at the Ministry of Munitions, and showed 
that as far as it went this report contained valuable guidance. 

In February, 1914, to a company of medical men, he had 
referred to these things, and pointed out that as a first step 
it was necessary to bring together the assortment of different 
departmental responsibilities in health matters and to secure 
that the thinking out and development of a systematic health 
policy commensurate with the most urgent national needs 
should be made the duty and responsibility of a definite 
body of men, until when the country would be the victim of 
sporadic, disjointed, and often conflicting effort. Throughout 
the progress of the war, he said, it had become more and 
more apparent that delay was dangerous, so that during 

1917, at the request of Mr. Montagu and the late Lord 

Rhondda, whose clear mind in this as in other things at once 
gripped essentials, he had presided over a small com¬ 
mittee which presented a report on what was regarded as the 
absolute minimum of such a scheme—a scheme for a Health 

Ministry. During the past few months as Minister of 

Rconstruction he had discussed details with representative 
bodies of different kinds, including representatives of a 
joint committee provided by the Colleges of Surgeons and 

Physicians and the Society of Medical Officers of Health, as 
well as with a committee of the British Medical Association. 

Now, he informed his hearers, the proposals had been 
examined as a whole and with great care by the Home 

Affairs Committee, and had been passed by them to the War 

Cabinet for consideration. The Ministry of Health would 
not itself be a health service. It would be its duty to secure 
the development and administration throughout the country 
of adequate health services. He concluded by pointing out 
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that the C 3 Class, and all implied by that term, could not be 
dealt with as matters of water-supply, drainage, prevention 
of infective disease, or adulteration of food, and that the 
medical profession had a great duty and an unexampled 
opportunity before it. The claims of the community for the 
considered experience and help of medical men were, he 
said, manifest. 

Dr. Arthur Latham, in seconding the motion, asked 
whether medical men realised that they were the trustees of 
the national health, and that no one could take their place. 
If they were prepared to accept the responsibilities and 
duties of that proud office, they must be prepared to learn 
from the mistakes of the past. In the past the profession 
had not made its voice heard because it had no political 
power, and the latter was lacking because the profession was 
not united. It was especially important that the knowledge 
and experience of the general practitioner should be 
represented. 

Mr. E. B. Turner emphasised the resolution from his 
large experience in addressing meetings throughout the 
country in regard to venereal disease. 

Sir W. Watson Chkyne remarked that there would not be 
enough medical men in the House to impress it by numbers; 
it must be by exactly informed judicial utterances. Above 
all was it necessary that there should not be divided 
counsels, as any good effect would thereby be destroyed. 
He hoped that there would be a little medical gathering of 
Members of Parliament and that they would agree on lines 
of policy in matters which concerned the profession. 

Colonel Kynaston spoke of his work in the Army 
Medical Service and the great need there was for enlighten¬ 
ment on medical and public health matters in the con¬ 
stituencies. The scheme now sought to be launched should 
be on a democratic basis. 

The resolution was agreed to. 

Mr. E. Y. White moved :— 

That a Representative Committee be appointed for the purpose of: 
(i.) Nominating medical men as being suitable to voice the opinion of 
the profession in the House of Commons on matters affecting the 
national health ; (II.) takingsuch steps as may be possible to further the 
election of those nominated to the House of Commons; and that this 
committee report to a subsequent general meeting of the profession. 

Mr. Lockhart Mummery seconded. 

Colonel Kynaston proposed, and it was duly seconded, 
an amendment as follows :— 

That a Representative Committee be appointed for the purpose of 
taking such cteps as may be possible to further the election of medical 
men to the House of Commons. 

Dr. Brackenbury pointed out the great need for unity 
in this matter, and referred to a committee which had 
already been in existence six months with the same object. 

In a discussion which followed. 

Colonel W. R. Smith objected to the motion, and said he 
woald be satisfied if it were put without Section 1. 

Colonel Kynaston’s amendment was, by leave, withdrawn 
in favour of Colonel Smith’s. 

Mr. N. Bishop Harman protested against this attempt to 
step in when 23,000 members of the British Medical Associa¬ 
tion had instructed their duly accredited representatives, 
who had been working at the matter during the last six 
months. 

The amendment was agreed to, and was passed as a 
substantive motion. 

Sir Thomas Horder moved 

That the Representative Committee consist of : (1.) a representative 
of each of the following ten organisations or corporations—(l) Royal 
College of Physicians, (2) Royal College of Surgeons, (3) Royal Society 
of Medicine, (4) British Medical Association. (5) Incorporated 8ociety 
of Medical Officers of Health, (6) Medical Society of London, (7) Medical 
Political Union, (8) Medical Women’s Federation, (9) Poor-Law Medical 
Officers’ Association, (10) State Medical Servioe Association; (il.) three 
representatives of the Medical Press—namely, the Editor of The Lancet, 
the Editor of the BrilUh Medical Journal, the Editor of the Medical 
World; (III.) unofficial members. 

Dr. E. H. M. Stanoomb (Southampton) seconded. The 
result was a decision to appoint the Committee and to add the 
Royal Institute of Public Health and the R.A.M.C. 

Considerable discussion ensued on a proviso on the voting 
paper supplied to the meeting that “persons who do not 
hand in voting papers will be counted as having voted for 
the list (of unofficial members) as printed.” Dr. Chapple, 
M.P., regarded such a provision as monstrous. 

The Chairman having agreed to withdraw this, ballot 
papers were collected, and a vote of thanks to the Chairman 
and Dr. Addison concluded a long meeting. 


IRELAND. 

(From our own Correspondents.) 

The Health of Belfast: Serious Condition. 

In the Belfast Northern Whig some most alarming figures 
have been recently published as regards the health of the 
city of Belfast. In 1917 there were 932 deaths from pul¬ 
monary phthisis, as against 830 in 1916 and 813 in 1915. 
Notwithstanding the fact that a new scheme for dealing with 
tuberculosis (specially praised by the Irish Local Government 
Board) has been in vogue for the past two years, costing 
£35,000 a year, it appears that from Dec. 20th, 1917, to 
August 20th, 1918, the number of deaths registered in 
Belfast as caused by pulmonary phthisis was 783, as 
against 711 in the same period of 1916-17, which is 
an increase of 72, or 10 1 per cent., and the phthisis 
rate for 1918 was actually 24 per 1000, which is higher 
than for any year since 1907. Bad as these tuberculosis 
figures are, what is to be said for the infantile mortality 
rate, which is generally admitted to be the test of effec¬ 
tive public health measures ? In 1917 the rate rose to 130 
per 1000 births, an increase of 17 per 1000 as compared with 
the preceding year. The actual number of deaths of children 
under 1 year in 1917 was 1130. Now, in the eight months 
(between Dec. 20th, 1917, and August 20th, 1918) the deaths 
of children under 1 year numbered 936, as against 808 in 
the same period of the previous year, an increase of 128, or 
15-8 per cent. In the first six months of the period (for 
some reason not specified no figures were published for the 
last two months) the deaths of children of 1 year and under 
5 years were 599, as against 378 in the corresponding period 
of last year. And taking the six months—Dec. 20th, 1917, 
to June, 1918—there died of children under 5 years 
old in the city 1313, out of a total death-rate of 3999. 
Thus roughly one-third of the entire city death-roll in 
that period consisted of children under 5 years old 1 This 
state of affairs was before the influenza epidemic of this year 
reached its climax. In the five weeks, June 18th to 
July 25th, no fewer than 1232 persons died (influenza 
period), but, as showing that influenza was not a factor 
in the infantile mortality, only 133 children under 1 year 
died in these five weeks, whereas in the same period in 
April-May, they totalled 172, and in February-March, 140. 
What is a most serious circumstance is that during that 
period of six months specified there were only 4666 births as 
against 3999 deaths—that is, a natural increase of only 665. 
During the past eight months (mid-December tomid-August) 
the total deaths in Belfast were 5695 as against 4993 in the 
corresponding period of the previous year, and the total 
births 6346 as against 6097 in the corresponding period. In 
other words, the deaths increased by 702 (14 per cent.) and 
the births by 249 (3 9 per cent-.), a most unfortunate state of 
affairs, as regards the natural increase of Belfast’s popula¬ 
tion. The new child welfare scheme (which has neither 
ante-natal nor post-natal clinics, creches nor milk depots) 
came into vogue in October, 1917 ; but so far as diminishing 
infantile mortality is concerned, it has really done nothing, 
though—like the tuberculosis scheme—it is costing a great 
deal of money. Owing to its present limited field of 
organisation, little can be hoped from it. The following 
figures are most significant as regards Belfast : — 



Total deaths. 

Under 1 year. 

1 year and 
under 5. 


1918. 

1917. 

1918. 

1917. 

1918. 

1917. 

Dec.-Jan. 

... 720 

779 ... 

... 122 

99 .... 

.. 83 

42 

Feb. 

.. 594 

829 .... 

... 99 

175 .... 

.. 92 

93 

March . 

... 054 

751 ... 

140 

144 .... 

.. Ill 

79 

April. 

May. 

... 940 

821 .... 


133 .... 

.. 166 

71 

... 607 

551 ... 


84 .... 

.. 102 

55 

June. 

... 484 

442 .... 

... 84 

64 .... 

.. 45 

38 

July . 

... 1232 

476 ... 

... 133 

56 .... 

.. No return. 

July-Aug. 

... 464 

344 ... 

... 89 

53 .... 

.. No return. 


5695 

4993 .... 

... 936 

808 .... 


378 


Salaries of Dispensary Doctors. 

At a meeting of the Banbridge guardians, held on 
Sept. 9th, it was decided that a war bonus of £25 a year 
be granted to each medical officer, to date from Jan.lii 
1918, a motion for a graded scale of payment, commencing 
with £130 and ending with £200 a year, being lost. The 
Omagh dispensary doctors decided on Sept. 11th that notice 
be given the guardians that from the 21st the doctors will be 
reluctantly compelled to cease all kinds of dispensary work 
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owing to no attempt having been made to meet their 
demands. On the day named the guardians met and 
appointed their chairman to confer with a member of the 
Medical Committee and Mr. E. F. Stephenson, of the Local 
Government Board, with a view of arriving at a settlement. 
The doctors were invited to continue work until the guardians 
had had an opportunity of discussing the finding of this 
conference. 

Sept. 30th. _ 


CANADA. 

(From our own Correspondent.) 


Canadian Voluntary War Contributions. 

Of the various war organisations working in Canada and 
overseas the most extensive are the Canadian Patriotic Fund 
for dependents of soldiers, the Canadian Red Cross Society, 
and the Military Branch of the Y.M.C.A. The first-named 
has raised about 840,000,000 (£8,218.600) throughout the 
Dominion ; and Manitoba, working alone, nearly 84,000,000. 
The Canadian Red Cross in money and gifts has receive! 
about 819,000,000; the British Rod Cross Society, to 
Dec. 31st, 1917, 86,100,000 ; Belgian relief, over 83,000,000 ; 
Military Branch, Y.M.C.A., about 84,600,000; gifts from 
Dominion and Provincial Governments to Imperial Govern¬ 
ment, about 85,500,000 ; and miscellaneous equipment and 
maintenance of hospitals overseas, field comforts, Polish 
and Serbian and French Relief Funds, about 88.000,000— 
making a grand total of over 890,000,000 (£18,491,850), 
which will still be added to by several millions for the 
mercantile marine. 

Canadian Pensions. 

In October, 1917, the Canadian Government brought into 
effect a scale of pensions which is believed to compare 
favourably with any of the Allies : Total disability, 8600; 
widows, 8480; parents, 8480; children, $96; orphan 
children. $192 ; special allowance for helplessness, not to 
exceed $300—number of classes of disability, 20 ; and 
gratuity. To the end of May, 1918, the number of soldiers’ 
disabilities have totalled 23,415, and the amount of 
annual liabilities, $3,687,145.61 ; soldiers’ dependents, 
24,213, and the annual liability, 85,600,326.00. The esti¬ 
mated liability for the year ending March 31st, 1919, is 
$15,000,000 (£3,081,975). Pensions in Canada are now 
being awarded at the rate of 125 per day, and 22 phy¬ 
sicians, most of them having seen overseas service, are 
employed by the Pension Board at Ottawa. The salary for 
these was at the rate of $200 per month, but recently raised 
to $250 per month. 

Casualties in the Canadian Expeditionary Force. 

Up to June 30tb, 1918, the official statement of the 
Canadian Government of the Canadian casualties gives the 
total number as 159,084, divided as follows : killed in action. 
27,040; died of wounds, 9280 ; wounded, 113,007 ; died of 
disease, 2257 ; prisoners of war, 2774 ; presumed dead, 4342; 
missing, 384. Of the wounded and sick, between 30,000 and 
40,000 have been returned to France for further service ; 
about 50,000 have been returned to Canada wounded, 
medically unfit, or unavailable for various reasons. Some 
200 Canadian officers have been lent to the United States 
for instructional purposes. About 2000 women have enlisted 
in Canada for services as nurses in the C.E.F. Seventy-three 
surgeon-probationers have been recruited in Canada for 
service with the Royal Navy. 

Resolutions Passed at Hamilton Medical Meeting. 

The following resolutions were passed at the Canadian 
Medical Week at Hamilton recently: — 

1. That the various Provincial Medical Councils of Canada be respect 
fully requested to institute compulsory examinations in ophthalmology, 
including refraction work, and in oto-laryngology, if such are not 
already in force. 

2. That the medical faculties of the universities in Canada be respect¬ 
fully requested to confer, and, as far as possible, cooperate with a view 
to moollying the present curriculum so as to secure an arrangement 
of the subjects of study which will tend to ensure a more symmetrical 
training of the prospective practitioner for his life work. 

3. That the various provincial medical councils be respectfully 
requested to make physical therapy, ba«ed on a more thorough course 
in physics, an essential feature of the medical curriculum, and a 
practical examination necessary in this Bubdepartment of therapeutics. 

4. That the members of the Canadian Medical Association view- with 
favour the publication of the medical history of the Halifax disaster by 
Professor D. Fraser Harris, of Halifax, and wish to state that in their 
opinion such a publication is most desirable. 


The Khaki University of Canada . 

Under the name of the Khaki University of Canada an 
educational plan has been inaugurated with the Canadian 
Forces overseas. It provides educational advantages in the 
form of lectures, study groups, &c., for soldiers who wish 
to use their spare time for practical study for after-war 
vocations. This Khaki University is recognised by Canadian 
universities, and the teaching is done by voluntary 
instructors—officers, chaplains, &c., who had previously 
had training in teaching Sir Robert Falconer, President 
of the University of Toronto, is at present overseas, doing 
his bit as a teacher. There are said to be 93 libraries estab¬ 
lished in England and France, and that 8006 men have been 
registered, divided as to subjects as follows: commercial 
subjects, 2351 ; agricultural subjects, 1363 ; engineering, 
1503 ; general educational subjects, 2789. Figures are not 
yet available as to classes in France. 

Toronto, Sept. 21s t. 

THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 

The following subscriptions, completing the list up to 
Monday, Sept. 23rd, should have been acknowledged in our 
previous issue:— 


£ s. d. 

Sir A. Pearce Gould ... 5 0 0 

Messrs. Bower and Sons - 2 2 0 
Capt. A. Benjamin ... 110 

“ - Fairfax ... 110 


Dr. Norman . 

Dr. A. W. Cassie 


1 1 0 


£ s.d. 

Major W.M. A. Fletcher 1 1 0 

Dr. F. G. Clemow. 5 0 0 

Dr. S. H. Bown . 110 

Dr. H. Leader. 2 2 0 

Mr. A. Williams, M P S. 1 1 0 


Monthly Subscriptions. 

The following monthly subscriptions have been received 


for September: — 


d. 



d. 

£ «. 


' £ s. 

Sir A. Pearce Gould ... 

5 5 

0 

Dr. G. Grey Turner ... 

1 1 

0 

Mr. B. Spencer Evans ... 

0 10 

0 

Dr. W. S. Hart . 

1 0 

0 

Dr. Alfred Cox . 

1 1 

0 

Dr. Vincent Tighe. 

0 10 

0 

Dr. A. B. Stevens. 

1 0 

0 

Lt. J. B. C. Brockwell, 

0 10 


Dr. K. C. Morland. 

0 10 

6 

R.A.M.C. 

0 

Dr. K. J. Dougall. 

0 10 

0 

Dr. A. W. Forrest . 

1 0 

0 

81 r T. Barlow. 

0 10 

0 

Dr W. Luffman . 

0 10 

0 

Dr. R. Legat . 

Dr. A. B. Naish . 

0 10 

6 

Dr. A. Graham . 

1 1 

0 

0 10 

0 

Dr. A. Hawkyard. 

0 10 

0 

Dr. Hyla Greeves. 

0 10 

0 

Surg. P. G. S. Davis, 

0 10 


Dr. W. B. Good . 

0 10 

0 

R.N. 

0 

Majcr B. R. Fothergill, 

0 10 


Dr. H. Caiger. 

0 10 

6 

R.A.M.C. 

0 

Capt. H. L. P. Hultert, 

1 0 


Dr. J. O. Musson. 

0 10 

0 

R.A.M.C. 

0 

Dr. W. Stewart . 

0 10 

0 

Dr. H. Whltehouse 

0 10 

0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Vceux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. _ 


URBAN VITAL STATISTICS. 

(Week ended Sept. 28th, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 11*4, against 11*3 and 11'7 per 1000 in the 
two preceding weeks. In London, with a population slightly exceed¬ 
ing 4,000,000 persons, the death-rate was 12*2, or 0*4 per 1000 above 
that recorded in the previous week; among the remaining towns the 
rates ranged from 4*9 in Ealing, 5*0 in Cambridge, and 6 2 in Darlington, 
to 19 0 in Dudley, 19 5 in Great Yarmouth, and 20*5 in Hastings. The 
principal epidemic diseases caused 307 deaths, which corresponded to an 
annual rate of 1*0 per 1000, and Included 220 from infantile diarrhoea, 40 
from diphtheria, 20 from whooping-cough, 12 from measles, 8 from 
scarlet fever, and 7 from enteric fever. The deaths from diarrhoea, which 
had declined from 435 to 299 in the four preceding weeks, further fell 
to 220, and ‘included 67 In London, 24 in Liverpool, 10 in Sheffield, and 
8 each in Birmingham and Middlesbrough. The 939 cases of scarlet 
fever and 1060 of diphtheria under treatment in the Metropolitan 
Asylums Hospitals and the London Fever Hospital were 100 and 35 
above the respective numbers remaining at the end of the previous 
week. Of the total deaths In the 96 towns 139 resulted from violence. 
The causes of 33 deaths were uncertified, and Included 7 each in 
Birmingham and Liverpool, and 4 in Manchester. 

Scotch Towns.— In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality was 14*3, against 10*6 and 11*6 per 1000 In the two preceding 
weeks. The 398 deaths in Glasgow corresponded to an annual rate 
of 18*6 per 1000, and Included 12 from infantile diarrhoea, 7 from 
diphtheria, 5 from whooping-cough, and 2 from measles. The 76 
deaths in Edinburgh were equal to a rate of 11*9 per 1000, and 
included 2 from diphtheria and 2 from infantile diarrhoea. 

Irish Towns .—The 153 deaths in Dublin corresponded to an annual 
rate of 20*0, or 3*1 per 1000 above that recorded in the previous week, 
and included 6 from infantile diarrhoea, 2 from whooping-cough, and 
1 from enteric fever. The 77 deaths Id Belfast were equal to a rate 
of 10*2 per 1000, and Included 3 from Infantile diarrhoea and 1 from 
enteric fever. 
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CfctJSar. 

The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Killed. 

Lieut.-Col. R. T. Collins, D.S.O., R.A.M.C., was a student at 
Guy’s Hospital, London, and qualified in 1902. Shortly 
afterwards he joined the R.A.M.C. The award of the 
D.8.O. was recorded in The Lancet of Jan. 12th, 1918, 
p. 78. 

Capt. C. R. Howard, R.A.M.C., attached King’s African 
Rifles, was educated at Cambridge University and at 
Guy’s Hospital, London, and qualified in 1902. At the 
time of joining up he was in practice at Frome, Somerset, 
where he was M.O.H. to the rural district council, 
assistant school medical officer to the County Education 
Committee, and honorary surgeon to the Victoria 
Hospital. 

Capt. C. H. Fischel, R.A.M.C., attached Leicester Regiment, 
qualified in London in 1914, and joined the R.A.M.C. in 
the early part of the following year. 

Major H. B. German, M.C., R.A.M.C., was a student at 
Guy’s Hospital, and qualified in 1904. For some years 
he served in the Royal Navy, and was awarded a medal 
for services in connexion with the Calabrian earthquake. 
Later he practised at Waltham Abbey, Essex, and joined 
the R.A.M.C. soon after the outbreak of war. 

Died of Wounds. 

Major J. Hughston, R.A.M.C. 

Previously Reported Wounded , now Reported Died ot 

Wounds. 

Capt. L. E. W. Roberts, Australian A.M.C. 

Died. 

Lieut.,L. S. Ramien, I.M.S., was educated at Madras Univer¬ 
sity, and qualified in London in 1916, joining the l.M.S. 
shortly afterwards. 

Capt. T. F. Graham, Canadian A.M.C. (See Obituary of the 
War.) 

Wounded. 

Capt. G. R. Phillips, R.A.M.C., attached Sherwood Foresters. 

Surg. R. K. Shaw, R.N. 

Lieut.-Col. K. W. MacKenzie, D.S.O., M.C., R.A.M.C. 

Capt. J. McCusker, Australian A.M.C. 

Capt. K. McLean, Australian A.M.C. 

Capt. J. H. Campain, R.A.M.C., attached Wilts Regiment. 

Lieut. G. E. Birkett, R.A.M.C., attached Glos. Regiment. 

Major W. Russell, M.C., R.A.M.C. 

Major E. S. Sowerby, M.C., R.A.M.C. 

Capt. K. McA. Ross, R.A.M.C., attached Highland L.I. 

Capt. W. K. Flook, Australian A.M.C. 

Seriously Injured. 

Acting Staff Surg. E. L. Atkinson, D.8.O., R.N. 

Missing. 

Capt. J. Buchanan, R.A.M.C., attd. Roy. Warwickshire Regt. 


The Honours List. 

The following awards to medical officers are gazetted. All 
are members of the R.A.M.C. except where otherwise 
stated 

Distinguished Service Order. 

Major (temp. Lieut.-Col.) ALBERT RICHARD HENCHLHY.—For 
conspicuous gallantry and devotion to duty during an enemy attack. 
In two days he succeeded in evacuating some 1500 patients. He 
got away his personnel and lorries under shell and machine-gun lire, 
and proceeded to a hospital elsewhere from which he evacuated 300 
wounded by ambulance trains. His unit was the last to leave the town. 
His coolness and resource were the means of saving a large number of 
wounded from falling into the hands of the enemy. 

Bar to the Military Cross. 

Capt. (acting Major) ROGER ERRINGTON, M.C.—For con¬ 
spicuous gallantry and devotion to duty during an enemy attack. He 
remained in his dressing station under machine-gun fire until it was 
evacuated. He then took another dressing station and again under 
machine-gun fire evacuated all patients. It was entirely due to his 
coolness and devotion to duty that these wounded did not fall into 
the hands of the enemy. 

Temp. Capt. PALL MacDONALD LITTLE, M.C.—For conspicuous 
gallantry and devotion to duty in attending to wounded in the front 
line under heavy shell, machine-gun, and rifle fire. His example of 
coolness and devotion to duty caused a large number of wounded to be 
successfully evacuated from the front line. 

Temp. Capt. ALAN COWAN MANN, M.C.—For conspicuous gallantry 
and devotion to duty during an enemy attack. Hearing that a number 
of wounded had been left in a dressing station, he organised bearer 
parties and led them through heavy Bhell fire to the dressing station 
and evacuated all the wounded. Through his devotion to duty many 
wounded were cleared who would otherwise have been abandoned. 


Capt. (acting Major) ROBERT TAYLOR. M.C.—For conspicuous 
gallantry and devotion to duty while in command of an advanced 
dressing station. He worked with untiring energy, attending to and 
supervising the loading on to cars of all cases, the dressing station 
was hit several times, and eventually came under machine-gun fire, but 
he succeeded in clearing all wounded. He showed fine determination 
and devotion to duty. 

Military Cross. 

Capt. ALFRED LANG BODLBY.—For conspicuous gallantry and 
devctlon to duty. LVhen a dug-out was heavily shelled and blown in 
he rescued a man from the most dangerous place where three men lay 
buried, and attended to the men affected, assisting to get them away. 
In one case he tried for hours to save a man who had lost consciousness, 
and during this time lost consciousness himself, but continued his 
work on recovering. His personal example of courage w’as of the 
utmost assistance. 

Capt. JAMES IVER McIVBR CHIRNSIDE, Australian A.M.C.— 
For conspicuous gallantry and devotion to duty while attending to 
wounded men under heavy shell and machine-gun fire. During the 
retirement of the rearguard squadron he attended to the wounded 
while the enemy were firing at a distance of 300 yards. He showed 
great devotion to duty. 

Temp. Capt. WILLIAM COOPER.—For conspicuous gallantry and 
devotion to duty during an enemy attack. He was unremitting in his 
attentions to wounded under fire, and stayed behind in a village with 
a small salvage party attending to a number of wounded and gassed 
officers and men wlu» came in. He behaved splendidly. 

Temp. Capt. GUY DE HOGHTON DAWSON.—For conspicuous 
gallantry and devotion to duty During an ariuons period of retire¬ 
ment, lasting for some days, he worked with unflagging energy In 
attending to the wounded under heavy fire, evacuating them success 
fully, on one occasion w hen the enemy were within 40yards of the R.A.P. 
His example helped and encouraged all those under his command. 

Capt. CHRISTOPHER MATHESON FINLAYSON,Canadian A.M.C. 
—For conspicuous gallantry and devotion to duty. During a raid on 
the enemy’s positions he worked at the advanced aid-post with the 
greatest gallantry and unselfish courage. Later he withdrew to the 
fixed rear aid-post and performed valuable duties. 

Capt. (acting Major) ROBERT ALFRED GREENWOOD.—For con¬ 
spicuous gallantry and devotion to duty In evacuating the wounded. 
When a bridge was blocked and partly submerged by a fallen tree he 
supervised the clearing and helped to carry the wounded across under 
heavy shell fire on both banks. Though severely shaken by a shell 
bursting and partially burying him, he carried on until all the wounded 
were safely across the canal. 

Temp Capt. NORMAN McALISTER GREGG.—For conspicuous 
gallantry and devotion to duty during a raid. He untiringly 
attended to the wounded under heavy enemy fire until the last man 
was cleared, and showed great coolness and devotion to duty. He 
worked persistently throughout the raid in the open, and semhed for 
any wounded that might have been overlooked. He behaved splendidly. 

Capt. HENRY TAT LOR LAMB.—For conspicuous gallantry and 
devotion to duty when an outpost company were suffering numerous 
casualties from enemy bombardment. He proceeded to the locality at 
once, and under heavy shelling got all the wounded moved to shelter, 
remaining with the company until the bombardment ceased. During 
a trying time he showed splendid devotion to duty. 

Temp. Capt. WILLIAM LUMSDEN.—For conspicuous gallantry and 
devotion to duty. While in charge of bearers carrying wounded over an 
exposed hill-side swept by shell and machine-gun fire he saw a bearer 
fall. He at once ran to him and dressed his wounds, after which he 
remained with him until dusk, the man being unable to walk. He 
then assisted him across country to a place of safety. His conduct was 
splendid. 

Capt. JOHN ERIC McGLASHAN, Australian A.M.C.—For con¬ 
spicuous gallantry and devotion to duty in charge of the evacuation of 
wounded during an attack. He visited his various posts under heavy 
shell and machine-gun fire and was largely responsible for the successful 
evacuation of the wounded. 

Capt. (acting Major) KENNETH ARLY PORTERFIELD RYND 
MURRAY.—For conspicuous gallantry and devotion to duty in charge 
of an advanced dressing station during an enemy attack. He worked 
continuously for two days, often under heavy shell fire, and evacuated 
over 200 cases. Owing to the constant change of position he had great 
difficulty in keeping touch with the medical officers of the regiments 
he was clearing, and only succeeded in doing so by visiting them all 
personally on several occasions. His courage and magnificent devotion 
to duty 6ct a fine example to all his men. 

Temp. Lieut. THOMAS GORDON PLAYFORD.—For conspicuous 
gallantry and devotion to duty. Assisted by an orderly, ho dressed the 
wounds of several officers on the roadside under heavy shell tire. Later, 
lie established a dressing station in a village which was rapidly being 
enveloped by the enemy, and succeeded in clearing all his casualties 
before it w as evacuated. 

Lieut, (acting Major) RAYMOND STOWERS.—For conspicuous 
gallantry and devotion to duty in command of an advanced dressing 
station subjected for hours to heavy shelling. He got all cases away In 
a most expeditious manner. Subsequently, on the near approach of 
the enemy, he got his personnel and cars away and opened a temporary 
dressing station elsewhere, and continued to evacuate wcunded till 
ordered to retire. He showed fine devotion to duty. 

Capt. HUGH COMPSON TRUMBLE. Australian A.M.C.-For con¬ 
spicuous gallantry and devotion to duty. Under heavy enemy barrage 
he pushed forward some 600 yards with his medical personnel to a 
ledge, where by his capable organisation he successfully evacuated 
quantities of wounded. He worked for three days and nights, and his 
quiet courage had an excellent effect on wounded and stretcher- 
bearers alike, 

Capt. CECIL MCLAREN WEST.—For conspicuous gallantry and 
devotion to duty. On three occasions he went through heavy shell fire 
to attend casualties In batteries which were under fire, the roads all 
the time being heavily shelled with high explosives, shrapnel, and gas 
shells. 

Capt. (acting Major) MAURICE ULICK WILSON.—For conspicuous 
gallantry and devotion to duty during an attack. He continually 
attended wounded at the advanced dressing station, which was con¬ 
stantly under artillery tire (four shells dropped within a few yards of 
the operating table). The w'ork was continued without cessation, so 
that 247 cases were evacuated in 38 hours. He showed fine devotion t • 
duty under very difficult circumstances. 
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The War Record of the London Medical 
Schools: The Fourth Year of War. 

Oar inquiry into the war record of the larger metropolitan 
medical schools has been continued throughout the fourth 
year of war. Figures for the second and third years were 
given in The Lancet of Sept. 23rd, 1916, p. 579, and 
Sept. 22nd, 1917, p. 479, respectively. The supplementary 
figures which we now give must be taken as including all 
those of whom accurate information is available, but it is 
evidently impossible to keep the record entirely up to date. 
We may state again here that the deans of all the schools 
desire to be kept closely informed of the records of their 
men who are serving in the Navy and Army, and, we 
must now add, the Royal Air Force. Those schools which 
have furnished us with returns are given in alphabetical 
order :— 


St. Bartholomew's,—From August 24th, 1917, to August 22nd, 
1918,100 joined the Army and 27 the Navy, making a total of 
1918 for the four years. There were: Killed in action, 13; 
died from wounds, 5; died, 4; wounded, 38; gassed, 1; 
missing, 2; prisoners of war, 10; repatriated from Germany, 
3; interned in Holland from Germanv, 1; Mentioned in 
Despatches, 147. Distinctions: K.C.B., 2; K.C.M.G., 2; 
K.B.E., 1; C.B.E.,1; C.B.,4; C.M.G., 8; C.I.E.,2; O.B.E., 
6; M.B.E., 1; D.S.O., 20; Military Cross, 39; Bar to Military 
Cross, 1. Promotion for Distinguished Services, 14; Knight 
of Grace of St. John of Jerusalem, 2; Associate of St. John 
of Jerusalem, 1; Order of St. Stanislas (3rd Class, with 
Swords), 1; Order of Kara George (4th Class, with Swords), 
1; Cavalier of the Order of the Crown of Italy, 1; Order of 
Star of Roumania, 4th Class, 1; Order of • St. Sava of Serbia 
(3rd Class), 1, (4th Class), 3; Serbian Red Cross Decoration, 
1; Croix de Guerre aveo Etoile d’Or, 1; Croix de Guerre, 2; 
Order of St. Anne, 3rd Class, 1; Albert Medal for saving life, 
2; Bronze Medal for saving life at sea, 1; Order of the Nile, 
3rd Class, 1; T.D. decoration, 2. 

Charing Cross.— The number of past and present students 
on service, including members of the staff, as far as can be 
ascertained, is 306. Of these 9 have died on service. The 
following honours have been gained: K.C.B.,1; K.B E 1* 
Knight, 2; C.B., 2; C.M.G., 3; D.8.0.,5; M.C., 14. Order 
of St. Sava of Serbia : 2nd Class, 1 ; 4th Class, 2. 

St. George's. —Of more than 400 men who are serving or 
have served in the present war, 7 have been killed in action, 
1 has died of wounds, and 9 have died on active service. 
Two have been taken prisoner of war, one of whom, Major 
H. E. Priestley, C.M.G., has been since released. The follow¬ 
ing honours have been gained: K.C.B., 1; K.C.M.G. 2 • 

C. B., 8; C.M.G., 8; D.S.O., 12; M.C., 18, and two Bars 1 

D. 8.C., 1; Order of St. Sava, 4; Croix de Guerre, 2. 

King's College—The completed figures are: Joined, 315* 
died, 19. Honours: K.C.B., 3; K.C.M.G., 4; K.C.V.O. 1* 
U1*L 6 U C,MG '’ 7; Mi,itar y Cross, 15; Bar to D.S.O.,’ 2; 
. j Menfclone<a in Despatches, 51; Esquire of Order 

St. Jo , hn ° f Jerusalem, i ; Legion of Honour (Grand 
Omcier), 1; Commandeur de l’Ordre de Leopold, 2 ; Croix de 
Guerre (Belgian), 1; Order of the Sacred Treasure (Japanese), 
1; Order of St. Sava (Serbian), 1. h 

London Hospital Medical College.— The completed figures 
are: Joined, 1470; killed, 96. Honours: G.C.V.O. 1 • 

M C r V, Q Vu'tc' E x 3 j. D,BE :’ 1 5 Knighthood, 1; 

* C.B.E., 3; Companions of Honour. 3; 
D.8.O., 32; D.S.C.,4; 2nd Bar to Military Cross, 2; Bar to 
Military Cross, 4; Military Cross, 112: Military Medal, 2* 
°/i® r ° T f 8t * John of Jerusalem, 4; Hon. Associated the Order 
of St. John of Jerusalem, 2; Legion d’Honneur, Croix de 
Chevalier, 2 ; Croix de Guerre, 1; Order of Crown of Italy 1 • 
Order of St. Anne (3rd Class, with Swords;, 2; St. George’s 
Medal, 1; Order of St. Vladimir, 1; Chev. de 1’Ordre de 
Leopold et Croix de Guerre, 1, and L’Ordre de la Couronne, 2 
(both conferred by King of Belgians); Order of the White 
Eagle, 1; Order of St. Sava, 5th Class (conferred by King of 
Serbia), 1 ; Jutland Bank Battle Despatch : Commended 1 • 
recommended, 3; Mentioned in Despatches, 45 
London (Royal Free Hospital) School of Medicine for Women 
—Honours have been conferred on former students during 
the past year as follow: C.B.E., 5; O.B.E., 1; M.B.E., 3 • 
Cross of the Legion of Honour, 1. 

1B c 9 m P leted fl gures are : Joined, 600; died, 

?anded 37 ; prisoners or missing, 16 (of whom 5 have 
5fo n ^ re P afcriated i- Honours: C.B.,6; C.M.G.. 7* M.C 26- 
4 ti?’ri’ 19 ; G y.O., 2 ; O.B.E., 2; Order of the White Eagle’, 
4th Class (with Swords), Serbian, 2; Ordre de la Couronne 

rvni^ ed n by the ? ing # of fch ® Belgians), 1; Legion d’Honneur 
(Croix de Guerre) (conferred by the President of the French 

S e ?h« NT-i 1 \ ° rt i er °* S £* Sava » 5th c,a8a (Serbian), 1; Order 

If 


St. Thomas's.— The completed list up to Sept. 28th is as 
follows : Joined, 1115; died, 57. Honours : V.C., 1; G.C.M.G., 
1; K.C.B.,1; K.C.M.G., 3; C.B.,5; C.M.G.,15; D.S.O.,25; 
D.S.C., 1; M.C., 49 and 4 Bars to M.C.; C.I.E., 3. Mentioned 
in Despatches and for valuable service : 158 men, 224 times. 
The Foreign Honpurs include: French, 12; Serbian, 7; 
Belgian, 3; Egyptian, 6; the Order of the Hospital of 
St. John of Jerusalem, 5. And 12 have been among the 

g romotions in, and appointments to, the Order of the 
ritish Empire for services rendered in connexion with 
the war. 

University College Hospital. —Since the commencement of 
the war the number of past and present students who have 
joined the Navy and Army is 702, and the number of deaths 
have been 29. The following distinctions have been gained : 
K.C.M.G., 1; C.M.G., 16; C.B., 4; D.S.O. (Bar 1), 17; V.C. 
(Clasp), 1; Legion of Honour (Croix de Commandeur), 1 ; 
Croix de Guerre, 3 ; Military Cross (Bar 3, Second Bar 1), 31; 
Mentioned in Despatches (20 twice, 5 three times), 129; 
Order of the White Eagle, 4th Class, with Swords (Russian). 
1; Order of St. Stanislas, 2nd Class, with Swords (Russian), 1; 
Order of St. Stanislas, 3rd Class, with Swords (Russian), 1; 
Order of St. Sava, 3rd Class (Serbian), 1. 


New Hospital for Shell Shock Cases.—A 

new hospital for discharged neurasthenic sailors and soldiers 
has been opened at Bray Court, Maidenhead. The manage- 
ment of the institution has been placed by the Ministry of 
Pensions in the hands of the National Hospital for the 
Paralysed and Epileptic, Queen-square, London, W.C., which 
is the largest and oldest hospital for the treatment of the 
many diseases of the nervous system. At present accom¬ 
modation for the treatment of 50 patients has been provided. 
Within the large building, outbuildings, and extensive 
grounds there i6 ample room for arrangements for re-educa¬ 
tion and teaching of suitable trades. 

Scottish Women’s Hospitals for Home and 
Foreign Service —The London units, under the London 
Society of the National Union of Women’s Suffrage Societies, 
are appealing for funds to meet the increased drain on the 
resources in Macedonia, which continues, although the 
fighting is now happily at an end. Medical and sur¬ 
gical stores need constant renewal. Contributions should 
be sent to Lady Cowdray or Miss T. Gosse at 66, Victoria- 
street, S.W. 1.—Dr. Elinor Rendel has gone out to 
Macedonia. as junior surgeon to the Elsie Inglis unit 
of the Scottish Women’s Hospitals. This unit was the 
only field hospital attached to the Jugo-Slav Division 
during the Fran co-Serbian offensive. The hospital camp 
was, when the last news came through, at Dragomantsi, 
north of Vodena, and a month ago a new station, served by 
motor ambulances, was established still nearer to the front. 
Miss Rendel has already seen active service. She was still a 
student at the London School of Medicine when she went 
out to Russia in August, 1916, with Dr. Elsie Inglis. As 
dresser and X ray assistant she worked on the Russo - 
Roumanian front, and gained a great deal of campaigning 
experience before she returned to complete her studies. 


The late Dr. James Hamilton.—J ames 
Hamilton died on Sept. 24th at his residence, Chapel Hill 
House, Huddersfield. He was the youngest son of the late 
Rev. William Hamilton, of Omagh, co. Tyrone, and a 
brother-in-law of Mr. James Ross. Senior Inspector of 
National Schools, Shantallow, Londonderry. He studied at 
Queen’s College, Galway, the Carmichael Medical School, 
Dublin, and Glasgow, graduating M.D., B.Ch., B.A.O. of the 
Royal University in 1889. For some time he practised iu 
Leeds, where his professional skill and kindly qualities 
gained him the respect of patients and colleagues. 

Simple Fire Precautions for the Coming 
Winter. — The British Fire Prevention Committee issues 
its timely reminder of the principal safeguards against fire 
in the form of a small poster (No. 32), which will be sent 
gratuitously to anyone who applies to the committee in 
writing, enclosing an addressed and stamped envelope. In 
many households the head of the family is now serving with 
the colours or away on war work, and the matter of fire pre¬ 
cautions in the household is therefore left in less experienced 
hands. Heating and lighting arrangements are now being 
overhauled in many establishments with the view of economy 
for the coming winter, and the safeguards on which the 
committee lays stress can be attended to at the same time. 
The address of the British Fire Prevention Committee is 
8, Waterloo-place, London, S.W. 1. 
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Cornspnkiue. 

“ Audi alteram partem.” 

HYPNOSIS IN HYSTERIA. 

To the Editor ot The Lanobt. 

Sir,—B oth Major W. Brown and Captain J. R. O’Brien 
raise an interesting point in discussing the role of hypnosis 
in hysterical people, the former when he states that ** only 
hysterical patients can be hypnotised/’ and the latter when he 
takes exception to this on the ground that “80 per cent, of 
all mankind can be hypnotised.” The essential point 
to be realised is, that the factor in hysteria that lends 
itself to hypnotism is suggestibility, and this factor is 
present in all mankind, though in varying degrees. Given a 
defective environment during upbringing—defective as far 
as the environment in which the child when grown up will 
have to live and work—then there is liable to be a lack of 
emotional control and an associated high degree of 
suggestibility which in the course of time is likely 
to give rise to obtrusive hysterical symptoms. In 
the educated adult who has been correctly orientated 
there is a considerable degree of emotional control, 
and suggestibility, though present, is of low intensity. But 
it is present, and in that such a man is emotional and is 
suggestible at all he has the factors of hysteria present. In 
otner words, all human beings are hysterical to a certain 
extent, in that they are human. But in only a few people, 
comparatively speaking, do the emotions through lack of 
control, and suggestibility through its intensity, manifest 
symptoms in a manner necessitating medical treatment, and 
in such people no new factors are being encountered, but 
factors which, present in all, are intense in some only. 80 
that it is not that only hysterical patients can be hypnotised 
so much as that hysterical patients are easily hypnotised; 
people who have not manifested hysterical symptoms, being 
less suggestible, are less easily hypnotised. But, as Captain 
O’Brien’s statistics go to show, the great majority of men 
can be hypnotised in some way or another. 

If Major Brown had said “only hysterical people can be 
hypnotised ” there would have been no incompatibility 
between his statement and Captain O’Briens; the majority 
of mankind, though having all the factors of hysteria, go 
through their lives without showing obtrusive symptoms, and 
so without their coming under medical treatment. 

The value of hypnotism in hysterical patients is, in my 
opinion, open to doubt, for in such cases there is a degree 
of suggestibility that has proved itself to be morbid, and 
in playing on this suggestibility there is a possible risk of 
increasing its intensity ; by so doing the patient, though 
relieved of his symptoms, may be left more hysterical at the 
end of treatment than at its inception. The rational method 
is surely not the empirical method of suggestion from with¬ 
out, which in addition to the above objection has the further 
drawback of the liability to relapse, but the resolution of 
the symptoms through the patient’s own consciousness, a 
very much harder method but one which is more liable to be 
permanent as far as those particular symptoms are concerned. 

In his letter in The Lancet of Sept. 28th Major Brown 
admits the risk of making a hysterical patient more 
hysterical as a result of hypnosis, and the methods of 
hypnotism that he himself employs are undoubtedly directed 
towards a lessening of this risk. But still the essential 
fact is unaltered ; in any case that has been hypnotised the 
suggestibility previously possessed by the patient, and active 
in the genesis of his hysterical symptoms, has been picked 
out and utilised by this method, and however carefully the 
operator may have brought the patient out of the hypnotic 
state the very fact that the morbid dissociation has been 
resynthesised at all indicates a reactivation of this already 
morbid degree of suggestibility, and is therefore to be 
deprecated. It is noticeable that the modifications used 
by Major Brown in the process of hypnosis are directed to 
the end of an appeal to the patient’s own consciousness and 
a lessening of the purely hypnotic suggestion. The more 
successfully this is carried out the more satisfactory will be 
the result, until the ideal will be attained and the hypnotic 
element completely eliminated.—I am, Sir, yours faithfully, 

Donald E. Core, 

Manchester, Oct. 1st. 1918. Captain, R.A.M.C. (T F ). 

THE PROPHYLAXIS OF VENEREAL DISEASE. 

To the Editor of The Lancet. 

Sir, —Long discussion following Sir Bryan Donkin’s letters 
early last year showed that there are now a number of 
medical men who have the courage to advocate the abandon¬ 
ment of the neglect of this the most potent weapon against 
the spread of venereal diseases ; but it is not clear that any 
very active steps have yet been taken by the medical pro¬ 
fession in this direction. Unless the present golden oppor¬ 
tunity is utilised of making these simple antiseptic methods 
generally known, the end of the war is certain to cause 
venereal diseases to be more widespread than ever, as after 
many previous wars. On the other hand, if all the Army 
could be instructed regarding the prophylaxis against 
venereal diseases this life- and health-saviDg knowledge will 
become widely diffused among the general population on 
demobilisation, and a great reduction, instead of an increase, 
of the scourge will be effected. 

Really the case for adopting these prophylactic measures 
may be briefly summarised in the following propositions: 

1. Venereal diseases are causing a most serious loss of man¬ 
power at a crisis in our national history, as shown by the 
statement of the Under Secretary for War that no less than 

54,884 soldiers were admitted to hospital for these diseases 
in 1917 alone, while many innocent women and children 
will certainly be infected after the war. 2. The use of 

Metchnikoff’s 30 per cent, calomel ointment before and after 
exposure to infection and of a 1 in 2000 solution of 
permanganate of potash for washing after exposure have 
been proved to greatly reduce venereal infection by the 
experience of the United States Navy and that recorded by 

Dr. G. Archdall Reid in The Lancet of Nov. 3rd, 1917. The 
recent figures of Rigg relating to several thousand exposures 
showed that only 0*08 per cent, of infections occurred after 
disinfection within one hour, 0 65 per cent, after from two to 
•four hours, but 7 80 per cent, after over ten hours, or a 
reduction of nearly 99 per cent, by very early disinfection. 

3. The question is essentially a medical one, and the fact 
that a single innocent child can be saved from suffering 
from the most serious and deadly of these diseases to my 
mind far outweighs any moral arguments against placing 
prophylaxis against these affections on the same footing as 
those against all other infectious diseases, while the follow¬ 
ing plain statement regarding syphilis of Professor Sir 

William Osier, “Get people to realise that it is a great 
communicable disease, two-thirds of the victims of which 
are innocent, and much will be done to break down the 
present barrier of ignorance and false sentiment.”is, I think, 
unanswerable. 

I therefore strongly urge that the greatest national service 
the medical profession can render at the present time is to 
form an active society (unless such already exists) to adopt 
the plan of the committee of medical men in Victoria 1 when 
the Victorian Government hesitated in the matter—namely, 
to publish and distribute widely a pamphlet, in which it is 
first clearly set forth that sexual incontinence is totally 
unnecessary and best avoided altogether; but that in the 
case of everyone who fails to be continent it is their duty to 
the nation, to themselves, and to possible future innocent 
victims of their eirors immediately to use the simple means 
of disinfection set forth in the pamphlet to diminish the 
chances of their becoming infected, although they must 
remember that it is not an absolute preventive and will 
not make them completely safe against the penalties of 
their offences against morality. If every soldier returning 
to Great Britain, either on leave or eventually on demobilisa¬ 
tion, is given such a pamphlet an immense amount of disease, 
and subsequent infection of innocent women and children, 
will be avoided, and the reproach recently levelled by certain 
colonial troops against London as ‘ ‘ the plague spot of the 
world ” may be partially removed. 

As action rather than discussion is now urgently needed, 
and the writer is not in a position to take an active part in 
such a crusade, I shall be glad to contribute through you, 

Sir, to any society or body of medical men who will under¬ 
take early action, beginning in London, on some such lines 
as the above, the sum of £100 towards the expenses of the 
propaganda. To show that 1 have some qualifications for 
expressing an opinion on the matter, I subscribe myself 

Sept. 28th, 1918. M.D., F.R.C.P., F.R S. 

1 See Thf. LawoET. March 17th. 1917. p. 424. 
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MEDICAL CERTIFICATES PRIOR TO 
MARRIAGE AND VENEREAL DISEASES. 

To the Editor of Thb Lancet. 

—Recently I attended a conference of the Yorks County 
Branch of the National Council for Combating Venereal 
Diseases. At this meeting, which was addressed, amongst 
others, by a Mrs. Pendlebury, who is, I understand, an 
organiser of the National Council, one statement was made 
which is of such importance that I now bring it before your 
readers’ notice— namely, that it was part and parcel of the 
National Council’s campaign against venereal diseases to 
urge the policy of compulsory medical examination of both 
parties prior to their entering into a marriage contract, for 
this is what medical certification means when stripped of all 
verbiage. 

I think, Sir, the public are entitled to an authoritative 
statement from the National Council on this part of their 
programme.—I am, Sir, yours faithfully, 

A. B. Dunne, M.B., B.C. Cantab., 6cc. 
Doncaster, Sept. 25th. 1918. 

V ^ e are by the General Secretary of the 

National Council for Combating Venereal Diseases that 
though the Council has, up to the present, passed no resolution 
advocating legislation on the subject of health certificates 
before marriage, it recommends its speakers, in general terms, 
to set forth the advisability of parents making inquiries as 
to the health of the intended partner in marriage.— Ed. L. 

CHRONIC INTESTINAL STASIS. 

To the Editor of Thb Lancet. 

Sir,— In his instructive and suggestive paper on this 
subject which appeared in your issue of Sept. 28th, Sir 
W. Arbuthnot Lane carries his teaching a step further. We 
are now able to appreciate the effects of chronic intestinal 
stasis not only clinically, but even microscopically. The 
clinical manifestations which he originally described are now 
generally recognised, and for the most part are attributed to 
their undoubted cause. The present paper is the logical out¬ 
come of what he has already taught, and he will not be 
surprised if, in common with its predecessors, portions of it 
are “ received with ridicule ” : for logic thrives badly in an 
atmosphere of jealousy. We are now in a position to estimate 
all or nearly all the pathological miseries which follow in 
the train of chronic intestinal stasis, but we are not, 
it seems, very much nearer the goal of all this excellent 
work of Sir W. Arbuthnot Lane—namely, the prevention 
of the condition the causes and consequences of which he 
describes so graphically. The causa causans is the upright 
posture, leading to the development of supporting bands 
which produce festooning of the transverse colon and other 
forms of obstruction. An obvious remedy, therefore, would 
be for man to revert to the posture and gait of his quadruped 
ancestors, a reversion which in many cases—those, for 
example, of Sir W. Arbuthnot Lane’s detractors—would be 
eminently suited to their intellectual capacities. 

Another lesson which we might profitably learn from a 
consideration of the said quadrupeds is that the damnable 
heritage of the colon would be infinitely less damnable if 
we treated ours as they treated theirs. They treated theirs 
to long periods of complete rest ; not from religiosity, nor 
from diabetes, but from necessity. They went for several 
days without food. We never do. In us, the jejunum is said 
to be always empty ; the ileum never. And the ileum is never 
empty because its contents are ponded back by the accumu¬ 
lation at the caecum and onwards. If, therefore, man will 
not return to four-footedness and would avoid intestinal 
stasis he must fast. But he won’t; nothing will induce him 
to. When his whole intestinal canal is screaming for repose 
he responds by giving it, in accondance with the highest 
medical advice, beef-tea at 11 and Benger at bedtime. Moses 
was a great sanitarian ; but he appointed only one day of 
atonement by fasting in the year. If the new Ministry of 
Health would appoint at least 52, and enforce them, it would 
bring Sir W. Arbuthnot Lane’s teaching to brilliant fruition. 

I am, Sir, yours faithfully, 

Harley-streefc, W., Sept. 30th, 1918. LEONARD WILLIAMS. 

To the Editor of The Lancet. 

Sir,— If comment be permitted upon Sir W. Arbuthnot 
Lane’s remarks on the above subject, I should like to 


point out that, whatever other factors contribute to the 
induction of intestinal stasis, the most important one has 
been omitted from his paper. It may be that he does not 
consider it of primary importance but only a minor con¬ 
comitant. Subacute chronic inflammation of some portion 
of the alimentary tract, set up by some infection, precedes 
the stasis. The provocative bacteria, varying in different 
cases, are generally those against which the patient has 
inherited a poor resistance, or his blood may have lost some 
of its normal bactericidal power through depressing agents— 
e.g., sedentary habits, bad air, worry, improper feeding, 
&c. The muscular coat of the intestine grows torpid, 
cedematous through infiltration from the adjacent sodden 
mucous membrane, or in obedience to inhibiting stimuli 
from the nerve-centres—Nature’s effort to avoid the pain of 
irregular peristalsis in the inflamed areas. 

I have examined many specimens of intestinal mucus 
obtained by colon-irrigation from cases of stasis to ascertain 
their bacterial flora, generally for the purpose of getting a 
clue to some arthritic trouble. The commoner catarrhal 
bacteria (capsulated streptococci, staphylococci, B. in v cos us 
oapsulatus , influenza-like bacilli, pneumococci, enterococci, 
&c.) have been most frequent and numerous, often equalling 
the coli group in numbers. Where inoculation treatment 
has been successfully applied one interesting incident has 
often been reported to me. Some cases of most inveterate 
constipation, of almost lifelong duration, have been replaced 
by normal action of the bowels. Apart, then, from con¬ 
genital defects, I honestly believe that stasis arises from 
causes outside the province of the surgeon, and should not 
be submitted to his anatomical readjustments until milder 
measures have been well and thoroughly tried. 

I am, Sir, yours faithfully, 

Bentinck-street, W., Sept. 28th, 1918. H. LYON-SMITH. 

DRUG IDIOSYNCRASY. 

To the Editor of The Lancet. 

Sir, —The following case of drug idiosyncrasy is perhaps 
worth recording 

The patient, a baker’s assistant, female, about 23, strong 
and well nourished, came into an institution last October in 
a “ stuporous ” condition. In 48 hours she showed in¬ 
telligence and reported like attacks at intervals for the past 
six months, dating apparently from an air raid. There was 
marked constipation. Among other things she was put on 
a potassium bromide mixture. 10 grains to the ounce, t.d.s. 
On the second morning she had developed a profuse roseolar 
rash. The bromide was discontinued, with disappearance 
of the rash the following morning. She was tried with 
strychnine and belladonna, but responded satisfactorily only 
to enemas. The morning following the administration of 
belladonna another rash, mainly on the chest and extensor 
aspects, was observed, differing, however, from the first 
rash. On this drug being dropped, the second rash dis¬ 
appeared within 24 hours. I was then away for a day or two 
when by some inadvertence the patient, who had relapsed 
into her stuporous condition, was again put on bromides, 
with the rapid supervention in a few hours of a third skin 
manifestation. I stopped the bromides and the rash went 
away within 24 hours. 

As this patient had been treated with soap enemas with 
some success, I incline to the view that the rashes were 
drug rashes, for when she was given a simple tonic and rest 
in bed no further skin manifestations occurred, and she was 
discharged in about ten days after the last one had been 
observed. The seizures were not definitely epileptiform. 

I am, Sir, yours faithfully, 

T. S. Greenaway, M.K.C.S., L.R.C.P. 
London, W., Sept. 26th, 1918. 


THE FUTURE OF THE MEDICAL PROFESSION. 

To the Editor of The Lancet. 

Sir, — N o one who knows Professor Benjamin Moore and 
Mr. Charles Parker can doubt their high aim in endeavour¬ 
ing to eliminate undesirable competition amongst pro¬ 
fessional men by the introduction of a whole-time salaried 
service. Those of us who are in daily touch with general 
practitioners fail, however, to recognise as true to life the 
picture these idealists have drawn for themselves of our 
profession as a jostling crowd of men with strong muscles 
and plausible tongues struggling for patients and fees. If 
there is a small minority of evil-doers who take advantage 
of existing opportunities for greedy advancement our con- 
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tention is that these evil instincts will not be abolished or 
their owners be deprived of opportunities of using them 
bj the revolution of our system of remuneration which is 
proposed by the State Medical Service Association. Robust 
health and plausible tongues would still enable the un¬ 
scrupulous amongst the salaried officials set up under the 
proposed scheme to gain promotion at the expense of men 
with better brains and more delicate consciences. Is not a 
higher salary a “direct personal pecuniary gain”? Do all 
the better-paid posts in the Army and the Church fall to the 
men of brain and conscience? Have plausible tongues no 
influence on promotion in the Civil Service or in the world 
of politics ? 

If the State Medical Service Association wishes to convert 
the public and the profession to the idea of a whole-time 
salaried service of medical practitioners it must find a more con¬ 
vincing argument than that thereby undesirable competition 
will be eliminated. The public must be convinced that it 
will be better served by salaried medical officers; the pro¬ 
fession must be shown that it will have greater opportunities 
of freely exercising its beneficent functions. Neither the 
public nor the profession is, I believe, satisfied on these 
points by any arguments at present put forward. 

Iam, Sir, yours faithfully, 

Sept. 20th, 1918. Lauriston K. Shaw. 


THE MANAGEMENT OF LUNACY PATIENTS. 

To the Editor of The Lancet. 

Sir, —In criticism of Dr. Lionel Weatherly’s statements 
concerning medicinal treatment in rate-6upported mental 
hospitals, may 1 point out that, first, it is not an acknow¬ 
ledged fact, nor is it a fact at all, that illness is more rife 
amongst the insane than among the general population. 
There is, indeed, a large group of diseases which is 
responsible for most of the illness in the general popula¬ 
tion, from which mental patients are practically immune, 
which easily more than outweighs that group to which they 
are specially prone. Secondly, assuming that 4$. 4 d. is 
the average amount per patient per annum spent on the item 
“surgery” in the maintenance account (and in many cases 
it is much more), this is a very much larger sum than 
is spent on the corresponding item under the Insurance 
Act, which shows how generously and well these patients 
are treated in comparison with the general public of the 
same class ; and on a comparison of the average number on 
the sick list in a public mental hospital with the average 
number on the sick list of the panel doctor it would appear 
that the mental hospital still holds its own. I think it is 
quite clear from statements in Dr. Weatherly’s letter and 
brochure that he is not familiar with the amount of honest 
and earnest work being done in these institutions (which he 
is so desirous of abusing), without display, publicity, or the 
stimulus of popular favour. 

There are many points in Dr. Weatherly’s book with which 
all of us must agree, but on this point we can only regret 
that he has gone out of his way to present to the public a 
picture which can do nothing but harm, and is contrary to 
the true condition.' Unfortunately, that which is contrary 
to the truth has got the start. 

I am, Sir, yours faithfully, 

James R. Whit well. 

St. Audry’s Hospital, Melton, Suffolk, Sept. 25th, 1918. 


To the Editor of The Lancet. 

SlR t _I have just read with much interest Dr. Lionel 

Weatherly’s book, “A Plea for the Insane.” In vigorous 
and uncompromising style he trounces laws, public authorities, 
and individuals in a way that is quite agreeable to read—to 
those, at any rate, who agree with him. But better than 
this, he makes many valuable suggestions for the reform of 
the law and procedure involved in the care of the insane, 
and he also criticises the present-day treatment. Corning 
from a man of his experience and astuteness, these suggestions 
must carry weight; and as one who, like most practitioners, 
has practical interest in these matters. I should like to bring 
forward at the present time some points which appear to me 
to be of particularly practical importance, especially now that 
the reform of the education and practice of our profession is 
in the front of the background. 
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First of all, as to the early diagnosis of cases. I am, of 

course, only speaking for myself as a general practitioner, 
but I think from what I know of the views of others that I 
am not alone in my opinion. Our great difficulty is the 
recognition of the very earliest stages of mental disease. 

In any disease this is often a difficult matter and one which 
faces the general practitioner more than any other member 
of the profession. In mental disease early recognition is of 
vast importance, and failure to recognise in due time may 
easily have disastrous effects. We, with our opportunities as 
family practitioners, ought to be able to recognise mental 
disease early, but our difficulty, I am afraid, arises from 
want of sufficient training. I feel quite sure that we do 
not, in the early days of our medical life, give nearly 
sufficient attention to this branch of our work, and I hope 
that when the medical service of the country is reorganised 
oppDrtunities will be provided for post-graduate study at 
special mental hospitals or clinics. But we have still another 
difficulty in diagnosis, and that is the finding of a suitable 
consultant. This arises partly because the public have an idea 
that when an alienist is calUd into consultation he is almost 
sure to recommend the patient to be removed to an asylum, 
just in the same way as they are afraid to have a surgeon called 
in for fear that he may recommend an operation ; and partly 
also our difficulty is that consultants who are at the same 
time mental specialists and general physicians are few and 
far between. I have the very highest regard for many of the 
specialists in this department, whom it is my privilege to 
know, but I cannot get away from the feeling that there is a 
tendency amongst them to specialise too much ; and this partly, 

I think, because they specialise too soon. A not long qualified 
man takes a post as assistant at an asylum. In time to come he 
is senior assistant, superintendent, and then consultant. I 
always have contended that a specialist ought to be evolved, 
not created, and the first stage in his process of evolution 
should be five or six years of general practice. It may 
seem a long time, but I do not think too long. There is no ^ 
doubt that not only is the general practitioner too ignorant 
of the symptoms and treatment of mental diseases, but the 
asylum medical officer is apt, at any rate, to be equally 
ignorant of the treatment of many of the diseases from 
which his patients suffer. This has, on various occasions, 
been painfully brought to my notice. I think it arises, not 
only from want of sufficient experience in general practice, 
but from a system of routine and organisation fatal to 
individualism, originality, and enthusiasm. 

Having made our diagnosis, our next difficulty is the find¬ 
ing of a suitable place for treatment. The ordinary nursing 
home, which has unfortunately come to be much abused, 
not only by neurologists but by all sorts of medical men, is, 
as Dr. Weatherly so plainly points out, quite unsuitable— 
not only unsuitable but positively injurious. I have known 
cases put into nursing homes, and there become certifiable, 
which had they only been in proper surroundings would in 
all probability never have arrived at such a deplorably state. 
The recognised institutions provided for this purpose are too 
few to be generally available, and personally I have expe¬ 
rienced great difficulty in finding a suitable private house to 
which to send early cases with advantage to the patient. 
Too many of them are run purely as financial undertakings ; 
and again, for the majority of one’s patients—the great 
majority—the cost of these single houses is much too 
heavy. The result only too often is that the case drifts 
on until it becomes certifiable. Would it not be 
possible to have an official list of suitable houses to which 
medical men could refer? Nothing can be more distressing 
to a medical man than to watch a case that he feels sure 
with proper treatment would probably get well, being 
allowed, for want of suitable means of treatment, to drift 
on until it gets into the land of the certified, from which 
few return without some trace of their sojourn. 

How long are patients and their friends and relations, not 
to mention their medical attendants, to be tortured and 
worried for want of a simple alteration in the law which 
would allow of notification as well as certification ? The 
remedy is so simple, and the difficulty so negligible, that it 
seems to me extraordinary that the public and the profes¬ 
sion should so long have put up with the want of it. I hope 
that Dr. Weatherly’s powerful plea for this reform will not 
be long in having effect. 

I am, Sir, yours faithfully, 

Bradford-on-Avon. Sept. 18th. 1918. CHiS. E. S. Fl.EMMING. 


THE MANAGEMENT OF LUNACY PATIENTS. 
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MANGANESE POISONING.—THE SERVICES. 
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MANGANESE POISONING. 

To the Editor of The Lancet. 

Sir,—W ith reference to the letter of Dr. James Gairdner 
in yonr issue of Sept. 28th with the above title, and in view 
of the extensive use of colloidal manganese at the present 
time by intramuscular injection in furunculosis, acne, 
-eczema, gonorrhoea, and generalised systemic infections, 
we should like to point out that in the eolloid state 
manganese is for all practical purposes non-toxic. 

Before submitting samples to the medical profession for 
-clinical use physiological experiments were undertaken by 
Professor R. Tanner Hewlett, of King’s College, who in 
July, 1918, found that 11 c.cm. of collosol manganese injected 
intravenously into a rabbit weighing 2 kg. produced no ill- 
-effect. The dose found by clinical experience to produce 
best results is 0 5 c.cm. to 15 c.cm., and reports (as already 
mentioned by Sir Malcolm Morris and other practitioners in 
the medical journals) almost invariably show marked consti¬ 
tutional improvement after the injections. 

The work of many investigators (Bertrand, Perrin, and 
others) seems to show that colloidal manganese acts as a 
peroxidase. Over-stimulation of the oxidase system is, of 
course, to be avoided and, if we might venture to offer a 
suggestion, the dosage ascertained by practical experience 
should be adhered to, though in the symptoms of mustard 
.gas poisoning as much as 3 c.cm. is clinically advised. 

I am, Sir, yours faithfully, 

J. F. Ward, 

Manager, The Crookes Laboratories. 

*50, Elgin crescent, W., Sept. 30th, 1918. 


METHODS OF CONTROL OF FRAGMENTS IN 
GUNSHOT WOUNDS OF THE JAW. 

To the Editor of The Lancet. 

Sir,—I am gratified to know that Mr. C. H. Bubb, in his 
letter in your issue of Sept. 28th, agrees in the main with 
the methods I described in my communication to Thk Lancet 
of Sept. 7th. With regard to the points on which Mr. 
Bubb disagrees with me, I would say : (a) The four-tail 
bandage, correctly applied, I only advocate as a “ first aid ” 
method. This, I think, I made clear. ( h ) To suggest that 
any bandage, webbing, elastic or otherwise, could possibly 
-do what a screw lever splint does, only shows that your 
correspondent is not familiar with the splint. The screw 
lever splint exerts a forward pressure, opposes the action of 
the depressor muscles, and yet permits of free function of 
the jaw — things which no kind of bandage could possibly 
do. (o) The 44 perforating bolt and nuts” for symphysis 
fractures is introduced posterior to the infected area, and 
was designed with the precise object of leaving the latter 
area entirely free from any apparatus whatever. The bolt 
-does not perforate the buccal cavity, as his circumferential 
wires do, and the operation is done entirely aseptically — 
points which Mr. Bubb evidently failed to grasp. ( d ) Mr. 
Bubb is surprised that I made no reference to the 4 4 open- 
bite ” method of splinting ; but I regard it as unsocnd and 
never use it, and the communication only dealt with my own 
methods — methods which I believe to be original. 

I am, Sir, yours faithfully, 

Frognal, Sldcup, Oct. 1st. 1918. H. P. PlCKERIbL. 


The death occurred of Clara Hind, L.R.C.S., 
L.R.C.P.E., of Ockley Sanatorium, on Sept. 15th. She 
commenced her career as a nurse and was some years at 
Nottingham, when she obtained her full training in medical 
and surgical nursing. She then trained in midwifery, getting 
the L.O.S. certificate. Later Bhe was appointed matron of 
the Clapham Maternity Hospital, which post she held for 
five years, when she entered as a medical student at the 
London School of Medicine for Women and the Royal 
Free Hospital. She qualified in 1901, and then devoted 
herself especially to the open-air treatment of phthisis. 
She was appointed resident physician to Rudgwick Sana¬ 
torium, and later founded the sanatorium at Ockley, 
which she managed for 15 years. Her twofold training as 
doctor and nurse made her most fitted for such work, and 
her sudden death is a loss to preventive medicine in her 
specialty. Her help in the training of women medical 
students, midwives, and nurses in midwifery was invaluable. 
She never lost touch with the Clapham Maternity Hospital, 
and later became a physician to out-patients, and also a 
trusted and valued member of the committee, by whom her 
loss will be deeply felt. 


THE SERVICES. 


INDIAN MEDICAL SERVICE. 

Temporary I.M.S. Officers — It has recently been decided that certain 
classes of temporary officers of the Indian Medical Service may 
re-engage under tbe terms of the Army Department letter of Feb. 9tb, 
1915, provided they have been continuously employed since their first 
appointment. These classes are -. (a) Those who were engaged by the 
Director-General, Indian Medical Service, for service overseas prior to 
the issue of the letter quoted above, as well as t hose engaged under the 
terms of that letter; (6) those who were engaged by the Bombay 
Relief Fund for service in Egypt, and subsequently re-engaged by the 
Government of India. The officers referred to above should accord¬ 
ingly be paid at the rate of 24 8. per diem, whether serving in India or 
overseas. 

Indian Defence Force Medical Corps.— The Indian Defence Force 
Medical Corps has .just been created. Persons bolding the following 
medical and surgical qualifications may be granted commissions: 
a) Registrable in the United Kingdom; (5) L.M.S. Madras; 
C) Membership of State Medical Faculty, Bengal ; (d) Memberships 
of College of Physicians and Surgeons of Bombay; (e) American 
diplomas, the courses of study for which are recognised by the 
General Medical Counci 1 . Commissions in the I.D.F.M.C. will be 
governed by the regulations applying to commissions in the I.D.F. 
generally so far as thev are applicable. Commissions in the I.D.F. 
may be on the General Service or Local Service List. Officers on the 
General Service List will be required to serve in any part of India. 
Officers on the Local Service List will be required to serve in one locality 
only. Ofticersof the I.D.F.M.C. will begranted tbe following substantive 
ranks: Lieutenant on first appointment, Captain after three years’ 
service. Major after 12 years' service, and Lieutenant-Colonel after 
20 years’ service. Each step in promotion will only be granted if 
recommended by the officer commanding. Service as medical officer 
of Volunteer units will count for the purpose of this Regulation as 
service hi the I.D.F.M.C. Officers of the I.D.F.M.C. will be placed 
under the orders of officers commanding station hospitals where such 
hospitals exist. At stations where there are no station hospitals they 
will be attaohed to units of the I.D.F. If not attached to a unit of tbe 
I.D.F. officers of the I.D.F.M.C. will be oil the Supernumerary List. 

ROYAL NAVAL MEDICAL SERVICE. 

Temp. Surg. R. E. R. Burn, who has been invalided on account of 
ill-health contracted in the Service, retains his rank. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. G. J. A. Ormsby relinquishes the temporary rank of 
Colonel on re-posting. 

The undermentioned relinquish the acting rank of Lleu’enant- 
Colonel on re-postiug: Major K. B. Booth, Temp. Capt. H. Faulkner. 

To be acting Lieutenant-Colonels whilst in command of a Medical 
Unit: Major M. F. Grant, Capt. (acting Major) K. Phillips. 

Temp. Capt. A. N. Bruce to be acting Lieutenant-Colonel whilst 
specially employed. 

Temp. Capt. L. Leslie relinquishes the actlug rank of Major on 
re-posting. 

To be acting Majors: Capt. D. Bell; Temp. Capts. O. J. Day. W. L. 
Lyall, J. D. Cooke, M. Fit/.maurice-Kelly. G. G. Anderson, J. R. Davies. 

Temp. Capt. B. L Warner, Canadian A.M C., to be temporary Major. 

Temporary Lieutenants to be temporary Captains: J. Martin, J. B. 
Wilkie, D. Young, M. B. Keichwald, H. L. Pearson, C. F. Curtis, T. 
Craig, D. M. Cox, J. S. Crichton, D. T. Evans, U. Graham. S. A. 
Furlong, M. Dockrell, S. M. Vassallo, G. W. B. Shaw, H. H. Mollov, 

G. M. Grundy. K. G. Meyer, F. W. Emery, F. M. H. Sande*son,L. E. C. 
Handson, E. G. Hodgson, H. Farncorabe, A. E. Clark, C. W. Cogblan, 

H. D. Pollard. 

To be temporary Captains : G. B. Wilkinson, H. McKinnon (Canadian 
A.M.C-). E. A. Aylward, W. J. Woodman date Captain. R.A.M.C., T.F.), 
W. G. Lidderdale, E. 8. Holloway, B. Beamish, S. L. Haslett, F. M. 
Harvey. J. F. Bulla-, A. S. Allan, W. Hughes, P. Daly, L J. Hood. 

To be temporary Honorary Captains : 8. J. Cattley and J. K. Taylor. 

To bo temp. Hon. Lieutenants : F. A. Georger and B. D. Brooker. 

Late temporary Captains granted the honorary rank of Captain: 
E. A. Pearson, E.G. H. Weir, and A. M. J. Halligan. 

To be temporary Lieutenants: D. H. Vickery. T. M. Richardson, 
L. Milburn. W. Bligh, S. F. Breakly, H. T. O’Neill. C. H. Lee. R. 
Lawrence. W. A. Mein, J. Black, A. D. Prirgle. H. R. F. Towne, A. I. 
Glrdwood, F. Aitken, II. M. Moore. L. N. H. Biggs, H. C. Sutton, H. 
Aberuethy, W. K. Anderson, C. Blake, K. S. Verdon. S. Wilton, C. R. 
Kidd, A. I. Aylmer, E. W. Sharp. J. G. Louden, A. MacIntyre. 

Officers relinquishing tbelr commissions Temporary Captains 
granted the honorary rank of Captain: T. C. Pccock (on account of 
ill-health contracted on active service), S. C. Westwood, T. W. Bailey 
(on account of ill-health), C. A. Wickham. J. W. Wayte (on account 
of ill-health caused by wounds); Temp. Capts. F. H. Cooke, W. H. 
Parsons, A. G. Graham, S. C. Shanks, P. Daly, F. J. McCarthy, A. D. 
Howard, W. E. Peck, B H. Swift, J. F. Allen, C. Ware, T. S. S. 
Holmes, T. E Parker, F. S. Noble. H. O'Neill, R. McCaffiey, A. P. 
Woollright, F. L. McKinnon, J. H. Mayston; Temp. Lleute. T m E. 
Lister, F. W. Chesnayc, H. Leach, W. U. Woodyer, P. T. J. O Fa roll, 
A. Rogers, G. Burmt, K. D. Marriner, C. L. Birmingham, T. C. L>. 
Cathcart; Temp. Hon. Lieut. C. E. Fearn (on account of ill-health, 
and is granted the honorary rank of Lieutenant). 

SPECIAL RESERVE OF OFFICERS. 

Lieut. D. J. Valentine to be acting Major. 

Capt. N. M. Lewis relinquishes his commission on account of ill-health, 
and Is granted the honorary rark of Lieutenant. 

Capt. K. J. Bradley relinquishes the acting rank of Major on re-posting. 

To be Lieutenants: R. B. MacGregor (from Edinburgh University 
Contingent, O.T.C); J. F. Cunningham, W. H. Duff, A. K. I. Jones 
(from University of London Contingent. O.T.C.); A. M. Dugan (from 
Abe.deen University Oontingei t, O.T.C.); W. A. Hewltson (from 
Durham University Contingent, O.T.C.); G. K. Baxter (from Lee ’s 
University Contingent, O.T.C.); J. M. Macpherson, A. M. Davidson; 
and N. B. Peacock, W. Napier, A. b. Goudie. J. W. Mackay, J. 11. 
Potter, W. Scotland, D. Kinlayson r F. K. MacMillan (from Glasgow 
University Contingent, O.T.C ). 
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TERRITORIAL FORCE. 


Major T. Duncan relinquishes his commission on account of ill- 
health, and is granted the honorary rank of Major. 

Captains to be acting Majors whilst specially employed : A. L. 
Sharpin, G. B. Pritchard, G. H. Dominy, H. Connop, J. Walker, W. A. 
Campbell. 

Capts. (acting Majors) C. S. P. Black and P. S. Mai tin relinquish 
their acting rank on ceasing to be specially omployed. 

Capt. W. Duncan to be acting Ueutenant-Colonel whilst specially 
employed. 

Major, F. G. Bushnell and Capt. C. N. Chadborn are seconded for 


duty overseas. 

Capt. R. Richards is restored to the establishment. 

Capt. (Brevet Major, temporary Lieut.-Ool.) C. H. S. Frankau 
relinquishes the temporary rank of Lieutenant-Colonel on ceasing to 
command a Casualty Clearing Station. 

Capt. N. C. Rutherford to be acting Lieutenant-Colonel whilst com¬ 
manding a Field Ambulance. 

Capt. B. D Gairdner, D.S.O., to be Major. 

Lieut. W. E. Evans to be Captain. 


ROYAL AIR FORCE. 

Medical Branch.— Granted temporary commissions as Captains : 
E. G. Feamsides (to be hon. Major), R. B. Lilly, H. P. Helsham (Capt., 
B.A.M.C.), B. H. Swift, M. E. H. Wale. Granted temporary commis¬ 
sions as Lieutenants: B. E. Rollins, A. B. Collie, K. F. Wilson, S. A. 
Clark. 

Denial Branch.—Q ranted temporary commissions as Lieutenants : 
H. O. Salt, H. H. Chapman, G. H. W. Randell. 


ISStefcfral Jjtetos. 


University of Durham: Faculty of Medicine. 

—At a special Second Examination for the degree of 
Bachelor of Medicine the following candidates were suc¬ 
cessful :— 

Anatomy and Physiology.— John Neville Alexander, Francis Joseph 
Benjamin, Oliver Colville (second-class honours), Edward Thomas 
Colville (second-class honours), Thomas William King Dunscombe, 
Donald Falconer Hocken, James Joseph Laydon, Morris Mickler, 
Kenneth Moncrleff, Robert John Perring, and Sydney Terry 
Pybus. 

University of Bristol.— At a supplementary 
First Examination for the degrees of M.B., (jh.B., recently 
held, Eric Cecil Keevil Kemjerdine and Carrie Hooper 
Osmond were successful. 

The Bell Fund.—D r. S. A. Kinnier Wilson asks 
us to acknowledge a donation to the Dr. J. H. Bell Fund of 
JE1 1*. from Dr. S. H. Belfrage. Subscriptions should be 
sent to Dr. Wilson, at 14, Harley-street, London, W. 1. 

Guy’s Hospital Medical School.— The following 
scholarships have been awardedSenior 8cience Scholar¬ 
ships for University students: £75, Joshua Harold Burn, 
Emmanuel College, Cambridge; £35, Malcolm Henry 

M&cKeith, Queen’s College, Oxford. Junior Science Scholar¬ 
ships: £120, Edwin Charles Warner, Guy’s Hospital; £50, 
Maurice Burkett Goolding. Guy’s Hospital Scholarship in 
Arts: £100, Charles Skinner Hallpike, St. Paul’s School. 

St. Bartholomew’s Hospital and College.— 

The following scholarships have been awarded;—Senior 
Entrance Scholarship in Science (value £75): C. L. Pasricha, 
Caius College, Cambridge. Junior Entrance Scholarship in 
Science (value £100) : B. M. Tracey, Monkton Combe 
School, Bath. Entrance Scholarship in Arts (value £100): 
J. Maxwell, Highgate School. Jeaffreson Exhibition (value 
£50): N. E. Laurence, Queen’s Royal College, Trinidad. 

Central Surgeries in Battersea.— In order to 
release doctors of military age for service with the Forces 
the Local Medical War Committee, in conjunction with the 
Minister of National Service, proposes to establish central 
climes in the metropolitan borough of Battersea. For this 
purpose the borough has been divided into three districts— 
east, south, and west—and practitioners have been appointed 
as organisers in each. In the southern district the centre 
proposed is the Bolingbroke Hospital, the governors having 
given their permission for the hospital to be used for the 
purpose. Six doctors have been nominated to take the 
evening surgery in rotation, and it is suggested that all 
panel lists should be pooled and the patients asked to attend 
at the centre instead of at the doctor’s surgery. The 
London Insurance Committee have been asked to notify 
the insured persons of the proposed change. The number of 
practitioners on the panel in the three divisions referred to 
is 23. and the number of insured persons on their lists is 
41,554, and the Committee, while realising that an emer¬ 
gency has arisen which must be met in some radical 
manner, And that the scheme involves a great change in the 
policy of administering the National Insurance Act, to which 
they cannot assent without further inquiry. This inquiry 
is now being conducted in close cooperation with the Local 
Panel Committee. • 


appointments. 


Bowhay, Albert. M.D. Durh., L.R.C.P., M.R.C.8., D.P.H. Cantab., 
has been appointed Temporary Medical Officer for the Bere Ferrers 
District by the Tavistock (Devon) Board of Guardians. 

Pxttkrsof, Norm a*, F.R.C.8., Throat, Nose, and Ear Specialist at the 
Willeeden Municipal Hospital. 


faeanries. 


For further information refer to the advertisement columns. 

Barrow in-Furness, North Ijonsdale Hospital. -Second H.S. £250. 

Bath, Royal Mineral Water Hospital.—Res. M.O. 

Bolton Union, Townley’s A uxiHary Military Hospital , Famworth, near 
Bolton.— Female Asst. M.O. £300. 

Bournemouth, Royal Victoriaand West Hants Hospital.—Res. M.O. £400. 

Bristol General Hospital.— Physician. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Carlisle City. Maternity and Child Welfare —Female Asst. M.O. £425. 

Carlisle, Cumberland Infirmary— Female H.P. £260. 

Central London Ophthalmic Hospital, Judd street, W.C.—U.S. £50. 

Derby Mental Hospital.— Asst. M.O. £350. 

Dorset County Council Education Committee.— School Dentist. £300. 

Dudley, Quest Hospital and Eye Infirmary— Asst. H.S. £120. 

Dumfries and Galloway Royal Infirmary.—Asst. H.S. 

Great Northern Central Hospital, Holloroay-road. N.— H.S. £100. 

Hospital for Consumption and Diseases of the Chest, Brompton.—H.P. 
30 guineas. 

Huddersfield County Borough.— Female Asst. M.O.H. £400. 

Kensington Board of Guardian s' Institution, Marlocs-road, 11.—Sec. 
Asst. Ree. M.O. £325. ^ t ijL 

Leamington Spa , Wameford, Leamington, and South Warwickshire 
General Hospital.— Second Res. M.O. £200. 

Manchester, Ancoats Hospital.— H.P. £200. 

Manchester Education Committee.— Two Temp. Asst. Scb. M.O. £400. 

Manchester Royal Eye Hospital.— Sen. H S. £150. 

Manor House Orthopxdic Hospital, Hampstead. —Res. M.O. £300. 

Margate, Royal Sea Bathing Hospital for Surgical Tuberculosis.— 
Surgeon. £200. „ _ 

National Hospital for the Parlyied and Epileptic, Queen-square, B -C. — 
Res. M.O. Also Jun. H.P. 

Norwich, Norfolk and Norwich Hospital.— H.P., H.S., and Res. M.O. 
£400 each. ___ 

Nottingham General Hospital.— Female Gas. H.S. £250. 

Plymouth, South Devon and East Cornwall Hospital.— M.O. for Venereal 
Diseases Department . £500. m „ 

Queen Mary's Hospital for the East End, Stratford , X .— Res. M.O, 
Also H.S. ** 

Rhondda Urban District Council— Dental Surgeon. £3C0. 

Royal Free Hospital, Grny's I n-road, W.C.- H.S. £50. 

Roynl Free Military Hospital, Gray's Inn-road, W.C.— Asst. Res. M.O. 
£250. 

St. Pancrat South Infirmary, Pancras-road, N.W. —Female Asst. M.O. 
£3C0. Or Female L.T. 7 gs. p.w. _, . 

Scottish Women's Hospitals.—¥e male Asst. M.O.’s for France and 
Greece. £300* 

Sheffield Royal Infirmary— Rea. S.O. £200. 

Stoke-on-Trent County Borough.— Aast. Tuberc. O. £400. 

Swansea Hospital.— H.S. £250. 

Wigan Infirmary.— Jun. H.S. £225. Also Surgical Dresser. £150 

Winchester, Hampshire County Council— Temp. Asst. M.O.H. £400. 

York City.— Temp. Tuberc. O. £350. 

Carriages, ant) geatjp. 

BIRTHS. 

Aldehsojt.—O n Sept. 28th, at West Crosa, Merstham, the wife of 
Captain G. G. Alderson, R.A.M.C.. of a son. 

Mobkrlt.— On Sept. 8th, at “ Chudleigh.” Ewell road, Surbiton, 
Surrey, the wife of Alan V. Moberly, M K.C.8., L.R.C.P., of a son. 

Strahan.—O n August 30tb, at Hong-Kong, the wife of Stuart 8£gutn 
Stratum, M.B., of a son._ 

MARRIAGES. 

Cooper—M e Kendrick.-— On Sept. 26th, at Whlppinghara Church, Isle 
of Wight. Anthony Ashley Cooper, Temp. Capt.. B.A.M.O.. to 
Henrietta Learmont (Rita) McKendrtck. fourth daughter of the 
late Walter McKendrick and Mr*. McKenrick. of “ Runrog, Hagg- 
cresoent, Johnstone, Renfrewshire. 

Lloyd-Willi a ms-Inglis.—O n Sept. 28th, at Corstorphlne, Mid¬ 
lothian, Bertram Lloyd-Williams to Dr. Isabel Inglis. 


DEATHS. 

Germax.— Killed in action, on SeDt. 18th, Major Hugh Bernard 
German, M.C., K.A.M.C., late Surgeon, Royal Navy, aged 38 years. 

Griffith.— On Sept. 24th, at the Homestead, The Colony. Lingflold, 
Surrey, Alfred Hume Griffith, M.D. Bdln., D.P.H. Cantab., 
aged 43. 

Howard.— Killed in action in Bast Africa, on Sept. 6tb, Charles 
Reginald Howard. M.D. Cantab., Captain, B.A.M.C., attached 
King’s African Rifles. 

Shaw.— On Sept. 3Qtb. in London, Sir Doyle Money Shaw’, K G.B., 
K.N.. late Inspector-General of Hospitals and Fleets, In hi* 
88tb year. 

N.B.—A fee of 5s. is charged for the insertion of Notices of Births, 
Marriages , and Deaths 
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to Camsjrantonts. 

THE RATAN TATA FOUNDATION FOR SOCIAL 
SCIENCE. 


successful results. The diseases treated are swellings, stiff¬ 
nesses, contractions of joints and fibrous ankyloses; neuritis, 
phlebitis, neuralgias, and arthritis, whether gonococcal, 
gouty, or rheumatic, and whether acute, subacute, or chronic. 
The treatment does not exhaust the patient, but increases 
his appetite, and the paraffin, fconstantly sterilised, is but 
little wasted. The Archives de Mtdecine Navale , from which 
we quote, reports this treatment as a definite therapeutic 
advance. 


Sir Ratan Tata, whose death we recently recorded, was 
one of the comparatively rare rich men willing to endow 
research into poverty and destitution, without which radical 
(as against merely palliative) treatment of social disease is 
not possible. The Ratan Tata Foundation of the London 
School of Economics, under the guidance of two able socio¬ 
logists, Professor L. T. Hobhouse and Professor E. J. Urwick, 
has conducted a series of investigations which have added 
greatly to our knowledge of social conditions and afford good 
examples of the newer methods in social study. 

There are two chief differences between the economists of 
to-day and those of a past generation. In the first place, 
much less confidence is placed in long trains of deductive 
reasoning and there is a closer checking at every stage by 
observed facts. Thus, the older writers—Mill, for example 
—dogmatised that where work was undertaken to supple¬ 
ment the employment on which a family was mainly 
dependent a lower wage would beaccepted than would be the 
case if the family had no other means of livelihood. The Ratan 
Tata Foundation, inquiring into the condition of the home 
workers in East London, found that the reverse was true. 
Of the women in the tailoring trade who worked to supple¬ 
ment their husband’s wages one-half were being paid good 
rates; whilst of the women who were entirely dependent on 
their earnings only a quarter were well paid! The explana¬ 
tion was that the latter dared not stop their work, whilst the 
former could do so “ at a pinch,” and therefore stood out for 
better money. 

The second mark of the newer school of economists is that 
they pay much more attention to the psychology of industrial 
conditions. Ru9kin long ago warned his contemporaries that 
many of their deductions were valueless because thev had 
posited a non-existent “ economic man.” Mr. R. H. TaWney 
who has written for the Ratan Tata Foundation two mono¬ 
graphs on the working of the Trades Bjards Act, expresses 
the truth very neatly: “ Economic processes are not reducible 
to sums in simple arithmetic. The reaction which follows 
an increase or redaction in wages is not merely quantitative 

but qualitative . The consequences are comparable to 

the effect not of mechanical stresses, but of chemical 
reactions. There is more in the result than appears in the 
components, an unknown factor whose operation defies 
deductive reason.” He illustrates this by a large body of 
testimony from employers that higher wages often mean 
better output and therefore lower cost of production. ‘‘To 
be well paid gives the workers dignity and self-respect. They 
think they are worth more, and therefore they are worth 
more.” 

Such investigitions and publications as those of tho Ratan 
Tata Foundation are introducing a new and sounder social 
science. 


PARAFFIN THERAPY. 

Melted paraffin has a lower specific heat capacity thai 
that of water—roughly, about one half, and lower foi 
the harder paraffins—and can hence be applied to th< 
body at a higher temperature. It also Bhrinks as i 
cools, and so makes a slight equal pressure on the tissue 
beneath. These characters give it advantage in the treat 
ment of swellings and stiffness of joints, which are thu 
treated by it in St. Anne Hospital at Toulon, as we an 
told in the Archives de Mtdecine Navale for August. Thi 
use of paraffin (paraffitherapy) has beeu adopted bv thi 
French Admiralty. It was introduced by Dr. Barthe d< 
Sandfort, who also introduced ambrine for the treatment o 
burns, and was formerly a medical officer in the Frencl 
Navy. There is a room in that hospital for this treatment 
A large tank of melted paraffin is the central feature. In i 
are two coils, one (steam) for raising the temperature tc 
120- C. (248- F.) to sterilise it, the other (colTwate^ t< 
reduce its temperature to the practical limit of 53°-50° r 
(127°-122° F.). The melted paraffin is either put int< 
bathB in which is immersed so much of the patieni 
as is necessary, or the patient being laid on i 
sheet, the hot liquid is poured over him by jugt 
or ladles. A patient with a stiff knee, for example 
will every day for the first week have his knee dippec 
in a bath and removed, dipped a minute later anc 
removed, until his leg is encased in paraffin, when he rests 
for half an hour or so and has his paraffin case removed as 
is easily done, the case being separated by the free sweatim 
which occurs. After the first week the treatments come 
eveo- second day, and at the end of a fortnight his knee 
should be well—that is the usual experience. Heat some 
what prolonged, equable pressure, sweating—these are the 
factors which are supposed to account for the so frequently 


THE ZEEBRUGGE MOLE. 

Wf. have received from Messrs. Pain and Co., 17, Farringdon- 
avenue, London, E.C., a copy of a little poem by Mr. Sydney 
Lee entitled “Well Done, Vindictive!" and celebrating the raid 
on Zeebrugge on the eve of 8t. George’s Day of this vear. 
The poem is a picturesque and vigorous piece of verse", the 
“doggerel” style being reminiscent of the old chanty. The 
closing verse illustrates the rough directness of the author:— 

“ Now B ltons! when you wish to stir the blood within your veins. 

Just chuck all thoughts of business, your losses and your gains. 

And remember the Vindictive, and tell the boys around 
Or those deeds of British valour that made the World resound.” 

The poem is published at the price of 6i. for the benefit of 
King George’s Fund for Sailors. 


ffiehical $iarjr far % tnsuiitg ®£eek. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wimp ole-street W.l. 

MEETING OF SECTION. 

Thursday, Oct. 10th. 

NEUROLOGY (Hon. Secretaries-0. M. Hinls Howell, H. G. Feam- 
sides): at 8.30 p.m. 

Discussion : 

A Discussion will be opened by D.\ Wilfred Harris on “ Causalgia, 
and its Treatment.”_ 


LECT CJRE3, ADDRESSES, DEMONSTRATIONS, &c. 

ST. JOHN S HOSPITAL FOR DISK VSBS OF THE SKIN, 49, Lelcester- 
square, W.O. 

Thursday, Oct. 10th.— 5 p.m.. Chesterfield Lecture:-Dr. M. 
DockrellEczema in all its Stages. 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute. 37, Russell-square, W.C. 

Course of Lectures on Public Health Problems under War and After- 
war Conditions (each Lecture will be followed by a Dhcussion) 
WEDNESDAY, Oct. 9th.—4 p.m., Prof. A. Keith: Anthropometry 
and National Health. 


Communications, Letters, Ac., to the Editor have 
been received from — 

M. —Dr. H. Mackenzie. Lond.; 
Medical Supply Association, 
Lond.; Munitions Inventions, 
Lond., Controller of; Councillor 
Mac Lachlan. Lond.; Capt. S. A. 
Moore, N.Z.M.C.; Metropolitan 
Public Gardens Association, 
Lond. 

N. —National Food Reform Associa; 
tion. Lond., Hon. Sec. of- 
National Hospital for the Para¬ 
lysed and Epileptic, Lond. 

P.-Mr. R. K. Phillips, Lond.; 
Pharmaceutical Society of Great 
Britain, Lond.; Pearson's Maga¬ 
zine, Lond., Editor of; Major 
H. P. Pickerill, N.Z.M.C.; Mr. 
S. G. Papadopoulos, Lond.: Mr. 
J. W. Phillips, Seattle. 

R — Dr. R. It. Rentoul, Liverpool; 
Dr. C. H. Rot>ert8, Lend.; Dr. 

V. I. Russell, Lond.; Royal Col¬ 
lege of Physicians, Lond., Pre¬ 
sident and Fellows of ; Royal In¬ 
stitute of Public Health, Lond. 

S. —Mrs F. G. Saint, Lond.; Capt. 
J. L. Stoddart, M.O., U.8.A.; 
St. John’s Hospital, Lond., Sec. 
of; Mr. T. P. Smith, Bolton : Mr. 
D. F. S eel, Glasgow; Major 
J. J. M. Shaw, R.A.M.C. 

T. —Mr. W. S. Tietjen, Lond.; Dr. 

W. A. Turner, C.B ; Capt. J. G. 
Thomson, R.A.M.C.; Mr. H. 
Teggart, Glasgow; Mr. E. D. 
Telford, Manchester. 

U — U.S. Public Health Service, 
Hygienic Laboratory, Wash¬ 
ington. 

W.—Dr. L. Williams, Lond.; Mr. 
J. F. Ward, Lond.; Major B. A. 
Willcocks, A.I.F.; Dr. C. B. 
Wheeler, Lond.; Mr. T. Wing, 
M.P., Lond.; Mr. C. Wilson, 
Lond.; Dr. J. R. WhitwclD 
Melton. 


B. —Mr. J. Burns. Ellnburgh ; Dr 
C Burland, Liverpool; Capt. 

W. G. Ball, R.A. M.C.( T.); Capi- 
tano Medico Prof. Dr. G. Breccia; 

Major Gen. Sir David Bruce, 

K.C.B.; British Fire Prevention 
Committee, Lond.; Board of 
Agriculture and Fisheries. Lond. 

C. —Capt. J. Campbell. R.A.M.C.; 

Dr. J. R. T. Conner, Lond.; 

Mr. A. L. Clarke, Hastings ; 

Chicago School of Sanitary In¬ 
struction ; Mr. F. R. Cave, Oke- 
hampton; Capt. J. C. Clayton, 

R.A.M.C.; Major H. A. Cooks on, 

R.A.M.U.(T.) 

D. —Dr. L. Doncaster, Cambridge ; 

Mr. A. C. J. Dalby, Avonmouth; 

Dr. A. B. Dunne, Doncaster; 

Dept, of Scientific and Industrial 
Research, Lond ; Dr. S. Davies, 

Woolwich; Capt. S. C. Dyke, 

K A M C ^ 

E. —Dr. *A. B. Elliott, Abergele; 

Dr. F. W. Edridge-Green, Lond. 

F. —Major M. Foster, R.A.M.O.(T.) 

G. —Mr. J. W. G. Grant, Lond.; 

Dr. J. Gairdner, Crieff. 

H. —Dr. J. S. Haldane, Oxford; 

Prof. W. Hall, Bristol; Capt. R. 

Hall, R.A.F.; Mr. J. T. Hender¬ 
son, Pietermaritzburg. 

I. —Insurance Committee for the 
County of London. 

K. —Kensington, Medical Officer of 
Health of. 

L. —Dr. H. Lyon-Smitb, Lond.; 

Mr. 8. M. Lawrence, Gravesend ; 

Mr. K. M. Little, Lond.; Locil 
Government Board and Scottish 
Office, Lond.; Mr. A. H. Long, 

Lond.; The Library Press, Ltd., 

Lond., Director of; London Units 
of the Scottish Women's Hos- 

S itals for Home and Foreign 
ervlce. _ 

Offices: 423, Strand, London, W.O. 2. 
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GUNSHOT WOUNDS OF THE JOINTS. 

By J. CAMPBELL, M.D.Livebp., 

CAPTAIN, R.A.M.O. (8.R.) ; LATE SURGICAL RKGISTRAR, ROTAL IN FIRM ARY, 
LIVERPOOL; 8EHIOR ASSISTANT TO THE PROFESSOR OF AHATOMY, 
ROYAL COLLEGE OF SURGEONS IN IRELAND,ETC. 

PART I. 

Gunshot wounds involving joints form something like 

4 per cent, of the total number of wounds met with in the 
present war. They are of first-rate importance owing to the 
frequency with which they are followed by loss of life or 
limb or, short of these, by ankylosis, complete or incomplete, 
with a corresponding degree of incapacity to the individual. 

This paper is founded on an experience of over 800 cases 
and on operative and post-operative treatment carried out in 
casualty clearing stations and general hospitals. Amongst 
those treated in the latter, separate series of cases involving 
the various joints were isolated and collected and not dis¬ 
charged to England till either completely healed or sufficiently 
far advanced in the process of healing to place them beyond 
any likelihood of subsequent interference, and this was 
verified by tracing the later history of all such cases to 
their termination in England. In a fair percentage of the 
remaining cases the end results were obtained by informa¬ 
tion gained from England. In this way I venture to think 
that some definite conclusions can be drawn as to the merits 
of the various methods of treatment and as to those most 
worthy of adoption. 

Characteristics of Joints. 

Synovial membrane.— Most joints are lined by synovial 
membrane. This possesses, in common with other serous 
membranes, two important characteristics on which all 
successful treatment is based—namely, (1) an extra¬ 
ordinarily strong capacity for overcoming septic infection ; 
and (2) an equally strong capacity for forming adhesions. 
These adhesions form with considerable readiness; at the 
end of 24 hours they are very well marked indeed ; some¬ 
times they may form within several hours. As a result of 
this capacity for forming adhesions the advent of sepsis 
from without is largely prevented, and any sepsis inside the 
joint remains localised for a considerable time, granted that 
the exudation poured out has a free exit. It is largely 
in consequence of these two characteristics that joint 
lesions are now regarded as of much less surgical import¬ 
ance than was thought to be the case several years ago, 
granted that the wound is efficiently treated within a 
reasonable time of its infliction. 

Articular cartilage.— Articular cartilage depends for its 
existence upon lymph. Anything, therefore, which inter¬ 
feres with its normal supply will assist in causing its death. 
Intact cartilage presents a definite resistance to infection and 
does not readily undergo erosion in the presence of sepsis, if it 
is not at the same time the subject of pressure. On the other 
hand, if it is the subject of pressure it does rapidly undergo 
erosion at the site of pressure. This is an important con¬ 
sideration in treatment and shows the necessity for main¬ 
taining constant extension in the axis of the limb so as to 
minimise or abolish the pressure of opposed cartilaginous 
surfaces on one another. Granted this is efficiently main¬ 
tained, erosion can be largely avoided or its onset delayed in 
the presence of low or even moderate degrees of sepsis. 

This influence of pressure on erosion was very vividly impressed on 
me in a case of low grade infection of the knee-joint resulting from 
secondary spread from a foreign body in the immediate neighbourhood. 
The case came under my care somewhat late (about two and a half to 
three weeks after the onset of the arthritis) and at the time was not 
making satisfactory progress; there was a definite degree of outward 
flexion causing deformity; extension had been more or less satis¬ 
factorily maintained on a Thomas’s knee-splint. Radiographs taken at 
the time showed considerable erosion and loss of outline of the cartilage 
over the external condyles of femur and tibia, with no observable change 

0> The differences between the two sides of the joint were so striking as 
to induce one to make inquiries as to the details of the previous treat¬ 
ment It transpired that it had been the custom to turn the patient 
over on to his normal side when changing the dressings and attending 
to the skin over his back. As a result the limb tended to sag inwards 
during the process owing to stretching of the joint capsule snd liga¬ 
ments from inflammatory softening which always accompanies an 
arthritis; consequently, the external condylar surfaces were jammed 
together and the internal ones separated, producing the condition 
described above. 

No. 4963 

The onset of erosion is frequently associated with 1 ‘ night 

starts.” When these make their appearance it is a sure 
index of imperfect extension, and they disappear immediately 
the extension is tightened up and made adequate. 

Arrangement of the blood-supply. —Another point of the 
greatest importance is the arrangement of the blood-supply 
to the articular ends of the bones ; and as these are covered 
by avascular cartilage it follows that in gunshot wounds 
large masses of bone may readily be completely cut off from 
their vascular supply. Especially is this the case with the 
head of the femur when the wound involves the intra- 
capsular portion of the neck of the bone. The same 
applies, only to a less extent, in the case of the head of 
the humerus and in varying degrees to the ends of other 
bones. These masses of loose bone form a suitable nidus 
for the growth of any organisms that have found their way 
into the wound, and are then often the site of origin of an 
acute arthritis. 

Structure of the articular ends of bones. —The epiphyses 
and adjacent parts of the shaft are formed of cancellous 
tissue. Like other tissues—e.g., muscle, this suffers con¬ 
tusion, and then becomes just as liable to septic invasion with 
its attendant dangers. Contused cancellous tissue, then, 
must play a large part in producing septic arthritis in many 
cases. 

General Considerations Governing Treatment. 

The general factors governing treatment cover a wide 
range and involve considerations of: (1) the patient ; (2) the 
surgeon ; (3) surrounding conditions generally ; (4) nature of 
wound ; (5) time elapsed after being wounded ; (6) nature of 
infecting organism ; and (7) radiography. 

The Patient. 

As regards the patient himself, the following should be 
taken into consideration :— 

Age.— The younger the patient the more readily is he able 
to withstand conservative nieasures. 

General condition.— The better this is, the more does the 
above suggestion apply. It is well when resorting to con¬ 
servative measures in cases involving the larger joints, 
especially the knee and hip, to keep a close eye on. the 
patient’s general condition, for sometimes the local condition 
may appear to be making satisfactory progress, yet the 
patient is slowly going downhill and the pulse beginning to 
lose its volume. When this event occurs the time has passed 
for persistence in conservative measures, and the limb must 
be sacrificed. .. . • .. . 

Multiple mounds. —The more wounds a patient has, the less 
should be the degree of effort in the line of conservatism. 

For instance, if a patient is injured in such a way that the 
upper and lower limbs are both in jeopardy, unlass there is 
reasonable certainty of saving both it is better to save the 
upper at the expense of the lower, sacrificing the leg at the 
outset rather than lose both arm and leg and, maybe, the 
life of the patient later on. 

Occupation.— It is well to ascertain this at the outset, 
first, because in certain work a rigidly stiff limb is less 
useful to some patients than an artificial one ; and, secondly, 
because it gives guidance as to the best position in which 
ankylosis should be secured, if such is likely to ensue e.g., 
a farm labourer should have the elbow ankylosed at an angle 
of 135° to allow of the lifting of heavy weights; a pro¬ 
fessional man at an angle of 100°, to allow of writing and 
of access to the pockets. The same applies to the shoulder : 
the heavier the work done the less should the arm be 
abducted from the side (but in no case less than 40°), and 
the lighter the work done and the more mobility required for 
the arm the nearer an abduction of 90° should be secured. 

Other injuries will also largely affect the position for 
ankylosis—e.g., if the other hand be lost, then the remaining 
arm must be secured so that the patient can feed himself— 
that is to say, in complete flexion with semi-pronation of the 
forearm. 

The Surgeon. 

In serious cases treatment largely depends on the surgeon 
himself. If his skill and experience are large he naturally 
has the right to attempt greater degrees of conservatism 
than if his experience is small. His speed in operation and 
the amount of time he has at his disposal to give to after- 
treatment are also important. In doubtful cases nothing 
is more to be regretted than division of responsibility for 
treatment during the time when risk to life or limb is present, 
p 
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Surrounding General Conditions. 

During times of stress it is only natural tlfat less con¬ 
servative treatment should be adopted than during quiet 
periods on account of the lack of time at the disposal of 
everyone generally to attend to after-treatment, and also 
on account of the urgency of many other cases awaiting 
operation, for conservative measures take up considerably 
more time than more radical ones. 


Nature of the Wound. 


This is a matter of first-rate importance and involves con¬ 
sideration of : ( a ) size of aperture of entry or exit or both ; 
() nature of the missile ; ( o ) extent of the bone injury. 

(a) Size of entry or exit or both. —The size of these apertures 
largely determines the treatment required—e.g., leech-bite 
entry and exit are usually not followed by sepsis, even 
when accompanied by severe fracture. Large wounds, on 
the other hand, even with little if any bone injury, are 
vastly more important in that their size varies directly 
with the amount of septic material that was introduced 
into the joint by the missile, and also with the amount of 
sepsis that has subsequently invaded it from without. Large 
external wounds, however, that communicate freely with the 
synovial cavity and thereby allow of the free exit of fluid 
from it, are appreciably less dangerous than similar wounds 
with valve-like openings which do not allow of this escape. 
With the former type I have frequently seen but little bad 
result in knee-joints, but with the latter very frequently 
serious consequences. In the one case the sepsis became 
localised by synovial adhesions ; in the other it was soon 
disseminated over the entire joint surface by exudate. Un¬ 
operated cases demonstrating these differences in results were 
frequently to be seen in the general hospitals in 1915 and 1916. 

(P) The nature of the missile largely determines the urgency 
or otherwise of the case; shell wounds are much more 
dangerous than those caused by undistorted rifle or machine- 
gun bullet. Indeed, early in the war it was comparatively 
uncommon in the base hospitals to see bad after-results 
accrue from the latter, granted that the ingress of sepsis 
from without was prevented, even in the case of quite large 
exit wounds. Where, however, the entry wound was large 
the cases had almost equally as much sepsis along their track 
and were equally as dangerous as shell wounds. 


The size of the missile has an important bearing on the liability to 
sepsis and the urgency or otherwise of the necessity for intervention. 
It can be laid down as a working rule of practical importance for use in 
times of stress that missiles up to the size of a small pea usually give 
but little trouble; hence if such cannot be operated on within 43-60 
hours, they are usually best left alone until all danger of lighting up 
sepsis by operation has passed. It follows, too, that these may, with a 

efficiently^mmoW‘"° Wed ‘° P “* ’ tra,ght *° tbe bMe ’ a,ter be "’« 

Retained foreign bodies .—The relation of these to radiography will be 
discussed l*ter on. There is no doubt that the sooner they are removed 
the less is the risk to the patient. The most satisfactory treatment is 
to excise the wound if possible en masse, together with the foreign 
body, at as early a time as possible; the joint is then OArefully washed 
out, and the wound closed In layers—the synovial membrane by a con¬ 
tinuous fine catgut suture to ensure a watertight closure, the capsule, 
muscle, and fasciae in their separate layers by Interrupted sutures, and 
finally the skin by silkworm gut. 

In the absence of adequate and efficient radiographic reports (and 
perhaps even with the aid of them) the wound may require to be 
excised in layers. Any damaged bone surface is then carefully gouged 
and fche joint cavity irrigated as before. 
The damaged surface of bone is then very lightly smeared with B.I.P. 
paste, and the joint closed as before. 

It is surprising how long the effusion into a joint will remain sterile 
mT^ S hlH^ ere T lh * e K f ° re,Rn t r ® ta li»ed, especially if the limb is 
th « case of the knee-joint, as late as the second, or 
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(o) Extent of bone injury.— This is a factor of paramount 
importance in treatment, and assumes a role of increasing 
prominence the greater the time that has elapsed between 
the injury and the operation. If the case is one due to rifle 

^ r «^ a ?K ine '? UI \ b ? 1 L et With sma11 enfcr y and exit, however 
much the extent of bone comminution, there is little doubt 
but that the case is best left alone, excising perhaps the 
wounds in the skin only. Whatever the missile if the case 
is seen early and has ragged entry and exit wounds, and 

m £ re 'SR**} 11 1 . f - the raissile be retained, primary suture 
after efficient excision of the wounds and removal of all loose 
bone li the best line of treatment to adopt if it be feasible. 
►Short of this, only two courses are left open as a primary 
measure—excision of the joint and amputation. Which 
of these should be adopted depends on tne ability or not 
of being able to retain the case in hospital after operation 


and the patient’s general condition. In certain cases the 
danger of accompanying fracture can be largely, if not com¬ 
pletely, abolished by isolating the bone lesion from the 
synovial cavity; this may be accomplished by suturing 
together opposed synovial surfaces round about the fracture 
or by transplanting flaps of the same. This can sometimes 
be accomplished with ease in the knee-joint. 

A serious and difficult problem that confronts the surgeon 
when operating on these cases is the amount of bone that 
should be removed. 

It haB been mentioned above that the cancellous tissue near a joint 
is very liable to contusion with its resultant dangers, particularly sepsis. 
Indeed, in the general hospitals it used to be quite common to see 
necrotic patches of this cancellous tissue on the out surface of any bone 
in excised joints and in other cases also. This was largely due to the 
fact that sufficient of the contused tissue had not been removed. 

It is advisable in these cases to make a point of removing contused 
tissue till definitely oozing bone is exposed with the chisel. This does 
not necessitate removal of all the contused bone any more than, in the 
case of muscle wounds, all contused muscle should be excised ; other 
wise far too much tissue would be unnecessarily sacrificed. If this 
hopelessly damaged bone is not removed any organisms remaining 
behind are liable to produce not only local sepsis with its serious con¬ 
sequences, but even a fulminating osteomyelitis. This last complication 
was not infrequently seen at the base in the earlier part of the war. 
when so many cases arrived there without any operation having been 
previously performed. Its presence is suggested by the patient's 
serious general condition and by tenderness, possibly with thickening 
along the entire length of the bone. On amputation its presence can 
usually be readily recognised In the marrow. 

If the case has become septic before the operation is 
resorted to, more radical methods must be used varying, 
according to the joint involved, from drainage (e.g., elbow) 
to excision (e.g., hip, shoulder) or even amputation. 

Fractures secondarily involving a joint. —Such cases treated 
early—i.e., within six to eight hours or even longer—usually 
yield satisfactory results if the wound and fracture are 
treated locally and the crack left severely alone. Should 
the joint be distended with bloody effusion it is well to 
empty it and then apply a firm bandage to prevent its 
recurrence. Later on, when sepsis may have spread along 
the entire extent of the fracture, a certain number settle 
down readily, granted that the fracture is well drained and 
carefully immobilised. But unfortunately the joint has 
often to be drained as well, or even the limb sacrificed in 
the case of the larger articulations. 

Time Elapsed after Receipt of Wound. 

This must be ascertained at the outset, before opera¬ 
tion, as it is of more importance in some respects, 
in the case of joint wounds, than in the case of other 
wounds of the extremities. On it depends, in a way, 
the type of operation that must be doije. Roughly 
speaking, there are two types of cases -those under 24 and 
those over 36 to 48 hours old. This division is entirely 
arbitrary; the intermediate cases cannot be readily classified, 
but must be treated on their merits according as they appear 
to belong to the first or second group. 

Cases over 36 or IS hours old are best left alone if progressing not 
unsatisfactorily after having the skin in the neighbourhood carefully 
cleaned and sterilised and the joint immobilised, this being aided by 
fixed extension in the straight position. With regard to cases that 
have been mounted in flexion after being hit, it is well to remember 
that the advantages to be gained by fixed extension maybe outbalanced 
by the consequences of moving a joint that is settling down. Such 
movement may breakdown the synovial adhesions which form the only 
existing barrier that prevents external sepsis from invading the joint. 

Cases under iU hours old are, as a whole, best operated on Immediately 
and the wounds closed. In a number of cases with marked damage to 
the neighbouring tissues or in which the wound cannot be excised 
perfectly, it is advisable to close only the joint cavity and capsule. The 
rest of the wound is left widely open but with loose sutures placed 
in situ ready to be tightened up later on. The w ound Is then well 
DMked with paraflin gauze, tightly bandaged, and left undressed for 
2-4 days, when, granted it is sufficiently clean bacteriologically, the 
wound is closed by tightening the stitches. Should the condition be 
not then satisfactory, it is advantageous to apply the Carrel Dakin 
method of treatment if this has not already been used from the outset. 

Nature of the Infecting Organism. 

As elsewhere, different organisms and different strains of 
the same organism produce widely different effects and in 
later cases treatment may depend on their recognition. 
Those most frequently encountered and clinically the most 
important are : (a) The bacilli of gas gangrene ; (b) staphy¬ 
lococcus ; (o') streptococcus. Of theses the most dangerous to 
life and limb is the streptococcus , but even here the strain is 
largely the governing factor—e.g., a highly haemolytic one 
infecting the knee-joint gives rise to a fulminating septic¬ 
aemia, fatal within a few hours; on the other hand, quite a 
large number infected with other strains readily settle down. 

As regards infection with staphylococcus , most cases get 
well if carefully immobilised, the source of infection, if 
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possible, removed, and cross infection from without pre¬ 
vented. Nearly all more serious staphylococcic cases that 
do not respond to the above treatment settle down after 
efficient and suitable arthrotomy followed by drainage. 

B. perfringens, when invading a joint cavity, has a strong 
tendency to disappear; but it is, unfortunately, almost 
invariably accompanied by either one or both of the above 
organisms. It is these others that assume the major import¬ 
ance in treatment. In this connexion one should mention 
that the presence of gas in a joint does not necessarily 
indicate B. pcrfringens infection ; it is sometimes due to 
certain strains of streptococci. 

Estimation of the degree of infection .—This is by no means 
an easy matter to decide and requires a large clinical expe¬ 
rience to enable one to draw reliable conclusions, and even 
then errors are not rare—i.e., granted that efficient conserva¬ 
tive measures are adopted. Clinically, the degree of sepsis is 
best estimated by the pulse-rate and general appearance 
rather than by the temperature. It has been my custom 
not to worry about any case in which the pulse-rate has been 
below 100, whatever the temperature might be. A high 
pulse-rate, more especially when associated with a rising 
temperature, and still more so with a dry tongue, is of 
serious omen. But even in these cases it is well to proceed 
to a bacteriological examination of the joint contents before 
resorting to drastic measures, because occasionally in such 
cases one is unable to obtain cultures of organisms and the 
case settles down on being left severely alone. Some com¬ 
plication perhaps is the cause of the condition. 

Besides the above, other methods of estimating the degree 
of infection should be followed out—namely: (a) cytological, 
and (b) cultural. 

The cytological examination of the exudate yields information in 
regard to the nature, number, relative proportion, and staining 
characteristics of the cells present. A relative increase in the 
number of organisms to leucocytes suggests unsatisfactory progress, 
and the converse holds equally true. 

Xaiurc of the cells— An exudate showing a high proportion of mono- 
nucleated, and more especially eosinophile cells, indicates a mild degree 
of infection as compared with one in which they are few or absent. 

number.— The fewer the leucocytes and the more the organisms, the 
more dangerous is the infection as a rule, and vice versa. 

Staining characteristics—CeUa staining badly and showing much 
disintegration indicate either (a) cytolysls due to toxins, or ( b) senile 
degeneration. The general appearance of the cells and the high pro¬ 
portion of lymphocytes and eosinophiles present in effusions of some 
duration readily allow of differentiation of the two types. 

The cultural characteristics of the organisms are of value, especially 
in the case of the streptococci as demonstrated by the degree of haemo¬ 
lysis they may produce; the higher the hiemolytic power the graver is 
the infection. Infection of the knee- or hip-joints with strongly 
haemolytic streptococci is remarkably and rapidly fatal, usually from a 
fulminating septicaemia. 

Notwithstanding, however, the value of these laboratory 
findings, one must always bear in mind the general condition 
of the patient. 

If the patient is slowly going downhill, some modification of the 
treatment is required. In doubtful cases nothing gives a better idea 
of a patient’s condition than his general appearance and the changes it 
undergoes. These changes are not readily appreciated by one in con¬ 
stant attendance on the patient, but are painfully obvious to anyone 
seeing him at intervals (2-4 days, for example). Indeed, in such cases 
an outside opinion on this point every 2-4 days is a useful and necessary 
adjunct to treatment, and may be the means of avoiding some unfortu¬ 
nate results. 

In this connexion there is one source of error which, unless It is 
appreciated, is fraught with serious consequences: when the septic 
exudate, after being under high tension for a time, bursts through the 
capsule, there is an appreciable improvement in the general condition, 
the pain locally is less, and the temperature and pulse-rates fall 
appreciably, due to diminished toxin absorption from lowered tension. 
But this improvement is only temporary ; at the end of 2-3 days the 
patient’s condition is as bad as, if not worse than, before. The bursting 
of the Infection through the capsule is readily seen by the local 
increase in swelling, not confined to the limits of the synovial cavity. 
Such a condition calls for immediate interference, otherw ise extensive 
tracking along fascial planes may occur, with its attendant dangers. 

Radiography . 

The value of efficient radiographic examinations in 
joint cases cannot be over-estimated. To be adequate 
it entails: ( a ) Localisation of any foreign body present 
by marks on both surfaces of the limb in two planes 
at right angles to one another, and ( [b ) good radiographs, 
taken by preference in two planes as before. In each 
instance the most suitable planes for use are the anatomical 
antero-posterior and transverse ones. I think that such 
an examination yields more information and is of vastly 
greater value than one made by stereoscopic plates alone. 

Granted that the examination has been carried out as 
described, an accurate estimation of the site of any foreign 
body and the extent of bone damage can be readily made ; 
and in consequence the nature and site of operation can be 


planned from the outset, so as to allow of excision of the 

wound in au efficient manner—perhaps in one piece, inclusive 
of the foreign body. 

Fundamental Principles underlying Treatment and 
Operative Technique. 

* Absolute Rest and Fixation. 

Absolute rest and fixation are the essential principles 
underlying the successful treatment of all joint wounds 
in their early stages, and their value cannot be over¬ 
estimated. Cases have frequently been sent under my 
care which appeared to be doing unsatisfactorily, but 
which completely settled down after securing adequate rest 
and fixation combined with efficient extension, and I am 
quite convinced that a large number of such cases escaped 
serious surgical interference and even amputation merely by 
securing these fundamentals. The best method for securing 
them, whether for transport or treatment, is by fixed axial 
extension of the limb in one of Thomas’s or Jones’s splints, 
the limbs being supported in it by bands of perforated zinc, 
the ends of which are turned round the lateral bars (Fig. 1) ; 



finally, the limb is well padded, covered with Gooch’s splint¬ 
ing, and secured in the splint by a firm bandage. To ensure 
an absence of movement during dressings it is essoitial for as 
fen as possible of the metal supports to be removed , and then 
only rvith the greatest care. No movement , however slight , 
should be permitted. On not a few occasions have I seen 
limbs and even lives jeopardised by careless movement of a 


large joint during a dressing. 

In this connexion the use of strips of flannel or cotton 
bandage to support the limb cannot be too strongly con¬ 
demned ; they are not rigid, and so permit of an appreciable 
amount of movement in bed and during transport—sufficient 
to vitiate the result in many of the more serious cases. 

The need for rest and fixation by no means begins in the 
C.C.S. ; it is essential for them to be secured at the time the 
patient is wounded or at the next earliest moment possible. 
Since splints—more especially the Thomas for knee cases , 
have been used systematically at the regimental aid-post or 
field ambulance the results obtained in wounds of the joints 
have considerably improved. But even yet it is surprising 
how many cases escape having splints applied before reaching 
a C.C.S., and still more surprising how common it is to see 
the Thomas’s knee-splint imperfectly applied. 

In one’s own experience fully 40-51 per cent, reach the C.C.S. with 
the extension bands quite slack ; this is nearly always due to the bands 
being tightened before the ring of the splint has been pushed home 
against tbe ischial tuberosity; in such a case, seemingly adequate 
extension has been applied at the time of splinting, but the point of 
counter extension has really been the fleshy fold of tbo buttock assisted 
by the weight of the patient, and not the non-yielding tuberosity or 
the Ischium. To avoid this, It Is essential during the application of the 
splint to pull down through the ring this fleshy mass—otherwise tbe 
splint cannot rest against the bony point. , 

Another cause of imperfect extension is the use of a Thomas s splint 
with a ring that is either too large or too thickly padded-though when 
applied it may rest against the bone, it slides inwards on to the 
perineum with the slightest movement, and so extension is lost. This 
defect may generally be surmounted by placing a large , firm pad 
between the outer part of the ring and the hip ; thereby any inward 


displacement is prevented. 

A similar criticism applies to the use of a Thomas s arm-splint fitted 
with a swivel attachment—it certainly does permit of easier transport 
by allowing adduction of the }imb, but only at the expense of loss of 
extension and fixation. 


Plaster-of-Paris is sometimes used instead of splints to 
secure fixation — in late stages of convalescence it is useful 
to allow of the patient getting about. But in early septic 
cases its use is attended with many disadvantages. Chiefest 
of all is the impossibility of preventing the plaster from 
becoming soiled with the septic discharge from the wound ; 
this then forms a centre from which the wound is constantly 
reinfected. Another important disadvantage is that it does 
not allow of access to the adjacent parts of the limb, thereby 
preventing all possibility of massage and obscuring any 
changes in the neighbourhood of the joint. 


Asepsis. 

It is essential for this to be secured at the time of opera¬ 
tion. There should be one or several changes of the instru¬ 
ments employed. After excision of the wound locally down 
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to, and inclusive of, the capsule it is advisable to begin 
again as for an entirely fresh operation. This should include 
covering up of the excised wound, re-sterilisation of the 
limb, and a fresh incision to open the joint in an entirely 
different situation. Asepsis, too, is just as important at 
each subsequent dressing and cannot be too strongly insisted 
on. In the writer’s opinion, joint cases should in each unit 
be allocated as far as possible to special wards and tended 
by persons skilled in their treatment and in asepsis. 

Dressings should be changed as infrequently as possible 
for two reasons: (1) the risk of movement, and (2) the risk 
of fresh infection from without. This latter is a considera¬ 
tion of prime importance where it has been impossible to 
close the joint cavity and sew up the wound. For these 
cases it seems best to use B.I.P. paste in preference to any 
other method of wound treatment, even the Carrel Dakin 
one. In the treatment of individual cases division of 
responsibility as regards dressings is to be deplored ; the 
dressings should be undertaken by the same person on each 
occasion. 

Massage and Movement. 

To ensure a good range of movement it is advisable for 
massage and movement to be begun as early as possible in 
cases that have run an aseptic course—i.e., about the tenth 
to the twentieth day, according to the severity of the 
lesion. In those that have been septic even to only a 
moderate degree one has to realise that the most important 
considerations are, first, the overcoming of infection ; and, 
second, the avoidance of a recrudescence, and nothing is 
more prone to cause the latter than too early movement. 
Such cases should have been free from all clinical signs of 
infection for at least three weeks or even longer, according to 
the degree of sepsis, before movement is resorted to. The 
appearance of effusion in the joint or of general or local 
reaction after movement is an indication for a pause in its 
application. The resumption of movement in joints where 
foreign bodies are retained is liable to be attended by trouble 
that may quite easily cost the patient his limb. Unless the 
foreign body is removed by operation, movement is best 
postponed for at least several months. 

Use of the Tourniquet at Operations. 

The application of a tourniquet to the limb prior to 
operation is essential if a uniformly high standard of results 
is to be obtained, for several reasons : — 

1. The spread of sepsis by contaminated blood flowing 
over freshly cut aseptic surfaces is avoided. 

2. The need for using many instruments is diminished. 

3. The field of operation is not obscured by blood. 

4. Ligatures need but rarely be used, and hence their 
action as foreign bodies is avoided. 

5. All bleeding into the joint cavity is prevented, not only 
at the time of operation but subsequently, granted that the 
limb is very firmly bandaged and completely immobilised in the 
splint before the tourniquet is removed. I am quite sure that 
one cause of failure in a number of cases where the tourniquet 
is not used (especially knee and tarsal ones) is due to the 
extravasation of blood into the joint cavity after the 
bandage has been removed. The clot so formed provides a 
suitable nidus for organisms to multiply in and prevents 
opposed synovial surfaces from forming adhesions and 
thereby localising sepsis. 

Washing Out of the Joint Cavity. 

As a routine measure at a primary operation where the 
joint is laid open this appears useful. 

Prom personal experience It Is b»st carried out either with a solution 
in water of 2 per cent. dl-ohloramlne-T and 2 per cent, neutral sodium 
oleate or with a mixture of hydrogen peroxide and Dakin's solution. 
At the same time flakes of fibrin anl frag nents of blood clot should be 
removed individually and with the greatest care by forceps. Mach of 
the mixtures mentioned above is of benefit from its mechanical 
rather than its antiseptic action. When used for septic arthritis 
care should be taken that adhesions are not broken down by pressure ; 
otherwise recesses that are locked off may have sepsis driven Into them. 

After drainage of the joint cavity it was the rule earlier in the 
campaign to wash out the joint at each dressing ; the result of this was 
that adhesions were prevented from forming or were broken down whilst 
still feeble. In this way the joint cavity remained widely open and 
was only slowly obliterated. Meanwhile it was exposed to and 
not Infrequently became the subject of cross Infection with its increased 
dangers. There is no doubt that such irrigation is a frequent cause of 
failure, and should not be adopted. Its abandonment as a routine 
measure has enormously improved results, especially in knee cases. 

Obliteration of Dead Space: Use of Paraffinised Oause Packs. 

Accumulations of blood are liable to occur in wound 
recesses after operation, and may then be the starting-point 


of septic infection—the blood acting as a dead tissue in which 
organisms left behind after operation can flourish. Every 
attempt, then, should be made when dealing with early 
wounds to prevent these accumulations by obliterating all 
“ dead space ” and yet allow of drainage of any exudate that 
may take place. 

If p-lmary suture is performed, this may be accomplished by careful 
haemostasis, followed by the application of a very firm bandage. Should, 
however, the wound be unsuitable for primary suture or, with suture, 
still show a dead space, these objects can be gained by using as a pack 
gauze soaked in Bterlllsed liquid paraffin; this is carefully and firmly 
pushed into every recess and the limb firmly bandaged. The pack 
exerts pressure, and so helps in hemostasis, and the paraffin hinders 
coagulation of blood and serum, and so allows of their drainage along 
the g&iize into the more superficial parts of the dressing. Such a pack 
may be left in situ for two to four days or longer, the superficial parts 
of the dressing being changed on the first or second day only If the 
“dressing has come through.” When the pack is removed it maybe 
replaced by paraffinised or dry gauze as required, unless the wound can 
be entirely closed. 

The cases in which this treatment yields excellent results are those 
showing large lo?s of bone substance involving articular cartilage, and 
in which the synovial cavity cannot be closed for anatomical reasons. 
Such cases are universally acknowledged to be amongst the most 
difficult of all to treat satisfactorily. I always prefer to use the 
piraffinised gauze in c mjunctlon with a small amount of B.I.P. paste. 

Moist gauze when used to obliterate dead space does not yield anything 
like so good a result. It is inadvisable to use it after removal of a 
pu-affin pack. I have been greatly impressed, particularly during the 
past ten months, by the readiness with which gunshot wounds, after 
excision, may be successfully sewn up by primary or delayed primary 
suture if all moisture is very carefully kept away from them. On the 
other hand, if moist gauze Is used as a primary dressing or to replace 
any paraffinlse 1 pack, a much larger percentage of excised wounds 
either do not reach a coniillon suitable for such measures or if sutured 
break dowa. This is due to the moisture providing a suitable medium 
for the grow th of organisms. 

Herein, I think, lies another advantage to be gained by 
the nse of paraffinised gauze. To sum up its chief advan¬ 
tages, one may say it allows of better drainage of the wound 
than can be obtained by the use of moist dressings without 
possessing their disadvantages. It does not furnish a moist 
medium in which organisms can flourish ; it does not adhere 
to the surface of newly forming granulations, and on removal 
does not cause bleeding, as does dry gauze ; thereby the risk 
of opening fresh paths for septic invasion is avoided. 

Unless the wound has been excised en masse the use of 
fat grafts to obliterate dead space would seem to be not 
unattended by risk. Where, however, asepsis can be reason¬ 
ably guaranteed they yield excellent results. Should any gap 
be left in an articular surface, one way of obliterating it that 
yields useful results is to fill it up with a 2 per cent, paste of 
di-chloramine-T in neutral sodium oleate or neutral sodium 
stearate before closing the joint. A mass of B.I.P. paste 
should not be used owing to the risk of bismuth poisoning 
arising shortly afterwards or from the danger of its acting as 
a foreign body and being extruded later on. 

Secondary Operations. 

In a base hospital these are not infrequently required 
for one reason or another. It is essential to carry them 
out without removing the splint. To attempt otherwise courts 
disaster from a recrudescence of septic arthritis with its 
attendant consequences. Careless manipulation or movement 
in septic infections affecting a large joint may rapidly sweep 
off a patient from a fulminating septicaemia. 

Operative Treatment. 

Besides the essentials in treatment described above certain 
other methods are used and may be discussed at once. 

Aspiration. 

This procedure is useful in doubtfully infected cases for 
the purpose of making bacteriological and cytological exa¬ 
minations of the joint fluid, but if carelessly performed 
the damage done to the articular cartilage and synovial 
lining may immeasurably outweigh the advantages gained. 
It is advisable to use it as rarely as possible in those cases 
that are but mildly septic ; indeed, here it is scarcely neces¬ 
sary, since the ordinary clinical signs yield information of 
more practical value for treatment. It is necessary, how¬ 
ever, when the intra-articular tension becomes high, other¬ 
wise the infection may burst outside the synovial cavity and 
perhaps track widely along the fascial planes. 

Exploration and Washing Out of the Joint Cavity followed 
by Suture. 

This procedure appears to have but a limited application. 
Indeed, the greater one’s experience is in dealing with 
infected joints the less does one resort to this procedure, for 
two reasons: first, because such cases as seem suitable for 
the treatment almost invariably settle down if carefully 
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immobilised in the extended position and left severely alone, 
aided perhaps by aspiration; and, secondly, because in 
those cases where it is used further operative procedures 
have nearly always to be resorted to. 

As regards the earlier cases in which this treatment was 
used and which seemed to derive benefit from it, looking 
back on them one cannot but be impressed by the fact that 
almost all would have made equally satisfactory, if not 
better, progress had they been left alone. 

Should this procedure be adopted, free exit for the fluid 
should be permitted for fear lest any recesses in the joint 
cavity that are already locked off by adhesions should be 
opened up and have sepsis driven into them. All flakes of 
blood clot, fibrin, and pus should be carefully sought 
out and removed ; finally, the limb is bandaged tightly to 
prevent exudation and allow of the rapid formation of 
adhesions. 

Excision of the wound has already been discussed above. 

The Use of B. I. P. Paste. 

The value of Morison’s B I.P. paste in wound treatment 
would appear to be completely established. 

In regard to early joint cases it seems to have two valuable 
fields of use. 

(a) In cases where a portion of the bone inside the joint 
has been chiselled away it is advisable to smear a small 
quantity over the freshly cut surface prior to closing the 
joint. Should a cavity of any sort remain in the bone con¬ 
nected with the joint it may be obliterated, as described 
above, with chloramine paste or a fat graft. 

( h ) In cases—e g., the knee—where, after operation, a 
large gap that cannot be repaired is left in the joint coverings, 
accompanied by a more or less extensive loss of subjacent 
bone involving the articular surfaces, B I P. paste may be 
smeared over the entire wound surface after excision and the 
wound closed as far as possible in layers either at once or by 
delayed suture, after having carefully obliterated dead space 
with a paraffinised gauze pack. • Secondary suture in such a 
case is a somewhat risky procedure unless all dead space is 
obliterated. If this cannot be done it is preferable to allow 
the wound edges to fall in and the wound to heal by 
granulation. 

Use in the treatment of septic arthritis.— Here B.I.P. paste 
has been largely advocated and not infrequently adopted. 
The joint is widely opened up and cleaned out. B.I.P. is 
then distributed over the entire joint surface directly and 
indirectly by movement. Finally, the joint may be sewn up 
or left open. In quite a number of the cases where I have 
seen it used with apparent success I was struck by the fact 
that nearly all of the cases would almost certainly have 
settled down had they been left alone and efficiently 
immobilised. In but few cases was the pulse-rate higher than 
100 when treated. B.I.P.P. used in this way inside a joint 
has a serious drawback : it may be ejected later on as a 
foreign body and so cause considerable trouble on resump¬ 
tion of movement. 

The Use of the Carrel-Dakin Method. 

In early cases, after efficient excision of the wound, this 
method only rarely need be adopted. There is no doubt 
that simple primary suture or delayed primary suture after 
using B.I.P.P. yields the better results. 

On the other hand, when sepsis develops, in the large 
majority of cases the Carrel-Dakin method yields the 
better results. When a wound of any size leading into the 
joint cavity is more than 36 hours old and appears fairly 
clean it is well not to adopt any operative procedure, but 
rather merely to cover the wound with Carrel tubes and, if 
possible, perform a secondary suture as soon as the condition 
of the wound allows. The same treatment applies to more 
recent wounds that are very septic and require excision 
down to and inclusive of the capsule owing to risk of spread 
of infection into the interior of the joint. The presence of 
a retained foreign body may necessitate interference. 

Carrel tubes may be inserted into the joint through the 
original wound, but not shortly after the injury. It is, how¬ 
ever, a most useful procedure when it is found that definitely 
infected fluid is exuding from the joint cavity and it appears 
probable that the sepsis is localised to one part of the 
cavity. The tubes should have open ends and be inserted 
with the utmost care, otherwise adhesions localising the 
infection may be broken down. Not more than two or three 
should be inserted at a time even into such a large joint as 


the knee. They should be changed once every two days— 

not oftener. The tubes are no longer required when the joint 
cavity is obliterated save for the tracks occupied by them ; 
these tracks may be obliterated by a firmly applied bandage. 

Use after drainage of the joint by free incisions.— .Drainage 
of the joint is the only method of saving the limb in a large 
percentage of the more septic cases. It is successful if 
suitably and efficiently carried out. It should, if possible, 
be oombined with the insertion of Carrel tubes into the joint 
cavity, in a suitable way and in properly chosen situations. 
These tubes are removed as soon as adhesions have occluded 
the cavity—i.e., usually from the second to the fourth day ; 
if left in situ more than two days they are changed every 
other day. In some joints, however, the tubes cannot be 
inserted, and simple arthrotomy yields excellent results— 
e.g., the elbow. 

Exoi'ion of the Joint. 


This procedure can be used for either early or late cases, 
and may be either partial or complete. As a rule the object 
to be aimed at is mobility in the upper limb, stability and 
bony union in the lower. 

Early oas's. —Here complete excision is best reserved for 
cases which cannot otherwise be sewn up as a primary 
measure, which have the end of one or both bones com¬ 
minuted and which will ultimately yield a useful limb. It 
is the method of election in the lower limb, especially for the 
knee-joint, as here fibrous union is liable to yield a flail leg. 
Incomplete excision— i.e., of the end of one bone only or of 
part of one bone—is of most use in the upper limb and yields 
excellent results, as it is frequently followed by a fair range 
of movement. In both forms early or immediate closure is 
essential to avoid the risk of sepsis and fibrous union in the 
lower, and to allow of early movement in the upper limb. 

L ite cues.— Excision as a method of treatment for septic 
arthritis cannot be advocated as a sound or wise procedure 
as a general rule. The exposure of large surfaces of newly 
cut cancellous tissue to severe infection is a dangerous pro¬ 
cedure, more particularly when, as so often happens, the 
infection in the bone has been already localised. In a 
number of instances I have seen more or less successful 
results, but these were nearly always in mildly septic cases 
and such as, I feel sure, would yet have yielded quite 
satisfactory results without any interference. 

In the more severe cases amputation has sooner or later 
to be resorted to. At one time late excision was widely 
advocated by the French, but now has largely fallen into 
disrepute amongst them, and by many is severely con¬ 
demned. In certain special cases, however, it must be used 
to save the life or limb of the patient—e.g., in the shoulder, 
hip, or ankle. In the shoulder and hip it is rendered necessary 
by the anatomical arrangement of the ends of the bones and 
of their blood-supply. In the ankle, if the astragalus is 
fractured to any extent and the joint becomes infected this 
bone is very liable to a septic osteitis and requires removal; 
excision of the bone, too, may be necessary merely to allow 
of efficient drainage of the joint. 

When resorting to excision of a joint two methods may be 
employed according as we desire bony or fibrous union ; 
they are respectively: ( a ) subperiosteal, and (b) non- 

subperiosteal (i.e., the periosteum is removed with the bone). 
The second method should only be used after the most 
careful consideration, as there is such a strong tendency for 
a flail joint to result, particularly if the wound has suppu¬ 
rated for some time. It is well to bear in mind that later on 
a plastic operation to allow of movement can in many cases 
be easily and successfully carried out. 


Amputation. 

This operation is reserved for :— 

(a) Cases that are too ill to allow of conservative measures 

►eing adopted. t 

(b) Cases in which the comminution of bone is so 
xtensive as to preclude the possibility of a successful 

nd-result. . „. 

( 0 ) Cases accompanied by severe lesions of the main nerves 

,nd muscles. . , . . 

(d) Cases in the lower limb accompanied by serious 
iamage to the main vessel and in which there is consider- 
ible risk of gangrene. 

( 0 ) Septic cases, where an extensive osteomyelitis 01 a 
arge bone—e.g., femur or tibia—is also present. 

(To be continued.) 
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SOME ASPECTS OF INFANT FEEDING. 

BY J. C. DRUMMOND, D Sc. 


There are few problems of nutrition which arouse greater 
interest at the present time than those which relate to the 
feeding of infants. Our knowledge of the dietary require¬ 
ments of the human organism has advanced so rapidly 
during the last decade that it has led to abandonment of 
many beliefs and the modification of many fundamental 
theories. Such a theory was that which taught us that the 
food requirements of the animal body could be expressed in 
terms of what had for so long been regarded as the primary 
food units—the proteins, fats, carbohydrates, and inorganic 
salts. 

It is unnecessary to review here the large amount of 
research work which has demonstrated the inaccuracy of this 
theory, for it is now generally accepted that these food units 
are in themselves insufficient to satisfy the requirements of 
the animal for growth and maintenance of health, and that 
there exist a number of indispensable dietary components 
which are not members of any of these four recognised 
classes of foodstuffs. 

Accessory Factors of the Diet. 

It is mainly as a result of the pioneer work of Hopkins 1 
in this country that research upon this subject has been 
stimulated so far that a stage has now been reached when 
we can almost claim to be able to define the fundamental 
dietary units. Animals fed upon a diet of pure protein, fat, 
carbohydrate, and inorganic salts rapidly decline in health 
and die within a comparatively short time unless they are 
provided with an adequate amount of certain other dietary 
factors. These substances received the name “ vitamines ” 
from Funk, but chiefly for the reason that this term is very 
misleading it is now being discarded. These substances are 
now referred to collectively as the accessory factors of the 
diet. So far the existence of three individual substances of 
this type has been detected. At least two of these are of 
primary importance for growth, whilst all three are 
undoubtedly necessary for the preservation of health. 

The provisional and non-committal names which have 
been allotted to these factors are as follows: (1) Fat- 
soluble A ” ; (2) “Water-soluble B,” or anti-beri-beri (anti- 
neuritic) factor ; and (3) “ Water-soluble C,” or antiscorbutic 
factor. As yet practically nothing is known of the chemical 
nature of any one of these substances. 

The object of the present paper is to draw attention to the 
influence of these factors on infant nutrition. Unfortunately, 
those interested in the science of infant feeding are only 
just beginning to appreciate the vital importance of these 
substances for growth, and one still encounters many mis¬ 
leading and inaccurate statements about them. 

“ Fat-soluble A ” is synthesised by the plant and is found 
present in most green leaves and in the embryos of certain 
Qereals. Such foodstuffs constitute the primary sources of 
the factor for the animal organism, which, apparently, does 
not possess the power to synthesise it. In the embryos of 
seeds this substance probably occurs in loose combination 
with protein, but when liberated, as it is during digestion, 
it shows similar solubilities to the fats and lipoids, and 
accompanies these substances during absorption. The 
growing animal demands a liberal supply of this factor, but 
we are ignorant as to the exact role it plays in the body. 
The adult can maintain good health upon a much smaller 
intake. Probably in both cases any excess of intake over 
and above the actual requirements for growth or tissue 
repair is stored in company with depot fat. Young animals 
deprived of this factor in their diet usually show no ill effect 
for a little time, during which it is probable that they are 
drawing upon their reserve supplies to make good the 
deficiency. Sooner or later, however, growth ceases, and 
they exhibit a greatly impaired resistance to disease, which 
usually results in an early death from acute infections, par¬ 
ticularly of the lungs. Prompt correction of the inadequacy 
in the diet by the inclusion of some foodstuff containing an 
ample amount of the missing factor results in a more or less 
rapid recovery of health, and ultimately the resumption of a 
normal rate of growth. 

The “ water-soluble B ” is probably identical with the 
dietary factor that has been termed the anti-beri-beri 


vitamine.* The diseases known as beri-beri and infantile 
beri-beri represent, however, the final pathological condition 
induced by a deficiency of this factor in the diet. Long 
before such syndromes appear the deficiency manifests itself 
in a retardation or inhibition of growth. Young animals 
show absolutely no growth when entirely deprived of this 
dietary unit, and it is only after this inhibition has been 
maintained for some time that the typical symptoms of 
nerve incoordination appear. The animal cannot synthesise 
“water-soluble B,” and is therefore entirely dependent 
upon the plant kingdom for its supplies. Cereal embryos 
and yeast are the richest known sources amongst the natural 
foodstuffs. 

The antiscorbutic factor, or, as we may now term it, 
“ water-soluble C,” is probably indispensable to all growing 
animals, although many species exhibit a very slight sus¬ 
ceptibility to scurvy, and therefore require very small 
amounts of the protecting substance. As in the case of the 
factors “ A ” and “ B,” the animal is primarily dependent 
upon the plant kingdom for the substance “ C,” which 
chiefly occurs in fresh vegetables and fruits. 

The following tables indicate the chief properties of the 
three substances, and give a short guide as to their distribu¬ 
tion in natural foodstuffs :— 

Table I. 


A — “ Fat-soluble A." B ■=- " Water-soluble B,*’ or anti-beri-beri factor. 
C =* “ Water-soluble C,” or anti-scorbutic factor. 


— 

A. 

B. 

C. 

Stability to 
temperature. 

Stable at 
100° C., prob- 
ablv stable at 
140° C. 

Com parati vely 
stable at 100° C. 
Slowly destroyed 
at 120° C. and 
above. 

Gradually de¬ 
stroyed above 
50° C. Rapidly 
destroyed above 

80° C. 

Stability to 
alkalies. 

Stable in 
cold, pos¬ 
sibly stable 
when hot. 

Slowly destroyed 
in cold. Rapidly 
destroyed when 
hot. 

Rapidly destroyed 
even when cold. 

Stability to 
acids. 

P r o b a b 1 y 
stable. 

Comparatively 

stable. 

Com p a r a 11 v e I y 
stable below 50° C. 


Table II .—Distribution of Accessory Factors in Natural 
Foodstuff's. 


A = “Fat-soluble A." B = “Water-soluble B,” or anti-beri-beri factor. 
C = “ Water-soluble C,” or antiscorbutic factor. 


Foodstuff. 

A 

B 

c 

Foodstuff. 

A 

B 

c 

Milk . 

+ + 

4-4- 

+ 

Wheat, whole 1 


4- 4- 


Butter . 

+ + + 

— 

— 

grain . f 

T 

T T 


Cream . 

+ + 

+ 

4- ? 

Wheat, embryo 

4-4- 

4-^4- 

— 

Separated milk 

— 

+ + 

+ 

Wheat, endo- ( 




Whey . 

— 

+ + 

4- ? 

sperm ... 1 




Bgg yolk ... 

+ + 4- 

+ 

9 

W r heat, bran 

— 

4- 

— 

„ white ... 

— 

+ 

p_ 

Rice, polished 

— 

— 

— 

Beef fat . 

+ + 


— 

,, whole grain 

4- 

4-4- 

— 

Lard . 

— _ 

— 

— 

White bread... 

— 

— 

— 

Vegetable oils 

—' 

— 

— 

Who lem ea 1 £ 

-f 

4-4- 


Animal fat, \ 




bread . S 



margarines / 

+ 



Yeast, dried... 

4- ? 

4-4-4- 

— 

Vegetable oil, ( 




Yeast, extract ) 


4-4-4- 

_ 

margarines 1 




(commercial) f 



Lean meat ... 

— 

— 

4- 

Cabbage, fresh 

4-4- 

4- 

+ 4-4- 

Liver . 

+ 4- 

+ + 

■\ 


„ dried 

4-4- 

+ 

— 

Heart, kidneys 

+ 

+ 



Spinach 

4-4- 

4- 

4-4- + 

Pancreas 

+ 

+ + 



Potatoes 

— 

4- 

4- + 

Brain . 

+ 

4-4- 



Oranges 

— 

— 

+ 4- + 

" Lean” tiah — ) 




►4- ? 

Tomatoes ... 

9 

4- 

? 

e.g.. cod ...J 


+ 



Onions. 

9 . 

— 

+ + + 

“Fat” fish— ( 





Apples (green) 

9 

— 

+ 4- + 

e.g., herring S 

+ 

T 



Lettuces 

+ 

— 

4-4- + 

Fish roe ..» 

+ 

+ + 

J 


Peas, dry ... 

Y 

+ 

— 

Cod-liver oil 

+ + + 

— 

— 

„ fresh ... 

4- 

4- 

+ + + 

Fish-body oils 

+ + 



Malt extract 



y 


A rough attempt has been made to give some idea of the relative 
values of foodstuffs containing the factors by employing more than one 
positive sign. A negative sign indicates the absence of a factor, whilst 
an interrogation mark shows either a doubtful result or that no 
investigation has been made. 

During the last few years I have carried out a large 
amount of experimental research on the influence of 
accessory substances upon the nutrition of young growing 
animals. For these experiments I have employed the rat, 
an animal which has many times been proved to be of the 
greatest value for such a purpose. The results I have 
obtained may have, I believe, in many cases an important 
bearing upon child nutrition, and for that reason I am 
putting forward certain suggestions, based upon practical 
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experience, which I trust will engage the attention of those 
who possess a wide knowledge of the practical side of infant 
feeding. 

These experiments upon animals have demonstrated the 
absolute indispensability of an adequate supply of the 
accessory factors during the period of growth. Since there 
is a certain amount of evidence in favour of the view that 
these substances are quantitatively utilised during tissue 
formation, it follows that the demand for them will be 
greatest during the period of most rapid growth—that is, 
during very early life. 3 

What I wish to emphasise with all possible force is that 
the food-supply need not be entirely deficient in a factor 
such as these in order to bring about nutritive failure. A 
very slight inadequacy operating over a considerable period 
may be the cause of an apparently insignificant, but in 
reality very serious, disturbance of the health of the growing 
child, the effects of which may be marked long after the 
deficiency has been corrected. 

Breast Feeding. 

Experimental research has recently shown that the 
nursing mother is dependent upon her food-supply in order 
to provide her young with the accessory factors. Physio¬ 
logical evolution has elaborated a wonderful mechanism 
whereby the composition of the milk is, as far as possible, 
protected against the effects of dietary restrictions. But 
this protective process does not appear to extend to the 
accessory factors. Sacrifice of the mother’s own tissues will 
frequently tide over a period of dietary deficiency as regards 
protein or energy intake, but only in the case of the “ fat- 
soluble A ” can she indirectly make good an inadequacy of 
accessory factors, and then only to the extent of calling up 
any reserves of that factor which she may possess. It 
should, therefore, be appreciated how vitally important is the 
necessity for an adequate supply of the accessory factors in 
the dietaries of expectant or nursing mothers. In fact, I go 
as far as to say that public authorities should emphasise this 
point with as much vigour as they do the importance of 
breast-feeding. 

If the mother does not receive an adequate supply of these 
substances two results follow. First, what she does receive 
probably goes into her milk, for physiological evolution 
undoubtedly demands development of the child even at the 
expense of the mother, therefore she herself suffers the 
effects of a very serious deficiency; and, secondly, the 
young, in spite of the maternal sacrifice, receive an 
insufficient amount of the factor for normal nutrition. 4 

This point may be illustrated by the following experimental 
results obtained with rats. 

A young adult female rat was placed upon a diet seriously 
deficient in “ fat-soluble A" as soon as it was observed that 
she was pregnant. Eight young of normal weight were 
subsequently born, of which four were destroyed to reduce 
the task of rearing. For over a fortnight the surviving 
young grew at a normal rate, during which time it is 
surmised that the mother was correcting the dietary 
inadequacy by drawing upon her own reserves of the 
factor, but they then began to show signs of failing health. 
The rate of growth declined and both they and their mother 
showed great susceptibility to infection, particularly a 
form of external eye disease which will be described sub¬ 
sequently. Two of the young died 31 days after birth from 
pyogenic infections, and both the mother and the surviving 
young were then given a normal dietary. One of the young 
failed to recover, having lost the sight of both eyes and con¬ 
tracted an infection of the lungs, but the mother and the 
remaining youngster survived and slowly regained their 
health. After 40 days from birth the young rat appeared 
normal, and resumed a normal rate of growth upon the 
adequate ration. 

Such a case is typical of a very large number, and exhibits 
what may be the consequences of a serious deficiency of one 
factor in the diet. It is improbable that deficiencies of so 
serious a nature would occur in this country, where even the 
poorest classes are able to obtain a mixed diet. On the other 
hand, there is considerable danger that the cost of the chief 
foodstuffs which serve as sources of the “ fat-soluble A ”— 
milk, butter, and eggs—may result in a large number of 
mothers attempting to nurse their young whilst themselves 
receiving a dietary more or less inadequate in that factor. 

I have carefully followed the results of feeding consider¬ 
able numbers of rats upon such dietaries, and believe that 
they may serve to explain certain types of malnutrition 

so common in the lower classes. As described above, the 
young rats when born are usually of normal weight unless 
the mother has suffered from the restriction for some time 
previous to delivery, when, of course, her reserves may be 
already near exhaustion. They may also show throughout the 
period of dependence upon their mother a normal, or only- 
slightly subnormal, rate of growth. But what is most im¬ 
portant is that they never exhibit a normal standard of 
resistance to disease. Amongst rats this very frequently 
takes the form of a peculiar susceptibility to a characteristic 
form of external eye disease, which has been classified a9 a 
xerophthalmia. 

The condition may be only slight if the dietary inadequacy 
of “fat-soluble A” is also slight; but, on the other hand, 
it may be so severe as to involve the cornea and result in 
permanent blindness. I make the suggestion here that much 
of the low resistance to disease shown by the young of the 
poorer classes in this country is indirectly due not to any 
deficiency ot protein or calories, but to their having received 
during a most critical period of their development an 
inadeqate supply of one or more of the indispensable 
accessory factors. ' 

Fortunately our varied dietary in this country precludes 
any great danger from a deficiency of the “water-soluble B,” 
and we need therefore not fear the incidence of conditions 
as severe as infantile beri-beri. Nevertheless, we should 
therefore take due precautions to ensure an adequate supply 
of this factor to the nursing mother. 

Equally important is the necessity of providing the 
suckling child indirectly through the diet of the mother with 
a sufficiency of the antiscorbutic factor. I have not been 
able to work this point out experimentally, as the rat shows 
an extraordinarily low susceptibility to scurvy. This, how¬ 
ever, is not so with the human infant, and we must 
remember that serious damage to health, perhaps with life¬ 
long effects, may result from a failure to supply the child 
with an adequate amount of this substance, although it may 
be receiving sufficient to prevent the incidence of the typical 
syndrome of scurvy. 

Feeding with Cow's Milk or Modified Milk. 

Since the rate of growth of the calf is greater than that of 
the child we have a certain amount of right to assume that 
cow’s milk is an adequate source of the accessory factors for 
the growing human infant. This assumption appears to be 
supported by the fact that children can in certain cases 
thrive from a very early age on unmodified cow’s milk. 

Perhaps, in such cases, it is wise to guard against a possible 
deficiency of the factor 4 * C ” by occasional administrations 
of orange juice, 5 for the cow probably represents a species 
with a low susceptibility to scurvy, and therefore its milk 
contains little of the antiscorbutic substance. 

The modification of cow’s milk for infant feeding is a most 
important problem. In the past pediatricians have had as 
their aim the preparation of a fluid resembling human milk 
in its gross composition, and they have therefore made their 
calculations solely in terms of protein, fat, carbohydrate, and 
inorganic salts. Such a basis must now be discarded in 
favour of one which takes full account of the important 
accessory factors which we have described. If the 
modification of cow’s milk is carried out only with products 
derived from milk there is little danger that a foodstuff 
deficient in the growth factors will be obtained. It should 
therefore be impressed upon all who have to carry out the 
modification of milk that true success will only be achieved 
by the employment of such units as cream and whey. 

Too little attention is frequently paid to the source of fat 
used in modifying milk. For instance, one widely adopted 
substitute for cream is what has been termed ‘‘Marylebone 
cream,” a preparation which is in reality an emulsion of 
linseed oil. This is added to a separated milk product and 
must therefore result in the production of a foodstuff very 
seriously deficient in “ fat-soluble A,” for it has been shown 
that vegetable oils do not contain this factor. 8 Olive oil, 
another oil inadequate in this respect, is also employed to no 
inconsiderable extent for a similar purpose. I have no 
knowledge what results have been obtained in the feeding of 
infants with such preparations, but from my experience with 
animals fed on food mixtures showing the same deficiency I 
believe it will be found that such children will show a 
seriously diminished resistance to disease in spite of their 
having, perhaps, shown a normal development. 
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Dried and Condensed Milk. 

Dried milk is employed very extensively at the present 
time in infant feeding, and from the very fact that such 
excellent results are being obtained it appears that the 
accessory factors which influence growth are being supplied 
in a sufficient amount. The majority of dried milk is 
prepared by one or other of two processes, which we may 
term the “drum ” and the “spray ” processes respectively. 
In the former the exposure to a high temperature is pro¬ 
bably insufficient to cause any appreciable destruction of 
factors “A” and “ B,” but it appears that the antiscorbutic 
principle may suffer. In the spraying processes, however, the 
dried milk powder remains in the chamber heated by a current 
of air at 115° C., presumably until sufficient material has 
been collected. If this period extends over an hour or two 
a certain amount of destruction of the water-soluble growth 
factor may be caused. The majority of condensed milks are 
prepared by processes which should effect a very inappreciable 
destruction of the factor “ B,” and unsweetened condensed 
whole milk should, when carefully diluted, be an adequate 
source of the two growth factors “ A ” and “ B.” There is, 
however, very considerable danger in the employment of the 
other forms of condensed milk. The use of these products 
is discouraged on the ground that they are, when diluted 
according to the directions given on the package, seriously 
deficient in fat for infant feeding. We are here faced by a 
very important problem. Characteristic symptoms of mal¬ 
nutrition have often been described as following the use of 
fat-deficient infant foods, and it is most interesting that 
these symptoms are closely similar to those which are now 
associated with a deficiency of the indispensable “fat- 
soluble A.” We may therefore ask whether a deficiency of 
fat is in itself a serious matter for the infant, or whether 
nutritive failure does not rather result from a restricted 
supply of the accompanying accessory factor. Per¬ 
sonally, I* believe the latter view is correct, and 
that mere corrections of the fat deficiency by the 
addition of a fat which does not contain the 
accesssory would effect little, if any, improvement in 
the health of the child, whereas the employment of an 
adequate fat, such as butter or cod-liver oil, would at once 
restore the subject to health. I put forward this suggestion 
purely as a result of experimental work with rats, and hope 
that those who make an extensive study of the subject of the 
artificial feeding of infants will give it some attention. 

Proprietary Infant*' Food*. 

These substitutes for mothers’ milk must from their com¬ 
position in many cases be seriously deficient in both accessory 
factors “A ” and “ B,” but particularly in the former. Many 
of them are fat-deficient, and therefore equally deficient in 
the indispensable accompaniment to milk fat. Here again 
we may have a partial explanation of the characteristic 
liability to infection which is so frequently shown by the fat 
but pasty baby reared upon this type of food. Such dietaries 
should be adequately supplemented with rich sources of 
this factor in the form of cream or cod-liver oil, otherwise 
malnutrition will inevitably follow. 

I have not touched on the important subject of infant 
scurvy because my experimental work with rats has given 
me no opportunity of studying that deficiency disease. This 
aspect of the problem has, however, been very fully treated 
by other workers in a previous paper which appeared in 
The Lancet . 5 

It now remains for the practical worker on infant nutrition 
to apply the results of these experimental studies as soon as 
he is convinced of their accuracy. 

References.— 1. F. G. Hopkins: J. Physiol., 1912, xliv.. 425. 2. J. C. 
Drummond : Biochem. J., 1917, xi., 255. 3. J. 0. Drummond : Blochem. 
J., 1918, xi!., 25. 4. E. V. McCollum, N. Simmonds, and W. Pitz: J. 
Biol. Chem., 1916, xxvil., 33. 5 H. Chick, E. M. Hume, and R. F. 

Skelton, The Lancet, Jan. 5th, 1918. 6. W. D. Halliburton and J. C. 
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Royal Sanitary Institute.—A visit has been 
arranged to Messrs. Pilkington’s Tile and Pottery Co.’s 
Factory, Clifton Junction, at 2 p.m., on Friday, Oct. 18th, 
and at 6.30 p.m. a discussion will take place at the College oi' 
Technology, Manchester, on “Welfare Work in Factories 
and Workshops,” to be opened by Professor J. Radcliffe, 
M.Sc.Tech., and Miss Ethel Brown (welfare secretary to 
Messrs. John Bright and Brothers, of Rochdale). The chair 
will be taken by Dr. Philip Boobbyer. Tickets from the 
secretary of the Institute, 90, Buckingham Palace-road, 
London, 8.W. 1. 


PROPHYLACTIC VACCINATIONS 

AGAINST CATARRHAL AFFECTIONS OF THE RESPIRATORY 
TRACT. 

By JOHN W. H. EYRE, M.D. Durh., 

•IRECTOR OF THE BACTERIOLOGICAL DEPARTMENT, GUY'S HOSPITAL; 
AND 

C. E. LOWE, M.D., 

CAPTAIN, N.Z.E.F.; PATHOLOGIST TO THE H.Z. GENERAL HOSPITAL, 
WALTONOX-THAMES. 


Amongst those who are in the habit of employing vaccines 
therapeutically in civilian practice the impression has steadily 
gained ground that sufferers from catarrhal conditions of the 
respiratory tract are benefited by inoculations prophylactic- 
ally administered. So far as we know, however, there have 
never been recorded any extended observations bearing upon 
the immunity obtained by the ordinary soldier from the 
prophylactic use of “mixed” vaccine against respiratory 
catarrh, although Wright 1 2 and Lister 3 4 employed pneumo¬ 
coccus vaccines for the prevention of pneumonia in the South 
African miner and Cecil and Austin 3 used similar vaccines 
for the protection of the American soldier. 

As we have recently had the opportunity of carrying out 
such a series of inoculations, on a scale which permitted the 
observation of a nominal roll of 1000, we believe it might be 
of interest to record our results. 

Outbreak of Meatlet and Rubella Complicated by “ Purulent 
Bronchitis. ” 

During January, 1918, 327 cases of measles and rubella, 
all of a mild type, were admitted to hospital from a certain 
camp occupied by the n-th Reinforcement of the New 
Zealand Expeditionary Force, which had arrived in England 
on the 7th and 9th of the month. During February a 
further 124 cases were admitted, and of these 24 died. 

In consequence of this heavy mortality one of the present 
writers was detailed, together with Lieutenant-Colonel 
H. French, R.A.M.C., consulting physician to the Aldershot 
Command, to investigate the outbreak. In all some 33 cases 
were inspected, and it at once became apparent that the 
exanthem was usually complicated by “ purulent bronchitis ” 
identical in its clinical features with the outbreak of 
purulent bronchitis investigated by the same observers in 
the Aldershot Command during the early part of 1917—that 
is to say, apart from the rash of the primary measles or 
rubella, often very indistinct and atypical, the physical 
signs were insignificant, usually only a few scattered rhonchi, 
but in all the sputum was abundant, consisting of pure pus. 
in most instances greenish-yellow, but in two cases reddened 
by altered blood. In the recent and severe cases cyanosis was 
pronounced, although the patients were lying flat and not in 
great distress. 

Fourteen cases were selected for detailed bacteriological 
examination. Of these, three died, and observations were 
made on the post-mortem material thus rendered available. 
An autopsy was also made upon an Imperial officer from the 
same area, who —unconnected in any way with the N.Z.E.F. 
—had died from purulent bronchitis uncomplicated by any 
exanthem. 

Speaking generally, the bacteriological findings were very 
similar. B. influenza was present on one or more occasions in 
12 of the 14 sputa examined, usually associated with Strepto¬ 
coccus langus and various types of Micrococcus oatarrkalis. 
In the fatal cases the heart blood and spleen showed the 
presence of Streptococcus pyogenes longus with marked hie mo- 
lytic properties. Thus the analogy with the cases of 
purulent bronchitis observed the preceding year* was 
complete; there was evidence of a primary infection of 
the respiratory tract by Bacillus influenza , which so lowered 
the resistance of the individual that secondary infection 
by the Streptococcus pyogenes longus (and not the pneumo¬ 
coccus, as in the Aldershot epidemic) ensued, and in many 
instances resulted in an acute and rapidly fatal streptococcic 
septicaemia. 

1 The Lancet, 1914,1., 87. 

2 Publications of the South African Institute for Medical Research. 
1916, No. 8, and 1917, No. 10. 

* Journal of Experimental Medicine, 1918, xxviii., 19. 

4 Purulent Bronchitis. By Abrahams, Hallows. Byre, and French. 
The Lancet, Sept. 8th, 1917, p. 377. 
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The morbid histology of the pulmonary tissues was 
similar to that detailed in the •‘Aldershot” report and 
consisted chiefly of a purulent bronchitis and peribronchitis 
associated with areas of (Biema, areas of collapse, and 
patches of lobular broncho-pneumonia, whilst at the bases of 
the lungs the process tended to involve larger areas, and, in 
rare instances, to progress to complete consolidation. 

The incidence of rubella and morbilli must be regarded, 
in many instances, as a predisposing cause producing the 
initial lowering of resistance which facilitated the entry of 
the Bacillus influcnzm ; in other cases the eruptive fever 
appeared to be merely a coincidence. 

Details of Cases. 

Fatal Cases. 

Case 1.— Admitted Peb. 7th, 1918. Rubella (rash appeared Feb. 6th) 
and bronohltls. Seen during life—cyanosed- in extremis. Typical 
purulent nummular sputum. Died 3 p.m., Feb. 24th. 

Post-mortem same day 5 p.m. (therefore post-mortem decomposition 
changes negligible), (a) Lung—Naked eye • Practically sound ex¬ 
ternally; no consolidation; cut surface exu led thick yellow pus, in 
some parts frothy. (Edema and ollapse. Microscopically the condi¬ 
tion was one of purulent bronchitis, bronchiolitis and peri-bronchiolltls, 
with areas of collapse and areas of ceiema. Small patches of broacho- 

S neumonia were present. Cultures gave a growth in which, although 
f. influenzx were present, Streptococcus pyogenes longus and Jficro- 
coccus catarrhalis were the predominant bacteria. (Cultures from the 
upper lobe showed more B. influenzas than those from the lower lobes ) 
(6) Heart blood culture: Streptococcus pyogenes longtis. (c) Kidney: 
Early cloudy swelling, albumin in tubules, haemorrhage into some 
glomeruli, few dram positive dlploooccl observed, (a) Liver : No 
gross changes; In some parts the liver cells showed some vaouoiatlon. 

Cask 2.—Admitted Feb. 8th, 1918. Rubella (rash appeared on 
Feb. 7th). Bronchitis developed and a second rash (measles) appeared 
on Feb. 20tb. Seen during Hie: Feb. 24th : T. 101°, P. 130, R. 40; marked 
cyanosis; typical nummular purulent sputum; very tew signs In 
chest; no consolidation. Sputum : Pus cells, Gram-negative intra¬ 
cellular minute bacilli, few Gram-negative micrococci, Gram-positive 
cocci in pairs and short chains. Cultures : B. influenzae , Micrococcus 
catarrhalis. Streptococcus pyogenes longus, Diplococcus pneumoniae. 
Died during the night of Feb. 24th-25th. 

Post-mortem, Feb. 25th.—(a) Lung -Naked-eye : Consolidation at 
base, especially right (pieces sank in water). Upper lobes: Patches of 
broncho-pneumonia. Middle lobe right: No marked changes beyond 
shotty feel of cut bronchioles; cut surface exudes p irulent and frothy 
mucus. Bronchiolitis and purulent bronchitis. Microscopically : The 
bases showed large areas of pneumonia, progressing in places towards 
gangrene. Upper lob): Numerous hemorrhages and small patches of 
broncho-pneumonia. Middle right lobe : Purulent bronchitis and peri¬ 
bronchial infiltration, with small cells. (6) Spleen cultures: Strepto¬ 
coccus pyogenes longus. (c) Heart blood cultures : Streptococcus 
pyogenes longus associated with a few B. coli. (d) Pericardial fluid 
cultures : Streptococcus pyogenes longus (c3nglomerate masses). 

A third post-mortem was oarried out upon an Imperial officer. The 
history supplied was :— 

Operation on nose Jan. 24th, 1918, Officers’ Hospital. Discharged 
Jan. 28th. Sick in quarters Feb. 2il, after a long motor ride, 
? influenza. Realmitted Officers' Hospital Feb. 11th with bronchitis. 
Sputum frothy; mucopurulent; profuse In amount; bacteria few in 
number; streptoooccus predominant. Cyanosis; oxygen administered. 
Died on Feb. 23rd. 

Post-mortem, Feb. 25th.—Appearances of the lung were practically 
identical with those noted In Case 2. Owing to the interval that had 
elapsed between death and the autopsy no material was taken for 
cultures or for sections, but exudation from bronchi, when examined 
microscopically, showed pus cells and intracellular Gram negative 
minute bacilli, in addition to numerous other bacilli and cocci, evidently 
representing numerous varieties. 

Severe Case. 

Cask 3.—Feb. 24th, 1918: Rubella and bronchitis. T. 101°, P. 126, R. 32. 
Very marked cyanosis. Typical sputum. Fine crepitant r&les all over 
chest. No consolidation. Blood culture : Scanty growth of Strepto¬ 
coccus pyogenes longus. Sputum: Microscopically— pus, Gram negative 
Intracellular minute baollli, many simulating diplococcl, also Gram¬ 
positive cocci in chains and some Gram-negative cocci. Cultures: 
B. influenzae, diphtbbrold9. short chains of Gram positive cocci, very 
few Micrococcus catarrhalis. This patient died two days later. 

Subacute and Convalescent Cases in Ward 6. 

Ward 6 contained 11 patients, all of whom were stated to have had 
purulent sputum on admission. 

Case 4.—Rubella and bronchitis. Typical sputum. Dullness in 
right mid-axillary line. Lung puncture : Only a few drops of blood 
withdrawn. Cultures remained sterile. Sputum on two occasions 
(Feb. 24th and March 5th) gave similar bacteriological findings, 
although the second specimen, naked eye, was less typical and dis¬ 
tinctly frothy. Cultures on each occasion gave a growth of B. influenzae, 
Streptococcus longus, and diphtheroid bacilli. 

Cask 5.—Rubella and bronchitis. Typical sputum. Convalescent; 
ecroopy rhonchi all over chest, but both lungs resonant. (Blood 
cultures on Feb. 16th stated to have given (?) pneumococcus). Sputum 
cultures : B. influenzx, Streptococcus longus, few Micrococcus catarrhalis. 

Cask 6. —Rubella and bronchitis. Sputum: March 5th, 1918. Cul¬ 
tures : Very mixed growth; some B. influenzae present, but large 
numbers of Staphylococcus aureus, Streptococcus pyogenes longus. 
Streptococcus brevis, and Micrococcus catarrhalis. 

Cask 7.—Rubella and bronchitis. Convalescent, but still some 
cyanosis. Sputum: Few purulent pellets in abundant frothy mucus. 
Microscopically: Very few Gram-negative intracellular bacilli; 
numerous Gram positive ooccl. No cultivations made. 


Cask 8.— Rubella and bronchitis. Marked cyanosis. Prune juice- 
coloured purulent sputum. Sticky non consonatlng r&les all over 
chest. Sputum: Feb. 24th, 1918. Pus cells, blood cells, Gram- 
negatlve intracellular bacilli. Gram-positive diplococci. Cultures : 
Micrococcus catarrha is. Streptococcus longus, B. influenzae. 

Subacute and Convalescent Cases in Ward 7. 

Cask9.— Rubella and bronchitis. Cyanosis ; typical sputum. Sputum . 
Pus cells and Intracellular Gram-negative minute bacilli and dlplo- 
coccoid forms. Cultures: No growth occurred; presumably the tubes 
were never inoculated. 

Cask 10.— Sputum cultures: No B. influenzae could be detected. 
Growth mainly Streptococcus longus and Micrococcus catarrhalis. 

Case 11. — Sputum cultures : Showed only a few B influenzx, 
numerous streptococci, both of the longus and brevis types, and 
Micrococcus catarrhalis. 

Cask 12.— Sputum cul'ures: No B. influenzae ould be detected. 
The growth was a mixed one of Streptococcus longus and Micrococcus 
catarrhalis. 

Cask 13.—Rubella and bronchitis. T. 102°. Reddish brown (but not 
typically “rusty ”) purulent sputum. Blood cultures: Scanty growth 
of Staphylococcus aureus. Sputum cultures: B. influenzx and 
Staphylococcus aureus. A second specimen of sputum (Maroh 5th) 
gave almost identloil cultures, consisting of B. influenzx, associated 
with Staphylococcus aureus. 

Subacute and Convalescent Case in Ward S. 

Cask 14.—Rubella and bronchitis. Cyanosis and typical purulent 
nummular sputum with intracellular Gram-negative bacilli, resembling 
B. influenzx. 

The few blood coants that were made showed a slight bat 
distinct polymorphonuclear leucocytosis, not only relative, 
bat also absolute. The red cells averaged 4,500,000, and the 
leucocytes ranged from 10,000 to 12,000. The differential 
leucocyte count in 8 cases was as follows :— 


Case No. 

1 

3 

4 

6 

7 

8 

12 

14 

Polymorphs . 

77 

78*5 

81*6 

74 

64 

81 

81 

77 

Lymphocytes. 

19 

19 

15*5 

23*5 

33 

15 

17 

20 

Large mononuclears . 

3 

2 

2 

2 

2 

2-5 

1*5 

3 

Eosinophlles. 

1 

05 

1 

0-6 

1 

1-6 

0*5 

0 


Prophylactic Vaccination. 


On account of the severity of the infection affecting the 
Colonial troops in question, and bearing in mind the suscepti¬ 
bility of the average New Zealander to infections of the 
respiratory tract, and also because of the definite bacterio¬ 
logical findings as stated above, it was thought well to 
advise the N.Z. medical headouarters of the desirability of 
attempting, in addition to the improved sanitary measures 
adopted at the camps, to attempt to immunise reinforce¬ 
ments by prophylactic vaccination against catarrhal infec¬ 
tion. This measure was at once authorised and arrangements 
were accordingly made for the vaccination of the entire 
personnel of the two most recent reinforcements in England. 
So promptly did the N.Z. medical headquarters act that 
within 14 days not only had a large amount of “mixed” 
vaccine been prepared (from cultivations derived from the 
cases already detailed), but the initial dose had been 
administered to several thousand men. 

The vaccine was prepared in two different strengths, the 
weaker initial dose being followed ten days later by the 
second stronger dose—in each instance the volume of vaccine 
administered amounted to 0*5 c.cm. 

Our first concern was to determine whether initial reac¬ 
tions would prove at all severe and thereby interfere with 
the necessary training of the troops inoculated. For this 
purpose reaction record sheets were prepared and sent to 
each area concerned, together with the following memo¬ 
randum describing the vaccines and indicating the reactions 
likely to be observed :— 


Mixed Catarrhal Vaccines Jor Prophylactic Inoculation against 
Purulent Bronchitis and Respiratory Catarrhs. 

Description of vaccine.—A. multiple vaccine has been prepared from 
organisms contained in the secretions of purulent bronchitis and in the 
sputa of other catarrhal eases among the troops of England. It 
contains:— 


Organism. 1st dose. 2nd dose. 
Pneumococcus 50 ... 100 million* 

Streptococcus 10... 59 „ 

B. influenzx... 10... 30 ,, 

Staph, aureus 200 ... 500 „ 

* Organisms per 0*5 c.om. 


Organism. 1st dose. 2nd dose. 
M. catarrhalis 25 ... 75 million.* 
B.pnenmonix 50... 100 „ 

B. septus ... 50... 100 ,, 


This vaccine has been designed to produce an artificial Immunity, 
not only against the first three virulent organisms, which are 
frequently found present In fatal purulent bronchitis, but also to 
immunise against the other organisms most frequently found in 
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catarrhal sputa and nasal discharges. Its multivalency will not 
depreciate its value against the more serious cases or prohibit its 
usefulness in the less serious infections. 

Dosage— The vaccine is prepared for use in two strengths, as 
described above, each being distinctly labelled for first and second 
doses. The amount of vaccine to be given on each occasion is 
0*5 c.cm ; the second inoculation, with the stronger vaccine, to be 
given after an interval of ten days. In cases which give a severe reac¬ 
tion after the initial dose the second dose should be given, but after a 
longer interval—say 14 days. Where the prodromal symptoms of 
measles, Ac., are suspected the prophylactic vaccine should not be used, 
but that arranged for treatment, which contains considerably smaller 
doses and is being prepared. 


inoculations being given on or about the 16th and 26th of 
March respectively. 

The experimental work upon which prophylactic, and still 
more therapeutic, vaccination was originally based showed 
clearly that, quite apart from the immediate local and 
general reactions, there supervened a period of lowered 
resistance or increased susceptibility towards infection by 
micro-organisms of the same species as those constituting 
the antigen, and that this so-called “ negative phase ” varied 
in extent from a few hours to two or three weeks, in accord¬ 


Reaetions to be Expected. 

1. There mag be no reaction, but in such cases the immunity con¬ 
ferred may be as efficient as in those who react. 2. There may be slight 
reaction. This iB the most likely sequela, and will probably occur 
during the 24 hours following inoculation and, apart from a possible 
tenderness at site of injection, may produce a mild general malaise, 
tiredness, stiffness, and slight headache. In cases with existing 
catarrhal discharges these may be temporarily aggravated. 3. There 
vi jy be severe reaction. This is not expected except in a small per¬ 
centage of cases. Such will develop during the following 24 hours an 
aggravated condition of the above symptoms, and also probably a rise 
or temperature and pulse-rate. In these cases at least 14 days should 
be allowed to elapse before the second dose is given. Severe reactions 
may possibly occur if the occasion of inoculation happens to coincide 
with the onset of measles, Ac. Inoculated men should be excused duty 
for £4 hours. 

Immunity .— The immunity conferred will probably not last 1_ 

than 12 months, and it should not be forgotten that there is always a 
certain percentage of persons in whom it appears impossible to produoe 
any immunity. 

Records . — The date of both catarrhal vaccine inoculations should be 
entered in each man’s pay-book, and the letters “ M.C.V.” (which mean 
mixed catarrhal vaccine) should be adopted to indicate when the man 
was inoculated and to prevent the occasion of his catarrhal inoculation 
being confused later with that of his T.A.B. or A.T.S. inoculations. If 
men refuse inocnlation the fact should be written or stamped In their 
pay-book, “Refused M.C.V. inoculation,” and the date, ft will be of 
great value to have all available data of the immediate result of these 
inoculations as regards reactions, and for this purpose “ reaction record 
sheets” are enclosed, upon which the reaction results can. be entered, 
and when the bulk of men have been inoculated for the second time 
these sheets must be forwarded as soon as possible to Medical Head¬ 
quarters, London, to be sent on to Captain Lowe, N.Z.M.C., pathologist. 

Through the details of these returns, so thoroughly filled 
in by the R.M.O.’s, the following data have been obtained : — 

(A) 2081 men inoculated with the initial dose. (B) 1627 men inoculated 
ten days later with the second dose. 

(A) (B) 

No reaction . 2033 = 97 7 per cent. 1607 = 98 8 per cent. 

Slight reaction. 42 = 2 0 .. 13= 0*7 „ 

Severe reaction ... 6 = 0‘3 .. 7 = 0 4 


ance with the size of the dose of antigen, the general 
physical condition of the inoculated subject, and other 
factors. We were, of course, fully alive to this aspect of our 
experiment, and anticipated that during the seven days 
following the first inoculation and the ten days following 
the second, there would be an increase in the number of 
catarrhal affections reported from the troops comprising our 
nominal roll, and in order that none might be missed 
arrangements were made for all these cases to be admitted 
to hospital for observations. 

The accuracy of our surmise was proved by subsequent 
events, as will be seen from the accompanying curve, 
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As slight reaction the M.O.’s in charge note: Headache in 
24 cases ; temperature from 99°-101° in 14; sore throat 
in 5 ; neck stiffness, nausea, and fainting in 5. 

As severe renotion the above symptoms, more marked and 
accompanied by temperatures between 101° and 104°, are 
the points noted. 

All the men were excused duty for 24 hours on the 
occasion of both inoculations, and the incapacity occasioned 
by the severest reactions did not last for more than 72 hours. 
However, in spite of there being so small evidence of 
immediate reactions, there was no doubt an increased 
susceptibility to the prevalent catarrhs of the area, as will 
be pointed out below, where the records of respiratory 
complaints in 1000 inoculated men are detailed. 

Statistical Record of Results of Vaccination. 

Having thus obtained data that showed that the extensive 
use of catarrhal vaccine would not incapacitate troops in 
training to any appreciable extent, the next step was to 
endeavour to obtain some kind of statistical records as to 
whether these inoculated men had gainod any appreciable 
immunity to respiratory catarrhal complaints, which are the 
special bugbear of Colonial troops in England. For this 
purpose a nominal roll was made of the first 1000 men inocu¬ 
lated, and week by week all entries referring to any respiratory 
complaints reported have been collected. 

Further, it was intended to compare these with exactly 
similar reports received from another selected 1000 men of a 
reinforcement which arrived in England about six weeks 
earlier and none of whom had been inoculated with this, or 
as far as we know, any other catarrhal vaccine. This, how¬ 
ever, proved impracticable, and therefore an average of all 
respiratory complaints occurring per 1000 among the un¬ 
inoculated N.Z. Troops in the United Kingdom has been 
arranged as a comparison . The figures thus obtained have 
been collected independently by the Officer in Charge of 
Medical Statistics N.Z.E.F., and cover a period from 
March 15th, 1918, to August 18th, 1918, the prophylactic 


showing the relevant admissions from day to day for a 
period of three weeks from the date of the initial inocula¬ 
tion. Thus 15 admissions were reported between the admini¬ 
stration of the first and second doses of M.C.V., and during 
the ten days following the injection of the second—much 
larger—dose of vaccine no less than 82 cases were admitted. 
Of course, most of these were quite trivial, and in the 
ordinary course of events, and amongst uninoculated men, 
would never have been admitted, but, nevertheless, even 
when heavily discounted, these figures emphasise the reality 
of the “negative phase,’’and prompt the suggestion that the 
initial dose might, with advantage, have been somewhat 
larger, or preferably that the interval between the two 
inoculations should have been a few days longer. 

The subsequent behaviour of our nominal roll towards 
infections of the respiratory tract is shown in the accom¬ 
panying table, where the relevant admissions are paralleled 
with the corresponding admissions per “average 1000” 
uninoculated N.Z.E.F. in the United Kingdom, to the 
marked advantage of the former. 

Records of Admissions to Hospital with Respiratory Complaints 


(A) Of Nominal Roll of 1000 Inoculated N.Z. Men. (B) Of per average 
1000 Uninoculated N.Z. Men in United Kingdom. 


Week ending— 

(A) 

(B) 

Week ending— 

(A) 

(B) 

April 12th. 

2 

4*3 

June 28th.. 

1 

142 

„ 19th. 

1 

32 

July 7th. 

0 

50 

.. 26th. 

0 

40 

„ 14th. 

0 

3*1 

May 3rd. 

2 

4-3 

„ 21st. 

0 

1-2 

„ 10th. 

1 

3-2 

„ 28th. 

0 

1*0 

„ 17th. 

2 

4-3 

August 4th. 

0 

20 

„ 24 th. 

2 

33 

„ 11th. 

0 

1-4 

„ 31st . 

0 

33 

„ 18th. 

0 

11 

June 7th. 

0 

4 0 




„ 14th. 

1 

32 




„ 21st . 

0 

7*0 

Total . 

12 

73 T 


The few serological tests we were'able to carry out, and to 
which reference is made below, indicated that an immuno- 
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logical response had been made by some of the inoculated 
individuals to the prophylactic vaccinations, but in June 
Nature stepped in and provided clinical proof of the pro¬ 
tection conferred, for in this month a widespread pandemic of 
*‘ influenza” commenced. The bacteriology of this epidemic 
has been variously reported upon by different observers, of 
varying experience, from different areas, with the result that 
B. influenza, pneumococci, Miorooocous oatarrhalis , and other 
allied organisms have all been implicated. Our own opinion, 
based upon the examination of material derived from cases 
occurring in widely separated parts of the United Kingdom, 
is that B. influenza was the prime factor in this epidemic, 
but was associated, particularly in the severe cases, with 
various other catarrhal organisms (all represented in the 
strains from which our M.C. vaccine was compounded), and 
an examination of the figures from our nominal roll shows 
that the incidence of the “influenza” epidemic was 
appreciably less amongst the inoculated men than that 
affecting the “average 1000” of the uninoculated New 
Zealanders (2 per 1000, as against 28 4 per average 1000), a 
result which amply justifies the prophylactic use of M.C.Y. 

Serological Tests. 

When the initial inoculations were being undertaken, it was 
decided to collect samples of blood from a small group of 
men both before and several weeks after inoculation, with 
the object of demonstrating by laboratory methods the 
presence or absence of immune bodies or their subsequent 
increase in the blood sera. 

For this purpose the S.M.O.’s at three different camps in 
which inoculations were being arranged selected men who 
on account of their duties were likely to be still available 
four or five weeks later. In this way 30 samples of blood 
were obtained and five weeks later a second sample was 
obtained from 20 of these—the other 10 were not available, 
having been despatched to other depots or to France. 

Agglutination reactions were carried out microscopically 
with emulsions prepared from 24 hours’ subcultures of each 
of the seven component organisms of the catarrhal vaccine 
employed, the dilution of sera used in each case being 1 in 
20 and 1 in 200. Throughout the whole series of experi¬ 
ments the greatest care was exercised to maintain uniformity 
of technique, and all doubtful reactions were repeated and 
discarded if still doubtful. Controls of sterile saline and 
rabbits’ serum were used with each batch of reactions. 

The data given below also included the agglutination 
reactions obtained as a comparison by using the sera (indi¬ 
vidually) of 10 English soldiers who had not received any 
catarrhal vaccine and had not suffered more than ordinarily 
from catarrhal complaints. This group was included to 
ascertain whether the average English born and bred soldier 
has a better natural immunity to the prevalent organisms 
of catarrh than the average Colonial soldier. The results 
obtained are as follows : — 


Serum of 20 N.Z. Soldiers showing Agglutinins Present. (A) Before 
Inoculation. (B) After Inoculation. 

(O Serum of 10 English Soldiers showing Agglutinins Present. 


Organism. 

(A) 

(B) 

(C) 

Organism. 

(A) 

(B) 

(C) 

Pneumococcus . 

Streptococcus longus... 

B. influenza . 

Staph, aureus . 

2 

10 

20 

90 

2 

75 

95 

100 

! 

7. 

30 

30 

50 

90 

Micrococcus 

catarrhalis ... 

B. pneumonia ... 

B. septus . 

y. 

40 

0 

15 

% 

85 

40 

80 

7. 

40 

60 

40 


These percentages are drawn from far too small a number 
of cases to allow of much weight being accredited to them, 
but from what there is it appears (1) that the average 
colonial, just arrived in England, has only about 50 per cent, 
of the natural immunity to the organisms of catarrh pre¬ 
valent in England that the average Englfth soldier enjoys ; 
(2) that as the result of catarrhal vaccination his immunity 
can be considerably increased ; and (3) that, at any rate for 
a time, his specific agglutinins to catarrhal organisms exceed 
in amount those of the average Englishman. 


The Madras Government have decided that lady 
assistant Burgeons shall be employed and granted the same 
rates of pay and allowances ’as those drawn by the 
members of corresponding classes in the male medical 
.service. 


THE DIAGNOSIS OF EARLY PHTHISIS. 

By ALFRED FOSTER. M.R.O.S., L.R.C.P. Lond., 

PHYSICIAN, CHRISTCHURCH HOSPITAL, N.Z., ETC. 

This paper is written from the point of view of a general 
practitioner. Text-books help very little when the general 
practitioner is called on to diagnose phthisis without the aid 
of physical signs. He has only one guide, and that is the 
effect of the poison of tubercle on the patient. 

Having seen the characteristic attacks that occur amongst 
sanatorium patients during the quiescent stages of their 
disease, induced by some indiscretion, usually over-exertion, 

I began to think that if it were possible to recognise this 
toxaemia it would be possible to diagnose phthisis without 
physical signs. The indiscreet patient some 24 hours after" 
his indiscretion loses his appetite, feels seedy all over, coughs 
a little more, and has more or less rise of temperature, and 
usually tells you he has had an attack of influenza. Now as 
the attacks occur in patients who are not suffering from 
secondary infections it seems reasonable to suppose that the 
poison is tubercle pure and simple. 

I would like it to be quite clearly understood that the cases 
of haemoptysis, and pleurisy with effusion, both of which are 
frequently the first indication of the presence of tubercle, 
are not referred to. These symptoms should be a sufficient 
guide as to the course to adopt. 

The Symptoms of Pulmonary Tuberculosis. 

With these reservations and explanations borne in mind 
the symptoms of pulmonary tuberculosis may be grouped as 
follows: (1) Cough and expectoration ; (2) loss of weight ; 
(3) loss of appetite ; (4) rise of temperature. It can safely be 
taken for granted that no phthisis can exist without these 
symptoms in the ordinary way. The number of cases in 
which one or more of the symptoms is absent is very small. 
Each symptom is open to wide variations in severity. 

In any case the picture presented by tuberculous toxaemia 
is sufficiently regular to enable a diagnosis to be made with 
a fair degree of accuracy. General seediness and loss of 
energy are frequent complaints and may accompany the 
above symptoms, or recurrent influenza is complained of, but 
these four symptoms are inseparable. 

The cough. —This symptom is the only guide to the situa¬ 
tion of the focus and varies very greatly in intensity. One 
case will cough to vomiting, another will not be aware of the 
cough and inquiries must be made from friends in order to 
obtain the information. A common history is that of a small 
bout of coughing on rising in the morning and the expectora¬ 
tion of a small quantity of mucus; in fact, a regular 
“morning clear-up.” The amount of expectoration may be 
almost negligible and the cough would appear to be more the 
result of a reflex irritation than from a local cause, such as 
excessive secretion. Here let me say that the great majority 
of the cases I have seen originally diagnosed as bronchitis 
have been cases of tuberculosis with an unusually large 
amount of bronchial catarrh. My experience lies mainly 
in Australasia; I have very considerable doubts as to the 
existence of bronchitis except in the very old and young, 
where there is no evidence of irritation due to occupation 
or asthma with an unusual quantity of secretion. What 
occurs in Europe I do not know, but in this country bronchitis 
without any broncho-pneumonia is, I believe, unknown. 

Loss of weight goes hand-in-hand with less of appetite. 
There is little evidence that it is due to the wasting pro¬ 
duced by some toxaemias, and would appear to be due to the 
lessened intake of food, plus defective absorption due to the 
digestion being out of order. The number of patients who 
seek advice on accoant of indigestion caused by tubercle is 
considerable, the indigestion being so great as to mask all 
the other symptoms. Thus it is a safe rule to follow that 
patients whose habits of eating, drinking, smoking, and tea¬ 
drinking are good, whose teeth are adequate, whose gums 
are clean and free from suppuration and stumps, and who 
are not constipated, should always be suspected of phthisis if 
they are dyspeptic or loth to eat and are losing weight. Short 
of actual dyspepsia, patients will tell you that, though hungry, 
on going to table very little satisfies them, and they can eat 
no more. A patient who “runs down” easily, loses weight 
quickly and picks up equally quickly on having a holiday, is 
probably tuberculous. The history of patients whose summer 
holiday has staved off the onset of phthisis for years is 
common and characteristic. 
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The Temperature. 

This is the most characteristic feature of the disease. 
Speaking broadly, there can be no active phthisis without 
temperature. The characteristic chart is a subnormal 
temperature in the morning and a slight rise some time 
between 2 and 6 p.m., the daily variation being from 97° to 
99 2° F. or more. 

The question arises, What must be considered a rise above 
normal ? Without going into details, it may be taken that 
a temperature of 99 2° as usually taken in the mouth is 
pathological. The rise may not occur every day ; during the 
attack of 4 ‘ influenza ” it will surely be present, and an attack 
may be induced by extra exertion and a clear history be given 
of feverish attacks following some unusual amount of exercise. 

I would say here and now, without any reservation what¬ 
ever, that it is impossible to make a diagnosis of phthisis 
without the aid of physical signs unless it is possible to have a 
record of the temperature, preferably every two hours. Demon¬ 
stration of bacilli in the sputum is the only other unfailing 
guide. Cases do occur in which phthisis is present without 
temperature, but these are cases of comparatively long 
standing and which are in the quiescent stage, such as is 
induced by sanatorium treatment in quite a number of cases. 
Sooner or later a relapse occurs and the temperature rises, 
and there is generally a good deal of cough and expectora¬ 
tion. 8uch cases, however, are rare, as this is not the time 
at which the patient seeks advice. 

The mouth temperature does not always reveal the truth, 
so when a case is in doubt a rectal temperature must be 
taken. There is a general idea abroad that the rectal 
temperature should be above normal: this is a mistake. The 
failure of the thermometer to rise in the mouth is due to 
faulty technique, nothing else. Influences that raise or 
lower the temperature of the mouth take a very long time, in 
minutes 30, or more, to pass off. 

I would say that the chief bar to early diagnosis of phthisis 
is the difficulty of obtaining a reliable temperature chart. 

Sources of Fallacy in Diagnosis. 

There are a few conditions which may simulate tuber¬ 
culosis, but associated with troubles that are fairly obvious 
if care is exercised in taking the history : The pre-menstrual 
rise of temperature in some women ; cases of dilated 
stomach ; some cases of anaemia, or latent pyosalpinx. All 
may show slight rises of temperature during the day. No 
doubt other causes can be found, but they are not common, 
and the cause is fairly obvious with careful examination. 

It must be borne in mind that phthisis is a disease which* 
remits. Few cases commence and progress without remission 
to a fatal termination, and a history which points to attacks 
of tuberculous toxaemia extending over a series of years is 
quite common. Also, these patients respond most wonder¬ 
fully to a little help for the time being. I have found that- 
a short stay in hospital with a view to the accurate obser¬ 
vation of temperature is quite worth while. 

I would like also to point out that tuberculosis officers, 
though probably much better able to interpret physical 
signs owing to the constant practice they have, are no more 
in a position to make a diagnosis where no signs exist than 
anyone else, unless they are able to secure a record of the 
temperature. In short, I believe that the solution of the 
trouble of diagnosis rests in the provision of means whereby 
the temperature can be recorded, till some reliable and easily 
applied test for active tuberculosis is discovered. 

There is, however, no royal road to the diagnosis of 
phthisis except by this means, and all the complaints about 
the inability of the practitioner to make the diagnosis are 
due to the lack of appreciation that phthisis is a disease of 
symptoms as well as of signs. If he is provided with the neces¬ 
sary temperature chart the rest is quite simple, as an early 
phthisis chart is about as characteristic as any chart made. 

Conclusion. 

Lest anyone should be in doubt as to what I wish to point 
out, I would like to say that in my experience the case that 
has definite physical signs is quite an advanced case in most 
instances, and therefore if we desire to do the best for our 
patient we must discover his disease before physical signs 
are present. Given adequate facilities it can be done. 

I see by the latest literature arrived since this paper was 
written that a suitable antigen for a complement deviation 
test of tuberculosis has been discovered. I hope it will prove 
reliable on extended trial. 


Clinkal Holts: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


AN OPERATION FOR THE CURE OF 
PTERYGIUM. 

By G. F. Alexander, M.B., C.M. Edin., 

MAJOR, R.A.M.C. ; CLIFF MILITARY HOSPITAL, FELIX8TOWE. 


There being a great tendency for pterygium to return 
after it has been removed from the cornea, various plans have 
been devised to prevent this ; but while the more simple 
frequently fail to secure against return the more successful 
demand considerable incising of the neighbouring con¬ 
junctiva and displacement. Considering the advance over 
the cornea to be due to some vis a tergo , I conceived the idea 
of removing the direction of the growth into a direction 
which would be harmless if it persisted by inverting the head 
or part growing over the cornea, under the body, or thickened 
conjunctiva, and as this is done with the greatest simplicity 
and in the few cases I have done it has proved entirely satis¬ 
factory I consider it merits a trial by those who are frequently 
called on to treat this disease. 

A short snip with scissors is made into the neck or junction of the 
head and body, just outside the cornea both above and below and the 
body undermined, keeping close to the sclera, for a distance of several 
millimetres, which varies with the length of the head we are to invert; 
the scissors blades closed are then passed under the neck and by a rapid 
upward jerk made to strip the head from the cornea. The tip of the 
head is then gripped by strabismus forceps; each end of a thread of 
No. 2 silk 8 in. long is carried through a needle, and the needles are 
inserted from without Inwards through the head just behind the 
forceps, one near its upper and the other near its lower border; 
the needles are then by a director pushed under the body, 
carried horizontally under it, and made to pierce it from 
within outwards about 10 mm. from the cornea. The needles 
being removed the ends of the thread are crossed in a half knot and 
pulled upon till the head is inverted and the neck about 1 mm. free of 
the cornea when the knot is completed. If the head is a long one the 
needles are passed through it about 2 mm. from the neck and then the 
head within thlB snipped of? vertically by the scissors. 

The suture is pulled out after ten days. The narrow bare 
area of sclerotic outside the cornea son becomes covered 
over with epithelium, and no obvious pocket or fold of the 
conjunctiva is to be seen after a few weeks. 


A CASE OF STAPHYLOCOCCUS PHLEBITIS. 
By C. Wyndham Gittens, L.R.C.P. Lond., M.R.C.S., 

HOUSE PHYSICIAN, ADDENBROOEE’S HOSPITAL, CAMBRIDGE; LATE HOUSE 
PHYSICIAN, UNIVERSITY COLLEGE HOSPITAL, LONDON. 


I have not been able to find any account of phlebitis or 
thrombosis due to the Staphylococcus aureus. The history of 
the case is as follows : — 

Patient, aged 58, farm labourer, was admitted on Dec. 23rd, 1917. A 
week before his left leg began to swell; also history of pain in leg 
chiefly in front of left thigh and behind left knee, and especially in 
region of left saphenous opening. No history of rheumatism, gout, or 
typhoid fever, nor of any local septic condition. On admission the 
superficial veins of left leg and thigh were more marked than those of 
right limb; there was soft swelling of whole of left leg and thigh 
(lymphatics did not Beem affected), pain on pressure over left popliteal 
space and along course of left femoral vein. No thrombosis of super¬ 
ficial veins; no evidence of any endocarditis. 

On Jan. 2nd, 1918, he complained of pain in calf of right leg, which 
was swollen; on careful examination a superficial vein was found to be 
inflamed and tender. On Jan. 4th whole right leg and thigh were 
(edematous; right internal saphenous vein and several smaller super¬ 
ficial veins of leg were thrombosed. On this day a bought vaccine of 
B. coli was given, and three (increasing) doses of this vaccine were 
given at intervals of ten days without any good result. 

Patient was admitted with T. 102° F., and he ran septic temperatures 
until last w eek in February, when evening rise above normal ceased. 

On Jan. 14th there was some suggestion of thrombods affecting 
probably the mesenteric veins; abdomen distended, stools offensive 
and contained blood to the naked eye. This condition passed off after 
a week ; an agglutination test was done ; no agglutination to typhoid 
or to paratyphoid B. 

On Jan. 25th T. still very septic; evening rise to 102°. morning 
T. 100?. Blood culture; Staphylococcus aureus grown, and suspected 
to be accidental, but a second culture showed same result. From this 
a vaccine was prepared and was given on Feb. 14th when the T. came 
down to normal for first time. There had been a very definite reaction 
to the dose of coll vaccine given on evening of Jan. 8th; the T., 
which had been coming down, rose on Jan. 9th to 103*4°. After that of 
Feb. 14th (Staphylococcus aureus) there were some occasional rises of T., 
but these gradually subsided, and on and after Feb. 23rd it remained 
quite normal. The doses of vaccine were gradually Increased; definite 
reactions after third and fourth injections. Blood culture on Feb. 11th 
showed no growth. 



















The Lancet,] 


REVIEWS AND NOTICES OF BOOKS. 


[Oct. 12,1918 489 


A further complication of interest Is that on Feb. 27th a small 
carbuncle developed on sacrum ; this was opened and scraped and gave 
no trouble. In the pus Staphylococcus aureus was present. 

Patient gradually improved and was allowed up on March 7th. Still 
slight oedema of leg. He went home on March 27th wearing elastic 
stockings. 

The temperature strongly suggested a septicmmic condi¬ 
tion, and the discovery of a staphylococcus on blood culture 
made us hope that we had discovered the cause, although we 
realised how easily the culture may have been contaminated. 
The result of vaccine treatment was very heartening and 
proved that the organism was the staphylococcus. I am 
indebted to Sir Clifford All butt for permission to record 
these notes. 


JUbtttos anlr Jjtotitts of Jooks. 

The Action of Muscles. By W. Colin Mackenzie, M.D., 
F.R.C.8., F.R.S. Edin., Member of the Council of the 
Anatomical Society of Great Britain and Ireland; 
formerly Lecturer on Applied Anatomy to the University 
of Melbourne. Illustrated. London: H. K. Lewis and 
Co., Ltd. 1918. Pp. xvi.-267. Price 12*. 6d. net. 
Gymnastic Treatment for Joint and Muscle Disabilities. By 
H. E. Deane, Brevet-Colonel, R.A.M.C., in charge of 
War Hospital, Croydon. Illustrated. London : Oxford 
Press Warehouse. 1918. Pp. 146. 

Dr. Colin Mackenzie’s original work is a milestone of 
advance in our knowledge of the function of muscle. 
While much of it is revolutionary, the author makes out 
a fair case for his conclusions, which may be briefly 
summarised by reference to a few concrete examples. There 
is a physiological law that if a muscle contracts, the 
antagonist must relax, and we know that supination of the 
forearm and forcible extension of the elbow are not incom¬ 
patible. If, then, the biceps were a flexor of the elbow, it 
would be called upon to relax during the action of the 
extensor, and, at the same time, contract as a supinator. 
The conclusion is therefore drawn that the biceps is a pure 
supinator, does not act as a flexor, and its antagonists are 
the pronatores teres and quadratus. The antagonist to the 
triceps is the only true flexor of the elbow—viz., the brachialis 
anticus. So, too, the old-time c mtroversy as to the rotatory 
action of the ilio-psoas is done away. It is accredited with 
the power of flexing the hip only, while the gluteus 
maximus becomes a pure extensor of this joint. Turning 
to the fingers, we find that the extensor communis is 
shown to extend only the metacarpo-phalangeal joints, the 
lumbricals serving as antagonists; while the proximal inter- 
phalangeal joints are flexed by the sublimis, the distal by the 
profundus, the interossei being given as antagonists to both. 
The brachio-radialis is shown to be a pure supinator. 
Evidence in favour of the author’s argument is forthcoming 
as the result of ingenious research in comparative anatomy, 
and is presented in convincing manner. We anticipate 
that the bulk of these conclusions, doubtless in somewhat 
modified form, may later become commonplace knowledge. 
The author indicates their practical application in muscle 
rest and re-education, and this will form an attractive 
study for those engaged in physical therapeutics, and serve 
to promote independent thought and research rather than 
the present uncritical absorption of preconceived doctrines. 
But we find the author a little sanguine in expecting that 
many of his patients will be ready to carry out the treatment 
he advocates for 20 minutes four to six times a day. On the 
one hand, the simplicity of the author’s method is a great 
attraction ; we fear, on the other hand, that monotony may 
be found a serious drawback. But no one who practises 
physical treatment can afford to ignore his ideas or to dismiss 
the conclusions untested or the treatment untried. 

Colonel H. E. Deane’s book should be read and studied as 
a sequel to Dr. Mackenzie’s, although in many respects it is 
its exact antithesis. Dr. Mackenzie approaches his subject 
from the standpoint of the comparative anatomist and 
reaches his conclusions by pure scientific reasoning. His 
theme is the re-education of muscle. Colonel Deane deals 
exclusively with the restoration of function. He leaves 
argument aside, and in one place at least throws science to 
the winds when he says that the intricacies of muscular 
association “ defy anatomical differentiation.’ 1 The author 
expounds two main elementary facts and shows us their 
application. The first point, so admirably emphasised again 


and again, is that recovery of function entails voluntary 

effort; and the second, that it is futile to regard a limb as 
an entity, but that rather we must consider the whole body 
when attempting to restore a limb to usefulness. Thus he 
points out the great value of the leg exercise involved in 
climbing a rope while training a patient with an arm injury to 
grip, and of work on the parallel bars should the leg have been 
iinjured. The key-note is associated movement, and the plea 
made is for exercise of every sound muscle in the body, 
be it strong or feeble. But above all is emphasis laid on 
what we can only describe as the re-education of volition. 
Colonel Deane has much to say on the use of mechanical 
appliances in restoring of function, and he makes out a 
strong case against it. On the other hand, he acknowledges 
that in using gymnastics as a remedial agent “a good deal 
depends on the ingenuity and personal qualities of the 
instructor.” Only those who have had the privilege of seeing 
Colonel Deane’s work at Croydon can realise the great 
weight these two factors can carry. There will be few, 
indeed, who can copy, but all who are responsible for the 
care of the injured should attempt to emulate. The sim¬ 
plicity of the apparatus used by Colonel Deane is a great 
attraction. The barest gymnasium would be for him fully 
equipped. The text is well and clearly written and furnishes 
all that is required as a guide ; detail of application can only 
be attained by experience. The book is well produced and 
the numerous illustrative cases should prove of great service. 

The methods advocated in these two books taken together 
should provide for the injured of the future a hope of more 
rapid and more perfect restoration than has been the lot of 
those who have suffered in the past. 


Diseases of the Male Urethra , including Impotence and 
Sterility. By Irvine S. Roll, B.S., M.D., F.A.C.S., 
Professor of Genito-Urinary Diseases, Post-Graduate 
Medical School and Hospital, Chicago. London and 
Philadelphia : W. B. Saunders Co. 1918. Pp. 151. 14*. 

This book comprises a number of sections, including the 
anatomy of the urethra ^ the diagnosis and treatment of 
gonorrhoea and its complications ; stricture of the urethra ; 
non-gonorrhoeal urethritis ; tumours of the urethra; impotence 
and sterility. The book is conspicuous for its conciseness 
and the absence of excessive detail in the treatment of the 
conditions dealt with. It is a little surprising in a work 
professing to deal fully with the subject of gonorrhoea to 
find the use of irrigating methods not more fully discussed, 
but the author has confined himself principally to the 
methods used in his own clinic. The illustrations are 
excellent, including many original drawings and coloured 
urethroscopic pictures. The articles on sterility and 
impotence are quite short and very useful. The book should 
prove useful to the practitioner. 

Aspects of Death and Correlated Aspects of Life in Art , 
Epigram, and Poetry. By Frederick Parkes Weber, 
M.A., M.D.Camb., F.R.C.P. Lond. Third edition, revised 
and much enlarged. London : T. Fisher Unwin, Ltd., 
and Bernard Quaritch, Ltd. 1918. Pp. 784. Price 30*. 
We reviewed the first and second editions of this inform¬ 
ing work, then going under a slightly different title, in 
The Lancet of Dec. 17th, 1910, and August 22nd, 1914, 
respectively, so that we have but little to add as concerns 
this, the third edition, except that it is nearly five times the 
size of the first. The increase is due both to large additions 
to the text and to many more illustrations. The second 
edition ran to 461 pages. The subject, of course, is almost 
inexhaustible, and Dr. Weber’s book might easily be expanded 
into a volume the size of the Post Office Directory. In his 
account of monuments of the “gisant” type—i.e., those in 
two compartments, showing the deceased both as he appeared 
in life and as a skeleton or a mouldering corpse—we think 
that Dr. Weber might have referred to those monuments 
of which a few examples exist in England—namely, 
where the dead are represented clothed in a shroud. We 
can call to mind five such—one in the south choir aisle of 
St. Paul’s Cathedral in memory of Dr. Donne, also interest¬ 
ing as being the only monument which escaped the Great 
Fire, and the other four in Maidstone Parish Church to the 
memory of two John Astleys, father and son, an. e ' r 
wives. All four figures are represented as standing in tneir 
shrouds. Of punning monuments, to which Dr. ;J; eber , reIe 5 s 
on p. 7, there is an interesting example in a City churc , 
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either that of St. Katherine Cree or St. Giles’, Cripplegate, to 
a person by name Cage. The monument mainly consists of 
a heavily barred iron grating, through the bars of which are 
looking out a number of skulls. Finally, there is one 
mortuary inscription which Dr. Weber should certainly add 
to those quoted by him ; it is in the cloisters of Winchester 
College, and runs as follows: 44 Sub hoc raarmore sepultae 
sunt reliquiae Thomae Welstead, quem calculi impetu atra 
mors abstulit Non. Mart. 1676. Primus erat in schola, nec, 
ut 8peramus, ultimus in caelo, quod pro Oxonio adiit.” 
There is something unconsciously humorous in recording 
the fact that the boy arrived in Heaven instead of Oxford. 
After the war we hope that Dr. Weber will issue a 
fourth edition which shall include, so far as can be done in 
one volume, the literary aspects of Death. 


Monographs on Industrial Chemistry. 

Organic Compounds of Arsenic and Antimony. By Gilbert 
T. Morgan, D.Sc., F.R.S., F.I.C., A R.C.Sc. Pp. 376. 
Price 16*. 

Colour in Relation to Chemical Constitution. By E. R. 

Watson, M.A.Cantab., D.Sc. Lond. Pp. 197. 12*. 6d. 
Coal and Its Scientific Uses. By William A. Bone, D.Sc., 
Ph.D., F.R.S. Pp 491. Price 21*. 

The Applications of Electrolysis in Chemicil Industry. By 
Arthur J. Hale, B.Sc., F.I.C. Pp. 148. Price 7*. 6d. 

London : Longmans, Green, and Co. 1918. 

Dr. Morgan has done medical science good service by 
writing this interesting survey of the organic compounds of 
arsenic and antimony which have found such wide application 
in treatment during recent years. It is medicine, in fact, 
which has given a stimulus to this branch of research, with 
the result that many organic compounds of arsenic and 
antimony of interesting theoretical structure have been pre¬ 
pared. The starting-point was cacodyl, or Cadet’s arsenical 
liquid, produced for the first time, as Dr. Morgan tells us, 
by Louis Claude Cadet de Gassicourt, as far back as 1760. 
Great chemists, like Bunsen, Berzelius, and Frankland, 
saw the significance of the discovery, inasmuch as it meant 
that an analogue of the alkali oxides had been formed in 
which the elementary alkali radical is replaced by a com¬ 
pound organic radical. Later followed the elaboration of the 
organic arsenical medicaments now familiar to us by such 
names as atoxyl, salvarsan, neosalvarsan, galyl, and others. 
It was not surprising to find that similar antimony com¬ 
pounds could be prepared, since antimony and arsenic are 
chemical twins, and so the aromatic stibines were brought 
into being, and further researches are producing other 
metallic organic combinations, as, for example, mercurial 
compounds. Dr. Morgan has written a very interesting 
monograph, which, besides indicating what British chemical 
industries can do, should advance our knowledge of the 
pharmacology of the substances described, and should help 
us to fathom the relationship of chemical constitution to 
physiological action. 

Dr. Watson’s book has also an interest for medicine, 
since the dyestuffs have a well-known application in medical 
research and in some cases are employed in therapeutics. 
The relation between colour and constitution is a fascinating 
line of practical study, but, as Dr. Watson points out, the 
quest for the ultimate cause of colour has revealed the great 
complexity of the problem and has shown the need for 
further work in this direction. It is obvious that as this 
relationship is revealed the chemist should be in a position 
to produce any colour or shade at will. The book is valuable 
as a record of the facts and developments of research so far 
as they have gone in an important field of investigation. 

It need hardly be said that the publication of Pro¬ 
fessor Bone’s book on “Coal and Its Scientific Uses” is 
opportune at the present time when we are all forced to con¬ 
sider very seriously the problem of fuel economy in the 
coming winter. The potential energy of coal has been 
scandalously wasted in the past through the lack of applied 
scientific method in employing it for fuel purposes. The 
directions in which reforms are needed are clearly and most 
interestingly pointed out by Professor Bone, and the 
economic lines suggested, by utilising to the full the calorific 
value of coal, would, when established, mean an asset of 
inestimable value to the nation. We have read with 
particular interest the chapters on domestic heating and 
the smoke nuisance and its abatement, since we have 
published many practical contributions in connexion with 


these problems. The book is a valuable addition from the 
national point of view to the interesting series of monographs, 
which are ably edited by Sir Edward Thorpe. - 

Amongst industries to which the war has given a great 
stimulus come those in which electrolysis has been employed 
instead of purely chemical methods for the production of 
certain chemicals. Mr. Hale’s book outlines very clearly 
the electrolytic applications in chemical manufacture which 
so far have been successfully and economically developed. 
A very good example, and of interest to medicine, may be 
quoted of the advantages of the electrolytic method in the 
production of iodoform. The old method of producing this 
antiseptic was by the action of iodine upon alcohol in the 
presence of sodium carbonate, but only 30 per cent, of the 
iodine by this process goes to form iodoform. By electrolysing 
alkali iodide, however, in the presence of alcohol the whole of 
the iodine used goes to form iodoform. Saccharin is pro¬ 
duced also electrolytically, but the book is devoted mainly 
to accounts of the electrolytic production of the great 
industrial chemicals, chlorine, bleaching powder, caustic 
soda, white lead, potassium permanganate, and others. 
There is also an interesting chapter on the electrolytic 
winning of metals, such as copper, zinc, lead, nickel, and 
sodium. It is interesting to observe that as far back as 1807 
metals were produced by electrolytic methods by Humphry 
Davy; it has taken us the best part of a century to put 
this great scientific discovery into practical application. 
Mr. Hale’s work is illuminating on a subject of real 
importance in industrial affairs. 


Treatise on Cystoscopy and Urethroscopy . By Dr. Georges 

Luys. Translated and edited with additions by Abr. L. 

Wolbarst. London : Henry Kimpton and Co. 1918. 

Pp. 386. 

As the authors in their preface state, the object of the 
book is to bring before the profession the results of their 
efforts as the product of 15 years’ practical endoscopy. The 
book not only deals with the ordinary urethroscopic and 
cystoscopic methods, which are dealt with in great detail, but 
also goes into the various applications of these methods and 
the various uses to which the modern forms of apparatus can 
be put—e.g., ureteric catheterisation, direct vision cysto¬ 
scopy, endo-urethral treatment of prostatic hypertrophy, the 
endo-vesical treatment of bladder tumours, and so forth. 
Each of these subjects is dealt with in a self-contained 
chapter, illustrated profusely with pictures and records of 
cases demonstrating the practical value of the methods and 
difficulties likely to be met with in carrying them out. In 
addition there are a large number of coloured drawings 
representing the appearances of normal and abnormal con¬ 
ditions of the urethra and bladder as seen through the 
urethroscope and endoscope respectively ; these give a 
rather exaggerated view of the usual appearances seen, still 
they serve a useful purpose in pointing out the details which 
it is essential for the endoscopist to recognise. The book is 
certainly the best that we have seen dealing with this very 
important subject, both as regards the technique and the 
difficulties which are likely to be met with. It may be 
recommended both to the beginner and the expert cysto- 
scopist as a useful addition to his library. It also serves 
another purpose in stimulating the use of the direct vision 
endoscope, which should have a more prominent place in the 
armamentarium of surgeons in this country than it has at 
the present time. 

A Diabetic Manual for the Mutual Use of Dootor and Patient. 

By Elliott P. Joslin, M.D. Philadelphia and New 

York: Lea and Febiger. 1918. Pp. 187. Price $1.75. 

We have recently reviewed at length (The Lancet, 1917, 
ii., 936) Dr. Jo9lin’s comprehensive work on the “Treatment 
of Diabetes Mellitus.” The manual before us aims at 
securing the intelligent cooperation of the patients, and 
thus enabling the general practitioner to raise the standard 
of his treatment to the level of recent discoveries in labora¬ 
tory and clinic. The manual is arranged in four parts. 
Part I. the author calls a diabetic primer, giving in 
untechnical language a rapid survey of the whole subject. 
Part II. covers the same field in greater detail and outlines 
the treatment of the severer diabetic. Part III. consists of 
diet tables and recipes. Part IV. gives simple tests for 
estimation of sugar and acid bodies. The whole is well 
arranged and illustrated, and will, we think, well serve the 
author's aim. 
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which is provided for in the workmanlike Scheme 
for a Ministry of Health put forward by the British 
Medical Association. We do not think that 
anyone would suggest otherwise, and if the 
Ministry is put into possession of a strong Con¬ 
sultative Medical Council from the beginning, 
chosen on proper lines so that the right men get 
on this statutory committee for the right reasons, 
the task of assortment of duties will proceed with 
much greater ease. For undoubtedly there are 
difficulties ahead. It is quite easy to laugh at the fact 
that, for example, the Privy Council is the supreme 
midwifery authority of the country, and yet it finds 
itself in that position for perfectly logical reasons; 
and a representative body of medical men, knowing 
how the anomaly arose, will know how to end it. 
There will be difficulty in adjusting the claims of the 
new Ministry of Health in respect of, for example, 
the physical welfare of children where the Board 
of Education is deeply interested, and the sanitary 
conditions of factories where the Home Office is at 
present a very judicious authority. The affiliation 
of medical research to medical practice will be a 
fundamental necessity in the new legislation. The 
National Health Insurance Commission at the 
present moment conducts an admirable Research 
Bureau on funds raised by itself. The claims of the 
nation and the rights of the National Insurance 
Commission can only be adjusted satisfactorily 
by a thoroughly competent Consultative Medical 
Council, and the constitution of this body will be the 
most important part of the forthcoming measure, 
which does not propose to institute a State medical 
service. 


The Early Diagnosis of Pulmonary 
Tuberculosis. 

Early diagnosis is the essential factor in the 
treatment of pulmonary tuberculosis, but there is 
still a tendency to attach too great weight to the* 
physical signs alone. We may recall two of the 
aphorisms of the late Dr. Samuel Gee : “ Thera¬ 
peutics must begin before physical signs have 
developed; for if you wait for physical signs you 
wait too long ” ; and “ In any case of phthisis the 
disease is more extensive than the physical 
signs would seem to indicate.” 1 Conversely, 
extensive physical signs may be left after 
arrest of the disease, and may be consistent 
with health and freedom from all activity 
of the old pulmonary lesions. It is necessary in 
every case, before making a diagnosis or advising 
treatment, to review the history, the symptoms, the 
physical signs, the general condition of the patient, 
and sometimes his reaction to varying conditions, 
especially where there is no sputum for exami¬ 
nation. We publish in our present issue an 
admirably suggestive article on this question by 
Mr. Alfred Foster, of Christchurch, New Zealand, 
emphasising the importance of these considerations 
for the general practitioner, to whom, in a 
large proportion of cases, the opportunity for 
the early diagnosis of pulmonary tuberculosis is 
afforded. If the doctor suspects the onset of phthisis 
before the actual development of unequivocal phy¬ 
sical signs, and takes steps to establish the diagnosis 
by a careful review of all the information available, 
the patient may be enabled to secure treatment 
under the most favourable conditions. Mr. Foster 
was impressed by the attacks which occur in sana- 

-i Medical Lectures and Aphorisms. By Samuel Gee. London : 
Smith, Elder. 1902. 


torium patients, • usually induced by some indis¬ 
cretion, such as over-exertion. These he describes 
as associated with loss of appetite, feeling seedy 
all over, increased cough, and with more or 
less rise of temperature. Such attacks are 
sometimes referred to as due to auto-inoculation, 
and are doubtless the result of the action of 
the products of the tubercle bacillus. Mr. Foster 
classifies these symptoms as follows: (1) cough 
and expectoration, (2) loss of weight, (3) loss of 
appetite, and (4) rise of temperature. He urges 
that the concurrence of these conditions should 
lead to a careful examination of the evidence in 
favour of pulmonary tuberculosis, and in particular 
that a careful and continuous record of the 
temperature should be taken. Too often this 
association of symptoms is attributed to recurrent 
influenza, or to trivial catarrhal conditions, and 
thus the opportunity for early diagnosis and 
treatment may be lost. Such evidences of auto¬ 
inoculation, especially if continuous or repeated, 
should give point to slight and dubious signs or 
tend to a diagnosis even in the absence of signs. 
Attacks like this are commonly observed within 
sanatoriums while the patient is under treatment, 
and Mr. Foster thinks their nature should be recog¬ 
nised as suggestive in patients without sanatoriums 
before a diagnosis is established. 


A Risky Experiment in Municipal 
Hygiene. 

Last week London had an opportunity of observ¬ 
ing on a large scale what it throws away each day 
into the streets. Normally this pot-pourri is col¬ 
lected each night by sweepers, and what remains is 
washed away by watercarts and revolving brushes 
into the gutters. But for several weeks on end a 
dispute in regard to a war bonus induced the public 
servants whose task it is to perform these duties in 
the Borough of Holborn to stay away from work 
until their demands were granted on Tuesday last. 
The spectacle was not an edifying one. In the chief 
lines of thoroughfare cigarette-boxes, large pieces 
of paper, and matches constituted the main bulk of 
the obvious debris, with only a moderate admixture 
of dried horse dung, inasmuch as the traffic is 
mainly driven by motor-spirit, gas, or petroleum, 
and what horse traffic there is is rapid. In the 
side streets and alleys the amount of horse dung 
was remarkable, in many places being spread in a 
continuous adhesive layer over the wood pavement, 
and on asphalt surfaces, to which it adheres but 
little, forming a deposit ankle deep in the gutters. 
Many of the courts and blind alleys were half filled 
with paper, straw, and other packing material, much 
of it doubtless carried by the wind into these quiet 
backwaters. Though the actual stable-yard impres¬ 
sion was limited to the Borough itself, dried dung 
much resembling chaff was carried some distance 
over its borders, its presence betrayed by an unusual 
number of feasting pigeons. Fortunately, the 
weather was favourable for such a bold experiment 
in municipal hygiene. The air was cool and fresh, 
and little if any unpleasant odour was present, 
while the wind was not strong enough to blow 
clouds of dried dung into the faces of passers-by, 
but this we owe rather to the clerk of the weather 
than to the clerk and other authorities of the 
Borough. There was no obvious accumulation, as 
might have been expected, of dog dung; pre¬ 
sumably the unpleasant habit of urban dog-keeping 
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is not practised generally in the central district. 
Nor were the pavements covered with the viscid 
layer succeeding the shower of sputum described 
by eye-witnesses as the outward and visible sign of 
the debouchment of Lancashire workfolk from their 
factories. The metropolis may have the advantage 
in this respect. 

It will be interesting to watch the health returns 
of Holborn in comparison with other London 
boroughs for the dirty week. The first impression 
of the naive observer may well be some degree 
of amazement at the apparent smallness of the 
nuisance which has resulted. And it has even been 
asked, why fuss ? The reply to this laissez-faire 
attitude is afforded by the accumulated experience 
of hygiene the world over. Nothing is more certain 
than that dirt lowers the average health of a 
community. This is its chief condemnation, and it 
holds true even though an occasional lapse in a 
normally clean city cannot be reckoned upon 
to produce striking epidemics from which to draw 
sanitary lessons. There were, as a matter of 
fact, no deaths in the Borough last week from 
epidemic diarrhoea, although if the weather had 
been hot and dry it mighb have been quite 
otherwise. But even so, simple lessons are 
there to draw. One is immediate and obvious, 
and concerns the general public. It is never a 
tidy habit to throw into the street packing 
material of any kind, and now when it has its 
immediate market value it is stupid as well as 
thoughtless. For the future the riddance of horse 
traffic from crowded city precincts is seen more 
than ever to be advisable, and can hardly fail to 
have some effect in raising the general level of 
public health. 


Jnnfltations. 

“Ne quid nlnais." 


FORMS AND INFORMATION. 

Primitive folk set little value on the written 
word, and a few reams of paper would suffice their 
needs for a life-time. Increasing civilisation goes 
hand-in-hand with the increased use of paper, and 
the Public Health Acts, and especially the National 
Insurance Act, have resulted in the medical pro¬ 
fession acquiring, if with reluctance, the habit of 
using abundant printed forms. In respect of the 
use of paper, indeed, the medical profession may 
count as a primitive folk, for the large bulk of 
general practitioners among us make few clinical 
records, their prescriptions are brief, and letter¬ 
writing is almost a lost habit for lack of leisure 
time. The consumption of paper by the official runs 
to enormous dimensions, as double entry has 
taken the place of single, and as for convenience 
of office routine documents have become quadrupled 
and quintupled. In commercial life the use of 
paper to push the sale of articles may be said to be 
roughly inversely proportionate to their value. It 
is therefore a satisfaction to find a recent edict of 
the Local Government Board making a clean 
sweep of many official documents when they attain 
a sufficient age. Six-year-old treasurers’ books, 
cash books, and petty cash books, inventories, 
collectors’ books, and a host of others, the exist¬ 
ence of which was hardly suspected, may now be 
sold to the waste-paper merchant with great relief 
both to office and paper-supply. Notifications of 


diseases, births, and the like, may be pulped on the 
expiration of 12 months from the completion of the 
audit of the last entry contained in the records, or in 
the case of other documents, “ as may be considered 
desirable.” For our part we cannot see how a 
notification of infectious disease can possibly serve 
any useful purpose after it has been entered up by 
the medical officer of health on his spot-map or 
schedule. And the same must surely apply in 
some measure to a host of other documents. In 
the case of Poor-law documents, public vaccinators’ 
registers, medical relief lists and indices may now 
be released when over six years old, but not the 
registers of vaccination officers. Medical officers’ 
record cards, temperature charts, and dietary books 
may all go sooner. This more rapid turn over 
seems to us entirely of a salutary nature. Might 
not, in fact, a small amount of paper in rapid circu¬ 
lation between town hall and pulper serve every 
possible purpose? The hoarding of forms is the 
result of sloth and want of enterprise on the part 
of those who should abstract from them the 
essential information for current use. Hoarded 
forms are not only waste of paper, but they are 
actually harmful by appearing to convey informa¬ 
tion which, in fact, they simply bury. Perhaps the 
shortage of paper will last long enough for the form 
hoarding habit to disappear and for its place to be 
taken by rational abstracting and indexing. 


PTERYGIUM. 

Among the many obscure points which puzzle the 
ophthalmic surgeon the condition of pterygium 
presents special difficulties ; its origin, its develop¬ 
ment, and its tendency to relapse and recurrence, 
all offer problems which are still to solve. Much 
has been written of its causation, but without 
bringing to light the solution of the riddle. Some 
writers lay great stress on the influence of race; 
others deny any racial influence and consider the 
difference of incidence to be climatic only. Certainly, 
the disease is not common in England; equally 
certainly, it is comparatively common in some 
climates ; it is said to be endemic in Madeira. Nor 
is its mode of development much clearer; the 
theory, originated many years ago, that the fold 
of conjunctiva is pulled over the cornea by the 
gradual inward progress of an ulcer at the tip of 
the fold, seems definitely disproved; but what 
process it is which leads to the destruction of 
Bowman’s membrane, and the adhesion of the con¬ 
junctiva to the cornea, is still discussed. Certainly, 
the position of the folds in the line of the palpebral 
fissure leads one to think that irritation probably 
has some part in the production of pterygia; but 
occasionally they are found in other meridia; again, 
what part, if any, in the causation is played by the 
pinguecula ? Is there any real share, or is the 
supposed relation nothing but the coincidence of 
position ? All these points await solution; and in this 
country the material is so scanty that we have done 
little to throw light on the subject. The arrival of 
a large number of men from the uttermost parts of 
the earth during the last few years has increased 
this material, and has offered opportunities for 
operation greater than we have hitherto had. 
In operation the chief point has been to overcome 
the tendency to recurrence; for this reason the 
pterygium has been transplanted in various direc¬ 
tions ; but it has been considered an essential to 
cover the region of the sclerotic, laid bare by the 
removal of the growth, by means of conjunctival 
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flaps taken from healthy conjunctiva. In the note 
which is published elsewhere in our present issue 
Major G. F. Alexander suggests a method which is 
very like the methods of Galezowski and of Bettman 
in the manner of dealing with the pterygium by 
rolling the head, or part near the cornea, under the 
body. This process Bettman called “ subvolution ” 
or “ subinvolution,” but both these operators were 
careful to cover the raw surface. Galezowski and 
Bettman laid it down that the presence of the con¬ 
junctiva against the sclerotic tended to prevent a 
relapse. Major Alexander has not found recurrence 
in those cases in which he has left a raw surface. 
Unfortunately, he does not tell us the condition of 
the pterygia on which he operated. Although all 
pterygia are pathologically the same—at least this 
is the received opinion—they are not all the same 
in their clinical behaviour; some are much more 
liable to relapse and recurrence than others. If 
Major Alexander’s cases were all of the form called 
clinically p. crassum, his observation and results 
are most important. If, on the other hand, the cases 
were p. tenue, it does not follow that he would be 
equally successful with the other form. 


POISONING FROM EXHAUST GAS. 

Two yea*s ago attention was drawn 1 at a French 
Army medical reunion to the risk from exhaust gas 
in motor ambulances. Fatal cases of poisoning had 
been observed where the exhaust-pipe of the motor 
was leaky, the post-mortem lesions suggesting 
carbon monoxide poisoning. In a recent number 
of the Journal of the American Medical Association 
Dr. C. W. H. Hitchcock has added another instance 
occurring in civilian life. A chauffeur entered 
a small close garage about noon to do some 
work on the car. About two hours later a maid 
sent to call him could hear the engine running but 
got no answer. She produced a key and unlocked 
the door. The man was found in the seat of the 
car dead, the engine still running, and the door 
and windows closed. There was a pinkish red 
discolouration all over the body. The internal 
organs were found normal and the blood saturated 
58 per cent, with CO. In another case a man, 
aged 30 years, went to his garage on a cold morn¬ 
ing, started the motor, and returned to the house. 
After a few minutes he went back to the garage to 
oil the car. While doing so he smelt something 
very sweet and had a desire to laugh. He 
saw yellow flashes before his eyes and felt 
weak at the knees. His first thought was to 
sit down on the running board, but he decided 
to return to the house. When just outside the 
garage he felt a sudden throbbing of the temples 
and extreme weakness. An hour later his wife 
found him lying in the snow apparently asleep. 
He could be roused, but staggered, and could not 
walk alone. He was put to bed and went to sleep. 
After an hour he awoke, complaining of dizziness, 
and was unable to walk. He complained of a throb¬ 
bing headache, and talked incoherently. He appa¬ 
rently recovered and returned to work on the 
following day, but he talked incoherently and was 
unable to remember dates and other simple facts. 
When he returned home in the evening he remarked 
that he could not get any sense out of the evening 
paper which he was trying to read. During the 
night severe headache and cough began. A fatal 
attack of pneumonia followed. As we pointed out 
whea the French cases occurred, the explanation is 

1 The Lancet, 1917,!., 161. 


not quite simple. Exhaust gas ordinarily contains 
a minimal quantity of carbon monoxide, and it 
would require 600 c.cm. of CO to saturate the three 
litres of blood in the vessels of the average man. 
But whatever the precise toxic agent may be it is 
evident that neither garage nor ambulance should 
be without means of ventilation. 


THE INTERDEPENDENCE OF THE SYMPATHETIC 
AND CENTRAL NERVOUS SYSTEMS. 

The current number of Brain contains a paper 
by Dr. David Orr and Dr. R. G. Rows that is of 
interest rather for its suggestiveness than for its 
record of actual research. The work of these two 
observers has # been instrumental in distinguishing 
clearly two types of morbid invasion of the nervous 
system, the lymphogenous and the haematogenous. 
In the case of the former the lesion results from 
the involvement of the ascending lymph paths of 
cranial or spinal nerves, and the phenomena which 
arise are essentially those of a primary inflamma¬ 
tion of the fixed tissues. In the case of the latter, 
experiment has shown that invasion of the nervous 
system by the blood stream brings about coagula¬ 
tion necrosis of cells, degeneration of fibres, oedema, 
dilatation of the vessels, and hyaline thrombosis, 
with practically no inflammatory reaction. In the 
cord these lesions are found almost entirely, in the 
first instance, round the cord margin and on either 
side of the median septum of the posterior columns. 
Lymphogenous infection causes lesions which 
spread by direct continuity; haematogenous infection 
appears to result in unexpectedly limited lesions both 
in brain and cord—the brain lesions are almost 
always, if not always, confined to the cortex, cornu 
ammonis, and amygdaloid nucleus. These areas, 
both in brain and cord, derive their blood-supply 
from the vessels of the pia arachnoid. This peculiar 
and special anatomical distribution, to the total 
exclusion of the central areas, suggests that the 
theory of a general intoxication via the blood 
stream requires considerable qualification. In other 
words, some other factor than mere blood dis¬ 
semination is necessary to explain this curious 
limitation of blood intoxication in both divisions 
of the central nervous system. Dr. Orr and Dr. Rows 
believe that evidence can be advanced in favour of 
the view that the sympathetic nervous mechanism 
may be an important factor in determining at which 
points a toxin circulating in the blood shall exercise 
its primary action upon the central nervous system. 
They base their argument on a consideration of 
certain cases of spinal cord change due to toxic 
conditions of the blood stream—e.g., in visceral 
cancer, Addison’s disease, and subacute combined 
degeneration of the cord associated with severe 
or pernicious anaBmia. If the spinal cord is examined 
in these cases changes are found not of an inflam¬ 
matory but of a degenerative nature, mainly in the 
posterior columns in the vicinity of the septum, and 
also towards the periphery of the cord; in subacute 
combined degeneration the changes are, as a rule, 
much more profound and widespread, although their 
character is the same. Further, considered verti¬ 
cally, these alterations occur chiefly in the lower 
cervical, dorsal, and upper lumbar segments. The 
authors next point out the difficulty of explaining 
non-systematised yet peculiarly limited lesions by 
the action of a general morbid agent, and suggest 
that this cord localisation can be correlated with 
the spinal distribution of the thoracico-lumbar 
sympathetic system. As for the cervical lesions, 
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the sympathetic afferent fibres of the lower cervical 
cord come from the stellate ganglion, which con¬ 
sists in a fusion of the first two or three thoracic 
ganglia. The suggestion, then, is that the cord 
lesions of the conditions above enumerated are due 
to some interference with the thoracico-lumbar 
sympathetic “reflex,’* caused possibly by patho¬ 
logical stimuli, or by the absence of substances 
which maintain its balance. This results in dilata¬ 
tion of the pial vessels, whose permeability is thus 
increased, whence diffusion of noxious substances 
and resulting degeneration. 


PARAFFINED GAUZE. 

The introduction of gauze which has been 
smeared or soaked in paraffin, either soft or 
liquid, is comparatively recent; yet this form of 
dressing has several merits, and there can be no 
doubt that it will be more widely employed in 
future. Attention is drawn to it in the article on 
Gunshot Wounds of Joints, by Captain J. Campbell, 
the first part of which appears in the present issue 
of The Lancet. He points out that among its 
merits are these : it exerts pressure, and so 
restrains haemorrhage; it does not furnish a 
moist medium in which micro organisms can 
flourish; it does not tend to adhere to the 
surface of newly formed granulations, and 
when it is removed the surface does not tend 
to bleed as when moist gauze is employed. 
There is a further advantage to which Captain 
Campbell does not allude, and that is that as it 
does not tend to adhere to the granulating surface 
its removal does not cause nearly so much pain as 
does the removal of a piece of gauze which has been 
moistened with a watery fluid. Some surgeons 
prefer that the gauze should be prepared by 
soaking in sterilised liquid paraffin, while others 
think that better results are obtained by using soft 
paraffin. Further experience may show which is 
the better method of preparation. 


THE WATER-SUPPLY OF THE COUNTRY. 

It was stated at a meeting of the Municipal 
Waterworks Association last week that a system 
of national control of watersheds was urgently 
needed in order to secure to the community a 
fair division of the country’s supplies. Many of the 
large watersheds had already been secured and 
some authorities had come to the end of their 
present resources and were looking afield for an 
enhanced supply. Big cities like Glasgow, Birming¬ 
ham, and Manchester soon found that their supplies 
drawn from lake districts were hardly adequate to 
the needs of a population growing rapidly year by 
year, and various schemes from time to time have been 
considered with the view of increasing the quantity 
of water. It is a fact that in many thickly popu¬ 
lated parts of the country nearly all the most 
accessible areas are now taken up, and the 
suggestion has been made that the Government 
should exercise some control over the nation’s 
water-supply in order to secure for each town 
and district an adequate quantity of water based 
upon the population at a reasonable cost. In con¬ 
nexion with this subject Sir Alexander Houston, 
the Director of Water Examination, Metropolitan 
Water Board, has written a useful little guide 
dealing with rural water-supplies and their purifica¬ 
tion. 1 As he points out, despite the enormous 

1 Rural Water-Supplies and their Purification. By Alexander 
Cruikshank Houston, M.B., D.Sc., F.B.S. Ed. London : John Bale, 
Sons, and Danielsson, Ltd. 1918. Pp. 136. Price 7«.6 d. net. 


improvements in our public water-supplies, not 
only as regards quality and quantity of water, 
but in respect of its availability to isolated 
communities, there remains a large but scattered 
population, whose only source of a primary neces¬ 
sity of life is rain-water or the water from shallow 
wells. The utilisation of rain-water is largely Sir 
Alexander Houston's theme, and he gives directions 
as to how this is best done with simple methods of 
purification and sterilisation. The one difficulty 
with rain-water appears to be to render it palatable 
and free from sooty taste. Slow filtration through 
charcoal gives the best results. 


LOCAL CANCER RESEARCH: REPORT OF THE 

MEDICAL OFFICER OF HEALTH OF WOOLWICH. 

Dr. Sydney Davies, medical officer of health of 
Woolwich, has for some years been conducting 
research in regard to cancer, and in his annual 
report of 1917, just available, he states that the 
period had the lowest cancer death-rate for five 
years; the reduction being greater in men. As 
compared with 1913, and previous years, in men 
there had been a decrease under carcinoma of the 
throat and intestines ; and in both men and women 
an increase of cancer of the stomach. The special 
inquiry into the habits of persons suffering and 
dying from cancer since 1912 was continued. The 
scope of this and the standards taken are shown in 
previous annual reports. The following table gives 
the parts affected for males and females:— 


Parts Affected. 


Seat of primary disease. 

Male. 

Female. 

Total. 

Face, mouth, jaw, and tongue . 

35 

7 

42 

Pharynx, oesophagus, larynx, and neck 

37 

6 

43 

Stomach and pylorus . 

29 

22 

51 

Intestines (excluding rectum) . 

16 

14 

30 

Rectum and anus . 

17 

17 

• 34 

Liver . 

9 

4 

13 

Breasts . 

— 

8 

8 

Uterus . 

— 

4 

4 

All other. 

11 

2 

13 

Total . 

154 

84 

238 

Further analysis of the cases shows: 

— 



Seventy-four of the patients were stated to be excessive 
users of alcohol, 22 took the standard quantity, and 127 
below the standard. There were thus 33 per cent, of 
excessive alcohol-drinkers. 91 smoked excessively, 18 con¬ 
sumed an average quantity of tobacco, and 113 below the 
average, giving 41 per cent, of excessive smokers. 65 were 
excessive tea-drinkers, 89 moderate, and 54 small tea- 
drinkers, giving 31 per cent, of excessive tea drinkers. 
99 were large eaters, 7Z moderate, and 48 small eaters, giving 
45 per cent, large eaters. 71 were large meat-eaters, 
86 moderate, and 57 small meat-eatere, giving 33 per cent, 
of large meat-eaters. 130 bad a daily action of the bowels 
and 44 suffered from constipation, giving 75 per cent, of 
persons with a regular action. 

Control or non-cancer cases .—These cases may be compared 
with those obtained for 218 persons of similar or greater age, 
living under similar circumstances, who did not die of cancer. 
Of these, 37 took alcohol excessively, 24 took the standard 
quantity, and 157 below the standard, giving 17 per cent, 
excessive drinkers. 46 smoked excessively, 19 in moderation, 
and 157 were non-smokers or slight smokers, giving 21 per 
cent, of excessive smokers. 66 took tea excessively, 96 in 
moderate amount, and 48 were small tea-drinkers, giving 31 
per cent, of excessive tea-drinkers. 28 were large eaters, 
22 moderate, and 13 small, giving 44 per cent, of large eaters. 
19 were large meat-eaters, 9 moderate, and 36 small, giving 
30 per cent, large meat-eaters. 166 had a regular daily action 
of the bowels, and 26 suffered from constipation, giving 14 
per cent, of constipation. 

It will be seen that, comparing persons who suffer 
from cancer with those living at advanced ages, or 
who died at advanced ages through other causes, 
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the great differences are as to habits with 
respect to alcohol, smoking, and the action of the 
bowels. Cancerous persons had 33 per cent, of 
excessive alcohol users, 41 per cent, excessive 
smokers, 31 per cent, excessive tea-drinkers, 45 per 
cent, large eaters, 33 per cent, large meat-eaters, 
and 25 per cent, of constipation. Noil-cancerous 
persons, living to a greater age, had 17 per cent, of 
excessive alcohol users, 21 per cent, excessive 
smokers, 31 per cent, excessive tea-drinkers, 44 per 
cent, large eaters, 30 per cent, large meat-eaters, 
and 16 per cent, of constipation. These differences 
are still more marked with respect to alcohol and 
smoking, if only those who died from cancer of the 
mouth and throat are considered. .Of 103 persons 
dying from cancer of the lips, tongue, jaws, fauces, 
larynx, (esophagus, and cervical glands, 46 (or 45 
per cent.) took alcohol excessively, while 73 (or 
71 per cent.) smoked excessively. Twenty-eight of 
these smoked chiefly a clay pipe, 27 a briar, 
3 cigarettes, and 3 cigars. There were only 5 out 
of the 37 cases of cancer of the mouth and tongue 
who did not smoke; 3 of these had bad teeth. 
Among the non-cancer cases all the smokers smoked 
pipes (42 clay and 25 briar, and 5 both), except 2 
who smoked cigarettes. Of 161 cases with cancer 
of other parts than the mouth and throat 39 (or 
24 per cent.) took alcohol excessively, and 36 
(or 22 per cent.) smoked excessively. It would 
appear, then, that both alcohol and smoking 
(especially alcohol) have some general effect in 
promoting cancer, but chiefly exert their injurious 
influence locally. This is shown also as regards 
alcohol by the figures given below for cancer of the 
stomach, which occupies an intermediate position. 
Of the 103 cases of cancer of the mouth and throat, 
28 (or 27 per cent.) were excessive tea-drinkers. 
Tea-drinking does not seem to be specially injurious 
locally or generally as far as cancer is concerned. 
If the injurious effect of smoking were chiefly due 
to the local effect of heat one would have expected 
excessive drinking of hot tea to have had a similar 
result. Of 13 cases of cancer of the stomach , 8 were 
large eaters and 2 were large meat-eaters; and of 
52 cases 16 (or 31 per cent.) were excessive alcohol- 
drinkers. As regards cancer of the bowels , out of 
59 persons dying from cancer of the intestines, 
32 had a regular daily action, and 26—i.e., 44 per 
cent.—had constipation. The above results in 
tabular form are as follows :— 


- 

All 

oancer 

cases. 

Cancer 
of mouth 
and 
throat. 

Cancer 
of other 
parts. 

Control 

cases 

(non- 

cancer). 

Excessive alcohol-drinkers.. 

Per cent. 
33 

Per cent. 
45 

Per cent. 
24 

Per cent. 
17 * 

„ smokers . 

41 

71 

22 

21 

„ tea-drinkers 

31 

27 

34 

31 

Large eaters . 

45 

— 

— 

44 

„ meat-eaters . 

33 


— 

30 

Constipation. 

25 

— 

— 

16 


Thus constipation seems to predispose to cancer of 
the bowels. 


Medical Society of London.—A general meeting 
of this society will be held at 11, Chandos-street, W., at 
8 p.m., on Monday, Oct. 14th, when the treasurer’s report 
and balance-sheet will be presented, and the new officers 
will commence their duties. The first ordinary meeting of 
the session will follow at 8.30 p.m., when the incoming 
President, Major Arthur Francis Voelcker, R.A.M.C., will 
deliver the opening address, to be followed by a demonstra¬ 
tion on “ Degeneration in Art, Music, Science and Litera¬ 
ture,” by Dr. Theo. B. Hyslop. 


TRENCH FEVER: 

A CRITICAL ANALYSIS OF THE REPORT OF THE 
AMERICAN COMMISSION. 1 

By Sir WILLIAM OSLER, Bart., M.D. 

I. — Introduction . 

This handsome volume of 446 pages represents the work 
of a commission appointed at the suggestion of the Medical 
Research Committee of the American Red Cross, the official 
sanction for which dates from Jan. 11th, 1918. A Trench 
Fever Committee, consisting of Major H. Cushing, Major 
H. F. Swift, and Major R. P. Strong, was appointed, to 
which was added Major J. W. McNee, R.A.M.C., as an 
honorary member. It was arranged with the authorities that 
the work should be carried on at a stationary hospital of the 
B.E.F., near enough to the line to catch cases of trench 
fever in the very early stages. The members of the Com¬ 
mission were Major R. P. Strong, Major E. L. Opie. Major 
H. F. Swift, Captain W. J. MacNeal, Captain W. Baetjer, 
and Captain A. M. Pappenheimer, all of the Medical 
Reserve Corps, A.E.F., and Captain A. D. Peacock, 
R.A.M.C., as entomologist, and subsequently attached 
First Lieutenant Rapport, A.E.F. From the start there was 
active cooperation between the British and American 
authorities, and in framing the plan of research the Com¬ 
mission had the benefit of the advice of Colonel Leishman, 
General Bradford, General Herringham, and Colonel 
Beveridge. 

The suggested problems for investigation were the method 
of the transmission of the disease, and the infectious 
properties of the blood, with a view of repeating and con¬ 
firming the previous work of Major McNee. Since, so far 
as was known, the disease is not transmissible to animals, 
the next problem was to secure volunteers for the experi¬ 
ments. This was arranged by General Ireland, chief surgeon 
of the A.E.F., with the Commander-in-Ohief, with the proviso 
that each volunteer was to have the nature of the experi¬ 
ments fully explained, and that he should sign a paper 
expressing his willingness to undergo the experiment. Sixty 
volunteers were selected out of hundreds who applied, and 
subsequently 14 were added. All underwent a careful 
examination to exclude any unfit, and then bacteriological 
examinations were made of the blood, urine, and fieces. 
Four-hourly temperature charts were taken, semi-weekly 
inspections were made of the bodies and clothing, followed 
by a bath, and the clothing was sterilised once a week. The 
men of the experimental detachment were segregated from 
the British hospital personnel and patients. As it was 
realised that the time was limited before the spring offensive 
began the experiments were planned to be completed within 
approximately two months’ time. Major Swift took charge 
of the clinical work, Major Opie the bacteriological in¬ 
vestigations, Captain Pappenheimer the serological studies. 
Captain Baetjer the inoculations. Captain MacNeal and 
Captain Peacock conducted the louse investigations, while 
Major Strong directed and superintended the work and 
prepared the report for publication. On March 27th, for 
military reasons, it became necessary to evacuate the trench 
fever detachment from the hospital where the work had been 
progressing for two months. The necessary experiments to 
complete the investigation were made at the American Red 
Cross Hospital, Neuilly. 

The study of the problem of transmission involved the 
investigation of the infectious properties of the blood, 
sputum, urine, and faeces, the differentiation of the disease 
from the forms of enteric fever, and particularly the agglu¬ 
tination curves of inoculated subjects. 103 different human 
experiments were carried out in connexion with the trans¬ 
mission of the disease and its cause, of which 28 were in 
connexion with blood transmission, 38 transmission by lice, 
16 in connexion with the urine, faeces, and sputum, and 21 
in connexion with the virus. The disease has been produced 
experimentally by different methods in 62 instances. 

II .—Story of the Ditease. 

In the autumn of 1915, at a C.C.S., Dr. G. H. Hunt, of 
Guy’s Hospital, showed the writer cases of fever charac¬ 
terised by short paroxysms, with a tendency to recurrence. 

1 Trench Fever: Report of Commission, Medical Research Com¬ 
mittee, American Red Cross. At the Oxford University Press. 1918. 
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Major J. H. P. Graham pave the first description in 
The Lancet (Sept. 25th, 1915), and other papers followed 
by G. H. Hunt and A. C. Rankin (The Lancet, 1915, ii., 
1133) and J. W. McNee, E H. Brunt, and A Renshaw 
(Brit. Med. Jonr. y 1916, i., 225). Sir Wilmot Herringham 
early recognised that it was a disease unlike any of the 
ordinary forms. We then began to have cases admitted 
to the hospitals in this country with the diagnosis of 
trench fever, characterised by short paroxysms of pyrexia 
and a curious complication—viz., painful shins. The disease 
came to be widely recognised on the Western front in both 
Allied armies, in Germany (where it was called Wolhynian 
fever, His-Werner or five-day fever), in Salonika by Hunt, 
in Italy and in Mesopotamia by Coombs. It became very 
frequent and one of the principal causes of sickness. 
Captain E. R. Grieveson stated (The Lancet, 1917, ii., 84) 
that trench fever formed 40 per cent, of his hospital 
evacuations and at one time 60 per cent, of all cases of 
sickness. McNee (loc. cit.) states that it is the most serious 
disabling disease of the soldier in the Western armies, and with 
scabies constituted fully 90 percent, of all cases of sickness in 
one of the British armies. A majority of the cases labelled 
P.U.O. are believed to be due to it. The question of the 
relation of trench fever to other diseases is discussed in 
Chapter II. by Major Strong, whose large experience in the 
tropics gives weight to his opinion that it cannot be definitely 
identified with any hitherto-described disease. 

The incubation period has been proved to vary from 14 to 
30 days, though if a large dose of the virus is acquired the 
period may be shorter. 

“Symptoms and coarse.— During the incubation period slight 
prodromata, as headache and pain In the limbs and slight fever, are 
occasionally noted. The most characteristic cliuical features of trench 
fever are the sudden onset, accompanied by headache, dizziness, pain in 
the legs and back and behind the eyeballs, particularly when moved, 
nystagmus on turning the eyes completely sideways, injection of the 
conjunctive, and a sharp rise of temperature to 103° or 104° P. The 
fever in over one-half of the cases subsequently assumes a relapsing 
character. Enlargement of the spleen and the appearance of small 
erythematous spots or papules occur in from 70 to 80 per cent, of the 
cases. The erythematous spots are observed particularly over the chest, 
back, and abdomen. They are usually not raised above the surface of 
the akin, are pink in colour, disappear on pressure, and generally 
measure about two to four mm., although sometimes they may 
measure from four to six mm. in diameter. Occasionally the rash is 
distinctly papular in character. In number the spots vary from several 
to one or two hundred. They often disappear in less than 24 hours 
after their appearance, and they may occur early in the fever, as on the 
second or third days, or be first observed just prior to or during a relapse. 
While no one of these symptoms given above can be regarded as charac 
teristic or constant, the presence of several or all of them usually serves 
to make the diagnosis of trench fever acourate. The urine often shows 
a trace of albumin, but evidence of true nephritis is not present. The 
leucocyte count is very variable. There Is frequently a leucocytosls, 
and the leucocytes may rise at the time of the relapse. In other cases, 
however, the oount may be normal or there may be a leucopenia. 

The fever does not always follow a definite type, but may consist of, 
first, a short attack, lasting for about a week, with sometimes, but not 
always, after a few days, a single short rise ; second, a more prolonged 
initial fever, sometimes lasting for six or seven weeks, with relapses 
not distinctly marked ; and, third, a more regularly relapsing fever, 
with more or less definite normal intervals, lasting from five to seven 
days. Many variations of these types of fever are also seen, and in 
some of the patients there may be a long fever lasting from 40 to 60 or 
more days with only very slight remissions.” (p. 16.) 

The number of relapses varies : three to five periods are 
common, and there may be as many as seven. Recovery 
follows in all cases. 

III. — Specific Mature . 

Chapters III. and IV. deal with this question. The first 
point to determine was whether there was any evidence of 
infection with the enteric group of organisms. The exa¬ 
mination of the blood, urine, and faeces of spontaneous and 
experimentally produced trench fever by methods adopted 
to demonstrate typhoid and paratyphoid bacilli were 
uniformly negative. An extensive study of the agglutina¬ 
tion tests gave no support to the view that trench fever 
was a modified enteric infection. The details of this study, 
as given in Chapter IX , are most interesting. The titre of 
the serum in individuals inoculated against the enteric 
group was in a few instances modified by the trench fever, 
but in neither a constant nor a characteristic way. This is 
the first opportunity there has been for a careful bacterio¬ 
logical study of so many cases of a pure strain of trench 
fever produced by inoculation through successive genera¬ 
tions, and the authors hope these investigations will 
terminate the controversy regarding the relationship of the 
disease to the enteric group. Examinations of the blood 
were also made to exclude other known forms of infection. 
Anaerobic cultures were studied by the dark-field microscope 
for spirochsetes with negative results. No definite micro- 

organisms were discovered by any of the known means of 
examination. 

McNee, Brunt, and Renshaw first demonstrated that the 
disease was infectious and transmissible by the blood. Seven 
men were inoculated with the whole blood, and all developed 
the disease. One inoculated with clear scrum remained 
healthy, one inoculated with haemoglobin-tinted serum 
developed the disease ; of two cases inoculated with washed 
corpuscles one did and one did not, while none were infected 
who received inoculations with filtered serum. These crucial 
experiments of McNee and his colleagues made in 1916 
received ample confirmation by the American Commission in 

February, 1918. Thirty-four of the volunteers who had 
been carefully studied in every possible way were inoculated 
either with blood or some constituent element of blood 
taken from trench fever cases in the febrile stages, of whom 

23 contracted the disease. The results agree in a number of 
points with those obtained by McNee and his colleagues. 

The blood is always infective in the early stages. They 
found the incubation period to be from 6 to 22 days, the 

American observers from 5 to 20. 

“They, however, consider that the organism of trench fever was 
intracorpuscular and not free in the plasma or serum. They, however, 
performed only one experiment with plasma, and though the disease 
was produced in an individual inoculated with it, they concluded that 
it was infective only because haemolysis of red cells had occurred, the 
plasma being tinged with haemoglobin. In another case they produced 
the disease with haemoglobin-tinted serum and drew the same conclu¬ 
sion, as in another case they failed to produce the disease with clear 
serum. We also failed in one case to produce the disease with clear 
centrifuged scrum. In relation to the production of the disease with 
washed corpuscles, McNee, Brunt, and Renshaw performed two inocu¬ 
lations. One of the men developed trench fever, the other did not. 

We obtained positive results with washed blood corpuscles in three 
instances, and have already discussed the significance of them (p. 27) 
and pointed out that apparently the virus remained so Intimately 
mixed with the corpuscles in these experiments as not to be separated 
by washing with saline solution. Our conclusions, based on the results 
of our experiments, differ from those of McNee and his colleagues in 
that we believe that the virus or organism of trench fever 1b present 
particularly in the fluid portion of the blood, and is not contained 
within the blood corpuscles themselves ” (p. 28). 

Extensive experiments were made to determine the 
filterable qualities of the virus. The original must be * 
consulted for details, but three positive experiments, of five 
performed, demonstrated that at least in one stage of 
development the virus of trench fever is filterable and ultra- 
microscopic. 

•» It w as found that the virus resists a temperature of 60° O. moist 
heat for 30 minutes, and is fully virulent after such treatment, but is 
killed by a temperature of 70° 0. moist heat for 30 miuutes. Obviously, 
therefore, a temperature of 56° C. for 30 minutes, which destroys the 
louse Pediculus humanus and its ova, does not suffice to destroy the 
virus of trench fever which may be present on the underclothing of 
trench fever patients. The details concerning these experiments are 
given in Chapter XII., p. 284.” 

The authors conclude that the outlook regarding a method 
of vaccination against the disease does not appear particularly 
hopeful. 

IV.— Etiology and, Mode of Transmission. 

In Chapter V., after a review of previous investigations, 
the conclusion is reached that the causative organism of the 
disease remains undiscovered. The blood is invariably 
infective in the early stages. The virus was not found in 
the faeces, and attempts at inoculation failed ; but it was * 
present in the urine, and sometimes in the mixed sputum 
and saliva, as shown by successful inoculations. Chapter V. 
deals with the mode of transmission, in which the authors 
demonstrate conclusively the role played by the louse. Various 
suggestions had been made as to the part played by lice, 
mosquitoes, fleas, rats, and mice, and the literature is fully 
considered. Weldon and Davies, in 1917, made the first 
experiments with lice, and on Feb. 3rd in The Lancet 
reported a successful case of transmission. There had 
arisen a strong feeling that the disease was lice-borne, 
supported actively by Hurst, Hunt and McNee, Grieveson 
and others, but adequate proof was not forthcoming. The 

Commission undertook the investigation of the problem. 

“ Transmission experiments.— thirty-eight healthy men from the 82 
volunteers referred to in Chapters I. and IV. were employed in the 
experiments relating to the transmission of the disease by Pediculus 
humanus , var. corporis, as well as a numberof other healthy volunteers 
who were employed as controls. Twenty-six of the men were employed 

In the first group of louse experiments and 12 in the second. In 

the first group of experiments the object particularly in view' was to 
demonstrate whether Pediculus humanus , var. corporis , does or does 
not transmit trench fever. In the second group the experiments were 
performed particularly with the idea of giving further evidence of, 
first, whether the louse may transmit the disease In nature by Its bite 
alone, as well as by Its bite when living under artificial conditions ; 
second, the length of time the louse is Infective in this respect ; and, 
third, the infectivity of filtrates of suspensions of louse excrement 
known to contain the virus before being filtered. 1 * 
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In a majority of the experiments a pure-bred strain of lice 
obtained from the L ; ster Institute was used. A plan was 
adopted by which the lice lived as naturally as possible upm 
the experimental subject, confined iu a chamber or cell in 
which they bred and laid ova. 

“ Transmission by infestation .—Of the 25 men employed in the first 
group of experiments 20 were exposed in this manner to lice that had 
bitten trench fever cases in the febrile stages of the disease, while four 
others were exposed for the sani9 or a longer period of time to normal, 
uninfected lice whloh had only fed upon healthy individuals. After a 
period of over three months, in order to show whether the men who 
had been exposed to the normal lice were or were not ntturally immune 
to trench fever, three of them were subsequently exposed by other 
methods to trench fever infeetlon. All of them contracted the disease. 
Of the 20 men in the first group and six in the sec md group who were 
exposed to lioe that had fed upon cases of trenoh fever, 20, or 76 per 
cent., developed this disease. On the other hand, the two exposed to 
many huudred lice newly hatched from eggs laid by lice which had 
fed on trench fever cases did not contract the disease. Thus no evidence 
was obtained of hereditary transmission of the virus of trench fever in 
the louse. In the three instances in which lioe taken from the clothing 
of trench fever cases were employed for infection, two of the individuals 
exposed to such lice contracted the disease.” 

Experiments were also successful in showing that the louse 
may transmit trench fever by the bite alone through the 
normal skin. 

In five instances lice which had not been in contact with a 
case of trench fever for from 48 to 60 hours were shown to 
be capable of causing trenbh fever in healthy men. The 
lice may transmit the disease after they have been taken 
away from a case of trench fever for as long a time as 
13 days, which points to a multiplication of the virus, or an 
intermediate cycle of the organism within the louse. 

The next question was whether the disease was spread in 
any other way than by biting. Infection may follow the 
rubbing into the scratched or abraded skin the crushed louse 
or the contents of the alimentary canal ; but whether the 
virus is introduced in material from the salivary glands, or 
the ccelomic fluid or the (material from the alimentary canal 
was not determined. Eight of the volunteers free from lice 
and living with and sleeping under exactly similar conditions 
to the other volunteers who were contracting and had con¬ 
tracted trench fever from the infected lice confined upon 
them in covered cells remained healthy, as did four other 
control volunteers living under the same conditions, except 
that normal lice were confined upon them. 

Chapters VII.-XII. give full details of the blood trans¬ 
mission experiments, the bacteriological studies, the aggluti¬ 
nation reactions, the lice-feeding experiments, the filterability 
and thermal death-point of the virus, and the infectivity of 
the excreta. 

Clinicians will turn with interest to Chapter XIII., in 
which the features of the experimentally induced disease are 
described. This part of the work has been prepared in great 
detail, and the full reports, with temperature charts, of 80 
cases are given, two of which are reproduced in the note at 
the end of this article. Practically the artificially and 
naturally acquired disease present the same features, now too 
well known to describe again ; but one or two points may be 
emphasised. Nystagmus was found in 85 per cent, of the 
patients, associated, it is thought, with the general muscular 
weakness and not a specific feature. A macular rash was 
present in a majority of the cases, chiefly on the chest and 
abdomen, and the spots may recur with each “spiky” 
relapse. This percentage of cases, a rash 50 to 70, is much 
higher than we have seen in the relapses in this country. The 
spleen was enlarged in 85 per cent. Shin pains and tenderness 
were not so common or so severe in the artificially induced 
disease. The effort syndrome, so marked a sequel of the 
natural disease, was not met with. 


V .—Conclusions of the Commission. 

The following conclusions were reached by the Con 
mission :— 

*'trench fever is a specific, infectious disease; that It is not 
modified form of typhoid or paratyphoid fever, and is not related, froi 
an etiological standpoint, to these diseases. ’ 

virus Th4t the org * nl8ra causln £ the disease Is a resistant filterabl 

3. That the virus causing trench fever is present pirticularly in tb 
plasma of the blood of trench fever cases, and that such plasma wi 
P ™ d £ ce the disease on inoculation into healthy individuals. 

4. That the disease is transmitted naturally by the louse Pedicult 
humanus, Linn., var. corporis, and that this is the important an 
common means fof transmission; that the louse may transmit th 
disease by its bite alone, the usual manner of Infection, or the diseas 
may be produced artificially by scarifying the skin and rubbing In 
small amount of the infected louse excrement. 

5. That a man may be entirely free from lice at the time he develop 
trench fever, the louse that infected him having left him seme tiro 

w 08 **’louse need only remain upon th 
ndlvidual for a short period of time In order to infit him. 1 


6. Tnat the virus of trench fever is also sometimes present in the 
urine of trench fever cases, and occasionally in the sputum, and that 
the disease may be produce i in man by the Introduction of the virus in 
the urine or sputum through the scarified or otherwise abraded skin. 

7. That since the urine and sometimes the sputum of trench fever 
patients are infective, these should be sterilised in order to avoid the 
possibility of accidental infection from them. 

8. That in order to prevent trench fever or limit its spread, and thus 
save man-power for ths armies, greater efforts must be made to keep 
soldiers in general from infestation with lice. 

On account of the great importance of the matter the following 
sanitary regulations are advise 1: Exceedingly great care should be 
taken to completely disinfest all patients as soon as practicable, and 
particularly upon their entering the hospital. Patients on entrance 
should be carefully bathed, and subsequently sponged with alcohol. 
Thsir clothing and blankets should be removed, and, whether or not 
lice or ova are found upon them, should be carefully sterilise i by moist 
heat at a temperature not below 70° Centigrade for half an hoar, slnoe 
it is possible for the virus to be still present on the clothing. It should 
be borne ia mind that a man with trench fever may be entirely free 
from lice at the tlms that he develops symptoms of the disease. Trench 
fever patients should at all times be carefully protected from louse 
infestation, an 1 inspection of them for lice should be made daily. They 
should be treated In sep irate war is. As the urine contains the virus 
and is infective it should be sterilised during the active stages o! the 
disease. Sputum cups should be provided for patients, and any expec¬ 
torate! sputum and saliva from them sterilised. Officers should regard 
the systematic destruction of lice as one of the most urgent of their 
duties, and should exercise every effort to prevent louse infestation 
among soldiers and to see that any of them infested with lioe are 
promptly disinfested and their clothing sterilised.” 

Remarks. 

One of the shocks of the great war has been that lousiness 
and the itch hare had snch an innings. We had become 
clean enough, at least in this country and America, to forget 
the enormous capabilities of the louse. The fate of armies 
has been decided through the devastations of diseases 
transmitted through it. -The truth is that the “sparrow 
hawks of Montagu College,” as Rabelais called lice, have 
always been terrible pests. In a MS. note-book of John 
Locke is a memorandum of the placards on the walls of 
streets of Paris giving directions against the prevailing 
lousiness. Many persons have a curious tolerance of their 
presence. An Austrian soldier under my care at the Johns 
Hopkins Hospital assured us that he wa9 never in the best 
of health unless he was verminous. There is a famous 
seventeenth-century tractate, Laus pediouli (addressed 
Ad Conscriptores Mendicorum Patres), which begins; 
“Sacrum morbum esse opinionem vere positer ac eliganter 
Patres Mendicorum, ab antiquis proditum memoriae est.” 
The idea of harmlessness was widespread, and is expressed in 
the Beggar’s Song in Izaak Walton’s “ Compleat Angler 

A hundred herds of black and white 
Upon our gowns securely feed, 

And jet if any dare us bite, 

He dies therefore as sure as creed. 

Burns puts a truer feeling in his famous poem “To a 
Louse ”— 

Ye ugly, creepin', blastit wonner, 

Detested, shunn’d by saunt an’ sinner. 

The reports of the English and American Commissions 
should help enforce effective regulations—not in warfare 
always easy Co carry out —against the “ crowlin ferlie’s ” 
that have done so much damage. 

In supplementing in this way the work of the Army the 
American Red Cross has done a splendid service. The report 
is a good illustration of the value of team-work. Without 
the active cooperation of all the members, so laborious an 
undertaking could not have been accomplished in so short a 
time. We may join heartily in the thanks which the Com¬ 
mission offers to the men who endured so patiently the many 
trials of the experiment. To Major Strong and his able 
colleagues we may offer our warmest congratulations ; and 
our thanks are due to Mr. Frederick Hall, of the Clarendon 
Press, for the prompt production of a beautiful volume. 


AMERICAN RED CROSS REPORT ON TRENOH FEVER. 

8ample Case Reports (with Charts). 

Out of the 80 case reports presented in detail in the 
volume under notice we have selected for reproduction two 
which are fairly typical of the research as a whole, giving 
in the first only the actual notes of the case. 

Key to Charts. 

The temperature is Indicated bv solid dots and continuous line; the 
pulse-rate by circles and broken line; spleen palpable by the black 
stripe at the top of the chart; nystagmus, pink eye, and spots by a + 
or ± in the respective file. Under the various regions of the body a 
sloping line \ indicates pain, / tenderness, and X both, dots showing 
less severity. T = temperature. B.D. = twice a day. Q4H = every 
four hours. P.X. = physical examination. 
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Chart 1. 



(for Key to Charts see vreviovs column .) 

:.s assets 1 ~ 

was rubbed in. The result is summarised as follows 

Local reaction alight. Incnbat.on period. eight day.. P^roma^ none. ^nVhi 

CourieTinltlal two-day bout of fever, wi h pains and corresponding tendetneM. Very alight5 S9’2° F. On the thirteenth 
ninth day a small crop of spots; no fever °' •y“P to ““- °“ f 99.10 ^ and sli/ht kTmfci? and shin tenderness. Spleen continuously 
Say, a small crop of spots. On the fifteenth day. fever and dried 8putum sediment rubbed 

palpable from third uhieteenth day. A m l Dizziness Intermittently during the afternoon. No headache. Pain on rota¬ 
te/ June 18th, 7 p.m.: At 2 p.m. began to dizzy. not feel sick, but nevertheless does not feel entirely 

tion of eyes. Slight soreness of mute es above crest of »l«um fo r B upper. Has felt chilly for past hour (has been in bed), 
well. No sore throat. Very occas onal dry cough No appetite tor ■“P^ t r * fu “ br I ^ n ^ Lungs clear. Abdomen negative. 

P.X.: Pink eye +. Nystagmus 0 (P» ll J °u deV w*iJi!« y j,! n « mh ® During night feft chilly. Did not sleep well on account of headache. 

Spot. + . Spleen 0. Slight tenderness left ( .hln. Look" still tooks*toxic " tenderness as charted. The spoU have practically disappeared. 
No appetite for breakfast. Slight pains > n ' »“ghs and calves. StUl looks Uixic ^“erness^ c m „Kd. Lungs are clear, ft would 

!^S5r u 'JB c ^SE£. ■^^■Jt.'SSTS.'SKSSi.SSWttSS 

not palpable to-day. 


Chart 2. 



Fig. 2 is the chart of a private soldier, aged 20. inoculated with °“* ° f 

trench fever, and therefore at second remove from the spontaneous disease. The J 

May 3rd: Arm scarified and urine sediment from No. 30 (collected ?^5owiurteewdlment inoculation, 

eighth.Unth, eleventh, and twelfth day. of the same . No M hg3w, followed by severe headache. 
Incubation period 28 or 18 days. while the lsst one occurred nine days after 

M e .kCa" f MS ma^fed'by^Kvere prostration, hut h, a dearth of pain and tenderneas. 




































































































































































































































































































































































500 The Lancet,] _ DR. R. C. WINGFIELD : THE TUBERCULOSIS P ROBLEM. [Oct. 12, 1918 

SOME CONSIDERATIONS OF THE TUBER- \ th ? t toe P»«ttW<»er and the 

PTTTnQTQ pphut fu tuberculosis officer do not cooperate-cooperation requires a 

L,ULiUtolb rROBLEM : certain amount of mutual understanding and trust, the two 

REPORT OF THE TUBERCULOSIS DEPARTMENT, ^etdn^nto wh So* ll*? Wifch . one another. This 

ST THOMAS’S HOSPTTAT getting into touch withthe practitioners in a district is adiffi- 

TH0MASS HOSPITAL. cult problem which I will enlarge on later. To make the 

By R. c. Wingfield, B.A., M.B., BCh Oyon 8cbem ®. successful there must be cooperation in treatment 
M.R.C.P. .* and c< ?°P er ? tlon ip diagnosis. Cooperation in treatment is 

MEDICAL OFFICER IN CHARGE OF THE TUBERCULOSIS DEPARTMENT 4- ^ eFe * 8 ° ftea m0re fc han 0De 

st. thomas’s hospital. ' oorcept procedure in treating any specified case of tuber- 

- culosis, and when the two codperators are at variance, which 

HosnUaT°with “j®. T “ b ? rc . uIosis De P a ^ t “« ut ° f St. Thomas's few gears’ special experie'nce^or'The '^Monerprac'titione^ 
Hospital, with which is incorporated the Borough Tuber- equally secure with his many years’ general exDerienee t 
culosis Dispensary for the Inner Wards of Lambeth, has Probably neither, and the patient will suffer Two doctors 
a ? f^ nal 191 - 7, ,. 0n th ® medical or cannofc simultaneously treat the same case. Cooperation in 

A C d f 6 °' the « WOrk - the 5 ® 18 liUle thafc calls for dia £ nosi8 is easier and more valuable, as it is by this means 

the Jfnm ^ f gUFeS l “ fcb ® a PP end e^ tables show that we can get hold of the early and curable 7 case 8 And 

mm Sh tJPe ° f casea dealt ^ lfch and the sources here is my only criticism of the practitioners • they do not 
been 0a the soclal 8lde thin E 8 have use or cooperate with the dispensary as they mighf in this 

been different Adequate after-care and home treatment directions any rate in this district I willtrive figures 
have been hindered by the increasing difficulty in obtaining to supnort this. g figures 

!„ O 0 d n d by - the decr ® as ? n & purchasing value of the In 1917 panel and private practitioners sent 268 cases to 
sovereign. The worries, uncertainties, and sorrows attend- the dispensary. Of these. 88 were sent by one Dractitioner 

fn^iviHn^T haVe Tb 1S0 ma i dC tr c e t tmeUt diffiCUlt iQ man y and 180 ^ all the 

nnf h ° f b °? ital and sana torium Dr. X, sent 32 8 per cent! of the total. Thwe figures may 

beds has not developed during the last four years, as it be further analysed thus ■ — g • 

probably would have done had we been at peace, and at the 0 u ^ Ssntbvaiioth.r 

present time there are definitely not sufficient of either class , A . . f Sent by Dr X ’ p^Uon^ 

of bed. This has entailed long waiting lists, and the patients 2 . mmSSm » 4 = 4 ' 6 ° . 33 a 18 ' 30/ °' 

have suffered both physically and mentally. It has been felt cases, aifamenableto treatment f 22 — 25’0° .. 72 = 40 0°/ o 

by all types of cases, but perhaps more by the adult surgical 2 ’ ? oubtfu !> case8 . 23 » 25*0°/ o . 48 = 26*6° * 

tuberculosis case than any other. Apparently non-tubercular. 39 = 4V3 °/ 0 . 27 — 15 0°/ o 

The Working of the Tuberculosis Scheme . since Dr * X sent 443 P er cent- of doubtfuls, diagnosed 

and that the practitioner and the tuberculosis officer shall 

cooperate in this work. This scheme does not, and cannot Suggested Modifications of Tuberculosis Scheme 

ralwhhonlytwo. Th * rea80M are ^ny, but I intend to So much for destructive criticism of the tuberculosis 

tuberculosis ge ° eral P™ ctUi ° ne {; oannot his cases of pointer'lli constructive 0 nature/ Sh0UM Uke *° a Uw 

(and perhaps cannot) satisfactorily codpe^att^TMslooks^t I f tuberoulo>ia thovld be given certain 

first sight, like a vicious attack on t^general practH"oner ^2^ § J t £T^f bd °^ an f responMle.for 

but it is not so, as I hope to be able to show P * ' th h u- k f ? d Y*? ct . at re 9 *rds tuberculosis.— By this 

To take the first point: The satisfactory treatment f mea ? 8 bls work could ; be judged by his results, and it would 
tuberculosis needs expert medical knowledge and also nerlintl !?f en . fc ^ ve *° thorough work and scope for 
expert knowledge of what I may call “social work amnncr P 6 , 1 ??- 1131 I * 11 , 411 * s P re sent experienced by this 

the working classes,” and very few neonle in Fncrlanri u av ? tull-time public official, who in his present position feels that 
this double expert ? d °“ 0r f . than D . ibble at tb « edge of a large 

general practitioner—and had he got it the tremendous * of , us ? fal ^ ork fchat 13 waiting to be done, a position so 
amount of pure medical work which” ife has^to get’thrmj’gh I verv^ifficuH^ ^ “ d ® 0 “«ous P effort U 

in the 24 hours would prevent him from using his knowledge I / 7 - 1 . ’ ?/ , 

of • 4 social work” on any but a very few of his rasps ^ oases qf tuberculosis in the district notified 

care and home treatment of tuberculosis depend entirdy on th^^tent^of' his^hw ^nov^ion would allow him to gauge 
the use of this knowledge of “ social work ” under medical hi* nlan f h • k ac 2 J ira ^ 1 y a ? d enable him to outline 
supervision, it has its own technique and is a line art in f P am ?f. lgn ’. A Furt her, it would give him the 

«aaBas^y=ttL““—-« 

U, e m^t e tWs'difficulTy y , butTdws M*^Kno"id ° f fTh^' sana ^ U7 ^ ^advanced him* 

of this side of the treatment of tuberculosL denends nn th! I ff' -Knowledge of the resources at his disposal is an 
personality of the social worker and the verv do-ce rnonera essential in the conduct of this work. Our governing bodies 

tion between the doctor and the s^Torker A Care have to de^l trith °?H ' neVer te “ “-7 oases tSey may 
Committee has no personality, or if any rather an nn f Y lfcb—fcbei ^ 8C0pe 13 to ° Iar K e - Had he their 

pleasant one. The Care Committee meets once a week or tWW ^ 6 ^ ub ® r ? ul ° 818 offic ® r could make the best use of 

| once completely gone down with tuberculosis can seldom if 
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ever be got back to and kept at suitable work without help. 
This applies especially to the town-dweller, and here the 
social worker, cooperating with, and under the guidance of, 
the tuberculosis officer is absolutely necessary. Such work 
needs: ( a ) The personal factor. Sympathy, discipline, and 
leadership. ( b ) Thorough knowledge and training in the 
work. (d) Money. State aid for after-care would be money 
well spent and would save many beds at institutions in the 
long run. As in the case of the facilities of the tuber¬ 
culosis officer this money should be fixed and adequate, and 
completely under the control of the social worker. 

This work cannot be properly done by an after-care com¬ 
mittee any more than the medical side could be done by a 
committee of doctors. A typical case, one of many, will 
help to emphasise this point;. 

In March, 1914, a man, aged 33, attended the tuberculosis dispensary 
of the hospital on the advice of his panel djcfcor. He was found to 
be suffering from phthisis, and sanatorium treatment was recom¬ 
mended. His former employment had boen that of a machine-hand 
in a mill, a very unsuitable and dusty occupation. The family con¬ 
sisted of a wife and child aged 11. When her husband ceased to be a 
wage-earner, the wife had gone to work, but as she w as only able to 
earn about 12s. a week and her food, it was necessary that some help 
should be given to the family. Through the cooperation of the lady 
almoner’s department with the local office of the Charity Organisation 
Society this was done, and finally the patient went to a sanatorium 
under the National Insurance Act in May of 1914 and was dis¬ 
charged in October of the same year fit for light work only. 
Financial help was given from the sources already alluded to until the 
patient got a job as auxiliary postman for a few weeks at Christmas- 
tlme. This was followed In January, 1915, by a post as timekeeper 
in a small restaurant. In April, 1915, the patient again broke down and 
hid to give np his work, and assistance for the family was arranged by 
the Social Service Department for many months. TowaWs the end of 
the year he had another bad turn and was admitted te hospital. 
Until September, 1916, he was unable to work and constantly in 
receipt of assistance. In September, 1916, a very light job was found 
for him, which he still holds. His duties are light, and offer the very 
great advantage of enabling him to work practically In the open air. 
Although there is a considerable amount of disease in the lung there 
is no reason to anticipate that he cannot keep his present occupation 
for an indefinite period. This case may be tabulated thus 

March, 1914-Dec., 1914—9 mths. Ill. Help needed. 

Dec., 1914-Aprll, 1915—4 mths. At work. No help needed. 

April, 1915-Sept., 1916—16 mths. 111. Help needed. 

Sept., 1916-present—20 mths. Well. At work ; permanent conditions. 

Remembering that this case is that Df a self-respecting 
working man, it will be readily granted that he could not 
have been tided over these 25 months of illness without 
the personal encouragement, sympathy, and conscientious 
endeavour of a whole-time social worker. 

5. The tuberculosis officer to actually treat all oases should 
they so desire , and to cooperate with the practitioner , if 
possible , in the treatment of those who did not wish for dis¬ 
pensary treatment. —The necessity for the tuberculosis officer 
to do the actual treatment at the dispensary is my great 
point. He has the social worker behind him and he should, 
if properly qualified, know best how to treat the disease. It 
saves work and frees the practitioner for his other important 
duties and prevents the evils of cooperative treatment and 
overlapping. 

These are a few points which I think would help to improve 
onr present tuberculosis scheme. Different difficulties come 
to different tuberculosis officers in different districts, and I 
have tried here to enlarge upon some of mine and to suggest 
remedies for them in bare outline. 


Total Number of Cases Dealt With. 


— 

MI. 

M.N I. 

FI. 

F.N.I. 

c. 

Totals. 

New. 

446 

44 

248 

265 

486 - 

1489 

Old . 

205 

30 

145 

, 212 

339 

931 

Totals. 

i 651 

74 

393 

477 

825 

| 2420 


Of these there came from Lambeth : New. 748 ; Old, 476. Total, 1224. 
Diagnosis. Detail Diagnosis of New Cases. 


-• 

New. 

i i 

Old Total. 

1 

. — 

Pulm. 

tub. 

Non-pulm. 

tub. 

Sus¬ 

pect. 

Non¬ 

tub. 

Pulm. tub. 

325 

300 

625 

M.I. 

165 

39 

65 

177 

Nou-pulm.tub. 

300 

300 

600 

M.N.I. 

18 

5 

11 

10 

Suspect. 

274 

332 

606 

F.I. 

64 

48 

43 

93 

Non-tub. 

590. 

— 

59F 

F.N.I. 

59 

34 

•63 

109 





C. 

19 

174 . 

92 

201 


M.I., males insured. M.N.I., males, non-insured. F.I., females 
insured. C.,children. 


Classification of those Suffering from Pulmonary Tuberculosis. 



— 

A. 

B. 

C. 

D. 


A. 

B. 

C. 

D. 

j 

Ini 

3 

0 

75 

29 


0 

T 

8 

43 

New cases...- 

In* 

1 5 

1 

17 

10 

Old cases ...^ 

9 

7 

10 

13 

( 

In 3 

117 

20 

32 

16 

157 

14 

13 

25 


Inp resting febrile; In 3 , resting afebrile, ambulant febrile; In s , 
ambulant afebrile. A, fit for work and remaining so; B, fit for work, 
becoming unfit; C, unfit for work, becoming fit ; D, unfit for work, 
remaining so. 

Sources of eases.— Hospital, 467; panel doctor, 184; privately, 128; 
recruiting office, 97 ; private doctor, 84 ; charitable society, 40 ; London 
Insurance Committee, 13; Loudon County Council, 11; affiliated dis¬ 
pensaries, 45; contacts, 450. 

Results of contact examination .—Pulmonary tuberculosis, 11; non- 
pulmonary tuberculosis, 28; suspect, 76; non-tuberculous, 335. 

Number of cases sent to sanatorium i *■ 1917 .—Males insured, 37; 
males non-insured, 6; females Insured, 25; females non-insured, 6; 
children, 36. 

A t ten dances.— 7671._ 



ROBERT DONALD KEITH, M A . M.D. Aberd. 

Dr. Robert Donald Keith, formerly principal of King 
Edward VII. Medical School, Singapore, died at Turriff, N.B., 
on Oct. 2nd, at the early age of 41, after prolonged and 
intense suffering borne with astonishing fortitude. Even in 
these tronblons times, when sensations have become blunted 
by the daily destruction of manhood, his death will come as 
a genuine shock to a very wide circle of friends who found a 
delight in his genial personality, in his transparent honesty 
in all his dealings with his fellow creatures, and in his 
simple character. He came of a fine healthy agricultural 
stock and was the youngest of a large family, notable among 
whom is Professor Arthur Keith, the distinguished anatomist. 
He was educated at Aberdeen University, passing through 
arts and medicine with distinction. Subsequently, as Carnegie 
Fellow, he studied pathology and bacteriology in Leipsic, 
Tubingen, and the London Hospital. He had originally 
intended to specialise in some branch of clinical medicine, 
but at about the age of 30 he was elected teacher of 
anatomy and physiology in the Medical School at Singa¬ 
pore, where he spent 10 years. He soon made his pre¬ 
sence felt, and was raised to the important positions of 
Principal of the Medical School, lecturer on clinical medicine, 
consulting physician to Tan Took Seng’s Hospital, and his 
opinion was widely sought by the English residents in the 
Straits Settlements. At the outbreak of war he became 
captain and officer commanding the Singapore Field 
Ambulance, medical officer in charge of the Military Hos¬ 
pital, Singapore, and actively participated in quelling the 
mutiny in that city in the early days of the war. There is 
reason to believe that overwork and devotion to duty told 
on a constitution which had not been robust for some years 
and which had been undermined by residence in the tropics. 
On arriving home about the end of 1916 he was seriously 
ill and underwent an operation, which afforded such relief 
that he was able to take a military appointment of import¬ 
ance in a large hospital for cases of shell-shock. Some 
months ago, however, his health completely broke down. 
Despite great suffering he was able to complete an excellent 
book on clinical case-taking which is likely to be widely 
appreciated by medical students. Dr. Keith is survived'by 
his wife and three sons. 


Medical Magistrates.— Sir Arthur William May, 
K.G.B., of St. Tudy, Cornwall, formerly Director-General, 
Medical Department, R.N., and Mr. Thomas Mitchell Bonar, 
M.B., C.M. Glasg., D.P.H. Bristol, of Truro, have been 
placed on the Commission of the Peace for the County of 
Cornwall. 

St. Mary’s Hospital Medical School.—T he 

following entrance scholarships have been awardedUni¬ 
versity Scholarship of 50 guineas: R. Y. Paton, Trinity 
College, Cambridge. Open Scholarships: £100, R. M. Fry, 
Merchant Taylors’ School; £50, D. Levi, Marylebone 
Grammar School. Palmer Scholarship : £25, R. W. Scarff, 
City of London School. Epsom Scholarship: £52 10*., J. A. 
Walker, Epsom College. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :_ 

Killed. 

Major T. P. P. Breen, R.A.M.C., was educated at Stonyhursfc 
and at Trinity College, Dublin, and qualified in 1912. 
After holding an appointment at the Mater Misericordiro 
Hospital, Dublin, he joined the R.A.M.C.,and went to 
France on the outbreak of war. 

Ma J° r 1 ?* McCormack, M C *» qualified at 

Belfast in 1914. The award of the M.C. was recorded in 
The Lancet of Sept. 30th, 1916, p. 620. 

Cap ?- J ; < ^ Kirk j a P d » M c - R A.M.a, qualified at Glasgow 
m 1909, and held appointments at the Maternity and 
Women’s Hospital, and at the Royal Infirmary, Glasgow. 
The award of the M.C. was recorded in The Lancet of 
Jan. 22nd, 1916, p. 215. 

Lieut -Col. F H. Bradley. D.S.O., R.A.M.C., qualified at 
Edinburgh in 1906, and joined the R.A.M.C. in 1910. The 
award of the D.8.O. was recorded in The Lancet of 
Jan. 12th, 1918, p. 78. 

Died of Wounds. . 

Temp. Sura. F. P. Pocock, D.S.O., M.C., R.N., was a student 
at Westminster Hospital, and qualified in 1913. Prior to 
joining the Royal Navy he was in practice at Ealing. He 
took part in the operations against Zeebrugge and 
Ostend in April this year, for which he was awarded the 
D.H.O. (The Lancet, August 3rd, 1918, p. 155). 

Capt. G.M. Cowper, R.A.M.C., was educated at Cambridge 

itfrl'Tfnfnii a i U< Bartholomew’s Hospital, London, 

and qualified in 1914. He joined up on the outbreak oi' 
r i. T ar ,',? n r Wl i? attached to 35th Field Ambulance. 

Lieut. W. L. Dandridge, R.A.M.C., attached 103rd Field 
Ambulance, qualified in November, 1917, and joined no 
early in the present year. v 

Lieut. M. J. O’Flynn, R.A.M.C., attached to the North¬ 
ampton Regiment, qualified in Ireland in 1903, and 
held appointments at the Wolverhampton Eye Infirmary 
and at the Salisbury Hospital. Prior to joining up he 
was in practice at Neath, Glamorganshire. 

Died. 

Capt. J. Wood, R.A.M.C. 

Wounded. 

Lieut. H. A. Chodak, R.A.M.C., attached London Regt. 
Lieut. F. Cameron, R.A.M.C., attached Welsh Regiment. 
Major A. R. Dale, M.C., R.A.M.C. 

Major C. B. Davies, M.C., R.A.M.C. 

S' i-S™? 1 * attached R. 8ussex Regt. 

n o *^ ar f R -A.M.C., attd. Northampton Regt. 

£* 5 0W u den ’ atfcached London Regiment. 

£? P J* w ^^ G r ^a ^ hal ^ 1, ■’ afctached London Regiment. 

n ^“ston, RAMC > attached R.F.A. 

Capt. D. R. Wark, Canadian A.M.C. 

Capt. G. A. C. Gordon, R.A.M.C. 

Capt. D. Barlow, M.C., Australian A.M.C. 

Capt. R. Goulden, Canadian A.M.C. 

V^Pw 80011 ; B.A.M.C., attd. R. Welsh Fusiliers. 
Major W. Vickers, Australian A.M.C. 

Capt. J. E. Barry, Canadian A.M.C. 

V apt : R - M - Cameron, Canadian A.M.C. 

» foL A. 8. Donaldson, D.S.O., Canadian A.M.C. 

Capt. A. H. Veitch, Canadian A.M.C. 

Capt. M. K. Acheson, M.C., R.A.M.C. 

Major T. J. Kelly, M.C., R.A.M.C. 

Capt. R. J. Snider. R.A.M.C. 

Lieut. G. P. W. Staunton, R.A.M.C. 

Capt. W. C. Morgan, Canadian A.M.C. 

• Injured. 

8urg. J. 8. L. Roberts, R.N. 

„ Missing. 

Capt. A. La B. Clark, R.A.M.C. 

Capt. W. C. D. Wilson, R.A.M.C. 

Previously reported Missing , now reported Prisoner in 
„ German Hands. 

Major E. J. Tilbury, R.A.M.C. 

The New Surgeon-General, U.S.A.—Maior- 

General Merrite W. Ireland, who has been nominated to 
suoeeed Major-General W. 0. Gorgas as Surgeon-General of 
the United States Medical Corps, is still a young man 
having been born in 1867, and is 13 years junior to his 
predecessor. He graduated in 1890 at Detroit College 

CoUel^Phn d H ? M he f ?“°r ing Jear at Jeff e r son Medifai 
5S’ PhU * d elphia. In the early days of the war General 
Ireland was stationed at Fort 8am Houston, Texas. 
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JAMES STEEL, M.B., Ch.B. Glass., 

MILITARY CROSS ; 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain Steel, who met his death in France on 8ept. 2nd, 
at the age of 25 years, was only son of D. F. Steel, of 
Dennistoun, Glasgow. Educated at Whitehill School and 
Glasgow University, he graduated M.B., Ch.B. in 1916, 
during his final year acting as resident assistant at the 
Glasgow Eastern Hospital. On leaving the University he 
received a commission in the R.A.M.C. and was sent to 

France, where he was 
promoted Captain after 
one year’s sendee. In 
March of the present 
year, while sending with 
the Royal Sussex Regi¬ 
ment, he was awarded 
the Military Cross for 
conspicuous gallantry 
and devotion to duty. 
The award ran :— 

" This officer was one of 
the few regimental medical 
officers who were with their 
unit, during the whole 
period of withdrawal. He 
W88 indefatigable in dress¬ 
ing the wounded, often 
under fire, and when he had 
to move invariably assisted 
himself iu evacuating the 
w orst cases. Although twice 
wounded himself, he refused 
to leave his work, except to 
have his wounds dressed.*’ 

A few days before his death he was transferred to the Somerset 
Light Infantry, and it was while marching with his regiment 
to the fighting line that he was killed by a shell. 

An old medical friend writes: “His scholastic and 
University career, coupled with his attractive and engaging 
personality, assured him success in the profession he had 
chosen and loved so well.”_ 

CHARLES DEVEREUX MARSHALL, F.R.C.8. Eng., 

STAFF SURGEON, ROYAL NAVT. 

We can now supplement the bare account of Staff Surgeon 
C. D. Marshall which appeared in The Lancet of Sept. 28th 
with a portrait of this officer taken from a group and enlarged, 
and with some personal details given by his friends. He 

was at one time sub¬ 
editor of the Ophthal¬ 
moscope and his own 
writings cover a wide 
field, including papers 
on glioma of the retina, 
sarooma of the uveal 
tract, and researches on 
colour vision in col¬ 
laboration with Dr. F. 
Edridge-Green. A fleet- 
surgeon writes of him: 
“The death of Staff Sur¬ 
geon Marshall will biing 
a feeling of bereave¬ 
ment to his former 
shipmates. I have 
never met any man who 
so completely won the 
esteem and affeetion of 
everyone in his ship. 

It was to Marshall 
whom we naturally turned when down on our luck. His 
religious convictions influenced his whole life: he was a 
tender-hearted doctor; he loved his life at sea; he was 
father and mother to every youngster on board and he had 
a very real influence on all who knew him. On that 
ghastly night following the landing at Gallipoli he 
heard that an attempt was to be made to evacuate 
the wounded from the River Clyde, which was at the 
time under musketry fire from both sides, and though 
he had been at work continuously for 18 hours and 
was quite exhausted he at once volunteered to go, and 
went.” 
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GRAHAM ROBERTSON COWIE, B.M., B.Ch. Oxon., 

CAPTAIN, SOUTH AFRICAN MEDICAL CORPS. 

Captain G. R. Cowie, who died of wounds on Sept. 3rd at 
the age of 27, was elder son of J Cowie, formerly of 
Johannesburg. He was educated at the Lyceum, Hanover, 
and Loretto School, Musselburgh, going on to University 
College, Oxford, where he won the Welsh memorial prize in 
1911, and graduated two years later. He rowed in Eights 
and Torpids, played Rugby football and hockey for his 
college, and was a* member of the University Corps of King 
Edward’s Horse. At the outbreak of war he re-enlisted in 

that regiment; in 
December, 1914, ob¬ 
tained a commission in 
the Royal Field 
Artillery, and went out 
to the Western front in 
May, 1915. He was 
mentioned in des¬ 
patches for his services 
at the battle of Loos. 
Returning to England in 
January, 1916, to com¬ 
plete his medical 
studies at the Middlesex 
Hospital, he graduated 
last year B.M., B.Ch. 
Oxon., and M.R.C.S. 
Eng., and was given a 
commission in the 
South African Medical 
Corps, and returning 
to the Western front 
attached to the 1st S. A. General Hospital. At his own desire 
he was transferred to a South African Brigade R.G.A. as 
M.O , and was so engaged when he was wounded on Sept. 1st 
by a shell, dying of his wounds two days later. His com¬ 
manding officer, writing of his loss, adds : “ Captain Cowie 
was always loved by his patients, and anything that he could 
do for them was Dever too much trouble,” and the dean of 
his hospital records the good influence exerted by him in 
everything connected with the medical school. 


ALFRED ROBINSON MacMULLEN, M.R.C.S. Enq., 

SURGEON, ROYAL NAVY. 

Surgeon A. R. MacMullen, who died of wounds in France 
on Sept. 7th at the age of 29 years, was third son of the 
late William F. MacMullen, of Rockcliffe, Cork. He was 

educated at Clifton 
College and Caius Col¬ 
lege, Cambridge, going 
on from there to the 
London Hospital, where 
he was acting as house 
surgeon at the outbreak 
of war. He volunteered 
at once for the Navy 
and served first with the 
Royal Naval armoured 
cars in German West 
Africa and East Africa 
for a period of nearly 
two years, during which 
time he was awarded the 
Distinguished Service 
Cross for conspicuous 
bravery in searching 
for and rescuing a 
severely wounded officer 
under heavy fire. In 
August, 1918, he was appointed surgeon to the Royal Naval 
Division serving in France, and had only been out one month 
when he was dangerously wounded on Sept. 4th and died 
of his wounds three days later. 


Captain John Sidney Wilson, A.A.M.C., who died of 
wounds on August 9th, was educated at the Church of 
England Grammar School, Sydney, N.S.W., and entered the 
medical school there in March, 1912, graduating M.B., Ch.M. 
four years later. As a student he took a keen interest in field 




sports, and had considerable success in rowing in University 

and college races. After qualifying he was for six months 
R.M.O. at the South Sydney Hospital, before joining the 
Australian Imperial Force in November, 1916. He was 
attached to various training units in the United Kingdom, 
and then joined a field ambulance in France, performing the 
duties of bearer captain from Nov. 13th, 1917, until 
August 9th last, when he was hit by fragments of shell 
while supervising the evacuation of wounded, and died 
from shock the same afternoon. Captain Wilson’s character 
impressed all with whom he came in contact, and his loss is 
felt by every officer in the unit. 

Major John Clarence Wells, A.A.M.C., who was kiUed 
on the same day as Captain Wilson, was educated at 
St. Peter’s Collegiate School, Adelaide, graduating in 
medicine at the University two years prior to the outbreak 
of war. He then held the appointment of resident surgeon 
at the Adelaide Hospital for 18 months. In January, 1915, 
he enlisted in the Australian Imperial Force, serving with 
the 1st Australian General Hospital, and later with the 
1st Light Horse Regiment as regimental M.O. in Egypt and 
Gallipoli. In April of the present year he was transferred 
to an infantry battalion as R.M.O., and served with this unit 
on the Somme. On the second day of the advance from 
Villers-Bretonneux he was wounded by a shell fragment and 
died on the same day. A brother officer who knew him well 
writes of Major Wells’s studious and retiring disposition and 
of the fine impression made by his gallant and soldierly 
conduct. _ 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 
medical men are reported:— 


Second Lieut-K. L. I. Arnott, Indian Infantry, killed in 
action, younger son of Col. J. Arnott, I.M.S., of Edin¬ 
burgh and Wyselty, Dumfriesshire. 

Major M. Stavelev, M.C., R.F.A., died of wounds, second son 
of the late Mr. W. H. C. Stavelev, F.R.C.8. 

Major T. F. P. Breen, R.A.M.C., killed in action, elder son 
of the late Inspector-General T. J. Breen, R.N. 

Lieut. E. G. Shepherd, Canadian Infantry, killed in action, 
only son of Dr. F. J. Shepherd, of Montreal, Canada. 

Second Lieut. R. F. Higgs, Queen’s Regiment, killed in 
action, youngest son of Dr. A. W. Higgs, of Chelsea, 
London, S.W. . .. . , 

Lieut. C. O’N. Daunt, South Lancashire Regiment, attached 
R.A.F., killed in action, younger surviving son of Dr. 
F. E. H. Daunt, of Clapham, London, 8.W. 


Exemption for Medical Practitioners. 

Cases have occurred in which applications for the grant 
of exemption to a duly qualified medical practitioner have 
been made to the orcfinary tribunals. As stated in the 
Memorandum of the Local Government Board of May 22nd 
last (R. 198), any such application must be made direct to 
the Medical Tribunal at 429, Strand, W.C. 2. Each practi¬ 
tioner is notified by the Ministry of National Service when 
his case comes under consideration by them as to the time 
within which an application for exemption may be made, 
and the application cannot be lodged until the notification 
has been received. A special form of application has been 
prepared *for the use of medical practitioners which may be 
obtained by them from the Medical Tribunal. 


An Exhibition, is being held at the hitechapel 
\rt Gallery illustrating women’s war work. The Exhibition 
pill be open free daily, from Wednesday, Oct. 9th, to 
Wednesday, Nov. 20th, from noon to 7 p.m. ; Saturdays and 
Sundays, noon to 8 p.m. 

Elsie Inglis London Memorial Fund.—R ecent 
events m Serbia are rapidly bringing nearer the day when 
ihe Chair of Medicine in the University of Belgrade 
jan be inaugurated in memory of Dr. Elsie Inglis’s work 
n Serbia. The Elsie Inglis Londpn Memorial Fund has been 
founded expressly to endow this Chair. On the General 
Committee are the names of Miss Aldrich-Blake, M.D., 
Dr. M. Curcin, Sir Walter Fletcher, and Sir Alfred Keogh. 
Of the £12,000 required over £2500 have already been 
promised or subscribed. Donations may be sent to tbe 
Elsie Inglis London Memorial Fund at 66, Victoria-street, 
London, S.W.l. 
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Cnnspitkitu. 

" Audi alteram partem.” 

MEDICAL MEN IN PARLIAMENT: MEDICAL 
RECONSTRUCTION. 

To the Editor of The Lancet. 

Sir, —There are two important points to which I should 
like to call attention. 

Medical Men in Parliament. 

(1) I am afraid that I did not make my meaning clear at the 
meeting at Steinway Hall on Oct. 1st, 1 and as the matter is 
a very important one I shall be glad if you will allow me to 
explain it further. The chief point which I wished to 
emphasise was that, whether the medical representatives in 
Parliament were many or few, it was most important that 
the profession should keep them thoroughly informed of the 
views of practitioners following different lines of practice 
and practising under different circumstances (e.g., country 
or town), and of the reasons for those views. In this way 
their representatives in Parliament would have before 
them the various sides of the problems, and would 
therefore be able to decide with some degree of certainty 
and unanimity, after consideration of the various points, 
what is the most suitable line to take when these matters 
come before Parliament, and what lines will most closely 
represent the considered experience of the various classes of 
practitioners. 

During the year that I have been in Parliament I have 
only twice had views brought before me in connexion with 
medical subjects which were under discussion. This is not 
the way in which other professions or trades manage their 
business ; there is no important subject, wilh the single 
exception of medicine, which has come before Parliament 
in my short experience with regard to which we have not 
received many reasoned letters and leaflets from the parties 
concerned. To keep the medical Members In Parliament 
fully informed as to facts and views is really as important 
a matter as, and possibly more important than, that of 
the actual number of members of the medical profession in 
Parliament. I hope, therefore, that during this reconstruc¬ 
tive period men in different branches of the profession and 
practising in various parts of the country will come together 
and place their views and experience before the medical 
Members in Parliament in connexion with any medical 
subject which is under discussion. 

Medical Iter obstruction. 

(2) The time is approaching when civilian medical men 
who have been serving for a long time abroad will be 
coming back, and it behoves those of«us who have remained 
in England to do our best to help them out of the difficulties 
in which their long absence from their practices may have 
placed them. This matter was. I believe, discussed some 
considerable time ago by the British Medical Association 
but was dropped for a time. I think, however, that it must 
be taken up again without further delay. The needs of these 
men will be various. Some who have partners who have 
been keeping things together may be able to resume their 
practices without requiring any help and the sara$ applies 
to those who have 6ome private means. There are many 
others, however, who, if they are not helped to re-establish 
themselves, will be in very serious trouble. Such are 

(A) Men without partners who have been absent for a long 
time and who may find that, in spite of the best services of 
their neighbours, their practice has more or less disappeared, 
at any rate for a time; but still if they can settle down 
again in the same place a good deal of it may return and a 
fresh practice may be established. But I fear that a good 
many of the men of this class will find it difficult to wait 
long enough and may require some temporary financial 
assistance to enable them to regain their position. 

(B) A good many will have lost their practice altogether 
and will have to start afresh. Two things may be required 
for such men : in the first place information as to suitable 
places to settle in — e.g., where doctors are most needed, 
and in the second place temporary financial assistance. 

(C) Men who have not previously been in practioe will 
require advice and guidance on the same lines as B, but I 

1 See report in The Lakcet of Oct. 5th (p. 465). 


hardly think that they have the same lien on the medical 
profession for financial assistance as men who have been 
taken away from their practices. (Incidentally it may no 
doubt be said with truth that it is the State who ought to 
help financially to reinstate the medical men whom they 
have taken away, but the time for action would probably 
have passed before any tangible result could be got in that 
direction.) 

As to the body or bodies who might undertake this work, it 
seems to me that, as all the information as regards practices 
is already in the hands of the various war selection com¬ 
mittees or can be most readily obtained by them, they would 
be the natural bodies to take up the matter of medical recon¬ 
struction. There would be no charity in what I am suggest¬ 
ing ; no doubt, funds for expenses would need to be collected, 
but beyond that all that would be required would be a large 
guarantee fund for the loans. This fund would probably 
never be called on or only to a small extent, as I believe 
that those who received loans would look on it as their first 
duty to pay interest punctually and to repay the loans by 
instalments as soon as possible. If this suggestion is taken 
up, 1 for one, and I am sure many others, would be glad to 
join in forming a guarantee fund and in subscribing towards 
the expenses. I am, Sir, yours faithfully, 

Oct. 7th, 1918. W. Watson Cheynk. 


MEDICAL MEN IN PARLIAMENT. 

To the Editor of The Lancet. 

Sir,—I n accordance with the voting of those who 
attended the meeting of the profession at Steinway Hall 
on Oct. 1st, the following have been invited to serve on the 
committee appointed for the purpose of “ taking such steps 
as may be possible to further the election of medical men to 
the House of Commons.” Representatives of the Royal 
College of Physicians, Royal College of Surgeons, Royal 
Society of Medicine, Medical Department of the Royal Navy, 
Royal Army Medical Corps, Royal Institute of Public Health, 
British Dental Association, British Medical Association, 
Incorporated Society of Medical Officers of Health, Medical 
Society of London, Medico-Political Union, Medical Women’s 
Federation, National Medical Union, Poor-law Medical 
Officers’ Association, State Medical Service Association, the 
Editor of Ike Lancet , the Editor of the British Medical 
Journal , the Editor of the Medical World, Mr. Ernest 
Clarke, Dr. W. F. H. Coke (Ashford), Dr. R A. Gibbons, 
Dr. Wm. Hodgson (Crewe), Sir Thomas Horder, Mr. 
Lockhart-Mummery, Dr. Arthur Latham, Dr. R. R. W. 
Logan (Ashby-de-la-Zouch), Dr. J. C. Lyth (York), Dr. 
H. Moreland McCrae, Dr. J. A. MacDonald (Taunton), Dr. 
Howard Marshall (Cirencester), Sir Henry Morris, Bt., Dr. 
E. H. M. Sbancomb (Southampton), Dr. Barbara Tchay- 
kovsky, Mr. E. B. Turner, Dr. Jane Walker, Colonel A. S. 
Woodwark, C.M.G.—I am, Sir, yours faithfully, 

Portland place, W., Oct. 8th, 1918. ARTHUR LATHAM. 

To the Editor of Thb Lancet. 

Sir,—A t the meeting held on Oct. 1st I ventured to 
suggest that some society, which included those who are 
interested in the care of the insane, should be among those 
nominating representatives to the proposed committee. This 
met with a very unfavourable reception from Sir Henry 
Morris, the chairman, who did not appear to regard the 
matter at all seriously. With all due deference to him, I do 
not think this suggestion should be brushed aside lightly. 
The consideration of the welfare of the insane has been 
frequently before Parliament in the past, and judging from 
the last report of the Board of Control is likely to be shortly 
before it again. The questions of earlier voluntary treat¬ 
ment for the poor without certification, the prospect of the 
foundation of psychiatric clinics in association with the 
universities are matters of vital public importance. 

The Medico-Psychological Association has a membership 
of about 700, numbering among them practically all who are 
engaged in this branch of medicine, together with many 
neurologists, school medical officers, and others who are 
interested, and should, I think, be in close relationship with 
those representing the profession in Parliament. 

I am, Sir, yours faithfully, 

M. A. Collins, M.D., 

Ewell War Hospital, Epsom, Lieutenant-Colonel, R.A.M.C. 

Oct. 7th, 1918. 


















Thb Lancet,] 


HYPNOSIS IN HYSTERIA. 


[Oct. 12, 1918 505 


HYPNOSIS IN HYSTERIA. 

To the Editor of The Lancet. 

Sir,—I t is pleasing to find that Captain D. E. Core is so 
closely in agreement with my theoretical views. But from 
the standpoint of practice there seems to be justification for 
me to add one or two brief remarks : — 

(a) In my form of the hypnotic method I dispel the 
hysterical symptoms, not by suggesting them away, but by 
producing “abreaction” of the emotional state which was 
responsible for their production. In other words, I make 
the patient live again through the original emotional occur¬ 
rence with hallucinatory vividness. In this way I not only 
clear up the amnesia which is almost invariably present as a 
symptom in hysterical cases fresh from the firing line, but I 
also obtain for the patient 4 strong re-synthetising factor in 
the liberated emotion. In every one of the 121 cases of 
hysterical mutism that passed through my hands in France, 
this method restored the power of speech within a few 
minutes. Other symptoms were cleared up in the same way. 

( b ) I find as a result of practical experience of hysterical 
cases that the concepts “ dissociation ” and “ repression of 
emotional states” are of more help in explaining both 
hypnosis and hysteria than the vague concept of ‘ 4 suggesti¬ 
bility.” In fact, they are needed by anyone who wishes to 
understand the manifestations of suggestibility in concrete 
instances. 

( 1 0 ) Captain Core says that the rational method of cure is 
“the resolution of the symptoms through the patient’s own 
consciousness.” With this I entirely agree. But I find 
from experience that in a certain proportion of acute cases, 
where amnesia is present, it is essential to bring the repressed 
emotional experience back from the unconscious into clear 
consciousness if the rational method of persuasion is to 
produce a permanent cure. And my method of hypnosis is 
both an expeditious and a safe way of doing this. 

(rf) In many cases of hysteria, and in all cases of neur¬ 
asthenia, the method of hypnosis can be entirely dispensed 
with. Close inquiry into the patient’s past history, the 
recall of dim memories by the method of free association, 
and the careful explaining to the patient as to how his 
symptoms have originated, together with the arousal of 
sthenic emotions, such as an enthusiastic expectation of 
cure, will suffice in these cases. To sum up the whole 
method I have suggested the term “ autognosis,” since it is 
a thoroughgoing theoretical and practical knowledge of self 
which makes a psychoneurosis or a psychosis impossible. 

I am, Sir, yours faithfully, 

William Brown, 

Major, R.A.M.C. 

Craiglockhart War Hospital, Edinburgh, Oct. 5th, 1918. 


THE PROPHYLAXIS OF VENEREAL DISEASES. 

To the Editor of The Lancet. 

Sir,— Such a stirring letter as that which appeared in your 
columns of Oct. 5th over the signature of “ M.D., F.R.O.P., 
F.R.S.” is worthy of the hearty and prompt support of all 
members of the medical profession who recognise the truth 
urged by your correspondent that medical prophylaxis is the 
most potent weapon against the spread of venereal diseases. 
It is to be hoped that the medical profession, as well as the 
general public, will assist in promoting in every possible 
way the proposed active propaganda for staying that plague 
which is still infecting, disabling, and ultimately destroying 
more men and women in this country than at any previous 
time. 

Much has been done, though very recently, towards com¬ 
passing the definite object of preventing venereal infection 
rather than relying on early treatment of the contracted or 
suspected disease ; but it is none the less true that every 
move in this direction has been strenuously opposed either by 
public denouncements or by far more effective influences 
brought to bear on it by other ways and means. True though it 
is that many medical men have spoken out very clearly on this 
subject, and not without a large measure of successful effect, 
it is equally true, as your correspondent says, that no active 
steps have been taken by the medical profession as a body to 
urge the necessity of the earliest possible preventive dis¬ 
infection in the case of venereal as in all other kinds of 
infectious diseases. This omission to act is largely due to 
the fact that many of those who are best instructed and feel 


most strongly regarding the extent and urgency of this evil 
have been, and are, greatly hampered by the positions held 
by them in the Army and Civil Service, and, though to a less 
extent, in the Navy. It is within my own knowledge true 
that numerous officers in all these services are prevented 
from acting and speaking out by official restrictions alone. 
Nor can it be doubted that, such restrictions apart, the 
influence of the great body of our medical officers of health, 
whose leading function it is to bring medical science to bear 
on the prevention of infection, would have made itself 
powerfully felt throughout the community. 

Rather than to cast any blame whatever on those who 
have been thus prevented from taking combined action, the 
occasion now once more presents itself for the medical 
profession, and with their guidance for the public generally, 
to exert themselves to the utmost in insisting that the 
present scientific knowledge of the prevention of venereal 
infection should be duly and promptly utilised in practice. 
Though much has been accomplished, much more effort is 
needed before a sufficiently great and effectual barrier can be 
put up against the instant mass of disease now oppressing 
this country, and spreading thence into other lands. Both 
nationally and politically the seizure of the occasion is of 
high practical importance. 

I am, Sir, yours faithfully, 

London, Oct. 6th, 1918. H. BRYAN DONKIN. 

PS.—Please allow me to say that I have no knowledge of 
the identity of your correspondent. 


NOTIFICATION OF INDIGENOUS MALARIA. 

To the Editor of The Lancet. 

Sir,—I t has been obvious for some time that, owing to 
war conditions, cases of indigenous malaria would sooner or 
later occur in this country. This anticipation has now been 
realised. To what extent cases have arisen in other districts 
during the last few weeks I do not know ; but last week I 
had the opportunity of seeing an undoubted case in a member 
of the civilian population in this neighbourhood. The 
following history was given by his medical attendant:— 

A middle-aged gentleman, of active business habits, he 
waB in excellent health until Sept. 21st, when he began to 
shiver soon after going to bed. He thought he was beginning 
an attack of influenza. In a few hours, however, it passed 
off, and he felt quite well until the third day w r hen the 
shivering attack recurred. Briefly, he has had recurring 
typical malarial attacks every alternate day since. Latterly 
they have become more severe. Each lasts about six hours. 
They anticipate by a few hours. I saw him on Oct. 2nd, in 
the late afternoon, when his attack was coming to an end. 
His appearance was typical, and a blood film showed 
numerous parasites of benign tertian malarial fever. This 
patient has not been out of England since the war began. 
Whether he has ever been abroad in his life or not I cannot 
say, but he has certainly never lived in a malarial country 
or suffered from malaria before. He has therefore been 
infected in England, probably during the month of 
September, 1918. During that month he has made short 
visits to one or two large towns in various parts of the 
country, occasionally staying the night. It is thus uncertain 
whether he has received his infection there or at home. 

My object in writing this letter is not merely to record 
this, the first indigenous case I have seen in a civilian, but 
to call the attention of those who control our public health 
affairs to the importance of making these cases notifiable as 
soon as possible. With the end of the war thousands of our 
troops will be returning from the East, many infected with 
malaria, and the likelihood of indigenous cases arising on a 
much larger scale is very great. We ought to be obtaining 
such information as will enable us to advise simple pre¬ 
cautions in those areas in which they may be necessary. 
The first step towards this is compulsory notification. 

I am, Sir, yours faithfully, 

Sheffield, Oct. 8th, 1918. ARTHUR J. HALL. 


CHRONIC INTESTINAL STASIS. 

To the Editor of The Lancet. 

Sir,—M uch evil has been laid at the door of man’s 
supposed rise from a quadrupedal posture, and perhaps mere 
at the door of chronic iutestinal stasis. Now Dr. Leonard 
Williams, in The Lancet of Oct. 5th, has declared that 
the first bogey is the “ causa, causans” of the second. The 
cause of chronic intestinal stasis, and therefore the origin of 
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such a multitude of human ills, is said to be found in the 
fact that man has departed from the * * posture and gait of 
his quadrupedal ancestors.” One would like to know what 
evidence can be furnished by clinicians in support of the 
thesis that man is descended from quadrupedal ancestors. 
Slowly, but surely, such a view of man’s phylogeny is passing 
away. In the last issue of Nature (Oct. 3rd), Professor 
Giuffrida-Ruggeri himself admits that “it is evident that 
Hominidae never passed through a quadrupedal stage.” The 
clinician must abandon this much-abused solution unless he 
can provide some evidence in its favour far better than 
anything hitherto put forward by anthropologists or 
anatomists. 

The second lesson that Dr. Leonard Williams deduces 
from a study of chronic intestinal stasis will not commend 
itself to zoologists. He tells us that our “ damnable heritage 
of the colon would be infinitely less damnable if we treated 
ours ” as the quadrupeds treat theirs. And he says that they 
treat their colons “to long periods of complete rest,” and 
that they go “for several days without food.” Some 
animals do these things from the necessities of their life- 
habit, and it will be admitted, I think, that those animals 
which make frequent fasts of necessity are those having the 
shortest and simplest colons. When an animal has a large 
colon it is generally a certain indication that the creature is 
one that spends most of its waking hours in feeding. Did 
we set ourselves to follow the examples of quadrupeds having 
large colons we should continually munch vegetable matter, 
and agree with Moses as to the limitation of fasts. 

I am, Sir, yours faithfully, 

F. WOOD-JONES, 

Hunter street, Oct. 5th, 1918. Oaptaln, K.A.M.C. 


THE SERVICES. 


ROYAL NATAL MEDICAL SBRVICB. 

Fleet Surg. J. C. Ferguson placed on Retired List at own request 
with the rank of Deputy Surgeon-General (Retired). 

Placed on Retired List: 8urg.-Gen. G. Welch. C.B. 

To be Surgeon-General : Deputy Surg. Gen. G. Wildey. 

To be Deputy Surgeon-General: Fleet Surg. E. C. Lomas, C.B., D.S.O. 

ARMY MRDIOAL SBRVICB. 

Lieut.-Col. J. F. Martin, C.M.G., R.A.M.C., to be a temporary 
Deputy Assistant Director-General. 

ROYAL ARMY MEDICAL CORPS. 

Temp. Hon. Lieut.-Col. Sir J. Bland-Sutton (Mijor, R.A.M.C., 
T.F.) relinquishes his temporary honorary commission on rejxwting. 

Temp. Major J. A. Walt (Lieutenant-Colonel, R.G.A., T.F.) to be 
emporarv Lieutenant-Colonel. 

Major H. F. Shea relinquishes the acting rank of Lieutenant-Colonel 
on re-posting. 

Capt. H. C. D. Rankin to be acting Lieutenant-Colonel whilst In 
command of a Medical Unit. 

Capt. M. P. Leahy relinquishes the acting rank of Lieutenant-Colonel. 
Lieut, (temp. Capt.) G. H. Haines to be Captain. 

H. W. Doll, late temporary Captain, is granted the honorary rank of 
Captain. 

Temporary Lieutenants to be temporary Captains: C. P. Strong, 
A. Mills, E. Macmillan, A. Lowndes, I. H. Lipet/, W. P. Lowe, C. H. 
Ripman, B. L. Holland, T. Drysdale. J. F. Allan, A. B. Waller, R. C. W. 
Spence, F. H. Whyte, J. T. [Grierson, W. M. Thomson, 0. W. Alford, 
T. C. Hynd, W. Bain, S. W. Green, W. Lokc, G. Price, J. C. Ogllvie, 

F. C. Mason, J. Findlay, G. A. Crowley, W. P. Bonner, A. J. D. 
Cameron, R. H. Calvert, J. B. H. Beatty, 8. K. Hutton, A. R. Moir, 

D. H. Trail, H. M. Johnston, T. F. Ryan, F. P. B. MacTavish, J. G. 
Lessey, J. Macnamara, J. Magner, W. Murphy, P. D. Maclean, R. W. H. 
Meredith, W. H. C. Patrick, H. E. Alexander, A. II. L. Thomas, S. M. 
Green, D. Wardrop. J. B. C. Brockwell, A. B. Fearnley, T. J. D. Quigley, 

G. R. Harcourt, S. E. Cathcart, T. A. Clarke, H. H. James, I. C. 
Mackenzie, C. Murray, S. Vosper, H. F. Powell. 

G. A. Borthwick, late temporary Captain, is granted the honorary 
rank of Lieutenant. 

Officers relinquishing their commissions: Temp. Majors C. B. Heald, 

F. F. Muecke ; Temp. Capta. J. McIntyre, L. S. Hooper, H. P. Helsham, 

E. F. Thomas, J. R. Dick, W. Corbet (on account of ill-health contracted 
on active service and is granted the honorary rank of Captain), 

G. Munro (on account of ill-health and is granted the honorary rank of 
Captain). J. Muckart (on account of ill-health and is granted the 
honorary rank of Lieutenant); Temp. Lleuts. F. W. Maunsell and A. W. 
Musson (on account of ill-health and are granted the honorary rank of 
Lieutenant), J. S. Simpson. 

Canadian Army Medical Corps.— Temp. Capt. (acting Major) F. C. 
Clarke to be temporary Major. Temp. Capt. H. C. Menereau to be 
acting Major while specially employed. 

SPECIAL RESERVE 07 OFFICERS. 

Major (Brevet Lleut.-Col.) (acting Lieut.-Col.) W. Butler relinquishes 
his acting rank on ceasing to be specially employed. 

Capt. (acting Major) R. S. Taylor is grantel the pay and allowances 
of his acting rank. 

Capt. A. L Flemming is restored to the establishment. 

Capt. A. H. Habgood re.lnqulshes the acting rank of Lieutenant- 
Colonel and reverts to the acting rank of Major (with pay and allow¬ 
ances of his substantive rank). 


TERRITORIAL FORCE. 

Major T. H. Ionides and Capt. B. R. Clarke are seconded for duty 
overseas. 

Capt. (temp. Major) A. A. S. Sklrving relinquishes his temporary 
rank and is restored to the establishment. 

Capt. A. W. Harrington to be acting Major whilst specially employed 
and remain seconded. -Maii 

General List.— Capt. (acting Major) J. Dundaa relinquishes his acting 
rank on vacating the appointment of Deputy Assistant Director of 
Medical Services. Capt. J. R. Menzies to be acting Major whilst 
specially employed. Capt. (acting Major) J. A. Bell relinquishes his 
acting rank on ceasing to be specially employed. 

ROYAL AIR FORCE. 

Medical Branch.— C. D. H. Corbett (late Captain, R.A.M.C.) is 
granted a temporary commission as Captain, and to be temporary 
Lieutenant-Colonel whilst specially employed. M*jor C. H. S. Taylor to 
be temporary Lieutenant-Colonel whilst specially employed. The 
undermentioned are granted temporary commissions as Lieutenants ■ 
A. Parker. G. M. Wishart, W. J. Lytle. 

Dental Branch.— L. Wigoder is granted a temporary commission as 
Lieutenant. 


URBAN VITAL STATISTICS. 

(Week ended Oct. 5th, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns 
with an aggregate civil population estimated at 16.500,000 persons, the 
annual rate of mortality was 12*6, against 11*7 and 11*4 per 1000 in the 
two preceding weeks. In London, with a population slightly exceed¬ 
ing 4,000,000 persons, the death-rate was 127, or 0*6 per 1000 above 
that recorded in the previous week; among the remaining towns the 
rates ranged from 3 0 in Smethwick. 3 5 in Gillingham, and 4 4 In 
Lincoln, to 21*6 In Tottenham, 23*9 In Portsmouth, and 27 3 in Exeter 
The principal epidemic diseases caused 278 deaths, which corresponded to 
an annual rate of 0*9 per 1000. and Included 186 from Infantile diarrhoea, 36 
from diphtheria, 22 from whooping-cough. 13 each from measles and 
scarlet fever, and 8 from enteric fever. The deaths from diarrhoea, which 
had declined from 435 to 220 in the five preceding weeks, further fell 
to 186, and were 92 below the number registered In the corre<pondlng 
week of last year; 55 deaths belonged to London, 14 to Liverpool 
7 to Birmingham, and 6 each to West Ham. Middlesbrough, ani 
Newcastle on-Tyne. The 1019 cases of scarlet fever and 1125 of 
diphtheria under treatment in the Metropolitan Asylums Hospitals 
and the London Fever Hospital were 80 and 65 above the respective 
numbers remaining at the end of the previous week. Of the total 
deaths in the 96 towns 103 resulted from violence. The causes of 36 
deaths were uncertified, and Included 7 in London, 5 in Birmingham 
and 4 each in Liverpool and Manchester. 

Scotch Towns .—In the 16 largest Sootch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality, which had increased from 10 6 to 14*3 in the three preceding 
weeks, further rose to 19 0 per 1000. The 559 deaths in Glasgow corre¬ 
sponded to an annual rate of 26*2 per 1000, and included 12 from 
infantile diarrhoea, 5 each from whooping-cough and diphtheria and 
1 from scarlet fever. The 88 deaths in Edinburgh were equal to a 
rate of 13 8 per 1000, and included a fatal case each of whooping-cough 
diphtheria, and infantile diarrhoea. P g ' 

Irish Towns .—The 163 deaths in Dublin corresponded to an annual 
rate of 21‘3, or 1*3 per 1000 above that recorded in the previous week 
and Included 11 from Infantile diarrhoea, 3 from enteric fever, 2 from 
diphtheria, and 1 each from scarlet fever and whooping-cough. The 
72 deaths in Belfast were equal to a rate of 9 6 per 1000, and Included 
5 from infantile diarrhoea. 


eirical Betas. 


Royal Colleges op Physicians op London and 
Surgeons of England.— At the Second Professional 
Examination in Anatomy and Physiology, held on 8ept. 26th, 
27th, and 30th, and Oct. 1st, for which 70 candidates pre¬ 
sented themselves, 42 were approved, and 28 were rejected. 
The following are the names and medical sohools of the 
successful candidates 

Douglas Robert Ainsworth, Manchester Univ.; George Kilpatrick 
Arthur, St. Bart.’s Hosp.; William Beaumont, London Hosp.; 
Frans Bekker Guys Hosp.; John Ryther Steer Bowker. 8ydney 
Univ. and Middlesex Hosp. ; Georgle Geddes Brown, Aberdeen 
J* ltchon Seater Chadwick, Manchester Univ.; Agnes 
Eloise Murray Curlewis, L>nd. Sch. of Med. for Women ; Bernard 
John Devine and John Roy Dow, King s Coll.; Abdallah Jacob 
Dowek, Manchetter Univ.; Thomas Annesley Becles. St. Bart's 
Hosp.; Richard Tudor Edwards, London Hosp.; Mathleu Bmotte. 
Liege and Kings Coll.; Ewart William Evans, Birmingham 
Univ.; Charles Edmund Fenton, Londou Hosp.; Eric St. Clair 
Gainer, Middlesex Hosp.; Kate Gi.yn-Jones, Lond. Sch. of Med. for 
Women; Leslie Walton Hamp, Birmingham Univ.; Basil John 
Hancock, Middlesex Hosp.; Sidney Eatr’ulge Harvey, St. Thomas’s 
J"*P; ; J B £ ward R*chard Hughes, London Hosp.; Janet Hughes, 
Kings Coll.; Francis Joselin Jauch, Middlesex Hosp.; David Ellis 
Jones, Cardiff Univ.; James Trevelyan Jones, Guy’s Hosp. 
Edmund Oliver Lewis, Cambridge Univ.; Reginald Cyril Light- 
wood, King’s Coll.; Charles Arthur Lindup. Univ. Coll. ; J^hn 
Nigel Loring, 8t. Thomas s Hosp.; Frances Mary MargerUon, 
Kings Coll.; John Kenneth Mllwardand Hubert Stanley Morris. 
Guy ■Hosp.; Thomas Dallas Overend. Oxford Univ. and Univ. Coll.; 
Eric Finch Peck, Liverpool Univ.; Cyril Seymour Coode Prance, 
St. Bart, s Hosp. ; John Jenkln Rowlands. London Hosp.; Sobhi 
Riskallah Siraaika, St. Bart.’s Hosp.; Margaret Charlotte Scraoe. 
Ixmd. Sch. of Med. for Women; Maxwell Hamilton Summers. 
Middlesex Hosp ; John Phillip Trayleo, London Hosp.; and 
Charles Paul Wilson, Middlesex Hosp. 
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Royal College of Surgeons of England.— 
At the First Professional Examination for the Licence in 
Dental Surgery, held on Oct. 4th and 5th, the following 
candidates were approved in the subjects indicated:— 
Mechanical Dentistry.—G. G. Atkinson, Guv's Hosp.; Fanny 
Henrietta Bachrach and E. Dravton. Roy»i Dental Hosp. ; E. C. 
George and Eveline Mary Russell. National Dental Hosp. ; and 
Winifred Hope Thomas, A. K. Wiggins, and Catherine Mabel 
Williams, Royal Dental Hosp. 

Dental Metallurgy. — R. D. Amm, Guy's Hosp. ; C. A. Moody, Penn¬ 
sylvania Unlv. and Guy’s Hosp 

Mechanical Dentistry and Dental Metallurgy.— C. P. Mist, Royal 
Dental Hosp.; and' H. A. Spouse, Guy’s Hosp. 

Museum demonstrations will be given in the theatre of the 
College in Lincoln’s Iun-fields by Professor Arthur Keith, 
Conservator of the Museum, at 5 p.m., on Fridays, Oct. 18th 
and 25th, and Nov. 1st. The demonstrations are open to 
medical students and practitioners, as well as to first-aid and 
ambulance students. 

University of Glasgow.— The following degrees 
were conferred on Oct. 7th:— 

Bachelor of Medicine and Bachelor oj Surgery ( M.B. . Ch.B.).— 
William James Simon Cameron, Alexander Conner Connell, James 
Smith McLean Gray. Janet Whyte Hepburn, Humphrey Jo9h Hollis, 
Jamfs Patrick Kilty, Elizabeth Cochrane Loudon (with comtnenda- 
t‘on), Patrick McDiarmld. Mary Jessie Macdonald, Maud Elizabeth 
Drysdale Mackinnon, Allan Watt McRorie, Margaret Gardner 
McVey, John Nlcol (with honours), Isaac Ladipo Oluwole, Vida 
Johnston Perry, Marjory Mary Scanlan, Ralph Paterson Smith 
(with commendation). Archibald Sutherland Strachan (with com¬ 
mendation), James Churchill Vaughan, Hugh Wands, and William 
Young. 

The Brunton Memorial Prize Qf £10, awarded to the most 
distinguished graduate in medicine of the year, is on this 
occasion divided between John Nicol and Johu G. Harrower 
(the last-named graduated in July). 

A meeting of the National Baby Week Council 
will take place at the Armitage Hall, 224, Great Portland- 
street, London, W. (by kind permission of the National 
Institute for the Blind), on Tuesday next, Oct. 15th, at 

2.30 p.m. 

West London Medico-Chirurgical Society.— 

The opening meeting of the thirty-seventh session of this 
society was held at the West London Hospital on Oct. 4th.' 
The retiring President, Dr. A. J. Rice-Oxfey, inducted his 
successor, Lieutenant-Colonel E. M. Wilson, R.A.M.C. The 
new President presented to Dr. Rice-Oxley the Keetley Memo¬ 
rial Medal, ana expressed the appreciation of the society for 
his work during the past session. Colonel Wilson then 
delivered the presidential address on Ancient Physic. 
Beginning with trephining in the Stone Age, “ to allow” the 
escape of the evil spirit,” he traced the development of 
medical art through the Chaldeau and Egyptian epochs. 
Owing to the prohibition of the study of anatomy at this era 
clinical knowledge made far more advances than surgical 
methods, and a number of badly set fractures have been 
unearthed. Whether Egyptian surgeons removed cataracts 
is doubtfnl, although they seem to have operated for 
pterygium and pannus and frequently to have prescribed 
eye lotions and salves. The rudiments of public health are 
discoverable in the Mosaic Law, the connexion between 
mice and plague being suggested. Chinese and Indian 
medicine were then reviewed. Colonel Wilson mentioning 
the claim of the Hindus that Hippocrates derived his know¬ 
ledge from India. The change from superstition to 
rationalism was initiated into Greek melicine by Pythagoras, 
who was the first to pay domiciliary visits. 

The Chadwick Lectures.— The first of three 
lectures by Dr. F. G. Crookshank, entitled the 44 Story of a 
New Disease,” was given on Thursday, Oct. 10th, at the 
rooms of the Medical Society of London. Dr. W. H. 
Hamer, medical officer of health for the City of London, 
presided. The lecturer, after a tribute to the work and 
teachings of Sir Edwin Chadwick, gave a sketch of the 
present conception of the Heine-Medin disease, referring to 
the recent world-cycle of epidemics that commenced in 
New York in 1916, and passed to Australia, New Zealand, 
and Eastern Europe in 1917, reaching England and 
France in 1918. He then traced the synthetical process 
by which, since the days of Underwood (1784) and the youth 
of Sir Walter Scott (1773), our present views regarding 
epidemiology have been reached, and laid stress on the now- 
recognised association between many forms of encephalitis 
and poliomyelitis, Ac., and the catarrhal epidemics. He 
adduced evidence to show that the affection has been 
present in Europe for centuries in association with similar 
epidemics and pandemics, and suggested that a key to its 
understanding might be found in Willis’s notion (1661) of 
an 44 Epidemical Feavour Chiefly Infeatous to the Brain and 
Nervous Stock.” The second lecture will be given on 
Thursday, Oct. 17th, at 5 p.m., as announced in the Medical 
Diary. 


University of Birmingham.— The Ingleby Lec¬ 
tures for 1918 will be delivered on Thursdays, Oct. 17th and 
24th, at 4 o’clock, in the Anatomical Lecture Theatre, by 
Dr. Peter Thompson, Professor of Anatomy in the Univer¬ 
sity, who has taken as his subject, 41 Some Problems in 
Embryology.” 

Central Midwives Board for Ireland.— The 
first meeting of the Board was held at the office of the Local 
Government Board for Ireland on Oct. 1st. The following 
members were present: Sir W. J. 8myly, Sir J. W. Byers, 
Dr. E. Coey Bigger. Professor H. Corby, Dr. H. T. Warnock, 
Mrs. M. Blunden, Miss Annie Michie, Miss J. H. Kelly, and 
Miss Genevieve O’Carroll. Dr. E. Coey Bigger was elected 
chairman. Sir A. J. Horne deputy chairman, and Mr. J. E. 
Devlin was nominated as secretary. The Board appointed a 
finance committee, and also a committee to draw up rules and 
regulations to be submitted to the next meeting. 


Uarannts. 


For further information refer to the advertisement col\smn». 

Barrow in-Furness, North Lonsdale Hospital. -Second H.8. £250. 
Birmingham General Dispensary.— Rea. M.O. £360. 

Birmingham. Erdington Infirmary, House and Childrens Homes.— First 
As-a. M.O. £326. Also Female Second Asst. M.O. £300 
Bristol Royal Infirmary.— H.P. and H.8. £120. 

Burton-on-Trent Infirmary. -H.8. £200. 

Cambridge Borough Education Committee.— Asst. Sch. M.O. £400. 
Central London Ophthalmic Hospital , Judd street, W.C.— H.S. £50. 
ltor*et County Council Education Committee.— School Dentist. £300. 
Dudley. Quest Hospital and Eye Infirmary.— Asst. H.S. £120. 
Dumfries and Galloway Royal Infirmary.— Asst. H.S. 

Great Northern Central Hospital, Holloway road, N.— H.S. £150. 
Grimsby and District Hospital.— Res. H.S. £200. 

Guys Hospital, S.E.— Chief Clin. Asst. 1 guinea per attendance. 

Hu tdersfield County Borough.— Female Asst. M.O.H. £400. 

Jarrow Borough.—Female Sch. Med. Inspector. £350. 

Leamington Spa, Wameford, learning ton, and South Warwickshire 
General Hospital.—Second Res. M.O. £200. 

Uicester, Leicestershire County Council Education Committee — School 
Dentist. £403. 

Manchester, Ancoats Hospital.— H.P. £200. 

Manchester Education Committee.- Two Temp. Asst. 8ch. M.O. £400. 
Manchester Northern Hospital for Women and Children, Park-place, 
Cheethnm Hill-road.—H.S. £150 

Margate, Royal Sea Bathing Hospital for Surgical Tuberculosis.— 
Surgeon. £200. 

Middlesex Education Committee.—Temp. Asst. 8cb. M.O. £400. 
National Hospital Jor the Parlysed and Epileptic , Queen-square, W.C.— 
Res. M.O. Also Jun. H.P. 

Northampton General Hospital.— Jun. H.S. £150. 

Norwich, Norfolk and Norwich Hospital.—H.P. , H.S., and Res. M.O. 
£400 each. 

Nottingham General Hospital.- Female Css H.S. £250. 

Paisley, Royal Ale tundra Infirmary.—Ren. Phys 
R 'U of Honour Hospital for Chiluren . 688, Harrow-road f IF.—Female 
Asst. Phys. 

Sheffield Royal Infirmary.— Res. 8.O. £200. 

Southport General Infirmary.— Hon. Oph. Surg. 

Swansea Hospital.—H.S. £250. 

Winchester, Hampshire County Council.— Temp. Asst. M.O.H. £400. 


JJtarriages, anb geatfc*. 


BIRTHS. 

Lawrexck. — On O -t. 1st, at Kenley, Gravesend, the wife of Stephen 
M. Lawrence, M.D., B.S., of a daughter. 

Lindsay.— On Oct. 4th, at 8, Oxford-road, Southport, to Colonel C. H, 
Lindsay. C.M.G., D.S.O., A.M.S.. and Mrs. Lindsay—a son. 

Maitland Scott.— On Oct. 7th, at “Shlplake,” Bournemouth, the 
wife of Temporary Major Maitland Scott, R.A.M.C., of a son. 

Prick.— On Oct. 8th, to Dr. and Mrs. Clifford Price, Children’s 
Infirmary, Cleveland-street, W. 1—a daughter. 

MARRIAGES. 

Bellinqham-Smith-Kenny.—O n Sept. 23rd, at St. James, Spanlsh- 
place, W., Brie Bellingham-Smith, M.D., M.R.C.P.Lond.,temporary 
Major, R.A.M.C., to Barbara Mary, daughter of William Charles 
Kenny, of Preeinantle House, Southampton. 

McEntirk-Phillipps.— On Oct. 2nd. at St. Martln-ln-tbe-Fields, 
Trafalgar-square, Captaiu S. D. G. McButire, R.A.M.C. (S.R.), to 
Mary Constance, only daughter of the late Major Robert Phillipps 
and of Mrs. Phillipps. 

DEATHS. 

Binckks.— On Sept. 28th, at Woodville House, Gravesend, Frederick 
William Biucke9, M.R.C.S., L.R.C.P., late house surgeon, Gravesend 
Hospital. 

Brekx.— On Sept. 18th, killed in action. Major J. F. Pennefather Breen, 
R.A.M.C. 

Keith.— On Oct. 2nd, at Kinnermit, Turriff, Aberdeenshire. Robert 
Donald Keith, M.A., M.D. Aberd., late Principal of the King 
Edward VII. Medical S -bool, Singapore, aged 41. 

Walmkslky.— On Sept. 23rd, at Malta, of Influenza, John Joseph 
Walmesley, R.A.M.C., aged 42. 

N.B.—A fee of 5s. is charged Jor the insertion of Notices oj Births, 
Marriages, and Deaths. 
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Itatcs, ifyort Comments, anb Jnsfoers 
to Corresponhents. 

CASES OP SOLANINE POISONING. 

A coroner’s inquiry has just been concluded at Worthing 
into the cause of the death of two little girls (sisters), aged 
8 and 4, who died suddenly on August 11th, under somewhat 
unusual circumstances. The children suffered a few hours 
before death from sickness, headache, and diarrhoea, with 
high temperature. Being unable to trace any evidence of 
irritant poisoning three medical men were not prepared to 
express an opinion as to the cause of death. The contents of 
the stomachs were therefore submitted to Mr. Otto flehner 
for analysis, who found in the case of the elder child a very 
minute trace—about l/13th of a gr.—of a vegetable glucoside 
in a crystallised condition. He came to the conclusion that 
it was solanine and an alkaloid produced from it, solanidine. 
The contents of the other child’s stomach furnished all the 
reactions which were yielded by the alkaloid solanidine. 
Almost all the plants belonging* to the nightshade family 
contain the alkaloidal glucoside solanine, which in the 
body underwent decomposition into glucose and the alkaloid 
solanidine. Berries of “deadly nightshade,” shoots of 
sprouting or shrivelled potatoes, Mr. Hehner said, contained 
as much as 7 per cent, of alkaloidal glucoside. That and 
the alkaloid had marked poisonous properties, and pro¬ 
duced vomiting, diarrhoea, headache, lassitude, enfeebled 
pulse, and heavy breathing. Many cases of fatal results were 
on record. The symptoms recorded by the medical men 
agreed in every respect with those observed in cases of 
solanine poisoning. Mr. Hehner came to the conclusion 
that both children died from the effeots of eating a poisonous 
substance containing solanine. They might have eaten 
berries of the woody nightshade, which were very plentiful 
in the hedges at the time; and it was an equal possibility 
that at dinner the children ate potatoes which might have 
been in a decomposed or sprouting condition. Neither 
solanine nor solanidine was a commercial article, and neither 
could be obtained by purchase by an ordinary member of 
the public. It was therefore certain, Mr. Hehner said, that 
the death of the children was quite accidental. A verdict 
of “Death from misadventure 1 ’ was returned. 

JOHN OF BURGUNDY. 

Supplementing the note on a Mediseval Medical Author 
in The Lancet of Sept. 21st (p. 410), a correspondent writes: 
“ John was probably an Englishman and was not improbably 
the same as Sir John Mandeville. I do not think that there 
were any MSS. of his treatise on the plague (i.e., the Black 
Death) in French. Nearly all the MSS. of this work are in 
English libraries (British Museum, Bodleian) and are written 
in English or Latin. The hypothetical connexion between 
John of Burgundy and Mandeville was the subject of a very 
interesting paper by Nicholson, the late Bodleian librarian.'’ 

EUTHANA8IA. 

'The August issue of Scxentia , an international review of 
synthetic science published monthly at Bologna (London: 
Williams and Norgate), contains an article in French by 
Professor J. A. Lindsay, of Belfast, on the Moral Dangers of 
Euthanasia. He opens with the question: 

En cas de maladle incurable et douloureuse, lorsque le malade demande 
ft. £tre dellvr^ de l'exlstence et quo sea amis y consentent, y a-t-il quelque 
bonne raison pour que le m^decin ne fasse pas usage des moyeus certains 
qn’il possfcde de hftter une issue inevitable, de mettre fin itdea souffrances 
inutiles? 

And after considering the answers given by the ancient 
Greeks and civilisations of different grades concludes that 
the modern reply must be: 

II serable done que, mfime sans invoquer les sanctions de la religion, 
en se playant seulement au point de vue des interSt* superieurs de la 
race, on doive faire une objection des plus serieuaes il l’euthanasle—et 
a fortiori au suicide et & toute forme d'infanticlde; qu’elle implique 
des dangers moraux graves et subtils; que son adoption introdulrait un 
element sinistre dans la vie humaine et tendrait h l’appauvrlsseraent 
moral de I’humanlte. 

FATAL ENTERITIS IN RABBITS. 

Rabbit meat is now an important article of diet and had 
until recently the additional attraction of being unrationed. 
The fatal disease which is now carrying off young rabbits in 
great numbers has been shown by Dr. R. T. Leiper, who 
writes to the Times on the subject* to be due to a protozoal 
parasite, Eimeria stiedee , which invades the gut Wall and 
almost denudes its absorbent surface. Man is susceptible 
to infection, although but few oases are on record. Rabbit 
keepers will have to study hygienic principles both on 
grounds of public health as well as to ensure commercial 
success. 


Steirkal $iarjr far IJrc ensuing Meek. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, I, Wimpole-street, W. L 
Tuesday, Oct. 15th. 

GENERAL MEETING OF FELLOWS, at 5 p.m. 

Installation of new President : Sir Humphry Rolleston, K.C.B., M.D. 
Ballot for Election to the Fellowship. (Names already circulated.) 
MEETINGS OF SECTIONS. 

Wednesday, Oct. 16th. 

HISTORY OF MEDICINE (Hon. Secretaries—Charles Singer, Arnold 

Chaplin}: at 6 p.m. 

Presidential Address by Mr. D’Arcy Power. 

Paper : Dr. Charles Singer : From Tradition to Observation—a 
Chapter in the History of Anatomy (with lantern slides). 
Thursday, Oct. 17th. 

DERMATOLOGY (Hon. Secretary—S. E. Dore): at 5 P.M. 

Cases will be shown at 4.30|p.m. 

Will Members please note that no Meeting of the Section will be 
held in December, or in February, April, and July, 1919. 

Friday, Oct. 18th. 

ELECTROTHERAPEUTICS (Hon. Secretaries-R. Knox, W. J. 

Turrell): at 8.30 p.m. 

Presidential Address by Mr. C. R. C. Lyster. 

Demonstration: Sir James Mackenzie Davidson: Stereoscopic 
Technique, with practical demonstration. 

CLINICAL 

SURGERY. — These Sections are specially invited to attend this Meeting. 

MEDICAL SOCIETY OF LONDON, 11, Chandos-st., Cavendish-sq.,W. 
Monday, Oct. 14th.— 8 p.m.. General Meeting. 8.30 p.m.. Opening 
Address : Major A. F. Voelcker (incoming President). Demon¬ 
stration :—Dr. T. B. Hy slop: Degeneration In Art, Music, Science, 
and Literature. _ 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn 
Fields, W.C. 

Friday, Oct. 18th.— 5 p.m., Museum Demonstration :— Prof. A. 
Keith: Nerve Suture and Nerve Regeneration. 
POST-GRADUATE COLLEGE, West London Hospital, Hammersmitt- 
road, W. 

Clinics each week-day at 2 P.M., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Post-Graduate Course were given in issue of Sept. 27th.) 
ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37, Russell-sqnare, W.O. 

Course of Lectures on Public Health Problems under War and After- 
war Conditions (each Lecture will be followed by a Discussion) j— 
Wkdsesday, Oct. 16th.—4 p.m. Lecture II.:—Dr. C. W. Saleeby; 
Racial Reconstruction and the Proposed Ministry of Ilealth. 
CHADWICK PUBLIC LECTURES, at the Rooms of the Medical 
Society of Loudon, 11, Chandos-street. Cavendish-square. W. 

Lectures on the Story of a New Disease (illustrated by epidiascope); — 
Thursday, Oct. 17th.—5 p.m., Lecture IIDr. F. G. Crookehank : 
(1) The “ Nervous Feavour ” of Thomas Willis; (2) Spinal 
Typhoid ; (3) Epidemic Encephalitis. 


Communications, Letters, Ac., to the Editor have 
been received from— 

A—Major G. F. Alexander, 

R. A.M.C. 

B. —Capt. T. C. Bost, R.A.M.C.; 

Surg. E. Baylev, R.N.: Dr. W. A. 

Bond, Lond.; Prof. W. Bulloch, 

Lond.; Surg. S. S. Barton, R.N.; 

Surg.-Gen. R. Blue, Washington ; 

Mrs. M. Breen, Dublin; Major 
W. Brown, R.A.M.C.; Mr. J. 

Burns. Edinburgh; Mr. W. 

Butterly, Liverpool; Capt. G. 

Bate. R.A.M.C.(T.) 

C. —Sir W. Watson Cheyne, Bart., 

K.C.M.G., C.B.; Dr. S. D. Clip- 
pingdale. Lond.; Lt.-Col. M. A. 

Collins. R.A.M.C. 

D. —Rt. Hon. Viscount Devonport, 

Lond.; Mr. J. L. Dick. Lond.; 

Maj.-Gen. Sir Bertrand Dawson, 

K.C.V.O., C.B. 

E. —Surg.-Gen. G. J. H. Bvatt, 

C.B.; Major W. d’Este Emery, 

R.A.M.O.(T.); Elsie Inglls Lon¬ 
don Memorial Fund; Major 
R. C. Elmslie, R.A.M.O. 

F. — Flight. Lond., Editor of; Dr. 

C. E. Flemming, Bradford-on- 
Avon ; Mr. E. Fanshawe, Lond. 

H. -Mr. W. A. P. Hill, Lond.; 

Major R. G. Hann, R.A.M.C.(T.) ; 

Lt.-Col. L. R. Harrison, C. A.M.C.; 

Major A. F. Hurst, R.A.M.C.; 

Dr. A. Hall, Sheffield. 

I. —Incorporated Society of Trained 
Masseuses, Lond., Organising 
Sec. of; Independent Women's 
Social and Political Union, Lond., 

Sec. of; Imperial War Museum, 

Women’s Sub-Committee, Lond. 

J. —Capt. F. W. Jones, R.A.M.C.; 

Mr. M. H. Judge, Lond. 


L. —Local Government Board and 
Scottish Office, Lend.; Local 
Government Board, Lond., Medi¬ 
cal Officer of ; Dr. A. Latham, 

Lond. 

M. -Capt. S. A. Moore, N.Z.M.C.; 
Mrs. E. McLachlan, Lond.; Medi¬ 
cal Research Committee. Lond.; 
Medical Society of London. 

N. —National Food Reform Associa¬ 
tion, Lond. 

O. —Mr. J. Offord, Lond.; Sir 
William Osier, Bart., Oxford. 

P. —Mies K. Pilkington, Liverpool; 
Pharmaceutical Society of Great 
Britain, Lond., Sec. of. 

R.—Mr. C. Round. Lond.; Royal 
Sanitary Institute, Lond., Sec. 
of; Mrs. J. D. Richardson, Lond.; 
Royal College of Surgeons of 
England, Loud.. Sec. of. 

8.—St. Mary’8 Hospital Medical 
School, Lond., Sec. of; Major 
R. P. Strong, M.R.O.; Surg. A. G. 
ShnmiuB, R.N.; Major T. R. 
St. Johnston. R. A.M.C.; Mr. 
Scott, Bridgwater ; Dr. B. Smith, 
Lond.; Dr. E. I. Spriggs, Banff ; 
Surg. C. W. Archer, E.N. 

T. —Mr. E. A. Taylor, Lond.; Dr. 
A. H. Thompson, Lond. 

U. —University of Birmingham. 

W.—Brig.-Gen. F. A. Winter, 

M.C., U.S.A.; Major R. B. Wild, 
R.A.M.CjfT.); Capt, A. H. 
Watson, R.A.M.C.; West London 
Medlco-Chirurglcal Society; Dr. 
L. A. Weatherly, Bournemouth ; 
West London Hospital Pcwt 
Graduate College, Dean of; Dr. 
F. J. Waldo, Lond. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet. 
423, Strand, London, W.C. 2. 
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Cjre Creatment 

OF 

GUNSHOT WOUNDS OF THE JOINTS. 

By J. CAMPBELL, M.D.Livbbp., 

CAPTAIN, R.A.M.C. (8.R.) ; LATE SURGICAL REGISTRAR, ROTAL INFIRMARY, 
LIVERPOOL; SENIOR ASSISTANT TO THE PROFESSOR OF ANATOMY, 
ROYAL COLLEGE OF SURGEONS IN IRELAND, ETC. 


PART II. 1 

Treatment of Wounds of the Individual Joints. 

Shoulder joint. 

Wounds of this joint are complicated by injury to the 
lung so frequently that a special examination should be 
made of the chest; this should never be omitted when there 
is only an entrance wound. 

Early oases are treated merely on the lines already laid 
down, but when complicated by lung injury some hours 
should elapse before operation to allow of time for com¬ 
pensation of the heart and lungs to meet the new conditions 
After excision of the wound every attempt should be made 
to close the joint cavity, but in most cases this is anything 
but easy. Should the head of the bone be severely fractured 
it is excised, by preference, through the original wound. If 
the fracture is not severe a partial excision is all that is 
required. In any case, every effort should be made com¬ 
pletely to close the wound—nearly all cases so treated do 
very well indeed. 

Late oases should be interfered with as little as possible 
unless a septic arthritis arises ; quite a number of these settle 
down if the limb is efficiently immobilised and extended. In 
some, however, the infection breaks outside the joint and 
forms an extra-articular abscess—usually under the deltoid. 
Such an abscess may be drained behind at the posterior 
margin of the deltoid, either above or below the line of the 
circumflex vessels and nerve, according as the treatment 
necessitates the patient lying down or sitting up. These 
abscesses, if neglected, may track downwards on to the back 
under cover of the latissimus dorsi, less commonly forwards 
under the pectoral muscles, sometimes downwards in the 
arm, following the line of the brachial vessels and nerves or 
the musculo-spiral nerve. 

Should the head of the bone be at all severely damaged 
and infection arise, excision is the only course left open. It 
is best carried out after enlarging the entry or exit, if either 


the weight of the arm alone secures a certain amount of 
extension. Fixation is secured by strapping the arm firmly 
to the chest and finally applying a tight bandage over all. 
At subsequent dressings the strapping is, of course, left 
untouched. 

In later cases, and many early ones, too, better results 
are obtained by securing the arm in extension with a 
Thomas’s arm splint at right angles to the side — but generally 
the ring of the splint is in the way of the wound. This dis¬ 
advantage may be overcome as follows : the patient is 
treated lying on the back ; the arm is secured by weight 
extension at right angles to the body and slung meanwhile 
from a Balkan frame 

lying crossways of Fig. 5. 

the bed. In such a 
case dressings would 
only be infrequently 
changed (once every 
three to seven days), 
and then by sliding 
the bed to one side 
from under the 
patient, so that the 
back of the shoulder 
lies exposed over the edge. This 
method, however, is by no means 
really satisfactory. The only 
efficient method is to secure the 
patient in a sort of abduction 
frame for the shoulder, as shown 
in Figs. 2-4. Using this frame, 
good results can be obtained and m piaater-of-Paris, 
dressings readily changed with¬ 
out any disturbance to the joint and consequent reactionary 
rise in temperature. Later on, when the patient is in a fit 
condition to get up, the frame is replaced by a suitable 
plaster jacket and support securing the arm in abduction. 
(Fir 5.) 

When extension is applied to the limb one of the great 
things to be guarded against is a stiff elbow ; to avoid this 
the extension should be applied above the elbow and the 
joint bent up once every day. 

The position for ankylosis varies according to the needs of 
the patient in after-life. If a freely movable arm is required 
ankylosis should be secured in abduction at an angle of 
about 80°, with slight external rotation and slight flexion. 
On the other hand, if a limb is required possessing more 
stability than mobility ankylosis should be secured in abduc- 





Fig. 4. 



of these be of any size ; otherwise the anterior route along 
the pectoro-deltoid groove offers the best advantages, com¬ 
bined with posterior drainage. When excising the joint care 
should be taken to remove as little bone as possible beyond 
the anatomical head on the inner side and to leave intact 
the long head of the biceps. Should it be necessary to 
interfere with the tuberosities, all available bone should be 
attached to the tendon insertions and not stripped off them 
even subperiosteally—otherwise a flail joint is liable to 
result. 

Position of the joint during treatment. —After a wound the 
joint should always be carefully immobilised and as far as 
possible extended. In early cases a simple and more or less 
satisfactory method is to make the patient into a “ sitting- 
case ** and sling the arm by a narrow fold round the wrist; 


1 Part I. was published in The Lancet of Oct. 12th, 1918, p. 477. 
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tion at an angle of 40° to 45°. Every gradation between 
these two may be obtained. When ankylosis is secured in 
the abducted position the arm always readily falls in to the 
side, merely by the action of gravity and rotation of the 
scapula on the chest wall. Abduction of the arm from the 
side later on is secured in the same way by rotation of the 
scapula from contraction of the serratus magnus muscle. 

The practice, so often carried out, of treating cases liable 
to be followed by ankylosis with the elbow close in to the 
side cannot be too strongly condemned ; an arm ankylosed 
in this position possesses no range of movement aDd requires 
subsequently a cuneiform osteotomy below the seat of 
ankylosis to secure abduction. 

Elbow-joint. 

This joint is] of special interest from the fact that it is 
comparatively uncommon to have to interfere with it 
drastically in cases of infection. 

Q 




















510 The Lancet,] CAPT. J. CAMPBELL : GUNSHOT WOUNDS OF THE JOINTS. 


[Oct. 19, 1918 


Rest and fixation are best secured in all cases by fixed 
extension with the arm supinated in a straight Thomas’s 
arm-splint. But this position must not be maintained for 
long, as a stiff elbow is so liable to result. An elbow that 
becomes stiff in extension is most difficult to get into a 
flexed position. It should be flexed as soon as possible. 

Ea/rly cases treated efficiently, as previously described 
(under general treatment) yield most satisfactory results, 
in spite of the inability to close and isolate the joint cavity 
in the greater number of cases. This is particularly so 
after partial excision. Total excision is but rarely required — 
only for cases of comminution of the ends of all three bones 
forming the joint. The olecranon process, if anything like 
intact, is best left untouched ; a better functional result is 
then obtained and the insertion of the triceps least inter¬ 
fered with. It is essential in all these cases to bend the 
elbow into a position of acute flexion by the twelfth or 
fourteenth day at latest, even if the wound is not yet 
healed. Once having secured the arm in this position a 
small amount of passive movement 8 is used every one or 
two days till healing is complete, and then the limb is 
allowed slowly to extend by slackening the sling daily. In 
some cases it will be noticed whilst this treatment is going 
on that the original degree of flexion cannot be obtained: it 
is accompanied by local heat and tenderness and sometimes 
fullness. This is an indication that too much movement is 
being allowed and that the limb must be kept at rest for a 
further time in the position of greatest flexion. Movement is 
recommenced only after all signs of local inflammation have 
disappeared. 

Late cases , when septic, usually readily settle down with 
rest and fixation alone, granted that any retained foreign 
body and loose bone are removed. Sometimes drainage by 
lateral incisions may be required. 

In a small number of cases the constitutional disturbances 
from toxic absorption are severe ; under these circumstances, 
to allow of freer drainage and relief of tension, a partial sub¬ 
periosteal excision of the joint should be used. Only the 
minimal amount of bone should be removed compatible with 
efficient drainage. It will depend on the injury as to which 
bone should be removed—naturally preference must be given 
in most cases to that already damaged ; accordingly it would 
be part of the articular end of the humerus alone, or of the 
olecranon alone. Should the entire articular surface of the 
ulna require removal it is advisable to remove the articular 
part of the radius as well ; by this means the risk of anky¬ 
losis between the two bones and consequent loss of pronation 
and supination in the forearm may be avoided. 

As soon as the acutely septic stage has subsided, it is 
essential for the elbow to be slung in acute flexion and the 
position changed slightly every couple of days to try to avoid 
ankylosis. Wrist-joint. 

This articulation possesses five separate synovial cavities : 
(1) inferior radio-ulnar; (2) radio-carpal ; (3) the main 
carpal and carpo-metacarpal; (4) carpo-metacarpal of the 
thumb, surrounded by a special capsule of its own; 
(5) cuneiform-pisiform. Sepsis may be limited to one of 
these only. When this is the case every effort must be made 
to keep it localised. Infection of one part of the main 
synovial cavity is liable to spread over its entire extent. The 
wrist is closety surrounded by important tendons enclosed in 
extensive synovial sheaths. Every care must be taken 
during operation to avoid any opening of intact sheaths, 
from their liability to become infected, with consequent 
sloughing of the contained tendon. 

Early oases. —After excision of fleshy parts of the wound, 
any fractured carpal bones may be excised with gouge and 
mallet, preferably subperiosteally. The wound is then 
treated with B.I.P.P. and carefully packed with paraffinised 
gauze. 

Late oases .—Here similar treatment yields the best results, 
and it is preferable to leave the case undressed for several 
days at a time to secure good rest and fixation. If the 
infection is severe and not localised to the site of injury, all 
the carpus should be removed subperiosteally as far as 
possible, save the trapezium—this must, if possible, be left 
intact to allow of movement of the thumb, especially as this 
oarpo-metacarpal joint is separated by a special capsule from 
the main synovial cavity. 


2 Once only, not repeated to-and-fro movements; otherwise reaction 
may be obtained. 


Rest and fixation .—The best method of mounting in all 
cases is in a Thomas’s arm-splint, the extension bands beiDg 
attached to dorsal and palmar aspects of the hand. Should 
this be impossible a Jones’s “cock-up” splint, suitably 
applied to allow of the dressings being made, should be 
used. 

When a Thomas’s arm-splint is used it is important, as 
soon as the sepsis has settled down, to replace it by a 
“cock-up” splint. Dorsiflexion is most important, as then 
the grip of the flexor muscles of the hand is excellent. If 
ankylosis is secured with the wrist straight there is practi¬ 
cally no power in the hand. 

Hip-joint. 

Gunshot wounds involving the hip-joint are amongst those 
with the highest mortality met with in the war. This terrible 
fatality is the result of a series of factors : 1. Shock and 
blood loss are usually marked. 2. It is usually associated 
with a fracture of either the femur or the pelvis, or both, 
each of these in itself being a grave matter. 3. There is 
often severe damage to the gluteal muscles, and these are 
particularly prone to gas gangrdne. 4. The joint is so near 
the centre of the circulation that septic absorption is rapid 
and considerable. 5. The head of the femur ie so closely 
gripped by the circumferential ligament, and the capsule so 
dense and inextensible, that with the onset of septic arthritis 
tension very rapidly becomes high and toxic absorption corre¬ 
spondingly great. 6. The joint is so deeply placed that the 
onset of arthritis is not readily indicated by physical signs. 
7. Prolonged convalescence, with its exhausting effect on 
the patient, is required to ensure recovery. 8. Should 
amputation be required, disarticulation at the hip-joint is 
associated with a heavy mortality. 

Early cases .—Shock and blood loss are such marked 
features that at first they entirely dominate the case. They 
must first be recovered from before the serious surgical 
measures required are resorted to. Resuscitation as usually 
carried out means at least a delay of several hours. To my 
mind, it is this delay that is the chief ultimate factor con¬ 
cerned in the high mortality—it allows of the establishment 
of a virulent sepsis that passes beyond the immediate limits 
of the wound. 

Resuscitation , to be of real value, must be rapid and 
efficient. The patient must be quickly warmed up and large 
quantities of fluid (even as much as 4-5 pints) injected 
intravenously, combined, if need be, with blood transfusion. 
This should be immediately followed up by operation. As 
an anaesthetic gas-oxygen is essential to success. Only in 
this way can even moderately satisfactory results be obtained. 

The case is then treated on the same lines as any other 
early one. If the neck of the femur be fractured to such an 
extent as to imperil its blood-supply, it is absolutely essential 
to excise the head of the bone and all loose fragments. 
Treated in this way at an early stage, quite a number of 
cases do progress satisfactorily. A number of cases 1 have 
treated have done well after having a foreign body removed 
from the interior of the joint and the bone. I have always 
found it impossible to suture the capsule. 

Should the wound be already septic the widest excision 
must be practised and the head of the bone removed at once, 
if the patient will in any way tolerate such a severe pro¬ 
cedure. Otherwise a free arthrotomy, including the removal 
of several V-shaped pieces from the circumferential liga¬ 
ment to allow of drainage, must be used as a temporary 
measure, and the head of the bone removed a couple of days 
later. 

Late oases.— Amongst a series of cases that reached the 
base without operation or, having had an operation, without 
the head of the femur having been removed the mortality 
was something like 70 per cent, from sepsis, and this in 
spite of the utmost care in operation and after-treatment. 
Once the joint is septic to any degree, it is essential to 
remove the head of the bone. A small number of the slighter 
cases of septic arthritis do settle down completely if well 
immobilised and extended. 

The onset of arthritis may be diagnosed, when the neck of 
the bone is intact, by limitation of movement in every 
direction. Should there be, however, a fracture of the neck 
the arthritis has to be diagnosed by the general symptoms 
and by fullness in Scarpa’s triangle, accompanied by 
acute pain and tenderness on pressure over the head of 
the bone. 
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Excision of the head of the femur.— In early casts the best 
route, as a rule, is through the original wound, which may 
have to be enlarged. Sometimes, however, one or other of 
the classical routes must be used. In later cases the latter 
should always be preferred. The most suitable of these aie 
(1) the antero-external, (2) the posterior trans-gluteal. The 
latter is not a good route, as a rule ; it exposes too large a 
freshly-cut surface to infection. 

In septic .cases a route possessing many advantages, 
especially as regards after-treatment, is that which passes 
on the inner side of the sartorius, the straight head of the 
rectus femoris being drawn outwards and even partially 
divided. This allows of good access straight on to the 
capsule of the joint at the point where it is closest to the 
surface. If reasonable care be used there is no danger of 
damaging the femoral artery, but the ascending branch of 
the external circumflex artery usually requires to be ligated. 
Posterior drainage is usually not required if the case be 
treated with Carrel or B.I.P.P. Should it be required, 
however, it may be obtained by a partial transverse division 
of the outer part of the gluteus maximus muscle. 

In connexion with the use of the Carrel-Dakin method in 
these cases whilst the patient is on an abduction frame, it 
is advisable to add a word of caution. If the liquid passes 
between the patient’s back and the splint the most appalling 
pressure sores may result with amazing rapidity. For this 
reason I prefer to use it as seldom as possible. 

Splinting .—There is only one satisfactory splint for these 
cases—Jones's abduction frame. Properly applied, after 
the head of the bone has been removed, it obviates shorten¬ 
ing and allows the patient later to walk on an even keel. 
But the patient is particularly prone to pressure sores on the 
back unless the skin is carefully attended to. The only way 
of doing this is to keep the skin hard and perfectly dry. 

• For this purpose a bandage impregnated with French chalk 
from a dredger is passed from side to side between the 
patient and the splint, from the shoulder right down to the 
thighs. This must be regularly done several times in the 
24 hours. 

Unfortunately, these cases, before reaching a general 
hospital, have already got an area of cyanotic and atrophic 
skin over the sacrum from lying for long periods on 
stretchers, &c., without being able to move owing to their 
helpless condition and without having had the skin attended 
to. It is essential, then, to pay particular attention to the 
skin over the back from the earliest possible moment. The 
insertion of pads of wool between the patient and the splint 
must be strictly forbidden ; they are the best means of 
causing further sores. Should a sore develop, the best 
treatment is to nurse the patient for a time on his face, with 
a long Liston splint applied to the normal side and weight- 
extension to the injured limb in partial abduction. 

Amputation at the hip-joint is attended by a frightful 
mortality in these cases. Should it be deemed necessary, 
the advantages of using an abdominal tourniquet far out¬ 
weigh any possible disadvantages. There is practicilly no 
blood loss. It should never be applied till anaesthesia is well 
established, otherwise collapse may occur. 

Knee-joint. 

This joint, above all others, yields most excellent results 
with efficient treatment, and demonstrates the necessity for 
carrying out the fundamentals in treatment previously 
described. Granted these are efficiently carried out, it is 
quite uncommon to see a bad result. Its large size and 
proximity to the surface make it readily accessible for 
observation. The large surface it presents for toxic absorp¬ 
tion renders sepsis here so dangerous to life that careful 
observation is required from the outset. 

The risk from bone injury varies with the bone affected. 
Injuries to the patella, even when severe, usually progress 
favourably. Those to the femur are considerably more 
serious. Those to the tibia are most serious of all; indeed, 
when the dainage to the head of this bone is at all severe and 
the case is not operated on within several hours it is usually 
best to sacrifice the limb at once. These cases above all are 
prone to give rise to a severe septic arthritis. This is 
probably due to several causes : — 1. The cancellous tissue of 
the tibia is soft and very open, and so bruises readily and 
extensively. 2. The tibia is further removed from the 
centre of the circulation than the femur, and its blood-supply 
is partly recurrent. 3. The medullary cavity is nearer the 


joint, and so more liable to a myelitis than in the case of the 
femur. 

Early cases are best treated on the general principles 
described. In this joint bony lesions may often be isolated 
from the general synovial cavity by using the extensive and 
loose synovial membrane for plastic methods. In severe 
fractures of the patella the whole bone may be removed and 
the synovial cavity closed up by dissecting up the subcrural 
pouch and turning it down and so closing the joint. r 

Where the bony damage is extensive, and can be eradi¬ 
cated by doing so, excision of the joint may be used. Every 
effort must be made to close the wound at once, as cases left 
open do not do satisfactorily. Excision must never be 
partial but always, complete, in order to ensure bony union. 
It must be remembered that this is a very severe operation ; 
unless the general condition is fairly good it is best to 
amputate as a primary measure. 

Late cases require great care and skill in treatment ; 
injudicious or over-zealous interference may be attended 
by disastrous results. When moderately septic it is sur¬ 
prising how many cases settle down with test and fixation 
alone, accompanied perhaps by aspiration. When severely 
septic excellent results may be obtained by drainage, com¬ 
bined with the use of the Carrel-Dakin method. 

Drainage by lateral or anterior incisions is only of use in 
that small number of cases in which the sepsis is limited to 
the anterior part of the joint. The turning up of a 
U-shaped flap including the patella is of little or no value. 
When either of these methods is employed the posterior 
part of the joint cavity forms a well in which pus accumu¬ 
lates. The patient rapidly emaciates, and sooner or later 
the infection breaks through the capsule, by way of one or 
other of the posterior synovial prolongations, into the 
popliteal space. Thence it spreads upwards into the ham¬ 
string region along the sciatic nerve or downwards into the 
calf along the posterior tibial vessels. 

The only method of treatment that I have found satis¬ 
factory is to drain the joint by anterior and posterior 
incisions. 3 

The anterior ones are made in a coronal plane, far outwards and 
backwards from the margin of the patella, so that the knife enters the 
joint along the line of the synovial reflections; the»e incisions extend 
from the upper extremity of the subcrural pouch to the level of the 
lateral lig-ments, but enning short of them. 

The posterior incisions are rande in the following wav. A small pair 
of Spencer Wells forceps is passed under cover of the lateral ligaments 
and thrust forcibly backwards into the popliteal space; the point of 
the fo'oepa then lies agaimt the bead of the gastrocnemius and near to 
the surface ; the outer one lies on the inner side of the outer head of 
the muscle close to the popliteal vessels, the inner on the inner side of 
the inner bead. The forceps have in their course passed through the 
two posterior rynovial prolongations. The points of the f >rceps are 
then cut down upon bv vert ical incisions through the skin. The edgea 
of these are then retraced and the respective margins of the muscle 
defined, and the heads divided half arms*. The capsule of the joint 
is thereby well exposed. This is next, divided transversely outwards on 
either side from the middle line of the limb to avoid damaging the 
popliteal vessels. In this way a perfectly free and wide track is made 
leading from the surface to the back of the joint and allowing of free 
drainage of the posterior parts of the joint with their prolongations. 

Covered Carrel tubes are then inserted as follows : anteriorly four 
from side to side, one at the uppermost extremity of the subcrural 
pouch, one under the ligamentum patella*, and two others inter¬ 
mediate in position ; laterally, one undercover of each lateral ligament 
and passing hacawards through the posterior synovial pouches into the 
posterior wounds. These last tubes only carry two or three pairs of 
perforations. Other covered tubes are carefully laid on the surfaces of 
all the incision*. As a general rule no dressings need be done till* he 
second day. when the covered tubes are removed under gas anaesthesia 
and replaced by uncovered ones, passed along the tracks occupied by 
the tub“s that have been removed The tubes must be carefully 
inserted so as not to bre*»k dowu tbe adhesions that have already formed. 
On the fourth day the anterior tubes are removed altogether and the 
lateral ones changed, these being retained until the sixth or occasionally 
the eighth day, 

Using this method for severely septic cases it is surprising 
how many limbs can be safely saved from amputation. 

Should an extra-articular abscess develop in the upper 
part of the calf, the best method for securing drainage is 
by an incision along 'the inner or outer margin of the gastro¬ 
cnemius, exposing the fascial plane between that muscle and 
the soleus. The incision is continued along this plane till 
the abscess is freely opened up. Finally, an incision 
of £ to 3 inch is made crossways of the belly of the 
gastrocnemius. 

Care must be taken in all septic cases to avoid tbe forma¬ 
tion of a genu recurvatum during treatment ; this is very 
liable to occur from softening of the ligaments, generally 
due to sepsis. It is a very crippling deformity. 

3 See The Lancet, 1917, ii., 186, Figs. A and B. 
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When either one or both of the lateral ligaments is torn, and 
the case becomes at all severely septic, this method is useless. 

I consider that it is always advisable to amputate such a 
case without delay. 

• Excision cannot be advocated for severely septic cases 
owing to risk of septicaemia and the liability for fibrous 
nnion to occur as the end-result. 

Amputation should be reserved in early cases for those 
with severe comminution of femur or tibia, or both ; in late 
cases for those with severe septic arthritis or arthritis of 
moderate degres, accompanied by division of one or both 
lateral ligaments. 

In septic cases it should, by preference, be performed 
above the knee-joint. Disarticulation is dangerous for two 
reasons : first, because of the liability to secondary haemor¬ 
rhage from the main vessels (in a number of 
cases that came under my care, and in which 
it had been done, this complication arose in 
50 per cent.); and, secondly, because the sub- 
crural pouch usually becomes shut off by 
fibrinous adhesions and distended by septic 
exudate, with the result that toxic absorption 
takes place to such an extent that the patient's 
life is imperilled. Should, however, an ampu¬ 
tation through the joint be used, it is essential 
to remove the patella and lay open the subcrural pouch 
along its entire extent. The pouch in such a case should 
not be excised. 

Preference, to my mind, should always be given to a supra¬ 
condylar amputation. Should the sepsis be already outside 
the joint a higher amputation must be seriously considered. 

The Ankle and Tarsal Joints. 

These joints are characterised, like the carpal ones, by 
being chiefly made up of small bones. These latter are com¬ 
posed of light cancellous tissue that readily bruises exten¬ 
sively. They obtain their blood-supply from a relatively 
small extent of their surface, the larger being covered by 
articular cartilage. As a result, when any of these bones 
are involved in a gunshot wound that becomes septic, they 
are particularly liable to a septic osteitis over their entire 
extent. These facts suggest the necessity, where there is a 
fracture of any severity, for resorting to a subperiosteal 
resection of the entire bone involved—the os calcis is the 
only exception to this, and occasionally the astragalus. In 
septic cases X ray examinations made at intervals readily 
show the rarefying osteitis present and its progress, and 
yield precise information as to the bones requiring removal 
and the degree and extent of new bone formation. 

The extent and relations of the synovial cavities have a most 
extensive bearing on sepsis and its treatment. Roughly 
speaking, the mid-tarsal joint divides th'e foot into two 
parts—posterior and anterior. Injuries to the bones of the 
posterior part are less serious and more easily recovered 
from, as joints of less extent are opened up ; on the other 
hand, injuries to the anterior part are appreciably more 
serious, as infection is liable to spread over the full extent of 
the ramifications of the calcaneo-cuneiform synovial cavity, 
and then necessitate amputation. 

It follows that efficient eradication of sepsis should be 
practised at the earliest possible time ; and in order to allow 
of bone regeneration and maintenance of the length and, to 
some extent, the arch of the foot, subperiosteal resection of 
the damaged bones must be employed. Granted this is 
carried out, and the patient is under 35 years of age, bone 
regeneration takes place and a useful foot may be obtained 
that would otherwise have to be sacrificed. With efficient 
rest and fixation it is surprising how often sepsis remains 
localised. Should it spread, however, in the synovial cavity 
it may be necessary to remove subperiosteally one or more of 
the neighbouring small bones—cuneiforms or scaphoid. 
When operating on these tarsal cases care must be taken to 
respect those ligaments that separate adjacent synovial 
cavities. 

Before resorting to conservative measures it is essential to 
estimate the amount of concomitant damage to the adjacent 
tendons : if those of the sole are severely damaged, the foot 
is best sacrificed at once ; but if those of the dorsum only are 
damaged, it should be remembered that a good deal can be 
done to remedy the defect at a later date. 

The site and extent of any resulting scars, too, are 
important. Small scars on the outer weight-bearing part of 
the sole are much more important than those on the inner 


non-weight-bearing side ; indeed, a case that results in a 
large scar over the weight-bearing surface not infrequently 
requires amputation later on for pain or recurring ulceration. 

Methods of securing rest ami fixation . — For the ankle-joint 
several methods may be used : — 

1. Sinclair's method . — A Thomas’s knee-splint is applied 
to the limb and extension secured by a plaque of plaster-of- 
Paris glued to the sole of the foot and secured by bands 
suitably applied and tied in the or linary way round the end 
of the splint. This method is excellent, it allows of absolute 
rest and fixation with extension. It 
has the drawback, however, that it 
can only be used for a limited number 
of ankle cases, as otherwise the \ Fig. 6. 

plaster gets in . the way of the wounds 



and is liable to become soiled with dis¬ 
charge and then act as a focus for constant 
re-infection. 

2. Probably the most useful method for universal applica¬ 
tion is that shown in the accompanying figure. (Fig. 6.) 
The entire limb is secured in a Thomas’s knee-splint as 
follows : Bands of suitable material are glued to the sides 
of the lower part of the thigh and upper part of the leg and 
passed through loops of bandage fastened by strapping to the 
sides of the splint above the ankle, as shown ; the bands are 
then brought up to the ring of the splint, suitably tightened, 
and fastened off ; this secures the limb as a whole in the 
splint. The limb is supported by metal bands. An arch 
passing well above the toes is then attached to the sides of 
the splint and the foot slung from it by material glued to as 
much as possible of the sole of the foot (the least extent that 
is essential is only quite small). An effort should always 
be made to secure the foot in slight dorsiflexion to facilitate 
walking should ankylosis occur ultimately. 

3. Another useful method is to secure the leg in a Jones’s 
malleable iron splint for the ankle, as shown. The splint 
is first bent in such a way as to allow of free access round 
the foot and ankle for the application of dressings. It is 
thhn applied to the limb and the foot slung from the toe- 
piece, as described above. (Fig. 7.) 

Fig. 7 a. 



Fig. 7 b. 





Fig. 7 c. 



These last two methods are applicable to tarsal cases as 
well. 

The use of a simple back-splint with a foot-piece cannot 
be too strongly condemned. R-stand fixation are not secured, 
however much care be exercised; movement always occurs 
with each dressing. 
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Treatment of Ankle-joint Cases. 

Early cases are best treated on the general lines 
enunciated above and sutured early. Should the astragalus 
be widely damaged resection is best practised at once, but is 
a difficult procedure. 

Fractures of the tibia and fibula secondarily involving the 
joint, if not too severe, do well if all loose and contused bone 
is carefully removed. 

Late oases. —With a septic arthritis, when the astragalus is 
the fractured bone and is more than slightly damaged, it 
should be resected, arthrotomy being practically useless, 
save as a temporary measure to allow of some subsidence of 
the sepsis in the more severe infections. Where, however, 
either tibia or fibula is the bone involved and the bony 
damage is not too severe arthrotomy, with removal of all 
loose bone, often succeeds very well. When the lower end 
of the tibia is blown away and the joint involved the limb is 
best amputated at once ; such a case is usually accompanied 
by extensive tendon damage. 

Tarsal Joint Cases. 

From what has been described above it is readily seen that 
the treatment of the gunshot wounds of the tarsal joints is 
inseparable from and dominated by that of the bones 
involved. For this reason their treatment will be described 
under the heading of the individual bones. 

Os oalois. —Fractures of the os calcis into the neighbouring 
joints, even when severe, usually do well after removal of all 
loose and damaged bone. Any extensive resection is to be 
avoided as far as possible, otherwise the posterior arch of 
the foot is liable to be lost from collapse of the heel with, in 
consequence, considerable crippling of the usefulness of the 
limb. 

Cuboid. —This bone, if severely fractured, yields good 
results after subperiosteal resection as the sepsis is localised 
to three small synovial cavities. During resection the 
tendon of the peroneus longus is liable to have its sheath 
opened and then slough. If this bone alone is removed 
regeneration is usually complete and the arch of the foot but 
little affected. Care must always be taken to prevent, as far 
as possible, any operation scar from extending on to the 
tread of the foot. 

Fractures involving, either severally or collectively, the 
three cuneiform , scaphoid and bases of the second and third 
metatarsal bones are particularly important from the extent 
and ramifications of the synovial cavity that is opened up. 
They require to be treated with more respect than those of 
the remainder of the tarsus. 

Treatment of early cases .—There is no doubt whatever in 
my own mind of the superiority of the use of B.I.P. paste in 
these cases over other methods of treatment, chiefly owing 
to the infrequency with which these cases need then be 
dressed. 

Late cases. —B.l.P.P. here does very well, too, but I prefer 
to employ the Carrel-Dakin method—the cases appear to do 
better. 

It is essential to success to have X ray plates taken at 
intervals during treatment so that any further bones 
requiring resection may be treated early. The plates are 
useful, too, as giving an idea of the progress of bone 
regeneration. 

Amputation. —Should this be required Syme’s operation or 
some modification of it is undoubtedly the best; should this 
not be practicable an amputation just below the middle of 
the leg must be practised. If a Syme’s amputation is 
required for severe sepsis in the neighbourhood it is not 
infrequently of advantage merely to disarticulate and then 
leave the fibula and tibia untouched, with the flap fully 
open. Later on, when the sepsis has subsided, the operation 
is completed by sawing across the ends of the bones and 
suturing the flap in place. 

Conclusion. 

Of the operative measures described above I have no 
hesitation in saying that, efficiently carried out, they yield 
the best results. Different roads may lead to one town— 
in just the same way different methods of wound treatment, 
when used in hands specially trained in their respective 
employment, may lead to almost equally satisfactory results. 
Those advocated in this paper are the outcome of an extensive 
experience in war cases spread over a period of three years’ 
olose observation, and built up out of series of successes and, 


more especially in the earlier days of the campaign, out of 
not a few failures and disappointments. One thing, at any 
rate, is certain: no method of wound treatment can ever 
rectify defective surgical procedures or rectify mistakes 
arising from failure to follow out the fundamental surgical 
principles that should have been carried out. It is much 
more the efficiency of the primary operation than the use or 
not of antiseptics that is the chief factor in determining 
successful results. 

Finally, I would like to thank Colonel C. H. S. Frankau, 
D S.O., A.M.S., consulting surgeon, for the encouragement 
he has given me in the publication of this paper. In 
addition, I wish to acknowledge my indebtedness to Sister 
Miller, K.R C., for the help she has most willingly given 
me ; a number of the most successful results I have ever had 
are entirely due to her skilful help and scrupulous technique 
in the operating theatre. 


REPORT ON AN 

OUTBREAK OF SCURVY IN THE SOUTH 
AFRICAN NATIVE LABOUR CORPS. 

By HAMILTON W. DYKE, M.B. Glasg., 

CAPTAIN, R.A.M.G. 


The following report upon an outbreak of scurvy which 
occurred during the spring of the present year among the 
South African Native Labour Corps is presented, along with 
observations as to its causation and suggestions for the future 
prevention of scurvy in Native Labour Corps. 

1. The 8. A.N. L. C.: Conditions of Life and Rations in France. 

The South African Native Labour Corps was brought to 
France for work on the lines of communication. The natives 
were recruited from all parts of South Africa, and included 
Basuto, Bavenda, Xosas, Zulus, and other tribes. They were 
formed into conipanies of about 450 men, each with its own 
interior economy. The conditions of living were, as far as 
possible, modelled on the system obtaining in the com¬ 
pounds of the South African mines. They were well 
clothed, well hutted, and the diet speaks for itself—an 
ample, substantial, and varied diet. 

Kaffir Personnel.—Field Ration. 

Frozen meat . 1 lb. Fresh vegetables . 8 oz. 

or Preserved meat ... 9oz. Margarine. 1 oz. 

*Mealie meal . lib. English tobacco or oigar- 

Bread . lib. ettes (per week). 2 oz. 

Coffee. 1 oz. or Kaffir cigarettes (per 

Sugar. 2 oz. week) . 3 oz. 

Salt . 4 oz. Matches (once a week)... 1 box. 

* If the full ration is not obtainable, an equal quantity of rice may be 
issued in lieu. 

The conditions of work were excellent, though in some 
instances, due to exigencies of the services, the hours were 
long ; but as labourers they proved themselves equal to, if 
not superior to, any labour of its kind in France. 

The health of the contingent has, on the whole, been very 
good. In 1917 I was for six months in medical charge of 
four companies of the S.A.N.L.C. on one of the country 
depots; they were compounded, but given considerable 
liberty to go out for walks under supervision, and were thus 
able to obtain a certain amount of fresh fruit from neigh¬ 
bouring apple orchards. There was not a single case of 
scurvy in those companies during that period. At the end 
of 1917 I took over medical charge of four other companies 
of S.A.N.L.C. who had just arrived in France. These men 
were given work on the docks in one of the port towns. In 
order to be near the docks they were accommodated in a 
single large camp, but owing to the congested conditions of 
the area it was relatively smaller than the camp of the 
previous four companies, and being in the midst of sur¬ 
rounding docks and suburbs, the liberty of the natives was 
very much restricted ; but as regards cotting, hutting, and 
diet the conditions were the same as in the previous four 
companies referred to. 

Each company in the oamp had its own separate cooking 
arrangements. 

2. The Outbreak of Scurvy. 

Towards the middle of March, 1918, two natives in 
“X” Camp (No. 1 Native Labour Camp), of which I had 
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medical charge, were admitted to the Camp Detention 
Hospital with symptoms suggestive of scurvy. A systematic 
inspection was therefore made of the gums of all the natives 
in the camp ; it was found that 40 per cent, showed a 
tendency to scurvy, the distribution being equally divided 
in all four companies. Antiscorbutic measures (detailed 
below) were therefore instituted ; these did not interfere in 
any way with the work of the companies. During the period 
from March 15th to April 15th 19 cases of definite scurvy 
were admitted to detention hospital, all four companies being 
more or less equally affected. 

By April 15th, however, gum inspections showed the 
tendency reduced from 40 per cent, to 10 per cent. Since 
that date until August only two cases presented themselves, 
and the periodic gum inspections indicated a tendency to the 
condition in less than 5 per cent. 

In another (“ Y ”) camp (Nos. 4 and 7 Labour Companies) 
in this area, having the same number as “ X” Camp and 
living under similar conditions, the outbreak was more 
serious. The diagnosis of scurvy was first made on May 3rd, 
though I am given to understand that previous to that date a 
certain number of cases, undiagnosed, had been evacuated to 
a base hospital. From that date until July 16th 142 cases 
occurred. 1 With the exception of two, the cases were derived 
from three of the four companies of the corps. The only 
difference ascertained in the conditions of the four companies 
was that the 33rd Company, in which only two cases occurred, 
was from time to time given prunes and fruit bought by the 
company commander from company funds. The reason for 
this large number of cases in “ Y ” Camp was that the con¬ 
dition had not been recognised when the first cases occurred, 
and therefore some time elapsed before antiscorbutic measures 
were instituted. Towards the middle of May these measures 
were rigidly enforced and by the middle of July the outbreak 
had practically ceased. 

3. Symptomatology of Cases. 

There was nothing new noted in the clinical aspect of the 
outbreak. To one who had not seen scurvy before the 
diagnosis of the early cases might have been missed owing 
to the absence of gingivitis. 

(a) The first symptoms with which the natives generally reported 
sick, ftn l which could easily be ignored, were indefinite myalgic pains 
in the chest, neck, back, and legs, associated with a certain amount ol 
oramp (subjective) in the calf and hamstring muscles. On inquiry 
they generally admitted to being easily fatigued and breathless on 
exertion. 

(b) Gingivitis.— This classical sign, though present in most of the 
cases to a greater or less degree, was in some cases entirely absent. It 
varied from a slight swelling of the gums and interdental processes, 
with a slight blueness of the gum border, to great hypertrophy of the 

f um tissue. In a few of the bad cases the gums protruded 1/3 to 
/2 inch. The gums were then very red, ulcerated, and septic, and 
bled freely on the slightest pressure. Bacteriological examinations of the 
gums were made by Lieutenant-Colonel C. J. Martin, assistant adviser 
In pathology, who found the material from the ulcerated edges teeming 
with splrochates and Bacillus fusiformis These, which are common 
denizens of the m »uth, had, in Lieutenant-Colonel Martin’s opinion, 
taken advantage of the lowered local resistince to invade the gums. At 
the weekly gum inspections of the companies one had to rely on the 
condition of the gums for a measure of the scorbutic taint in the 
individuals—every native showing slight gingivitis, with bleeding on 
pressure was considered a potential scorbutic. 

(c) Haemorrhages into muscles. -This was the ra-'st important and 
prominent feature In almost all the cases admitted to hospital, prin¬ 
cipally because it lamed the man and incapacitated him for work. In 
some of i he ca es it was the only sign present. The*e haemorrhages 
occurred in certain definite muscles or groups of muscles—as a rule the 
muscles of the calf were affected; next iu order of frequency were 
those of the thigh forming the inner border of the popliteal space. 
The part affected was swollen to a greater or less degree ; pitting on 
pressure was frequently obtained over an adjoining bone. Toe swelling 
was h«rd and brawny and very tender; it caused the patient consider¬ 
able pain on movement of the limb. As a rule, only one leg was 
affected, infrequently both legs, and then the second leg would only be 
slightly swollen These swellings occurred at times with great rapidity, 
which one would expect from a heemorrhage. A man would sometimes 
be at work one day, feeling pretty fit; the following morning he would 
hobble painfully to sick parade with assistance, and one would find the 
affected calf 2 to 3 Inches bigger in circumference than the other. 
There was no further Increase In swelling once the patient was put 
to bed, and it gradually subsided in five to ten days, but for two or 
three weeks there remained a certain amount of tender induration. 

(d) Small petechial haemorrhages into the hair follicles of the leg were 
almost constant in the cases. 

(e) Another very constant feature was the roughness of the skin- 
coarse goose skin—over the upper end of the tibia, and on the legs 
between knee and ankle. 

(0 Anaemia was present In over half the patients. 

( 0) Cardiac weakness with dilatation was not severe in any of the 
cases, though in some tachycardia occurred on exertion and a distinct 


1 The number of cases in "Y” Camp 
directly under my observation, and will 
eventually notified at headquarters. 


are those that have come 
no doubt vary from those 


mitral murmur at the apex was present. These disappeared as the 
patient improved. 

(ft) Subperiosteal and synovial swelling were each 6een in one 
instance. 

(j) Fever. This occurred only in cases where there was much gingl 
vitis, but subsided very rapidly (3 or 4 days) once the oral sepsis was 
controlled. 

The general condition of the patients when admitted to hospital 
varied ; most of them looked ill and drawn, but very rapidly threw this 
off. in none of the cases did intestinal hemorrhage occur. 

4. Treatment of the Cases and General Measures Taken. 

The treatment of those already affected consisted of :— 

(1.) Full diet with an extra supply of fresh vegetables lightly boiled. 
When the gums did not allow mastication, solid food was passed 
through a mincing machine. 

(li.) Lime-juice, £ oz., was given three times a day. In the last case 
under my charge I omitted toe lime juice and gave three freih lemons 
per diem. The rapidity with which the patlentimproved was remarkable, 
notwithstanding the fact that he was well over 40 years of age and 
had very definite gingivitis and swellings of the legs; none of the 
previous cases that had been given lime-juice made such rapid progress 
as this one when the lemons were substituted. 

(ill.) Iron in the form of mid;, mag. co. c. ferro was exhibited to 
counteract anaemia and the tendency to constipation. 

(iv.) Massago to the affected limb, first very gently but gradually 
more vigorously when the pitlent could bear the pressure; ordinary 
liniment, terebinth, was used as a lubricant. 

(v.) The gums were treated three times a day with a mouth-wash of 
hydrogen peroxide, followed by gentle swaboing with pledgets of 
cotton-wool soaked In 1 to 60 carbolic solution. As a rule the condi¬ 
tion had so much improved in five to seven days that the patient* 
could masticate their food and use a 6oft tooth-brush. 

As soon as the patient was able to hobble about the ward 
with the aid of. a stick he was allowed “up” daily for an 
increasing number of hours, but he was not discharged until 
all the induration and tenderness of the affected limb had 
disappeared, nor until the heart had regained its normal 
action, tested by exertion. Most of the cases were discharged 
within five weeks of the onset. After, discharge the patient 
was given light duty for a week, but continued to get his 
lime-juice and iron mixture. Men of under 40 years made a 
much more rapid and complete recovery than those over that 
age. To obviate further trouble the following measures were 
adopted and enforced, and they proved efficacious:— 

1. Acting on instructions, particular attention was paid to cooking 
of fresh meat and vegetables (see paragraphs dealing with the cause of 
outbreak below). The time of cooking was not allowed to exceed 45 
minutes; the food to be cooked was introduced into water already on 
the boll, and at the end of from 30 to 40 minutes the fires were drawn, 
but the food allowed to remain in the boiler until it was required for a 
meal. When necessary It was heated up again for a few minutes 
before use. 

2. The vegetable ration was supplemented by the purchase of extra 
fresh vegetables, cabbages, carrots, Ac., bought with company funds. 
The carrots were Issued raw, and with a little persuasion the natives 
ate them willingly. 

3. A ration of lime-juice, £ oz., was issued daily to atl natives who 
showed any tendency to scurvy. 

Of these measures, the one that seems to have given the 
best effect was the reduction in the time of cooking fresh 

food. This statement is supported by the fact that in- 

Company of “Y” Camp, in which the disease was most 
prevalent, and lasted longest, it was discovered that not¬ 
withstanding instructions (though extra vegetable and lime- 
juice were being issued), the boiling of meat, &c., was being 
carried on for two hours at least, thus keeping up the 
disease, which soon improved after the cooking was reduced, 
to 40 minutes. 

5. Cause of the Outbreak. 

(a) Summary of knowledge of etiology of scurvy. 

Scurvy is usually associated in one’s mind with sailors on long 
voyages in sailing ships, living on salt meat; prisoners undergoing long 
sentences; expeditions of discovery to Arctic regions; and troops 
besieged for a long period. Recently it has been a problem with which 
the medical officer has been confronted in connexion with the employ¬ 
ment of ooloured labourers, removed from their normal home and 
surroundings Scurvy is clearly due to lack of some constituent in a 
diet which Is supplied more particularly by fresh vegetables, and is 
present in fresh meat to some extent. Scientific research in recent 
years by Holst, and his colleagues, Frohlich and Furst, of Christiania 
University, and by the Misses Chick and Hume, of the Lister Institute, 
have proven that an efficient diet must contain certain active principles 
which they term “antiscorbutic vltamines," and the lack of which in 
man and certain animals will produce scurvy. The experiments of 
Holst, Frohlich, Furst, Chick, and Hume have shown that all fresh 
fruits, vegetables, and roots contain this principle In varying amount, 
but that it Is sensitive to prolonged drying and heat, so that In 
desiccated and tinned vegetables, and canned fruits, it is to all Intents 
and purposes absent. The cooking of cabhage for 30 minu'es was found 
by Chick and Hume to reduce Its antiscorbutic value to less than half, 
and prolonged boiling to annul It. seeds of cereals, pulses, Ac., are 
devoid of antiscorbutic value, bat. attain it on germination, a discovery 
the practical importance of which will emerge below. 

(b) Interpretation of the present outbreak in the light of 
the above facts. 
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As pointed out at the commencement of this report, these men were 
upon a liberal scale of rations, according to Europe*n Army 8cale. Half 
a pound of fresh vegetal) en is not, however, any too much for a diet 
which is p&i taken of over long periods, and is sailing “ near the wind " 
If no opportunity occurs for supplementing, as takes place in the 
natural circumstances of the natives This ration of fresh vegetable 
probably allowed of no margin for reduction in antiscorbutic value by 
prolonged heating. On investigation it was found that all food was 
being cooked by boiling for at least three hours, and except in the case 
of the 33rd Company no fresh fruit was being ontainod by the natives, 
so that their food was, not unlikely, seriously deficient ln'antlscorbutlo 
vltamlnes.due to the destruction of these in the fresh potatoes, onions, 
&o., by prolonged exposure to boiling. 

I attribute the outbreak to a combination of these two 
causes: (1) Inability in the case of certain companies to 
supplement the diet occasionally with extra fresh fruit and 
vegetables; and (2) reduction of the antiscorbutic value of 
the fresh vegetables supplied by excessive cooking. The 
marked improvement occurring directly in those companies 
in which measures were taken to supplement diet and enforce 
a reasonable period of cooking justifies this opinion. 

0. Suggestions for Prophylaxis in the Future. 

Before considering how to obviate scurvy in future it is 
well to consider further why natives not infrequently suffer 
from this disease when confined in camps or mines, &c., 
whereas there is very little sourvy among them living in their 
kraals in South Africa. Occasionally in spring one comes 
across a native who may show a slight tendency to the disease, 
generally in years when the previous kaffir com (millet) crop 
has been a failure, but during the eight years I have been in 
practice in Basutoland 1 have never seen a single case of 
well-defined scurvy occurring among the Basutos living at 
home. During the summer the native has an abundant 
supply of fresh vegetables, roots, and fruits, but in his kraal, 
from April to November (the winter and spring months), the 
average native obtains no vegetables or fruit. He has meat 
once or twice a month, but his staple article of diet is a 
thick porridge made with maize or millet meal, and washed 
down with large draughts of kaffir beer. 

One has frequently wondered why he did not develop 
scurvy by the end of those winter months. An explanation 
is, however, to hand in the discovery of Furst, verified and 
amplified by Chick and Hume, that during the germination 
of seeds the antiscorbutic substance is developed in large 
amount, for kaffir beer, of which natives partake largely, up 
to three gallons a day, is a thin fermented gruel made with 
a germinated millet. Thus in the gratification of his appetite 
for acid, alcoholic beverages, the native appears, unknow¬ 
ingly, to have protected himself from scurvy during the 
winter season. 

Kaffir beer (“ Letlng ” or “ Joala ”) is made by germinating a small 
quantltv of kaffir corn (millet) by steeping it in water for 48 hours; 
it is then dfied in the sun for a day. The same dav or the 
next it is ground coarsely between two stones. This meal is then 
placed in a large pot, and to it is added boiling water to make 
a very thin porridge, to which Is added a small quantity 
of yeast (the residue of a previous brew). Fermentation is 
thus set up and allowed to continue for 36 to 48 hours, after 
which the whole is strained through a coarse straw strainer; the 
resulting opaque brownish fluid constitutes kaffir beer, which makes 
a very pleasant and satisfying drink. The points to be noted In the 
making of the drink are that only sufficient grain Is germinated and 
ground for the one brew; never is it done with a view to provision for 
a future occasion. Again, boiling water Is added to the meal, but there 
ta no further boiling. Kaffir beer has been largely used In South 
Africa to arrest scurvy In prisons and mines. It has also been the 
practice on the Rand to give natives another acid, fermented beverage, 
“Mahew,” and the natives have been supplied with this since l-mding 
In France. This is made from the meal of ordinary ground maize or 
millet vdthout previous germination. The meal is stirred into boiling 
water and the process of boiling continued for an hour or so until 
a thin porridge is made; this Is then evacuated Into vats, and some 
wheat meal Is added to cause fermentation. The porridge, after 
being diluted with a sufficient amount of hot water, is allowed to 
stand for 36 hours and is then ready for use. It is much more 
easily manufactured on a large scale than kaffir beer, and for this reason 
has been used as a substitute for the latter; but it Is now clear why this 
substitute baa been without Influence to prevent scurvy. 

To sum up, the danger of scurvy amongst South African 
native troops can be avoided by : (1) Seeing that the value of 
the limited supply of fresh vegetables is not dissipated by 
unnecessarily prolonged cooking ; (2) supplementing this 
supply by the purchase of fresh fruit or vegetables from corps 
funds ; (3) provision of mildly alcoholic native beer prepared 
from germinated grain of some sort. 

In conclusion, I wish to express my gratitude to 
Lieutenant-Colonel 0. J. Martin, F.R.S., A.A.M.O., for the 
bacteriology of the gingivitis and for the encouragement and 
advice he has given me in drawing up this paper. 


A CASE OF 

ABSENCE OF ALL SENSATION. 

By E. D. ROBERTS, M.R.C.S., L.R C.P., M.D. Lausanne. 

CAPTAIN, R.A.M.O. (8.B.). 

The remarkable case described below is that of a Breton 
sailor, aged 37, who emigrated to Canada eight years ago 
and enlisted in the Canadian Array in 1916. In June, 1918, 
he was admitted to the Military Isolation Hospital, 
Aldershot, for an attack of mumps, and it was then that 
the following observations were made. 

The patient was a well-developed, powerful-looking man, 
of a very cheerful, even temperament, highly good-natured, 
and far removed from the neurotic or hysterical type as 
popularly conceived. Mentally he was perfectly sound, 
rather above than below the average level of intelligence. 
Questioned as to his family history, he would appear to 
be alone in presenting the peculiar characteristics here 
described. As a child he appears to have possessed a slight 
degree of cutaneous sensibility, and he dates its complete 
absence from the time when he had an attack of yellow 
fever in 8enegal at the age of 17. This was his only 
previous malady, and he has always enjoyed robust health. 

It will be convenient to describe the condition found under 
the heads of the different sensations. 

Sense of touch .—There is complete absence of both super¬ 
ficial and deep tactile sense over the whole skin surface, and 
also over mucous membrane where attainable. There is no 
consciousness of deep vibration. A tuning fork not being 
available, a poker, the end of which was allowed to fall from 
the height of about a foot on to the tibia, the ribs, or the 
skull, produced no sensation of any kind—the patient, with 
eyes closed, not even knowing that he was touched. He 
does not feel the ground with his feet, and experiences 
difficulty when walking at night. He states that his inability 
to bring his heels together at the command “Attention" 
without controlling the movement with his eyes has fre¬ 
quently led him into trouble with his drill-sergeant. There 
is complete inability to recognise objects placed in the hand 
when the eyes are shut. 

Sense of pain .—This is completely absent. In October, 
1916, aG the Hdpital de St. Louis at Quebec he underwent 
the radical cure of double inguinal hernia without anmsthetic 
of any kind, the patient being totally unconscious of any 
sensation either of pain or touch. His body is plentifully 
strewn with the scars of wounds and bums which he has 
indicted on himself either for bets or to astonish the 
onlookers. I have myself seen him on more than one 
occasion hold a burning match against the skin of his arm 
for the space of 10 or 15 seconds, and then unconcernedly 
pick off the charred epidermis. He never suffers from head¬ 
ache, toothache, abdominal or other visceral pain of any 
description. The cornea, it may be noted, shares in the 
general anaesthesia. 

Thermal sensation .—This is also absent. On placing the 
fingers in water so hot as to raise a blister, but well 
below boiling point (the eyes being closed), there was a 
slight convulsive movement of the hand, and he stated he 
was conscious of what he described as an electric shock, 
saying that he remembered feeling such a sensation when a 
boy. The feeling, he affirmed, was not a painful one. The 
placing of the hand in cold water evoked no sensation. 
There is no perception of temperature in food or drink. There 
is insensibility to atmospheric changes of temperature. The 
hxtremes of heat and cold encountered during sea voyages 
produced no corresponding changes of sensation. He states, 
however, that the great cold experienced on one occasion 
while rounding Cape Horn gave rise to vaguely unpleasant 
sensations. During the attack of yellow fever mentioned 
above he remembers the fact of his violent shivering followed 
by profuse sweating, but was unconscious of the feeling of 
cold or heat. 

Muscular sense and sense of position .—The muscular 
sense appears to be completely absent. With the eyes 
closed, If asked to make any movement with his arms—the 
choice of movement being left to him—he is incapable of 
doing so, saying he cannot tell if his arms are moving, or 
not, and all he can accomplish is a slight convulsive twitch¬ 
ing of the hands and arms. On the other hand, if when 
standing upright with closed eyes he be told to walk 
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towards the observer he does so without trouble. He 

states, too, that he is a good swimmer. These two 
facts are difficult to reconcile with the apparent in¬ 
capacity to move his arms with closed eyes. Again, 
if with closed eyes his arms and fingers are extended 
and any small light object be placed in one hand, and 
a much heavier object (such as a heavy iron bar 

or a solidly-made wooden chair) be placed in the other, 

and he then be told to close his fingers — a movement 

which he performs with apparent difficulty — he is incapable 
of saying which hand holds the heavier weight, he is quite 
ignorant of the nature of the objects, and most frequently he 
is unconscious of the fact of anything having been placed 
in his hands. If an object held in the hand be very bulky 
and if the fingers be closed very forcibly on it he is generally 
able to say that there is something in his hand without 
knowing what. He appears ignorant of the meaning of 
fatigue, and asserts that the only means by which he is 
made aware of his failing strength, under any intense or 
prolonged effort, is by his falling to the ground 

The sense of position is equally absent. With eyes closed 
he is unable to bring the tips of the index fingers into 
contact, to touch the tip of his nose with a finger, or to 
locate his hand when placed by the observer in any given 
position. If asked to raise his hand from its position resting 
on his knee and to touch his head, his eyes being closed, he 
appears completely nonplussed, and, as noted above, responds 
only by slight jerkings of the hand. With visual control all 
his movements are perfectly coordinated and in every way 
normal. 

He exhibits the phenomenon of the fixation of the limbs 
in the positions in which they are placed. Thus, the patient 
is placed on his back with arms stretched out by the sides, 
and legs extended. The eyes are closed. If now the 
observer takes the patient’s limbs and places them in any 
position (for example, both arms raised in the air above the 
head, and one leg raised with the thigh flexed and the knee 
bent), he is totally unaware of having been touched or of 
any change of position in his limbs, and the arms and legs 
remain fixed where they have been placed without conscious 
muscular effort on the part of the patient. On opening his 
eyes he manifests genuine surprise at his attitude. 

Sense of taste. — Completely absent. The patient’s eyes 
being closed, about half a drachm of such substances as 
sugar, salt, pepper, mustard, also a drop or two of an 
essential oil (oil of cloves), were in turn placed upon his 
tongue, and each in turn thoroughly insalivated, and finally 
swallowed, but all failed to produce any sensation of taste, 
the patient being unconscious of any substance in the mouth. 
It may be remarked that he eats anything, as the fancy takes 
him. On one occasion he was found to have consumed a 
lump of bath-brick about the size of a hen’s egg that a 
hospital orderly had inadvertently left in his way. He states 
that he is in the habit of eating uncooked—when he can get 
hold of them—such animals as rats, mice, dog, or serpent. 

It appears that he is never conscious of hunger or thirst. 
It was not practicable under the circumstances to put this 
statement to the test, but he relates that for a bet he once 
refrained from food and drink for eight days and nights. 
He felt no inconvenience beyond, towards the end of the 
period, an abnormal tendency to sleep. At the completion 
of the fast he asserts that he returned to work in no way 
harmfully affected, and not conscious of any special craving 
for food or drink. This is recorded without guarantee as to 
its truth, as it was related by the patient. 

Sense of smell. — Practically non-existent. Such charac¬ 
teristic odours as those of the oils of cloves, cinnamon, 
peppermint, the tincture of orange failed to produce any 
sensation. Fuming nitric acid was equally ineffective when 
strongly inhaled. On the other hand, the fumes of the 
strong solution of ammonia and of pure hydrochloric acid 
produced a faint sensation of an odour which the patient 
remembered to have smelt in his youth. 

Reflexes . — The only response on both sides to plantar 
irritation was slight abduction of the little toe. The patellar 
reflexes were present and normal. The orbicularis palpe¬ 
brarum muscles contracted on touching the cornea, though 
no sensation was evoked. The pupils reacted to light and 
accommodation. 

Def(Boation. — The bowels usually act regularly once a day. 
There is no conscious desire to defecate beyond what he 
describes as an occasional “ rolling ” in the abdomen. He 
never exerts any effort, nor is there knowledge of the passage 


of the feces. Only when there is looseness of the bowels is 
there any incontinence. 

Micturition. — Ordinarily this occurs during action of the 
bowels once in 24 hours at about 8 o’clock in the morning. 
He asserts that usually he does not again micturate till the 
same time on the following morning, but as a precaution he 
generally gives himself the opportunity to pass urine at 
about 4 o’clock in the afternoon as well, but often without 
result. Only in the event of his taking more fluid than 
usual and failing to take the precautions he has learnt by 
experience to be necessary is there incontinence of urine. 
There is never desire to micturate. 

Finally, he seems to be without most of the common 
emotions. He is without family affection—the fact that he 
believed his mother to be dying in no way disturbed him. 
He makes neither friends nor enemies. He has no love of 
country or home. But he would appear to be a smart and 
efficient soldier and takes a pride in it. He was always very 
active, ready, and willing to help in hospital duties. 

Diagnosis. — A few words may be said as to diagnosis. 
The most satisfying explanation of the thermic insensibility 
would be the existence of syringomyelia. The fact that the 
condition of the patient is practically congenital is com¬ 
patible with the developmental nature of the spinal 
lesion in this disease. It may be objected that the 
motor system is so far unaffected, but the course of the 
disease is well known to be very slow. Osier, in his 
“ Practice of Medicine,” notes one of the types of syringo¬ 
myelia described by Schle9inger in his monograph (1895), 
to which this case would in some measure conform—“ with 
predominant sensory features, simulating hysterical hemi¬ 
plegia, or ivith general pain and temperature anaesthesia.” 
At the same time there are certain inconsistencies in the 
clinical picture which point to a possible admixture of 
hysteria. He is a good swimmer, which implies the per¬ 
formance of regular coordinated movements of the legs 
without visual control. Yet on being invited to perform 
movements of the arms with closed eyes he was completely 
at a loss. He was also able to walk with eyes shut. The 
diagnosis of syringomyelia combined with hysteria is 
therefore suggested as one which seems to meet the case. 


THE PREVENTION OF RELAPSE OF 
HYSTERICAL MANIFESTATIONS. 

By T. A. ROSS, M.D. Edin., 

TEMP. CAPTAIN, B.A.M.C., MEDICAL OFFICER IN CHARGE OF A DIVISION 
AT SPRINGFIELD WAR HOSPITAL. 


The first essential in the treatment of hysterical manifes¬ 
tations is accurate diagnosis, as has been pointed out by 
Fearnsides and others. 1 Without going over the debatable 
question of reflex paralysis described by Babinski and 
Froment, it is necessary to remember that many patients 
who present hysterical manifestations show signs of organic 
lesions also. In many whose chief symptoms have a psycho¬ 
logical origin, readily removed by psychical treatment, a 
gross organic lesion is present, situated anywhere between 
the cerebral cortex and the periphery, giving rise to less pro¬ 
minent manifestations, and naturally remaining uninfluenced 
by psychical treatment. Putting aside the*e cases, and they 
form by no means a small percentage of the total admissions 
to every hospital at which cases of functional nervoas disorder 
are treated, and dealing only with those patients in whom 
the manifestations are wholly of functional or “ hysterical” 
origin, the question arises whether the removal of the obvious 
symptoms is the same as the “cure” of the patient; on 
clinical grounds it is certain that the two are not identical. 

For the first few days after the removal of gross objective 
disabilities, patients, who have been admitted suffering from 
a functional nervous disorder, are usually genuinely pleased ; 
they have a sense of increased well-being and are deeply 
grateful. Later, however, many complain that they are not 
feeling so well. If asked how they are, many will say “ My 
head is bad,” although headache may not have been a 
symptom previously complained of ; or they may reply that 
they do not feel so well in general condition as when they 
were admitted. When making inquiries of this sort it is 
needless to say that care must be taken not to suggest to the 
patient any symptom, such as headache. But if the patient 
be asked in the most general terms how he is, especially if 
the question be put in a cheerful tone, in a manner which anti- 
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cipates a favourable reply, it cannot be said that any suggestion 
has been made. Now it is undoubtedly true that the majority of 
medical men who treat and rapidly remove hysterical symptoms 
by methods which depend on some form of suggestion 
alone, hold a contrary view. They teach that the “cure” 
of the symptom is usually followed by improvement in 
general well-being. From a study of the published works 
of those who hold this view it may be assumed that the 
explanation of this discrepancy is, that after the symptom 
has been removed, these authors do not apparently think it 
wise to question the patient further. Contrary to what is 
usually believed, if the neuropath be not questioned, the 
doctor will not be told much; these patients do not talk 
about their symptoms to those whom they do not consider 
interested. A recent writer 2 has even gone so far as to 
state that “there is no such thing as hysteria apart from 
hysterical symptoms.” One holding this view could hardfy 
be expected to probe far, after such symptoms were removed. 
In another work dealing with the rapid cure of hysteria by 
persuasion 3 the same author states that “ so far as we know 
relapses have not occurred after discharge (from hospital) 
except during air raids among men living in London. This 
is an additional argument, if any are still necessary, for the 
removal of all patients, officers as well as men, suffering 
from war neuroses out of London.” It is, however, more 
than possible that it is an argument that the method of 
persuasion which this author employs is inadequate, and 
indeed an argument that there is something in hysteria 
besides the symptoms. 

The removal of hysterical symptoms in these war cases is 
not difficult. Any doctor who will take the trouble to listen 
attentively to the whole story which the patient tells, who 
makes a careful, complete clinical examination, who is able 
to make up his own mind definitely that the symptoms have 
a functional origin, and who then so expresses himself that 
the patient becomes aware of all this, will be rewarded by 
the speedy disappearance of these symptoms. Some doctors 
seem to be fortified by the use of aids such as electricity, 
hypnotism, or manipulations; others by making the patient 
half drunk. But none of these things are necessary, and in 
the end most of them are harmful. The simple explanation 
that it is want of confidence on the patient’s own part 
which is keeping the symptom still in existence, and very 
quiet directions telling him what to do will suffice, provided 
that all the foregoing conditions are observed. 

At this stage, however, the pUient is not cured. He is 
not yet cured because that which underlay the hysterical 
manifestation has not yet been touched. Two undesirable 
happenings may ensue : either (a) the patient may begin, or 
continue, to complain of other symptoms, such as headache, 
or (ft) during some time -of emotional stress, such as an 
air raid in London, the symptoms may reappear. Mubh can 
be done for the latter contingency by prophylactic educa¬ 
tion. Every patient should be instructed that in the future, 
and at any time, his symptoms may return as an emotional 
reaction. Should this happen, and he recognises that it is 
analogous to a transitory flood of tears, it will not persist, 
and little inconvenience will be caused. If, on the other 
hand, he thinks that the dread disease has returned because 
he was not fully cured, the want of confidence which such 
a thought engenders may prolong the reaction indefinitely. 
Then his state will be as it was before the “cure.” 

G. R., after an attack of “ trench fever,” suffered from 
tremors so gross as to prevent him walking. He was treated 
for several weeks in France with rest in bed; then he was 
evacuated to England, and in a single hour the tremor and 
difficulty in walking were “cured” by persuasion, but no 
explanation was given. Two months later he returned to his 
depdt. There he immediately collapsed and remained in a 
state of complete astasia-abasia till he could obtain further 
treatment. 

This case may be contrasted with that of D. McH., who 
was admitted to hospital suffering from a flaccid, hysterical 
paraplegia. He was cured by persuasion, and the nature of 
an affective response was explained. One night a few weeks 
later there was an air raid. The patient wanted to get up in 
order to go to the subway, to which any patient may proceed 
on such occasions. To his surprise he was unable to move 
his legs. Remembering what he had been told, he thought 
for five minutes of the explanation, which to him had been 
given previously; then he got up and walked to the subway. 

An air raid and a return to depot are both events associated 
with emotion ; he who cannot stand the one is not likely to 
gtand the other. For the success of the method, the means 


employed must be of the simplest. The man must be con¬ 
vinced that it was he himself who worked the “cure,” or he 
cannot hope in future to “ cure ” himself. It is impossible 
to make use of this method if the man has been treated with 
electricity or manipulations, &c. For then he is certain to 
believe that it was the “ agent ” which effected the “ cure.” 
But if all that the medical officer did was to tell him that he 
was able to talk or to walk, and he thereupon did so, he can 
reasonably hope to repeat the “cure” by himself if 
necessary. Experience proves that he usually can do this. 
Care must be taken that the “ cure ” does not occur whilst 
the patient is being so much as touched. Thus a dumb man 
unfortunately recovered his speech while his throat was 
being examined with a laryngoscope. This patient relapsed, 
and was unable to “cure ” himself because he believed that 
the mirror had been the instrument of “cure,” and that the 
use of some objective apparatus was essential. 

A better way to prevent relapse, better because it deals 
also with the concomitant symptoms, is to find out why the 
patient ever had an hysterical symptom at all.* There is 
something in hysteria besides the symptoms ; there is evi¬ 
dently some special tendency for the patient to react in this 
abnormal way ; there is always a series of other symptoms, 
such as headache, insomnia. &c. The individual is out of 
harmony with his environment, and inquiry will show that 
the mal-adaptation is psychical. He has some trouble, and 
this must be brought to the surface. The object of this is 
simple. When two people discuss a difficulty, a reasonable 
view of it is more likely to be taken than when it is 
brooded over alone. After such a discussion the patient 
looks at his trouble in a different and happier way. More¬ 
over, some idea may be brought to light, some thought 
which had determined the form taken by the hysterical 
manifestation, and this will impress on him the more how 
he may become the master of his health. 

A. D. had total paralysis of the right arm, which hung 
like a flail by his side. It had come on suddenly one morning 
at dawn eight months previously; he had been on duty all 
night in an observation post, and had just been relieved. 
He was climbing out of the post, using this arm to pull him¬ 
self over a parapet, when the arm became paralysed and he 
fell back into the trench. He could not account for it in any 
way. By a process of thinking back be was soon able to 
recollect what had been in his mind at the moment the arm 
gave way —viz., that this morning was lighter than usual, 
and that he might be seen and sniped. The proof that the 
symptom had occurred, not as a result of disease, but as a 
pure “defence,” was now made very clear to the patient, 
who returned to duty in a few weeks. 

Not always will anything so striking as this be discovered, 
but with careful inquiry some point of psychical importance 
will be found, most often of a nature which has caused 
pain to the patient — fear that he has been a coward, 
that he will become insane, that he will suffer much 
disability in future—needing only discussion to be dissipated. 
To obtain this information time and patience are essential; 
most of it can be got by ordinary conversation, and the proper 
taking of the history. The best description of the way in 
which this should be done will be found in D6jerine and 
Gauckler’s Psychotherapy. 4 Rarely will it be necessary to 
employ more difficult methods than those there laid down, 
for these matters have not as a rule been so pushed out of 
consciousness that ordinary conversation will not reveal them. 
With patience events that have not been thought of for as 
many as 20 or 30 years may be brought to light. Should, 
however, this simple method fail we need not be afraid of 
psycho-analysis. We shall not as a rule, unless we are 
looking for them, be troubled with distressing sexual matters, 
as Rivers has shown. 5 The method is, however, rarely 
needed ; time and gentleness yield an amount of information 
incredible till they have been tried. 

When we have relieved the patient’s mind by getting him 
to see his trouble in a different light it will be found that 
his capacity to withstand emotional reactions, such as those 
brought about by air raids, thunder, or the return to duty, 
has so much increased that he no longer meets them by the 
feeble defence of an hysterical symptom. 

I have to thank Major R. Worth, R.A.M.C., for permission 
to quote the cases mentioned in this paper. 
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ON ABDOMINAL EVACUATION OF THE 
PREGNANT UTERUS BEFORE 
VIABILITY. 

Bt VICTOR BONNEY, M.S., M.D., B.Sc. Lond., 
F.R.O.8., M.R.O.P., 

ASSISTANT GYNECOLOGICAL SURGEON TO THE MIDDLESEX HOSPITAL ; 
BURG SO IT TO THE CHELSEA HOSPITAL FOR WOMEN, ETC. 


The appreciation of the fact that an incision through the 
uterine wall, provided the uterine cavity is not infected, can 
be stanched of blood, sutured, and got to heal with perfect 
security and safety has immensely enlarged the scope of 
hysterotomy. 

Practically restricted in the older days to the timorous 
performance of Caesarean section, it can now be employed 
not only for the abdominal delivery of a living child, but for 
the enucleation of fibroids, single or multiple, deeply 
embedded in the uterine wall, for the exploratory opening 
up of the uterine cavity in cases of menorrhagia or metror¬ 
rhagia of obscure origin, and for the extraction of the 
products of gestation before viability. It is with this latter 
application of hysterotomy that I now deal. 

Conditions in which the Operation is Indicated. 

What are the circumstances under which it is preferable 
before viability to empty the pregnant uterus through the 
abdomen ? In the main there are three sets of circumstances, 
as follows:— 

1. When in addition to evacuation sterilisation of the patient 
is required .—In certain cases of pregnancy in tubercular 
women the uterus should be emptied at once and further 
pregnancy prevented by ligaturing or removing the tubes. 
As a typical case of this sort I may instance that of a woman 
who, having had several children, developed acute phthisis 
whilst carrying the last one. Treatment in a sanatorium 
resulted in recovery sufficient enough to allow her to return 
to her home and household duties, when she promptly 
became pregnant once more. 

Again, in valvular disease of the heart with compensation, 
already trembling in the balance, pregnancy should be 
arrested as soon after its initiation as may be feasible, and 
further conception rendered impossible. 

Much rarer than these two instances are those cases in 
which pregnancy is habitually followed by some dangerous 
disturbance of the economy, as, for instance, by nephritis, 
diabetes, haemolytic anaemia, or insanity. In all of these 
evacuation of the uterus should be combined with a sterilising 
operation. Finally, cases of physical deformity incompatible 
with continued pregnancy are sometimes met with, such as 
extreme .kyphosis. 

The older course in all these cases was to first evacuate 
the uterus through the cervix or to induce abortion, and then 
to open the abdomen and ligature or remove the tubes. I 
have abandoned this practice for some years, believing it to 
be faulty, more especially if the pregnancy has advanced 
beyond the third month, and, having opened the abdomen, 

I now deliberately incise the uterus through its anterior wall, 
shell out the pregnancy, close the uterine wound with three 
mattress sutures and a superficial continuous suture, and then 
ligature and cut off the outer halves of the tubes. By this 
means the proceeding is shortened and simplified, and, more¬ 
over, rendered absolutely aseptic, for the uterine interior is 
sterile to start with, and, for the rest, I have the factors that 
will keep it so entirely under ray command. It is doubtful 
to my mind whether evacuation through the cervix can ever 
be carried out without introducing some organisms into the 
uterus whilst the commonly used means of inducing abortion, 
the bougie and tent, almost certainly act as organismal 
conveyers. 

2. When the pregnancy has advanced to the fourth month or 
over and its termination is urgent. —The evacuation through 
the cervix of a pregnancy of five or six months’ standing is 
a formidable operation. The extraction of a head of even 
four months’ growth needs a degree of cervical dilatation 
tfhich almost always splits the cervix. At five or six months 
sufficient dilatation cannot be obtained even by deep splitting, 
and the surgeon is obliged to incise the lower pole of the 


uterus along its anterior wall from the external os upward to 
the peritoneal reflection — the so-called vaginal Caesarean 
section. 

Vaginal Caesarean section is an operation for the expert 
alone, particularly in women who have not previously borne 
children ; but its greatest drawback is that it indicts a 
wound in the uterus through a passage (the vagina) that 
cannot probably with certainty be rendered initially sterile, 
and certainly not kept sterile during an operation of some 
duration. 

For these reasons I have for a long time now adopted the 
abdominal route for the removal of a pregnancy of four, 
five, or six months’ standing in cases of gastro-hepatio or 
cerebro-renal toxaemia (pernicious vomiting and eclamptio 
nephritis) or such other gravely menacing complications of 
pregnancy. 

3. In certain cases of pregnancy complicated by fibroids .— 
Every now and then one comes across cases of early preg¬ 
nancy complicated by fibroids in which the tumour or 
tumours force surgical intervention. It should be a 
cardinal rule in the surgery of fibroids that whenever the 
uterus bearing them is also pregnant the removal of the 
organ should be avoided if possible—it has proved its 
domestic and national value. 

Now the uterus nearly always can be spared. Peduncu¬ 
lated fibroids can be removed and the pregnancy left in situ, 
abortion only rarely following. But this is not so if the 
tumour or tumours be embedded, for then their removal alone 
will almost certainly be followed by abortion. Moreover, 
the suture of the cavity or cavities left in the uterine wall 
after the enucleation is not likely to be satisfactory if the 
organ be still distended and vascular from the pregnancy 
within it, and further, if the organ empties itself within the 
next 48 hours there is a considerable chance of intra- 
peritoneal bleeding from the blood-stanching sutures 
becoming loose. For this reason it has been the custom to 
remove the pregnant uterus with the fibroids in such oases. 

But why not treat the pregnancy like another fibroid, 
enucleate it too, and leave the patient with her still com¬ 
petent organ 1 She can, and will, become pregnant again 
minus the disability of concomitant myomatous growth. 
Fears may be entertained that the scarred uterus will not 
stand the strain. They are groundless. Of all tissues I 
believe the uterine muscle has the most perfect healing 
powers. You can never find the uterine scar of a previous 
Caesarean section when you open the abdomen to perform the 
operation for a second time, and I have had two opportunities 
now of viewing a pregnant uterus on which I had previously 
done myomectomy, and the same was true. 

. Conclusion. 

In conclusion, then, I feel sure that under the several 
circumstances I have detailed, the early pregnant uterus 
should be evacuated through the abdomen. 

The technique is just that of a Caesarean section, than 
which it is an even easier operation. The uterine incision 
needed is smaller, of course, the bleeding is less, and fewer 
mattress sutures are required to close the hole and stanch 
the blood-flow. I use silk (No. 4) for these sutures, and 
insert a continuous suture of No. 2 30-day catgut to bring 
into apposition the peritoneal edges: these stitches should 
pass deeply. One c.cm. of pituitrin should be given just 
before the operation and repeated during the suture of the 
uterus. The incision should always be made through the 
anterior wall for two important reasons : first, so that the 
uterine wound may present towards the bladder and thus 
avoid adhesion to the intestine ; and, secondly, so that if 
persistent oozing goes on from the needle punctures the 
uterus can be fixed to the anterior abdominal wall by two 
or three silk sutures along the line of the uteiine incision. 
Oozing from the uterine incision or needle punctures is 
dangerous, because the effused blood attracts coils of 
intestine to adhere to the uterus. 

Before deciding that oozing from these sites is really per¬ 
sistent, put the uterus back into its place and watch it for a 
minute or so. 8o long as it is outside the abdominal wound 
it tends to bleed, because the venous return is interfered 
with by the traction on the broad ligaments and the nipping 
of the abdominal wound edges. In this regard the uterus is 
like the kidney pulled through a loin wound ; moreover, no 
uterus will retract perfectly until it is back in its proper 
place. 
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A CASE OF POLIO ENCEPHALITIS TREATED 
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IN the following case the improvement in symptoms after 
N.A.B. treatment and lumbar puncture was very marked. 
It is difficult to say to which the patient owed most. The 
lumbar punctures relieved the pressure symptoms, but the 
progress might not have been so rapid without the N.A.B. 

On June 27th a leading telegraphist, living ashore, was admitted to a 
naval hospital ship in home waters, suffering from headache, slight 
fever, and persistent vomiting of cerebral type. The optic discs 
appeared normal. Lumbar puncture was performed and £0 c.cra. of 
clear fluid under Increased pressure were withdrawn. The fluid con¬ 
tained 400 cells per c.mm., nearly all small lymphocytes. No micro¬ 
organisms were discovered. 

In the next few days further cerebral symptoms developed. 
Nystagmus, squint, retraction of head, Kernig’s sign, absence of knee- 
jerks, and extensor plantar reflexes were noted. There were no signs 
of cerebral irritation, and apathy was a distinctive feature. Tempera¬ 
ture nbver rose above 100° F. A second lumbar puncture carried out 
when these symptoms were at their height yielded a result identical 
with the first. The diagnosis at this stage was by no means clear. It 
rested between syphilitic or tuberculous meningitis and epidemic 
polio-encephalitis. Examination of the cerebrospinal fluid had 
excluded cerebro-splnal meningitis. 

Six months previously patient had acquired syphilis. The diagnosis 
was made by examination of exudate from primary sore by dark- 
ground illumination, and no secondary lesions were seen. He was 
treated with l'9g. of galyl given in six doses at weekly intervals, 
the last dose being given on March 12th, 1918. Grey powder, six grains 
per diem, wss given from May 20th to June 20th, and, at the time of 
admission, the patient was suffering from severe mere irlal stomatitis. 
No record of any Wassermann test was found in his service syphilis 
sheet. In view of this history the question as to whether syphilis was 
the cause of the present illness had to be carefully considered, par¬ 
ticularly as several severe recrudescences of syphilis in patients 
treated with galyl had been seen by one of the writers during the last 
two years. 

The blood serum and the cerebro-spinal fluid were therefore sent to 
Haslar for the Wassermann test, and in the meanwhile treatment with 
novarsenobillnn (N.A.B.) was begun. Following the combined treat¬ 
ment by these injections and by lumbar puncture, there was decided 
Improvement. The apathy cleared away, squint and nystagmus dis¬ 
appeared, and the speech, which had become slow and indistinct, rapidly 
Improved, No difficulty In swallowing had been present at any time, 
nor had there been any salivation or dryness of mouth. 

The report on the Wassermann tests was negative for both serum 
and fluid. Two Interpretations could be attached to this report: either 
patient was free from syphilis, or bo few spirocheotes were present that 
insufficient reacting substance had been formed in his body to give a 
positive reaction. 1 If the latter hypothesis be adopted it may reason¬ 
ably be supposed that such a slight syphilitic affection could not give 
rise to the severe symptoms exhibited by the patient. Syphilis may 
therefore be excluded except as a possible predisposing cause. 

A third lumbar puncture, performed when patient showed signB of 
Improvement, produced a fluid having only 60 cells per c.mm. The 
injections were then stopped as patient continued to make satisfactory 
progress. Recovery was uninterrupted and in less than a month from 
the date of admission he was sitting up in a chair playing draughts, 
reading books, and writing letters. From a detailed report kindly 
supplied by the Medical Director Commanding a U.S. Naval Base 
Hospital, to which the patient was discharged, it appeared that satis¬ 
factory progress was maintained. The Wassermann test was negative in 
cerebro-splnal fluid on August 8th and In the blood on August 8th and 
13th. 38 cells per c.mm. were present in the fluid on the 8th. 

The rapid recovery excluded the diagnosis of tuberculous meningitis, 
and the absence of signs of cerebral irritation favoured the final 
diagnosis of polio-encephalitis. 
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33 „ 

1 45 .. 

j " 

1 + 

+ + 

+ 

- 

+ + 

+ + 

+ + + 
Blood e 

01 x 
0*1% 
012% 
ontamlni 

1 - 1 

405 

421 -j 
61 

stion. 

38 

Negative In 
all dilutions 

Negative. 


+ = present in normal amount. +-f- = slightly Increased. 
+ + + = moderately Increased. 


ioio 8ee £l des and Parne11, Journal of the R.N. Medical Service, July, 
l?lo, p. 267. 


Treatment. 

July 2nd. 0-15 g. N.A.B. Intravenously. 

„ 4th. 0-30 

„ 7th. 0-30,, 

„ 10th. 0 45 „ 

„ 13th. 0 45 „ 

„ 16th. 0 45 „ 

Interest centres in the pathology of the cerebro-spinal 
fluid. A large excess of small lymphocytes is found in the 
fluid in syphilis of the central nervous system, in tuberculous 
meningitis, and sometimes, though not in the acute stage, 
in cerebro-spinal meningitis. It is also found in acute polio¬ 
myelitis, and presumably, therefore, may be fon .d in 
association with acute polio-encephalitis. On the other 
hand, in a fatal case of polio-encephalitis under the care of 
the writers, of which the diagnosis was confirmed at autopsy, 
the fluid was clear and free from excess of lymphocytes. 

The writers beg to acknowledge the courtesy of Surgeon 
Commander C. L. W. Bunton, R.N., by whose permission the 
case is published. 


ACUTE PNEUMONIA FOLLOWED BY PNEUMO¬ 
THORAX ; FEMORAL THROMBOSIS ; 
RECOVERY. 

By Reginald G. Hann, M.R.C.S., L.R.C.P. Lond., 

FORMERLY MAJOR, R.A.M.C. (T.) 


Emerson, in his exhaustive monograph on pneumothorax, 
says that pneumonia was early considered a cause of pneumo¬ 
thorax, and that it was not until Skoda “had emphasised 
the presence of the hyper-resonant note, suggesting air 
which is present in pneumonia and in pleurisy, over the 
not-yet-involved lung that these cases were recognised as 
not pneumothorax.” Its rarity is shown by the fact that 
in Biach’s collection of 918 cases of pneumothorax not one 
is ascribed to pneumonia, and that in 7868 cases of pneu¬ 
monia which formed the basis of a discussion on the com¬ 
plications of that disease at the Royal Society of Medicine 
only three cases (two fatal) are to be found. Nor is this 
rarity a matter of surprise, for the alveolar consolidation 
of pneumonia would appear, on theoretical grounds, to act 
as a bar to such an accident. 

In the present case it is significant that there was a 
history of winter cough, and however trivial it may have 
been and the anatomical change causing it, it certainly 
suggests the rupture of an emphysematous bleb. 

An Infantry private, aged 35, prior to enlisting In January, 1916, had 
worked as a tram-driver, necessarily exposed to all weathers. He had 
had no illness of Importance, but a winter cough kept him from work 
occasionally, though his average loss of time did not exceei two or 
three days per year; during his first two years in the Army he was 
never ill. 

Early in April he was in the front line in Flanders under very bad 
weather conditions, being continuously cold and wet; he felt ill, but 
kept on until the onset of a rigor, and then went to hospital. His 
record shows that he had a right lobar pneumonia running an ordinary 
course, with a crisis on the sixth day (April 18th). He improved, 
crossed to England, and was admitted into hospital under my care. 

The following are the notes of his condition : — 

April 23rd: Looked and felt ill, complained of pain in chest and 
shortness of breath. Right lung: Impaired resonance apex and base 
with redux crepitations at base and a few rhonohl elsewhere. Increase 
of V.R. and V.F. Left lung normal. No bronchitis. Heart normal in 
size, position, and sounds. The signs were those of a normally resolving 
pneumonia. 

April 27th : Has not Improved as a 'pneumonia should in the time; 
pain in chest; dyspnoea. Signs at apex as before: at base indefinite 
(be was too uncomfortable for prolonged examination). Heart apex Is 
now 1 in. outside nipple line. 

April 29th : Respiratory movements and inspiratory retraction of 
intercostal spaces equal on the two sides. Right side tympanitic from 
apex to level of sixth 'space in nipple line and lower in axillary line. 
Behind tympanitic at base ; note doubtful at level of BC&pula. Amphoric 
breathing and beautifully clear and numerous tinkling metallic sounds 
were heard over whole of right lung, except posteriorly in scapular 
region. They were loudest in front ki axillary line below nipple level 
and l>ebind over lower lobe ; at apex, and above clavicle even, amphoric 
breathing was clear, very high-pitched and distant. Whispered voice 
sounds clear and metallic. No moist sounds; no signs of pleural 
effusion. .Sputum profuse, blood-stained, ropy; no tubercle bacilli 
found. Heart further displaced to left; its right border is level with 
the left edge of the sternum. The signs were those of extensive 
pneumothorax with considerable air-entry into the collapsed lung. 

May 2nd : General condition Improved; less pain; sputum more 
profuse, more frothy ; no blood. 

May 4th : Whole of right side of cheat tympanitic. Inspiratory 
indrawing of intercostal spaces most pronounced on right side; bulging 
of spaces on right side during coughing or forced expiration. Breath 
sounds almost Inaudible from apex to nipple level, below this amphoric 
breathing present; no metallic tinkling, no coin sound. Posteriorly 
whole lung area tympanitic with almost entire absence of breath 
sounds. The physical signs had therefore again changed; the silent 
area had largely increased and area of amphoric breathing diminished. 
The signs were those of lessened lung expansion and of an increase xn 
volume of the air in the pleural cavity. 
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May 6th : Right side almost entirely silent; cavernous whispering 
sounds at bate. Blood examination : No leucocytosls, nor did white 
cells suggest any Inflammatory process. Liver not displaced. 

May 16t h : Left femoral thrombosis after a premonitory day’s pain in 
leg; swelling of leg and thigh, skin blue-grey, much pain, pyrexia. 
Chest: Little change ; if anything there was less evidence of air entry 
into right lung, though excursions of chest wall were as great as on 
left side. Increase downwards in silent area ; no protrusion of inter¬ 
costal spaces on expiration or on whistling. Pulse small, low tension, 
feeble. Heart sounds poor. 

May 22nd: Practically no breath sounds were to be heard on right 
side, except about root of lung posteriorly. 

June 6th: Right side of chest in front absolutely silent. Hyper¬ 
resonant. 

June 8th: General condition began to improve. Vesicular murmur 
heard in axilla and about base of lung ; deep breathing increased area 
over which this was heard. Heart displacement as before. 

June29th: Leg recovered ; no swelling; some discolouration. Basy 
passive movements commenced. Breath sounds heard faintly over 
wide area; also for first time pleural friction sound in front and in 
axilla. 

July 28th: Breath sounds heard over whole of lung, but, generally 
speaking, were fainter and more distant than on left. Is able to stand 
out of bed. 

From this date his recovery though very slow was continuous until 
by Sept. 2nd the only abnormality recognisable was a suggestion of 
distance in the breath sounds then to be heard throughout right lung ; 
the heart had regained its normal position. 

Sum mart/. 

This case afforded an excellent opportunity of observing a 
pneumothorax due to a rupture—probably valvular—of the 
pleura during coughing from its gradual onset to its practical 
cure—a period of over four months. The slow and deliberate 
increase in the amount of air in the pleural cavity with 
the concurrent collapse of the lung was easy to follow, 
distinguished as it was by its classical signs ; its fullest 
extent was not reached until about three weeks from the 
onset. To what extent its course was modified by the 
resolving pneumonia no indication was afforded. This was 
succeeded by a stationary period of another three weeks 
before the first signs of vesicular breathing reappeared (i.e., 
about June 8th—six weeks from the onset). The charac¬ 
teristic auscultatory signs of pneumothorax were only to be 
heard for about 10 days (from the third to the thirteenth of 
the disease). The exquisite metallic tinkling was of short 
duration (a few days) and appeared in the absence of any 
pleural effusion. The behaviour of the heart in its displace¬ 
ment was a typical instance of its sensitiveness to any 
change in intrathoracic pressures; it was almost the first 
warning to be recognised of the grave happenings in the 
chest, and only towards the end of convalescence was its 
normal position regained. 

Same Former Recorded Cases. 

1. Graves (Dublin Joum. of Med. and Chem Sci., 1834; quote I from 
Bmerson, Johns Hopkins Hospital Reports , 1903): Man aged 40. On 
the fourth day of dullness lower down, from the clavicle to below the 
nipple, percussion yielded a “ preternaturally clear and hollow sound.” 
Physical signs of pneumothorax disappeared in about 16 hours. One 
is not surprised to find that the diagnosis in this individual has been 
doubted. 

2. Rumpf (from Bmerson) (Beitrag zur Lehre vom Pneumothorax, 
1849): Pneumonia followed by bronchiectasis, with gangrene and 
pneumothorax. 

3. Monnerei (from Bmerson) (Arch. gin. de Mid., 1851): Aoute 
pneumonia, gangrene, perforation followed by hydropneumothorax. 
Death. 

4. F. Taylor (in a discussion on a case of West’s at the Clin. Soc.; 
report from Brit. Med. Jour., D*c. 22nd 1883): Aoute pneumonia followed 
by pneumothorax with some effusion ; air gradually absorbed. Patient 
remained well for 12 months, then phthisis followed haemoptysis. "It 
became a question whether the pneumothorax had been set up by the 
pneumonia or whether it w&s a result of the individual's phthisical 
tendency.” 

5. Oldridge (Brit. Med. Jour., Dec. 25th, 1915): Man, aged 40, seen 
Oct. 6th, diagnosis pneumonia, 10 hours later more urgent symptoms; 
dyspnoea and cyanosis. Symptoms of shock. Right pneumothorax 
present; displacement of heart (?). No pleural effusion ; no tubercle 
bacilli found. Bed 10 days; return to work Nov. 4th— i.e., within one 
month. 

6. 8. M&tthevrB (Practitioner, July, 1918): Measles; whooping-cough; 
pneumonia ; pneumothorax ; recovery. Girl, aged 7. Measles, 
Jan. 1st; apparently well and downstairs Jan. 20th ; whooping-cough 
Jan. 31st; broncho pneumonia Feb. 10th. On March 10th, after 
coughing, sudden access of pain left lower back of chesU Pneumo¬ 
thorax diagnosed. March 11th: Apex beat in right axillary line. 
April 14th: Physical signs of pneumothorax gone. Apex normal site. 
No effusion. No T.B. 

To these may be added (7, 8) two known cases (one fatal) in the 
London Hospital in a period of about ten yoirs and another fatal 
case (9) in the Middlesex Hospital. 


University College Hospital Medical School. 
—The two Goldsmid Entrance Exhibitions, offered annually 
for competition in September, were awarded this year to 
H. Spibey, Cambridge University, and Miss J. K. Gatty, 
London-School of Medicine for Women and King’s College, 
London 


Utefrk d Sa tieties, 

MEDICAL SOCIETY OF LONDON. 


Presidential Address.—Demonstration on Degeneration in Art y 

Science , and Literature. 

A meeting of this society was held on Oct. 14th, when 
theincoming President, Major A F. Voelcker, R.A. M.C. (T.), 
delivered his presidential address, in which he considered 
some ways in which the society coaid contribute towards 
the regeneration of the profession. No man could be satisfied 
with the position which our profession now occupied either 
in the eyes of the public or as a factor in the general 
commonweal, and he thought we had ourselves very largely 
to thank for this want of recognition. Our services were 
not understood, and consequently not appreciated, our readi¬ 
ness to work without remuneration was exploited, and in 
matters where professional knowledge was essential we were 
not consulted or were inadequately represented. The medical 
profession had allowed, and was allowing, itself to be ex¬ 
ploited by almost every branch of social reform. The time 
was surely at hand when matters which affected the health 
and with it the morals of the community should be dealt 
with primarily by our profession, whilst the means and 
machinery for carrying out such measures might be left to 
the politician and social worker. In the regenerated medical 
profession he would urge the Fellows of the Society to be 
prepared to take their part as leaders in the fields of 
activity concerned. 

Ministry of Health. 

We were promised in our regenerated medical world that 
the health of the community, which had been up to now no 
one’s concern in particular, though the burden had been on 
medical shoulders, should be the special care of a Ministry 
of Health. The creation of such an office would, he trusted, 
be the means of coordinating much of the work which was 
being undertaken by individuals both within and without 
the profession, and so preventing overlapping and redundant 
activities, and might even secure for our profession a recog¬ 
nition of the value of the advice given and the work which 
was constantly being done by us for the welfare of the com¬ 
munity. At the present time the State by certain of its 
departments did give us invaluable help in dealing with 
some of the problems of infectious diseases, sanitation, and 
the inspection and control of food and drink, but even 
in these matters it must be confessed that we did 
not all see eye to eye with the official mind and 
that a Ministry of Health might possibly prove a King 
Stork in place of our present King Log. A Ministry 
of Health implied a Minister of Health, and it would be “a 
consummation devoutly to be wished ” should such a Minister 
be a man (or should he say super-man) appointed by 
His Majesty after election by the qualified medical practi¬ 
tioners of the United Kingdom. We had lately been urged 
to secure the return of medical men to Parliament, but 
whilst recognising the excellent service such men had 
rendered in Parliament, could we seriously say that even a 
Fifth or Medical Party in Parliament would add to its utility, 
however much it might contribute to the diversity of the 
division lists ? It had always seemed to him that the less 
medical men had to do with professional politics the better. 
We must be prepared for a Ministry of Health and must see 
to it that it was given loyal support in everything which 
made for the health of the community, and that the Minister 
was the selection of the profession and not of party. 

Specialism in Medicine. 

A Ministry of Health could not ensure health. The 
personal factor in medicine would ever be the moving 
power, and we ourselves must take our individual part in the 
practice and inculcation of the moral virtues of temperance, 
patience, charity, and sympathy. One of the questions in 
the near future would be that of the place of specialism. 
By many specialism was held to be the crowning 
mercy of medicine, but there were others who would 
urge that specialism was an overgrowth, and as such 
needed repression. There was no doubt that the public 
were obsessed with the glamour of specialism. If we 
thought of it we should recognise that in this matter of 
specialism it was the public and not the profession which 
created and supported the specialist, and he urged that this 
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was not desirable. In a regenerated condition of medicine 
might we not hope that specialists wonld be those who by 
their work and ability had won the confidence of the medical 
profession, and that the practice of specialists would flow to 
them through the channel of the practitioner and not through 
the press or the public. In the new earth (he dared not say 
new heaven and new earth) of medicine we must beware lest 
specialism be allowed to occupy too prominent a place. There 
would always be the need for specialism, but the specialist 
must follow and not precede the generalist. It would be one 
of the dangers of a State-controlled medicine, should that 
come, that the. popular clamour for specialism might lead to 
the multiplication of special hospitals or special departments 
in hospitals and that the coming race of medical practitioners 
would be lamentably deficient in general knowledge. 

A State Medical Strvioe. 

The question of the creation of a State Medical Service was 
one which was certain in the immediate future to claim the 
serious attention of our profession : for years we had seen it 
coming, though few had leaped for joy at the prospect. 
Financial burdens, due largely to the increased cost of 
treatment .and maintenance, though not to the payment of 
the medical men, had compelled the managing bodies of our 
hospitals to realise that some change must take place in 
the financial resources of our hospitals if these were 
to carry on their work efficiently. It was felt by many that 
the work done was for the good of the State, and that, 
consequently, the State should pay for the work for which 
certain sums of money were voted annually by Parliament. 
The State, through such agencies as the Local Government 
Board, the county councils, the Universities, and the B »ard 
of Education, already granted financial aid to our profession, 
in order to enable provisions of public health legislation to 
be carried out, and with the gilding came the pill in 
the form of control. We were reminded that there were 
sums of money voted by Parliament and contributed by the 
taxpayer, which were available in the form of grants, and that 
if we did not choose to take them there were other bodies who 
would, and who would be enabled to compete with us under 
more favourable financial conditions, and—what was much 
more serious for our hospitals and for medical education— 
would be able to divert from us the material which we valued, 
both for its scientific and educational, as well as for its 
humanitarian interests. We were, perhaps unnecessarily, 
reminded of the fact that in hospital work we received 
nothing for the time and labour we devoted to the treatment 
of the patients, and little, nothing, or even less than nothing, 
for the education of the future medical practitioners, and we 
were told that State control of hospitals would do away with 
this anomaly. The bait was tempting, but it was possible to 
pay too dearly for financial relief. Apart from hospital work 
it was urged in favour of a State service that when such a 
system was established every medical man would be able to 
rely on securing a living wage in return for which he should 
render medical service to the individual and to the com¬ 
munity. Undoubtedly this would relieve many a hard-worked 
doctor of the wearing anxiety arising from the uncertainty of 
practice, but the object of State service should not be to 
secure a definite benefit for the doctor unless a correspond¬ 
ing benefit accrued to the patient or the community. As 
long as medical men were content to work for such low fees 
as obtained in certain practices they would not even deserve 
the respect and consideration paid to those who, in their 
respective fields of labour, demanded a minimum wage and 
restrictions of houjrs of labour. The low fees of which he had 
spoken were either grossly disproportionate to the services 
rendered, or the services rendered were not such as a highly 
trained and honourable profession could justify. The ques¬ 
tion of fees was a difficult one to tackle, but he trusted 
that in a regenerated state of our profession a juster 
arrangement of fees, both in the direction of raising the 
low fees and in mitigating the high fees, would be brought 
about, and that our licensing bodies would not allow the low 
scale of fees at present ruling in some practices. 

Criticism of State Control. 

The prevention of illness might be regarded as a duty of 
the State, and much had already been done by the State in 
the direction of prevention and treatment, but none of 
us could say that this duty was carried out efficiently. The 
outbreak of the numerous centres of medico-social activity 
such as health centres, infant-welfare centres, after-care 


associations, which were the creation of non-official bodies, 
testified to the inadequate manner in which at present the 
State played its part in protecting and furthering the 
welfare of the citizen. Some of us felt that it would be an 
evil day when the State by its medical service undertook the 
care of the health of the individual. The profession of 
medicine was so eminently human and the services so 
personal that it might be feared that as no man could serve 
two masters, so no medical man could serve both the State 
and the patient simultaneously. Was it not possible that a 
State service might destroy in its officials that energy 
and interest which were such important factors in the 
attainment of success in private practice? Promotion in 
a State service, if it became merely a matter of seniority, 
would cease to be striven for, and be merely waited for, and, 
if made the reward of real or imagined merit, might lead to 
intrigue and abuse. Our experience of State control as a 
stimulus to originality and endeavour had not been so con¬ 
vincing as to its advantages as to make us enthusiastic 
on its behalf, and although the splendid efficiency of our 
naval and military medical services during the war might 
be advanced as evidence of the value of a State service, 
we must remember that the temporary incorporation of 
civilian practitioners into these previously State-restricted 
services might be the explanation of the strikingly brilliant 
achievements of our medical services in this war. Advance¬ 
ment by merit in a State service would be a very questionable 
method of procedure. 

Concluding Remarks. 

He hoped that the medical profession would see to it that 
the remuneration of nurses whose work was so essential to 
the success of our treatment, and whose labours were so un¬ 
grudgingly given, should no longer be on a scale which was a 
scandal to our profession, for it was me who stood by and 
saw the miserably inadequate salaries paid both in hospitals 
and in private to the nursing profession. In his opinion, a 
woman who took up nursing took ten years off her life. 
After training three or four years she was then, worked out, 
able to earn a wage which a parlourmaid would scorn. 
During her training she was housed and fed, worked hard, 
and got possibly £12 in her first, £18 in her second, and 
£24 in her third year. Out of this she had to clothe herself 
and provide for a holiday and any recreations. For her 
there was no 8-hours day, any more than there was for us. 

This society was founded ‘ • to give practitioners in medicine 
frequent opportunities of meeting together and conferring 
with each other concerning any difficult or common oases 
which might have occurred, or communicating any new 
discoveries which might have been made either at home or 
abroad. ” In his remarks on the occasion of the presentation 
of the first Fothergillian medal Lettsom defined the duties of 
the practitioner of medicine, surgery, and pharmacy, and 
observed on the importance of an institution which 
associated the respective members of each. Lettsom’s 
interests were catholic, his activities ceaseless, and 
were all directed to the welfare of others. 1 He was 
an original member of the Humane Society ; his 
voice was raised in favour of measures for preserving 
the health of prisoners in gaols and preventing the gaol 
distemper ; he was instrumental in raising the Howard 
memorial; he was the first to send Jenner’s vaccine 
to America; he instituted the Royal Sea-Bathing Infirmary 
at Margate; he founded a society for the cultivation of 
bees. His generosity and hospitality were proverbial. He 
was intensely human. He was not afraid to denounce 
quackery, as was seen in his ruthless exposure of the urine 
caster Myersbach. His energies were constructive as well as 
destructive, and while he was busy lashing the latest 
fashionable quack he was devising means for increasing the 
supply of bread by the addition of potato, and of encouraging 
the cultivation of the mangel wurzel as an additional source 
of food. It was on the labours of such a man that we were 
entered, and he thought that we could fairly claim that the 
success of this society had been its loyalty to the traditions 
of its founder. 

Dr. T. B. Hyslop gave a lantern demonstration illus¬ 
trating the Oration on Degeneration in Art, Science, and 
Literature which was delivered last session. The demon¬ 
stration consisted of pictures composed by various types of 
degenerates. __ 
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Surgical Thceraputics and Operative Technique. By E. Doyen. 
English edition, prepared by the Author in collaboration 
with H. Spkncer-Browne, M B. Cantab., Jtj , dve de 
rinstitut Pa>teur ; Physician to and Chef de Cliuique de 
l’lnstitut Doyen. Vol. 11 , pp. 680. With 982 figures in 
the text. London : Bailhdre, Tindall, and Cox. 1918. 
Price 25#. 

This is the second of the three volumes of which the 
English edition of Doyen’s work is to consist. The first was 
reviewed in The Lancet of June 9oh, 1917 (p. 881). The 
volume n >w before us contains the continuation of the 
section dealing with operations on the head, as well as 
those concerned with the neck, thorax, upper and lower 
limns. This volume is no less characteristic of the views and 
methods of the accomplished author than was its predecessor. 
The wealth of illustration is the most obvious feature. 
The drawings are all adrniribly clear and well executed, 
and a very large proportion of the figures are reproductions 
of photographs, as was to be expected in a treatise by one 
wh > had brought into such prominence the use of the camera 
and the kinematograph for the representation of suigical 
technique. Yet, admirable as they are, the number of 
illustrations might probably have been halved without 
detracting from the value of the hook ; thus in numerous 
instances a general sketch of the operation is followed by an 
enlarged view, where one or the other could well be dispensed 
with ; and 11 figures are surely unnecessary to illustrate the 
exposure of lymph-glands by divulsion. Some of the figures, 
too, are nearly useless, and a few are really bad. Fig. 546, for 
example, shows a procedure which in many hands would 
he dangerous, and Fig. 553, as an illustration of a method 
0 cf removing cancerous axillary lymph-glands, cannot pass 
without criticism. 

Perusal of the text suggests that the book is not 
one for students, but is likely to be of considerable 
use only for those who have already had a good deal 
of experience of clinical and operative surgery ; for there is 
next to no discussion of methods other than those which 
the author employed, and the description of these is often 
very sketchy indeed. M*ny dangerous and some highly 
questionable operations are lighdy referred to. Very few 
would regard the operation figured on pp. 246-248 as 
ju^-ifiab’e. S )me operati >ns on the mediastinum, trans- 
pericardial anterior oesophagotomy, resection of the cervical 
sympathetic for the exophthalmos of Graves's disease, and 
the division of posterior nerve roots for the gastric crises of 
tabes occur as further and striking examples. Yet many other 
debatable questions of treatment, such as that of rera vaI of 
cervical ribs or that of thyroidectomy for Graves’s disease, are 
far too shortly and easily disposed of. But it is good to see, 
in text an i figures, the constant reference to topographical 
anatomy, which every operating surgeon ought to cultivate— 
a study, alas, too little fashionable at the present day. Good 
also is the assumption in this volume, as in the first, that 
every surgeon will strive to make himself an accomplished 
clinician ; it may be for the surgeon rather than for the 
physician to decide the proper time and manner of surgical 
intervention. We see throughout evidence of the import¬ 
ance attached to speed in operaring ; even so, it is startling 
*2 fc hat the naso pharyngeal tumour represented in 

Fig. 249 was removed in 15 seconds, or that denudation and 
resecrion of a rib neei occupy only 5-10 seconds ; and to see 
the method of transfixion in disarticulation at the hiprecom 
mended as superior to ail slower methods—Liston himself 
could have done no better I The continued recommendation 
of the use of mycolysine and phymolase in septic and tuber¬ 
culous infections (of the f <rmer even for suppurative arthritis 
of large joints) is perhaps not surprising, but is likely, we 
imagine, to meet with little serious study in this countrv. 
Still less likely to find adherents are the views of the author 
on the causation of tumours and on the value of 41 anti- 
neoplasrio vaccination ” and thermio electro-coagulation. 
Indeed, preference for such methods of treatment may have 
been not unconnected with the nature of the operations 
here recommended for carcinoma of the tongue and of the 
breast operations which most surgeons would regard as 
partial and inadequate. 


TICES OF BOOK8. [Oot. 19, 1918 

The translation is not always beyond criticism. “I have 
removed a Flobert bullet of six millimetres from the body 
of the second cervical vertebra, which had been discharged 
within the mouth ”is an example. There are fewer misprints 
than might have been expected in a work of this size. An 
index would have been valuable. 


Medical Eleotrioity. By H. Lewis Jones, M.A., M.D., 
F.RC.P., late Consulting Medical Officer to the Elec¬ 
trical Department, St. Bartholomew’s Hospital. Revised 
and edited by Lullum Wood Bathurst, M.D. Lond., 
Physician in Charge of Electrotherapeutic Department, 
Royal Free Hospital, &c. London : H. K. Lewis. 1918. 
Pp. xvi. -f 588. 15#. net. 

The task of revising a book such as that of the late 
Dr. Lewis Jones has called for judgment and discretion. The 
difficulty has been met in what we consider the wisest way— 
that of leaving the work in its original form—making only 
such alterations as are necessary to record the more recent 
advances in the subject. Consequently our remarks on the 
previous edition 1 apply in the main to the volume now 
before us. The then recent developments in our knowledge 
of the action and uses of electrical applications have been 
further extended, and the whole subject has received a 
tremendous impetus in studying the experience gained in 
dealing with the various disabilities following injury and 
disease in the Great War. These are reflected in the additions 
made by the editor, but with the vast amount of material, 
becoming greater day by day, it is too soon to expect more 
than general inferences and conclusions. With regard to 
the use of condenser discharges for testing nerves and 
muscles, it appears that their value in accurately determining 
the degree of degeneration present has not come up to 
expectations, though the method constitutes a very sub¬ 
stantial advance on the use of the coil and constant 
current. The extended uses of ionic medication and dia¬ 
thermy are enlarged upon, while the application of electrical 
currents through the medium of water kept in constant 
motion constitutes one of the most recent and useful 
methods. These and other matters have been brought 
up to date, so that the book remains the standard 
volume on medical electricity published in the United 
Kingdom. If we were to offer any criticism it would 
be to question the desirability of attempting to include 
a description of X ray appliances, their uses and appli¬ 
cations, in a work of this kind. The subjects of medical 
electricity and radiology have developed so enormously in 
recent years that one can no longer be regarded as a sort of 
side issue to the other. 


Quantitative Chemical Analysis. By Frank Clowes, D.Sc. 

Lond., and J. Bernard Coleman, A.R.O.Sc., Dublin. 

Eleventh edition. London: J. and A. Churchill. 1918. 

Pp. 580. 12#. 6d. net. . 

Appreciation of this book on “Quantitative Chemical 
Analysis” is patent since it has now reached its eleventh 
edition, the first edition having been issued in 1891. The 
work has developed through this period from a manual for 
nse in the laboratories of colleges and institutes to a 
volume of reference helpful to the consulting and analytical 
chemist. The chapters on water analysis, foods, oils, 
fats, and waxes, in addition to those on technical 
analyses, may be quoted in proof of this statement. The 
simple gravimetric estimations refer chiefly to the metals, 
and suggest really useful exercises. The technical 
analyses form a valuable feature of the work; it is 
a department of analytical practice which has evidently 
occupied considerable attention from the writers. Here are 
considered the methods of valuing ores for their metallic 
contents, alloys for the separation and estimation of their 
constituents, soda ash valuation, glass analysis, and other 
important directions of chemical assay. In a subsequent 
chapter a very useful section is given presenting the results 
of typical analyses made under the supervision of the authors 
in their laboratories The book is thus thoroughly practical, 
and maintains its standard character, the manipulative 
details and the methods described being brought into line 
with modern developments. 


1 Thk Lancet, June 2lst, 1913. 
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For four years British Arms have fought on French soil for the cause of Justice and Progress. The cooperation of the 
Allies, at first exclusively military, has grown in scope, and has extended to realms apparently without the range of the 
war. An Entente has been replaced by a Union. And this Union should exist after the war, and should cooperate in all 
fields of human activity. Our doctors must not remain outside the great rapprochement , which should make one the soul of 
Britain and the soul of France. 

British and French soldiers now make one Army, and this is because they have learned to understand each other. 
That the British and French doctors should become the exponents of one scientific and moral organisation, it is necessary 
that they should understand each other. 

The aim of this Monthly Supplement in The Lancet is to enable British doctors to understand the theories and the 
researches of French doctors. 


We propose to issue, in more or less monthly form, a general review of some big medical subject and an original article 
dealing with a particular question. We shall obtain these contributions from authors whom we know to be especially qualified 
by their researches and work to set out ably the results actually achieved, as well as the trend of ideas in France. In this way 
we aspire to assist our British confrdres to a fuller understanding of French medical movements, and we shall be happy to 
serve them by placing them in relation with those of our workers whose researches interest them specially. If this 
Supplement leads to mutual interpenetration of the two medical worlds we shall be amply repaid. Oh. Achard. 

_ Ch. Flandin. 


WHAT THE WAR HAS TAUGHT US ABOUT 
TETANUS. 

By Louis Bazy. 

Tetanus is one of the diseases most anciently known. It 
has been besides much studied from the clinical as well as 
the bacteriological point of view, and everyone recalls the 
fine researches made in France by Roux and Vaillard, which 
gave us antitetanic serotherapy. It appeared, then, that 
the war was not able to teach us anything new. However, 
for the first time in our armies all the wounded received 
repeated doses of antitetanic serum. * The result was that 
the common tetanus, that we were observing before the war, 
almost completely disappeared. In its place some cases 
have been observed, occurring in spite of the serum, and for 
this reason called by Borrel 1 * post-seric tetanus. These 
forms present a particular physiognomy absolutely different 
from the classical form. 

“There Is, indeed, in question a tetanus of incomplete immunisa¬ 
tion, tetanus wbloh represents a fine example of those modified morbid 
types, with which preventive medicine is in course of endowing the 
natural history of the infectious maladies.” (Widal.) 

In short, it may be said that the war has brought us the 
following ideas :—1. Antitetanic preventive serotherapy is 
efficacious in the immense majority of cases. 2. When it 
acts incompletely it so modifies the course of tetanus that it 
has created new forms of the disease, unknown before its use 
was general. 3. The study of the checks to serotherapy 
ought to lead us (a) to use the serum in a more rational way ; 
and (£) to know how to complete its action by that of an 
antitetanic vaccination. These are some points that it is 
proposed to consider. 

I .—Efficacy of Antitetanic Preventive Serotherapy. 

Before, and even during, the war some surgeons have 
discussed the efficacy of the preventive serotherapy of 
tetanus. It is, however, beyond discussion. Pierre Bazy, 3 
who, the first, in 1914 proposed to make systematically in all 
the wounded an injection of antitetanic serum, has only 
observed 129 cases of tetanus in 10,896 wounded in hospital 
in the entrenched camp of Paris. These cases were almost 
entirely seen where the preventive injection was not 


* The first of these Supplements appeared in The Lancet on 
Bept. 21st, 1918, and comprised the following articlesThe Microbic 
Diversity of the Enteric Fevers, by Professor Achard; Post-Typhoid 
Atony of the Caecum, by Maurice Loeper, Professor in the Faculty of 
Medicine and Physician to the Hospitals, Paris. 

1 Borrel: Comptes rendusde la Society de Blologle, 6 Mai, 1916. 

3 Pierre Bazy: Presse Modicale, 4 F^vrier, 1915. 


habitually practised. Walther* received at the Val-de-Gnice 
200 wounded Germans. The serum not being available at 
this moment in sufficient quantity, 100 cases only could 
receive an injection. One alone had tetanus, which appeared 
the day after admission — i.e., the prophylactic injection had 
been made too late. Of the other 100 who had not been 
injected 18 had tetanus. 

Fredet, 4 at the moment of our first victory of the Marne , 
found in his hospital at Mary-sur-Marne 12 German wounded 
tended by a German medical man, who refused the anti- 
tetanic serum offered to him. Six of these wounded men 
died from tetanus, while Fredet, who employed serotherapy, 
did not see a single case of tetanus among his wounded, 
although they were more numerous. Many other statistics 
published in France demonstrate the efficacy of the pre¬ 
ventive sero-therapy of tetanus, but only the most charac¬ 
teristic are here cited. 

II. — Post-seric Tetanus. 

However, the immunity conferred by the injections of 
serum is not absolute. As Lumi&re 5 says, it seems that the 
antitetanic serotherapy may be in default for two principal 
reasons :— 

(a) When the quantity of toxin secreted at the seat of the 
wounds is considerable and out of proportion to the dose of 
serum injected. In this case the tetanus appears soon after 
the injection of the serum and in spite of it. Here we 
are dealing with an early post-seric tetanus. 

(b) The immunity conferred by the preventive injection 
may be partly or totally exhausted at the very moment when 
at the site of the wounds, more or less old, cicatrised or 
not, tetanic sowings follow a surgical intervention or a 
traumatism. Either of these may liberate the spores shut 
up in the encysted foreign bodies. These are the late post- 
seric tetanus, and are much more frequent. 

Considering the majority of the cases of tetanus observed 
in the present ciroumstances, the cases of post-seric tetanus 
constitute a family apart, possessing its special pathogenesis, 
its symptomatic picture, and, above ail, its quite particular 
prognosis. Far from testifying to the insufficiency of the 
preventive serum, such cases give us, on the contrary, the 
most varied proofs of its efficacy. It is the presence of the 
antitoxin and its action which dominate the malady 
(Montais ,} ). Everything comes down, in effect, to the struggle 
between the tetanic toxin and the antitoxin introduced 


3 W. Walther: Bulletin de l’Acad^mle de Medecine, 29 Sept., 1914. 
♦ Fredet: Soctete de Chirurgie, 20 Juin, 1917, p. 1338. 

5 Lumldre: Annales de l’lnstitut Pasteur, Janvier, 1917, p. 19. 

• Montais: Annales de l’lnstitut Pasteur, Juillet, 1916, p. 330. 
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by the serum. The post-seric tetanus is more attenuated 
and localised in proportion as the action of the antitoxin is 
more powerful. It is this action of the antitoxin which 
regulates at once the clinical signs and the prognosis of 
tetanus. 

The experiments of Roux and Vaillard on the preventive 
power of the serum are well known. Guinea-pigs are injected 
with a dose of filtered tetanus culture lethal to the controls in 
48 hours. The animals then receive, some immediately after 
injection of the toxin, others at intervals of 1-6 hours, a strong 
dose of very active antitetanic serum. In these conditions 
what do we see ? The tetanus will show itself earlier and more 
intense in proportion as the preventive injection has been made 
later, and the prophylactic dose of serum must then be pro¬ 
portionate to the delay, and must also be administered by 
the most .rapid routes of absorption, in the guinea-pig by 
intraperitoneal injection in preference. 

Clinically, in man the same phenomena are to be observed, 
and the preventive injection of serum can be seen to modify 
completely the clinical course of tetanus. Thus it is very 
difficult to fix the clinical 44 physiognomy ” of the tetanus, and 
we shall not endeavour to do this. Good descriptions will 
be found in the book of Courtois-Suffit and Giroux, 7 * and 
especially in the very excellent works of Montais and of 
Lumifcre already cited. One of the most striking features 
is the inconstancy and variability of the symptoms of post- 
seric tetanus (Montais, B6rard, and Lumifcre). In ordinary 
tetanus, that occurring in subjects who have never received 
antitetanic serum, the toxin affects successively, in a 
constant order, all the parts of the nervous system, from 
the nerves of the region wounded to the bul^o-medullary 
centres. 

“But la the injected subjects the pathogeny is quite special; the 
tetanus is the result of an incomplete seric protection. In these 
conditions the reaction of the higher centres can, from this fact, be 
incomplete, irregular, and incodrdlnate. Instead of yielding to the 
toxin with the habitual regularity of the classical tetanus, each of the 
centres has become free to react separately, in a variable and even 
nconstant manner." (Montais.) 

The seric injection protects in general the higher 
centres, which in the ordinary tetanus are the last affected. 
Thus many cases of post-seric tetanus are localised to the 
wounded limb. Courtois-Suffit and Giroux have been able 
to say that in these conditions the tetanus was no longer a 
general but a local affection. We might name it a veritable 
tetanic neuritis. Apart from those characteristic symptoms 
which are essentially painful cramps, this form of tetanus 
can give rise, like all kinds of neuritis, to trophic troubles 
B6rard, Lumtere, and Dunet,* Sencert and Cornioley, 9 have 
described, in the course of evolution of late localised tetanus, 
osteoporosis which, under the influence of the tetanic con¬ 
tractures, resulted in the production of spontaneous fractures. 

It has been orthodox to say up to now that tetanus respected 
the integrity of the intelligence. And in effect the tetanic 
toxin, following a progressively ascending course, affected 
successively the peripheral nervous extremities, the medulla 
spinalis, and then the bulb. In this way the tetanic patients 
died before the brain had been affected by the tetanic toxin. 
But now, owing to the serum, the bulbo-medullary centres 
can be preserved from the fatal lesions, and the tetanic 
poison is seen to reach the cerebral centres and to give rise 
to aooidents oSribraux. Berard and Lumi&re, 10 Lumifcre and 
Astier, 11 * have described these mental disorders, which-consist 
of hallucinations, delirium, agitation, and phobias, with 
nocturnal exacerbation. 

We would not have, described all these clinical particulars 
if it were not possible to draw from them important 
elements of prognosis. As the seric protection, which 
influences the course of the malady, has only a limited 
duration it can be remarked in the first place, with B6rard, 
that— 

“ the longer the interval between the preventive injection and the 
first signs of tetanus the more the symptomatology approaches the 
classical form of early tetanus, and the more serious becomes the 
prognosis.” 


7 Courtois-Suffit et Giroux: Lea Formes Anomales du Tetanos, 
Masson, editeur. Collection Horizon. 

• Berard, Lumldre, et Ducet: Bulletin Medical, 5 Janvier, 1918. 

• Sencert et Cornioley: SoctetA deChirurgie, 17 4vril, 1918, 742. 

M Berard et Lumidre : Acad 4 rale de Medecine, 18 Ddcembre, 1917. 

ii Lumldre et Astier: Society de Th6rapeutlque de Paris, 10 Janvier, 

1917. 


It can be observed further that the tetanus will be grave in 
proportion as the preventive injection of the serum has more 
or less well protected the higher nervous centres. From this 
point of view, as has been well shown by Montais and 
Lurai&re, great attention must be paid to the presence or 
absence of trismus. In considering this single symptom* 
three varieties of post-seric tetanus can be distinguished :— 

(a) Tetanus without trismus. — In these cases the injected 
antitoxin has prevented the fixation of the microbic poison 
on the central nervous system, limiting its action to the 
motor nerves of the wounded limb. These cases of tetanus 
without trismus are much less grave than the other forms. 

(b) Tetanus rvitk late trismus. —The bulbo-medullary centres 
are only incompletely protected. Then is noted the appear¬ 
ance of a late or incomplete trismus accompanying the local 
contracture. The prognosis is here less favourable. 

( 0 ) Tetanus with immediate trismus [trismus d'enibUe ].— 
Here the protective effect of the serum is exhausted ; the 
route has again become free for the penetration of the toxin, 
and the higher centres can be affected. These cases are 
almost always fatal. 

To compare the relative gravity of these different forms I 
give some very eloquent statistics from Lumi&re:— 


Post-seric tetanus—(a) without trismus; ( b) with trismus delayed or 
attenuated; (c) with trismus d'embl/e. 

( d) Tetanus without preventive injection. 


— 

(a) 

<b> 

<d 

«*) 

Total. 

Number of cases. 

15 

13 

26 

27 

81 

Cured ... . 

11 

8 

8 

7 

34 

Died from tetanus . 

1 

3 

17 

19 

40 

ft „ Intercurrent affections 

3 

2 

1 

1 

7 


III. —Therapeutic Conclusions. 

The new ideas acquired on post-seric tetanus may serve to 
indicate rational therapeutic action in regard to curative and 
preventive treatment. 

A. Curative Treatment. 

In the preface, which he has contributed to the book of 
Courtois-Suffit and Giroux, Widal writes :— 

“ In its origin tetanus is only a simple infectious localisation at the 
level of a wound ; but, on account of the elective action of the toxin 
secreted by its microbe, it is as a malady of the nervous system that It 
presents Itself to us from its first manifestations. So, to combat it, 
a symptomatic medication should come to the aid of the pathogenic 
medication. In knowing how to alleviate the crises of painful con¬ 
tractures the medical man gives at periods to his patient the means of 
passing over the dangerous stage, and can thus conduct him to the 
period of cellular reparations—that is to say, to cure." 

The pathogenic medication is the injection of antitetanic 
serum. Before the war nearly everybody admitted that the 
antitetanic serum had no curative virtue, in spite of some 
suggestive observations of massive serotherapy crowned with 
success. 13 Roux and Vaillard, although we are indebted 
to them for this brilliant discovery, concluded from their 
experiences that— 

“ When the first symptoms of tetanus appear the toxin elaborated 
in the focus of Infection has reached the nervous centres, and these 
may be sufficiently affected for death to ooour inevitably. Injected 
under the skin or into the peritoneum the antitoxin neutralises. 
Indeed, the toxin in the circulation, but does not remedy the lesions 
produced, and can effect nothing against a poisoning already realised.'* 

These ideas, which were applied to the cases of tetanus 
habitually observed at that time—cases which arose in subjects 
who had received no preventive infection—are no longer true 
for the cases of post-seric tetanus, which during this war are 
much more frequent. The evolution of these latter cases is slow 
and retarded, and the injections of antitetanic serum in large 
doses seem to exercise a happy influence on this evolution. 
Thus on the appearance of the first symptoms of tetanus 
there should be injected in two or three days 100-200 c. cm. 
of serum and even more. It must not be forgotten, in fact, 
that— 

•* If the antitoxin can no longer act on the toxin already fixed in the 
nervous elements, it can still act on the toxin that the teianus bacilli. 


l * Cb. Achard : Soc. Medic, dea HOpitaux, 9 Fevrler, 1912. Oulmont 
et Dumont: Ihid., 19 Avril, 1912. J. Darler et Oh. Flandln: Ibid., 
Novembre, 1912. 
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not destroyed, can continue to poor out at the level of the wound." 
(Widal.) 

At the present time the curative action of antitetanic 
serum seems indisputable. 

Route. — What route should be employed 7 The new 
trials which have been made in the course of this war 
are, above ail. based on the principle that tetanus being a 
nervous malady it is upon the nerves that it is necessary to 
act. The intracerebral route, supported by Roux and Borrel, 
has been almost abandoned. On the other hand, many 
surgeons much favour the intrarachidian route, but this 
seems of little practical use. Sicard has proposed para¬ 
neural injections, which are made at the junction of the 
limb with the trunk, and in the neighbourhood of the great 
nerves. Appert and Lhermitte practise epidural injection in 
the sacral canal, effecting thus a pararadicular injection. 
Walther and Jousset 13 in four cases made deep injections 
of serum of 20 to 30 c.cm. around the pharynx in the sub¬ 
maxillary region ; they have thus alleviated the trismus and 
dysphagia. But of all the methods it seems that one alone 
may be practically sufficient and free from all criticism — 
that is the subcutaneous method. 

Symptomatic medication. — But pathogenic medication, 
powerful though it is, has need of being completed by 
symptomatic medication, which is directed to the nervous 
phenomena; indeed, these remedies were proposed before 
the war. I shall not enumerate them, but will only point 
out two very interesting methods, due to B6rard and 
Lumi&re. These authors direct at Lyons a special tetanus 
treatment centre, and they have thus been able to acquire a 
very large experience. 

Lumi^re, 14 having studied during several years the action 
of oxydising agents on the tetanic toxin, found that the 
alkaline persulphates possessed in the highest degree the 
power of destroying the tetanic poisons. He then treated 
the tetanic patients under his care by intravenous injections 
of 20 c.cm. of a pure and neutral solution (5 per cent.) of 
persulphate of soda, performed once or twice a day. He has 
obtained excellent results, which have been confirmed in 
particular by W. du Bouchet li and by Jacob. 1 also have 
been able to note the good effects of this method of medication. 

B&rard and Lumidre,* 6 having on the other hand observed 
that the permanent contracture of the wounded limb is the 
most constant symptom of post-seric tetanus, and that this 
contracture, when the wound is accompanied by fracture, 
has the serious result of nullifying the reduction of the 
fracture, had the idea of combating it by regional ancesthesia. 
They have employed to this end a solution of novocaine of 
1'5 per cent., with the addition of a drop of adrenalin, 1 in 
1000. The injections have been made at the level of the 
brachial plexus for the upper limb, at the point of emergence 
of the sciatic for the lower limb, and in the vicinity of 
the nerve trunks controlling the groups of the contractured 
muscles. This treatment has given in all cases most 
encouraging results. 

But it is better to prevent than to have to combat an 
infection so redoubtable as tetanus. 

B. Preventive Treatment. 

In order to be able to meet all the circumstances it is 
necessary to know alike how to prevent the early post-seric 
tetanus which supervenes when the prophylactic injection has 
not been powerful enough, and the late post-serin tetanus 
which appears when the prophylactic injection is too remote. 

(a) Prevention of early post-seric tetanus. — Tetanus can 
develop soon after an injection of antitetanic serum made at 
the appropriate time, perhaps because there exists, together 
with the tetanus bacillus, paratetanus bacilli (this is a 
question which requires to be determined), but above all 
because at the level of a wound there is a superabundant 
secretion of toxin out of proportion to the dose of preventive 
serum injected. The superabundant secretion of toxin is 
produced especially in the freely suppurating wound, badly 
drained, and the first conclusion to be drawn is that one of 
the best ways of avoiding tetanus is to carry out early a 
complete surgical intervention. The second conclusion 
is that it is not necessary to hesitate in cases of serious 

“ Walther et Jousset: Acad^mie de Medectne, 29 9eptembre, 1914. 

, 4 Lumidre : Sur 1'Emplol du Persulfate de Soude dans le Traitement 
du T^tanoa, Lyon chlrurgical, Octobre. 1915. 

l » W. du Bouchet : Soctete de Chlrurgie, 18 Avril, 1917, p. 924. 

“ Berard et LumiSre: Academic de Medeoine, 13 Novembre, 1917. 


Wounds—above all, in the wounds of the lower limb, and 
quite specially in the cold-bites of the feet which have led 
during this war to such a large number of cases of tetanus — 
to make at once an injection of 20 or even 30 c.cm. of 
antitetanic serum. Repetition of the injection of serum is 
indicated every eight days for one month after receipt of 
the wound when dealing with infected wounds. This wise 
prophylactic measure is, however, insufficient. The 
immunity persisting for only about 15 days after the last 
injection of serum, it results from this that at the end of 
45 days the patients are no longer protected by the previous 
inoculations. Now, tetanus has often been observed to 
appear more than 50 days after the wound. How are these 
late cases of tetanus to be prevented ? 

( b ) Prevention of late post-serio tetanus .— The late post- 
seric tetanus supervenes after a delay of from one month to 
four months, and even more, after the wound — for example, 
212 days in a case of B6rard and Lumi&re. To what are 
these cases of late tetanus due ? In wounds which cicatrise 
slowly and are infected the spores of tetanus remain in a 
latent state as long as they are bathed by organic fluids con¬ 
taining the antitoxin of the serum. But when this la 9 t is 
exhausted by lapse of time microbic vegetation can take 
place and tetanus appears. In the cicatrised wounds the 
spores of tetanus can exist on the surface of projectiles. 
B6rard and Lumi&re have found them in three cases out of 
four. 17 They can also be found in the depth of old 
cicatrices, or even at times may come from the intestine of 
the wounded men. Any traumatism, and more particularly 
a surgical traumatism, operation, massage, mobilisation, 
suffices to set free the infection. 

From this comes the rule laid down by Pierre Bazy, 
B6rard and Lumi&re, and a large number of French sur¬ 
geons : always to practise a fresh injection of serum at the 
moment of the complementary surgical intervention which 
may liberate the infecting germs. However, this mode of 
action is not always sufficient. In certain wounds, which 
have a slow evolution or still contain foreign bodies, it can 
be observed that the tetanus constitutes a permanent menaoe. 
The question arises whether by means of injections of serum 
this permanent menace can be met. We have answered this 
question. M. VallSe and myself, in proposing antitetanic 
vaccination . 18 It is not logical, in fact, to seek to obtain durable 
effects from theserum, the action of which is always ephemeral. 
If it is desired to put rapidly, though for a short period, the 
wounded men in safety from tetanus it is necessary to supply 
them with the antibodies, already formed and immediately 
utilisable, that the serum represents. If, on the contrary, 
a prolonged menace of tetanus is feared the medical man 
can protect his patients by the slow but durable action of 
a vaccine. 

Inspired by the work of Roux and Vaillard, we have 
employed as vaccine an iodised toxin, the same as is used at 
the Institut Pasteur to prepare the horses providing serum. 
The power of the toxin which we have employed is such that 
1/10,000 c.cm. sufficed to kill a guinea-pig of 400 g. On 
mixing this toxin with an iodised solution (iodine lg., 
iodide of potassium 2 g., distilled water 200 g.), in the 
proportion of two-thirds of toxin to one-third of iodised 
solution, there is obtained a liquid neutral for the organism, 
but yet capable of vaccinating it. At first — acting, as can 
well be supposed, with the greatest prudence—we injected 
the wounded men a first time with lc.cm. of this iodised 
toxin, a second time with 2 c.cm., and a third time with 
5 c.cm. of toxin mixed with 2 c.cm. of iodised solution. 
Since then we have much increased the doses. There can 
easily be injected the first time 4 c.cm. of iodised toxin, the 
second time 8 c.cm., and the third time 12 c.cm. It is 
possible to increase further the number and dose of the 
vaccinal injections, which are remarkably well borne and 
provoke neither local nor general phenomena. 

We shall pursue, M. Vall6e and myself, further researches 
on this antitetanic vaccination. Up to the present the 
results which it has given us are so satisfactory that we can 
recommend it to our British friends in the hope that it will 
render them service. With the serum and with the vaccina 
tion it seems that we are now better armed against tetanus, 
and I desire to reproduce the conclusions that I stated at the 


17 Berard et Lumldre: Academledes Sciences, 9 Octobre, 1916. 

18 Henri Vallee et Louis Bazy : Vaccination Active contre le Tetanos, 
Academie dee Sciences, 25 Juln, 1917, et Society de Chirurgie, 27 Juin, 
1917, p. 1445. 
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8oci6t6 de Chirurgie in Jane, 1917, so as to define precisely 

the indications of the two methods. 

,f Immediately after the wound practise without delay an Injection 
of antitetanic serum, which you will repeat incase of need at intervals 
of some dais, so as to guard against immediate accidents. Then, 
favoured by the Immunity thus conferred on the wounded man, it will 
be legitimate treatment to render his resistance tenacious by submitting 
him to vaccination. It is recommended that this be carried out only 
five days at the soonest after the last seric injection, so as to avoid part 
of the toxin being absorbed by the antitoxin of the serum and thus 
becoming unsuitable to ensure the immunising reaction.” 

Such are the new ideas that the war has brought forth on 
tetanus. 


TETANUS CONSECUTIVE TO SUPERFICIAL 
WOUNDS AND TO TRENCH FOOT: 

TREATMENT AND PREVENTION. 

By Professor Raymond, 
m£decin principal de 2e classe. 

I shall confine myself in this short note to giving the 
result of my personal clinical experience on the two following 
particular points : (1) Treatment of tetanus consecutive to 
superficial wounds ; and (2) tetanus in trench foot. 

Treatment of Tetanus Following Superficial Wounds. 

1 have watched two cases of tetanus consecutive to 
superficial wounds. 

1. The first case was that of a soldier who had a slight wound 
in the region of the back caused by a small piece of shell. The 
wound was so slight that the man did not seek treatment, 
but some days later presented himself because of trismus. 
On admission to hospital he presented a typical tetanus with 
generalised contractures, trismus, dysphagia, convulsive 
crises, elevated temperature, Ac. The treatment consisted 
of: (1) Excision of the little wound as done for malignant 
tumour ; a small metal fragment was found in the excised 
tissues. (2) Serotherapy in large doses; 100 c.cm of serum 
each day injected hypodermically; this treatment was con¬ 
tinued for a fortnight. Gradually the crises became less 
frequent, the trismus, the dysphagia, and the contractures 
subsided. Towards the tenth day, as there was remission of 
temperature and the urine contained a large quantity of 
albumin, it was decided to discontinue the injection of serum. 
Immediately the temperature rose again, with aggravation of 
the symptoms. The seric treatment was again resorted to, 
whereupon the temperature fell, the symptoms disappeared, 
and cure became definite without fresh incident or complica¬ 
tion. 

2. The second case is analogous. A soldier received a very 
slight wound of the face in the region of the inferior maxilla. 
At first he did not seek treatment, but was obliged to do so, 
some days after his wound, for facial paralysis. He entered 
hospital with this diagnosis. A careful examination revealed 
slight crises of trismus on percussion of the inferior maxilla. 
Some hours later the complete symptomatology of tetanus 
appeared. The treatment consisted, as in the first case, of 
excision of the small wound, carried out as for a tumour,and 
intensive serotherapy. To start with, some intra-rachidian 
injections were made, but subcutaneous injection in doses of 
100 c.cm. each day constituted the basis of the treatment. The 
affection evolved as a grave form; there were very disquieting 
bulbar and cerebral symptoms. Then by degrees cure took 
place. The only accident was an eschar of the thigh 
consecutive to the injections of the serum. 

In these two cases we are dealing with a tetanus consecu¬ 
tive to a very superficial wound, so superficial that the 
wounded man did not present himself for treatment, and 
consequently did not receive preventive injection of anti¬ 
tetanic serum. The treatment has been based on ;— 

1. Excision of the wound. This was carried out as in the 
case of a malignant tumour, by circumscribing very widely 
the whole region of the wound. The object was to remove 
the tetanigenic germs with the tissues which contained them, 
without causing the penetration, by way of the operation 
wound, of tetanic toxin into the circulation. The excision 
has had in these cases, in our opinion, a preponderant action 
by the suppression of the focus of permanent production 
of poison. 

2. The excision of the wound having suppressed all new 
access of tetanic toxin, it only remained to combat the toxin 
already fixed in the tissues. Here serotherapy in high doses 
has given excellent results. In the first case in particular 


its efficacy has been shown ; on stopping the therapy a dis¬ 
quieting recrudescence of the symptoms immediately followed. 
The doses employed have been 100 c.cm. of serum each 
day by the subcutaneous route. The injections have been con¬ 
tinued until the infection was overcome—that is to say, from 
10 to 15 days. We have employed French or American 
serum ; in the former the dosage is based on the cubic 
centimetre, and in the latter on the antitoxic unit. 10 c.cm. 
of French serum of the Institut Pasteur correspond to 1500 
antitoxic units of American serum. 

Tetanus in Trench Toot. 

The affection called “ trench foot’* or “gelureol the feet” 
is very often accompanied by tetanus. This fact has been 
recorded by former authors, at the time of the wars of the 
First Empire and of the Crimea, but it has been lo 3 t sight of, 
so that the appearance of tetanus in trench foot has been a 
veritable surprise in the present war. Since our first studies 
with Parisot we have recorded the frequency and the gravity 
of this complication. We have observed especially two cases 
in the following conditions. 

We bad under treatment in our service 50 native soldiers, 
admitted the same day for a grave form of trench foot, 
with massive oedema of the legs, very extensive eschars, and 
profound infection of the tissues. To these local symptoms 
were joined an elevated temperature and the signs of 
general septicaemia that we find associated with this malady. 
All the patients had received a prophylactic injection of 
10 c.cm. of antitetanic sernm. 

On the eleventh day one of the patients presented acute 
symptoms of tetanus and died in 36 hours. We administered 
at once a fresh injection of 10 c.cm. of antitetanic serum to all 
the patients, but this did not prevent another man having 
tetanus as grave and rapid as the preceding and leading 
to death in 48 hours. We then made an injection of 30 c.cm. 
of antitetanic serum in all the other patients, and we had no 
further cases of tetanus. 

Numerous observers have recorded analogous facts, so that 
it can be said that trench foot is, above all, the tetanigenic 
affection, more so even than the wounds in war. This is very 
easily understood if we think of all the contaminations which 
are found on the feet of those who have stayed in the dirty 
water of the trenches, of the diminution of resistance of the 
tissues brought about by this stagnation, and, finally, of the 
micronic flora that have been described in this affection. 

Tetanus in trench foot is always grave, and almost all the 
cases have been fatal. If now, in accordance with what has 
always been our view — a view supported by numerous authors 
—the medical man avoids systematic amputation of the feet, 
it is of importance, so as to guard against the formidable 
complication of tetanus, to comply with the following rules : 
1. To make in all cases a prophylactic injection, as early 
as possible, of 20 c.cm. of antitetanic serum. 2. To 
repeat this injection, in all the cases where there has been 
loss of substance of the integuments, phlyctenae or eschar, 
at the end of eight days. 3. Not to fear, in the grave 
forms with extensive gangrene, infective manifestations, to 
increase the doses and inject 30 c.cm. and more. 4. To 
make an injection of 10 c.cm. at the least every eight days 
as long as there exist sphacelated tissues, necrosed or 
suppurating zones— in short, as long as the wound is not in 
the way of definite cicatrisation. 5. It is well not to allow 
an interval of more than eight days between each injection 
of antitetanic serum, alike to assure the continuity of the 
antitoxic treatment and to avoid seric or anaphylactic 
accidents. 

Thanks to this practice we have had, Parisot and myself, 
only the two cases of tetanus just related among several 
hundred serious cases treated in our centre. 
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Pratt and Others v. The British 
Medical Association. 

In the King’s Bench Division during the last 
fortnight of July there was heard at great length 
before Mr. Justice McCardie an action by Dr. 
Ernest Camden Pratt, Dr. David Holmes, Dr. 
Andrew St. Lawrance-Burke, and Dr. Charles 
Hodges Cairns (deceased) against the^ British 
Medical Association and certain members of the 
Coventry Division of the British Medical Asso¬ 
ciation. The plaintiffs, who were at the time 
of the institution of the action medical officers 
of the Coventry Provident Dispensary, claimed 
damages for conspiracy and injury in their pro¬ 
fession and for libel and slander. The opening 
addresses of counsel, both for plaintiffs and 
defendants, as well as the more pertinent evidence 
tendered on each side, were published in the 
medico-legal columns of the British Medical Jouimal 
on August 3rd and 17th, and, abbreviated although 
these reports are, the complicated arguments 
employed emerge well from them. In fact, this 
report was a remarkably accurate account of 
the principal features of the case. The exact 
definitions, and the legal and popular meaning 
attached to such terms as “ conspiracy,” “ malice,” 
and “ professional honour,” were debated; the 
fundamental divisions between free hospitals 
(taken as the type of completely philanthropic 
institutions) and provident dispensaries (where the 
work is not of a purely charitable nature) came 
under discussion; the powers and scope of the 
British Medical Association as opposed to those of 
a trade union were seen to be in question; the 
methods in which those powers were employed 
were described ; and no one was surprised on the 
last day of the protracted hearing when Mr. 
Justice McCardie, who had throughout displayed 
the greatest anxiety to make a complicated story 
clear, reserved his judgment in view of the legal 
importance of the case. With the consent of the 
plaintiffs the judge was sitting without a jury, and 
he explained frankly that he felt the onus upon 
him very heavy, inasmuch as not only the indi¬ 
vidual rights of persons alleged to have suffered 
were at issue, but questions of the first moment to 
the medical profession and the community. 

Mr. Justice McCardie delivered his lengthy judg¬ 
ment on TuesdfCy last, concluding with a verdict on 
the principal counts for the plaintiffs. Our readers 
are probably familiar with the main facts of the 
story, which is far too long a one to be treated in 
any categorical manner, although his lordship, in 
the course of his judgment, gave a very effective 
resume of the salient facts. For very many years 
the conduct of the Coventry Provident Dispensary 
was considered unsatisfactory by the local medical 
men. The professional point of view was set out in 


articles which appeared in our columns, and which 
took note of the ancient history, but for the purposes 
of the case, as decided against the British Medical 
Association, it is not necessary to go further back 
than 1906. This year marked the high level of the 
success of the Dispensary, and in this year the 
opposition of the Association took formal shape, 
when the following three causes of complaint 
against the institution were formulated : That the 
canvassing of the public for patients through a 
collector, paid on commission, was professionally 
improper; that the management was too ex¬ 
clusively in lay hands; and that no proper 
wage limit was imposed upon the subscribers 
for medical aid, and that such limit was not retro¬ 
spective. The result was a conference between 
the local medical profession and the managers of 
the Dispensary, when the first medical point was 
conceded, a salaried collector being substituted 
for one paid on commission; but no change of 
constitution was considered in respect of the 
other two points. Thereupon five of the medical 
staff of the Coventry Dispensary resigned, and 
in 1907 a medical club was started under 
medical auspices, .the British Medical Associa¬ 
tion deciding that members of the Association 
ought not to take medical office at the Dispensary. 
Had the Association been able to prevent the 
Dispensary from obtaining medical service, at 
any rate until its house was set entirely in order, 
contract practice in Coventry would have taken 
the shape which most of the profession who 
had thought upon the matter considered to be 
best both in the public and professional interest; 
but the Dispensary was able to find medical 
officers, despite the representations of the Asso¬ 
ciation. Whereupon the Coventry Division of 
the British Medical Association, supported by 
their central organisation, proceeded to make 
things professionally disagreeable for practitioners 
who held office at the Dispensary. Members of the 
Association were forbidden to enter into pro¬ 
fessional relations with the medical officers 
of the Dispensary, either in ordinary or con¬ 
sultant capacity, and the ostracism was ex¬ 
tended, as far as might be, to practitioners 
who were not members of the Association. The 
action of the four plaintiffs against the British 
Medical Association as an organisation, and against 
certain local members of the Association, arose out 
of the situation in which they found themselves as 
medical officers to the Coventry Dispensary while 
under professional boycott. The legal proceedings 
commenced long ago, and one of the plaintiffs is 
dead; nor were the other three in wholly com¬ 
parable situations in bringing their joint action, 
but substantially their grounds of complaint were 
identical. In the main, what Mr. Justice McCardie 
had to determine was whether the ostracism of the 
medical officers of the Coventry Provident Dis¬ 
pensary, admitted by the defendants, was lawful. 

Mr. Justice McCardie found for the plaintiffs on 
all counts, holding the coercive action of the British 
Medical Association illegal. He alluded to the dis¬ 
ciplinary measures of the Association as an improper 
assumption of power; and by describing the penal 
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powers of the General Medical Council with detailed 
accuracy he intended, we must suppose, to suggest 
that those powers are sufficient to meet all cases of 
improper medical conduct so far as the public is 
affected. In the awarding of damages he laid stress 
upon the blameless professional conduct of the 
plaintiffs, and was influenced by his reluctant con¬ 
clusion that malice had played a part in the attitude 
of the Association towards them. He held that the 
Association, to whose good work and high position 
he more than occasionally paid tribute, had been, in 
many of the circumstances under consideration, 
impelled by mixed motives—partly by a real desire 
to uphold the honour and interests of the medical 
profession, but partly by an intention to punish 
defaulters from the standards erected by the Asso¬ 
ciation. Mr. Justice McCardie’s verdict had been 
very generally anticipated. 


Wounds of Joints. 

During the four years of the grim struggle now 
drawing to its close, in which the human body has 
been the principal target, joints have been wounded 
by rifle- or shell-fire in about 1 in 25 of the direct 
hits recorded. Presumably the joints occupy about 
this proportion of the whole exposed surface of the 
body. Surgeons have, in consequence, gained a 
large experience of the various methods of dealing 
with joint wounds, and initial wide differences of 
opinion are now giving place to a remarkable 
degree of agreement on the general principles of 
treatment. We have already published a number 
of articles on the subject and are glad to 
include in our present issue the second part 
of a paper by Captain J. Campbell, which 
gives a useful summary of these principles. 
It is not long since joint injuries were regarded 
with something like dismay. Grave indeed they 
are, but we have learned that articular surfaces 
have no small power of self-protection, which does 
much to prevent and to limit the evil effects even 
of the severest injuries and infections. Synovial 
membrane may be trusted to overcome bacterial 
invasion, when not of overpowering virulence, pro¬ 
vided that exit is afforded to the exudate which 
the membrane pours forth. Moreover, in the face 
of any agent causing, inflammation the synovial 
membrane readily forms adhesions, and so rapidly 
are these produced that, in the course of a few 
hours, openings through which sepsis might enter 
are completely shut off, while sepsis which has 
already invaded the joint is localised within narrow 
limits. The properties of the tissues forming the 
articular ends of the bones have also important 
bearings. Articular cartilage is avascular, yet it 
,does not readily undergo erosion even in the pre¬ 
sence of sepsis unless subjected at the same time 
to pressure. When pressure is exerted sepsis leads 
rapidly to erosion. Hence, so long as sepsis is 
present in a joint it is logical to prevent pressure 
on the articular cartilage by the judicious use of 
extension. The bone underlying the articular 
cartilage receives no vessels from the articular 
surface, with the result that if any portion has its 
lateral blood-supply cut off, this portion of bone 


must die, forming a sequestrum which will then 
greatly facilitate the spread of any sepsis present. 
These are some of the fundamental considerations 
on the application of which depends the successful 
treatment of joint wounds. 

Other points for deliberation have reference to 
time and circumstance. It is clear that when cases of 
joint injury are rfeen early an immediate operation is 
indicated provided that the patient is in a condition 
to stand the shock. The operation would then con¬ 
sist in the removal of any foreign body present and 
of any loose portions of bone, the excision of the 
wound, and its complete closure. In a large pro¬ 
portion of the cases so treated the result leaves 
nothing to be wished. If, on the other hand, a 
period of 24 or 48 hours has elapsed since the 
injury was inflicted, and if the joint meanwhile 
has been well immobilised and efficient extension 
applied, there can be no object in interfering, 
while all appears to be going well. Information 
obtained by X ray examination may now be of 
great value in deciding what shall be done or left 
undone, and the report on the character of invad¬ 
ing organisms will also have its influence on the 
choice of treatment. The general principles for 
conservative treatment have already been indi¬ 
cated by anatomical considerations. First and 
foremost, the joint must be kept absolutely fixed, 
for movement diminishes relatively the chances of 
recovery; at the same time, the articular surfaces 
must be prevented by suitable extension from 
rubbing together. The number of splints intro¬ 
duced for this purpose during the war is legion, 
many of them both simple and ingenious, but the 
fact remains that for either limb some modification 
of Thomas’s original knee-splint appears to serve 
every purpose. Several patterns of this splint are 
now made which allow of an easy application of ex¬ 
tension, and practical experience has already shown 
their efficiency. In regard to operative procedures, 
excision of the joint should be reserved for early 
cases where the ends of the bones are much injured, 
but where a prospect remains for obtaining either 
a strong and fixed joint, or one in which some move¬ 
ment is retained; the amount of bone removed 
will vary accordingly. In late cases benefit will 
rarely be derived from excision, for severe sepsis 
adds a great danger to carrying it out. Many cases 
unfortunately still remain* in which the injury is 
too severe, or the strength of the patient is too 
much impaired to allow of any conservative 
measure whatsoever, and in these amputation 
provides the final alternative. 

Debatable points of technique there still are. The 
use of antiseptics in the joint is questioned by some, 
although many who have had experience with 
Professor Rutherford Morison’s bismuth and 
iodoform paste speak in the Highest terms of 
its value. In early cases it certainly does marvels, 
but its employment when sepsis is well established 
is more doubtful. Captain Campbell has some¬ 
thing to say regarding the quantity employed, which 
should not be sufficient to constitute in itself a 
foreign body. In septic cases Carrel’ s method 
has its special value, and the employment of 
irrigating tubes may enable secondary suture of 
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the wound to be performed later. Much depends 
on which is the actual joint involved. In respect 
of response to treatment no two joints are alike. 
In a large joint, such as the knee, drainage by 
lateral incisions is of little value; and where 
drainage has to be employed at all, openings should 
be made through the posterior wall of the joint. In 
the hip, the presence of the head of the femur, cut 
off from its blood-supply and surrounded by sepsis, 
is a definite hindrance to recovery, and in the 
opinion of many excision is imperative. While so 
much is firmly established, much still remains to 
be learned about the treatment of gunshot wounds 
of joints, but what has already been learned will be 
applied to the various injuries of civil life, with a 
▼ast improvement of joint surgery. 


Annotations. 


'•Ne quid nlmls.” 


THE CHANGES IN UNIFORM AND TITLES IN 
THE MEDICAL BRANCH OF THE NAVY. 

These changes, recently introduced, may be of a 
far-reaching character; they must be regarded as 
almost revolutionary in such a conservative service 
as the Navy. Therefore all the more credit is due 
to the present Board of the Admiralty for broad¬ 
mindedness in facing the problem of making public 
the conviction that all the different branches of 
the Navy are limbs of the same grand tree. The 
changes are a timely recognition on the part of the 
Admiralty that in a modern man-o’-war the hazards 
are shared by all, and the casualty lists leave no doubt 
that the medical personnel has borne its full share 
of recent perils. Up till now the uniform of officers 
in the Royal Navy has been of two types—viz., 
that worn by the executive and engineers, and that 
by the other branches, including the medical service, 
the paymasters, and naval instructors. The former 
was distinguished by a curl surmounting the upper 
ring of gold lace on the cuff and by oak leaves 
instead of a plain gold band on the cap. All now 
wear the same uniform. The coloured cloth (red in 
the case of the medical officers) between the gold 
stripes will persist, and is so distinctive that none 
but the colour-blind can fail to recognise at a 
glance the officers of the medical service. W T here 
two different types of uniform were worn by officers 
belonging to the same service invidious comparisons 
were bound to exist. The changes should result 
in a closer union between all the different branches 
of the service, where uniform means * so much. 
The new titles are of a compound nature, and 
comparing them with the old we have— 


Old. 

Surgeon Probationer, 
R.N.V.R. 

Surgeon. 

Staff Surgeon. 

Fleet Surgeon. 

Deputy Surgeon-General. 
Surgeon-General. 


New . 

Surgeon Sub-Lieutenant, 
R.N.V.R. 

Surgeon Lieutenant. 
Surgeon Lieutenant 
Commander. 

Surgeon Commander. 
Surgeon Captain. 

Surgeon Rear-Admiral. 


We are not much in favour of compound titles, but 
we recognise the good intentions underlying the 
change. There are other questions in the Naval 
Medical Service which require attention, but the 
changes in uniform and titles are an earnest of 
intended procedure which should influence young 
doctors in looking to the Navy for a future career. 


UNIVERSAL AN/ESTHESIA. 

The remarkable case described in another column 
by Captain E. D. Roberts, R.A.M.C., offers a problem 
in diagnosis to the neurologist, apart from its 
intrinsic interest for all who find attraction in the 
by-paths of medical lore. The patient is a Breton 
sailor, aged 37, who apparently shows no signs of 
disease, organic or functional, in his nervous 
system, except in regard to his sensory apparatus. 
His condition is one of universal anaesthesia, 
cutaneous and deep, involving all varieties of the 
former and some (not all) of the special senses. 
For the actual details the reader is referred to 
Captain Roberts’s painstaking description. There 
are certain features of the case which have struck 
the reporter as somewhat anomalous, and which 
are worth a little investigation. The patient is 
unable to make any voluntary movement with the 
arms when the eyes are closed ; without visual 
control he cannot innervate with accuracy. Oddly 
enough, though muscular sense is apparently as 
defective in the legs as in the arms, he can walk 
quite well with the eyes shut, and he can swim, in 
spite of the fact that in that art the limbs are 
not under visual control. This is the condition 
described by Nothnagel in 1887 as Seelenlahmung 
of organic origin; in certain lesions of the parietal 
cortex loss of kinaesthetic images of the range and 
form of voluntary movements occurs, with conse¬ 
quent inability to inhervate accurately. Where 
there is not merely loss of kinaesthetic images, but 
also loss of appreciation of kinaesthetic impressions, 
the patient has to depend on his visual memories 
and impressions of movements, and is helpless 
without them. Now in the present instance there is 
no evidence of a parietal lesion, nor, as already noted, 
is the Scelenlcihmung constant or logical in its mani¬ 
festations — a strong presumption in favour of the 
hysterical nature of the case. Again, when the 
eyes are closed the limbs may be passively put in any 
position, and they are so maintained by the patient 
—a condition of flexibilitas cerea. The mere fact 
of the position being sustained is proof of the 
innervation of the muscles in consonance with the 
kinoesthetic impressions awakened by the passive 
movement made by the observer. Hence these im¬ 
pressions are certainly present, though the patient 
may not be actually conscious of them—a point 
which again pleads in favour of the diagnosis of 
hysteria, and can scarcely occur in organic loss of 
kinaesthetic impressions as in advanced syringo¬ 
myelia. The curious pica shown on occasion by the 
patient is worth notice, for it is not, of course, in any 
sense an indication of organic disease. The extra¬ 
ordinary thermanaesthesia is, no doubt, such as may 
be found in severe cases of syringomyelia. We are 
reminded of the 44 professional painless man” whose 
case was described by Witmer in 1897. In this case 
the patient could hold a red-hot half-dollar in his 
hand without wincing until it had burned itself 
deep into the flesh. Witmer came to the conclusion 
that the subject did not perceive the pain, and not 
that he was stoically enduring it, and concluded 
he possibly suffered from syringomyelia. But the 
facts of hysteria mutilans show that similarly 
profound anaesthesia for all stimuli may occur 
in that psychoneurosis, and we are inclined to 
suggest to Captain Roberts that hysteria by itself, 
as readily as the combination of hysteria and 
syringomyelia which he himself puts forward, will 
account for the symptomatology of this curious 
case. The profession is indebted to Captain Roberts 
for putting the case on record. 
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MEASURES AGAINST INFLUENZA IN GLASGOW. 

The great industrial city of North Britain has had 
its public life much interfered with by the serious 
outbreak of influenza. In the third September week 
school children in the Shettleston area attended 
very irregularly, and influenza soon invaded the 
schools in Govanhill, and then generally throughout 
the city; incidentally the general death-rate rose from 
13*5 to 18 6 and 28'6 in the last week of September 
and the first week of October. This last-named figure 
is without precedent since 1909, when an equally 
high death-rate was associated with intense frost 
and fog. In the three weeks under review the 
total deaths registered were 257, 374, and 549, of 
which 16, 65, and 165 were credited to influenza, 
30, 65, and 107 to pneumonia, leaving only 66 to the 
other forms of respiratory disease. In the same 
period measles, scarlatina,whooping-cough,and diph¬ 
theria together only claimed 29 victims. The dis¬ 
location of school attendance was not due to any 
special incidence at school age, although the pro¬ 
portion of deaths at ages under 5 years was strikingly 
in excess, as is shown by the following table:— 


Age. 

Proportion of 
population. 

Proportion of total deaths 
for the week ending— 

Sept. 28th. 

Oct. 5th. 

0-5 years . 

11 '6 per cent. 

20 per cent. 

24 per cent. 

6-15 „ . 

208 

20 

19 

lb years and upwards 

67-6 

60 

57 


The decrease in school attendance has been fairly 
uniform throughout ail the standards, and is thus 
in striking contrast with the effect of an outbreak 
of measles, which is chiefly noted in the infant 
classes. This general prevalence raised some doubt 
as to the utility of school closure, but acting on 
the view that the risk of infection is always 
intensified when susceptible persons are collected 
together under one roof, Dr. A. K. Chalmers, the 
medical officer of health, adopted experimental 
closure of certain schools where absenteeism 
was at its maximum. Nine other schools have 
now been closed. With regard to the method 
of spread, everything points to aerial convey¬ 
ance. There was nothing to suggest direct spray 
infection, but rather the access of organisms to 
the body by the nasal passages. Nurses in contact 
with the disease readily contracted it. Special 
preventive measures should therefore, in Dr. 
Chalmers’s view, aim at intercepting the organism 
during the act of breathing by some agent supplied 
to the nasal passages and air cavities. He quotes 
Dr. J. Macintyre’s suggestions for applying germi¬ 
cidal substances to the nostrils :— 

“ If the vehicle in which it is used is the proper kind a 
very few drops on a handkerchief will act for 12 to 24 hours, 
or every now and then the agent can be inhaled into the 
nostrils, and, of course, if the air be taken in through the 
nostrils this volatile substance will be carried right down to 
the apices of the lungs. This method of treatment does not 
mean that sprays or douches should not be used, but what I 
have found is that for diseases of the respiratory tract, by 
means of some of these agents and methods of administra¬ 
tion, a great deal can be done by way of sedative and anti¬ 
septic means to relieve the patient from suffering, and to 
enable the whole respiratory tract to be kept in a healthy 
condition.” 

Dr. Chalmers adds that there seems reason to expect 
advantage from these measures when exposure to 
exceptional risk is encountered, as in public 
assemblies, picture-houses, and conveyances. He 
considers it essential at the same time not to 
neglect any factor contributing to personal hygiene. 


MENINGOCOCCIC PURPURA WITHOUT 
MENINGITIS. 

At a meeting of the Societe Medicale des Hopitaux 
of Paris, M. Arnold Netter and M. Marius Mozer 
reported the case of a mal6 infant, brought up on 
the bottle, who was taken to the Trousseau Hospital 
at 9 a.m. on July 17th. He had been ill for ten days 
with diarrhoea and tympanites. On the 15th an 
eruption appeared the nature of which could not 
be determined at the Saint Louis Hospital. On 
examination the child was wasted and the eyes 
were sunken. On the face, trunk, and limbs were 
numerous little violaceous spots of equal size 
which did not disappear on pressure. They were 
evidently purpuric. The temperature was 101*8° F., 
and there were no signs of visceral disease, no stiff¬ 
ness or Kernig’s sign, and the fontanelle was 
rather depressed. Lumbar puncture yielded clear 
liquid, not under much pressure, which on 
centrifugalisation gave a fine deposit containing 
extracellular diplococci not retaining Gram's 
stain, and having ail the appearances of meningo¬ 
cocci, and a few lymphocytes. There were 42 
mononuclears to the c.mm. The purpura, there¬ 
fore, appeared to be due to meningococcic septi¬ 
caemia, and invasion of the meninges seemed to be 
imminent. Twenty c.cm. of polyvalent antimeningo¬ 
coccic serum were injected into the sacro lumbar 
muscles at once, and the dose was repeated at 6 p.m. 
Cultures were made from the cerebro spinal fluid 
and from blood removed from the jugular vein. 
The child died at 6 a.m. on the 18th. Four hours 
after death cerebro spinal fluid was removed from 
the lumbar region of the cord and from the right 
lateral ventricle. The fluid was not yet purulent, 
but was not so clear as that removed on 
the previous evening. It contained numerous 
meningococci, principally extracellular, and cells, 
amongst which were numerous polynuclears. The 
blood and the fluid from the lateral ventricle gave 
pure cultures of the meningococcus, but the cerebro¬ 
spinal fluid removed during life gave no culture. 
At the necropsy the viscera were found normal, 
with no haemorrhages. The brain showed only 
some injection. Without the microscopic examina¬ 
tion the localisation of the meningococci in the 
meninges could not have been recognised or the 
nature of the disease suspected. M. Netter had 
recourse to lumbar puncture because he had long 
observed the relations of meningococcic infection 
with purpura and had found meningococci in the 
lesions of purpura. In such purpuras it is not 
exceptional to obtain cerebro spinal fluid of normal 
appearance, which may even contain no microbes. 
Invasion of the cerebro spinal fluid occurs after the 
infection and first in the cranial cavity. In the 
present case the septicaemia preceded the meningitis. 


ACCURATE CLINICAL THERMOMETRY. 

The importance of a correctly recording clinical 
thermometer receives official recognition in an 
Order issued last week from the Ministry of Munitions 
of War. This Order demands that on and after 
Oct. 21st, 1918, no person shall sell, offer for sale, 
supply or deliver, any clinical thermometer which 
has not been tested, approved, and marked in 
accordance with rules made by the Controller of 
Glassware Supply on behalf of the Minister of 
Munitions in consultation with the Local Govern¬ 
ment Board and the Department of Scientific and 
Industrial Research. Clinical thermometers must 
in future bear the stamp of approval of the National 
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Physical Laboratory, Teddington, and this approval 
will not be given in regard to thermometers, after 
a period of one month after the date of the Order, 
which show at any point in the registration of tem¬ 
peratures an error of more than 0 4°F (+ or — , we 
may presume). The approved thermometer will be 
marked with the National Physical Laboratory trade¬ 
mark and the year of test, thus— ISB 18. Nominal 
charges are made for the test and guarantee. 
This Order will bring pressure upon the work of the 
National Physical Laboratory, which has already 
undertaken such standardisation voluntarily and 
in return for a fee, and there are good reasons, 
doubtless, for making such a step compulsory. 
Medical men as a matter of scientific routine take 
care in their work of diagnosis to use correctly 
recording instruments, but the clinical thermometer 
has become almost a family guide, and the periodical 
taking of temperatures is often left in lay hands. To 
read accurately a thermometer which may prove to 
be inaccurate in its readings is to mislead the 
physician. The Order of the Ministry of Munitions 
brings into prominence the position of the National 
Physical Laboratory as a centre of standardisation 
of physical instruments. 


SIR WILLIAM HENRY THOMPSON. 

One of our Irish correspondents calls attention to 
the presumed loss on the Leinster of three members 
of the medical profession, one of whom was William 
Henry Thompson, M.D., I^.B.E., whose name is 
closely associated with the scientific aspect of food 
values. Post-graduate study at Galway, Dublin, 
London, Leipzig, Paris, Marburg, and Heidelberg 
widened his outlook, and as King’s Professor of 
Institutes of Medicine in the School of Physic at 
Trinity College, Dublin, he had long made food 
metabolism and nutrition his special study. Early 
in 1916 he read a paper before the Royal Academy 
of Medicine in Ireland giving a detailed survey of 
the food-supply of Great Britain on the lines of 
the Eltzbacher report brought out in Germany 
12 months earlier. His intimate acquaintance with 
food economy, both large and small, made him a 
valued member of the Advisory Committee to the 
Ministry of Food, where he placed his knowledge 
unreservedly at the disposal of other medical 
colleaguesthrough the columnsof The Lancet when¬ 
ever his official position allowed of the publicity. 
One great merit lay in his ability to reduce the 
cold details of calories and energy values to terms 
of interest for the common man’s breakfast-table. 
His article in a recent nun^ber of Science Progress 
was a conspicuous example of this facility. 


Royal College of Surgeons of England.— 
A quarterly meeting of the Council was held on Oct. 10th, 8ir 
George Makins, the President, being in the chair. The 
President reported that on Augustl4th the Right Honourable 
Sir Robert Borden, G.C.M.G., the Canadian Premier, 
accompanied by officers of the Canadian Army Medical 
Corps, visited the Museum and formally opened the 
Canadian Section of the War Office Exhibition of Medical 
Specimens. The Library Committee reported that Mr. 
Plarr, the librarian, was preparing a Roll of the Fellows, for 
which he has written about 1410 lives up to the present time. 
The Council, in pursuance of the recommendation of the 
Jenks Scholarship Committee, appointed Mr. Thomas 
Haines Sims, late of Epsom College, the twenty-sixth Jenks 
Scholar. The Council, in response to a letter from the 
Medical Secretary of the British Medical Association, 
approved of the calling of a conference in regard to the 
establishment of a Ministry of Health. The President 
reported that the Bradshaw lecture on “ Cancer of the 
Tongue ’* would be delivered by Mr. D’Arcy Power on 
Thursday. Nov. 14th, at 5 p.m. 


THE MEDICAL MAN’S INCOME-TAX. 

By JOHN BURNS, W.S. 

Paper restrictions compel what follows to be a study in 
income-tax and condensation combined. This article, also, 
does not deal with super-tax. 

Income. — Ordinary professional income is taken on the 
average of the preceding three years. The income from 
specific appointments under public bodies is taken on the 
actual amount of the year. The former is charged under 
Schedule D, the latter under Schedule E. Where appoint¬ 
ments carry not only a salary but also free residence, 
board, service, &c., only the cash salary is taxable income ; 
the other items do not count at all. Sums received for drugs 
must go in as drawings. But, of course, what is taxed is 
net income, and therefore many deductions must come 
off. These include: rent or annual value of premises 
used exclusively for practice ; a proper proportion 
of rent or annual value of residence, according 
to the part used for practice, not exceeding two- 
thirds ; rent or annual value of garage or stable ; 
inhabited house duty and tenants’ rates, heating and 
lighting, corresponding to the above items; assistants 
and locum tenens; service applicable to the professional 
practice, including maid servant and secretary or book¬ 
keeper and any assistance obtained in dealing with the 
income-tax problem ; travelling, including railway, car, 
carriage, and for horses, not the original cost, but all 
running expenses, repairs, and renewals, less salvage for 
the old articles; instruments, with the like restriction ; 
drugs, &c. ; professional subscriptions and literature ; 
telephone, telegrams, stationery, and postage. As regards 
practice (except appointments), an account is made upon 
these lines for, say. each of the three years, April, 1915, to 
April, 1916, also 1916-17, also 1917-18, and adding the net 
results together and dividing by three there is brought out 
the “statutory income ” under Schedule D tax for the now 
current year, April, 1918, to April, 1919. To that will be 
added the cash salaries of any public appointments for 
that year. 

Cash or earnings .—There is an option to deal with the 
drawings on the basis of either cash or earnings. The 
cash system means that you ignore all fees earned but not 
actually received, and all expenses incurred but not actually 
paid. Of course, these will all come in next year or later. 
This saves you all trouble about bad oi doubtful debts. The 
earnings system, on the other hand, brings into account 
everything earned or incurred respectively, though not 
received or paid ; but, of course, the same items must not 
figure more than once. If under this system you estimated 
fees due to you £20, and if you receive only £15 or £25, 
only the difference of £5 will be treated in next year’s 
account. We believe that nearly all practitioners adopt the 
cash system. 

Actual income. —If you are serving in the R.A.M.C., or 
doing other war work as explained below, you are 
entitled to throw over the three years’ average and to be 
assessed on your whole professional practice at the actual 
figure of the year. That can be ascertained only at the end 
of the year, and there will then be an adjustment. This holds 
whether you adopt “ cash ” or “ earnings.” Actual cash is 
treated as actual income. Further, in any case, war work 
or not, if your actual income of the year from all sources, 
taken together (including wife’s), is less by more than 10 per 
cent, than the total charge made on you by direct assessment 
and deductions, then you are* entitled to claim to be taxed 
on the actual income only. 

Other income . — Of course all your non-professional income 
must be added on in order to reach your total, and so to fix 
your rates of tax and abatements, if any. This includes 
income from investments, and the annual value of your 
residence if it belongs to you or to your wife, but only at the 
net Schedule A assessment figure. 

Wife's income. — This reminds us that your wife’s income 
must for tax purposes be added on to your own. There is an 
exception of her separately earned income, if the total of both 
does not exceed £500. 

Deductions. —You take off all true deductions—e.g., ground 
burdens, mortgage interest, bank interest, interest on price 
of practice. 
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Rates of tax. — Broadly, these are the items which make up 

the total. That total fixes your rate or rates. You may or 
may not be entitled to abatements (below), but these do not 
affect the rate or rates , though they do affect the sum on 
which these are payable. The rates are 


If total income does not exceed— 


£ 

500 
1000 
1500 
2000 
2500 
Over 2500 


Rite of tax 

on the part which is— 

Unearned 

Professional. 

War work 

s. d. 

s. d. 

8. d. 

3 0 

2 3 

1 3 

3 9 

3 0 

1 9 

4 6 

3 9 

2 3 

5 3 

4 6 

2 9 

6 0 

5 3 

3 3 

6 0 

6 0 

3 6 


payable? Answer: The net 
abatements, as follows 


total above indicated, less 


£10bf‘i?noT I ove?f!00. O l70. Ver ^ ^ “ “ 0t £60 °* 

2. Wife— £25 if total income not over £800. 

Widower's housekeeper. -The same. The housekeeper 
must be a relative of the taxpayer or of his late wife, and 
there must be a child under 16. 

X ii ren \7 ^ for eaoh ol i iM ’ step-child, or adopted child 
under 16. If the income does not exceed £800 all such 
ohildren count; if it exceeds £800. but is not over £1000, all 
under 16 count bar two; if over £1000, no allowance. 

Lt f e *™urance .— Premiums up to one-sixth of the taxable 
income. Suppose income £600, and the abatements £200 still 
this insurance abatement may be £100 if so much has been 
Enifn'i Th i re . a ^ e certain restrictions, especially upon new 
policies effected after June, 1916, and, on the other hand 
war extras are allowed beyond the one-sixth. Also it 
was larger. 6 81Xth ° f thG 1913 ~ 14 (last P re ’War) income, if that 

JJ^ aC i% te , d de P er i dent relatives .— If total income not 
oyer £800, £25 for each such relative of self or wife main¬ 
lined by you. if relative’s income not over £25 

*•' . rginal.—In applying these scales and income limits 
there is come and go to this extent that if you are, say £5 
above some limit you pay that £5 to the Commissioners and 

e «aI°?Rln fc °h aS lt J° a had never h a d it. If your income 
thi“^vtlu»b“e y °“ * 6 and a l0t 0f yOUU « ohildren 

. u /“/°™-- The <-e is an allowance (of varying 
amount) for this if yon are an R.A.M.C. or other officer *' 
is treated as an actual deduction from the par and 
merely an abatement. It may alter the whole position. 

Applying the abatements. — They always come off the 
lowest taxed part of yonr income first. This may greatly 
lessen their value. If you make £600 and your wife 
has from investments £200 all abatements will be first taken 
off at the 3s. rate and not at the 3s. 9 d. But R.A.M C and 

f n ™L War K f erVl ° e . S ar ®. ^ reated better ! « there is such 
income, abatements are taken off in this order: (1) ordinary 
professional income ; (2) unearned ; (3) service pay. These 
abatements are, as far as possible, given effect to in the 
direct assessment on the practice. But still it is often 
necessary to send in — 

Repayment claims. —They are in time within three years 
At present you may go back to April, 1915. Consider 
whether you have obtained your rights in all the respects 
above referred to. Do not forget interest pJB to any bank. 
It would be paid without deduction of tax. That means that 
you are entitled to apply to the Inland Revenue for a refund 
of an amount equal to the tax on the interest if you did not 
receive it off in the assessment on your practice. Also, the 
non-deduction of the interest may upset your whole tax 

‘I? l a8t yea . r9 ' These things can still be 

put right for that period. 

Hate relief — Thesame applies to the tax deducted at the 
source on dividends, Ac., on your own and your wife’s 
investments, including perhaps the house. It is always 
at h'ghest rate. During the years in question 
it has been 3*., 5*., and is now 6s. But that is more than 
people with modest incomes have to bear ultimately This 
relief is often given on the Schedule D assessment; but if 
not, then there must be a repayment claim. Do not be 
misled by dividends “free of tax.” That is onlv an 
expression You pay the tax all the same, and have repay¬ 
ment rights accordingly. ^ J 

War mnrk. We have above used this term for brevity but 
as this is a matter on which many inquiries might arise it 
may be better to state that the benefit of the reduced rate of 


tax, on the pay only , is available to all who in the tax year in 
question have served as (1) a member of any of the naval or 
military forces of the Crown or of the Air Force, which one is 
not deemed to have done unless he has served (a) on the 
active list of the Navy, or (b) in the Army with the colours 
or (<?) as an airman in the Air Force, or ( d) as an Army or Air 
Force officer on full pay or at a rate of pay which appears to 
the Income-tax Commissioners and the Army or Air Council 
equivalent to full pay, and that either out of the British 
Isles or for one month continuously in these isles ; or (2) in 
service of a naval or military character in connexion with the 
war, for which payment is made out of money provided by 
Parliament; or (3) in work abroad of the British Red Cross, 
St. John Ambulance, or similar body. 

Changes.—We have stated this year’s rules. Those for the 
three previous years have varied a good deal. The rates of 
tax were lower, so were the children abatements. The wife 
abatement is new this year. It is only this year that the 
limit for the family abatements has been raised from £700 
to £800. 

Partnerships. —The rate of tax is determined by the true 
tax position of each of the partners. Thus, though 4 s 6d 
is the earned rate on a profit of £2000, if there are’two 
partners equally interested the tax will be charged at 3 s 
being the £1000 earned rate. But if one takes £1200 and 
the other £800 tax will be charged on £1200 at 3* 9 d. and on 
£800 at 3*. That is subject to giving effeet to the partners' 
different abatements ; one may have no abatements, and the 
other’s may be important. All which shows that much care 
is required in seeing that the incidence of the tax is 
properly regulated in the partnership accounts. 

Where one partner is serving in the war the firm’s assess¬ 
ment is made up on the footing (1) of charging him on his 
actual profits of the year; and (2) of charging the other 
partners on the average, not of the three preceding years, 
out of the two preceding years and the tax year itself ; but 
this is done only if it benefits them, and in no case can they 
get off on less than the actual figures of the year. 


PARIS. 

(From our own Correspondent.) 

A Radio-surgietl Aeroplane. 

A new medical application for the aeroplane has been 
proposed, no longer to transport the wounded man to hos¬ 
pital, but to carry the surgeon to him. MM. Nemirovsky and 
Tilmant describe a machine which they call the “aerochir " 
being a three-seater carrying a pilot, a surgeon, and a radio¬ 
grapher, along with radiological and surgical outfits of small 
dimensions sufficient to serve for all operations. The dynamo 
of the aeroplane furnishes the current necessary for radiology 
and for heating the steriliser. An aluminium folding opera¬ 
tion table renders possible the extraction of projectiles by 
means of the screen. This aerochir is adapted to o irry to 
the front a relieving party equipped with surgical and radio¬ 
logical necessaries in a minimum of time and without risk of 
being held up on congested roads during an engagement. A 
dressing station unable to cope with a sudden influx of 
wounded could thus receive efficacious help within a few 
minutes. 

The Cerebrospinal Fluid in Typhus. 

Dr. Devaux, on his return from Roumania, where he was 
attached to the French Military Mission, has made an 
important report on the epidemic of typhus which raged 
there during the last two winters. He lays great stress upon 
the neurotropic affinities of the (still unknown) causative 
agent of the disease, basing his view on the predominance of 
nervous symptoms at the onset, their persistence throughout 
the attack, the frequency and gravity of the nervous com¬ 
plications and sequelaB of convalescence, and the wide dis¬ 
tribution of lesions in the nerve centres seen at autopsy con¬ 
trasted with the comparative immunity of the other organs. 
Cytological examination of the cerebro-spinal fluid is of 
marked clinical value and has some bearing on prognosis 
Leucocytosis occurs early in every case and persists for two 
to eight months, covering the whole duration of complica¬ 
tions. The increase of polynuclear cells is proportional to 
the gravity of the prognosis. Convalescence is heralded 
by a rapid diminution in the mononuclear forms, with a 
predominance of disinteerating cells. 
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IRELAND. 

(From our own Correspondents.) 

The Lotts of the “ Leinster .” 

In the destruction of the R.M.S. Leinster last week 
at least three medical men were on board and have not 
since been traced, and several nurses have also disappeared. 
Along with the names of Captain Digby Burns, R.A.M.C., 
and Dr. R. E. Lee, is that of Sir W. Henry Thompson, D.Sc., 
whose loss is deeply felt in Belfast. In 1893 when, on the 
resignation of the late Dr. Peter Redfern, the double 
chair held by that distinguished teacher of anatomy and 
physiology in Queen’s College, Belfast, was divided into 
separate departments, Dr. W. H. Thompson was appointed 
as Dunville professor of physiology, a position he occupied 
until 1902, when he left Belfast on being selected as King’s 
Professor of Institutes of Medicine in Trinity College, 
Dublin. He married Miss Isabel Redfern, the eldest daughter 
of Professor Peter Redfern, and to herand to their son and four 
daughters the sincerest sympathy of a very large circle of old 
friends in Belfast and the north of Ireland will be extended 
in their tragic and terrible loss. Sir W. H. Thompson came to 
Belfast a complete stranger, with a high record as a Galway 
College student, and as a demonstrator of anatomy in Trinity 
College, Dublin. He most worthily maintained and increased 
his fine early professional promise, and put the new depart¬ 
ment of physiology in the Belfast School of Medicine in a 
sound position. A thoroughly hard-working man, of marked 
independence of character, and determined to succeed, he 
impressed his colleagues with his great worth, while socially 
he took his proper position among the people and the affairs 
of the City of Belfast, following Professor Redfern’s admir¬ 
able example. 

Scheme for Medical Attendance on Discharged Disabled Men. 

The National Health Insurance Commission (Ireland) have 
now issued to the members of the medical profession an 
invitation to join in the scheme for giving medical attend¬ 
ance to discharged disabled sailors, soldiers, marines, 
and airmen resident in Ireland. The necessity for the 
scheme arises from the absence of the medical benefit 
from the National Health Insurance Acts as applied 
to Ireland. The Government is providing a sum of 
money equal to a capitation-rate of 12 s. 6d. per head for 
each discharged disabled man resident in the large towns 
and 15#. for those in the country. The fund for the whole 
country will go into a common pool, and payment will be 
made to the practitioners who give treatment in proportion 
to the work done by each. An elaborate system of token 
values has been arranged for the several services likely to be 
rendered. 

Royal Academy oj Medicine in Ireland. 

The annual general meeting of the Royal Academy of 
Medicine in Ireland was held on Oct. 11th. The number of 
Fellows increased during the year from 131 to 133, and the 
number of Members decreased from 17 to 15. The results 
of elections to the various offices were announced. Sir John 
Moore, D.Sc., succeeds Dr. R. D. Purefoy as President, 
and Major F. C. Purser succeeds Sir John Moore as secretary 
for foreign correspondence. 

Oct. 14th. _ 


MEDICINE AND THE LAW. 


Pratt and Others v. The British Medical Association. 

Judgment was delivered by Mr. Justice McCardie on 
Tuesday last in the case in which several Coventry doctors 
6ued the British Medical Association, and three of its local 
members, for conspiracy, libel, and slander. The Associa¬ 
tion had charged the plaintiffs with conduct detrimental 
to the honour and interests of the profession in carrying 
on a dispensary at Coventry on principles fundamentally 
opposed to those approved of by the Coventry division 
of the Association. His lordship, sitting without a jury, 
found in favour of the plaintiffs, and awarded damages 
as follows: For unlawful molestation Dr. Burke £1000, 
Dr. Holmes £700, and Dr. Pratt £700; for defamation, 
Dr. Burke £420, Dr. Pratt £630, and Dr. Holmes £360. 
In delivering judgment Mr. Justice McCardie said that in his 


view the plaintiffs were boycotted, punished, and pecuniarily 
damaged without just cause in law, and he felt compelled to 
come to the reluctant conclusion that the plaintiffs had 
established actual malice against the defendants. Plaintiffs, 
he added, must have the oosts of the action, save in so far as 
any costs arose on issues in which they had failed. The 
terms of injunction remain for consideration. 

An Audacious Impostor. 

At Liverpool recently a man named Blacklin, 35 years of 
age, was convicted of giving false information on a registra¬ 
tion form, with being an unauthorised person wearing six 
military decorations, afld with wearing uniform so closely 
resembling that of the Royal Navy that it was calculated 
to deceive. On the first two charges he received concurrent 
sentences of six months’ imprisonment, and on the third was 
ordered to pay a fine of £50, with the alternative of imprison¬ 
ment for three months. He had engaged a room at a hotel 
in the character of Black, Surgeon, R.N., and had shown 
a card with the printed inscription, “ Surgeon-Major 
Sir Patrick Black, Bart., M.V.O.,” an assumption of 
titles which would have led to his immediate undoing 
on the exhibition of such a card to anyone with a 
glimmer of social knowledge. According to his own tale 
told to the police, with possible inaccuracies and exaggera¬ 
tions, he had been before the war in turn a messenger boy 
at the War Office, attached to the R.A.M.C., and a dis¬ 
penser in New Zealand. He joined the Expeditionary Force 
and had been wounded twice, and had afterwards selected the 
name of Patrick Black in the Medical Register because that 
was a name resembling his own, and he saw opportunities. 
He had written to the Registrar of the General Medical 
Council asking him to change the address of that gentleman 
to his own address. He had no difficulty in obtaining 
the post of medical officer on board a steamship, and 
in that capacity had made two voyages. Whatever amount 
of truth there may be in thi6 story, it points to the necessity 
for taking every reasonable precaution on the part of those 
controlling medical appointments. The adoption of the 
name of a medical practitioner actually on the Register is, 
however, probably not very often practised, and to obtain 
the alteration of the address is so obviously likely to lead to 
speedy detection that the example of Blacklin will hardly be 
followed by others. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 

The following subscriptions have been received up to 


Monday last, Oct. 14th : — 

£ s.d. 

Miss Agnen M. Cowan, 

M.O.i/cQ.M.A.A.O. 2 2 0 

Dr. W. H. Davies 

(quarterly) . 1 10 0 

Mr. E. Spencer Evans 

(monthly) . 0 10 0 

Dr. J. W. Papillon 

(quarterly) . 0 10 6 

North of England Branch 
B M.A.-— 

Dr. T. L. Bunting ... 5 5 0 

Dr. F. Beaton . 110 


£ s. d. 

Dr. F. Bell . 10 0 

M<tj"r L. G. Dillon ... 110 

Dr. J. Chalmers. 2 2 0 

Dr. O. W. Ogden ... 5 5 0 

Dr. A. S. PerciVal ... 110 

Dr. D. Revie . 110 

Dr. G. H. Lowe. 110 

Dr. J. Charles . 2 2 0 

Mr. Morison Johnston 110 

Dr. P. Barker. 110 

Dr. H. E. Mortis (second 
donation this jear) ... 3 0 0 


1 Per Dr. J. Don, Hon. Sec. 


Subscrijftions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


Sidmouth Isolation Hospital.—A t the last 
meeting of the Devon Coanty Council it was reported that 
the Sidmouth Urban Council had received notice to quit the 
premises they Occupy as a temporary isolation hospital. 
The Sidmouth council are anxious to provide a permanent 
isolation hospital for their district, and requested the 
county council to release them from the scheme for the 
constitution of a hospital district (including Sidmouth) and 
provision of an isolation hospital for East Devon. The 
county council decided to inform the Sidmouth authorities 
that there was no objection to the provision of a temporary 
hospital during the war, but that the county scheme would 
be proceeded with as soon as ciroumstances permitted. 
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Cjre Mar. 


The Casualty List. 

The following medical officers appear among the casualties 

annonnced since our last is3ue :— 

Killed. 

Capt. G. A. G. Bonaer, R.A.M.C., attached Norfolk Regi- 
ment, was educated at Cambridge University and at 
^ -“bomas s Hospital, London, and held appointments 
at St. Thomas’s and also at the Addenbrooke’s Hospital, 
Cambridge. Prior to joining the R.A.M.C. he was in 
practice at Sutton-in-Ashfield, Notts. 

Capt. K. Elme8, R.A.M.C., attached London Regiment, 
qualified in Ireland in 1916, and joined up forthwith. 

Capt. A. Ross, Canadian A.M.C. 

Capt. J. A. Stanley, R.A.M.C., attached Royal Warwickshire 
Regiment, came over with the Canadian Expeditionary 

n ! 0 n Ce A a ,r lafcer a commission in the R.A.M.C 

Capt. R. P. Young, Australian A.M.C. 

Capt. H. A. Culham, Canadian A.M.C., was educated at the 
University of Toronto, and qualified in 1910. Prior to 
joining the Expeditionary Force he was in practice at 
Viceroy, Moose Jaw. 

Died. 

Capt• B• H. Leigh, R.A.M.C., qualified at Edinburgh in 
1896, and after serving as a surgeon to the Pacific 8team 
Navigation Company he practised for some years at 
Southend-on-Sea. Later he retired, and on the outbreak 
V h * 8 Professional work by joining the 

SrA-jf - 0 - . Ha ,died at the Epsom War Hospital from 
illness contracted on foreign service. 

MajorP. T. Priestley, R.A.M.C., waseducatedat Birmingham 
University and qualified in 1912. He held an appoint- 
ment at the Bn-mmgham General Hospital anl later 
practised at Moseley. He died at Salonika from influenza. 

Preciously Reported Wounded , novo Reported Died of 
Wounds. 

Capt. K. MoA. Ross, R.A.M.C., attached Highland Light 
Infautry, quahfled at Glasgow in 1915 and joined up 
shortly afterwards. F 

Wounded. 

Major T. Ferguson, R.A.M.C. 

Capt. G. B. Egerton, R.A.M.C. 

Lieut.-Col. H. L. Welch, Australian A.M.C. 

Capt. F. G. Banting, Canadian A.M.C. 

Capt. A. McA. Blakely, Canadian A.M.C. 

Ma^orW S Hua"'i.C. A -R M A C MC td - ^ Sarr ^ 

Major T. J. Lindsay, R.A.M.C. 

GaP Eas/y or ks Regi men t DCM ’ RAMC " aUaohe ‘ i 

Xr B J.Vana U nc e e,R.A:M C A M - C ' R ° ya ‘ We,9h Pu9 ' 

f ; | ; |onng h Ca^dVanA.M.C° rkS Regiment - 

T? a J e * M.C., R.A.M.C., attached Lancs Fus. 

^ Regiinent Pater90n ’ RAMC *’ afctd * R °y* { West Surrey 

Capt. D. G. K. Turnbull, M.C., Cauadian A.M.C. 

Capt. H. M. Joseph, R.A.M.C., attached Essex Regt. 

Major J. B. 8cott, M.C., R.A.M.C. 8 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sous of 
medical men are reported:— 

Second Lieut. C. \J. N. Lambert, M.C., R.P.A., killed in 
notion, elder son of Dr. H. L. Lambert, of Barnes, 
London, 8.W. 

Lieut. R. M. Bennett, R.A.F., killed in action, elder son of 
Dr. J. H. Bennett, of Beckenham. 

Beoo j; d 1 J; C. Maurice, Royal Berkshire Regiment, 

Ma.nrJr m n ?? 9ti 8on of Breve * Colonel W. J. 

T ; T.F., of Reading. 

Lieut. E. T. Halford, R.E., died at Aldershot, son of the late 
Dr. E. Halford, of Hammersmith, London, S.W. 

8econd Lieut. H. F. Weiss, London Regiment, killed in 
action, only son of the late Mr. H. F. Weiss. F.R C S of 
Hanover-square, London, S.W. * M 

““d?. iSC - w *» * 


OBITUARY OF THE WAR. 


ALEXANDER JOHNSTON, M.D.Glasg., D.P.H. Camb„ 
major, rotal army medical corps. 

Major A. Johnston, who died at a nursing home in Glasgow 
on Sept. 22nd, was son of the late Robert Johnston, of 
Dumbarton. He was educated at Glasgow Academy and 
at the University where he graduated M.B., C.M. in 1883, 
subsequently holding resident posts at Manchester Royal 
Infirmary and Monsall 
Hospital. He then 
travelled widely in 
Europe and America 
before settling down to 
his life-work as phy¬ 
sic i a n-superintendent 
of the Glasgow City 
Hospitals, a position 
which he held for 22 
years. He was also 
deputy medical officer 
of health and lecturer 
on infectious diseases 
in the University, being 
responsible for a 
number of important 
papers and reports on 
epidemiology. In April, 

1915, he was appointed 

officer in command of -__ 

the Thornhill Military Hospital, continuing until July last, 
when he underwent an operation which unexpectedly had a 
fatal termination. 

Major Johnston was a man of many interests. He was 
deeply read in Scottish history. He was an active chairman 
of the Glasgow Eastern Medical Society. Of a kindly dis¬ 
position, he had the reputation of being fearless in the 
discharge of his duty and careful for the well-being of those 
under him. His widow, the eldest daughter of Mr. Richard 
Allan, medical officer of health for Dumbarton, survives him. 



BERNARD CHARLES TENNENT, M.D., Oh.B. Edin., 
military cross with bar, 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major B. C. Tennent, who was killed in action on 
August 22nd, was son of the late Rev. E. C. Tennent, of 
Martinborough, N.Z. After graduating in medicine at 
Edinburgh University and holding resident appointments in 
London at the Great 
Northern and Ormond- 
street Hospitals, he 
went out to New 
Zealand and settled in 
Wellington. Returning 
to this country on the 
outbreak of war, he 
received a commission 
in the R.A.M.C. in 
January, 1915, serving 
for three and a half 
years on various fronts. 

The Military Cross was 
awarded to him “ for 
conspicuous gallantry 
and devotion to duty 
in constantly exposing 
himself with the utmost 
fearlessness under 

heavy shell fire in - 

order to visit his posts in the front trenches.” The 
addition of the bar was further proof of his courage and 
presence of mind. A friend who knew Major Tennent well 
writes of his combination of manly and athletic qualities with 
gentleness and grace of spirit. Major Tennent married in 
June, 1917, Daisy, youngest daughter of the late C. 0. Skarratt. 

Oub Day,” 1918.—The King and Queen have 
each subscribed £1000 to the funds of the Red Cross for 
“ Our D ay ” Oct. 24th. The Lord Mayor has asked the 
City of London to subscribe £1,000,000 for “ Our Day.’* 
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The Honours List. 

The Distinguished Service Cross, for services in the 
destroyer action in the Adriatic on the night of April 22nd- 
23rd, 1918, has been conferred upon— 

8urg. Prob. Charles C. Elliott, R.N.V.R. 

He carried out his duties In attending wounded under heavy fire and 
difficult conditions. Although he was suffering from a painful 
sprained wrist, his skilful work undoubtedly saved several lives. 
His conduct was an example and encouragement to all on board. 

And for services in the Battle of Jutland on May 31st, 1916, 
upon— 

Surg. Prob. Alexander Joe, R.N.V.R. 

Medical Offioer of H.M.S. Nestor. He behaved with the greatest 
coolness under fire, tending the wounded single-handed both in 
Nestor and later on board a German destroyer. His conduct was 
highly praiseworthy throughout. 

The following appointments to the Order of the British 
Empire are announced :— 

Officers —Dr. Mary Booth (organised Friendly Union of Soldiers’ 
Wives and Soldiers' Club. Sydney); L f ..*Col. A. S. Herbe'-t. New 
Zealand M.C. (for special services in connexion with military hospitals 
at Rotorua); Lt -Col. H. H. Y. Hearsey, Prlnclpil M «iic*l Officer to 
the Civil Government and Assistant Director of Military Medical 
Services, Nyasaland Protectorate. 

Members.— Dr. C. Akerman (Natal); Dr. P. P. J. Ganteaume, Mayor 
of Bast London, S.A.; Dr. R. Straohan, Mayor of Germiston. S.A.; 
Dr. J. B. Addison, Chief Medical Officer, Colony of Seychelles (for 
services in connexion with war charit.ies); Dr. K. Howard, of the 
Universities Mission to Central Africa (for voluntary service in attend¬ 
ing sick and wounded native soldiers and carriers. Zanzibar); Surgeon- 
Major John Hutson, Publio Health Inspector. Barbados, and Principal 
Medical Officer to the Barbados Defiance Force; and Dr. J. Lochhead. 
Surgeon, Colonial Hospital, Gibraltar (for services to merchant seamen). 


Mentioned in Despatches. 

The names of the following medical officers are added to 
recent despatches 

Maj.-Geu. W G. A. Bedford, C.B.. C.M.G., A.M.S.; Temp. Capt. 
M. B. Arnold, R.A.M.C.; Capt. B. A. Odium. R.A.M.C. : Lt. (temp. 
Capt.) W. H. Ferguson. R.A.M.C.; Temp. Capt. A. C. Mann, M.C., 
R.A.M.C. ; Col. K. M. Slmp3on, Canadian A.M.C. ; Temp. Maj. J J. 
Abraham, R.A.M.CJ.; Lt.-Col. (temp Col.) G. A. T. Brav. R A.M.C.; 
Maj. (temp. Lt.-Col.) M. Dunning. R.A.M.C ; Col. K. G. R. Bvatt, 
R.A.M.C.; Capt (acting Lt.-Ool.) B. C. Lambkin. R.A.M.C.; Temp. Lt.- 
Col. H. Wade, R.A.M.C.; Lt.-Col. R. T. Brown. D.S O., R.A.M.C.; 
Maj. (temp. Lt.-Col.) P. S. Clarke, South African M.C. ; Capt. V. S. 
Dunn, Bast African Med. Service: Temp. Maj. W J. Gow, R.A.M.C.; 
Maj. R. S. Kennedy, M.C., I.M.S.; Capt. (acting Lt.-Col.) J. A. 
Manifold, R.A.M.C.; Lt.-Col. P. W. O’Gorman, I.M.S.; Surg. -Prob 
J. B. Deane, R.N.V.R. - 

Brought to Notice. 

The names of Major W. McConaghy, R.A.M.C., and of 
Temp. Capt. W. N. Montgomery, R.A.M.C., have been 
brought to the notice of the Secretary of State for War for 
valuable services rendered in connexion with military 
operations in Hedjaz. - 

Foreign Decorations. 

French. 

Croix de Guerre.— Temp. Capt. J. B. McFarland, M.C., R.A.M.C.; 
Capt. (acting Maj.) B. R. Lovell, R.A.M.C. ; Capt. M. J. H times, 
Australian A.M.C. ; Maj. (acting Lt.-Col.) H. H. A. Emerson, D.S O., 
R.A.M.C.; Capt. S. R. Foster, M.C., R.A.M.C.; Maj. (temp. Lt -Col ) 
W. J. S. Barvey, D.S.O., R.A.M.C. ; Maj. (temp. Lt.-Col.) F. D G. 
Howell, D.S.O., M C, R.A.M.C.; Capt. P. McBwan, R.A.M.C.; Maj. 
(acting Lt.-Col.) P. J. Marett, R.A.M.C.; Capt.. (acting Maj.) f. J. Mel. 
Shaw, M.C . R A.M.C.; Capt. (actirig Maj.) W. L Webster, R.A.M.C ; 
Temp Capt. A. B. Cluckie, R.A.M.C. 

Legion d'Honneur: Croix de Chevalier.— Col. H. R. Casgrain, 
Canadian A.M.C. ; Hon. Maj. C. F. Skipper, Canadian A.M.C. 

Portuguese. 

Military Order of Avis , 2nd Class.— dajor W. H. G. H. Best, R.A.M.C. 
Hellenic. 

Order of the Redeemer.—2nd Class, (irand Commander : Surg.-Gen. 
Sir H. R. Whiteb-ad, K.C.B. ;ird Class, Commander: Lieut.-Col. 
A. R. Aldridge. C.B., C.S.I., C.M.G., R.A M.C. 5th Class. Cavalier 
Capt. J. P. Litt, It.A.M.C. j at , aaete . 

Order of the Sacred Treasure , 3rd Class.— Col. T. J. R. Lucas. C.B. 

(retired pay). _ 

Influenza on American Transports. 
Alarming accounts have been current regarding the 
prevalence and fatality of influenza among the U.S.A. 
troops on their way across the Atlantic, especially on the ill- 
fated s.8. Otranto. There has evidently been some con¬ 
fusion between the number of cases and the number of 
deaths. Regarding the Otranto , we are in a position to state 
that up to the time of arrival in English waters there had 
been about 50 cases of influenza and pneumonia. Four of 
these cases of pneumonia proved fatal. Among the survivors, 
a considerable number of whom were injured in the accident, 
deaths have occurred from pneumonia due to exposure daring 
rescue. But this mortality should, of course, not be credited 
to the prevailing epidemic. 


Major-General M. W. Ireland, the New 
Surgeon-General, U.S.A. 

As we announced last week, Major-General Merritte W. 
Ireland has been appointed Surgeon-General to the United 
States Forces. General Ireland entered the Medical Corps 
of the American Army in 1891 as a first lieutenant. 
He was promoted to the grade of captain in • 1896. 
During the Spanish-American War he was with the 
Fifth Army Corps expedition, which fought the battle of 
Santiago and received the surrender of the city. Shortly 
after the conclusion of the Caban campaign General Ireland 
was sent to the Philippine Islands as major and snrgeon of 
the 35th Infantry, U.S. Volunteers. Soon after arrival there 
he was detached from regimental service and placed in 
charge of the Medical Supply Depdt in the city of Manila, 
which he administered with great success. Returning to 
the United States at the end of two years, he was called to 
the Surgeon-General’s office in Washington, D.C., in 1902, 
under Sargeon-General O’Reilly, and placed in charge of 
the personnel division of that office, which he administered 
most successfully until 1912, when he was again sent to the 
Philippines and put in charge of a large hospital in the 
vicinity of the city of Manila, located at Fort William 
McKinley. 

General Ireland returned to the United States in 1915, 
and at the time that America entered the present war was 
the commanding officer of the large base hospital at Fort 
Sam Houston, Texas. Detached from this duty, he accom¬ 
panied General Pershing to Europe as a member of his staff 
and filled the position of assistant to the chief surgeon of 
the American Expeditionary Forces from July, 1917, until 
March, 1918, when he was promoted to chief surgeon of the 
command while yet a colonel. His promotion to the grade 
of brigadier-general followed in May of the present year, 
and he attained the grade of major-general in the Medical 
Corps last August. General Ireland returns to the United 
States very shortly to take up the duties of his new position 
at U S. Army Headquarters at Washington. He has always 
been a man of untiring energy and acute judgment in the 
conduct of affairs, and the Medical Corps under his strong 
guidance will acquit itself well in the great endeavour which 
it has now before it. 


The Income-tax of Medical Women attached 
to the R.A.M.C. 

Dr. Louisa Garrett Anderson has written calling attention 
to the fact that medical women attached to the R.A.M.C. do 
the work of commissioned officers when enforcing discipline 
in such a hospital as the General Military Hospital, Endell- 
street, perform the surgical duties of officers in the R.A.M.C., 
and receive the same rate of pay, but because they do this 
without having commissions or honorary commissions they 
are not entitled to the Service rate of income-tax. Where 
abatement is made in the case of men on the ground that 
they are doing work of a military character, it is not easy to 
see why work of the same kind performed by women should 
not entitle them to the same privilege. 


URBAN VITAL STATISTICS. 


VITAL STATISTICS OF LONDON DURING SBPTBMBBR, 1918. 

In the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in tbe City of London 
and in each of the metropolitan boroughs. With regard to the 
notified caseB of infectious disease it appears that the number of 
persons reported to be suffering from one or other of the ten 
diseases specified in the table was equal to an annual rate of 
4-7 per 1000 of the population, estimated at 4,028,901 persons; in 
the three preceding months the rates had been 4*5. 3’5, and 3’2 per 
1000. No case of any of these diseases was notified during tbe month 
of September in the City of London. Among the metropolitan 
boroughs the lowest rates were recorded in Chelsea, the City of 
Westminster, St. Marylebone, Hampstead, and Holborn; and the 
highest rates in Finsbury, Bethnal Green, Stepney. Southwark, 
Bermondsey, and Greenwich. The prevalence of scarlet fever was 
60 per cent, higher than in the preceding month ; this disease 
was proportionally most prevalent In Finsbury, Bethnal Green, 
Stepney, doutbwark, Bermondsey, and Lambeth. The Metropolitan 
Asylums Hospitals contained 931 scarlet fever pstlents at the end 
of the month, against 846, 753, and 690 at the end of the three 
preceding months; the weekly admissions averaged 164, against 
127, 106, and 101 in the three preceding months. The pre¬ 
valence of diphtheria was about 50 per cent, higher than in August; 
the greatest proportional prevalence of this disease was recorded in 
St. Pancras, Hackney, Bethnal Green, Stepney, Southwark, Bermondsey, 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING SEPTEMBER, 1918. 

(Specially compiled for The Lancet.) 


Cities ahd 
Boroughs. 

1 

Estimated civil 

population, 1917. 

Notified Cases of Infectious Disease. 

j Deaths from Principal Infectious Diseases. 

Deaths from all 

causes. 

u 

& . 
sf 

Ji 

| Small-pox. 

Scarlet fever. 

| Diphtheria.* 

| Typhus fever. 

| Enteric fever. 

1 Other con¬ 

tinued fevers. 

Puerperal 

fever. 

J 

1 

■a 

b 

H 

ii 

II 

i! 

| Poliomyelitis. 

Total. 

is! 

!?! 
s&f 
< £ 
a 

i 

<1 

CO 

£ 

a 

a 

Scarlet fever. 

Diphtheria.* 

Whooping- 

couarh. 

Enteric fever. 

Diarrhoea and 

enteritis (under 

2 years). 

Total. 

Annual rate 

per 1000 

persons living. 

LONDON. 

West Districts: 

4,026,901 

— 

641 

620 

1 

28 

— 

10 

149 

8 

5 

1462 

4*7 

- 

18 

9 

29 

28 

7 

303 

394 

1*3 

3537 

11*4 

Paddington ... ... 

122,507 

— 

22 

16 

— 

2 

— 

j _ 

5 

_ 

_ 

i *5 

4*8 

_ 

1 

_ 

__ 

1 

1 _ 

4 . 

6 

0*6 

106 

11*3 

Kensington . 

151,535 

— 

27 

6 

_ 


— 


3 

_ 

_ 

36 

3*1 

_ 


_ 

1 

1 

_ 

9 

11 

0*9 

121 

10*4 

Hammersmith 

114,952 

— 

19 

10 

— 

1 

— 

| z 

3 

_ 

_ 

33 

3*7 , 

_ 

_ 

_ 

1 

1 

_ 

5 

7 

0*8 

108 

12*2 

Fulham . 

Chelsea . 

1 145,186 
67,368 

_ 

17 

5 

11 

2 

— 

1 2 

— 


3 

2 

_ 

— 

33 

9 

3*0 

2*0 

— 

— 

— 


1 

— 

18 

1 

18 

2 

1*6 

0*5 

131 

46 

11*8 

10*5 

City of Westminster 
North Districts : 

122,046 

— 

5 

8 

— 


— 

1 — 

4 

1 

— 

18 

1*9 

— 

- 

- 

— 


— 

5 

5 

0*5 

86 

9*2 

St. Marylebone ... 

92,796 

— 

8 

7 

_ 


_ 

_ 

2 

_ 

_ 

17 

2*4 

_ 

_ 

_ 

_ 


_ 

4 

4 

0*6 

91 

12*8 

Hampstead . 

75,649 

— 

1 

7 

_ 

1 

— 

! i 

3 

_ 

1 

14 

2*4 

_ 

_ 

_ 

_ 

_ 

1 

1 

2 

0*3 

51 

8*8 

St. Pancras . 

186,600 

— 

22 

47 

— 

1 

— ; 


12 

_ 

— 

82 

57 

_ 

6 

_ 

_ 

_ 

2 

13 

21 

1*5 

182 

12*7 

Islington. 

297,102 

— 

38 

42 

— 

5 

— 

_ 

18 

_ 

1 

104 

46 

_ 


_ 

3 

4 


13 

20 

0*9 

259 

11*4 

Stoke Newington... 

47,426 

— 

6 

3 

— 

—• 

— j 

i 

1 

_ 

_ 

11 

3*0 

_ 

_ 

_ 

2 


_ 


2 

0*5 

36 

9*9 

Hackney. 

Central Districts : 

196,598 


21 

43 

— 

2 

— 

3 

6 

— 

— 

75 

5*0 

— 

— 

— 

2 

— 

1 

24 

27 

1*8 

185 

12*3 

Hoi born . 

35,303 

— 

— 

2 








2 

0*7 







2 

2 

0*7 

44 

16*2 

Finsbury . 

City of London ... 

68,011 

16,138 


21 

6 

— j 

— 

— ; 

— 

5 

— 

— 

32 

6*1 

— 

— 

1 

— 

2 

— 

4 

1 

7 

1 

1*3 

08 

63 

8 

12*1 

6*5 

East Districts: 























Bhoreditch . 

89,675 

— 

9 

9 

— 

— 

— j 


4 

1 

1 

24 

3*5 f 

_ 

_ 

_ 

1 

_ 

1 

15 

17 

2*5 

86 

12*5 

Bethnal Green 

107,362 

— 

38 

26 

— 

— 

— | 


16 j 

1 

_ 

81 

98 

_ 

_ 

1 

1 

_ 


14 

16 

1*9 

114 

13*8 

Stepney . 

232,010 

— 

66 

69 

— 

— 

— 

_ 

1° 


— 

135 

7*6 

_ 

2 

1 

4 

2 

_ 

26 

35 

2*0 

216 

12*1 

Poplar ... . 

South Districts : 

143,443 

— 

19 

22 

— 

1 

— 

— 

4 1 

— 

1 

47 

4*3 

— 



3 


— 

22 

25 

2*3 

158 

14*2 

Southwark . 

167,936 


89 

50 

_ 

_ 

_ 

1 

12 

_ 

_ 

152 

11*8 

_ 

1 

2 

1 

2 

_ 

14 

20 

1*6 

149 ' 

11*6 

Bermondsey . 

107,635 

j 

23 

24 

1 

— 

— 

_ 

2 

_ 

_ 

50 

61 ! 

_ 

3 



3 

_ 

11 

17 

2*1 

113 

13*7 

Lambeth . 

272,038 

— 

55 

30 

— 

— 

— 

_ 

6 

1 

_ 

92 

4*4 

_ 


1 

1 

2 

_ 

18 

24 

1*2 

241 

11*5 

Battersea . 

150,023 

— 

17 

18 

— 1 

— 

— 

_ 

3 


— 

38 

4*3 ! 

_ 

_ 


1 

3 

_ 

13 

17 

1*5 
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11*3 
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— 
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22 

_ t 

5 

_ 

_ 

11 

2 

_ 

79 

3*4 

_ 

2 

_ 



1 

23 

26 

1*1 
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10*3 

Camberwell . 

239.461 

— 

24 

47 

_ 

1 

_ 

_ 

4 

1 

_ 

77 

4*2 1 

_ 

1 

_ 

2 

1 

1 | 

9 

14 

u*8 
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10 4 

Deptford.. 

103,527 

— 

18 

18 

— 

1 

_ 

1 

4 


1 

43 

5*4 

_ 


_ 

1 



7 

8 

1*0 

86 

10*8 

Greenwich . 
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— 

10 

32 

— 

2 

_ 


2 

_ 


46 

6*6 

_ 

1 

_ 


1 ; 

_ 

8 

10 

1*4 

77 
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16 

14 

_ 

2 

_ 

1 

3 

_ 


36 

2*9 

_ 

1 

_ 

1 

2 ! 

_ 

7 

11 

0*9 
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Woolwich. 
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i 

16 

29 

— 

2 

— 

2 

1 

1 


51 

50 
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1 

4 

2 

- 

12 

19 

1*9 
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9*3 

Port of London ... 

i 


























• Including membranous croup. 


and Greenwich. The number of diphtheria patients under treatment 
In the Metropolitan Asylums Hospitals, which hud been 1179, 918, and 
886 at the end of the three preceding months, numbered 1051 at the end 
of September; the weekly admissions averaged 166, against 165, 122, 
and 107 in the three preceding months. The prevalence of enteric fever 
was about equal to that in the two preceding months; of the 28 cases 
notified in September, 5 belonged to Islington, 5 to Wandsworth, and 2 
each to Paddington, Fulham, Hackney, Greenwich, lewisham, and 
Woolwich. There were 43 cases of enteric fever uuder treatment in the 
Metropolitan Asylums Hospitals at the end of the month, against 40,23, 
and 32 at the end of the three preceding months; the weekly admissions 
averaged 6, against6,4, and 6 in the three preceding months. Erysipelas 
was proportionally most prevalent in St. Pancras, Islington, Finsbury, 
Bethnal Green, and Southwark. The 10 cases of puerperal fever notified 
duiing the month included 3 In Hackney and 2 in Woolwich. Of the 8 
oases of cerebro spinal meningitis 2 belonged to Wandsworth. 

The mortality statistics In the table relate to the deaths of persons 
actually belonging to the several boroughs, the deaths occurring 4n 
institutions having been distributed among the boroughs in which 
the deceased persona had previously resided. During the four weeks 
ended Sept. 28ih the deaths of 3537 London residents were registered, 
equal to an annual rate of 11*4 per 1000 ; in the three preceding 
months the rates had been 11*8, 1*8, and 101 per 1000. The death- 
rates ranged in September from 6 6 in the City of London, 8*8 in 
Hampstea-i, 9 2 In the City of Westminster, 9 3 in Woolwich, and 9*9 
in Stoke Newington to 12-7 in St. Pancras. 12 8 in 8t. Marylebone. 
13 7 in Bermondsey, 13 8 in Bethnal Green, 14 2 in Poplar, and 16*2 in 
Holbom. The 3537 deaths from all causes Included 394 which 
were referred to the principal Infectious diseases ; of these, 18 
resulted from measles, 9 from scarlet fever, 29 from diphtheria, 
Z8 from whooping-cough, 7 from enteric fever, and 303 from 
diarrhoea and enteritis among children under 2 years of age 
Among the metropolitan boroughs the lowest death-rates from these 
diseases wore recorded in Paddington, Chelsea, the City of West- 
rolnstor, ht. Maryiebone, Hampstead, aud Stoke Newington; and the 
i b K° re £L tc ^o Bethnft * Green, Stepney, Poplar, Bermondsey, 
and Woolwich. The 18 neatbs from measles were 19 nelow the average 
r f he c?° d® 8 **” 1111 "*. period of the five preceding years, and 
Included 6 in St. Pancras and 3 in Bermondsey. The 9 fatal cases of 
scarlet fever showed a decline of 2 from the average ; of these. 3 deaths 
belonged to Lambeth. The 29 deaths from diphtheria were 10 less than 
“5 l5f ,u 1 ed On 8tepney, 4 In Wojlwloh. 3 In Islington, 

fL* d « ^ke deaths from whooping-cough numbered 28, and 

Ultartum* ?? 1! o® 0f from lhe , avera # e of these. 4 belonged to 
Islington, 3 to Bermondsey, and 3 to Battersea. The 7 fatal cakes of 
™ t «™* ever wer © one less than the average number; 2 deaths belonged 
^ anc ™** ^he 303 deaths from diarrhoea and enteritis among 
children under 2 years of age were less than a half of the average! 
!"■ T.! e “ e „ w * 9 Proportionally most fatal in Fulham. Hackney, 
Shoreditch, Bethnal Green, Stepney, and Poplar. In conclusion, it may 
be stated that the aggregate mortality in London in September from 
these principal Infectious diseases was 51 per oent. below the average. 


(Week ended Oct. 12th, 1918.) 

English and Welsh Towns.—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 15*1, against 11*4 and 12 6 per 1000 in the 
two preceding weeks. In Loudon, with a population slightly exceed¬ 
ing 4,000,000 persons, the death-rate was 14*0, or 1*3 per 1000 above 
that recorded in the previous week; among the remaining towns the 
rates ranged from 4*7 in Gillingham, 6*4 in Barnsley and in Rhondda, 
and 6 2 in Ilford, to 33*5 in Birkenhead, 41*6 in Southampton, 43*4 in 
hxeter, and 441 in Portsmouth. The principal epidemic diseases 
caused 207 deaths, which corresponded to an annual rate of 0*7 per 1000, 
and included 96 from Infantile diarrhoea, 49 from diphtheria, 22 from 
whooping-cough, 21 from measles, 15 from scarlet fever, and 4 from 
enteric fever. The deaths from diarrhoea, which had declined from 435 to 
186 in the six preceding weeks, further fell to 96, and were 147 below the 
number registered in the corresponding week bf last year; 30deaths 
belonged to London, 7 to Liverpool, and 6 each to Birmingham and 
Sheffield. Tne 1148 cases of scarlet fever and 1182 of diphtheria 
under treatment In the Metropolitan Asylums Hospitals and the 
London Fever Hospital were 129 and 57 above the respective numbers* 
remaining at the end of the previous week. The deaths from 
influenza in London numbered 80. against 17 in each of the two pre¬ 
ceding weeks. The causes of 47 deaths in the 96 towns were un¬ 
certified, of which 12 were registered in Birmingham, 10 In Liverpool. 
6 in Walthamstow, and 3 in Leicester. 

Scotch Towns.— In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,o00,000 persons, the annual rate of 
mortality, which had lacreased from 10*6 to 19 0 in the four proerding 
weeks, further rose to 24 7 per 1000. Of the 1141 deaths from all causee, 
45 were classified to Influenza, which was also stated as a contributory 
cause in 339 deaths classified to other diseases; in the previous week 
these numbers were 35 and 159 respectively. The 767 deaths in Glasgow 
corresponded to an annual rate of 35 9 per 1000, and Included 11 from 
whooping-oough, 5 from infantile diarrhoea, 4 from diphtheria, and 

1 from measles. The 74 deaths in Edinburgh were equal to a rate 
of 11*6 per 1000, and Included 3 each from scarlet fever and diphtheria, 

2 from infantile diarrhoea, and 1 from measles. 

Irish Towns.— The 188 deaths in Dublin corresponded to an annual 
rate of 24*6, or 3*3 per 1000 above that recorded in the previous week, 
and Included 7 from infantile diarrhoea, and 1 .each from enteric 
fever, scarlet fever, and diphtheria. The 106 deaths Id Belfast were 
equal to a rate of 14*1 per 1000, and included 4 from infantile diarrhoea 
and 1 each from enteric fever and measles. 


British Hospitals Association.— A conference 
will be held at St. Thomas's Hospital, London, to-day (Friday, 
Oct. 18th) at 3 p.m. to consider the proposal to create a 
Ministry of Health, in its relation to the voluntary hospitals. 
Lord Sandhurst will preside. 
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ALFRED HUME GRIFFITH, M.D. Edin., D.P.H. Oamb., 

SUPERINTENDENT OF THE LINGFIKLI) COLONY FOR EPILEPTICS. 

Dr. Alfred Hame Griffith, whose death occurred at the 
early age of 43 years, was second son of the late Rev. Edward 
Moule Griffith, and received his preliminary education at 
Persse School, Cambridge, and at Totnes and Bedford 
Grammar Schools. The missionary spirit took hold of him 
in the earlier years of his manhood ; and it was in order to 
fit himself to be of service to others that he decided to enter 
the medical profession. With this intent he matriculated at 
Edinburgh in 1893, graduating M.B., Ch.B. six years 
later. In 1900 he married Mary, daughter of George 
Welchman, of Callompton, and went out to take temporary 
charge of the Persian medical mission work at Ispahan. 
His pioneer work in Kerman, relinquished with reluct¬ 
ance on account of his wife’s ill-health, was successful 
in breaking down hostile fanaticism of a kind which 
has often cost the lives of those who faced it. After 
a year in charge of the Medical Mission at Yezd Dr. Griffith 
finally left Persia in 1903, and after a short furlough, 
largely spent in study at Edinburgh (during which he took 
his M.D. degree), he offered himself for work in Palestine, 
and was appointed to the C.M.S. Hospital at Nablus, obtain¬ 
ing, while passing through Constantinople, the Turkish 
certificate enabling him to practise medicine throughout 
the Turkish Empire. In 1904 he moved on to Mosul in 
Mesopotamia and founded a hospital, where, assisted only 
by native men whom he himself had trained, he performed 
a large amount of surgical work. A collection of urinary 
calculi was presented by him to the Museum at Cambridge. 
But his strength proving unequal to the great strain thus 
made upon it, he was invalided home in 1908. 

After a period of further study, during which he obtained 
the Cambridge D.P.H., Dr. Griffith was appointed, in 
October, 1910, superintendent and medical officer of 
Lingfield Colony for Epileptics, one of the several homes 
established by the National Union for Christian Social 
Service. Although impaired health necessarily restricted 
his energies, he brought to this task a union of qualities 
exactly suited for the successful handling and treatment in 
colony life of a malady and temperament admittedly pre¬ 
senting peculiar difficulties. Himself of athletic instincts— 
he was an Edinburgh “blue” in football, and when abroad 
never so happy as in the saddle—he saw to i^that his patients 
as far as possible lived an open-air life, abundantly supplied 
with occupation, recreation, and hobbies. 

He was an omnivorous reader and kept himself abreast 
of medical research, his own powers of observation being 
displayed in the contributions he made to medical literature, 
including articles on Hereditary Factors in Epilepsy (1911), 
Mental Tests in Defective Children (1916), and a chapter on 
the Epileptic in Kelynack’s “Human Derelicts.” He also 
wrote the chapters on Medical Missions in his wife’s book, 
“ Behind the Veil in Persia and Turkish Arabia.” Recently 
Dr. Griffith had been much occupied with the institutional 
treatment and training of discharged sailors and soldiers 
suffering from epilepsy by arrangement with the Ministry of 
Pensions. Experience has shown that this is a specially 
difficult problem, many of the men failing to realise their 
disability, and being, not unnaturally, impatient of prolonged 
treatment. But Dr. Griffith knew his men ; he possessed 
tie technical skill requisite to obtain insight into their 
individual peculiarities, and often into the origin of the 
latter; and his sympathy with them and determination to 
restore them to a normal civilian life engendered, besides 
affection, a loyalty to regime that explains much of his 
success. Apart from his special work. Dr. Griffith had many 
projects in view for the development of the Lingfield Colony’s 
sphere of usefulness, and the carrying of these into effect 
will be the best tribute to his memory. He leaves a widow 
and a young daughter. 


At their meeting on Oct. 8th the Portsmouth 
town council resolved unanimously to raise the salary of 
their medical officer of health, Dr. A. Mearns Fraser, from 
£800 to £1000 per annum 14 in view of the satisfactory manner 
in which he has performed his duties during a period of 
23 years.” 


Cffmspitbente. 

“Audi alteram partem.'* 


WAR EMERGENCY FUND OF THE R.M.B.F. 

To the Editor of The Lancet. 

Sir, — I am very glad that Sir W. Watson Cheyne has 
drawn attention (The Lancet, Oct. 12th) to the urgent need 
of providing without delay help for the members of our 
profession who, on returning from the war, will have to 
start in practice anew. Some provision for the financial 
need has already been made. Two years ago the War 
Emergency Fund of the Royal Medical Benevolent Fund 
was started, and about £20,000 have already been collected 
and temporarily invested. This Fund has been raised to 
help those who are in financial difficulties as the result of 
their war service, and to assist them iD re-starting in practice. 
It is obviously most desirable not to duplicate funds of this 
kind, and I venture to urge all those who are moved by Sir 
W. Watson Chdyne’s appeal to rally to the support of the 
War Emergency Fund and send subscriptions to the treasurer, 
addressed to 11, Chandos-street, Cavendish-square, W. 1. 

It is impossible to tell what amount of money will be 
needed ; it is certain that we shall want much more than we 
have at present, and we are appealing now for a further 
£10,000. When our colleagues returning from the front need 
help to resume their civil work they will want it promptly 
and it must be ample in amount. We must be prepared with 
large funds, and there is no time to lose if we are to.be 
ready for the emergency.—I am, Sir, yours faithfully, 
Alfred Pearce Gould, 

Chairman of the War Emergency Fund Committee. 

Queen Anne-atreet, W., Oct. 13th, 1918. 


THE CAMPAIGN FOR THE PREVENTION OF 
TUBERCULOSIS. 

To the Editor of The Lancet. 

Sir,— The American Commission for the Prevention of 
Tuberculosis in France (the Rockefeller Foundation) has 
organised a very successful campaign against tuberculosis 
among the civil population in France by means of dis¬ 
pensaries, caravans, lectures, cartoons, and similar 
propaganda. Professor Selskar M. Gunn, one of the Asso¬ 
ciate Directors of the above Commission, will give a lecture, 
illustrated by lantern slides, at the annual meeting of the 
National Association for the Prevention of Consumption and 
Other Forms of Tuberculosis, on Tuesday, Oct. 29th, at 
4 P.M., in the Large Hall, 20, Hanover-square, W. He will 
show the methods the Commission is using in France, which 
should be very interesting to us in this country. 

Anyone wishing to attend the meeting should apply to the 
secretary of the National Association for the Prevention of 
Consumption and Other Forms of Tuberculosis, 20, Hanover- 
square, W. 1, for a ticket.—I am, Sir, yours faithfully, 

J. J. Perkins, 

Oct. 15th, 1918. __Hon. Secretary. 

MEDICAL MEN IN PARLIAMENT : SIR WILMOT 
HERRINGHAM’S CANDIDATURE. 

To the Editor of The Lancet. 

S I r i —I see that a meeting has been held, under the 
chairmanship of Sir Henry Morris, to promote the candi¬ 
dature of medical men in the coming General Election. It 
will be important to have doctors in Parliament in view of 
the many questions which will press for attention concern¬ 
ing the prevention of disease and of infant mortality, 
sanitary housing, the treatment of the sick, and the establish¬ 
ment of disabled soldiers in suitable positions. The creation 
of a Ministry of Health and the proper position of medical 
advisers in local administration are equally important topics. 
It has been pointed out that the Universities are specially 
suitable for our candidates, since they are, or should be, more 
free than other constituencies from a narrow party spirit. 

On these grounds I have accepted an invitation to stand 
for the University of London at the coming election. 

I am, Sir, yours faithfully, 

W. P. Herringham, 

Major-General (Temp.); Consulting Pbysielan to 

G.H.Q.. France, Oct. llth. 1918. the Forces in France. 
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MEDICAL MEN IN PARLIAMENT. 

To the Editor of The Lancet. 

Sir, — Will you allow me to say that I am in entire agree¬ 
ment with Lieutenant-Colonel M. A. Collins’s suggestion 
(The Lancet, Oct. 12th) that the Medico-Psychological 
Association should be represented on the Executive Com¬ 
mittee formed on Oct. 1st “to further the election of 
medical men to the House of Commons.” I know well the 
importance of that branch of medicine in its relation to 
State legislation, and I will take the first available oppor¬ 
tunity to endeavour to attain his object. When Colonel 
Collins raised the question it was getting very late, the 
meeting had lasted considerably over two hours and was 
beginning to disperse, and I wished to avoid the risk of 
prolonged delay and discussion which similar suggestions 
made by members specially interested in other branches of 
medicine and surgery would certainly have caused. 

I am, Sir, yours faithfully, 

Henry Morris. 

Cavendish-square, London, W., Oct. 14th, 1918. 


To the Editor of The Lancet. 

Sir, —Can anyone inform me why in the recently formed 
committee for “ taking such steps as may be possible to 
further the election of medical men to the House of 
Commons,” there is no representative of the Society of 
Apothecaries?—I am, Sir, yours faithfully, 

William H. Kesteven, L.S.A. 

Kingston Hill, Surrey, Oct. 12th, 1918. 


NOTIFICATION OF INDIGENOUS MALARIA. 

To the Editor of The Lancet. 

Sir,—I should like to add a word to Professor Arthur 
Hall’s letter of warning in your issue of Oct. 12th concerning 
the introduction of malaria into this country. Hitherto 
cases of malaria have been comparatively few, and the 
chance, therefore, of any given anopheline mosquito coming 
into contact with any given case has been somewhat remote. 
The conditions are now, or will shortly be, greatly changed ; 
and I am under the impression that people generally are not 
fully alive to the very wide distribution of the anopheline 
group of mosquitoes in these islands. 

During the past two years I have paid considerable 
attention to this subject in my own district, and have dis¬ 
covered that in the woods and river valleys in the eastern 
portion of this county anophelines are readily to be found, 
most commonly A. maeulipennis; but this summer I have also 
found oolonies of A. plumbous, and it is quite certain that the 
south-eastern portion of England is the normal habitat of a 
large number of anopheline mosquitoes, as is shown in the 
British Museum map, which probably understates the case 
owing to paucity of observers. I regret that the limitation 
of petrol has this year circumscribed my own observation to 
a much narrower field. 

I am, Sir, yours faithfully, 

James K. Whitwell. 

St. Audry’s Hospital, Melton, Suffolk. Oct. 14th, 1918. 


CHRONIC INTESTINAL STASIS. 

To the Editor of The Lancet. 

Sir,—I can lay very little claim to the title of anatomist, 
and none at all to that of anthropologist. I am, therefore, 
clearly not in a position to discuss with Captain F. Wood-Jones 
the interesting question as to whether or not the Hominidse 
ever passed through a quadrupedal stage. I was taught that 
they did, but that proves nothing. 

In the matter of “the damnable heritage of the colon,” 
however, I crave a further word. If I have correctly under¬ 
stood your correspondent, he maintains that the short colon 
of the carnivora is adapted to the discipline of fasting, and 
the long colon of the herbivora to the otiose absorption of 
raw vegetables. I am quite content to take it at that. Now, 
man is furnished with a very long colon ; but, in flagrant 
contravention of the formula, he eats flesh foods. More¬ 
over, he cooks these flesh foods. He also cooks his 
vegetables, and mainly in such a manner as completely 
to destroy their vitamines. Such a degree of civilisation in 
matters dietetic may be very aesthetic, but it is obviously 
unsuited to the colon with which Providence has provided 


him. His colon, therefore, gives him very serious trouble. 
If he would avoid this trouble he must select one of two 
alternatives. He must either adapt his diet to his colon, or 
he must adapt his colon to his diet. The first he can do by 
confining himself to raw vegetables; the second he can 
accomplish either by fasting or by having his colon shortened. 
He declines to live entirely on raw vegetables ; and, having 
tried it, I cannot find it in me to blame him. The decision 
between fasting and colon removing is a mere matter of 
taste. Personally, I prefer the former. 

I am, Sir, yours faithfully, 

Harley street, W., Oot. 12th, 1918. LEONARD WlLLIAM8. 


SENSORY CHANGES IN THE DIAGNOSIS OF 
TRENCH FEVER. 

To the Editor of The Lancet. 

Sir,—T he paper by Major Carmalt Jones in your issue of 
Oct. 5th is of very great interest. He has placed in our 
hands a helpful method of retrospective diagnosis of the 
original cause of much “debility.” It would be interesting 
to know whether the absence of areas of increased sensitive¬ 
ness in 20 per cent, of his series of 500 cases was ever 
associated with the presence of analgesic patches. Since my 
attention was called to such cases by Captain J. A. Hartley, 
R. A.M.O. (T.), I have investigated a large number and have 
found that it is quite common for men in the middle and later 
stages of the disease to have areas of analgesia to pin-prick. 
This loss of sensibility varies in degree from a mere blunting 
of sensation to complete analgesia. The most common 
situations for this phenomenon are the outer surface of the 
calf, the infrapatellar, scapular, and deltoid regions ; it has 
not been found in the skin of the face, neck, or trunk. 
Circumstances have prevented investigation of the total 
duration of this sensory loss, but it has sometimes been 
found five weeks after the onset of the disease, and may 
still be present in a proportion of chronic cases readmitted to 
hospital from convalescent camps. 

I am, Sir, yours faithfully, 

C. E S UNDELL, 

France, Oct. 9th, 1918. Captain, R.A.M.C. 


Httfol gttos. 


society of Apothecaries of London.— At 
examinations recently held the following candidates were 
successful in the subjects indicated 

Primary Examination, Part II. 

Anatomy —3. W. Alden, Oxford; A. B. Aldred, Guy’* Hosp • 
M. Buirskl, London Hosp.: F. J\ Darbyshlre, King’s Coll. Ho«>.; 

G. Fraser-Smlth, Middlesex Hosp.; E. W. Hicks, St. Thomas’s 
Hosp.; R. J. Hooker, Guy’s Hosp.; C. F. Long, Bristol; and 
A. Senn. London Hosp. 

Physiology.— A. B. Aldred, Guy’s Hosp.; M. Buirski, London Hosp.; 

H. V. Croucher, Guy’s Hosp.: F. J. Darbyshlre. King’s Coll. Hoep ; 
R. Erskine Gray and E. W. Hicks. St. Thomas's Hosp.; R j 
Hooker, Guy’s Hosp.; C. F. Long. Bristol; and A. Senn, London 
Hosp. 

Central Midwives Board.— A meeting of the 
Central Midwives Board was held at Queen Anne’s Gate 
Buildings, Westminster, on Oot. 10th, with Sir Francis H. 
Champneys in the chair. — A letter was considered from the 
Local Government Board asking the Central Midwives 
Board to consider the advisability of framing a new 
Rule E. 22 (1) (f) in terms similar to the corresponding rule 
of the Central Midwives Board for Sootland, which requires 
a midwife to notify the local supervising authority in 
the following case —* (fi “Artificial feeding’’—whenever 
under Rule 19 (6) she nas advised the substitution of 
artificial feeding for breast feeding. The Board decided that 
the question be adjourned to the next meeting of the 
Board.—A letter was considered from the medical officer 
of health for the county of Durham asking whether the 
Board would object to the County Coancil supplying mid¬ 
wives within their jurisdiction with collosura argentum for 
the treatment of the eyes of newly born infants. The 
Board decided that the medical officer of health for 
the county of Durham be informed that the Board has 
designedly refrained from recommending in the rules the 
use of any specific drug for the treatment of the eyes of 
newly born infants. It sees no objection to the course 
proposed by the medical officer of health for the county of 
Durham. — A letter was considered from the acting county 
medical officer of health for the West Riding of Yorkshire 
bringing to the notice of the Board a scheme of maternity 
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and child welfare now in course of organisation bv the 
county council of the West Riding, and asking the Board 
to approve S. Faith’s Rescue and Maternity Home, Leeds, as 
a branch of the West Riding Nurses’ Home with a view to 
enabling the latter institution to utilise for the training 
of its pupils the midwifery cases undertaken by the 
midwives at S. Faith’s. The Board decided, in view of the 
altered condition of the circumstances set forth in the letter 
of the acting county medical officer, to consider an applica¬ 
tion for approval to train pupil midwives from the lady 
superintendent or matron (being certified midwives) of 
S. Faith’s Rescue and Maternity Home, Leeds, provided that 
the whole of the attendance on labours of such pupils is not 
carried out at the home. 


expansion of the institution. Property was acquired which 
extended the estate to nearly 100 acres, and the Ministry of 
Pensions offered £3000 for a lien on 30 beds during the war 
and 10 beds for a later period. There are now 50 patients in 
residence, under the charge of Mr. P. C. Varrier-Jones, 
honorary resident medical officer, but further extensions in 
accommodation are to be made in consequence of a gift of 
£10,000 from the National Relief Fund. A special feature of 
the colony is its industrial side, the ex-patients carrying on 
various trades in the open air, and it is hoped that gradually 
a self-supporting village community may be built up around 
the central institution. For the completion of the work of 
the institution already undertaken by the committee £7000 
is still required. 


London Hospital Medical College.—T he 
“Price" and Entrance Scholarships in Science (value £100 
and £50 respectively) have been divided between G. N. Golden, 
J. H. Andre, and K. W. Todd. 

A course of three public lectures on “ France’s 
Share in the Progress of Science ” will be delivered at 
University College on Tuesdays, Oct. 22nd and 29th and 
Nov. 5th, at 5 p.m., by M. Henri L. Joly, Professeur de 
Sciences Physiques et Naturelles au Lycee FranQais (Institut 
Fran?ais du Royaume Uni). The chair will be taken at the 
first lecture by Professor J. Norman Collie, D.Sc., F.R.S. 
A leaflet containing full particulars of the lectures may 
be obtained by sending a stamped addressed envelope to the 
Publications Secretary, University College, London (Gower- 
sfcreet, W.C. 1). 

Royal Medical Benevolent Fund.— At the last 

meeting of the Committee, held on Oct. 8th, 21 cases were 
considered and £206 1*. voted to 16 of the applicants. The 
following is a summary of some of the cases relieved:— 
L.K.C.S. Irel., ag«d 72, married, who practised at Redland, Bristol. 
Owing to Ill-health quite unable t> practise, and has no savings. Onlv 
income interest on £o00 on deposit at the bank. Tula was received from 
insurance on the death of his son. Voted £26 in 12 instalments.— 
Widow, aged 57, of M B Glasg. who practised in South Wales and died 
in August. 1918 Applicant was left unprovided for at her husband’s 
death. Has three children, son 24. and twin daughters age 1 22. 
Rent £30. Voted £5 —Widow, aged 70, of L.R.C.P. Kdin. who practised 
at Bervie and died in June, 1918. Applicant's husband had been helped 
by the Fund for the last two years. She is now a confirmed invalid, and 
her only income is occasional gifts from her two children. Rent £14. 
Voted £12 in 12 instalments.— Daughter, aged 61, of M.K.C.S. Eng. who 
practised at Wymondham and died in 1870. Applicant lost ail her 
Income through a defaulting trustee, and a lady who helped her has 
recently died. Lives with a family who provide board, but no pay. 
Relieved ten times. £61. Voted £12 m 12 instalments.—Wife, 
aged 39, of M.R.C.S.Eng. who practised at Bournemouth and 
is now in an asylum. Applicant is suffering from tuberculosis. 
Has two children, now aged 17 and 12, living with 

relations, who also provide for her husband’s maintenance. 
Relieved five times, £67 10#. Voted £12 in six instalments.— 
Daughter, aged 50. of M.D. Edln. who practised at Southampton and 
died in 1888. Applicant is a trained midwife, but owing to ill health is 
unable to follow her occupation. Friends provide 12s. 6 d. per week, but 
this is Insufficient tu pay for board and lodging. Relieved five times, 
£36. Voted £12 in 12 instalments.—Daughter, aged 52, of M.D. Glasg 
who practised at Glasgow and died in 1897. Applicant used to earn a 
little as housekeeper, but owing to the severe illness of her invalid 
mother, aged 78, has had to give up work to attehd to her. Relieved 
four times, £40. Voted £10.-Widow, aged 73. of L.R.G.S. Irel who 
practiced at Walworth and died In 1915. Was left entirely without 
means. Receives Old Age Pension, £7 16#. Kldest daugiiter allows 
2#. 6d. per week, and youngest daughter, who earns 35#., lives with 
mo'her. Relieved four times, £58. Voted £12 In 12 instalments 
— Widow, aged 82, of M R.O.8. Bng. who practised at Woodford, tfssex, 
and died in 1913. Applicant was left without means, and friends sub 
scribed to a fund, but this is now almost exhausted. Has four chil Iren, 
son, aged 47, and daughter, married, unable to help. Daughter, agei 
45, Is at home looking after mother, and daughter, aged 48, a munition 
worker, earns 35#. and pays 15#. per week towards household expenses. 
Relieved once, £18. in September, 1913. Voted £18 in 12 instalments. 
Subscriptions may be sent to the acting Honorary Treasurer, 
Dr. Samuel West,* at 11, Chandos-street, Cavendish-square, 
London, W. 1. 

Cambridgeshire Tuberculosis Colony. — On 
Oct. 9th the Queeu, accompanied by Princess Mary, paid a 
visit to the Tuberculosis Sanatorium, Papwortb Hall, 
Cambridge, inspecting, as well as the central institution, the 
workshops where the open air shelters are being constructed 
and the cottages in the village which are occupied by ex¬ 
patients employed in various ways on the estate. Before 
leaving the Queen intimated to Colonel Sim3 Woodhead her 
intention of sending a contribution of £1000 for the purchase 
of more cottages. Among those present were the Lord 
Lieutenant of Cambridgeshire, the High Sheriff, the High 
Steward, the Mayor, the Acting Vice-Chancellor, Dr. T. N. 
Keynes (the Registrary of the University), Mr. J. F. P. 
Rawlinson, M.P. (the Recorder), Sir Clifford Allbutt 
(Regius professor of physic), and Sir Arthur News- 
holme, representing the Local Government Board. The 
colony, originally started at Bourne in January, 1916, 
was removed to Papworth Hall in February of the present 
year, Sir Ernest Cassel having given £5000 towards the 


Donations and Bequests.—B y the will of the 
late Mr. Alfred Ridley Bax, F.S.A., the Royal Hospital for 
Incurables will receive £1000.—The late Major-General 
William Henry Kuight left by will £500 to the Royal Victoria 
Hospital, Dover. 

Annual Medical Service at Liverpool.—T he 
service was held as usual at the church of St. Luke on 
Oct. 13th, and was attended by the Lord Mayor (Major J. 
Utting, R.A.M.C.) in state, Professor W. Thelwall Thomas, 
President of the Liverpool Medical Institution, and a number 
of leading medical men. The collection, on behalf of the 
Royal Medical Benevolent Fund, realised the record amount 
of £130, a result largely due to the efforts of the Lord Mayor, 
who collected a considerable amount before tbe date. 

Literary Intelligence.— The Library Press, 
Ltd., London, hope to publish within a week or two a trans¬ 
lation of Professor Jules Amar’s book on “ The Physiology 
of Industrial Organisation and the Re-employment of the 
Disabled." The translation has been made by Mr. Bernard 
Miall, and has been edited, with notes and an introduction, 
by Professor A. F. Stanley Kent, M.A., D.Sc. Oxon. We 
reviewed the French edition of this book in The Lancet of 
April 21st, 1917. 

New Convalescent Home in Devon.—A con¬ 
valescent home for 20 delicate children was formally opened 
on Oct. 9th at Donsland. Mrs. Waldorf Astor has provided 
the home, which stands in pleasant grounds on the borders 
of Dartmoor. The institution is intended for children from 
Plymouth, and Mrs. Astor will defray all expenses for the 
first two or three vears. The honorary physician is Dr. 
John G. Bailey, and the honorary surgeon Mr. George 
Jackson. 

Old-age Pensioners and Workhouse Treat¬ 
ment.— The Helston (Cornwall) board of guardians has been 
informed by the Local Government Board that in the case 
of old-age pensioners admitted to the workhouse infirmary, 
if the pension officer wa9 satisfied that this admission was 
principally due to the need of medical treatment, the 
pension would be continued, but if the pensioner had 
become a chronic inmate of the infirmary the question of 
disqualification could be raised by the Local Pensions 
Committee. _ 


THE SERVICES. 


ARMY MEDICAL SERVICE. 

Cols. T. G. Livie and J. Glrvin retire on retired pay. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. S. H. Withers retires on retired pay. 

Major (Bt. Lieut.-Col.) B. A. Craig to be acting Lleutenant-Cjlone 
whilst, in command of a Medical Unit. 

Major M. C. VVetherell relinquishes the acting rank cf Lieutenant- 
Colonel on re-posting. . . 

Capt. Sir T.C. English, R.A.M.C. (T.F.) (hon. Col. in Army), to be 
temporary Lieutenant-Colonel whilst specially employed. 

Temp. Capt. (acting Lleut.-Col.) F W. G. Deaue relinquishes his 
acting rank on ceasing duty at Leith War Hospital. 

Tne undermentioned to be acting Lleu'enant-Colonels: Temp. Major 
(Capt, R.A.M.C. (T.F.)) W. Roberrsou; whilst in command of a Medical 
Unit: Capt. (acting Major) S. D. Large, Capt. (acting Major) H. A. 
Harbiaon. 

Temp. Capts. relinquishing the acting rank of Major: H. W. Craig, 
W. K. A. R chards; on re-p-wtmg: T. B. R. Branch, K. B. Dickson, 

G. W. Stone. „ „ „ . 

To be acting Majors: Temp. Major P. Turner; Capt. (Brevet Major) 

H. F. Panton ; Temp. Capts. J. N. Wheeler, G. Jackson, A. L. Kro*h, 
H. V. Leigh. F. P. Joscelyu, H. S. Scott. B. C. Lindsay. T. H. Just, 
V. F. Soothill. T. A. Lawder. H. F. N. Scott . H. Pringle. A. Manuel. 
P. Moran ; Temp. Lieut. G. B. Warburton. Whilst specially employed : 
Temp. Capts. R. C. Harkness, J. Donald, J. L. Ranklne, C. C. de B. Daly. 

F. McE. Sinclair and H. Whitwell, late temporary Captains, are 
granted the honorary rank of Captain. 

if. P. Mitchell to be temporary Honorary Captain whilst serving with 
British Red Cross Society in France. 

Officers relinquishing their commissions : Temp. Major R. O. Moon; 
Temp. Capts. J. A. A. Orlebar, VV. Dickson, E. V. Frederick, H. F. 
Wlckenn, F. C. Stewart, R. B. John (on account of ill-health contracted 
on active service, and is granted the honorary rank of Captain), W. M. 
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FergusBon (on account of ill-health, and is granted the honorary rank of 

Captain), W. S. Foote, B. Macmillan*, G. A. Bares, C. G. Shearer (on 
account of ill-health contracted on active service, and is granted the 
honorary rank of Captain), J. G. Heidy (on account of ill-health con¬ 
tracted on active service, and is granted the honorary rank of Captain); 
Temp. Hon. Oapt. F. W. Govder (on ceasing to be employed with St 
John Ambulance Brigade Hospital); Temp. Lleuts. F. Spearing (on 
aooount of ill-health contracted on active service, and is granted the 
honorary rank of Lieutenant), A. C. Norwich (on account of ill-health 
by wounds, and Is granted the honorary rank of Lieutenant). 
W. S. Gibson (on account of ill-health, and is granted the honorary rank 
of Lieutenant), C. J. G. Bxley (on account .of ill health); Temp. Hon. 
Lieut. H. B. Durham (having ceased to be employed with Welsh 
Hospital, Netley). 

Canadian Army Medical Corps. 

Temporary Captains to be temporary Majors): D. B. Kennedy, J. A. 
Briggs. H. Hart. J 

Temp. Capt. J. McCulloch to be acting Major while employed at 
Canadian Depdfc. J 

Temporary Captains to be acting Majors while employed at a 
Canadian Field Ambulance: H. M. Barrett, F. W. Lees, E. Douglas 
L. O. Palmer. 6 

SPECIAL RESERVE OF OFFICERS. 

Capts. M. W. Buthven and S. J. Steward relinquish the acting rank 
of Major on re-posting. 

Capt. D. M. Marr to be acting Major. 

Capt. H. Taylor relinquishes his commission on account of 111-health, 
and Is granted the honorary rank of Lieutenant. 

TERRITORIAL FORCE. 

Lieut.-Col. O. E. B. Marsh is retired, having attained the age limit, 
and is granted the honorary rank of Lieutenant-Colonel. 

Major J. Allison to be acting Lieutenant-Colonel whilst specially 
employed. J 

Major A. V. Ford relinquishes his commission on account of ill-health, 
and Is granted the honorary rank of Major. 

Capts. H. E. Gibson (General List) and W. Malden relinquish their 
commissions on account of ill-health, and aro granted the honorary rank 
of Captain. J 

Capt. (acting Major) M. U. Wilson (General List) relinquishes his 
acting rank on ceasing to be specially employed. 

Captains to be acting Majors whilst specially employed: W. B. H. 
Bull, F. J. Green, W. J. Gray. A. R. Muir. 

Capts. J. B. Macalpine and W. Gough are restored to the establish¬ 
ment. 

Lleuts. L. H. Callendar and C. P. Matthews to be Captains. 
territorial force reserve. 

Capts. J. A. Menzles and A. R. Moodie, from R.A.M.C., to be 
Captains. 


ROYAL AIR FORCE. 

Medical Branch.—J. Maclaughlin (Lieut.-Col., retired, H. A.M C.) ii 
granted a temporary commission as Captain and to be honorary Lieu 
tenant-Colonel. H. McWilllam Daniel, M. Murphy, W. Lessey (lat< 
Captain, B.A.M.C.) are granted temporary commissions as Captains 
t. S. Drewe, A. Henderson, T. Acton, O. Hilton are granted temporan 
commiHsloitB as Lieutenants. 


Dental Branch.— R. C.T. Bvetts, N. A. Goudge, A. E. F. Peaty, F. J. 
Bradburn are granted temporary commissions as Lieutenants. 


BOOKS, BTC., RECEIVED. 

Arnold, Kdward, London. 

A System of Clinical Medicine. By T. D. Savill, M.D. 5th ed. 28* 
Baillierk, Tindall, and Cox, London. 

Lessons on Massage. By Margaret Palmer. 5th ed. 10*. 6 d 
Manual Physiology, with Practical Exercises. By C. N. Stewart 
Ai.iJ. oth ed. 21*. 

Clarendon Press, Oxford. 

Dr John Hadcllffe: A Sketch of His Life, with an Account of Hi 
Fellows and Foundations. By J. B. Nias, M.D. 12*. 6 d 
Hkinemann, William, London. 

Studle^ln^Word As^ct^tton. By C. O. Jung, M.D. Translated b' 
Hoebkr, Paul B., New York • 

Neurological Clinics: Exercises in the Diagnosis of Diseases of tb< 
pf ?ive ^« nt the Neuro, 08*cal Institute, New York, b’ 
the Staff of the First Division. Edited by J. Collins, M.D *3 
Kimpton, Henry, London. 

Tr ^P^ al | 4 “ r « er y and Diseases of the Far Bast. By J. R. McDill 

Longmans, Green, and Co., London, New York, and India 
8 LLn^. e ‘ i p M | eth ° d ’ °J 2, rac,n K K *5’ 5 Through any Optical Sy.tem o 
* ,rron - By I<. SlIberateln.Ph.D. 6»! 

M 8^aufSvaH“. M ^ U 6“. etr,C By E ‘ Kn “ ht 

T1 10s. C 6 h c? nii8try ° f 8ynthetic Drugs. By P. May, P.Sc. 2nd ed 

Oxford Press Warehouse, London. 

A Text-book for Midwives. By J. S. Fairbairn, B.M. 2nd ed. 2C« 
Saunders (W. B.) Company. London and Philadelphia. 

Revised. K ‘ V $7 William P. Graves, M.D. 2nd ed., thoroughly 
Surgical Treatment: a Practical Treatise on the Therapy of Sunrion 

t w U k® ° f P w < £ ,tioner8 and Students o/surgery.* B’ 
James Peter Warbasso, M.D. (Three Vols. and Index Vol. *30. 

Military Hygiene and Sanitation. By Frank R Keefer M I) 

Thi°n n f°K Medlca i Cor P 8 . United States Array. 2nd ed., reset- *1 75 
The Orthopaedic Treatment of Gunshot Injuries. By Leo Mayer 

M.D. Introduction by Colonel E. G. Brackett, M C 82 50 ' 

University Press, Cambridge. 

&SSHS& 7® y 6 1: T - MlCCUrdy - M D - By W. H. H 


parliamentary Intelligent. 


NOTES ON CURRENT TOPICS. 

The Parliamentary Session. 

Both Houses of Parliament resumed on Tuesday, Oot. 15tb, 
after a recess extending from the beginning of August. 


HOUSE OF COMMONS. 

Tuesday, Oct. 15th. 

The Midwives Bill. 

Mr. Hayes Fisher (President of the Local Government 
Board), in moving the second reading of the Midwives Bill, 
said that the measure had originally been introduced and 
passed in the House of Lords. When, however, it came 
down to the House of Commons a lynx eye discovered that 
there was a flaw in it. It infringed the privilege of the 
House of Commons inasmuch as some of its clauses made 
a charge on public funds. This being the case there were 
three courses open : first, to reintroduce the Bill in the House 
of Lords without the offending clauses ; secondly, to intro¬ 
duce the Bill into the House of Commons with the clauses 
which created the charge; and thirdly, to drop the Bill. 
At that time—late in July—the Chancellor of the Exchequer, 
who was responsible for the conduct of the business of the 
House, was beginning the slaughter of the innocents, 
and there was no time for the Bill to be considered in the 
House of Commons. Therefore there was only one course 
to take—namely, to drop the Bill for the time, with the 
intention of introducing it into the House of Commons at 
the earliest possible date. The Midwives Act of 1902 only 
applied to England and Wales, and not to Scotland or 
Ireland. The two latter countries obtained some advantages 
in that respect, because a Departmental Committee which 
was appointed to inquire into the operations of the 1902 
Act made certain valuable recommendations regarding 
amendments which might fittingly be made in the Aot. 
Since Scotland and Ireland had obtained Midwives Acts in 
which those recommendations were incorporated England 
and Wales bad become the Cinderella of midwives legisla¬ 
tion, and the whole object of the present Bill was 
to assimilate the law relating to midwives, so that 
the whole legislation on the subject throughout the 
United Kingdom would be in harmony. Proceeding to 
mention one or two of the more important clauses, 
Mr. Hayes Fisher said that Clause 2 made arrange¬ 
ments for a more equitable apportionment regarding 
any deficit which might accrue to the local autho¬ 
rities. The apportioning of the deficit was made on 
the basis of the population, and not on the basis of the 
number of midwives who had taken out certificates. The 
old apportionment was somewhat cumbersome and inequit¬ 
able. Those local authorities which were most active in 
promoting the work of the midwives were to a certain 
extent penalised by having to take upon themselves 
a larger proportion of the deficit than they ought 
to have done. Under Clause 6 compensation was intro¬ 
duced « for the first time to women who had been 
suspended through no fault of their own. Clause 8 pro¬ 
vided that a woman struck off the Roll should return her 
certificate to the Board. By Clause 10 there would be 
reciprocal recognition of the certificate of the Central Mid- 
wives Board not only in the United Kingdom but in the 
British Dominions, with the proviso that the term of training 
must be the same in each case. Clause 12 enabled the 
county council to delegate its duties to the district council 
except in cases where that power had already been exercised. 
This was the only clause on which there was division of 
opinion in the House of Lords, and it was quite possible that 
division of opinion might manifest itself on that clause in the 
House of Commons when the Bill went into Committee. 
Clause 14 made it obligatory to summon a medical man 
in emergency cases and for the local authority to pay 
his fee. They would be able to recover 50 per cent, of these 
fees from grants made by the Treasury under the administra¬ 
tion of the Local Government Board. Everyone must be 
anxious at this time to do all they could in relation to 
maternity and child welfare. There was a great shortage of 
midwives at the present time, and if they could do anything 
to raise their status and remove the difficulties under which 
they worked they were doing something at all events to 
diminish the perils of motherhood and to ensure that a better 
class of woman would take up the ancient and honourable 
profession of a midwife. 

Replying to a number of questions, Mr. Hayes Fisher 
said that it would be possible to increase the number of 
women on the Central Midwives Board. It would be 
possible, if it was found desirable, to give midwives them¬ 
selves direct representation on that Board. The Government 
had thought it better to bring in the Bill as it left the House 













Thfe Lancet, J 


APPOINTMENTS.—VACANCIES.—SlftTtlS, ETC.-MfiDiCAL MARY. [Oot. Id, 1918 541 


of Lords, but when they came to Clause 12, which was 
probably the onlv one which would excite any debate or 
division, he would listen with a very open mind to the 
arguments put forward as to whether or not the delegating 
of powers should be allowed. But he thought that it would 
be wise to give a disoretionary power to the Local Govern¬ 
ment Board and not to close the door entirely to delegation 
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SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1. Wimpole-street, W. 1. 

MEETINGS OF SECTIONS. 


and matters of that kind. 

The Bill was read a second time. 


Jppaintnunis. 


MBDICINB Tuesday. Oct. 22nd. 

PATHOLOGY 

EPIDEMIOLOGY: Discussion on “ Epidemic Encephalitis,” at 5.30 p.m. 
Speakers: Dr. F. W. Mott, Dr. S. P. James. Dr. A. S. MacNalty, 
Dr. W. H. Hamer, Dr. A. J. Hall, Dr. P. N. Panton, Dr. F. G. 
Crookshank, and others. 

Wednesday. Oct. 23rd. 

SURGERY (Hon. Secretaries— V. Warren Low, Cyril A. R. Nltch)« 


Dean, L. T., M.B. Cantab., has been appointed Certifying Surgeon 
under the Faotory and Workshop Acts for the Spilsby District of 
Lincoln. 

O’Donnell, P. C., M.B.,B.Ch., Certifying Surgeon under the Factory 
and Workshop Acts for the Dingle District of the County of Kerry. 


$acanms. 


Presidential Address by Sir J. Bland Sutton : Spolla Oplma. 
Friday, Oct. 25th. 

STUDY OF DISEASE IN CHILDRHN (Hon. Secretaries—Eric 
Pritchard. H. C. Cameron, C. P. Lapage) : at 4.30 p.m. 

( <x$c* will be shown. _ . . 

Demonstration: Dr. K. S. Bhat: A New Counting Chamber for 
Cells, Ac., in Fluids. ^ 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincolns Inn 


For further information refer to the advertisement columns. 
Alnwick Infirmary— H. S. £160. 

Harrow in-Furness, County Borough. -Female Asst. M.O.H. and Asst. 
Sch. M.O. £450. 

Bradjord.— Temp. Asst. Sch. M.O. £8 8s. per week. 

Bristol Royal Infirmary.— H.P. and H.8. £120. 

Burton-on- Trent Infirmary. -H.S. £200. 

Cambridge, Addenbrooke's Hospital.—H.P. £300. 

Cambridge Borough Education Committee.— Asst. Sch. M.O. £400. 
Chester Royal 1 nfirmary.— H.S, £200. 

Chesterfield and North Derbyshire Royal Hospital.—Sen. H.S. £300. 
Exminster, Devon Mental Hospital.—L. T. 7 g«. per week. 

Grimsby and District Hospital.— Res. H.S. £20C. 

Hastings , East Sussex Hospital.— H.S. £250. 

Huadersfleld County Borough .—Female Asst. M.O.H. £400. 

Kent, Bromley Union Guardians Institution, Famborough.—M.O. £250. 
Kirkburton, Storthes Hall Asylum, Huddersfield. —L.T. £7 Is. per wk. 
Ijeicester, Leicestershire County Council Education Committee .—School 
Demist, £400. 

Manchester, Crosslcy Sanatorium, Delamere Forest, Cheshire.— Asst. 
M.O. £300. 

Manchester Northern Hospital for Women and Children, Park-place, 
Cheetham Hill-road.—H.S. £150. 

National Hospital Jor the Parlysed and Epileptic, Queen-square, W.C.— 

Res. M.O. Also Jun. H.P. 

Ntucaslle-upon-Tync, Royal Victoria Infirmary. — Asst Res. M.O. 

£250. Also H.P.'s. and H.S.’s. £50, and (in one case) £100. 
Newcastle-upon-Tyne, University of Durham College of Medicine.—hoot. 
Psych. Med.. 

Northampton General Hospital.— Jun. H.S. £150. 

Plymouth, South Devon and East Cornwall Hospital,— H.P. £200. 

Queen Charlotte's Lying-in Hospital, N. W.— Asst. Res. M.O. £60. 
Reading, Royal Berkshire Hospital.—H.S. £250. 

Roll of Honour Hospital Jor Children, 688, Harrow-road, IP.—Female 
Asst. Phys. 

Royal Free Hospital, Gray's Inn-road, W.C.— Paths, to Ven Dls. Dept. 

and to Military Sect. £150. Also Asst. Path. £250. 

Royal iAmdon Ophthalmic Hospital.—Deputy Bacteriologist. £120. 
Salford Royal Hospital.- H.P. £250. H.S. £200. Jun. H.S. £1£0. 
Sheffield City Hospitals.— Asst. M.O. 

Shrewsbury. Salop County Asylum— Temp. Asst. M.O. £300. 

South London Hospital for Women .—Female Clin. Asst. £1 1*. per 
attendance. Also Anactth. 10*. 6d. per attendance 
WakeflcUl, Clayton Hospital.- H.S. £250. 

Winchester, Royal Hampshire County Hospital.— Sen. Res. M.O. £400. 

The Chief Inspector of Factories, Home Office, S.W., gives notice of 
vacancies for Certifying Surgeons under the Factory and Workshop 
Acts at g waff ham, Norfolk, and at Spennymoor, Durham. 


JRarriages, ank gtatfci. 


BIRTHS. 

NeIld.— On July 13th, at 7, Love Lane, Shanghai, the wife of F. M. 

Nelld, M B., B.S. (Lond.)—a daughter. 

Riddell.—O n Oct. 14th, at Chalmers-street, Edinburgh, the wife of 
Captain (Acting Major) J. W. G. H. Riddell, M.C., K A.M.C., T., of 

a son. 

MARRIAGES. 

Addey—Wilson.— On Oct. 7th, at Shepperton Parish Church, William 
Fielding Addey, Captain, R.A.M.C., to Edith Jane, daughter of the 
late James Wilson, of Alford, Aberdeenshire. 

Stalker—Maclean Mansik.— On Oct. 12th, at Dundee, Captain J. M. 
Bulker, R.A.M.C., to Jeannette Maclean Mansie, M.B., Ch.B. 

DEATHS. 

Biernacki.— On Oct. 11th, at the Hospital, John Blernacki, M.B., 
Physician-Superintendent of Plaistow Fever Hospital, and of 
17, Wimpole-street, Cavendish-square. 

McLaqoan.—K illed in action on Oct. 4th, Captain J. Murray 
McLaggan, M.C., R.A.M.C., attached Royal Fusiliers, aged 27 years. 
Priestley. —On Sept. 28th, at Salonika, of influenza, Major Percival 
T. Priestley, R.A.M.C. 

N.B.—A fee of 6s. is charged Jor the insertion of Notices of Births, 
Marriages , and Deaths. 


Fields, W.C. „ ^ . .. . 

Friday, Oct. 25th.— 5 p.m., Museum DemonstrationProf. A. 
Keith: The Physiological Effects of Massage and Gymnastics. 
POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 

Clinics each week-day at 2 p.m., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Post-Graduate Course were given in issue of Sept. 27th.) 
NORTH-EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute. 37. Russell-square, W.O. 

Course of Lectures on Public Health Problems under War and After- 
war Conditions (each Lecture will be followed by a Discussion) 
Wednesday, Oct. 23rd.—4 p.m., Lecture IIIDr. W. M. Willoughby! 
The Obviation of Ship-borne Infections. 

JHADWICK PUBLIC LECTURES, at the Rooms of the Medical 
Society of London, 11, Chandos-street, Cavendish-square, W. 

Lectures on the Story of a New Disease (illustrated by epidiascope) : — 
Thursday, Oct. 24th.— 5 p.m.. Lecture IIIDr. F. G. Crookshank i 
(1) Raphania; (2) Botulism; (3) Theory of the Helne-Medin 
Disease. __. 

Communications, Letters, Ac., to the Editor have 
been received from— 

K. —Mr. W. H. Kesteven, Kingston- 
on-Thames ; Mrs. F. A. Keynes, 
Cambridge; Dr. H. C. Kidd, 
Bromagrove. 

L. —Dr. C. Llllingston, Peppard 
Common ; Local Government 
Board, Lond.; London Dermato¬ 
logical 8ociety, Hon. Sec. of. 

M. —Ministry of Munitions of War, 
Lond.; Ministry of Food. Lond.; 
Sir Henry Morris, Bart., Lond.; 
Dr. Reginald Morton, Lond. 

N. —National Baby Week Council, 
Loud., Sec. of; National Associa¬ 
tion lor the Prevention of Con¬ 
sumption, Lond. 

0— Sir William Osier, Bait., 
Oxford. 

P.-Major J. Phillips, R.A.M.C,; 
Capt. H. M. Perry, R.A.M.C.; 
Practitioner. 

R. —Royal Medical Benevolent 
Fund, Lond., Sec. of; Dr. M. H. 
Rhodes, Lond.; Royal Albert 
Institution, Lancaster ; Dr. R. K. 
Rentoul, Liverpool; Royal Micro¬ 
scopical Society, Lond.; Mr. S. H. 
Rouquette, Lond. 

S. —Society of Apothecaries of 
London, Sec. of; Capt. C. B. 
Sundell, R.A.M.C.; Capt. J. L. 
Stoddard, M.C., U.S.A.;St.John’s 
Hospital, Lond.; Dr. E. I. 
Spriggs, Banff; Dr. W. B. San- 
som, Lond.; Dr. E. Stolkind, 
Lond.; Capt. A. R. Snowdon, 
R.A.M.C. 

U.—University College, Lond., 
Provost of ; University of Cam¬ 
bridge. 

W.—Brig.-Gen. F. A. Winter, M.C , 
U.S.A.; Dr. L. Williams. Lond ; 
Dr F. P. Weber, Lond.; Warring 
ton. Medical Officer of Health of; 
Major R. B. Wild, R.A.M.C.(T.); 
Dr. F. G. Wallace, Lond.; Dr. 
J. R. Whitwell, Melton; Messrs. 
John Weiss and Son, Lond.; 
Lt -Col. J. H. T. Walsh, I.M.S. 
(retd.) 


L—Dr. W. H. B. Alkins, Toronto. 
Surg.-Gen. R. Blue. Washing¬ 
ton ; British Hospitals Asaocia 
tion, Lond., Hon. Sec. of; Sir 
John Bland-Sutton, Lond.; Dr. 
C. H. Bond, Lond.; British 
Organotherapy Co., Lond.; Mrs. 
Cloudesley Brereton, Lond.; Dr. 
T. B. Broadway, Dorchester. 

3.—Messrs. J. and A. Churchill, 
Lond.; Dr. A. B. Carver, Tor¬ 
quay ; Rev. Dr. Corner, Aber- 
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Safes, SJrorf (tomeitfs, anb Jnstotrs 
to (fcomsponbrnts. 


SOME EARLY BRITISH SURGEONS. 

The fifth volume of the British Journal of Surgery (Bristol: 
Johu Wright and Sons, Ltd. Pp. 714. Price 36#. 6 d.) con¬ 
tains four articles dealing with one fourteenth century 
surgeon namely, John Arderne, and three Tudor surgeons, 
John Banester, John Halle, and Thomas Vicary. John 
Banester, like his fellows Halle and Vicary, whose lives are 
given in the volume before us, and his other contemporaries, 
(dale, Clowes, and Read, were all Elizabethan surgeons, who 
strove to raise the status of surgery in England and to 
restrain quacks. They succeeded in their former effort to a 
very limited extent, but probably were not successful in the 
MC 7 i a *^ ou ^ severe measures had been taken by the Act 
of 1531 against vagabondage, including “rogues who pre¬ 
tended to a knowledge of physic.” Banester acted as 
??£? e ? n fc0 the F ? rcea 8^ to relieve Havre in 1563, and in 
1572 he was admitted a Member of the Barber Surgeons 
Company, apparently more owing to interest than to his 
undoubted merits. A note in the records of the Company 

HAVA '- r J 


Mr. Banester. of Nottingham, was sworn and admitted a brother ol 
th s mystery. Whereup in he hath granted to ine House yearly twenty 
shillings so long as he iiveth. and to be liberal and commodious to this 
house in that he may an i will yearly send a buck or two, and hath paid 
ten shillings and shall have his licence.” 


His biographer suggests that Banester’s friendship with 
Clowes or his own family interest may have gained him 
admission to the Company, but we expect that the 20#. and 
t e iK? mi8e T°T f fche ^ ucka had something to do with it too. 
In 1573 the University of Oxford granted him a licence in 
medicine, and in 1593 he received the licence of the Royal 
College of Physicians of London by desire of Queen 
Ehzabeth. He was the Company’s “Visceral Lecturer” 
in 1581, and an interesting picture (reproduced in the book) 
is extant of the proceedings at the lecture. From this 
picture we can get a very accurate idea of a demonstration 
in auatomy of the sixteenth century. It is pleasant to find 
from the records of the Company that provision was made 
for all things to be done decently and in order. Thus the 
body was to be kept behind curtains until it “is wrought 
upon” (i.e., by the “Masters” or “stewards” of anatomy 
who were apparently what are now called prosectors). The 
dissection being finished, all was to be made clean “and 
covered with fayre clothes” until the doctor should come to 
demonstrate. Both the doctor and the stewards were to 
have clean aprons and sleeves every day, and the latter were 
??? rt fchafc al1 their instruments were clean. Banester died 
in 1610, so that at the date of this picture (1581) he was 48 
having been born in 1533. ’ 

John Halle (1529-1568) was born in Maidstone. Little is 
known of him except from his books. Among these were a 
translation of Lanfranc’s “Surgery” with a glossary in 
which, concerning the word “algebra” we think he has 
made an error. He savs 


“The Arab ye word * algebra ’ elgnlfiath as well fractures of bones, &c 
as sometime the restauration of the Bame.” 


ANTHROPOMETRY AND NATIONAL HEALTH. 

The first of a series of lectures on Public Health Problems 
under War and after War Conditions was delivered at the 
Royal Institute of Public Health on Oct. 9th by Professor 
Arthur Keith, F.R.S., his subject being Anthropometry and 
National Health. The chair was occupied by Major Leonard 
Darwin. Professor Keith said he did not believe the Prime 
Minister had done any greater service than when he drew 
attention in his speech at Manchester, on Sept. 12th, to the 
fact that if the health of the people had been looked after we 
should have been able to put into the fighting ranks at least 
a million more men, and the war would by that date have 
ended triumphantly. The first movement in this country to 
ascertain the physical condition of the people was made by a 
committee of the British Association in 1875, which in* 10 
years took measurements of 80,000 men, women, and children. 
After the Boer War General Maurice (Sir Frederick Maurice's 
father) stated, in an article in the Contemporary Review , 
that out of every five men who presented themselves for 
acceptance as soldiers only two were found fit to bear 
arms. A surgeon-general of the time, after investigating 
the recruiting statistics for 10 years, said they showed that 
of every 1000 men who applied to become soldiers 400 had to be 
rejected. On the initiative of General Maurice the Govern¬ 
ment appointed a departmental committee, which, after an 
eight months’ inquiry, made a valuable report which 
resommended the setting up of machinery for investiga¬ 
tion, but the report had been pigeon holed. Conscription, 
however, had now placed us in possession of the figures in 
regard to the physical condition of the people. A popula¬ 
tion which deserved the term “ healthy ” ought to yield 
the following per 1000 men: 700 Grade I., 200 Grade II., 
75 Grade III. (for sedentary work), and only 25 physically 
incapable. Yet a midland manufacturing town produced 
only 200 Grade I., 250 Grade II., 450 Grade III., 100 Grade IV. 
And that was characteristic of many towns in the Midland 
and Northern Counties of England and in the South of 
Scotland. Mr. Lloyd George’s statement was found to be 
well within the mark. That was also true of the Premier’s 
remark that the chief cause of the deterioration was in the 
home. Dr. A. Shadwell had traversed that statement on the 
subject in his Times letter, but Mr. Lloyd George evidently 
meant that no first-rate country had done less than England 
in providing certain conditions for improving the home. 
Professor Keith said he wanted to see a physical census of 
the people, and even after the setting up of a Ministry of 
National Health he would retain the Ministrv of National 
Service, and he would have each county subdivided into 
areas, so that prevailing standards and ailments could be 
traced and investigated. 

INFORMATION FOR INVALIDED CANADIAN 
SOLDIERS AND SAILORS. 

A new version of a familiar poster has been prepared and 
will shortly make its appearance in Canada, entitled 
“ What Every Invalided Canadian Soldier and Sailor Should 
Know.” The information appearing on it is reproduced in 
pocket size on a khaki card, which is given to every wounded 
or otherwise invalided member of the force. ‘The card 
consists of 26 paragraphs printed in red and black alter¬ 
nately, of which the following are examples 


We do not think that the word “algebra” ever mean 
fracture, but was always used of bone-setting—i.e., restore 
tion of fractures. “Algebra” is still used in Spanish t 
signify bone-setting, and the original Arabic word “ al-jebr 
means the reunion of broken parts. Halle also wrote i 
treaUse against quacks in the vigorous English of his time 
though not a whit too strong for the offences of “ the beastl 
beguilers.” 

Thomas Vicary (1490-1562) was the leader of the band c 
Tudor surgical reformers. He was governor of St Bai 
tholomew’s Hospital in 1548, with three surgeons under him 
He is best known as the editor or author of a treatise o 
anatomy generally called “The Englishman’s Treasure 
The late Dr. J. F. Payne showed conclusively that this wor 
is really an abridgment of a fourteenth century derivativ 
of Lanfrano and Mondeville. It is not certain*that Vicar 
claimed to be the author, and probably he simply edited th 
unknown fourteenth century author, just as Halle di 
Lanfranc. 

John Arderne (1307-1380?) was the first English surgeon o 
whom we have any detailed knowledge. His chief work wa 
a treatise on fistula in ano and its cure. His treatment wa 
to make a clean incision instead of slowly cutting througl 
the fistula with a ligature. The work has been admirabl 
edited by Mr. D’Arcv Power for the Early English Tex 
Society, Orig. Series 139,1910. b 

The modern methods of surgery recorded in the Britisi 
Journal of Surgery , especially the plastic variety are s< 
astounding that if their exponents had lived at the date o 
the surgery mentioned above they would have been burne< 
as professors of diabolic arts. 


1. That his first business is to get well and Btay well. 

5. That until bis discharge, beiug still a soldier, he is under the care 
of the Militia Deptrtment. 

6. That the Department of Soldiers’ C.vil Re-esUbllshment cooperates 
hv arranging helpful and interesting occupations In the hospitals of ihe 
Militia Department. 

13. That if he is willing to learn, and takes the opportunities offered 
him to increase his skill, he can usually get a better position than he 
had before. 

15. That if his service disability prevents him from returning to his 
old work, after discharge, the Department of Soldiers Civil Re¬ 
establishment gives him tree training fora new occupation. 

16. That hia maintenance and that of his family are paid for as long 
an this training lasts, and for a month longer if necessary. 

21. Tnat a pension, beiug for disability caused or aggravated by 
service, cannot be reduced by his taking work or perfecting himself i i 
an industry. 

22. That if he needs an artificial limb or other orthopedic appliance 
it will be supplied free and kept iu repiir by the Department of 
Soldier**’ Civil jfe establishment. 

26. That if he wishes further Information, advice, or help from the 
Department of Soldiers’ Civil Re establishment he should w.itetoits 
headquarters, 22, V r ittorla-street, Ottawa, or sneak to a representative of 
t.he Depirtment. Every man is interviewed by such a representative 
before discharge. 

The number of men accepted for training has now risen to 
nearly 3000. The motto of the organisation would appear to 
be Paragraph 12: “Skill won makes up for strength lost.” 


The King has given permission to Dr. Lilian Violet 
Cooper to wear the Insignia of the Fourth Class of the Order 
of St. Sava, conferred upon her by the King of Serbia in 
recognition of services as surgeon at the Scottish Women’s 
Hospital at Oatrovo during the present war. 
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Mr. President, Fellows of the College, and 
Guests,- Rather more than 300 years ago, in his Lumleian 
Lectures delivered in 1616, William Harvey first made known 
the results of his experiments on the circulation of the blood, 
though his complete work was not given to the world until 
1628. The story of his great discovery has often been told, 
and well told. I shall not attempt to emulate the felicitous 
language of my predecessors. Much has been written about 
Harvey’s life and work, perhaps more still remains to be 
discovered. But success in this kind of research is not given 
to everyone. If I had felt that it would be my duty on this 
occasion to attempt to add another stone to the already 
imposing cairn erected to Harvey’s memory, I should not 
stand here to-day. 

In 1656, the year before his own death, Harvey made pro¬ 
vision for the annual delivery of an oration to commemorate 
the benefactors of the College, to exhort the Fellows and 
Members of the College to search out the secrets of nature 
by way of experiment, and to continue in mutual love and 
affection amongst themselves. 

This year we have no bequests to record. In previous 
orations grateful mention has been made of the many bene¬ 
factions which have been received, and the College has ever 
been mindful of generous donors. 

Harvey and the Value of Research. 

In his injunction to the Fellows and Members of the 
College to search out the secrets of nature by way of experi¬ 
ment, Harvey urges others to follow the practice which, in 
his hands, had led to such great results. His discovery of 
the circulation of the blood was founded on experiment and 
could not have been worked out in any other way. While 
learned physicians were engaged in subtle metaphysical dis¬ 
cussions about disease, Harvey addressed himself to his own 
experimental work until he felt justified in publishing his 
revolutionary results. 

In his introduction to the “ Treatise on the Generation of 
Animals ” Harvey pours contempt on the exclusive reference 
in all discussion to the authority of the great men of the 
past in these words :— 

" The method of investigating truth commonly pursued at this time 
therefore is to be held as erroneous and almost foolish, in which so 
many inquire what others have said, anl omit to ask whether the 
things themselves be actually so or not.” 

Yet Harvey was no despiser of the Ancients, as his 
numerous references to Aristotle and Galen attest. 

At the present day there is no fear of undue respect being 
paid to the Old Masters; nay, the young lions of the 
twentieth century are too well satisfied with their own 
prowess to devote much thought to an ignorant age that 
knew nothing of vaccines, blood cultures, test meals, blood 
counts, and other revelations of these latter days. 

In this crisis of our history, when all men’s thoughts are 
directed to the life-and-death struggle which our country is 
waging in defence of the liberties of the world against the 
sinister forces of reaction, let us recall the period of 
Harvey’s lifetime that immediately followed the execution 
of Charles the First. 

At this troublous and disturbed time Harvey had retired 
from London, and the following account of a visit paid to 
him in his retirement by Ent has a special interest for us 
to-day. In his introduction to Harvey’s “ Anatomical 
Exercises on the Generation of Animals,” published in 1651, 
Ent thus addresses “the learned and illustrious the Presi¬ 
dent and Fellows of the College of Physicians of London ” :— 

“Harassed with anxious and in the end not much availing cares, 
about Christmas last (the year after the violent death of the King.—Bd.) 
I sought to rid my spirit of the cloud that oppressed it by a visit to 
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that great man, the chief honour and ornament of our College, Dr. 
William Harvey, then dwelling net far from the olty : I found him, 
Democritus-like, busy with the study of natural things, his counte¬ 
nance cheerful, his mind serene, embracing all within its sphere. 

I forthwith saluted him and a-ked if all were well with him. 

‘How can It.’ said he, ‘whilst the Commonwealth is full of dis¬ 
tractions, and I myself am still In the open sea ? And truly,’ he 
continued. ‘ did I not find solace in my studies, and a balm for my 
spirit in the memory of my observations of former years I should feel 
little desire for longer life? But so it has been, that this life of 
obscurity, this vacation from public business, which causes tedium and 
disgust to so many, has proved a sovereign remedy to me.’” 

We may feel sore that had Harvey lived in these days, 
when not only the Commonwealth of England but the whole 
world is full of distractions, he would still have found 
solace in his studies. What Harvey did we may all do 
according to our several capacities. Those of us who, from 
one cause or another, are unable to render direct service to 
the State can yet help to carry on the civil life of the com¬ 
munity which is indispensable to the successful conduct of 
one of the most righteous wars in which our country has 
ever been engaged. 

It is hardly necessary at the present day to insist on the 
value of experiment in the elucidation of disease, and 
Harvey’s injunction to search out the secrets of nature by 
way of experiments has now lost something of its original 
point. To-day experiment is in the air. And though much 
of the laboratory work published appears sterile and incon¬ 
clusive, all additions to the sum of knowledge, however 
small and indirect, must have their value. In no disease, 
perhaps, has the beneficent influence of experiment been 
more strikingly exemplified than in consumption or tuber¬ 
culosis. Experiment has been the light that lightened our 
darkness. 

The seventeenth century, with its many wonderful 
achievements in literature, art, and science, marks the 
beginning of a new era in the study of consumption. Let 
us, then, compare the doctrine of consumption in Harvey’s 
time with that of to-day. 

From Hippocrates to the Seventeenth Century. 

In order to comprehend the state of opinion in Harvey’s 
time we must retrace our steps to the time of Hippocrates, to 
whom we owe the first recorded account of consumption. 

Hippocrates defines phthisis as suppuration and ulceration 
of the lung, and includes under the same head empyema, 
abscess of the lung, and gangrene. He speaks also of tpo/iara, 
swellings or growths in the lung, as causing phthisis. In 
Latin editions of his works these are translated “tubercula,” 
hence, as Waldenburg points out, it has been thought that 
Hippocrates was acquainted with tubercles. But Virchow, 
after a critical examination of the passages in which <pvfiaTa 
are mentioned, came to the conclusion that these were 
circumscribed abscesses and not tubercles in the modern 
sense. These swellings are attributed by Hippocrates to 
collections of mucus or bile which suppurate, and are 
described as occurring also in the tonsils and in other 
parts. 

The causes of consumption are pneumonia which fails to 
resolve in a critical manner, spitting of blood, and suppura¬ 
tion in the pleura. Pituitous secretion dropping down from 
the head and stagnating in the lung is another cause of 
suppuration and phthisis. 

It is an eloquent testimony to the authority of Hippocrates 
that these views were adopted wholly or in part by every 
writer of note for the next 2000 years. Celsus added nothing 
to the account given by Hippocrates. Aretaeus was the first 
to distinguish phthisis from empyema. Hear what he 
says: — 

“ If an ulcer form in the lungs from an abscess or from a chronic 
cough or from the rejection of blood, and if the patient spit up pus, the 
disease is c-lled Pyeor Phthisis. But if matter form in the chest or side 
or be brought up by the lungs the name is Bmpyema; but if in addition 
to these symptoms the lung contract an ulcer, being corroded by 
the pus passing through it, the disease no longer gets the name of 
Bmpyema, but takes that of Phthoe Instead of it.” 

Aretseus makes no mention of <pv/xara or anything re¬ 
sembling tubercles in the lungs. 

Galen in the main follows Hippocrates. 

Phthisis is caused by ulceration of the lung. Ulcers of the 
lung are like ulcers of any other parts, and are due to direct 
injury, rupture and haemorrhage from strain, and inflamma¬ 
tion. Galen speaks of <f>ofia.ra as inflammatory swellings 
resembling furuncles and buboes. One of the earliest refer¬ 
ences to contagion is believed to be found in these words: — 

“ It Is dangerous to live with consumptives and with those whose 
fonl breath imparts a heavy odour to the rooms in which they lie.” 

R 
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Bulloch and Greenwood point out that Aristotle had 
expressed similar views concerning contagion. 

The Arabian physicians closely followed Hippocrates and 
Galen, and made no farther contribution to the subject. 
Phthisis remained an ulcer of the lung. The position was 
unchanged until the seventeenth century. 

At this eventful period, when anatomical examination of 
the dead became more general, medical science began to 
burst its fetters, and a true renascence of medicine set in. 
The time which produced Harvey’s great work on the Circu¬ 
lation witnessed other striking developments of medical 
knowledge, and this century constitutes one of the great 
epochs in the study of consumption. Among the writers of 
this time who dealt with this disease two men stand out 
pre-eminently, Franciscus Sylvias and Richard Morton. 

Some account of the life and work of these two great men 
will, I hope, prove not uninteresting. 

Franciscus Sylvius (1614-1672). 

Franciscus de le Boo Sylvius (not to be confounded with 
Jacobus Sylvius, who lived about one hundred years earlier) 
was born in 1614 at Hanau, in Germany. 

His family was French , by name Da Bois or De le Boe, but 
his grandfather Francois, a Huguenot, had migrated to 
Germany to escape the religious persecutions of the time. 
The familv had a distinguished military record, but owing 
to pecuniary losses Francois had embarked in commerce, for 
which Germany at that time offered favourable opportunities, 
having enjoyed peace for a considerable time. Isaac de le 
Bo8, the son of Francois, married Anna de la Vignette, whose 
family came from Cambrai. Their son, afterwards known 
as Sylvius, was named Francois. 

Lucas Schacht says that the boy’s “beauty” of person, 
bodily activity, and gentle and virtuous disposition, inspired 
his father with the hope that such a body could only be 
inhabited by a lofty mind. His father determined, therefore, 
to give him a good education, and Francois was sent to 
Sedan to be instructed by learned and religious men in a 
Protestant school. Sedan, as Jelliffe points out, was one of 
the cities of refuge on the French border where Huguenots 
were tolerated. 

The Medical Career of Sylvias. 

When his schooling was completed he was given his 
choice of a profession: commerce, military science, or 
letters. He chose the last, and expressed a desire to study 
medicine. This decision met with his father’s warm 
approval, and Francois returned to Sedan to study philo¬ 
sophy and medicine. After two years he went to Germany 
ana the Netherland3 to complete his education. At the age 
of 23 he was admitted Doctor of Medicine at Basle in 1637, 
and received authority to teach and practise medicine. After 
this time he assumed the Latin name of 8ylvius. At his 
parents’ desire he returned to practise at Hanau, his native 
town. But two years later he set out again to prosecute his 
studies in France and the Netherlands, finally settling at 
Leyden. Here he opened a school of anatomy and practised 
medicine with great success. His anatomical teaching 
became so celebrated that students were attracted to him 
from all parts. Anatomy and chemistry were the subjects to 
which he specially devoted himself. So great was his fame 
as a teacher of anatomy, says Lucas Schacht, that anyone 
who had not worked under him was thought to know little 
of the subject. 

A few years later, to the surprise of his friends and to the 

f rief of his pupils, he migrated to Amsterdam, when he was 
7-28 years of age. Soon after his arrival he was appointed 
by the deacons of the Walloon Calvinistio Church to the care 
of their sick poor. 

“This charge,’’ says Jelliffe, “without p%y, gave him the public 
confidence, and at the same time facilitated his clinical researches." 

The reputation which he brought with him from Leyden 
was speedily confirmed, and before long he obtained’ the 
chief practice in Amsterdam. He was beloved by the poor, 
whom he supplied gratuitously with costly drugs, many of 
them prepared with his own hand. His’ diligence, pity, 
oivility, gentle manners, and sobriety commended him to all. 

41 Who.” says Schacht," over saw Sylvius drunk or disgraced by 
drink, a fault, alas! too common among medical men ? ” 

In 1658 he was elected professor of medicine at Leyden, 
and for the next 14 years his activity in teaching, research, 
and. clinical teaching was amazing. Opportunities for 
clinical teaching were provided by a small infirmary with 
12 beds at Leyden, and these were very successfully 
developed by Sylvias. But Jelliffe shows that it is not 
correct to say, as some have done, that Sylvius was the first 
to give bedside instruction, for this method of teaching was 
originally employed at Padua in 1558, and had been imported 


into Leyden early in the seventeenth century, where it con 
tinued to be carried on for some years, though in a desultory 
fashion. 

8 ylvius had A most inspiring influence on his students ; so 
many of whom achieved distinction afterwards that, in the 
words of Lucas Schacht— 

“ The learned men that came from hie school rivalled In numbers the 
crowd of warriors that sprang from the Trojan horse.” 

In 1668 his second wife and his only child succumbed to 
an epidemic fever, and Sylvius himself narrowly escaped the 
same fate in the following year. But on Nov. 14th, 1672, a 
second attack of the same disease carried him off in his 
fifty-eighth year. Jelliffe suggests that this epidemic disease 
was typhoid fever, but the fact that Sylvius had two attacks 
of the safiae nature in four years throws some doubt on this. 

Sylvius'x Contributions to Medicine. 

Frank Baker, of Washington, in a very careful study of 
the anatomical works of Sylvius, comes to the conclusion 
that he was not the first to describe the Sylvian aqueduct, 
which was known to anatomists before his time or that of 
Jacobus Sylvius, who has also been credited with the same 
discovery.’ But from the evidence of his contemporary, 
Thomas Bartholinus, and of later writers, Franciscus 
Sylvius seems to have been the first to describe the 
Sylvian fissure. 

Portal says that, though he worked much at anatomy, 
Sylvius made no tfreat advance in this science. But Baker 
states that he invented a system of sections of the brain in 
different directions by which structures could be more effec¬ 
tively displayed. In addition he made examinations of 
lymphatic vessels, salivary glands, pancreas, and the spleen. 
He pointed out the difference between ductless glands, which 
he named conglobate, and acinous glands, called by him 
conglomerate. He believed that the ductless glands had a 
profound influence on the blood, and he thus may be said to 
have been in a sense a forerunner of modern views concerning 
internal secretions. 

Portal points out that Sylvius had some knowledge of 
chemistry and its application to the human body. He was 
one of the early advocates of the fermentation of humours, 
which he applied to the explanation of secretions. He 
regarded the pancreatic juice as acid and the bile as alkaline; 
the contact of acid and alkali in the intestine gave rise to 
a new juice which preserved the balance between the acid and 
alkali. He was the author of numerous other explanations. 
With such principles, Portal says: — 

“ He did little to advance the history of disease. His labours would 
have been more profitable If he had Imported into his observation 
and experiments more of the scientific spirit, and if he had preferred 
description to ratiocination, which beguiles but often deceives us.” 

This criticism, though sound enough, seems rather severe 
when we remember the state of physiological knowledge at 
that time. But Portal, anxious to do him justice, adds in a 
subsequent passage that Sylvius was more instructed in 
mechanics than his predecessors, and described correctly the 
action of the diaphragm, proving that this muscle becomes 
flattened during inspiration and arched daring expiration. 
He also admits that he made important observations on 
phthisis based on numerous autopsies. Farther, to his 
credit it must be remembered that he was one of the first to 
repeat Harvey’s experiments and to adopt his views on the 
circulation. 

Eloy, after an adverse criticism of Sylviu9’s chemical 
theories, says of him :— 

" But he supported a better cause by defending with all his power 
tho discovery of the circulation of the blood by the celebrated Harvey. 
Truth is sometimes regarded as a paradox by prejudiced mloda, and 
this discovery, announced by tho English physician in 1628, was atlU 
rejected as a chimerical fancy by most of the professors of Europe when 
Sylvius assumed the Chair of Medicine at Leyden in 1658. 

The proofs which he collected in favour of Harvey's discovery were 
so convincing that he h\d the glory of being the first to teach and 
demonstrate the truth of these views in the University of Leyden. 

Lucas Schacht in his Funeral Oration says that Sylvius 
having convinced himself of the truth of Harvey’s doctrine 
defended and advocated it publicly with such force that 
“ one might doubt whether the greater honour and praise 
were due to Harvey, its author, or to Sylvius who first intro¬ 
duced it, published it abroad, and demonstrated its truth in 
this illustrious academy.” 

A glance at the medical works of Sylvius will show how- 
wide was the range of his studies. There were few branches 
of medicine that he did not touch. Apart from his anatomical 
work, Sylvius has been chiefly known as the author of a 
purely chemical theory of disease wnich had little per¬ 
manence. Nevertheless, these views possess a special 
interest at the present time, when the importance of physio¬ 
logical and pathological chemistry is so fully realised. But 
in his work on consumption he stands out as one of the 
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pioneers of the seventeenth century, and for this reason 
alone he would merit imperishable renown. 

I Imvs of Sylvius on Consumption. 

The views of Sylvius on this subject do not appear to have 
attracted the attention which they deserve ; I venture, there¬ 
fore, to give a somewhat detailed account of them. 

In his “ Practice of Medicine ” he introduces the subject 
by some general remarks on the nutrition of the lungs. 

The lungs waste through the presence of pus, or of blood 
effnsed into their substance, or through some fault of their 
own. The fault lies in the blood when it suppurates, or 
when an abscess is formed in the course of pleurisv which 
conveys pus to the lungs either directly or through the 
blood. Whence not only are the lungs themselves wasted, 
but the whole body suiters also. The fault lies with the 
lungs when from any external or internal cause they become 
incapable of assimilating the blood brought to them, the 
usual internal cause being an ulcer, the external cause an 
empyema. 

In phthisis not only are the lungs damaged, but the whole 
body is wasted, inasmuch as the blood is tainted by the 
intrusion of pus, which infects gradually all parts of the 
body and renders the processes of nutrition ineffective. The 
same results, both local and general, may be brought about 
by the blood containing morbid humours. In this case, 
whether from an excess of bile, pancreatic juice, or saliva, 
or from all three, from chyle or lymph vitiated in any way, 
from serum not being secreted in the kidney and remaining 
in the blood, or from many other causes affecting the blood, 
tubercles frequently originate in the lungs, together with 
textural changes in their soft and spongy tissues. 

In the Appendix to his 44 Practice of Medicine,” a post¬ 
humous work, he develops his views still further. Not every 
wasting of the body, but only that which follows an ulcer of 
the lung, is to be called phthisis. 

In addition to the general wasting of the body, other 
peculiar symptoms are observed in phthisis—a cough and 
spitting of pus, together with a hectic fever. 

Phthisis may be primary when pu3 is generated in the 
lung itsel/ or secondary when pus is introduced into the lung 
from without, the pus infecting and tainting the lung and 
thus leading to ulceration. 

The causes of primary disease of the lung leading to 
phthisis are numerous, the proximate one being a perfora¬ 
tion of blood-vessels, whether by a wound, stab, blow, 
rupture, fall, shouting, coughing, straining, erosion by acrid 
humours, or by diapedesis, or exudation through distension 
or slackness of vessels, or in any other way. In a subsequent 
passage he says that the proximate cause of phthisis is a 
persistent ulcer of the lung associated with low fever and 
wasting. Among the causes of ulcer of the lung, the first 
place is given to peripneumonia passing into an abscess or 
vomica, the second to neglected spitting of blood. The other 
causes include acrid, salt, acid or pituitous humours drop¬ 
ping down from the head into the trachea and ulcerating the 
lungs, acrid pus penetrating the lungs from the chest walls 
or from an empyema. But when the aforesaid causes take 
effect on the lungs previously damaged in their natural 
constitution and inclined to phthisis, that disease is the more 
easily and rapidly induced. 

“ Seeing that experience shown that whole families are so disposed to 
consumption, that few of their members escape this fell disease it mav 
lastly be asked in what does this phthisical constitution consist » ft 
is notorious that the oomplatnt is hereditary, and passes from 
parents to children, but the nature of this disposition is not so well 
understood.” 

In another passage referring to abnormal formations of 
the thorax, whether congenital or acquired, and to the 
hereditary disposition to phthisis, he savs that in order to 
understand this we mnst believe that the individual 
humours of the human body change gradually from day to 
day, and with the progress of years undergo very consider¬ 
able alterations, also that the solid tissues of the body 
including the viscera, are subject to important changes at 
different age-periods. These changes are most conspicuous 
in the various glands, some of which wax, while others 
wane, from day to day. Thus the thymus gland, so large in 
the frntus, shrinks greatly in adult life. 

•* A study of phthisis shows that the lungs possess a peculiar consti 
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describe this accurately or to exp ain Us nature. But this constitution 
must imply a special susceptibility to the influence of the humours 
predominating at any particular period of life. This disposition in 
be attributed less to the solids than to the fluids of the body T n nrfT 
portion as individual humours become more or more less acrid at 
different ages a varying tendency to disease Is manifested. The chief 
explanation of phthisis attacking persons otherwise in good health 
without obvious cause is to be looked for in the manifold changes which 
take place in the humours of the body.” * cn 

In a subsequent passage he says 

•• I have often found two glands called thyroid lying close beside the 
trachea which have a certain affinity with the parenchyma of the 

testes. I suspect that from these a certain juice is poured into the 
trachea which if preternaturally acid would easily affect the lungs. 

Changes in this juice at different periods of life may lead to phthisis, 
especially where there is an hereditary taint.” 

After recounting the causes of phthisis, which for him 
means an ulcer or vomica in the lung, he breaks new ground 
in the following important passage:— 

”1 will now candidly state what I have observed and what, in ray 
opinion, a vomica is. 1 have often seen glandular tubercles, both large 
and small, iu the luogs which contained pus. These tubercles beiug 
gradually transformed into pus aud enclosed in a delicate capsule 
must, iu my opinion, be regarded as vomica', and I have frequently 
seen phthisis originate in these structures. I do not hetdtate to 
ascribe to thete tubercles the hereditary and deadly disposition to 
phthUis exhibited in certain families, for tubercles Increase in sire in 
the course of time and pass into suppuration. Prom my observations 

I have formed certain conjectures concerning glands which in the 
natural state are so small as to be invisible, but wnen diseased become 
enlarged, and are then seen scattered throughout the viscera and 
tissues of the body. 

These views were suggested by :— 

1. The glands of the choroid plexus invisible except in morbid con¬ 
ditions when they may reach a considerable Bize. 

2. The pulmonary glands or glandular tubercles. 

3. The glands seen in various parts of the body in the strumous or 
scrofulous constitution, these glands being of the conglobate variety.” 

44 Inasmuch as we have seen that the small glands of the lungs may 
swell and become visible in disease and give rise to vomicic, I suspect 
that an hereditary disposition to phthisis exists in these bodies.” 

“In addition to the causes already given, medical writers speak of 
contagion, the air expired by phthisical subjects being inspired through 
the mouth and nose of those around and Infecting them with its acrid 
and foetid miasma, with the result that taey ultimately drift into a 
simiUr disease. And if we consult our experience and observe 
accurately what is apt to happen to the more delicate and younger 
blood relations in immediate contact with the disease, we find that this 
is only too true. 

Wherelore physicians properly warn such persona and particularly 
close relations to avoid catching the breath of phthisical subjects. The 
special liability of relations is to be found in the small glands of the 
lungs invisible under ordinary conditions, but when occupied hy a 
mere viscid humour growing to such a size that they can be seen and 
felt.” 

Advances made by Sylvius. 

We see from a study of Sylvius’s writings how greatly he 
was dominated by the influence of Hippocrates. 44 Phthisis 
sive ulcus pulmonura ” is a phrase he uses more than once. 

Like all previous writers, he attributes phthisis in most cases 
to peripneumonia or pleurisy, ending in suppuration. But 
he makes a great advance when he states that tubercles are 
often seen in the lung in cases of s consumption. Still more 
important is his discovery th*at tubercles soften and 
suppurate to form vomicae. In his view tubercles were 
nothing more than enlarged glands which he supposed to 
exist in the lungs and other parts of the body, the enlarge¬ 
ment being due to accumulation of viscid humours or 
secretions in these glands. The origin of the humours is 
referred to many causes acting for the most part through 
the blood, especially to excess of various secretions, such as 
bile, pancreatic juice, or saliva, also to changes in the 
thyroid secretion, which, as he supposed, found its way 
into the trachea. 

In his conjectures concerning glands which in the 
natural state are so small as to be invisible, but when 
diseased become enlarged and are then seen scattered 
thrdughout the viscera and tissues of the body, it is not 
improbable that he is describing cases of generalised miliary 
tuberculosis. The assumed glandular origin of tubercles in 
the lungs suggested a relation to scrofula or struma in 
which external glands were enlarged. The action of 
heredity is exerted through these glandular tubercles. 

Varying conditions of humours, or, as we should say, 
secretions, at different ages are credited with powerful pre¬ 
disposing influence in the causation of phthisis. May there 
not be some truth in this ? The varying activity and mutual 
relations of internal secretions, about which, as yet, we 
possess little accurate knowledge, have profound effects on 
the human organism, and who shall say that susceptibility 
to tuberculosis is not in some degree connected with these 
influences ? The phthisical constitution or disposition is also 
attributed to changes in the humours or secretions of the 
body. 

It seems, then, from the many-sided ’activities of Sylvius 
and from his important work on consumption that Baker is 
justified in describing him as one of the great original 
thinkers of the seventeenth century, of the period that 
produced Harvey, Descartes, Leibnitz, and Malpighi. 

Richard Morton ( o . 1635-1698). 

Richard Morton was born about 1635. the son of Robert 

Morton, minister of Bewdley Chapel, in Worcestershire. 
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According to Copinger, he was born in Suffolk. But in 
the “ Dictionary of National Biography ” it is stated that he 
was baptised at Ribbesford, the parish to which Bewdley 
belonged, on July 30th, 1637. He matriculated at Magdalen 
Hall, Oxford, in 1653-54, but migrated to New College, where 
he subsequently became chaplain, proceeding to the degree 
of B.A. in 1656-57, and M.A. in 1659. After this he was 
chaplain to Philip Foley, of Prestwood, in Staffordshire, who 
appointed him to the living of Kinver, in the same county. 
Having refused to sign the Act of Uniformity at the Restora¬ 
tion, he was ejected from his living in 1662. 

He then turned his attention to medicine. The next thing 
we hear of him is that he was admitted to the degree of 
Doctor of Medicine on the nomination of the Prince of 
Orange in 1670. 

I have been unable to obtain any information about his 
life between 1662 when he was ejeoted from his living, and 
1670, when he received his degree in Medicine at Oxford. The 
Rev. Claude Jenkins, librarian at Lambeth Palace Library, 
has very kindly examined the Archbishop’s Register and 
Subscription Book there, but he has been unable to find any 
record of Morton having received a licence to practise 
medicine from the Archbishop. Wood says that he was 
admitted M.D. Oxford in 1670, in which year he accompanied 
the Prince of Orange to Oxford as physician to his person. 
Mr. Jenkins suggests that he may have come over from 
Holland with the Prince after studying medicine at Leyden 
or Utrecht. I have examined Peacock’s Index to English- 
speaking students who have graduated at Leyden University 
and the Album Studiosorum Academia; Rheno-Trajectinae, 
but I cannot discover any mention of Richard Morton. 

It is strange that nothing should be known about the 
medical education of a man who afterwards became so 
famous. 

Bishop Burnet in his history tells us that the Prince of 
Orange came to England in the winter of 1669 in the twentieth 
year of his age, about a debt owed to his house by Charles the 
Second. Charles seems to have given the Prince many 
promises to pay, but little else. That the association 
between Morton and the Prince was of a satisfactory nature 
is evident from the fact that the latter after his accession to 
the throne of England as William the Third appointed Morton 
one of his physicians-in-ordinarv. 

After graduating in Medicine at Oxford, Morton came to 
London and was admitted a Fellow of this College in 1679. 
He was Censor in 1690, 1691, 1697. In 1680 he was incor¬ 
porated at Cambridge on his Doctor’s degree. He lived in 
Greyfriars’ Court, Newgate-street, where he practised medi¬ 
cine with great success. He died in August, 1698, and was 
buried in Christ Church, Newgate-street. 

Morton's Views on Consumption. 

Richard Morton was the author of two works, “Pureto- 
logia” and “ Phthisiologia,” of which the latter alone 
concerns us now. He defines a consumption of the lungs as 

“ An universal wasting of the parts of the body caused by some dis¬ 
temper of the lungs, as a stuffing, swelling inflammation and ex-ulcera- 
tlon of them, and thereupon it is attended with a cough, difficulty of 
breathing, and other symptoms of the breast, and accompanied with a 
fever, which at first is slow and hectical, afterwards Inflammatory, and 
at last putrid and intermitting.” 

“The cause of a consumption of the lungs in general is a vitiated 
disposition of the mass of blood, and of the spirits of the nerves con¬ 
tracted gradually from several procat&rtic or predisposing causes in 
which the sharp or malignant serum or water of the blood being 
separated by the soft and glandulou* substance of the lungs does stuff. 
Inflame, and at length also ex-ulcerate the lungs themselves, which is 
the immediate cause of this distemper.” 

The procatartic or predisposing causes are numerous, and 
include stoppage of evacuations, passions of the mind, 
intemperance in eating and drinking, want of exercise, night 
studies and long watchings, sleeping in the day, an ill air, an 
hereditary disposition, an ill formation of the breast, infec¬ 
tion, chalky stones and such-like in the lungs, or some 
preceding distemper. 

The more immediate cause is a taking of cold. Speaking 
of infection he says:— 

•' This distemper, as I have observed by frequent experience, like a 
contagious fever does Infect those that lie with the sick person with a 
certain taint.” 

“ The degrees of this distemper are those which follow, to wit, first a 
stuffing of the lungs from the serum or water of the blood that is 
plentifully separated in them. Secondly, a hard swelling, but more 
especially in the glandulous parts of the lungs, arising from the same 
serum, distending those parts too much, and not having a free passage 
out of them : which tumour 1 take to be the crude tubercle mentioned 
by Galen; which tuberoles, or crude and glandulous swellings I have 
often found in the dead bodies of consumptive persons, when the other 
parts of the lungs have been full of apostemes and ulcers. Thirdly, an 
inflammation of the lungs, arising from the heat and sharpness of this 
serum. And lastly, an imposthumation and ex-ulceration of these 
inflamed parts when the distemper comes once to its height and 
extremity.” 


Morton here clearly states his opinion that the formation 

of tubercles constitutes the first stage in the phthisical 
process. The origin of tubercles is treated as follows:— 

“ If anyone shall be Inquisitive about the original of the tubercles in 
the lungs, I shall give this general answer: that the substance of the 
lungs not only seems more obnoxious to a flux of humours than any 
other part of the body from the continual motion of these parts caused 
in respiration, but also b? reason of its spongy softness (because It 
consists wholly of small bladders and vessels) is wont to suck in and 

retain the humours. When 1 consider with myself, now often in 

one year there is cause enough ministred for producing these swellings, 
even to those who are wont to observe the strictest rules of living, I 
cannot sufficiently admire that anyone, at least after he comes to the 
flower of his youth, can die without a touch of consumption. 

And without doubt the breeding of these swellings is so frequent and 
common that a consumption of the lungs would necessarily be the 
common plague of mankind, if these swellings did not vanish, or were 
removed by art, as easily as they are bred at first; and indeed I have 
been used to think, not without reason, that as the more benign 
tubercles are wont to go off of their own accord, and that quickly, so 
none of them lay the foundation of the great disease of which I am 
treating, but only those which are in some degree malignant and ill- 
natured and that are wont to putrefy sooner or later from some peculiar 
quality of their nature.” 

Morton’s belief in the great prevalence of tubercle and in 
the frequency with which spontaneous healing takes place 
has received striking confirmation in recent times. 

“The crude tubercles resulting from obstruction of the glandulous 
parts of the lungs undergo a further change. Stagnation of the 
humours in these glands, caused by the thick glutinous quality of the 
iuice secreted by the glands, leads to a transformation of the tubercle 
into a dry matter like suet or honey. Inflammation and suppuration 
follow. Pneumonia or pleurisy, if improperly treated, may end in con¬ 
sumption through the formation of tubercles and abscesses.” 

“ Where a spitting of blood has preceded, a consumption of the lungs 
is wont to follow.” But in this case, Morton says, “ the consumption 
does not seem to have its original so much from the breaking or 
gaping of a small vessel as from the inordinate and hectical state of 
the blood.” 

When consumption follows haemoptysis the lungs become 
stuffed with hard glandules or tubercles. “ Chalky stones 
bred in the lung when they are sharp and angular,” and 
other pointed foreign bodies such as nails or pins, may tear 
the lung and cause haemoptysis, and thence ulcers in the 
lungs. 

Morton distinguishes a special scrofulous variety of con¬ 
sumption in which— 

“the blood by reason of its preternatural acrimony being, as It were 
coagulated, and so unable perfectly to unite the new chyle to itself and, 
the solid parts. Is wont to throw it in a larger quantity than is con¬ 
venient upon the glandulous parts . and what happens in other 

glandulous parts happens also in the lungs themselves, which are 
everywhere full of innumerable glandules, but of some more con¬ 
spicuous ones, upon the windpipe and the branches of it, though in 
their natural state they are not so easily discerned : so that tis no 
wonder if those that have the king’s-evil, who are frequently subject 
to glandulous swellings in other parts, are likewise many times affected 
with such kind of tubercles even in the lungs themselves.” 

But, whether conscious or unconscious of a certain 
ambiguity in his description of this variety of the disease, 
he adds that the most certain diagnostic sign of this form 
“ is to be taken from glandulous swellings in the external 
habit of the body accompanying of it, or at least preceding 
it.” Morton says that this variety of phthisis was the 
commonest in his experience and furnished most cases of 
recovery. 

Value of Morton's Work . 

In estimating the value of Morton’s work we must con¬ 
sider his relation to Sylvius, although he makes no reference 
to the writings of the latter. The Opera Medica of Sylvius 
were published ten years before the appearance of Morton’s 
Phthisiologia, and it is unlikely that Morton was unacquainted 
with the older work, as the reputation and authority of 
Sylvius were then so great. Morton adopts Sylvius’s view of 
the glandular origin of tubercles in the most thorough-going 
fashion, and follows him in other points. Sylvius, as we 
have seen, was far in advance of all previous authors in 
asserting that tubercles were often found in the lungs of 
consumptive persons, and in attributing the formation of 
vomicae to the softening and suppuration of tubercles. 

Morton went still further and maintained that tubercles 
were found in the lungs in all cases of consumption, what¬ 
ever its origin might be. But in the seventeenth century 
the word tubercle was used in the etymological sense, and as 
yet possessed no specific pathological significance. 

Both Sylvius and Morton insisted upon the contagious 
nature of this disease, a view which had long prevailed and 
seems to have been held by Galen and Aristotle. 

(To be concluded.) 


A general meeting of the Institute of Hygiene 
has decided to elect women to the governing body of the 
Institute. 
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We may look at the Wassermarm reaction from two 
standpoints—as a means for the diagnosis of syphilis and as a 
highly complex reaction involving the recognition of the 
presence, and if possible an estimation of the amount, of a 
hypothetical substance which occurs in the blood in syphilis 
and few other diseases. For the former purpose I see no 
reason to change my opinion that a method involving the 
use of crude serum is the best, and that its rapidity and 
freedom from certain possibilities of accidental error more 
than ontweigh its disadvantages. This, however, is by the 
way. The so-called “original” method is now required 
officially, and I have now used for more than two years 
one of the recognised modifications of the test. 

The Nature of the Problem. 

I propose to discuss the theoretical basis which must 
underlie any attempt to bring about a standardisation of the 
process, so that an accurate measure may be made of the 
strength of the reaction in any given case, and so that the 
workers in different laboratories may get concordant results. 
There is a third problem intimately bound up with these two : 
What strength of reaction are we to regard as being necessary 
to diagnose syphilis? This cannot be solved until we have a 
standard by which we can compare our results. 

In a Wassermann reaction which is just positive we may 
consider that the three reacting substances—syphilitic 
serum, complement, and antigen—are in a state of 
equilibrium. If we add a little more complement this 
remains free, but it can be absorbed by adding more serum 
or more antigen ; if we add a little less antigen we can still 
get our positive reaction by using less complement, and so 
on indefinitely. We have to titrate our unknown substance, 
the strength of which we wish to determine, by means of 
two standard solutions, complement and antigen, the excess 
of either of which can be compensated for (within certain 
limits) by the corresponding excess of the other. Add to 
this the fact that in neither case can we standardise our 
reagents by ordinary chemical or physical processes, or 
obtain them in a state of purity, and it will be seen that the 
problem is one of extreme difficulty. 

It is really even more difficult than this ; for we test this 
absolute absorption of the complement by a test-reagent 
which is itself of extreme complexity, the mixture of red 
corpuscles and haemolytic amboceptor. No two samples of 
red corpuscles are exactly alike ; and even when we work 
with carefully preserved specimens of the same sample of 
blood we have no reason to know that this remains constant 
from day to day. Again, it is not easy to obtain exactly 
accurate emulsions of corpuscles, and I do not find that the 
point is gone into much in actual practice. The haemolytic 
amboceptor, again, is a source of difficulty, in that it can 
only be standardised by the use of complement, which in 
turn can only be standardised by the use of amboceptor. 
We seem to have no starting-point. And the strength of the 
test-fluid is not a matter of indifference. A reaction which 
appears positive when corpuscles sensitised with a small 
amount of haemolytic amboceptor is used may appear nega¬ 
tive when the latter ingredient of the test fluid is increased. 

The Significance of the Reaction. 

The question may be asked, How, in face of these facts, is 
it possible to get even reasonably trustworthy results in 
actual practice ? And how is it that the results in one 
laboratory agree very fairly with those from another ? The 
answer is that the Wassermann reaction varies enormously 
in strength, and that most reactions are so strong that they 
can be estimated by any technique. Thus, if we call the 
strength of the smallest reaction which we regard as posi¬ 
tive 1, we often find reactions of 22, or somewhat more ; 
and most of the cases that come to us to be diagnosed have 
a reaction of 4 or more, a strength which can hardly be 
missed. It is in the weak reactions that we get dis¬ 
crepancies, and it is the object of this paper to show a 
method, and, I believe, the only method, by which these 
discrepancies may be avoided. 


It must be borne in mind that this is not altogether, and 
perhaps not mainly, a matter of technique or of ingredients ; 
it is largely a matter of the personal equation of the experi¬ 
menter. He has to deal with sera which, under the 
conditions of his test, will absorb all amounts of comple¬ 
ment, from the smallest to the greatest. Some of-these 
amounts, he knows, do not indicate syphilis; others 
equally certainly do—Where is he to draw the line ? Thus, 
under the conditions in which I work I may get an absorp¬ 
tion of complement which varies between 1 and 3000. (I 
am taking arbitrary figures.) An absorption of 5, or 10, or 
20 I know does not indicate syphilis ; it is a clear negative 
reaction. I am equally certain that an absorption of 100 
does indicate syphilis; it is a clearly definite, though not 
very strong, positive reaction. What am I to say to an 
absorption of 75 or 80 ? Of course, the history of the 
case may give me some clue. If the serum is from a 
patient with a doubtful sore, or from a patient who has just 
finished a course of treatment, the diagnosis is obvious : I 
have to deal with a weak positive reaction. But where the 
history is not forthcoming I cannot possibly say what the 
significance of the result may be, nor can anyone help me. 

There is no authoritative guide, nor can there be one 
until a large mass of experience has been accumulated, 
taking absolute units and not the arbitrary figures I have 
used above for sake of example. Under these circumstances 
every serologist is a law to himself. If he is naturally of a 
cautious disposition he pitches his standard low, so that he 
can never by any chance diagnose a case as syphilis if it is 
not so ; by so doing he will sacrifice some accuracy, but he 
will never make the mistake (which is often so serious) of 
accusing a person of having syphilis when he has not. He 
will, however, miss a few early cases, and he will occasion¬ 
ally say that a patient is cured when he is not. The patho¬ 
logist who is more daring will get more accurate results in 
these early or late cases, but he will run the risk of occasion¬ 
ally diagnosing syphilis when it is not present. These cases 
where the reaction is weak or doubtful make up but a small 
proportion of the total number examined, and the results of 
the two workers will coincide in the great majority of cases. 

The first essential is for us to agree on some unit, some 
standard, to which all results can be compared. It does not 
follow that the unit shall be one that is used in actual 
practice, or that the methods which are used in obtaining this 
standard shall be used by all workers ; indeed, I think it 
would be a great pity if any uniform technique were imposed 
and made compulsory. But what is essential is that he shall 
be able to compare his results with a standard—to say, for 
instance, that his four pluses corresponds to McIntosh and 
Fildes’s 4 4 0 0 0 0, and so on. When this has been done 
we shall be able to take the further step and to investigate 
on a large scale where the line is to be drawn between the 
positive and the negative, for we shall have a solid basis of 
comparison. As a matter of fact, it would be a great 
advantage if we could have as our unit the exact minimum 
strength necessary for the diagnosis of syphilis, so that we 
could report a positive reaction of 1 or 2 or 20 units, and we 
should in doing so convey to the clinician a very clear and 
definite understanding as to the strength of the reaction. 
Moreover, if this were done he would be able to send serum 
to one laboratory at one time and to another subsequently, 
and get results which he could compare directly the one with 
the other. This is an ideal, but it is one that can be obtained 
without much difficulty. 

Description of Technique. 

I shall now describe the technique which I use in general 
work, and which I have followed in the investigations which 
I am about to describe. In general terms I follow McIntosh 
and Fildes’s technique very closely, the alterations I use 
being mainly dictated by convenience. 

1. Preparation of the Hamolytic System. 

Here I use a 5 per cent, emulsion of sheep’s corpuscles, 
the amount being measured by sucking up the required 
quantity in a graduated pipette. I do not centrifugalise to 
constant volume in a graduated tube, since I find that the 
mass of corpuscles thus obtained is sometimes very difficult 
to stir into a uniform emulsion, and may show a considerable 
amount of haemolysis when emulsified. Moreover, the matter 
is not really an important one so long as the deviation from 
the 5 per cent, aimed at is not great ; the whole process, 
including the standardisation of the complement, is carried 
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out with the same emulsion, and any trifling error is un¬ 
important. It is highly advisable to prepare all the sensitised 
emulsion that will be required for the day at once, otherwise 
a small error may creep in. 

The question of the dose of amboceptor .—Here we have our 
first difficulty. We can only standardise our amboceptor by 
means of complement, and we cannot standardise our com¬ 
plement until the strength of the amboceptor is known. 
The term 44 unit of amboceptor” by itself is meaningless, 
for by altering our unit of complement we can, within certain 
limits, alter our unit of amboceptor. The usual method is to 
estimate the strength of the complement in presence of an 
excess of complement: thus, McIntosh and Fildes estimate 
their amboceptor in presence of a 50 per cent, dilution of 
guinea-pig’s serum, and repeat the test so as to avoid getting 
abnormal results from the use of a weak serum. 

I standardise my amboceptor in presence of the same 
amount of complement as is used in the test (2J units 
per c.cm.) in the following manner : knowing from previous 
experience, or from testing out with a previously studied 
batch of amboceptor serum, the approximate amount of 
serum required to sensitise 20 c.cm. of 5 per cent, emulsion 
of corpuscles, I estimate the strength of my complement in 
the way McIntosh and Fildes describe—i.e., by taking a 
1 in 25 dilution of the serum, measuring out 2/20, 3/20, 
4 /20, &c., of a c.cm. and making up to 1 c.cm. with saline. 
To these tubes are added \ c.cm. of the sensitised emulsion 
and the mixtures are incubated for half an hour. If necessary 
a second estimation is made, using double amount of a 1 in 50 
dilution. This gives a unit of complement in relation to the 
emulsion of corpuscles used in estimating it. 

The new amboceptor is now in its turn estimated, using 
the same strength of complement as is used in the test 
proper—that is, 2£ units—as already determined. To do 
this a solution is prepared containing 5 units of complement 
in 1 c.cm., and a series of tubes put up each containing 
£ c.cm. To these are added various dilutions of the ambo¬ 
ceptor to be tested, and then J c.cm. of 5 per cent, emulsion 
of corpuscles, and the mixture incubated as before. 

c.cm. c.cm. c.cm. c.cm. com. c.cm. c.cm. c.cm. 
Complement* 0’5 0*5 0‘6 0'5 0*5 0'5 0 - 5 0*5 

Amboceptort 1/100 1/1000 1/10.000 1/1200 1/1400 1/1600 1/1800 1/2000 

v -y- -v--" Practically 

QirmolysiB Complete Trace Complete complete 

* 2*5 units. t 0 5 c.om. 

Thus, each $ c.cm. of amboceptor contains about 2000 
haemolytic units, or each c.cm. contains 4000 units—the 
units being estimated for 2j units of complement per c.cm. 

In actual practice I use 40 of these amboceptor units per 
c.cm. Where such a large excess is used small variations in 
the amount taken do not affect the result. 

Where still greater accuracy is required the complement 
may be again standardised by means of the new unit of 
amboceptor thus obtained, and the latter re-standardised by 
means of the new unit of complement, and thus by a series 
of approximations very accurate figures may be obtained. It 
is necessary to emphasise the fact, however, that these are 
not fixed units, they are only relative the one to the other, 
and if it were necessary to make a complete fresh start there 
would be no means of getting the same standard as before. 
The saving point is the fact that the amboceptor serum 
varies but slowly, and owing to this fact the units used in 
any given laboratory maintaining a standard technique vary 
but slightly from time to time. 

Having calculated the amount of amboceptor serum 
required, the necessary amount of corpuscles are placed in 
a graduate containing a little less than the required amount 
of saline, the serum is added and well stirred in, and the 
volume made up to the required total. Thus, to make 
40 c.cm. take about 35 c.cm. of saline, add 2 c.cm. of 
corpuscles, 4/10 c.cm. of amboceptor (having the strength 
given above), and stir well; then make up to 40 c.cm. 
exactly. I prefer to begin work by preparing this mixture 
and letting it stand a little time before use, so that the 
corpuscles may get completely and uniformly sensitised. In 
hot weather it is a good plan to let it stand in cold water. 

2. Standardisation of the Complement. 

Prepare a 1 in 25 solution of the guinea-pig’s serum, and 
place 2/20-3/20, 4/20, &c., of this dilution in a series of 
tubes as before, make up to 1 c.cm. in all cases, and add 
\ c.cm. of the sensitised emulsion. Incubate, and read off 
in half an hour, holding the tubes against a dark background 


and looking at them by transmitted light. This is the most 
difficult part of the process if really accurate results are 
required, though it is not easy to go so far wrong as to give 
results which shall have any incorrect clinical significance. 
Greater accuracy may be obtained by using a dilution of 
1 in 50, and a useful device is to allow the tubes to settle 
for an hour or so, so as to be able to compare the upper part 
of the tube, which will now in any case be clear owing to 
the subsidence of the undissolved corpuscles, with the lower 
part, and thus to see whether there is or is not a trace of 
undissolved corpuscles. Another method is to centrifugalise 
and see whether there is a sediment, but this does not give 
exactly the same results as the former. Whichever method 
is used it must be kept to throughout. 

3. Preparation of the Antigen-complement Mixture. 

Here I deviate a little from McIntosh andFildes’s method, 
in that I make up my mixture so that the necessary 2£ units 
of complement and the requisite amount of antigen are 
dissolved in 0 9 c.cm. and not in 1 c.cm., as in their method. 

I do this simply because I use 0T c.cm. of serum for the 
test, and I get, in all cases, the volume of the fluid to be 
tested, whatever it may be, to 1 c.cm. exactly, this being 
the amount used in the standardisation. The calculation is 
made just as if I were going to make up the amounts in 
1 c.cm., but they are actually dissolved in 9/10 of the amount. 
Thus, to make nominally 50 c.cm. of mixed antigen-comple¬ 
ment, supposing the amount of antigen required to be 4 per 
cent, and the complement to have a minimal hsemolytic 
dose of 5/20 c.cm. of a 1 in 25 solution, I proceed as follows. 
The amount of guinea-pig serum required is — 

5/20 X 1/25 x 2* x 50 or 1-25 c.cm. 

(The amount necessary for 50 c.cm. can always be found 
by dividing the figure representing the number of twentieths 
of a c.cm. of the solution necessary for complete haemolysis 
by 4.) Into a graduated measure I put about 40 c.cm. of 
saline, then add the antigen (2 c.cm.), and then 1-25 c.cm. 
guinea-pig scrum, mix well, and make up to 45 c cm. exactly. 
This gives me in each 0*9 c.cm. the amount McIntosh and 
Fildes put in 1 c.cm. 

Two questions now arise for discussion. 

(1) Is there any advantage in standardising the comple¬ 
ment in presence of the antigen ? I think there is only this 
advantage : that you are enabled to state at once, and 
without calculation, what is the actual amount of comple¬ 
ment you are using in the test. Thus I find by repeated 
observations that the fluid prepared as above with the 
antigen I use, and calculated to contain 2£ units of comple¬ 
ment per 09 c.cm., actually contains 2 units, and this is 
the amount used, therefore, in the test. This is shown as 
follows: — 

A complement-antigen mixture containing 2$ (calculated) 
units of complement is tested for complement in the usual 
way: 7/20, 8/20, 9/20, &c., of the mixture are placed in 
tubes, made up to 1 c.cm. with saline, and £ c.cm. of sensi¬ 
tised emulsion added. If there were no absorption of com¬ 
plement there would be complete haemolysis in the 8/20 tube, 
whereas, as a matter of fact, it is not complete until tube 
9/20, so that there are two free units of complement in each 
0*9 c.cm. 

. 1 have thought it necessary to describe the method used 
for determining the anticomplementary power of the antigen 
(or what comes to the same thing if the complement is also 
estimated in saline), since some of the methods put forward 
are not, in my opinion, of any value. For any method to be 
useful the conditions must be exactly the same as in the test 
proper. 

(2) Is there any advantage in mixing the complement and 
antigen (both prepared of double strength) just before the test, 
and not making up a large volume of the test-fluid for use 
throughout the series of test ? I do not find that there is any 
continued absorption of complement for the first two hours at 
least after the two fluids are mixed. There is a very rapid 
absorption of the amount I have stated, but after that the 
composition of the fluid remains constant for a considerable 
time. Where I have wished to carry out a prolonged series 
of tests with the same mixture I have kept it in a jar of ice- 
water, but as a rule and for ordinary purposes no appreciable 
error will come in if it is kept for an hour or two at room 
temperature. 

1 may point out that in the actual practice of the Wasser- 
mann reaction there is no greet object in making these 
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estimations in too refined a way or of attempting too great 
accuracy, since the amount of anticomplement varies in 
different sera, and unless this is estimated in each case 
the observer does not know how much complement remains 
for specific absorption, however carefully he may have 
standardised them in the first instance. For research 
work or for the preparation of standards it is another 
matter, and every precaution should be taken at every 
stage of the process. 

4. The Actual Text. 

I work with only half the amount, but for the sake of 
simplicity will describe the method as if the full 1 c.cm. was 
used. The preparation of the sera follows on usual lines 
and needs no comment. They are placed, each tube carefully 
numbered, in a tray of plasticine with a blank space at the 
left hand end. Into the row just in front of the row of a 
Wassermann rack in which the holes are numbered 1, 2, 3, 
See., is placed a series of tubes into each of which 0 9 c.cm. 
of antigen-complement mixture is pipetted. The first 
serum tube is taken out of the plasticine and 0 1 c.cm. 
withdrawn by means of a fine-pointed capillary pipette. 
This is washed out into the mixture in the tube, which is then 
placed in the hole just behind it, numbered 1, and the serum 
tube is placed in the blank space at the left, so as to leave 
an empty space between it and tube 2. The pipette is then 
washed out with saline and the process repeated, so that 
each serum tube is gradually shifted one place to the left, 
and each complement-antigen tube is moved one row back. 
By this method I think I reduce to a minimum the possibility 
of mixing the tubes ; and this, I am convinced, is one of the 
chief errors of the Wassermann reaction, and will continue 
so long as human nature remains fallible and large batches 
are in vogue. 

When the rack is filled in it is placed at once in the water- 
bath and incubated for 20 minutes. Then £ c.cm. of 
sensitised corpuscle emulsion is added to each tube brusquely, 
and the rack returned to the incubator. 

No controls are put up in the first instance, since it is 
unnecessary in the case of a negative serum ; the only 
purpose that can be achieved by a control is the detection of 
anticomplementary substances in the serum, and if full 
hsemoiysis takes place these are not present in excessive 
amounts. Where there is a positive result, and especially a 
partial positive, controls are necessary. For these I use 
\\ or 1£ units of complement per c.cm. in saline, again 
making up the solution in 9/10 of the calculated amount. 
These amounts leave, as I shall show, approximately one free 
unit of complement when 0*9 c.cm. is mixed with 0T c.cm. 
of most sera, and should therefore give complete, or almost 
complete, haemolysis. 

5. The Quantitative Text. 

This is carried out as follows. Taking a series of 6 tubes, 
I place 0 9 c.cm. of complement-antigen mixture in the 
first and 0 5 in each of the remainder. To the first tube I 
add 0T c.cm. of the serum to be tested ; this is pipetted care¬ 
fully to the bottom of the fluid, so that it does not mix 
therewith at present, and the pipette washed out in the 
supernatant fluid. Then, with a pipette showing 0 5 c.cm. 
I mix the two fluids quickly and remove 0*5 c.cm., which is 
immediately carried over into the second tube and mixed in. 
This operation is repeated until I come to the last tube, when 
the last } c.cm. is rejected. The whole process is very 
quickly carried out, and gives a series of six tubes containing 
0*5 c.cm. of fluid each, the first containing 1/20 c.cm. of 
serum, the second 1/40, and so on to the last, which contains 
1/640 c.cm. (These figures would have to be doubled to be 
comparable with the qualitative test, which was given as 
if carried out in 1 c.cm. of total bulk.) It is rarely necessary 
to go beyond the sixth tube, but exceptionally a specimen 
may be found which is even stronger than this and gives 
partial deviation when 1/640 c.cm. of serum is present in 
1 c.cm. of complement-antigen mixture 

The results are stated as in McIntosh and Fildes's method, 
calling complete inhibition (no h®inolysis), 4; nearly com¬ 
plete inhibition (a trace of hajmolysis), 3; haemolysis of 
approximately half the corpuscles, 2; nearly complete 
haemolysis, 1. Thus, a result stated as 444200 would 
indicate that 1/40 c.cm. of serum made up to 1 c.cm. with 
oomplement-antigen mixture would give complete inhibition, 
whilst a mixture of 1/80 c.cm. of serum made up to 1 c.cm. 


would leave enough complement free to hsemolyse about half 
the corpuscles. 

We can, with no great degree of error; state our results in 
terms of the number of units of complement absorbed : thus, 
the rpsult given above might be taken as indicating that 
1/40 c.cm. of serum absorbed 2 units, or that 1 c.cm. 
would absorb 80 units. We may also read them off 
approximately in terms of ‘ ‘ standard units ” : thus 400000 
is equal to one unit, 440000 to 2, 444000 to 4, 
and so on. There are, however, some corrections which 
have to be made before regarding this as a scientifically 
accurate, though it is a fairly close, approximation. I will 
leave the question of these corrections for subsequent dis¬ 
cussion ; it is sufficient for my present purposes to explain 
the methods by which I have obtained the results I now 
have to quote. 

Standardisation of Antigen. 

Let us now revert to the main object of the inquiry, and 
see what fixed point we can find to act as a starting-point 
for the standardisation of our methods. The first and most 
obvious suggestion is the antigen. Would it not be prac¬ 
ticable to have a standard antigen, issued by authority, 
which all workers might use, and thus obtain concordant 
results 1 Antigen is fairly constant (to say the least), and 
presents at any rate some approximation to a definite 
chemical substance. 

The first question that arises is this: If we prepare 
antigens from similar materials by identical processes, will 
they be equal , or approximately equal , in action ? I have 
carried out a good many experiments on these lines, and 
find that this is the case. 1 

For example, three antigens were prepared with 10 per 
cent, of sheep's heart in absolute alcohol (10 g. of heart- 
muscle with 90 0.0m. of absolute alcohol) and compared for 
their antigenic property. Mixtures were made of these three 
antigens with the same sample of 1 per cent, alcoholic 
cholesterin, and 4 per cent, dilutions were made with the 
necessary amount of complement, the same, of course, in 
all cases.* Quantitative tests were then made with the same 
batch of syphilitic serum, and the results were found to be 
exactly the same ; thus, in one experiment the serum (a very 
strong one) gave 44444430 with each sample of antigen, 
and when the seventh tube in each series (carefully selected 
so as to be of uniform width) was centrifugalised and the 
supernatant fluid compared with its fellows, no appreciable 
difference could be detected. 2 

These experiments have been frequently repeated, and as 
far as sheep's h$art is concerned I have no doubt that an 
almost absolutely constant antigen can be prepared in this 
way. (I should say that I have always worked with fresh 
heart — not ’frozen — but that I have taken no especial care 
to see that it is equally fresh on all occasions.) There is one 
proviso : the solution of the active ingredient or ingredients 
is somewhat slow, and I find it takes at least a week for the 
antigen to get to its full strength, and it is better to leave 
it 10 days before use. I have made careful comparisons 
between two batches of antigen prepared from the same 
sheep's heart, the one part simply cut up into small pieces, 
the other minced fine and ground up with quartz sand, and 
then shaken for some hours; the latter attains its full 
strength more quickly, but the ultimate result is the same 
in the two. 

In actual practice I use three extracts prepared from three 
hearts. They are kept separate, and I take 1 c.cm. of each, 
to which is added 2 c.cm. of cholesterin. 

Secondly, as to the keeping poner of the antigen. Strictly 
speaking, we cannot determine this, for we can only deter¬ 
mine the antigenic power of an antigen by reference to a 
syphilitic serum, and we have as yet no assurance that this 
will remain sufficiently constant for our purpose. We can 
overcome the difficulty in this way : if we prepare several 
antigens at different times — say a month apart - and compare 
them from time to time, using them as antigens with 
syphilitic serum -any ^erum — then, if they remain constant, 
the results ought to be the same in all cases. This is what 
actually happens :— 

Thus, antigen B was prepared on August 24th, 1917, and 
was therefore 1 month old at the time of the first teat. 


1 This has already been stated by McIntosh and Fildes (Brain, 
vol. xxxvi., Part II.) 

a The method by which the antigenic power ot any antigen can be 
estimated In absolute units is deferred for subsequent publication. 
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Antigen C was prepared on Sept. 20th, 1917, and so was 4 days 
old. They were compared with sernms X and Y on Sept. 24th, 
1917. X gave 4 44442 with antigen B and 4 4444 2 with 
antigen C, but on a careful examination there was a minute 
trace of haemolysis more in the last tube with antigen C; 
the amount was only just perceptible, and may have been 
due to the fact that full solution had not yet occurred. 

Y gave 4 4 4 441 with antigen B and 44 4 4 41 with antigen C. 
Here, again, the same minute difference could be detected 
on careful examination. 

The test was repeated on Sept. 25th, with the same sera. 

X gave 4 4 4442 and 444442 with the two antigens, no 
difference being perceptible in the last tubes, and Y gave 
4 44 442 in both cases, there being a minute difference in the 
last tubes. 

It was repeated again on Oct. 1st. Serum X gave 44 4442 
with both antigens, but there was a minute difference in the 
last tubes ; the same with Y. 

The result of these preliminary experiments was to show 
that the antigenic power of the two antigens was practically 
identical, C being if anything a shade weaker than B, but 
the difference was extremely minute: it was hardly too 
large to be the result of experimental error, but it ran 
fairly constantly throughout the early part of the series, 
which was as a matter of fact larger than those I have 
published. Tests throughout November and December showed 
that both antigens had attained exactly the same strength. 

They were tested again with other sera at intervals, and 
another antigen, D, was added to the series on Dec. 1st, 
1917. This was found after a fortnight to have exactly the 
same strength as the other antigens, and on a standardisation 
on Jan. 15th all three antigens gave exactly the same 
readings with every serum with which they were tested, 
three in number. Thus, the last test (July 29th, 1918) was 
carried out with a comparatively weak serum, which gave 
450000 with each antigen, and when the tubes showing 
partial haemolysis were centrifugalised and compared, not 
the minutest difference could be seen between them. 

Thus we find that three antigens prepared by identical 
methods from similar materials gave identical results when 
tested for their antigenic power within a fortnight after being 
made, and at intervals of 10 months in the case of two of 
them and 7 months for the other. I may say that the 
anticomplementary power (which is much less important) was 
also tested, and was found to be constant. 

Now, of course, it is possible that all these antigens were 
altering exactly uniformly, and that when each began it 
happened by chance to be of just the same strength as 
had been reached by the preceding in their process of 
deterioration, but this was unthinkable. The only probable 
explanation, which I have no doubt is the correct one, is 
that antigen is a stable substance, and shows no falling off 
in strength in ten months at least. 

There is one point on which I must lay emphasis, since in 
this my practice differs from that in use by most serologists. 

I always keep my antigen on the magma of heart from which 
it has been extracted. I have had sudden changes on many 
occasions in antigens which had been pipetted or filtered 
from the deposit, but, as I have said before, never in one 
that has been kept in contact therewith. I suggest that the 
substance or substances which act as antigens are sparingly 
soluble in alcohol, so that they form a saturated solution 
under the conditions of the experiment. If the stopper is 
kept out of the bottle, some of this active substance is thrown 
down; or if a little alcohol gains access when the pipette, 
wet with alcohol, is inserted, a little more is taken up. (Of 
course, no one would pipette up his antigen with a pipette 
wet with water.) 

This fact appears to constitute an excellent starting-point 
for the standardisation of the Wassermann reaction ; and so, 
within limits, it is. It will enable us to fix a constant unit 
for the reaction, one which can be reproduced at any time 
by anyone if the official standard is lost. I should suggest 
as a tentative unit the strength of serum which will just 
give complete absorption of two units of complement when 
1J10 c.cnt. of the serum is incubated with 9/10 o.cm. of 
4 per cent . antigen , prepared in the way I have described. 
This is an excellent clinical standard. I have had experi¬ 
ence of its use in some thousands of cases, and with one or 
two exceptions (in none of which could the presence of 
syphilis be excluded absolutely) I have never found a 
positive reaction, using this standard, in a non-syphilitic 
case. Whether it can be made a little delicate (say by 
lowering the amount of complement to 1 75 or 1 * 5 ) remains 
for future investigation. 


But further consideration will show that the use of a 
standard antigen, though of great value, does not help us 
very much when we have to deal with serologists all over 
the country making Wassermann tests by very different 
methods. For if a worker uses the antigen in different 
strengths or in different proportions he will have to test out 
this standard antigen for himself, and he might just as well 
make it in the first instance. Again, it does not meet the 
indication of providing a fixed unit to which all results, by 
whatever method they are obtained, can be compared. For 
instance, a standard antigen such as I have described would 
be quite useless to anyone following Browning’s technique, 
and any results obtained by him would still remain a sealed 
book to anyone who was used to other processes. 

Standardisation oj Serum . 

We turn, therefore, to the third ingredient of the first 
stage of the reaction—the serum. If it were possible to 
prepare a standard serum of constant strength the problem 
would be solved. This would be of use in two ways. 

In the first place, by using it as a control, worked out 
quantitatively in every batch of tests, it would be obvious 
if at any time the conditions altered and the results were 
not in series with those that had gone before. For 
example, if the standard serum gave a reaction of 444000 
on previous occasions, and then gave only 440000, it would 
be obvious that something was wrong—probably either the 
complement had been estimated too high or the autigen had 
lost potency. The experimenter might then either recalcu¬ 
late his results on this basis or, preferably, scrap them and 
test them out again. I now use a standard control serum 
constantly for this purpose. 

In the second place, the serum could be used for any 
method of testing and the results stated in absolute units. 
For example, suppose we take the unit I have suggested 
provisionally, and we have to deal with a serum giving 
444000. This will be of about 4 units strength, since each 
4 represents a serum of half the strength of its left-hand 
neighbour. When the serum is tested quantitatively by 
another method it might give a result which the experi¬ 
menter might choose to express by saying that under the 
conditions of his experiment it had absorbed 12 units of 
complement. In this case each of his units would be 
equivalent to 3 standard units, and might be so expressed, 
so that his report would read “positive, absorbing 12 units 
of complement, equal to 4 standard units.” I need hardly 
say that it would not follow that all his results need be 
worked out fully quantitatively. As a check on his method 
and to see whether his positives and negatives came out 
correctly it would only be necessary to do one full quanti¬ 
tative test—that one the control serum. 

I believe this is quite practicable, indeed quite easy of 
accomplishment. 

Constancy of the Serum. 

The first question that presents itself is this: Does the 
serum remain constant for a length of time sufficiently long 
to allow it to be used in this way in practice ? I shall show 
that it does. 

The sera used in these observations were collected from 
syphilitics as a part of the intravenous injection of salvarsan 
products,and the greatest care was used in securing absolute 
asepsis. The specimens were collected in test-tubes (the 
angled tubes described in The Lancet 3 were found to be of 
the greatest value in securing a full crop of serum), and after 
complete separation had occurred the serum was pipetted 
into a second tube until complete subsidence of the 
corpuscles had taken place or it was centrifugalised. It 
was then pipetted into sterile glass ampoules, white for 
choice, and the tips sealed, care being taken that no serum 
remained in the tip to become charred during the sealing. 
It was then heated to 58° C. for 15 minutes. 

The first series of experiments dealt with samples of the 
same batch of sera kept: ( 1 ) at the room temperature, ( 2 ) in 
the ice-chest, and (3) frozen solid in ice and salt. Two sera, 
both from untreated secondary cases, were used, and each 
was tested with two antigens. One serum (176) gave 444420 
with each antigen and the other (180) gave 444442. (There 
was a minute difference between the results with the same 
serum and the two antigens, due to the latter not being of 
exactly the same strength; this was very small, and apart 
from it all the readings were identical within the limits of 
experimental error.) This was on Sept. 21st, 1917, the sera 
having been collected on Sept. 18th and Sept. 20th respec- 

The Lawckt, 1917, i., 597. 
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tively. They were re-tested with the same results on 
Sept. 25th, Oot. 1st, and Oct. 16th. The experiment had then 
to be discontinued, owing to the stock of serum running low. 

This experiment showed clearly enough that the change, if 
it took place at all, was very slow, and, further, that there is 
no advantage in keeping the serum in the ice-chest, or frozen, 
at any rate for a period up to three or four weeks. This is a 
great practical advantage. Of course, it may be suggested 
that the serum got weaker, but that the antigen altered 
simultaneously and pari passu with it. To assume this we 
should have to believe that eight substances (the two antigens 
and the six specimens of serum) all altered at exactly the 
same rate ; this is extremely improbable, and the only tenable 
explanation is that all the specimens, antigen and serum, 
remained constant throughout the experiment. 

This has since been abundantly confirmed, and I have now 
ample evidence that syphilitic serum, collected aseptically 
and free from corpuscles, will keep for at least a month 
without appreciable alteration. If kept indefinitely it does 
fall off gradually, and 1 am now investigating, as occasion 
arises, the speed at which it does so. Such experiments are 
naturally slow, and I have at present no figures to quote, 
but I may give the following figures of five sera which have 
been kept for considerable periods of time. 



207 

208 

209 

212 

233 

Dec. 12 

,.. 444420 . 

.. 443000 .. 

.. 442000 ., 

.. 430000 ., 


Dec. 19 

... 444420 . 

.. 442000 . 

.. 44 1000 . 

.. 420000 ., 

_ 

Jan. 4 

.. 444430 ., 

.. 442000 .. 

.. 442000 ., 

.. 430000 .. 

_ 

Jan. 11 

.. 444430 ., 

.. 442000 .. 

.. 442000 .. 

,. 430000 ., 

!! 443000 

Jan. 18 . 

.. 444430 .. 

,. 442000 .. 

. 442000 .. 

. 430000 .. 

.443000 

Jan. 29 . 

.. 444420 ., 

.. 443000 .. 

.. 442000 .. 

. 420000. .. 

.442000 

Feb. 5 ., 

.. 444430 .. 

. 443000 .. 

. 443000 .. 

. 100000 .. 

441000 

Mar. 19 ., 

.. 444430 .. 

. 443000 .. 

. 442000 .. 

,. 100000 ., 

.. 441000 


These observations, I may say, were carried out without 
any extraordinary precautions as to accuracy, as a part of the 
routine VVassermann examinations, which may account for 
the occasional discrepancy in the last significant figures. 
Here it will be seen that serum 212 (which was a weak one 
to start with) fell off nearly to nothing during the experiment, 
whilst the others remained practically constant. I may 
point out that a falling off of from 444440 to 444400 
represents a diminution eight times as great as one from 
440000 to400000. I should also like to point out that I 
have seen in one serum at least indications of a decided rise 
after it had been kept for a long time. The subject teems 
with questions for further investigation, but for the present 
I will content myself with stating that Wassermann sera do 
not alter appreciably in strength for a month. I believe I 
am well within the mark. 

The Question of Antioomplement. 

Serologists to whom I have quoted my figures have 
objected that they were obviously impossible, since the 
serum must get stronger from the development of anti- 
complement. I need hardly point out that the usual teaching 
is that serum begins to get anticomplementary within a few 
days after collection, and that this property of bringing 
about non-specific destruction of the complement vitiates 
any results obtained except with fresh serum ; the anti- 
complementary power, it is stated, can be destroyed by a 
fresh heating to 55° or 60° C. 

I find myself quite unable to agree to either of these pro¬ 
positions, and I do not remember to have seen any detailed 
figures on which they are based. My experience is (1) that 
sera collected aseptically and free from corpuscles are never 
anticomplementary to an extent sufficient to nullify the 
Wassermann reaction when carried out as I have described 
above ; and (2) sera kept aseptically either do not alter at all 
in their anticomplementary power, or, if they do so at all, 
only to an insignificant extent, and one hardly beyond the 
range of experimental error. To give the data on which 
these statements are based I must give my technique. There 
are two methods. • 

(1) Having tested out the complement in the usual way, 
prepare a dilution of such a strength that there is $ unit in 
0'9 c.em. ; it may be necessary also to use a solution con¬ 
taining 1 unit in 0-9 c.cm. if very strong anticomplementary 
sera are in question. To 0 9 of one of these solutions add 
0 1 of the serum to be tested, mix and incubate for 20 
minutes ; then add ^ c.cm. of the emulsion of sensitised 
corpuscles and incubate until haemolysis has gone on as far 
as it will. The process is slow, and about three-quarters of an 
hour is necessary. Prepare a series of tubes showing the effect 


of various fractions of a unit of complement thus : prepare 
first a solution containing 1 unit of complement per c.cm. ; 
into a series of tubes put 1/20, 2/20, 3/20, Ac., of this solu¬ 
tion and makeup to 1 c.cm. ; add | c.cm. sensitised emulsion 
and incubate. When haemolysis ceases centrifugalise the 
tubes; the clear solution will show the amount of haemo¬ 
lysis given by 0 05, 01, 0*15, Ac., of complement. Compare 
the haemolysis in the tube to which serum has been added ; 
the difference will show the amount that has been absorbed. 
Thus, if 01 c.cm. were added to 0 5 unit of complement 
and the resulting haemolysis was equal to 0*2 unit, it follows 
that the serum absorbed 0*3 unit. The advantage of this 
method is that it requires only one tube for each serum to 
be examined, and when a series is to be tested it is very 
convenient. It is useless for sera showing haemolysis. 

(2) In the second method a series of solutions containing 
1*125, 1*25, 1*375, 1*5, Ac., units of complement per 
0*9 c.cm. are prepared, and to each 0*1 c.cm. of serum is 
added. The mixture is incubated and the corpuscles are 
added in the usual way, and the point at which complete 
haemolysis takes place is read off. This, less unity, gives the 
anti-complementary power of the serum. This method is rather 
wasteful in serum, but it gets rid of the troublesome process 
of preparing the standards, and it can be carried out with 
tinted serum. 

Whichever method is applied the results are substantially 
similar, and the usual strength of a serum is about 0*25 ; 
that is to say. under the conditions of the Wassermann re¬ 
action about 0*25 of a unit is absorbed in the first tube by 
non-specific absorption by the serum. Very rarely the 
amount exceeds 0*5, but I have never found it as high 
as 0*75. Now, I may point out that in the Wassermann 
technique which I have described there are two free comple¬ 
mentary units to start with, so that if a whole unit is 
absorbed non-specifically there will still be complete haemo¬ 
lysis and a negative reaction if there is no specific absorbing 
substance present. I have never found it anything like that 
amount; I am speaking, of course, of reasonably clear sera. 
But it must also be borne in mind that in a strong serum the 
anticomplementary action is reduced by dilution until it is 
inappreciable. Thus if the anticomplement were 0*5 in the 
first tube it would be reduced to 0*00625 in the fourth tube. 

As regards the alleged increase in the anticomplement on 
keeping, I can only say that I have examined sera of all ages 
up to seven months, and have never found it to occur. 
Sometimes I have thought there was a very slight rise, but, 
as a rule, it keeps reasonably steady within the limits of 
experimental error; certainly I have never seen anything 
that would throw out the test. I ought to say that my test 
sera are heated to 55° for half an hour, or to 58° for a 
quarter of an hour once for all when they are potted off, and 
are not heated subsequently. I prefer white bulbs, as any 
turbidity due to bacterial growth would be visible. The 
bulbs are kept in the dark, at room temperature. 

Absorption of Complement. 

A few words are necessary with regard to the assertion 
that complement varies in regard to the degree with 
which it is absorbed by antigen in the presence of syphilitic 
serum. I have never found this to occur, although I have 
been carrying out the technique I have described above 
twice a week at least for the last two and a half years, 
and must have had experience of at least 250 com¬ 
plementary sera ; and I may point out that in the 
tables of the strengths of sera on different occasions 
given above it is obvious that it did not occur, or such 
constant results could not have been obtained. It is pro¬ 
verbially difficult to prove a negative, and if a hundred 
complementary sera were investigated and showed constant 
results with the same syphilitic serum and antigen it 
would be open to anyone to argue that the hundred and 
first would have shown something entirely different. But if 
this variability actually occurs two results follow : (1) it 
will be impossible ever to constitute an absolute Wassermann 
unit, and (2) the comparative method which I suggest by 
the use of standard sera will be additionally useful. 

My complement serum is always used the same day, in fact 
as soon as it has separated. Rarely it is used on the second 
day as well, and I find it gives exactly the same results on 
the second day as on the first with the same serum and the 
same antigen, although the strength may have fallen off 
very decidedly. 
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Method of Testing Strength of a Standard Serum. 

1 will dov give in brief outline the method of testing the 
strength of a standard serum so as to get absolute results. 
An actual example may be of interest. 

Complement tested. Unit found to be 10/20 x 1/50, or 
001 c.cm. 

Antigen-complement mixture prepared by adding 1 o.cm. 
of antigen to about 20 c.om. of saline, then adding 
10/20 x 1/50 x 5/2 x 25, or 5/8 c.cm., of complement serum, 
and making up to 22$ c.cm. 

This mixture had added to it 2$ units of complement per 
c.cm. To test the amount actually present 7/20, 8/20, 9/20, 
and 10/20 o.cm. were placed in tubes, made up to 1 c.om. and 
$ o.cm. sensitised emulsion added. The first two tubes 
showed slight haziness, the last two were clear, indicating 
that 9/20 c.cm. contained 6ne unit, or 0 9 c.cm. two units, 
the amount required. (I may say that I am not certain that 
there is not a slight error here, tubes containing antigen 
not being easy to read off for complete haemolysis; the 
error, if it occurs, is quite trivial.) 

First approximation. The serum was tested by the 
technique already described; and found to give a reaction of 
4 20000. Thus, 01 o.cm. of undiluted serum gave a complete 
reaction under the conditions of the experiment, whilst the 
same amount of a 1 in 2 dilution did not. 

Second approximation. Dilutions of the serum of 1 in l£, 
1 in 1$, and 1 in 11, were prepared. The first and second 
gave no haemolysis, the last a trace of haemolysis. 

Third approximation. A dilution of 1 in lg was prepared. 
It gave no haemolysis. 

Lastly, the anticomplementary power of the serum was 
tested and found to be 0-125. 

Thus the serum contains 1625 units of reacting substance. 
If I were issuing this as a standard serum I should issue it as 
giving a complete reaction at 1 in 1£, a partial one at 1 in 2, 
and no reaction at 1 in 3; and these figures, I believe, 
would hold whatever technique were used. Suoh sera should 
be issued periodically by authority. If any experimenters 
would like to have them, in order to be able to compare their 
units with my own, I shall be pleased to send them to them 
on a small scale as opportunities allow. 

Conclusions. 

In this paper, therefore, I have attempted to show :— 

1. That it is possible to prepare a standard Wassermann 
unit by the use of antigen prepared in a definite manner. 
I suggest that until further experience is obtained the 
absorption of two clear units of complement, tested in the 
manner described, shall be regarded as a standard unit, this 
being found to give good clinical results. 

2. That antigen prepared in the manner described 
remains remarkably constant, and that if several specimens 
are prepared from different batches of similar ingredients, 
they will give constant results. 

3. That syphilitic sera, prepared aseptically and free from 
foreign materials, remain constant for at least a month, and 
probably for much longer, at room temperature. 

4. That the use of such sera affords an easy means by 
which any experimenter can obtain comparable results from 
time to time. 

5. That the use of such sera, accurately standardised, will 
enable workers by any technique to obtain results which are 
comparable. 

6. I suggest that the Wassermann reaction should be 
reported in terms of Wassermann units, either those which 
I have described or some modification thereof, the figures 
given by each laboratory being the same whatever the 
technique, and suoh as will indicate the number of times the 
serum is stronger than the weakest serum which will just 
give definite proof that the patient has syphilis. 


Tuberculosis Society. —Sir Malcolm Morris will 
open the winter session with an introductory address on 
“Past and Future of the Fight against Tuberculosis” on 
Monday, Oct. 28th, at 8 p.m. The meeting will be held at 
the House of the Royal Society of Medicine, 1, Wimpole- 
street, London, W., and is open to all practitioners of 
medicine. 

A matinee of one-act plays will be given at the 
New Middlesex Theatre, Drury-lane, London, W.C., on 
Friday, Nov. 8th, at 2 p.m., in aid of the Vanguard Farm for 
Disabled SoldierB and Sailors at Sutton Valence, Kent. 
Tickets may be obtained from Miss fl. M. Ironside, 
50, Lincoln’s Inn-fields, London, W.C. 2. 


A NEW TECHNIQUE OF HEART MASSAGE, 

WITH A CASE OF RESUSCITATION. 

By T. C. BOST, M.D. Washington, D.C., 

TEMPORARY CAPTAIN, R.A.M.C. 

With Remarks by A. Neve, F.R.C.S.E., 

TEMPORARY MAJOR, R.A.M.C. ; SURGICAL DIVISIONAL OFFICER. 

WAR HOSPITAL, DARTFORD. 


In reviewing the literature of heart massage we find that 
this procedure has repeatedly been done, and in many 
instances with complete success; but in the career of any 
one surgeon, however long it may be, the opportunity will 
present itself but once or twice, if at all. 

The first reported case was not until 1898 and the first 
reported complete success was as late as 1902 by Starling 
and Lane, so that even now from a clinical point of view 
heart massage may be considered of fairly recent origin and 
application. Green 1 in 1906 reviewed the literature and 
gave an abstract of 40 published cases. Many cases have 
sfhce been reported, but from the leading medical journals * 
of many countries it would be difficult to collect more than 
ten successful cases in the last ten years. 

Early Operation. 

Judging by the reported cases complete success depends 
upon prompt operation, only 6 to 8 minutes after heart 
stoppage. Mollison’s case 3 made a good recovery after an 
interval of 13 minutes, but showed profound mental 
symptoms for several days. In view of modern physio¬ 
logical science and surgical skill, all will agree that heart 
massage should be done in cases of suspended heart action 
following an anmsthetic, which have failed to respond to the 
ordinary methods of resuscitation, and as these methods are 
in many cases of doubtful value they should not be relied 
upon. Schiff as early as 1874 demonstrated, by chloroform¬ 
ing dogs until the heart ceased to beat, that artificial respira¬ 
tion and stimulation by electricity were of no avail in 
restoring cardiac action, but that massage, directly applied, 
restored it after an interval as long as 11J minutes ; further¬ 
more, that the shorter the interval of time that elapses before 
applying massage the higher the percentage of success. 

The Methods Employed. 

There has been a gradual evolution of methods of heart 
massage. 

1. The thoracic method. — In this a flap consisting of the 
thoracic wall over the cardiac area is cut and turned back, 
the base being either inwards or outwards. The costal 
cartilages are cut through, the pericardium exposed, and 
sometimes opened. The proceeding is forcible and must 
accentuate shock. Many intercostal- vessels and nerves are 
involved. Pneumothorax has occurred in several of the pub¬ 
lished cases, and it is not surprising that the successes were 
almost nil, and that the method has been abandoned. 

2. The abdominal route , sub diaphragmatic. — It is a familiar 
fact that some pressure upon the heart can be effected from 
the abdominal side of the diaphragm, so it was a natural 
thought to apply such pressure when the heart’s action was 
arrested during the progress of a laparotomy operation. 
When promptly applied the conditions were favourable to 
resuscitation (Gray, 1902 ; Igelsrud, 1904 ; Cohen, 1903 ; 
Sencert, 1905; Depage, 1905 ; Smith and Daglish, 1905 ; 
Ramsay, 1906). This method has probably been used at an 
early stage in many unpublished cases, and the promptitude 
has won success. It is also possible that some of these cases 
might have recovered without massage. It has been demon¬ 
strated that in a child whose thorax is small and tissues 
elastic compression is possible though difficult; but in the 
adult it would rarely be effective, as only the cardiac apex 
can be reached, and it slips away upward. Hence the need 
for the trans-diaphragmatic method to reach the base of 
the heart where the anriculo-ventricular nerve ganglia are 
situated. 

Heart massage is a complex performance. In its lightest 
rhythmical form it may undoubtedly stimulate the cardiac 
nerves, but a gentle squeeze of the organ does more : it 
empties the blood from the flaccid, perhaps distended 
auricles into the ventricles, the blood current acts as the 
physiological stimulus to these, and then the coronary 
arteries supply fresh blood to the cardiac muscles ; thus a 
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healthy circle is re-established, and is reinforced by the 
artificial respiration, which should be carried on the whole 
time. 

3. The trans-diaphragmatio abdominal route has been 
several times adopted, probably only unsuccessfully because 
too late. It need not be condemned on the statistics 
hitherto available. As above pointed out, the successful 
cases of subdiaphragmatic massage were those in which an 
abdominal operation was being performed at the time of the 
heart failure. It was the facility and the promptitude 
which secured the success. The diaphragm was only incised 
in the late stages of the worst cases, as, for example, 
Green’s second case, in which an hour after apparent death 
from diphtheritic syncope he incised the pericardium through 
the diaphragm, and by massage started a few contractions. 
What more could have been expected ? or Mauclaire’s 
cases after tracheotomy and other measures carried out for 
30 minutes ? 

The trans-diaphragmatic incision s£ems in these cases to 
have been approximately antero-posterior, splitting the 
muscle fibres and gaining direct access to the pericardium. 
There is some difficulty in executing this manoeuvre on 
account of the left lobe of the liver and the stomach ; there 
is also some risk of injuring the musculo-phrenic artery and 
having concealed haemorrhage; and the suturing of the 
opening in the pericardium and diaphragm is as difficult as 
it is also necessary. 

Hence the advantage of the horizontal incision behind the 
left costal margin which we here describe. 

Description of the New Technique. 

The abdominal incision is made four inches long in the 
median line, extending from above the umbilicus well up into 
the xipho-sternal notch. The left costal cartilages are well 
retracted, bringing the anterior diaphragmatic insertion well 
into view. There should be a pillow under the waist. A two- 
inch incision, beginning one inch to the left of the median 
line, carried outwards behind the costal margin, cuts the 
fibres of the diaphragm near their insertion. A blunt instru¬ 
ment pushed in opens the pleural cavity, and the opening is 
rapidly dilated with two or three fingers of the right hand, 
so that the whole hand can then be passed into the thoracic 
cavity anterior to the pericardium. The hand is passed 
upward, the thumb behind the sternum and the fingers 
embracing the entire organ in the pericardium. The thumb 
compresses the right auricle and ventricle, and the base of 
the heart is effectively massaged. No vessels are injured in 
this incision, as the superior epigastric artery is internal to 
the incision and passes into the rectus muscle, and the 
musculo-phrenic branch enters the diaphragm through the 
cellular tissue behind the eighth or ninth costal cartilages 
and passes backwards, deeper than the incision. The liver 
and stomach, even if prominent, offer no obstruction to this 
route, nor is the pericardium in risk of being opened. During 
the massage the parts can be pressed round the wrist of the 
operator so that air is not sucked in, and there is no tendency 
to collapse of the lung. 

Closure. —The incision is easily closed and made air-tight. 
The costal margin is retracted and the cut diaphragm pressed 
up while a continuous catgut suture is inserted by means of 
a strong curved needle and holder. While this is being done 
the assistant can make rhythmic pressure during inspiration 
relaxed during expiration so that any contained air may be 
expelled and no more be allowed to enter. The abdominal 
wound is then closed in the usual way. 

Abstract of a Case. 

Pte. M. P., aged 37, was severely wounded on Oct. 26th, 1917, both 
knee-joints being Involved. There were prolonged treatment and 
several operations. Bv March, 1918, both knees were healed, the left 
knee ankyiosed, and he was allowed up. A week later some vague 
shifting abdominal pains began to appear, with tenderness and some 
rigidity, first on right flank then on left, and an irregular temperature. 
He also had a cough. Diarrhoea alternated with constipation. A week 
later he had retention of urine, and the orderly officer passed a 
catheter; there was some pyuria and diminished quantity of urine. 
No casts were found. He was thin and losing ground, with a blood 
pressure of 155 mm. and leucocyte count 12,000. In consultation it was 
decided to perform laparotomy to determine the presence of any 
abdominal abscess, and the condition of the kidneys, some metastatic 
sepsis being suspected. 

Operation.— On March 30th, after a preliminary hypodermic of 
atropine 1/If0 gr. and morphia l/6tb, chloroform was slowly and care¬ 
fully administered by the open method by an experienced anaesthetist. 

Time-table.— 11.45 : Began anaesthetic. 11.55: Almost under. Anaes¬ 
thetist asked the^urgeon to wait a minute as the patient waa not yet 
fully relaxed. 11.58: Respiration ceased, pupils dilated, and colour 
changed to waxy. No pulse could be felt. Artificial respiration at 


once begun, with rhythmical traction of his tongue, and head of table 
lowered. 12.0: Strychnine and ether hypodermically. Auscultated, 
no heart sounds. 12.10: Artificial respiration pumps air well into 
chest, but nothing spontaneous. Eyes staring open, pupils dilated 
and insensitive Captain Bost made a 4-inch epigastric incision, 
passed his gloved hand in, and pressed on the heart through the dia¬ 
phragm. Tne heart felt quite flaccid and slipped upwards so that 
only the apex could be pressed, and there was no response. 12.15: 
Artificial respiration continued, and some rhythmical heart pressure 
first by Captain Bost, then by Major Neve. 12.20: The case appeared 
hopeless, but Captain Bost proposed to insert his hand into the 
thorax, and did so. incising the diaphragm as described above; he 
passed his hand up under the sternum, outside the pericardium to the 
base of the heart, which he could then completely grasp, and began 
slow pressure. 12.25: At first the organ was completely flaccid ; after 
perhaps 12 seconds a sort cf muscular twitch was felt, followed by a 
very feeble contraction, which in a few more seconds became strong 
and regular. 12.30: Pulse felt, colour returned, and massage stopped ; 
injected pltuitrin; artificial respiration continued. The diaphragm 
was sutured. A rapid exploration of the abdomen was made bv Major 
A. Neve. There was some free clear fluid and no pus nor any inflamma¬ 
tory adhesions. Thekldnevs felt large. The wound was sutured and 
dressings applied. 12.45: Bandaging completed. Breathing slowly. 
Strong visible cardiac pulsation. 1.15 : Back in ward. Blood pressure 
145 mm. 1.30: Continuous proctoclysis was begun. He lay comatose. 

Match 31st: Still in same state, pupils medium size, sluggish. 
April 1st: Still same state; has had no convulsions Has alight 
emphysema over left cheat. Takes only 1 or 2 ounces of peptonised 
milk at the time, as he swallows badly. Pulse still strong and rapid. 
April 2nd: Emphysema had disappeared. He is more comatose. Died 
at 5.30 p.m., 77 hours after the operation. 

Post mortem (April 3rd).—The laparotomy wound was well closed and 
quite clean ; also the Incision in the diaphragm, which was quite air 
tight. There was no pneumothorax and the chest looked healthy 
except some septic metastatic foci at the base of both lungs. The peri¬ 
cardium and heart looked healthy. Both kidneys showed small calculi 
and pyelo-nephrosis. The left ureter was partly blocked by the pus 
and gravel at the bladder orifice. 

Remarks by Major Neve. 

The striking success of Captain Bost’s procedure in this 
case as regards the resuscitation of the heart’s action after 
25 minutes’ absolute cessation proves the value of efficient 
heart massage. Without that the man was already dead. 
It was clear to all the five surgeons who were present that 
we were dealing with a case of primary heart failure under 
chloroform narcosis, due to the toxaemia of the patient’s 
disease. 

We could carry on the respiration without his muscles, 
but not the circulation. Subdiaphragmatic massage was 
inefficient, because it did not stimulate the cardiac nerve 
ganglia at the base ; but after incising the diaphragm and 
grasping the base of the heart, 10 or 12 gentle squeezes 
started regular contractions, and the strong apex beat became 
visible to all onlookers. We have discussed the technique 
elsewhere. The incision was one which Captain Bost had 
previously planned on a cadaver. 

It is unfortunate that this method was not adopted a few 
minutes earlier, as the prolonged pause in the cerebral circula¬ 
tion was probably in part responsible for the onset of coma ; 
but had the kidneys and lungs been healthy the patient 
might well have recovered. 

Conclusions. 

1. We consider that this case illustrates the unique value 
of heart massage, and that the human heart can be resusci¬ 
tated after a variable length of time—in this instance after 
25 minutes. Nothing else could have re-started the cardiac 
action in this case. 

2. Type of cases for massage. —All cases of suspended heart 
action following an anaesthetic, regardless of theoretical 
etiological factors, after a certain interval. Cases of asphyxia 
should also fall within this group. 

3. Length of interval.— This should probably vary with 
individual cases, but should rarely be done under five minutes 
(unless the abdomen be already open), and certainly after 
eight minutes, though a longer interval need not bar the 
operation. The simpler methods of resuscitation, such as 
artificial respiration, tongue traction, sharp percussion over 
the cardiac region, and inversion of the patient, should begin 
in the first minute, but not be uselessly persevered in to the 
neglect of more efficient measures. 

4. Subdiaphragmatic massage may suffice, especially in 
children, and if very promptly undertaken. But if only the 
apex is reached and the heart remains unresponsive the 
diaphragm should be incised and the base of the heart be 
massaged without further delay. 

5. That no surgeon, even if relatively unskilled, should be 
content to abandon a case without giving his patient the 
benefit of direct cardiac massage. 

6. We claim that this new technique offers a simpler 
method of approach and is a decided improvement upon 
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all other ways of doing direct heart massage, as it involves 
less risk of haemorrhage, trauma, and shock, and can 
subsequently be more quickly and satisfactorily closed. 

We are indebted to Lieutenant-Colonel Bond for permission 
to publish this case. 
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A MODIFICATION OF 

WEBSTER’S TEST FOR THE PRESENCE 
OF T.N.T. IN URINE. 

By FRANK TUTIN. 

(From the Department of Biochemistry and Pharmacology , 
Medical Research Committee .) 


It has been shown by Webster 1 2 that T.N.T., when taken 
by the mouth, or otherwise absorbed into the system, is 
excreted in an altered form in the urine, where its presence 
may readily be detected. The urine to be examined is first 
extracted with ether, then acidified with a mineral acid and 
again extracted with ether. In the latter extract the 
presence of the azoxy-compound formed by metabolisation 
from T.N.T. is readily shown by the development of a violet 
tint on the addition of alcoholic potash. 

Possible Source of Error. 

There is one possibility of confusion which, though it has 
probably been recognised by a number of workers, has 
apparently not hitherto been mentioned in published 
literature. Various purgatives (rhubarb, senna, cascara, See.) 
contain substances (anthraquinone derivatives) which, when 
excreted in the urine, give under the conditions of Webster’s 
test a red or reddish-violet colour, which might be mistaken 
for that produced by T.N.T. It is well known in medical 
practice that the urine of patients taking purgatives of this 
group will directly give a red colour with alkali, and this is 
rather loosely attributed to “ chrysophanic acid.” Chryso- 
phanic acid is only one, and not the most important, of the 
substances concerned, and it seemed desirable to investigate 
the whole group from the point of view of their excretion 
and colour-producing properties, and to devise some modifi¬ 
cation of the T.N.T. test which would eliminate the possi¬ 
bility of confusion. 

The results of this short investigation form the subject of 
this note. When I had completed it and had found that a 
slight modification of Webster’s test made possible a clear 
distinction between the colour reaction due to T.N.T. and 
that due to any of the anthraquinone derivatives occurring 
in purgatives, I heard from Mr. Webster that he had himself 
come across the same possibility of error, that he had 
adopted the same modification of his test as that which I 
here suggest, and that he had found, like myself, that its 
introduction in any case sharpened and improved the T.N.T. 
reaction, whether anthraquinone derivatives were present 
or not. 

My experiments were made firstly with the pure anthra¬ 
quinone derivatives which occur in the different purgatives 
of this class, and secondly with doses of rhubarb root, 
since this drug contains all the known substituted anthra- 
quinones present in the group. 

The pure principles in question are rhein, aloe-emodin, 
emodin,- and chrysophanol (“chrysophanic acid”). They 
are all closely related chemically, the relation being briefly 
as follows: chrysophanol is a metbyldihydroxyanthra- 
quinone, aloe-emodin is the corresponding hydroxymethyl- 
dihydroxyanthraquinone, rhein the carboxylic acid yielded 
by the oxidation of aloe-emodin, and emodin is chryso¬ 
phanol containing one additional, strongly phenolic 

1 The Lancet, 1916,11., p. 1029. 

2 Emodin monomethyl ether, another constituent of rhubarb, was 
not separately Investigated, since this substance always behaves exactly 
similarly to chrysophanol, unless it suffers demethylation, when, of 
course, it yields emodin. 


hydroxyl group. These substances were each adminis¬ 
tered by the mouth in 0*1 g. doses, and in each case 
the urine subsequently collected, when examined by 
Webster’s method, gave a strong colour reaction which 
might easily have been mistaken for that produced by T.N.T. 
On further investigating these four samples of urine it was 
found that the rhein had been rapidly excreted unchanged, 
whilst the other three anthraquinone derivatives had each 
undergone more or less oxidation, the aloe-emodin being 
entirely, and the chrysophanol partially, converted into the 
corresponding carboxylic acid (rhein), whilst a portion of the 
emodin appeared to be oxidised to the corresponding 
trihydroxy anthraquinone carboxylic acid, a substance which 
has not hitherto been known. In all cases, however, it was 
found that an ethereal liquid could be obtained which yielded 
no colour with alcoholic potash if the extracts obtained from 
the acidified urine were washed with dilute aqueous sodium 
carbonate before being treated with the stronger alkali. It 
was, moreover, found that the azoxy-compound formed from 
T.N.T., which is the substance which yields the charac¬ 
teristic “Webster reaction,” is not removed from ether by 
treatment with dilute aqueous sodium carbonate. 

Description of Modified Test. 

These results, therefore, indicate a method by which 
anthraquinone derivatives may be eliminated from the 
ethereal extract to be tested by Webster’s method, and it is 
recommended that the test should be conducted in the 
following modified manner :— 

The urine should first be extracted with two successive 
portions of ether. This treatment removes any T.N.T. 
which may be present from accidental contamination, and 
also chrysophanol. The urine is then acidified with hydro¬ 
chloric or sulphuric acid and again extracted with ether. 
During these extractions the addition of alcohol is usually 
necessary to cause the separation of emulsions. The ethereal 
extract of the acidified urine must then be extracted twice 
with dilute aqueous sodium carbonate, washed with water, 
and then treated with alcoholic potash, when the charac¬ 
teristic violet colour will be produced if derivatives of T.N.T. 
were present in the urine. If anthraquinone derivatives 
were present the sodium carbonate extracts will have a 
reddish violet colour. 

The method as originally described by Webster, and the 
modified procedure given above were then applied to samples 
of urine from three people who had previously taken 
respectively ( a ) 001 g. T.N.T., (&) 0 01 g. T.N.T. + lg. 
rhubarb root, and (t>) 1 g. rhubarb root. When following 
Webster’s procedure all three samples gave a positive 
reaction, but after treatment with sodium carbonate ( a) and 
(b) gave reactions due to T.N.T. only, whilst (c) gave no 
reaction. Moreover, the colour yielded by (a) after treat¬ 
ment with sodium carbonate was a much purer violet and 
appeared more intense than before this treatment. This was 
due to the fact that sodium carbonate removes from the 
ethereal extract small amounts of substances which give a 
yellow or brownish colour with alkali, and therefore mask, 
to some extent, the characteristic colour of the “Webster 
reaction.” The employment of the modified test here pro¬ 
posed would therefore appear to be desirable on all occasions 
when examining urine for T.N.T., even when the possibility 
of the presence of anthraquinone derivative is known to be 
precluded. 

In conclusion, the author wishes to express his indebted¬ 
ness to the Wellcome Chemical Research Laboratories, who 
supplied the specimens of pure anthraquinone derivatives 
which have been mentioned 


The death is announced of Miss Agnes E. Weston, 
G.B.E., the “Sailor’s Friend,” at the Royal Sailor’s Rest, 
Devonport, at the age of 78. 

King’s College Hospital Medical School 
(University of London). — The University Entrance 
Scholarship in Anatomv and Physiology (value £50) has been 
awarded to Miss A. M. Freeman. 

The Nation’s Tribute to Nurses.—A meeting 
in support of the Hon. Sir Arthur Stanley’s appeal to the 
nation for £100,000 as a tribute fund for nurses was held in 
Belfast on Oct. 17th. It was addressed, among others, bv 
Mr. Henry McLoughlin, of Dublin, organising secretarv of 
the movement in Ireland. The money raised in Ireland is 
to be invested in four Dublin trustees, and the interest is to 
be used on behalf of Irish nurses. It was decided to appeal 
for funds in Belfast, and office-bearers were appointed. 
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A NOTE ON 

“ACUTE YELLOW ATROPHY ” (?) 

IN A MUNITION WORKER WITH A PSEUDO T.N.T. URINE 
REACTION DUE TO RHUBARB. 

By ERNEST GLYNN, F.R.C.P. Lond., 

* CAPTAIX, R.A.M.C. <T.) ; PROFESSOR OF PATHOLOGY, UNIVERSITY OK 
LIVERPOOL. 

( Report to the Medical Retear oh Committee .) 

The patient was a female munition worker, aged 20, 
unmarried, and was employed in a T.N.T. factory from 
January, 1917, to June, 1918. Up to September, 1917, she 
worked in a “filling” room; here shells were filled with 
blocks of T.N.T , amatol coated with wax, and exploder bags 
containing T.N.T. Her duty was to handle the filled shells— 
she wore neither cap nor gloves. During this period her health 
was reported good—confirmed by her mother’s statement. 
On Sept. 10th, 1917, for administrative reasons, she was 
transferred to a “cleaning” room, where she remained till 
death. She cleaned new or exploded brass cartridge cases 
for shells, which were covered with a small quantity of 
grease, by means of a weak watery solution of “ nitre cake”; 
this is “the residue resulting from the manufacture of nitric 
acid and is an acid sulphate of soda containing 30 per cent, 
of its weight of sulphuric acid.” She only handled the 
outside of the cases. 1 

Her health remained good until June 5th, when she 
vomited ; on June 7th, as the vomiting persisted and slight 
jaundice appeared, she did not go to work; on June 12th 
she was unconscious, and next day was admitted to the Royal 
Infirmary under the care of Dr. J. C. Matthews, comatose, 
moderately jaundiced, temperature 101° F. Two ounces of 
urine removed with a catheter contained bile pigment and 
leucin, but no albumin ; the biochemical laboratory reported 
that it gave the reaction of T.N.T. by Webster’s test. The 
patient's temperature soon rose to 107° ; there is no record 
of it before admission. She died 18 hours after admission — 
i.e., seven and a half days after stopping work and nine 
months after leaving the “ filling ” room. 


Postmortem. — The post-mortem was made 14 hours after 
death. Peritoneum : 4 oz., clear, slightly blood-stained, 
straw-coloured fluid. Very extensive petechial haemor¬ 
rhages becoming confluent over mesentery of small intes¬ 
tine and posterior surface of parietal peritoneum ; a few 
haemorrhages on visceral and parietal pericardium and 
posterior surface of visceral pleura. Liver: 41 oz., capsule 
not wrinkled, surface yellow ochre mottled with small 
capsular haemorrhages: on section very soft and uniformly 
yellow; no ftbrosis or compensatory hypertrophy. Gall¬ 
bladder : normal (the liver became much greener after 
preservation in formalin). Spleen: 6 oz., firm, normal. 
Stomach : post-mortem autolysis, a few haemorrhages. 
Ileum: lower end intensely congested, a few haemorrhages. 
Suprarenals: normal. Pancreas: normal. Kidneys: 5$ oz., 
rather pale. Ovaries : small haemorrhages. Uterus : 
normal. Bone marrow of shaft of femur yellow and normal. 
Heart: soft and pale, 11 oz., no fatty degeneration. Lungs: 
posterior portion cf both mottled, with nutnerous small 
haemorrhages about half a centimetre in diameter, but 
tissue just floats; no pleurisy. 

Microscopical examination .* — Liver : There is very extensive 
focal necrosis affecting about a third of each liver lobule, 
central portion; many of the cells are reduced to fragments. 
Diffuse, uniform, fatty metamorphosis, about one-third of 
the whole liver staining red with Sudan III. In the non- 
necrotic areas the fat is deposited in the cell in fairly large 
droplets, but the nucleus is often lateral and stains 
normally; in the necrotic areas, however, where much 
fat is also present some of the surviving cells are uniformly 
loaded with it, apparently a deposit of small droplets, but 
the nucleus is central and shows marked chromatolysis. 
There is a slight but definite portal cirrhosis and a slight 
increase in “bile-ducts,” with localised infiltrations of 
lymphocytes and a few plasma cells, but no leucocytes. A 
few collections of amorphous green bile-pigment present 
in the canaliculi and smaller bile-ducts; some of the 
liver cells contained brown granules; there is a moderate 
number of small dense clusters of fine brown acicular 
crystals, most probably haematoidin crystals ; they are best 
seen in thick sections and on the borders of the necrotic 
areas. These crystals are not tyrosin because they do not 

1 Through the courtesy of Mr. Foggo I visited the factory in 
company with Dr. Mary Deacon, medical officer to an adjoining 
munition factorv. 

# Micro-photographs will Appear in a later issue. 


resemble it in colour or shape, neither do they give the 
characteristic pink reaction with a mixture of mercuric 
acetate, sodium nitrite, and acetic acid. Professor Ramsden 
demonstrated that the tyrosin which has been acted on by 
formalin—the fixative used in this cas e—does give the charac¬ 
teristic tyrosin reaction.* Lungs— Hemorrhagic areas: 
Alveoli and bronchioles filled chiefly with erythrocytes; also 
small localised collections of polymorphs; a few catarrhal 
cells and traces of fibrin : a considerable amount of haema- 
toidin pigment in certain areas—some being in crysta s 
similar to the crystals in the liver ; smaller blood-vessels 
contain unorganising red thrombi. Non-hemorrhagic areas : 
Often congested, sometimes alveoli contain erythrocytes or 
occasionallv leucocytes and a little blood pigment. There are 
a few dense clusters of Gram-positive diplococci, most prob¬ 
ably pneumococci, and occasionally Gram-negative bacilli, 
probably colon group ; these bacteria are most numerous in 
the haemorrhagic areas. 

The macroscopic and microscopic appearances strongly 
suggest that the haemorrhages are due to the leaking of the 
capillaries, their distribution being determined by gravity, 
and they occurred at different dates, while the pneumococci 
invaded the damaged tissues after the haemorrhage. Similar 
hemorrhages have been described in spirochetosis (btokes 
and toxic jaundice (Stewart). 

Comments. 

The patient’s occupation, her short acute illness, and the 
appearances of the liver exclude death from chronic T.N.T. 
poisoning. Nevertheless, it is highly probable that T.N.T. 
absorbed before September, 1917, caused the slight cirrhosis 
—there is no history of alcohol or syphilis. On the other 
hand, death might possibly be due to acute T.N.T. poisoning 
or to latent T.N.T. poisoning, perhaps assisted by an infection 
or other poison. Professor Stuart McDonald reports a small 
epidemic of five cases of acute yellow atrophy in syphilitics, 
treated with “606” plus mercury, and suggests that some 
bacterial infection might have precipitated the liver disease. 
Finally, death might be entirely due to poisoning with 
arsenic, phosphorus, &c., to spirochetosis ictero-haemor- 
rhagica, sometimes called Weil’s disease, or, lastly, to “ acute 
yellow atrophy.” 

Poisoning with arsenic , phosphorus , ifc. —Though none of 
the workers in the “cleaning ” room had ever suffered from 
toxic symptoms, it was thought advisable to eliminate the 
possibility of death from arseniuretted hydrogen. Phosphorus 
might conceivably have been taken with suicidal intent. 
The appearances of the liver were quite distinct from that 
of a case of phosphorus poisoning I once saw in a girl who 
took a large quantity of rat poison and died in three days. 
Here the liver weighed 64 oz., was uniformly affected ; the 
nucleus was in the centre of the liver cells and showed 
marked chromatolysis. Mr. Roberts, Liverpool city analyst, 
reported that “the liver was free from phosphorus, arsenic, 
and poisonous metals.” 

Acute T.N.T. poisoning. —This seems to be out of the 
question. 

Latent T.N.T. poisoning.— Dr. W. J. O’Donovan describes 
a fatal case where toxic symptoms suddenly developed two 
months after leaving a T.N.T. factory. J. A. P. Barnes alludes 
to a woman who had been filling bags with T.N.T. and 
4 4 left for a country holiday in apparently excellent health. 
Three days later she developed toxic symptoms and only 
recovered in three months. 

A third remarkable case, described as latent T.N.T. 
poisoning, is that of a woman who ‘‘after two months 
in processes in the manufacture of T.N.T. was transferred 
to another department where she was employed in filling 
drums with benzol and toluol. Over seven months later 
she met with an accident—a spanner falling on her head. 
Toxic jaundice developed one week later and proved fatal in 
a fortnight." *The liver weighed 23 oz. and showed some 
44 gamboge patches." The patient had been away from the 
T.N:T. room through illness on three occasions from 1 to 
3 weeks. Once the doctor certified she was suffering from 
‘ laryngitis from nitrous fumes ’*; he also said, “ as she could 
not stand the work" she was “removed to the benzol 
department where she worked for 7 months. During this 
time she kept “ her clothes in the same cloakroom as the 
T.N.T. workers ” but “ apart from them.” * 3 If death was 
due to T.N.T. poisoning it is not conclusively proved that it 
was “ latent .” Dr. Legge informs me that benzene is 

* The writer has examined, macroscopically and roicroscopi<»lly, the 

liver in two cases of acute y el low atrophy before the war- lot -oneisee 
Bradshaw. Brit. Med. Jour.. 1901, vol. if., p. 1587. One case of acute 
phosphorus poisoning and two of toxic jaundice due to T.N. l. 

V 3 The information between the two asterisks was obtained from the 
inquest report kindly provided by the factory inspector. 
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certainly toxic, both in acute and chronic form. In the acute, 
it produces rapid unconsciousness: in the chronic, aplastic 
anmmia precisely like that of T.N.T., with terminal sym¬ 
ptoms of purpura hemorrhagica. No cases, however, of 
“jaundice or atrophy of the liver ” have been recorded either 
in Great Britain, the United States, Austria, or Sweden. 

My case differs greatly from this, notably in the absence of 
symptoms when exposed to T.N.T., the longer “latent”? 
period—viz., 9 months—the short terminal illness, and the 
different liver changes. Latent poisouing is almost excluded. 

Bacterial infection most probably did not precipitate the 
illness, for no bacteria were demonstrated in the liver and 
the spleen was small and firm. The pneumococci almost 
ceitainly invaded the lungs after the haemorrhages had 
occurred, though they may have caused the terminal pyrexia. 

Spirochetosis —Immediately after the post-mortem many 
films from the liver and spleen—but, unfortunately, not the 
kidney—were examined by the dark ground for spirochaetes, 
but the results were negative. A stale specimen of urine 
obtained post mortem was not injected into guinea-pigs 
owing to the difficulty of obtaining them. 

In the fatal cases of this disease recently described in our 
Array, the liver has sometimes been slightly enlarged, 
though in the majority there was “an absence of any 
definite anatomical changes ” In two cases, however, 
described by Sir Bertrand Dawson and W. E. llume the liver 
cells were “ dissociated ” and “many markedly enlarged,” 
but there was no necrosis, only a little fat, and the cellular 
infiltration of the portal areas contained leuoocytes as well as 
lymphocytes. Thus, apart from the fact that the liver in 
our case was diminished in size, the pathological changes are 
markedly different. Careful inquiries, moreover, showed 
that the patient had seen no soldiers from abroad for a long 
period. 

“ Acute yellow atrophy "—The available evidence renders 
it probable that the patient died of “acute yellow 
atrophy’’—whatever that is. The comparatively slight 
diminution in the size of the liver, the absence of red 
atrophy or of regeneration, and perhaps the excessive amount 
of fat, may be explained by the short duration of the 
illness. 

Urine reaction .—If death was not due to T.N T. poisoning 
the presence of the T.N.T. urine reaction requires explana- 
tioo. especially as such reaction is apparently always absent 
in T.N.T. workers when toxic jaundice supervenes. The 
specimen was therefore sent to Professor Benjamin Moore, 
who reported that there was no T.N.T.; the misleading pink 
was due to some drug, e.g., phenolphthalein. On inquiry I 
found the patient had never taken phenolphthalein either 
before or after admission to hospital, but rhubarb and soda 
had been given before. My assistant, Dr A. L. Robinson, 
indicated that rhubarb should give the test. 

Dr. Matthews kindly administered a little rhubarb and 
soda for two or three days to four hospital patients. Their 
urine when tested by Webster’s method gave a pink reaction, 
or pink-purple if strong—three of the urines were tested 
before administering rhubarb, with negative results ; this 
colour appears to be due to chrysophanic acid 'or its 
derivatives. 

Toe T.N.T. reaction is described as “purple” in the 
official communication.' 1 and as “pink” in the Medical 
Research Committee Report, No. XL—the Causation and 
Prevention of Tri-nitro-toluene (T.N.T.) Poisoning, p. 17. 
&ummary m 

A young female munition worker, previous health always 
good, died su idenly of acute toxic jaundice (?) nine months 
after leaving the T.N.T. filling room The liver, however, 
was much larger, more fatty, and more necrotic than in 
T.N.T. pnsoning, and regeneration was absent. Poisoning 
with phosphorus or arsenic was excluded; latent TNT. 
poisoning with or without bacterial infection was almost 
excluded ; spirochetosis ictero-hemorrhagica is probably 
excluded. Death is therefore probably due to “acute 
yellow atrophy’’—whatever that is. The pseudo T N T. 
reaction in the patient’s urine was evidently due to 
rhubarb. 

References. — Annual Report, Chief Inspector of Factories and 
Workshops, 1917. Barnes, J. A. P. : Proc. Koy. Soc. Med., Special 
Discw-ion, 1917, vol. x . pt. 1, p. 86 Diwgm, Bertrand, and Hume, 

W K : Q iirt Joum. Med . 1916-17. vol. x , p. 90. McDonaM. Stuart- 
Brit. Mh.|. Journ., 1918, vol i.. p. 76. O Donovan, W. J. : Proc. Roy 
Soo. Me*.. Special Oucumion. 19 7 vol. x„ pt. 1, p. 79. Stokes 

A.. Ryle. J. A., and Tvtler. W. H.. The Lanort, 1917, vol. 1., p. 142. 

* Brit. Med. Jour., Dec. 16,h, 1916. 

Clinical Jtirles: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

A CASE OF INTRAPELVIC OSTEOMA NECESSI¬ 
TATING CESAREAN SECTION. 

By Violet I. Russell, M.B., B.S. Lond., 

RESIDENT MEDICAL OFFICER, QUKKN CHARLOTTE'S LYING-IN HOSPITAL. 

AN osteoma arising from the pelvis is a sufficiently rare 
complication of labour to be worthy of record. The chief 
interest of the following case consists in its illustration of 
the importance of a routine examination of the pelvis during 
pregnancy in a primigravida ; the tumour was causing no 
symptoms and might easily have remained undiagnosed until 
labour was advanced, when the prognosis for mother and 
child would have been much less favourable. 

The patient, aged 19, was first seen when 28 weeks pregnant by 

Dr. Frances Huxley in the antenatal department of Queen Charlotte's 

Hospital. External pelvic measurements were approximately normal— 
luterspinous 9 In.. IntercrlsUl 10 in., and external conjugate 7# In. 

The foetus was presenting by the vertex, the head being movable above 
the pelvic brim. On vaginal examination a bony tumour was felt 
oc 'upying the left side of the pelvis ; it w*a causing no symptoms. Mr. 

Clifford Whi e examined the patient under anaesthesia when the osteoma 
was found to arise by a stout pedicle from the inner surface of ischium 
at the level of the acetabulum. It measured about l£ x 2 in. in 
diameter, was uniformly hard, i-regular in outline, and obviously 
proved an insuperable obstacle to deliveiy by the natural pa<-snge«. 

Caesarean sectlun was performed at term by Mr. Clifford White and a 
female child weighing 6 lb. 10 or. was delivered. The Internal relations 
of the growth were then defined. It was felt projecting between the 
layers of the broad ligament on the Teft side and was crossed by the left 
ureter; the origin of the tumour was in close relation with the 
bifurcation of the left common iliac artery, the external iliac vessels 
passing in front of growth and the internal iliac artery lying behind It. 

Convalescence from operation wts uneventful, and mother and child 
were discharged in good condition. The tumour has shown no increase 
in size since patient has been under observation and has never caused 
any symptoms. 

I have to thank Mr. Clifford White for his kind permission 
to publish the case. 

PNEUMOCOCCUS ARTHRITIS; VACCINE 
TREATMENT; RECOVERY. 

By C. E. Campbell-Horsfall, M.B., Ch.B.Vict. 

The following case is of interest: first, because its com¬ 
mencement was very unusual—there had been no previous 
illness, nor was any focus of infection found ; secondly, the 
method of treatment led to prompt recovery. 

The patient, a middle-aged woman, was seized with pain in right 
knee ; there was no history of Injury or previous illness, and tho condi¬ 
tion was treated as a simple synovitis. The condition, however, did 
not subside, and a further diagn'tsis of rheumatoid arthritis was made 
and tieatment carried out. No improvement took p ace. and gradually 
other joints were implicated. Af er several months' futile treatment 
she came under my care. At this time patient was utterly helpless 
and unable to move ; even the upper extremities could only be moved 
with great pain. She was in a state of pr 'found sepsis with typical 
septic temperature, skin a pale earthy colour, and marked ana?mla of 
mucous membranes. Practically all joints were involved, the most 
marked changes being in knees, ankles, wrists, and shoulder-joints. 

The phalangeal joints wer 0 swollen, painful, and splndled-shaped. No 
reddening of any joints. Knee-joints distended with fluid ; appetite poor. 

I advised aspiration of knee-joint for diagnostic purposes. This was 
done and a bacteriological examination made of the fluid, this latter 
being a thick turbi i nuterial. greyish-yellow in appearance. On culture 
this showed a mixed infection of pneumococci and streptococci. A 
vaccine was made and treatment begun. She was kept in bed, given 
tho maximum of fresh air, her bed being moved out on to a balcony 
when th« weather was suitable. Her improvement as soon as vaccine 
was started was remarkable. Temperature steadily decreased, appetite 
returned, skin and blood condltior Improved, and pahi abated. As soon 
as temperat ure became normal gentle message of limbs w as commenced 
but joints were left severely alone at first. Later the latter were rubbed 
and moved. Pr gross was uninterrupted, and from an apparently 
dying woman she was restored to her former health, and at the present 
time it is impossible to realise that she had ever been so ill. She has 
free movement in all her limbs and can close her hands with ease. 

The majority of pneumococcus arthritis cases are surgical 
and often one or two joints are affected. Surgical treatment 
in this case with a multiplicity of joints affected, even if 
successful, would have been very tedious, and much disuse 
of joints would have ensued. The termination of this case 
with its perfect recovery emphasises the necessity of having 
the joint fluid examined in every case of multiple arthritis 
when practicable. I can find no record of any case treated 
with a vaccine with such a pleasing result. 

My thanks are dne to Professor Walker Hall, of Bristol, 
who examined the fluid for me and prepared the vaccine. 
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Sltfcital Jtorietws. 


ROYAL ‘SOCIETY OF MEDICINE. 


At a general meeting of the Fellows of the Royal Society 
of Medicine on Tuesday, Oct. 15th, Sir Rickman Godlee, 
the retiring President, introduced the new President, Surgeon 
Rear-Admiral Sir Humphry Rolleston, and invested him 
with the President’s badge (the gift of the late Sir Edward 
Sieveking, M.D., former President of the Society), and 
with the President’s gold master-key (the gift of Mr. 
J. Y. W. MacAlister, the secretary). Sir Humphry 
Rolleston then took the chair and briefly thanked the 
Fellows for the honour of his election, and asked for the 
sympathy and support of all of them in the discharge of 
his duties during what might prove to be a very trying 
period. The ordinary business of the meeting was then 
proceeded with and a number of new Fellows upon ballot 
were elected. 

On this occasion there was a pleasing innovation before 
the meeting, which, it is hoped, will become the custom. 
Tea was served in the President’s private room, and 
Sir Humphry Rolleston received the Fellows who had 
come to attend the meeting; in this way becoming person¬ 
ally acquainted with those whom he had not previously met, 
and renewing many old acquaintances. 


COMBINED SECTIONS OF MEDICINE, PATHOLOGY, 
AND EPIDEMIOLOGY. 

Encephalitis Lethargica. 

The occurrence in the earlier part of this year of numerous 
cases characterised by lethargy, asthenia, and paralysis, 
usually of the cranial nerves, aroused widespread interest at 
the time, and has led to a large amount of research. At a 
joint meeting of the Medical, Pathological, and Epidemio¬ 
logical Sections of the Royal Society of Medicine held on 
Oct. 22nd the results of these investigations were discussed 
at length. A brief summary of this discussion follows, the 
detailed report being reserved for a later issue. 

The stages in the development of our knowledge of the 
disease may be stated thus : After a short period, 
during which the striking lethargy led to the some¬ 
what sensational diagnosis of “botulism ” the failure to 
find the Bacillus botvlinvs , together with the discovery of 
areas of perivascular infiltration in the central nervous 
system, caused many to assume that the disease was acute 
poliomyelitis of the cerebral type occurring in epidemic 
form. This assumption was all the more natural because 
the observers of epidemics of the latter disease had laid 
special stress on the protean character of the sym¬ 
ptomatology, Wickman describing no less than seven 
types. At an early stage, however, clinical observers 
began to note that the disease possessed a charac¬ 
teristic symptomatology which differed from that of 
acute poliomyelitis. The extensive investigations which 
have since been carried out appear from the discussion to 
have led to the almost unanimous adoption of the view that 
the disease is not acute poliomyelitis but is sui generis, with 
a symptomatology of its own, varying according to the 
precise areas of the central nervous system affected in indi¬ 
vidual cases, with a characteristic pathological picture and 
definite epidemiological peculiarities. 

The onset is frequently sudden, but more often there is a 
prodromal stage lasting a few days, with lassitude, headache, 
and sometimes vomiting of the cerebral type. The patient 
then passes into a lethargic condition, from which, however, 
he can be roused and in which he remains conscious of what 
is passing around him. Nocturnal wakefulness with or with¬ 
out delirium is not uncommon. There is general asthenia, with 
definite local paralysis, particularly of the ocular muscles, 
the muscles of the face, and, less frequently, of the 
pharynx, giving rise to strabismus, nystagmoid move¬ 
ment of the eyes, dysarthria of speech, dysphagia, and 
a mask-like expression. The onset of the local palsies 
is described as “wandering,” first this, then that, group of 
muscles being affected. The headache, vomiting, delirium, 
dysarthria of speech, occasional katatonia, and incontinence 
have caused individual cases to be initially diagnosed as 
‘ 4 functional,” G.P.I., or tuberculous meningitis. The course 


of the disease is variable ; in some instances death takes 
place within a few days of onset through paralysis of 
respiration, but in most recovery has ensued after an illness 
lasting several months. 

The typical pathological lesions are hiemorrhagic foci with 
lymphocytic infiltration of the small vessels. They are found 
mainly in the midbrain and pons, but may occur anywhere 
in the cerebrum, cerebellum, or spinal cord. Colonel F. W. 
Mott (who also communicated the results of investigations 
carried out by Professor Marinesco) describes these lesions 
as differing markedly from those found in acute poliomyelitis, 
particularly in the rarity of neuronophagia and in the haemor¬ 
rhagic nature of the lesions. He found no organisms. The 
cerebro-spinal fluid shows lymphocytosis in some cases, in 
others none ; the discrepancy may be explained by the fluids 
having been examined at different stages in the disease. 
Blood is found frequently ; its presence may be considered 
characteristic of acute cases of the meningeal type. 

The epidemiology of the disease presents features 
which distinguish it clearly from acute poliomyelitis. As 
a result of the findings of the Local Government Board 
inquiry held by Sir Arthur Newsholme, Lieutenant-Colonel- 
S. P. James reported that the disease occurs at all ages and 
shows no preference for the young ; its seasonal incidence 
shows a maximum in the spring, whereas acute poliomyelitis 
is at its height in August and September ; the distribution of 
cases in England and Wales shows no correlation between 
the two diseases. The report of the Local Government 
Board will be issued shortly. It is to be hoped that the 
compulsory notification of Encephalitis lethargica will be as 
successful in adding to our knowledge as it has been in other 
instances. So far research has chiefly resulted in clearing 
the ground, and practically everything constructive remains 
to be done, particularly in regard to treatment. 


SOCIETE DE BIOLOGIE, PARIS. 

The following is a summary of the papers read at a 
meeting of this society held on Oct. 12th :— 

Dujarric de la Riviere: Bacteriological Diagnosis of 
Influenza. 

Prelever 10 em.c. d’urlne aseptiquement, ensemencer en milieu eau 
pep to rue (sang de piule). Alors que les autre s prooedcs eohouent, la 
presente technique decile le B. de Pfeiffer dans presque tous les cae. 

R. J. Weissenbach : A New Medium for Differentiating 
the Enterococcus from Certain Streptococci. 

Lee streptocoques non hemolytiques se com portent comrae les etrepto 
coques hemolytiques quand ils sont eneemeneds en eau peptonde 

lucoede. addttlonnee de bile. Alors que l’enterocoque, aprds 18 & 24 

eures d’etuve a 37° cultive abondamment dans ce milieu, les strepto- 
coques pyogenes hemolytiques et non hdmolytiques ne donnent 
naieeance a. aucune culture en 18, 24 heures et au-delft. A ddtaut du 
pouvoir hemolvtique, qui oonetitue dans la pratique un des meilleurs 
caracteres diffdrentiels entre l’enterocoque et la varietd hdmolytlque du 
etreptocoque. la plus frequemment eu cause en pathologic humaine, le 
resultat de l’eneemencement en eau peptonee glucosee h la bile 
constltue pour le streptoteoque hdmolytlque, un excellent eldment de 
dlfferenclation. 

Gerard : Thermal Instability of Syphilitic Antibodies. 

En dvaluant les llmttes maxima de ddviation du complement pro- 
dultes par un meme serum chauffe it 56° et non chauffe, on s’aperyoit 
de la Constance thermolabillte des anticorps syphilltlques. Le pouvoir 
de ddviation pout dtre abalsse des trols quarts. Conclusion: Assocle/ 
tou jours dans les Wassermann les deux metbodes au serum chauffd et 
non ebanffe. Keduisez. dans la mdthode complete, le temps de chauf- 
fage ii 56° pour destruction du complement it un quart d'beure au lieu 
du temps classlque de une demle-heure. 

Latapie : Experimental Influenza. 

Les bacilles de l’influenza restent vlvants pendant 4 mois dans les 
# abcds provoquds experlmentalement chez les cobayes et 22 mois en sac 
*de collodion chez les memes anlmaux. Chez une chdvre soumise a 
I'immunisation pendant onze mois, le scrum se montre mOme ouratlf -. 
des cobayes inoculda avec une dose plusieurs fols inortelle de microbes 
dans le peritoine et devant mourir en molns de 24 heures pouvaient 
dire preserves par du serum injecte dans les veines trois heures avant 
la mort. L'auteur met en garde contre la toxlcite du sdrum recoltl peu 
de temps aprds l’injectlon des microbes; passe le d^lal de trols semafnea 
depuls la dernldre injection, cette toxlcite n’existe plus. 

M. Nicolle : Restitution of Agglutinability. 

Quand les pneumocoques et les gonocoques ont perdu leur agglutina 
bllite, on peut la leur restituer en les traitant par racide cblorbydrlque 
en les ebauffant, enfin en les neutrallsant par la soude. 


National Hospital for the Paralysed and 
Epileptic, Queen-square, London.— Founder’s Day will 
be celebrated on Monday, Nov. 4th, when the wards will be 
open to inspection from o to 6 p.m. 
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The Evolution of National Systems of Vocational lie education 
for Disabled Soldiers and Sailors. By Douglas C. 
McMurtrik. Washington, U.S.A. : Federal Board for 
Vocation Education. 1918. Bulletin No. 15 (Re-education 
Series No. 3). Pp. 265. 

As the title denotes, this report traces the evolution of the 
systems of vocational re-education for disabled soldiers and 
sailors in the countries where such systems exist. Ihe 
material for the sections relating to France and Belgium has 
been prepared by Miss G. G. Whiteside, to Great Britain by 
Dr. J. C. Faries, to Italy and Germany by Miss R. Underhill, 
and to Austria by Mr. A. Gourvitch. In the introduction 
Mr. McMurtrie emphasises the part played in the evolu¬ 
tion of these systems by the Belgian trade schools for 
crippled victims of industrial accidents. The obvious 
corollary, the extension of the facilities for disabled 
soldiers to industrial cripples, has recently been suggested 
in the British lay press. As Mr. McMurtrie points out, 
the dictates of national gratitude and national economy 
coincide as to the need for systems of re-education. As 
the result of a review of the various systems he has drawn 
various conclusions. He holds it to be axiomatic that a 
man should be given his course of training in a locality near 
his home. He is not in favour of compulsory re-education ; 
the unwilling pupil learns but little. “If a competent 
visitor has been in touch with the man s family during 
his absence at the front the members of the home circle 
can be easily convinced of the wisdom of his re¬ 
education ; this will make all the simpler persuasion of 
the man himself.” The choice of a particular trade 
must meet with the full approval of the soldier 
himself; Mr. McMurtrie would allow the man, within 
reasonable limitations, to change to another trade if the 
subject prove definitely distasteful. To persuade him to 
undertake training the disabled man should be informed of 
the progress of men with similar physical handicaps, but 
this information must be accurate and not relate to freak 
successes. “ It would seem inadvisable to train a man for 
an occupation which he can pursue only by means of 
specialised apparatus adapted to individual motor limitations 
imposed by his deformity. While a badly crippled man may 
be taught to operate a lathe with special treadles his oppor¬ 
tunities for employment will be precarious.” Many of those 
interested in the problem will not agree with Mr. McMurtrie 
in this conclusion, especially if State workshops be provided 
for men with severely crippled arms. The American Red 
Cross Society, however, appear to be more optimistic than 
we are as to the possibility of industrial firms providing work 
for this class of man. An interesting commentary is that the 
training provided must be thorough; there would be an un¬ 
justified disturbance of the labour market and its wage- 
standards if a school thrusts into a trade, as professedly 
skilled operatives, a crowd of under-trained men. As regards 
employment disabled soldiers must be considered as a special 
class. The transition from military to civilian life which 
takes place on a man taking up his first job is a more radical 
step than the change made when the civilian employee goes 
from one position to another. For this reason Mr. McMurtrie 
advocates the appointment of specially trained employment 
officers for placing and following up disabled men. 

The section on the work in Great Britain contains some 
racy comments on our ways of doing things, but pays tf 
tribute to the system which has ultimately been evolved. 
Although the writers of the report do not make the 
comment, we have something to learn from Germany in 
our treatment of one-armed men. In no less than 14 trade 
schools, scattered over the various German states, special 
courses are held for one-armed men. After preliminary 
instruction of about six weeks in the ordinary acts of every¬ 
day life, and a course of left-handed writing, if necessary, 
the men take up trade training. Again, in the larger matter 
of simultaneous medical treatment and re-education we are 
behind other countries. In Germany re-education is 
undertaken by civilian care committees working in 
military hospitals. The section on France tells us that 
the schools which admit soldiers only when completely 
cured have considerable difficulty in obtaining pupils, 
while the schools at Montpellier and Bordeaux have 


found their usefulness increased since they have been 

linked up with hospitals. Cooperation between hospital 
and school has from the beginning been carried out success¬ 
fully at Saint Maurice, the Grand Palais, and Maison 
Blanche. Dr. Kresser, head of the school at Maison Blanche, 
writes : “The best recruiting agency for the schools is the 
example of the man who works at a trade during the day 
and who, on his return to his pavilion in the evening, tells 
his companions what he has been doing and what he has 
earned.” The excellent results obtained at the 8outh 
African Military Hospital, Richmond Park, show the value 
of coincident medical treatment and vocational re-education. 
The percentage of disabled men who undertake training is 
extremely high—over 90. If the commanding officer of the 
hospital considers a man will not become fit for further 
military service no time is lost in commencing his re-educa¬ 
tion. The training does not stop when the man is discharged 
from hospital; he is accommodated at a hostel and con¬ 
tinues his course ; during this time the men continue to wear 
their uniform and remain under military discipline. 

An appendix contains a comprehensive bibliography of the 
subject. As a review of the systems of re-education the 
report is unique ; it cannot fail to be of the greatest value 
to the workers in the United States of America for whom it 
was written._ 

Clinical Diagnosis: A Manual of Laboratory Methods. By 

James Campbell Todd, Ph.B., M.D., Professor of 

Clinical Pathology, University of Colorado. Illustrated. 

Fourth edition, revised and reset. London and Phil¬ 
adelphia: W. B. Saunders Co. 1918. Pp. 687. 14*. 

This work is a practical manual which treats of the more 
important methods employed in the investigation of those 
problems of diagnosis which are now customarily submitted 
to the clinical laboratory. In reviewing earlier editions oi 
the book 1 a favourable opinion was expressed as to its 
merits, and practical use of this work in the reviewer s 
laboratory has confirmed this opinion. The methods selected 
are usually good and the directions clear and precise, while 
the deductions drawn from the results of the investigations 
are judicious. 

A considerable number of additions and alterations have 
been made in the present edition which have improved it and 
brought it up to date without undue increase in size or price. 
On the other hand, some methods have been omitted and these 
include Abderhalden’s protective ferment reaction to which 
exception was taken in the review of the 1914 edition. 
Important additions are to be found in the section on blood 
examination. These include the methods for recognising 
blood by spectroscopic and chemical means, for the 
vital staining of blood cells and for testing the resist¬ 
ance of red cells. The methods used in the selection of 
blood for the purposes of transfusion and for matching 
bloods are now given, together with a short account of the 
theoretical basis for these methods. The plan devised by 
Bass and Johns for facilitating the search for malarial 
parasites in the blood by concentration is described and 
recommended. An illustration shows the satisfactory results 
obtained. In the examination of cerebro-apinal fluid two 
new tests are proposed—Lange’s colloidal gold test and 
the “mastic test for the purpose of distinguishing 
pathological changes in the central nervous system, 
especially those caused by syphilis. Changes and simpli¬ 
fications in the technique for carrying out the phenol- 
sulphone-phthalein test of the functional activity of 
the kidneys are described, and further details are given 
as to the clinical interpretation and value of the test. 
There are many other additions, including Schick’s test for 
immunity to diphtheria, Craig’s method for the complement 
deviation test for tubercle, the estimation of urobilin in 
faces, which is useful in the diagnosis of pernicious anaemia, 
and of amylase in faeces, useful in suspected pancreatic 
(1 i s i s f k 

The illustrations have always been an important feature of 
this book, and in the present edition there has been a marked 
improvement effected by substitution for the less satisfactory 
plates and figures of better ones and considerable additions of 
new figures, among which may be mentioned a representation 
of Curschmann’s spirals, as seen in the usual naked-eye 
examination of asthmatic sputum, and one of Ehitamaba 
gingivalis. The production of the book leaves little to be 
desired. _____ 

i Thk Lancet, April 10th, 1915. 
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LONDON: SATURDAY, OCTOBER S6 , 1918. 


Our Present Knowledge of Epidemic 
Catarrh. 

Epidemic catarrh has once again become pandemic 
in character. Reports are being daily received of 
its prevalence all over the world, some of them 
of a highly alarmist nature. The issue of an 
authoritative Memorandum on epidemic catarrh, 
including influenza, by the medical officer of the 
Local Government Board is therefore peculiarly 
opportune, especially as the document has been sent 
to all the local authorities in the country, with a 
suggestion to the health officer to prepare pre¬ 
cautionary instructions for use in his district. 
After discussing certain statistical facts in 
relation to the deaths from respiratory diseases 
in general, and alluding to the micro-organisms 
generally associated with a “ common cold/’ 
Sir Arthur Newsholme reminds us that influenza 
has been identified historically for several 
centuries past, appearing and causing great havoc 
in many countries at intervals which have been 
so prolonged as to create the impression on 
its reappearance that a new disease had emerged. 
Dr. F. G. Crookshank has, in fact, given the title of 
“ The Story of a New Disease '* to the Chadwick 
Lectures which he is delivering, and Sir Richard 
Douglas Powell, presiding at one of these lectures, 
emphasised the remarkable coincidence between 
epidemics of influenza and outbreaks of polio¬ 
myelitis, a coincidence which should lead to a more 
careful scrutiny of influenza as a syndrome of 
many diseases yet to be accurately defined and 
demarcated. Dr. W. Collier, of Oxford, calls 
attention in our correspondence columns to certain 
unfamiliar features in the cases under his observa¬ 
tion. A study of Dr. Franklin Parsons’s classical 
reports to the Local Government Board on the 
pandemic of 1889-92 shows the impression then 
prevailing of a novel disease, although 43 years 
earlier (1847-48) and in 1803, 1833, and 1837-38 
epidemics of influenza occurred in this country. 
Dr. W. H. Hamer has adduced evidence of the same 
experience in even earlier literature. 

The difficulty of defining influenza is, of course, 
great, its most characteristic feature being its occur¬ 
rence at long intervals as an epidemic which spreads 
rapidly from country to country and from continent 
to continent, and which affects a much higher 
proportion of the total population than any other 
known infectious disease. The Memorandum of 
the Local .Government Board takes the view 
that the question whether Pfeiffer’s bacillus is 
the specific cause of influenza is still an open one. 
Unfortunately, no specific agglutination tests are 
yet available in connexion with this micro-organism. 
That it causes much of the mischief produced by 
the disease is proved by its frequent presence in 
large numbers in immediate relation to minute 


lesions occurring in the lung. It should be noted, 
however, that the Pfeiffer bacillus is occasion 
ally discovered in bronchial secretions when there 
is no suspicion of influenza; but, on the other 
hand, the bacillus has not been found, or has only 
been discovered in a very small minority of the 
total cases, in a considerable number of out 
breaks indistinguishable clinically from influenza. 
The Memorandum itself does not state whether this 
is the case in the present epidemic, but information 
from several sources suggests that Pfeiffer’s bacillus 
has not often been identified. Failure to isolate the 
bacillus may be due in certain instances to want of 
a suitable culture medium, as was pointed out 
recently in our columns by Dr. John Matthews. In 
outbreaks in which this bacillus is absent the 
M. catarrhalis , the pneumococcus, or a lioBmolytic 
streptococcus has generally been the predominant 
micro-organisms. It is difficult, therefore, to estab 
lish an accurate bacteriological test for influenza, 
and on account of its multiform clinical symptoms 
a definite diagnosis is not always easy. This fact 
stands greatly in the way of any specific treatment 
of the pandemic malady, although much attention 
has been given to this aspect of the problem. 
On another page of this issue of The Lancet an 
account is given of a Conference held at the War 
Office to discuss the utilisation of vaccine for the 
prevention and treatment of influenza, and a precis 
of the conclusions arrived at by the bacteriological 
experts who attended this Conference is embodied 
in an appendix to the Local Government Board’s 
Memorandum. At this Conference it was unani¬ 
mously agreed that inoculations with a suitable 
vaccine might be expected to be of value, although 
there is at present no vaccine on which dependence 
can be placed to give immunity against influenza. 

General precautions, fortunately, are on a sounder 
footing, and the Memorandum of the Local Govern 
ment Board rightly points out that control 
over the disease is only practicable by the active 
cooperation of each member of the community. 
The measures suggested are largely such as a 
sensitive hygienic conscience would direct. Most 
persons attacked by influenza do not recognise for 
several days the serious nature of their illness, 
and it is probable that infection is chiefly spread 
during the earlier stages. This, and the fact that 
one attack does not appear to confer any great 
degree of immunity against further attacks, render 
the application of preventive measures far from 
easy. In view of the difficulty in securing early and 
decisive diagnosis, especially in connexion with the 
milder cases for which medical guidance is not 
obtained, notification cannot be recommended as 
likely to be of practical use. The isolation of all 
persons suffering from fever, with or without catarrh, 
is recommended in the Memorandum ; but, however 
desirable such a course might be, it would be difficult 
to accomplish on a large scale. As infection is prob¬ 
ably conveyed in part by the fine spray of mucus 
ejected in the act of coughing or sneezing, it is 
advised that a handkerchief should be held before 
the mouth at such times in order to intercept the 
droplets of mucus, and that the handkerchief should 
afterwards be boiled. Disinfection of premises after 
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influenza is not recommended, but a thorough 
washing and cleansing of rooms and their contents 
and washing of articles of bedding or apparel are 
desirable. The familiar advice is given that the 
patient should go to bed on the first onset of the 
symptoms and remain there till all fever has gone. 
The only safe rule is to regard all catarrhal attacks 
and every illness associated with rise of tempera¬ 
ture as infectious, and to adopt at once precautionary 
measures. The wet cleansing of all infected places 
is important. Indiscriminate spitting is dangerous, 
and prolonged mental strain or over-fatigue, 
and still more alcoholism, are all conditions which 
predispose to attack. As a prophylactic measure 
gargling the throat with a solution of 1 in 5000 
permanganate of potassium in water containing 
0*8 per cent, of common salt night and morning is 
useful. It is pointed out that sanitary authorities 
have power, with the Local Government Board’s 
sanction, to provide nursing assistance for those 
who are unable to obtain it for themselves. The 
possible public provision of a prophylactic spray¬ 
ing apparatus, such as is used in the Army, 
is considered. The view is expressed, however, 
that the “ spray room ” cannot yet be regarded 
as reducing for certain the incidence of attacks 
in exposed persons, and unless precautions are 
taken to separate patients from healthy persons 
it may even be the means of disseminating infection. 
The final, and probably the most important advice 
of all is that bedrooms and living rooms should be 
constantly flushed with fresh air, and that over¬ 
crowded rooms and places of amusement should be 
avoided. The aggregation of large numbers of 
persons in one room, especially for sleeping, is 
dangerous when catarrhs are prevalent, even 
though the floor space for each person may appear 
to be adequate. 

Sir Arthur Newsholme’s Memorandum presents 
us with an admirable summary of the outstanding 
features of influenza epidemics, so far as they have 
been ascertained, and of the prophylactic measures 
to be employed in connexion with that disease. 
It helps us also to realise how little is yet 
known about the epidemic catarrhal conditions 
which are the cause of so much illness and death, 
and emphasises the urgent need for further 
investigation. 


Juries on Trial. 

By the Juries Act, 1918, which came into force on 
July 30th the right to a jury is limited in civil 
cases during the war and for six months after¬ 
wards. Under this Act every “action, counter¬ 
claim, issue, cause or matter in the High Court of 
England requiring to be tried” is to be tried by 
a judge sitting alone. This does not affect any 
power to order a trial by two or more judges, 
or a judge with an assessor, or any such 
special tribunal as heretofore. It is also subject 
to the proviso that in cases in which fraud is 
alleged, or where the claim is in respect of libel, 
slander, malicious prosecution, false imprisonment, 
seduction, or breach of promise of marriage, either 
party is entitled to have a jury upon applying for 


one in the prescribed manner. Also in other cases 
than the above a judge may order the trial to be 
with a jury on the application of a party, if the 
case appears to him to be more fit for trial with 
than without one, and a jury is to be granted, if 
applied for, in certain contested matrimonial 
causes and in certain causes in the Probate 
Court. Trial without a jury is ordered upon 
practically similar terms in county courts and 
other courts of inferior jurisdiction. This may 
seem a more sweeping change than it really is. 
The general public, familiar with the phrase that 
the jury is the palladium of liberty, and interested 
mainly, as far as civil cases are concerned, in those 
of the more sensational kind, does not realise 
how much the jury has been dispensed with. 
In the Courts of Chancery and Admiralty there 
is never a jury, and in a great number of 
important commercial causes, as well as in 
the majority of divorce cases and of trials in the 
county court, there is none either; and though 
criminal cases are not affected by the new Act, 
very many more criminal charges are disposed of 
without a jury than with one. The tendency to 
diminish the number of trials by jury is not a 
new one. In the Common Law courts, since the 
Judicature Acts were passed towards the end of 
the last century, many cases, besides the com¬ 
mercial causes already referred to, are now’ heard by 
judges alone for which juries would formerly have 
been necessary, and no one has complained. It 
would seem, therefore, as if the jury, once a bulwark 
of the people against the aggression of the Crown 
or the executive or any other oppressor, was 
coming to be regarded as a cumbrous survival. 

Few will deny that without a jury many trials 
would be shorter; while men unwilling to serve, 
unwilling to give full attention to, or, perhaps, 
unable to understand the evidence may be 
present on a jury and prevent justice being done. 
Judges are human it is true, and liable to 
human sympathies and prejudices, but so in a 
greater degree are juries ; and although sympathy 
may be an excellent thing in individuals it can 
lead to absolute injustice in 12 men assembled to 
try, not whether a plaintiff has suffered and the 
defendant can afford to pay compensation for that 
suffering, but whether the defendant is legally 
responsible for that suffering, so that in justice he 
ought to pay for it. Juries also fail sometimes to 
arrive at unanimous verdicts, or members of them 
have to be cajoled by their fellows into agreement 
which is contrary to their honest judgment. Either 
happening is undesirable, and the former leads to 
delay and increased expense for the parties to the 
trial. It may be observed also that it is after long 
trials contested at great expense that disagreement 
on the part of the jury most frequently occurs. 
The action against the British Medical Association 
recently tried by Mr. Justice McCardie may be 
referred to as a case in point. This was one of 
those long-drawn-out and hard-fought trials, in 
which sympathisers with the British Medical Asso¬ 
ciation in its effort to maintain its ethical standards 
might have found themselves on a jury pitted 
against others with preconceived views antagonistic 
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to doctors, and hence determined from the 
first to regard the plaintiffs as men unjustly 
oppressed, for whom no damages could be too 
ample. A disagreement in such circumstances 
would have been in no way surprising had the 
decision been left to a jury, and this would have 
been very expensive to both parties; a verdict for 
the plaintiffs, such as Mr. Justice McCardie found, 
but with damages of unjust and disproportionate 
magnitude, would have been a second likely issue. 
We do not know whether an appeal may follow 
in this case or whether the fact of no appeal 
being entered will indicate the acquiescence of the 
losers with the learned judge’s statement of the 
law and his application of it to the facts before 
him; but in ordinary circumstances in libel cases 
we believe that a jury is unnecessary for the 
assessment of damages and that a fairer and more 
satisfactory result may be arrived at without one. 

Dr. F. J. Waldo, the coroner for the City of London 
and the Borough of Southwark, appears to have 
been questioned recently by a juryman as to why he 
was continuing to summon juries to sit at inquests 
when other coroners were availing themselves of 
the Act above referred to and dispensing with their 
services. In making a reply to this question at 
the close of an inquest Dr. Waldo explained that 
a discretion was allowed to him, in the exercise of 
which he was guided by what he believed to be 
principles of public policy and usefulness. At 
inquests in the course of which it appeared that 
murder or manslaughter was to be suspected, he was 
still obliged to summon a jury, and according to his 
experience in the majority of the inquests that he 
held questions of culpable negligence were likely 
to arise. This was due to the fact that a large 
number of the deaths which he inquired into were 
caused by accidents in factories or elsewhere, when 
the presence or absence of negligence was the 
essential fact to be ascertained. In such cases he 
believed that the public interest was be6t served 
and the public confidence retained by the course 
which he followed. Heie we agree with him, 
while we congratulate him on being able to refer 
in such complimentary terms to the quality of the 
juries in the areas for which he is coroner—men, he 
described them, who are well able to follow and weigh 
the evidence laid before them. Not all juries are 
as intelligent or as competent to discharge their 
functions as those of the City and of Southwark, 
but such busy areas as these are even less able 
than others to supply persons who can be spared 
from their usual avocations. It seems likely to 
us that coroners will have to be prepared for a 
continuance of conditions imposed in view of the 
new and unprecedented state of affairs which has 
recently prevailed, and we have no doubt that they 
will be fully equal to the occasion. They can 
obtain for their guidance in all difficult cases the 
evidence of expert pathologists as well as that of 
medical practitioners equipped by modern training, 
and they are themselves either men with medical 
qualifications, or who, in the practice of their 
previous professions, as barristers or solicitors, 
have learnt to grasp and to appreciate the essential 
points in scientific and other evidence laid before 
them. The medical witness has not always been 
handled with courtesy or intelligence by coroners, 
but it is the uneducated juryman whom he 
really fears and whose disappearance he will not 
regret. 


^nnatatiirns. 

*• Ne quid nimis.” 

RICKETS AND FRESH AIR. 

The most striking chart in the Medical Research 
Committee’s study of the causation of rickets 1 is that 
dealing with the effect of air and exercise. For the 
purpose of this inquiry Miss Margaret Ferguson 
divided the children whose social and economic 
state she was investigating into (a) those who were 
not taken out at all; (b) those who were taken 
out a little; and (c) those who were taken out 
sufficiently. In the series of 200 markedly rachitic 
Glasgow’ children, over 40 per cent, had not been 
taken out into the fresh air at all, while in a 
similar series of 200 non rachitic children only 
4 per cent, had been confined indoors. These 
observations are made graphic on the chart which 
we reproduce here, along with a comparison with 
groups of children at Port Sunlight and Bournville. 
The conclusion drawn from these observations by 
Professor Noel Paton and Dr. Leonard Findlay, re¬ 
viewing the evidence (the report states) “ as a small 



jury,” is that inadequate air and exercise seem to be 
potent factors in determining the onset of rickets. 
The report frankly admits the possible fallacies in 
any purely observational method of inquiry, and 
suggests that the significance of “ lack of air and 
exercise” in causing rickets can only be determined 
in terms of specific physiological processes by 
methods of experiment. The weight of evidence in 
Miss Ferguson’s social inquiries is against a close 
association between deficient diet and the rickety 
condition, whereas in Dr. Edward Mellanby’s study 
of experimental rickets in dogs (summarised in the 
Research Committee’s last annual report) accessory 
factors in food appeared to play a large part. 
These are-matters of first importance to large 
masses of our industrial population, especially 
under war-time conditions, and the Medical 
Research Committee cannot do better with the 
funds of the National Health Insurance than devote 
them to the elucidation of such problems. 


CEREBELLAR SYNDROME FOLLOWING 
HEAT-STROKE. 

With our various extensive campaigns in tropical 
and subtropical zones heat apoplexy or heat-stroke 
(thermic fever, siriasis) has come into prominence 
as a cause of incapacity, and the toll it has already 
taken of some that the profession could ill spare is 
added reason for its careful investigation. In the 
current number of the Review of Neurology and 

l A Study of Social and Economic Factors in the Causation of 
Rickets. With an introductory historical survey. Special Report 
Series, No. 20. 1918. Price 2s. 
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Psychiatry is a paper by Dr. K. M. Stewart, describ¬ 
ing in detail the clinical phenomena in a case the 
sequelae of which were peculiar and perhaps unique. 

The patient, a soldier, aged 32, was in Egypt in October, 
1914, and after a 26 hours’ journey by train with his regi¬ 
ment marched to barracks, a distance of about a mile. The 
men wore sun-helmets, thick serge uniforms, and carried 
their full equipment on their backs. The temperature was 
109° F. in the shade. Shortly after his company bad been 
dismissed he was found lying outside a barrack-room, deeply 
unconscious. He was at once admitted to hospital, where 
he was seen to be comatose, flushed, with stertorous 
breathing and with occasional irregular clonic epileptiform 
movements. His body temperature was 109*2°. For a 
week it remained high, varying between 100° and 103°. 
During this time he was profoundly unconscious and nasal 
feeding was resorted to. Some ten days from the onset he 
began to show signs of recovery, but his sentences were 
mere gibberish; he was childish, and incontinent of urine 
and faeces. By Dec. 10th he had improved considerably and 
sphincter control was normal. He was then noted as having 
developed a spastic paresis of the legs, with marked ataxia 
of all four limbs. A careful examination on his admission 
to a military hospital in England in April, 1915, showed that 
the condition was one of spastic paraplegia, with double 
extensor response, lateral nystagmus, extreme dysarthria, 
involuntary movements of the limbs more or less athetoid in 
tvpe, ataxia in voluntary movements; in addition he was 
childish and distinctly emotional, laughing in a silly 
manner. 

Dr. Stewart supplies a minute description of his 
cerebellar symptoms, which were characterised by 
a definite degree of dysmetria and asynergy on 
both sides while adiadococinesia was readily 
demonstrable. In the absence of any pathological 
examination it is perhaps undesirable to dogmatise 
as to the nature and site or sites of the lesion. Dr. 
Stewart is of the opinion that the patient’s im¬ 
provement under simple hydrotherapeutic treat¬ 
ment in no way favours the belief that some 
disease other than heat apoplexy was present. If 
only for the sake of exclusion, however, it is 
regrettable that apparently no chance of a blood or 
fluid examination for syphilis occurred, especially 
since in some cases of what has appeared to be heat¬ 
stroke a syphilitic basis has been present. Experi¬ 
mental investigation has shown that the effect of 
extremes of heat on the organism is to produce a 
state of coagulation-necrosis of nerve cells. Patho¬ 
logical changes consisting in meningeal congestion, 
minute haemorrhages in the white matter, coagula¬ 
tion-necrosis of nerve cells, with chromatolysis of 
the Nissl substance and swelling and disintegration 
of cell nuclei, have been described in recent cases 
of heat apoplexy. The possible localisation of 
the symptoms in Dr. Stewart’s interesting case 
is a matter of some difficulty. He concludes 
that some of the symptoms were clearly due 
to implication of the cerebrum, notably the 
epileptiform attacks, the spastic paralysis, the 
speech disturbances, the emotional condition, and 
44 weakmindedness.” The residual symptoms, which 
ohiefly characterised the patient’s clinical state 
when he came under observation, are attributable, 
according to Dr. Stewart, to organic disease of the 
cerebellum. It might be suggested that much of 
the clinical syndrome appears due to involvement 
of areas in the supply of the basilar artery and its 
branches. A case reported (in a shorthand journal) 
by the late Sir William Gowers, of occlusion of 
the basilar from an endocarditic embolus bears a 
close resemblance, as far as the involvement of 
ponto-cerebellar and ponto-medullary mechanisms 
are concerned, to Dr. Stewart’s case. In it, further, 
there was an initial body temperature of no less 
than 110° F., carefully verified by more than one 
thermometer, though, of course, heat apoplexy was 
out of the question. Evidently, however, in the 
case of the soldier the condition was widespread in 


its beginning. Of its organic nature there is no 
question. The occurrence of such organic nervous 
changes in association with heat-stroke is worthy 
of note. Dr. Stewart has reported a case of con 
siderable clinical importance and of much interest. 


ETHER DAY IN LONDON, OCTOBER 16. 

It was a happy thought on the part of the old 
house physicians and surgeons of the Massachusetts 
General Hospital, attached to various American 
base hospitals in England, to celebrate the intro 
duction of surgical anaesthesia. Ten years ago the 
trustees of the Massachusetts General Hospital 
decided to set apart Oct. 16th as “ Ether Day ” 
in commemoration of the first public demon¬ 
stration and the practical introduction of anaes¬ 
thesia in surgery. The occasion is worthy to be 
held in everlasting remembrance. John Collins 
Warren (the second of the name of the distinguished 
family, five generations of which have adorned the 
profession of Boston) performed the operation and 
realised the extraordinary importance of a dis¬ 
covery that would awaken, as he predicted, the 
gratitude of the present and of all coming genera¬ 
tions. To keep alive the memory of the occasion 
is the object of Ether Day, and already important 
addresses have been given by Professor Welch, 
President Eliot, and others in commemoration of 
the event. About 20 Massachusetts Hospital men 
assembled at dinner recently under the chairman 
ship of Colonel Washburn, the superintendent of the 
hospital, and now in charge of American hospitals 
in England. General Winters and Sir William Osier 
were the only guests. The latter told the story of 
the introduction of surgical anaesthesia, and showed 
what an old practice it was and how, time out of mind, 
patients had been rendered insensible by potions 
or vapours, without any one man forcing any one 
method into general acceptance, or influencing in 
any way surgical practice. Before Oct. 16th, 1846, 
surgical anaesthesia did not exist; within a few 
months it had become a world-wide procedure. 
The original papers of Bigelow and Warren, 
and those of William T. G. Morton (to whom the 
full credit for the introduction was given) were 
exhibited. _ 


PHLEBITIS DUE TO EFFORT 
Apart from traumatic subcutaneous rupture of 
veins thrombo-phlebitis is generally regarded as 
due to infection. However, cases have been 
recorded in the upper limbs, principally on the 
right side, which were apparently spontaneous in 
origin, there being no source of infection. Such 
cases have been described, sometimes improperly, as 
phlebitis due to effort. In the Progrcs Medical 
M. Jean Murard has reported the following case :— 
An artilleryman, aged 24 years, was admitted to hospital 
for a swelling of the right upper limb. A fortnight pre¬ 
viously he had to do some urgent work on his battery which 
necessitated great efforts of the right arm for two days 
and nights, with only short intervals of rest. After this 
he had a sensation of great fatigue in the whole upper limb 
and noticed small varices in the upper third of the arm. 
On the following days the sensation increased and the 
limb felt heavy. Two days before admission he noticed 
oedema of the arm, which extended to the forearm and then 
to the hand. A medical man ordered hot fomentations and 
painting with tincture of iodine. As there was no improve 
ment he diagnosed phlegmon and sent the patient to 
hospital for incision. On examination the limb was 
oederaatous from the deltoid region to the Angers. The 
oedema was greatest in the region of the elbow. The whole 
circumference of the upper third of the arm showed a series 
of varices. On palpation the oedema was bard and did not 
take tne impression of the finger. In the line of the great 
vessels there was a tender spot. The general condition was 
good, the temperature was normal, and minute examination 
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of the viscera, particularly of the heart, was negative. The 
limb was put up in a splint. Eleven days later the varices 
had disappeared in an cedema which was a little more 
marked. Six weeks Ifcter the oedema was slightly less, but 
six days after this it was in the same condition and the 
patient had to be evacuated. 

In several of the published cases of phlebitis due 
to effort the influence of the latter is doubtful. 
Here it was undoubtedly the cause. M. Murard 
adopts the theory of Lenormant that fatigue leads 
to muscular contractions which are less regular 
and harmonious and produce dragging and small 
ruptures of collateral veins at the point of entrance 
into the main vein, at which points the thrombosis 
originates. Phlebitis due to effort would thus be a 
variety of traumatic phlebitis. 


STANDARDISATION OF PATHOLOGICAL METHODS. 

In an original article in our present issue Dr. 
W. d’Este Emery deals at length with the important 
matter of the standardisation of the Wassermann 
reaction, suggesting that, whatever the technique 
employed, the results should be reported in terms 
of Wassermann units. The value to the clinician 
of reports in such a form can hardly be exaggerated. 
A further substantial contribution by the Medical 
Research Committee to the present-day needs of 
pathologists and through them to clinical medicine, 
appears in the series of Special Reports (No. 19), 
which contains two memoranda of the Committee 
upon the Standardisation of Pathological Methods. 
The first of these deals with the laboratory 
diagnosis of gonococcal infections, in which 
the assistance of Lieutenant - Colonel L. W. 
Harrison, R.A.M.C., has been available. After 
enumeration of the localities to be examined for 
the presence of gonococci, methods are recom¬ 
mended for their microscopic identification and 
cultivation. Jensen’s modification is preferred 
to the original Gram’s method, and an excellent 
coloured plate is given of the appearances of 
gonococcal pus thus stained. For the cultivation 
of the gonococcus three media have . been found 
eminently satisfactory in a series of comparative 
tests made by Captain David Thomson, R.A.M.C., 
at the Military Hospital, Rochester-row, London. 
These are (1) Thomson’s human plasma-glucose agar; 
(2) Cole’s tryptic blood agar; and (3) Gordon and 
Hine’s trypsinised pea-extract agar. Full details of 
preparation are given in an appendix. Caution is 
enjoined in regard to the production of a focal reac¬ 
tion by the employment of a gonococcus vaccine or 
by the introduction into the urethra of a solution of 
silver nitrate for diagnostic purposes. Much space 
is given to a full consideration of the complement 
fixation test. Four methods have been selected, 
and they are described in the actual language of 
their originators. The first, taken from the 
American Journal of Medical Sciences , is the 
method of Schwartz and Meheil; the second, quoted 
from the Journal of the Canadian Medical Associa¬ 
tion, is the method of Major J. J. Ower, C.A.M.C.; 
the third is Kolmer’s method, and is abstracted from 
Dr. Kolmer’s “ Practical Text-book of Infection, 
Immunity, and Specific Therapy”; the fourth 
method is communicated to the committee by 
Captain Thomson, who carried out the work at the 
Military Hospital, Rochester-row, under Colonel 
Harrison. This test promises well as an aid to 
the diagnosis of gonococcal infections, and the 
committee have acted wisely in bringing together 
within one cover the methods employed by 
those who have most closely studied the subject. 
The second report deals with methods for the 


detection of spirochaetes. The subject is a more 
familiar one, and perhaps on this account less 
attention has been paid to clarity in choice of 
language and illustration. Dark-ground illumina¬ 
tion is described, as well as the methods for 
staining spirochetes or rendering them visible by 
the Indian-ink, Congo-red, and silver-nitrate 
methods. The two reports will fill a gap in the 
working bookshelf of laboratory investigation of 
venereal disease. 


SANITARY INSTRUCTION IN CHICAGO. 

That our American Allies are fully alive to the 
importance of sanitary instruction as a means of 
safeguarding the people’s health is proved in the 
case of Chicago, the health department of which 
city issues weekly a bulletin showing the mortality 
from several important diseases in a population 
exceeding 2£ millions. The data in the present 
bulletin refer to the several months of the current 
year up to and including August. The bulletin 
sets forth the remarkable fall in mortality in the 
first eight months of this year in contrast with 
that of the corresponding period of 1917. The life 
saving is represented by a total of 3835 persons. 
Dr. John Dill Robertson, the Commissioner, presents 
a table showing the deaths from pneumonia and 
from what he terms the chief degenerative diseases 
—viz., cancer, diabetes, cerebral haemorrhage, 
organic heart disease, cirrhosis of the liver, 
and chronic nephritis. He also gives the rela¬ 
tive “morbidity” from the principal diseases. 
In the eight months of the present year there were 
1167 fewer deaths from pneumonia, representing a 
reduction of 31‘2 per cent., as compared with the 
mortality from this cause in the corresponding 
period of last year. Although the rates now given 
are not strictly comparable with the rates of a full 
12-month period, they are instructive as showing 
the remarkable reduction in mortality recently 
achieved. The degenerative diseases taken together 
caused 297 fewer deaths in the eight months under 
notice as compared with the same period of last 
year. Indeed, all the diseases of this category 
showed decrease, with the single exception of 
cancer, which, in Chicago as elsewhere, is regarded 
as the bctc noire among diseases, being less 
amenable than other conditions to sanitary control, 
in spite of the intensive study now devoted to its 
nature and causation. Dr. Robertson draws atten¬ 
tion to the necessity of early resort to surgery as 
the one hopeful means of arresting the condition 
when once its existence has been ascertained. If 
the war goes on it is inevitable that America wiU 
have to face enormous losses among her soldiers; 
and as these losses can only be made good from the 
ranks of the children now being reared, it is 
imperative that measures should be taken to save 
the infant lives which are now being needlessly 
sacrificed. The Chicago weekly bulletin does good 
service by pointing out these ancient truths to the 
public. When the public knows that many thousands 
of infants who now die might be saved by certain 
well-known preventive methods, and that much of 
the waste of infant life occurs in the early days 
after birth, because of the lack of suitable care of 
the mother before and during confinement, it is 
certain that well-devised efforts to remedy such 
scandals will be witnessed. It is the duty of the 
constituted authorities to convince the public of 
the necessity of saving young life by pre-natal and 
obstetrical care for the mother, and the bulletins 
of the Chicago health department are excellently 
drawn up for this purpose. 
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DISPENSARY SUPERVISION IN 
PULMONARY TUBERCULOSIS. 

By George Jessel, M.A., M.D. Oxon., D.P.H., 

TUBERCULOSIS OFFICER TO THE LANCASHIRE COUNTY COUNCIL; 
TUBERCULOSIS OFFICER. WIGAN; AND MEDICAL ADVISOR, 
WIGAN INSURANCE COMMITTEE. 


The interim report of the Departmental Committee on 
Tuberculosis contains the following passage :— 

“ It should, however, be borne In mind that a short stay In an institu¬ 
tion in which the patient may be educated, followed by a course of 
home treatment In shelters, Ac., under close supervision is a form of 
sanatorium treatment which has certain advantages and which may be 
successfully adopted in a large number of cases.” 

Home treatment was, of course, prior to this report the 
principal if not the only form of treatment in the great 
majority of cases, but the element of close supervision was 
probably rarely exercised except as regards the middle and 
upper clases ; furthermore, there is reason to believe that 
the precise manner in which this supervision should be 
exercised was not generally understood, even in cases where 
the family doctor was able to enforce a discipline which is 
admittedly irksome to many patients. 

The aim of this paper is to indicate in some degree the 
value, both to patient and doctor, of systematic dispensary 
supervision as exercised from Wigan, over an area of about 
40 square miles, for over five years. 

Criticisms of Home Treatment. 

There are still some who condemn home treatment as 
dangerous and impossible, and figures are from time to time 
brought forward which are intended to prove this con¬ 
clusion. Thus, Dr. O. M. Holden has recorded a series of 
1956 patients, of whom 794 gave a definite history of tuber¬ 
culosis occurring amongst 1081 intimate members, 1 and more 
recently 3 he has published additional figures, the purport 
of which is to show that home treatment is a menace to the 
other inmates of the house. Holden’s figures, however, as 
they stand by no means make out a case against home treat¬ 
ment. Alleged secondary cases occurred in about two-fifths 
of his first series, and the alleged secondary infection 
affected only 1± of a family out of the average 4|. In addi¬ 
tion, Holden apparently ignores all the other factors—viz., 
second cases occurring from the same source as the original 
case, or from quite other sources as the result of insufficient 
or improper feeding, insanitary homes, overwork, intemper¬ 
ance, individual susceptibility, 8c c. Furthermore, the total 
number of individuals (suffering and non-suffering) in the 
families concerned is omitted. 

Holden’s figures are thus inconclusive and of little 
scientific value. Even if they could stand the test of close 
examination, it would still be necessary to show that in the 
families concerned that element of close supervision, without 
which home treatment is admittedly often useless and 
dangerous, was present. In the experience of the writer 
secondary cases in the same home are by no means common 
where supervision is exercised in the home. This, indeed, 
is what would be expected in the light of modern knowledge. 
Apart from individual cases of unusual susceptibility, 
massive infection and lowered resistance are the principal 
factors in the causation of secondary cases of tuberculosis. 
Dispensary supervision, if properly applied, will usually 
effectively counteract these elements. 

Home treatment in Wigan. 

Although no case has been made out against home treat¬ 
ment on the ground of danger, the question may fairly be 
asked whether there is any proof that patients suffering 
from phthisis can have their immediate surroundings aDd 
way of living brought into any reasonable degree of accord 
with sanatorium practice, this being of course, the aim of 
home treatment. Sir William Osier has tersely summed up 
the essentials of treatment as “education, control, and a 
rigid regimen,” and it is essentially in these directions that 
the efforts of the general practitioner can be assisted at, 
and in connexion with, the dispensaries. 

The problem of sleeping accommodation is often a very 
difficult one, and it is usual to find the patient in bed in the 
kitchen at the first visit of the dispensary staff after a case 
has been notified. Similarly, patients are found to be very 
careless with their sputum. It is necessary to conclude 


either that clear and definite instructions on these and 
kindred topics have not been given by the medical attend¬ 
ant or that, if given, they have not been enforced. The 
improvements that were effected by three of the dispensary 
nurses of the Lancashire County Council in 1915 with 
regard to 361 new cases have already been published. 3 They 
may be summarised as follows :— 


Results obtained by Three Dispensary Nurses in 1915 . 


— 

(A) 

(B) (C) | 

Total. 

On nurse's first vidt 

157=43-49% 

57 = 15-78% 147 = 40-72%! 

1 361 

,, last ., 

262 = 72-57% ' 

53 = 14-68% 46 = 12*74%! 

S cases. 


Results obtained by Four Dispensary Nurses in 1916 and 1917. 
Results In 1916 .. i 799 = 688% |186 = 15-9%|179 ~ 15*3%| 1164 

„ 1917 ...j 1150 = 70 26% J286 = 17 , 7%|l79=ll‘08 o / o J 1615 


(A) Separate bedroom—l.e., complete isolation. (B) Separate bed. not 
separate bedroom—i.e., partial Isolation. (C) Not satisfactorily isolated. 

That this was no spasmodic effort is shown by the results 
obtained by four dispensary nurses in the Wigan area during 
1916 and 1917. Thus in 1917 complete isolation was obtained 
in over 70 per cent, of 1615 cases of phthisis occurring in an 
average industrial area of Lancashire, while partial isolation 
was obtained in an additional 18 per cent. It is clear that 
the dispensary nurses have accomplished a great work as the 
result of tact and perseverance. Home treatment is thus 
possible and safe in about 70 per cent, of cases occurring in 
the industrial areas of Lancashire at any rate, and the 
remaining 11 to 15 per cent., which were not satisfactorily 
isolated, is a measure of the need for isolation and treatment 
in hospitals as distinct from sanatoriums. 

The Exercise of Dispensary Supervision-. 

Dispensary supervision is largely exercised through the 
frequent regular and periodic visits of the nurses to patients’ 
homes. These visits vary in frequency according to the 
urgency of the need, but cases with active disease are visited 
without notice at least once a month, and sometimes much 
more frequently. During 1916 the five dispensary nurses 
paid 12,308 visits to 2306 cases of tuberculosis (all forms, 
many quiescent or arrested), and daring 1917 13,179 visits 
to 2722 cases. 

This, however, is by no means the only way in which dis¬ 
pensary supervision is exercised. All cases with active 
disease are examined by me as tuberculosis (consulting) 
officer once in two to three months, either at home or at the 
dispensary. When visits are paid to the home it is possible 
to see that the supervision is being properly exercised and 
that the advice and instructions given are being carried out. 
The dispensary nurses report upon each case after every 
visit, and any difficulties that may be met with can then be 
conveniently discussed. Patients who are not working and 
who are fit and able to attend the dispensaries are encouraged 
to do so every fortnight to get weighed, and to have their 
temperature records checked. 

The supervision is not confined to preventive measures, 
but also concerned with regard to treatment. Thus, in 
addition to the provision of paper handkerchiefs and bags 
for sputum, thermometers and record cards are provided for 
suitable patients, and the large number of properly kept 
temperature records is remarkable. 

Dispensary supervision is not only exercised by means of 
direct access to the patients. There is close association 
with the general practitioners, and every effort is made to 
work in close accord with them. They receive intimation of 
place and time of each medical examination, and some 
regularly attend in consultation in spite of the strain of 
existing war-time circumstances ; otherwise, a letter is sent 
whenever there is anything to communicate on either side. 

In addition to the above, the six care committees are of 
the greatest value, as has been elsewhere described,* in 
rendering home treatment possible by the provision of 
nourishments, clothing, bedsteads, bedding, ice., and many 
of the cases are visited by a member of the committee. 
Patients thus have additional encouragement and induce¬ 
ment to carry out their treatment properly. There is a 
growing list of patients receiving dispensary supervision 
only—i.e., patients whose disease is arrested or quiescent. 
These are kept under surveillance by occasional visits or 
communications. 
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--—-r" 7 T I different strains and types of each organism should be 

Elements of Suoeest. utilised in the preparation of the vaccine, and that these 

It is clear that the success of dispensary supervision straing shou i d have been recently isolated from cases 
depends upon the close attention to detail that is given uith occurring during the present epidemic and should be sub- 
regard to each individual case. Every patient needs special mitted to sfcrict tests a8 to race and type prior to use. 
consideration and must be studied in relation to his environ- ^ X h e re j a ti ve proportions of the different organisms ana 
ment. Dr. Pratt, of Boston, U. 8 .A., has achieved no little dosage of the vaccine were then dealt with, and it was 

success by means of close supervision exercised in connexion eed t h a t the following should be its constitution and 

with his “ tuberculosis class.” Thus, during the years 1906 dosage 0 . . 
to 1913, 165 patients were discharged, 35 of whom had let dose. 2nd d ?* e - 

tubercle bacilli in their sputum at some stage of the illness. B. influent# . 30 millions . 9™ mi l ° DS * 

In 1915 58 2 per cent, were well and working, free from all Pneumococcus ... 100 M . ” 

symptoms of disease. Of the 35 cases in which tubercle Streptococcus. 40 „ . ** ,, 

bacilli were found, in 1915 74 3 per cent, were well and xhe vaccine should be sterilised by a temperature of 55° C., 
working. maintained for half an hour, and 0 5 per cent of carbolic 

In the experience of the writer, efficient dispensary super- ^ ghonld subsequently be added as an antiseptic, 
vision has resulted in a considerable measure of success in 5 Whenever possible, both doses of the vaccine ishould be 
spite of the fact that a large proportion of the cases come L^ven at an interval of 10 days. It was thought that the 
under notice when already in an advanced stage of disease. reac ti 0 ns to be expected from this vaccine would, in the 
There is every reason to believe that with earlier diagnosis ma ; ority 0 f cases, be either trivial or non-existent. It was, 

and notification, home treatment under close supervision, such however con8idered to be of great importance that, uj the 

as apparently can usually only be obtained through the dis- cag0 0 f 80 ldiers, a period of 24-36 hours light duty sho 
pensary organisation, will fully justify on a large scale the a \ wa y 8 be given. , , H 

conclusions of the Departmental Committee. g. As regards the conditions under which this prophylactic 

References -l Holden: Medical Officer. Feb. 28fch. 1914. 2. Idem j vaccine should be employed the Conference were wramw 
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T>r>T 7 ^ 7 ir»xTrrTrkXi A xm TP17ATMFNT individuals who have fever or are obviously ill, or those wn 

PREVENTION AND TREAT MEIN I are at the time suffering from catarrh. At the same time, a 

OF INFLUENZA. careful watch should be kept for any evidence of a period 

_ of increased susceptibility following upon inoculation and 

• 4 .* f • should this become manifest it is advised that instructions 

At. a Conference on preventive vaccination for influenza . lower the doseg recomme nded above, 

held at the War Office on Oct. 14th th « f ° n ° w * n S "* re 7 ^ The Conference made the following recommendations 
present: Colonel Sir William Leishman, K.C.M.G., C.B., • dosaee of the vaccine in the special cases mentioned 

F.R.S., K.H.P., in the chair; Deputy Surgeon-General I 

P. W. Bassett-Smith, C.B., C.M.G., R.N. ; Lieutenant- children —It is not advisable to inoculate children 

Colonel D. Harvey, C.M.G., R.A.M.C.. officer in charge, th o( 3 , For older children the following doses 

Vaccine Department, Royal Army Medical College ; Major " n “y“tvSn 

F. W. Andrewes, F.R S., R.A.M.C. (T.), pathologist, St. ‘ From 3-7 years ... k of the full dose, as detailed in para 4. 

Bartholomew’s Hospital ; Captain S. R. Douglas late tf 7 -lff.4 , n . ;• 

I.M.S., Inoculation Department, St. Mary’s Hospital; Dr. Above 16 .the full dose ” ’* 

J W H Eyre, Director of the Bacteriological Department, ^ Colonial Troops —In this case they recommend three 

Guy’s Hospital. Professor W. Bulloch, F.R.S., pathologist, doses at intervals of 10 days, as follows 

the London Hospital, was unable to attend. 1st dose ... A of the “ first dose,” as detailed in para. 4. 

The Director-General, after welcoming the members, 2 nd . the 

explained to them the object with which they had been r J'cnntinaents - Here too they recommend three 

called together, and the great and urgent importance of (c) fodavsaatoHows •— 

their endeavouring to formulate definite recommendations doses at intervals of 10 day , .. 4 

^to the employment of vaccines in view of the probability W*- ^ IT 

of an extension of the epidemic of influenza. I 3rd ' m the •• second dose,” ,, »* 

• The committee then proceeded to discuss the items of the Conference then discussed at length the question 

agenda form, which had been drawn up by the charrman, ®;^ 0 ,tai ti 5 T^ine for the treatment of severe cases 
and reached the following conclusions ° influenza and its complications. On this they make the 

1. After discussing the available evidence as to the bacten- °tiww recommend, tions 

ology of the present epidemic, the majority of those Present The vaccine is most likelv to be of servioe in the treat- 

were agreed that there was considerable doubt as to the («) TheRaceme ^ Q f chronic cases; in this class of case 

primary etiological significance of the Baeilhu influenza of initial (lose which they recommend is 1/5 of the “ first 

Pfeiffer, and considered that the existence of some as yet I „ ag stalled in para. 4. 

undiscovered virus must be regarded as possible. They had, The use of the vaccine in the treatment of severe^cases 

however, no doubts as to the very frequent presence of o( secondary broncho-pneumonia cannot i^ ramdity and 
Pfeiffer’s organism in this epidemic, nor as to the great recommended, in view of the h § we yer be 

Importance ft the part which it played in the production of severity ol^ many£ advised that the 
the symptoms and complications of the disease The deateed fojTa hould not exceed 1 20 of the “first dose,” as 
organisms most frequently associated with fche j®- detailed in para. 4 . 

and in their opinion, chiefly responsible for the gravity of discussion then followed upon technical 

the secondary pulmonary complications, are pneumococci ^9^A P^ 1 *^ th0 inve 3 t ig a ti 0 ns bearing upon the subject 

and streptococci. , . . , I , . , _ r-u *. n Up desirable and likely to lead to practical 

2. The general question of the employment of a bacteria! vhich w«* tollt to bed«u»We Mja *7^ of F vaccine . 

vaccine for the control of the incidence and severity of the J“P . , j gummary, but it was agreed that 

epidemic was discussed, and it was unanimously agreed that These hardily admit of summary, ^ Qf ^ unity or 

inoculations with a smuble vaccine might be expected to be ^on^the most^p ^ ^ ^ ^ identifica^ 

“a^ato rnstitutlon of such a vaccine was tion of ^ Xltmts! 

then thoroughly discussed in the light both of the personal between tta^mterslta^“ngsandcouecao thefe 

experience of the members of the Conference and of the which it was hoped would lean P * 
information available from medical literature. It was agreed directions. . .. considered the practical steps to 

that the three following organisms only should be employed. vaccine on theassump- 

the Bocillvt influenza, the pneumococcus, and the strepto_ be taken for the pre para ( lt at an 

coccus. In each instance it was decided that a number of I tion that considerable demands mignt oe 
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early date. Thanks to the generous assistance offered by the 
members of the Conference, this was placed upon a satisfac¬ 
tory basis, it being agreed that the numerous strains of the 
organisms which were in possession of most of the members, 
and which had been obtained from recent cases, should be 
sent to Captain Douglas, at St. Mary’s Hospital, where he 
has kindly consented to put them through the necessary 
tests as to purity, type, See. Those selected will then be 
passed on to Lieutenant-Colouel Harvey at the R.A.M. 
College, who will arrange for the preparation of the vaccine 
for Army purposes, and also to Deputy Surgeon-General 
Bassett-Smith at the Royal Naval College. 

11. In order to ascertain the degree of protection given by 
the vaccine the Conference recommend strongly that the 
necessary administrative steps be taken to secure statistical 
records dealing with the following matters : — 

(a) The reactions following the inoculations. 

(b) The occurrence of any cases of severe illness within 
48 hoars of inoculation. 

(c) The incidence of the disease among the inoculated and 
uninoculated. 

(d) The incidence of complications among tbe inoculated 
and uninoculated. 


CONFERENCE OF THE BRITISH 
HOSPITALS ASSOCIATION. 


The Voluntary System and the Ministry of Health. 

A conference of members of this association was held on 
Oct. 18th at St. Thomas's Hospital under the chairmanship 
of Mr. H. Wade Deacon, of the Liverpool Royal Infirmary. 
There was a good attendance, and those present included 
Sir Arthur Stanley, M.P., Sir George Makins (representing 
the Ministry of Health Committee of the Royal Colleges of 
Physicians and Surgeons), Sir Henry Burdett, and the Rev. 
G. P. Cronshaw. 

Sir George Makins proposed the following resolution :— 

That the British Hospitals Association welcomes the proposal to form 
a Ministry of Health. The Association is strongly of opinion that the 
interests of the patients and of tbe community as a whole, the pro¬ 
gressive education and training of doctors and nurses, and the prosecu¬ 
tion and advance of scientific research, will be best served and provided 
for In the scheme by the retention of the voluntary hospital system. 

He said the proposal to form such a Ministry was meeting 
with the support of the nation and the medical profession 
alike. The interest of this meeting was mainly in the 
future of the voluntary hospital system, a system that was 
one of the links with the past of which the nation had most 
reason to be proud. In this country the voluntary hospitals 
had been the home of medical training, and had exerted 
a great influence in making the general practitioner a highly 
skilled man. It had been said that a central administration 
of medical schools would tend to uniformity and increased 
efficiency. But while something might be said for that view, 
it would tend to reduce every institution to the same level, 
possibly a dead level, and they would be cramped and 
hampered by official administration; and such a change 
wonld remove the spirit of emulation between schools and 
between hospitals which had done so much to advance 
medical teaching and treatment. During a long life as teacher 
and examiner he had always felt he gained much knowledge 
and experience from having come into contact with students 
from various schools. And a side which he feared would be 
lost if all hospitals were to be massed under one central 
administration was the social side, and especially the fine 
work of the hospital almoner, whose efforts were directed to 
the patient’6 welfare after his or her departure from the 
hospital to insure the best results from the treatment which 
had been received. The hospitals had done a great work in 
connexion with maternity and infant welfare and in getting 
the treatment of tuberculous patients put upon a proper 
basis. That was largely because these hospitals were indi¬ 
vidual institutions, free to undertake any enterprise which 
seemed to promise well ; this was less likely to be done by a 
central administration. Voluntary hospitals owed much of 
their success to the very strong sympathy which existed 
between the general public and the charitable aims of the 
hospitals. He thought the expression “charitable work” 
ought to be interpreted in the religions sense—not so much 
a matter of receiving money as one of doing good to others. 
This feeling of sympathy was the channel along which 


sentiment was developed into action, and sentiment was, 
after all, responsible for many of the greatest things which 
had ever been accomplished. 

The Rev. G. P. Cronshaw seconded the resolution. He said 
the voluntary hospital principle in this country was the envy 
of the whole world. America was now trying to get back to 
it after a trial of the State administration of hospitals ; and 
Australia and New Zealand were coming to the same con¬ 
clusion. Our hospitals had now to set their houses in order, 
for they would be required to do something more than in 
times past. The middle classes were asking very pertinently 
why only the poorest in the land shonld have the advantage 
of specialist knowledge, skill, and equipment. Middle-class 
people could not afford to pay a specialist, but they could 
contribute something. The Association would welcome a 
Ministry of Health, because it would obviate dealing with a 
variety of different departments according to the subjects 
concerned. He welcomed also a system by which every 
doctor would be able to follow his own patients into 
the hospital. Hospitals could accept money from public 
funds without losing their voluntary character. In the 
matter of National Insurance the voluntary hospitals had 
stood between the nation and the complete collapse of the 
Act. He looked for the time when nurses engaged on special 
work could periodically re-enter their hospital for the purpose 
of keeping themselves up to date. 

Sir Henry Burdett warmly supported the resolution, and 
advocated the Association applying for a Royal Charter. 
There would have to be payment of what were now the 
honorary staffs of hospitals, especially if the hospitals catered 
for all classes of the community. He spoke highly of the 
work of the almoners’ department, and thought every hos¬ 
pital should have a medical superintendent, who should, 
however, have no concern with the finances. In America 
such an individual received more than he was likely to earn 
by the exercise of his profession outside, and such posts were 
very carefully filled. 

A number of suggestions were made by various speakers. 
These included a more extensive hospital propaganda, more 
working-class representation on hospital boards, the coopera¬ 
tion of large hospital funds, the establishment of pay wards 
at moderate fees, the organisation of parties of hospital 
visitors, the throwing of the voluntary hospitals on the 
mercy of the Charity Commissioners to preserve their 
character as against the Poor-law institutions which would 
be taken over by the new Ministry, and the bringing of all 
hospitals op to a high standard, so that the authorities would 
be very unwilling to alter them. 

Sir Arthur Stanley considered that the meeting was 
thoroughly agreed that a Ministry of Health would come and 
that the voluntary hospitals had got to remain. They had 
nothing to fear from the new Ministry, and Dr. Addison had 
told him in conversation that those in charge of the Bill 
had no intention of trying to enforce any particular principle 
or doctrine of their own. The voluntary hospitals needed a 
good advocate, and he suggested the formation of a Parlia¬ 
mentary Committee to watch the Bill, for the Association 
could now claim to represent practically all the voluntary 
hospitals of the country. He agreed that a Royal Charter, 
if well and clearly drawn, would be a good weapon for the 
Association to possess. He made these recommendations 
with the more freedom as he did not intend to he in the next 
Parliament. 

The resolution was unanimously accepted. 

The following further resolution was also passed :— 

That the Council be requested, when the terms of the Ministry of 
Health Bill are known, further to consider the question with reference 
to its provisions; to take suoh steps as, at their discretion, they may 
determine; and report. 

The meeting concluded with votes of thanks to the 
governors of St. Thomas’s Hospital for the use of the room, 
and to the chairman for presiding. 


London Association of Medical Women.—A 
meeting was held at the Medical Society of London on 
Oct. 8th, Lady Barrett, the President, being in the chair. 
The annual report was read, aud the new constitution and 
rules read and approved. Dr. Constance Long read a paper 
on “ The Significance of Phantasy in the Production of the 
Psycho-neuroses.” A discussion then followed, in which 
Dr. Helen Boyle, Dr. .Jessie Murray, Dr. Mary Bell, and 
Lady Barrett joined. 
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THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


A meeting of the Executive Committee of this Fund was 
held at the offices of The Lancet on Monday, Oct. 21st, 
Sir Rickman Godlee being in the chair. 

The Hon. Secretary reported that the 12 City Livery 
Companies had been approached with a request for financial 
help. No answers had been received from four of the Com¬ 
panies, and in the case of the remainder the reply amounted 
to a qualified refusal in all except one. 

The munificent gift of £200 monthly from the American 
Red Cross was gratefully acknowledged by the Committee. 
Mr. Ernest P. Bicknell, Commissioner for Belgium of the 
American Red Cross, wrote to the chairman in August last 
announcing this intention, and asking to be kept informed 
of the progress of the Fund. A statement of the activities 
of the Fund and its existing position having been sent to 
him by the Hon. Secretary, a letter was received from the 
American Red Cross confirming the subsidy of £200 per 
month to the Fund until the end of the year, and alluding 
to a possibility of its continuance for a longer period. The 
Committee, while acknowledging with gratitude this magnifi¬ 
cent gift, felt certain that the British medical and pharma¬ 
ceutical professions would continue to contribute their share 
to the Fund. 

In regard to the new situation created by the Allied 
advance, Sir Rickman Godlee understood that local Belgian 
Committees would continue to act in the regained territory, 
although doubtless the need would not be so urgent as in the 
parts of Belgium still occupied. 

The Hon. Treasurer presented an audited cash statement 
from Dec. 1st, 1917, to August 31st, 1918, showing that 
£3924 Os. 3d. had been expended in relief and £161 Os. Id. 
in administration, including the cost of the recent Special 
Appeal, leaving a balance in hand of £1289 17*. Id. He 
added that the first part of the Second Appeal in the New 
Year had brought in about £963; the circular letter to the 
medical profession then produced a further £1715; and a 
special article in the medical press £1455; a total of about 
£4134—a sum exceeding the auditors’ statement, inasmuch 
a9 £286 had been subscribed since Sept. 1st. The monthly 
payments, which began in May, were bringing in £16 3*. 6d. 
per month. 

It was decided to continue to send to Belgium a mensuality 
of £400 a month until the end of the year. 


URBAN VITAL STATISTICS. 

(Week ended Oct. 19th, 1918.) 

English and Welsh T(rnns .—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 20*7, against 12 6 and 15*1 per 1000 
in the two preceding weeks. In London, with a population 
slightly exceeding 4,000,000 persons, the death-rate was 20*1, or 
6*2 per 1000 above that recorded in the previous week; among 
the remaining towns the rates ranged from 5*4 in West Bromwich, 
6*0 in Smethwick, and 6 4 in Rotherham, to 46*0 in Birkenhead, 
46*2 in Liverpool, 48*3 in Gloucester, 583 in Southampton, and 
686 in Pori smooth. The principal epidemic diseases caused 212 
deaths, which corresponded to an annual rate of 0*7 per 1000, and 
included 89 from infantile diarrhoea, 61 from diphtheria, 20 from 
whooping-cough, 16 from measles. 15 from scarlet fever, and 11 from 
enteric fever. The deaths from influenza numbered 1895 and included 
371 in London. 216 in Liverpool. 178 in Portsmouth, 81 in Southampton, 
71 in Hull, P9 in Sheffield, and 62 in Cardiff. The 1241 cases of scarlet 
fever and 1205 of diphtheria under treatment in the Metropolitan 
Asylums Hospitals and the London Fever Hospital were 93 and 23 
above the respective numbers remaining at the end of the previous 
week. The causes of 55 deaths in the 96 towns were uncertified, 
and included 21 in Liverpool, 5 in Birmingham, and 3 each in Ports¬ 
mouth, Hull, and South Shields. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
popuUtion estimated at nearly 2,500,000 persons, the annual rate of 
mortality was 28*3, against rates steadily increasing from 10*6 to 24 7 
r 1000 in the five preceding weeks. Of the 1303 deaths from all causes, 
were clatslfied to Influenza, which was also stated as a contributoiy 
cause in 426 deiths classified to other diseases ; in the previous week 
these numbers were 45 and 339 respectively. The 820 deaths in Glasgow 
corresponded to an annual rate of 38*4 per 1000, and included 10 from 
whooping-cough, 5 each from diphtheria and Infantile diarrhiea, and 

1 from measles. The 83 deaths in Edinburgh were equal to a rate 
of 13 0 per 1000, and Included 2 from whooping-cough and 1 each from 
scarlet fever and diphtheria. 

Irish Towns .—The 295 deaths in Dublin corresponded to an annual 
rate of 38*6, or 14*0 per 1000 above the rate recorded in the previous 
week, and Included 8 from infantile diarrhoea, 4 from whooping- 
cough, and 1 from diphtheria. The 83 deaths in Belfast were equal 
to a rate of 11*0 per 1000, and inoluded 5 from infantile diarrhoea and 

2 each from scarlet fever and diphtheria. 


Cflmspnbtiut. 


•• Audi alteram partem.” 

A NEW TYPE OF INFLUENZA. 

To the Editor of The Lancet. 

Sir,— Surely we are seeing a type of influenza quite 
different from anything we have seen before. Side by side 
with influenza of the ordinary type we are meeting with 
cases which exhibit the following symptoms and physical 
signs. Within a few hours of seizure the patient’s tempera¬ 
ture runs up to 105° or over, while the pulse ranges round 
90 ; a high temperature with a slow pulse ; the lips and face 
exhibit marked cyanosis, and epistaxis frequently occurs. 
In the course of a day cr two the patient begins to spit up a 
quantity of frothy sputum tinged with bright blood. In 
spite of the fever the pulse is regular, of good volume, and 
fairly strong, and the rate is generally below 100, at 
times below 90. On examination the area of cardiac 
dullness is not increased, and there is no evidence of 
distension of the right side of the heart. For the first 
day or two the physical signs in the lungs are very indefinite 
and point to capillary bronchitis rather than to a broncho¬ 
pneumonia ; later on there may develop signs of patches of 
consolidation. During the past six days among a large 
number of patients I have seeD about a dozen cases such as 
I have described. In two instances I have seen the changes 
exhibited on the post-mortem table. In both cases the lungs 
were emphysematous and showed signs of recent pleurisy. 
Scattered patches of purpura were present. On section 
patches of capillary bronchitis appeared to surround small 
patches of consolidated lung, which sank in water; distinct 
areas of haemorrhage into the lung tissue were present. I 
well remember the severe epidemic in 1889-90, and attended 
a large number of cases, but the signs and symptoms to 
which I refer, and which have been exhibited by patients I 
have attended during the past few days, are quite new to me. 

Are we dealing with a new organism or with the recognised 
organisms of influenza which have for some reason attained 
greater virulence?—I am. Sir, yours faithfully, 

Oxford, Oct. 23rd. 1918. W M. COLLIER. 


NASOPHARYNGEAL INFECTION AT THE 
ONSET OF CEREBRO SPINAL FEVER. 

To the Editor erf The LANCET. 

Sir, —I do not intend to be drawn into a long correspond¬ 
ence upon side issues. If. however, you think that the 
scientific basis of the discussion has any general interest 
I will re-state my case shortly and, I hope, clearly as 
follows:— 

Origin of discussion .—Statement made by Lieutenant- 
Colonel M! H. Gordon: “Every case of cerebro-spinal fever 

is.an instance of a carrier developing the disease.” This 

was a statement of epidemiological importance. Exactly 
similar views were also held by two authorities quoted by 
Surgeon S. L. Baker and myself in No. 17 of the Special 
Report Series of the Medical Research Committee. 

Cause of the discussion .—Observations made by Temporary 
Surgeon Baker and myself published in The Lancet of 
Oct. 20th, 1917. These had the effect of disputing the scien¬ 
tific accuracy of the above statement of Colonel Gordon. 

1. Twenty-six cases of cerebro-spinal fever were swabbed 
before the onset of the disease. All were negative. The 
number has since mounted to 43. 

2. Four hundred and eighty-five proved carriers failed to 
develop cerebro-spinal fever. The number has since 
mounted to about 700. These carriers were both chronic 
and transient. 

Beginning of the discussion .—Statement in a letter to 
The Lancet by Colonel Gordon that we had misunderstood 
him. We thought we had not, and therefore did not reply, to 
avoid a polemic. 

Outbreak of polemic— Letter by Major J. Dorgan to 
The Lancet nearly a year later, also disputing Colonel 
Gordon’s statement. In the course of his argument he 
made, independently, exactly the same points as we did and 
another point relating to the presence of meningococci in 
the throat after the onset of the disease. On this matter 
we agree with Colonel Gordon rather than with Major 
Dorgan, but not for the reasons Colonel Gordon advanced 
and against which I protested in The Lancet of Sept. 14th. 
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I am interested only in seeing the idea established that 
cerebro spinal fever develops almost immediately upon the 
occurrence of a naso-pharyngeal infection. If it does not 
develop immediately it does not develop at all, and the man 
either becomes a carrier or recovers from the local infec¬ 
tion. This seems to me to be quite a different idea from 
that expressed by Colonel Gordon. He, recognising that 
the coccus is nearly always to be found in the throat at 
or shortly after the onset of the disease, says that this 
implies that the disease has developed in a carrier, and 
maintains this view against us by saying that he purposely 
did not bind himself to the length of time during which the 
case had carried ; it might have been a very short time, say 
24 hours. 

This, however, in our opinion, is a totally abnormal and 
incorrect use of the word “carrier.” You do not call a 
man an “anthrax carrier” during the interval between 
infection and the appearance of the first signs, nor a man a 
“pallida carrier” during the incubation period of the 
disease. Neither can you call a man a 14 meningococcus 
carrier” between the time of acquisition of the coccus and 
the onset of meningitis. If you do, it appears to us to be a 
confused concept or a quibble. At any rate, it is liable to 
lead to justifiable misconception. 

I am, Sir, yours faithfully, 

P. Fildes, 

R.N. Hospital, Haslar, Sept. 22nd, 1918. Staff Surgeon, R.N.V.R. 


MEDICAL MEN IN PARLIAMENT: CAPTAIN 
DONALD CAMPBELL’S CANDIDATURE. 

To the Editor of Thb Lancet. 

Sir, — I have been officially adopted as prospective Parlia¬ 
mentary candidate for North Paddington at the next General 
Election by the Paddington Branch of the National Federa¬ 
tion of Discharged and Demobilised Sailors and Soldiers. 

I would like to appeal to my medical brethren for funds to 
enable me to carry out my political campaign fully and bring 
the whole to a successful issue. I would respectfully suggest 
that if a thousand medical men contributed 5s. each (as a 
single, limited, and non-recurring subscription) it would 
produce £250. Of course, this will be nothing near what it 
will cost me, but, on the other hand, it will help towards my 
election expenses, and at the same time be a source of moral 
comfort during the strain of the elections. 

I have done a good deal of spade-work in my con¬ 
stituency, and have a large and weighty following (outside 
the profession), and with my political experience I am con¬ 
vinced that anyone contesting North Paddington purely as a 
4 • medical candidate ” would not have the slightest chance 
of election, and further, in my opinion, of even being 
reimbursed his £150. 

I am willing to speak before any medical gathering, and 
if the profession hope and intend that some of their members 
go towards the constitution of the next House of Commons 
I submit something concrete should be done immediately. 
Failing this, it just means that those of us who get elected 
to the House purely as politicians, without the blessing and 
support of our professional confreres, go to the House qua 
politicians, and the medical profession still remains unrepre¬ 
sented in the sense desired by a large number of the faculty. 
We want unity ; let us show that we do. I am willing to do 
my share and more than my share. 

I am, Sir, yours faithfully, 

Donald Campbell, 

Captain, late R.A.M.C. 

70, Sutherland-avenue. Paddington, W. 9, Oct. 18th, 1918. 


THE PAY OF TEMPORARY R.A.M.C. OFFICERS. 

To the Editor of The Lancet. 

Sir, —I notice a fresh appeal is to be made for medical 
men both in Ireland and England. Those who come up now 
will, as in no other branch of the service, receive the same 
pay as those who have borne the heat and burden of the day. 
The R.A.M.C. is practically the only corps wherein a man 
has no expectation of increased pay after three or four years’ 
active service. Is it too late to suggest that the only increase 
in pay since 1914—viz., children’s allowances—should no 
longer be cut in two because of the fact that we are on 
consolidated pay instead of pay and allowances ? 

1 am, Sir, yours faithfully, 

Oct. 18th, 1918 . Temporary Captain. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

To be temporary Surgeon Lieutenants: R. H. O. B. Robinson, 
E. G. T. Holden, S. C. Woodhouse. 

ARMY MEDICAL SERVICE. 

Col. J. Meek retires on retired pay. 

ROYAL ARMY MEDICAL CORPS. 

Capt. (acting Major) J. Patrick, R.A.M.C. (T.P.), to be temporary 
Lieutenant-Colonel whilst specially employed. 

Temp. Lieut.-Col. H. A. T. Fatrbank (Captain, R.A.M.C., T.F.) 
relinquishes his temporary commission on re-posting. 

To be temp. Majors : G. E. Waugh, W. P. S. Branson, F. N. G Starr. 

. Capt. E. G. H. Cowen to be acting Major whilst specially employed. 
Temp. Capt. W. V. Robinson relinquishes the temporary rank of 
Major on re-posting. 

Temporary Captains to be acting Majors whilst specially employed : 

E. McCulloch, A. C. Norman, H. M. Gray, H. E. Gamlen. 

The rank of Temp. Capt. C. G. Sellgman is as now described. 
Temporary Lieutenants to be temporary Captains : J. Menzies, S. G. 
Trail, A. L. White, E. Reavley, F. S. Adams, J. K. Richards. 

To be temporary Captains: A. G. Payne, J. B. Orr, F. W. Twort, 
W. C. Mayo, P. G. Simpson. W. W. Linnlngton, H. T. Thomson, H. R. 
Phillips, P. A. Dykes, P. W. Ashmore, G. R. Lawless, F. H. Cooke, 
W. H. Weir, Temp. Hon. Capt. D. M. Stone, A. Dingwall-Fordyce. 

F. P. Grove, E. A. Morgan, H. H. Fairfax. 

To be temporary Lieutenants: A. R. Wade. W. Anderson. P. P. Galea, 
J. A. Martin, E. 8. Litteljohn, T. Wallace. C. A. Whitlield, R. Walker. 

R. L. Wilcox, D. C. Macasklll, F. C. S. Bradbury, R. H. Wace, 

S. G. Platts, C. W. Branson, W. H. Brooks, R. Tilbury, M. J. Gibson. 
A. J. Beattie, D. J. Crowley. R. F. Hlggln. W. H. Croly, J. E. G. 
Calverley, G. E. Froggatt, F. Campbell, J. Kadie, A. W. G. Clark, B. G. 
Reynolds, G. 8. Ward. M. Wheeler, G. H. Winch, J. D. Russell, W. F. 
Waugh, J. Shaw. W. L. Stuart, W. H. Jones, C. P. Lankester, G. 
Holman, J. D. Walker, J. W. Clyne, J. Dwan, M. D’Albon, A. R. Moore, 
W. Knapp, J. E. Rea, W. F. Murphy. A. 8. L. Biggart, H. W. Hackett. 

A. J. Hynd, J. Craig, E. Walsh, D. I. McNaughton, R. P. Parker. 

D. Ferguson, B. F. Howlett. 

F. N. Smith to be temporary Honorary Captain. 

P. A. E. Sheppard to be temporary Honorary Lieutenant. 

R. McL. Gibson to be temporary Honorary L'eutenant whilst 
serving with No. 11 Stationary Hospital. 

H. A. Lownds to be temporary Honorary Lieutenant whilst employed 
with the British Red Cross Society in France. 

Officers relinquishing their commissions: Temp. Major E. C. Stabb 
(having ceased to be employed at the Manor (County of London) War 
Hospital); Temp. Capt. (acting Major) H. Dudley (on account of ill- 
health, and is granted the honorary rank of Captain ); Temp. Capts. 
I. Vandandaigue, R. C. Pitt, A. D. Clinch, W. G. Thomas, A. H. Clough. 
Temp. Lieut. M. Briscoe. 

SPECIAL RESERVE OF OFFICERS. 

Lieutenants to be Captains: H. B. Dykes, D. McK. Sutherland, 

E. N. P. Martland, N. Kletz, R. D. Aylward, W. Eidinow, E. 8. Phillips. 
W. D. Macklnnon, E. J. Coombe. J. Berry, R. F. C. H. Buchanan. 

To be Lieutenants : C. C. H. Cuff, J. H. E. Moore and D. A. Dyer 
(from Leeds University Contingent, O.T.C.), C. D. Hewer (from Uni¬ 
versity of London Contingent, O T.C.), T. Colley. E. S. Gawne. and 

F. L. Whineup (from Manchester University Contingent, O.T.C.), 

B. Sergeant (from Durham University Contingent, O.T.C.). 

Hon. Lieut. R. Graham to be Lieutenant. 

To be Lieutenants : L. H. Duguld, G. Whittaker, S. H. Kemp. 

Major T. W. A. Daman relinquishes his commission on acoount of ill- 
health, and Is granted the honorary rank of Major. 

Major (Brevet Llent.-Ool.) (temp. Lieut.-Col.) 0. Rundle relinquishes 
his temporary rank on ceasing to be specially employed. 

Capt. P. W. Edwards relinquishes his commission on account of ill- 
health, and is granted the honorary rank of Captain. 

General List.— Capt. T. Graham, M.C., to be acting Major whilst 
specially employed. Capt. C. S. Lee relinquishes his commission on 
account of ill-health contracted on active service, and is granted the 
honorary rank of Captain. 

TERRITORIAL FORCE. 

Capt. H. A. T. Falrbank is restored to the establishment on relin¬ 
quishing his temporary commission in the R.A.M.C. 

Capt. (acting Major) J. Patrick is now second^ whilst holding a 
temporary commission in the R.A.M.C. 

Capt. (acting Major) A. C. F. Turner to be acting Lieutenant- 
Colonel whilst In command of a Medical Unit. 

Capts. A. M. Davie and W. Scott to be acting Majors whilst specially 
employed. 

Capt. W. B. Secretan is now seconded for duty overseas. 

Capt. (Hon. Col.) Sir Thomas C. English is seconded whilst holding a 
temporary commission in the R A.M.C. 

Capt. Yf. G. Paget to be Major. 

TERRITORIAL FORCE RESERVE. 

Capt. (acting Major) E. B. Hlnde, from R.A.M.C., to be Captain. 
ROYAL AIR FORCE. 

Medical Branch.— Lieut. F. H. Wallace to be Captain. H. A. Hewat 
(late temporary Surgeon, R.N.) is granted a temporary commission as 
Captain. T. D. J. Augustine Fuller Is granted a temporary commission as 
Lieutenant. Administrative: Lieut. G. G. Coury, V.C., to be temporary 
Captain whilst employed as Captain. 


The American Red Cross has given £500,000 to 
the Joint Committee of the British Rea Cross Society and 
Order of St. John “ Our Day ” Fund. 

The Medico-Legal Society.—A meeting of the 
society will be held at the rooms of the Medical Society of 
London, 11, Chandos-street, W., on Thursday, Nov. 14th, at 
8.30 p.m., when the President, Dr. F. J. Smith, will deliver 
an address on Pensions and Their Allotment, to be followed 
by a debate. 
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The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Killed. 

Lieut. D. G. K. Garrett, R.A.M.C., practised in Canada, and 
came over with the Expeditionary Force. 

Capt. E. L. Jones, R.A.M.C., attached Highland Light 
Infantry, was a student at Guv’s Hospital and qualified 
in 1913. 

Capt. W. S. B. Hay, R.A.M.C., attached R.F.A., qualified at 
Belfast in 1914. For a short time he practised at Belfast, 
and joined up early in 1915. 

Capt. C. L. Dold, R.A.M.C., attached 8. Wales Borderers, 
qualified at Edinburgh in 1914, and joined up on the 
outbreak of war. 

Capt. J. James, R.A.M.C., attached Highland Light Infantry, 
was a student at King’s College, London, and qualified in 
1903. He held appointments at the Westminster Hospital, 
at the Seamen’s Hospital, Greenwich, and at the Western 
Dispensary, London, and joined the R.A.M.C. in 1908. 

Capt. J. M. McLaggan, M.C., R.A.M.C., attached Royal 
Fusiliers, qualified at Aberdeen in 1913, and joined up on 
the outbreak of war! The award of the M.C. was 
recorded in The Lancet of Nov. 13th, 1915, p. 1112. 

Drowned. 

Capt. D. Burns, R.A.M.C., qualified in Ireland in 1912, and 
prior to joining the R.A.M.C., was in practice in Dublin. 

Lieut. R. J. Bassett, R.A.M.C., qualified in Ireland in 
November, 1917, and joined up shortly afterwards. 

Capt. R. E. Lee, R.A.M.C., qualified at Dublin in 1910, and 
held an appointment at the Bootle Borough Hospital. 
Prior to joining the R.A.M.C. on the outbreak of war 
he was in practice at Blackrock, Dublin. 

Major C. W. Duggan, R.A.M.C., qualified at Edinburgh in 
1887, and early chose the Army Medical Service for his 
professional career. 

Capt. M. Murphy, R.A.M.C. 

Died of Wounds. 

Capt. G. M. Cowper, R.A.M.C., attached Dorset Regiment, 
was educated at Cambridge and at St. Bartholomew’s 
Hospital, London, and qualified in 1914, and joined up 
on the outbreak of war. 

Capt. W. B. Jack, R.A.M.C., was educated at Glasgow 
University, and qualified in 1905. He held an appoint¬ 
ment at the Glasgow Roval Infirmary, and at the time 
of joining the R.A.M.C. was in practice at Kendal, 
Westmorland, where he was honorary medical officer 
to the County Hospital, police surgeon, and medical 
officer and public vaccinator to the Grayrigg District of 
the Kendal Union. 

Capt. A. A. Parker, M.C., Canadian A.M.C., qualified at 
Toronto in 1914, and prior to joining the Expeditionary 
Force was on the staff of the Hospital for Sick Children 
at Toronto. The award of the M.C. was recorded in 
The Lancet of March 23rd, 1918, p. 450. 

Capt. J. W. Frew, R.A.M.C., was a student at Edinburgh 
University and qualified in 1906. He was in practice for 
some years at Edinburgh, and afterwards proceeded to 
Barkly East, South Africa, where he was in practice 
prior to joining up. 

Major S. 8. B. Harrison, M.C., R.A.M.C., was a student at 
Guy’s Hospital, London, and qualified in 1914. The 
award of the M.C. was recorded in The Lancet of 
May 19th, 1917, p. 776. 

Died. 

CApt. G. Finch, R.A.M.C. (T.F.), was a student at St. 
Thomas’s Hospital, London, and qualified in 1905. He 
held appointments at the Royal Westminster Ophthalmic 
Hospital, London, and at the Brompton Consumption 
Hospital, and was at one time school medical officer to 
the East Sussex County Council. At the time of going 
on active service he was assistant M.O.H. of East 
Suffolk. He died at Basra, Mesopotamia, of pleuro¬ 
pneumonia. 

Lieut. E. H. Glenny, R.A.M.C., was a student at St. 
Bartholomew’s Hospital, London, and qualified in July, 
1917, and joined up forthwith. He died of pneumonia. 

Capt. G. S. Brock, I.M.S., qualified in Edinburgh in 1910, 
and before joining the I.M.S. in 1912 he was in practice 
with his father in Rome. 

Col. G. H. Van Zyl, South African Medical Corps, died at 
Wynberg from pneumonia. 

Wounded. 

Lieut. W. Hickey, R.A.M.C., attached East Surrey Regt. 

Capt. F. B. Day, Canadian A.M.C. 

Lieut.-Col. M. R. Taylor, D.S.O., R.A.M.C. 


Capt. A. Wilson, R.A.M.C. 

Lieut. H. G. D. Mathur, I.M.S. 

Capt. A. L. McLean, Australian A.M.C. 

Capt. R. F. Matters, Australian A.M.C. 

Capt. I. D. Stubbs, R.A.M.C., attached London Regiment. 
Lieut.-Col. W. W. Boyce. R.A.M.C. 

Capt. W. A. Coats, R.A.M.C. 

Capt. W. E. R. Dimond, R.A.M.C. 

Capt. S. Hodgson, M.C., R.A.M.C., attached R.G.A. 

Capt. M. L. Farmer, R.A.M.C., attached R.F.A. 

Capt. G. Moore, R.A.M.C., attached Worces. Regiment. 
Lieut. F. L. Richard, R.A.M.C., attd. 8. Staffordshire Regt. 
Capt. F. N. K. Falls, Canadian A.M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sous of 

medical men are reported :— 

Major W. Y. Hunter, Canadian Infantry, killed in action, 
son of the late Dr. W. Hunter, of Margate. 

Second Lieut. F. B. Atkinson, R.F.A., killed in action, 
younger son of Dr. J. A. Atkinson, of Newnham-on- 
Severn. 

Lieut. E. C. Comley, M.C., Royal Munster Fusiliers, 
accidentally killed, son of the fate Dr. J. M. Comley, of 
Calcutta. 

Second Lieut. B. Daunt, Royal Sussex Regiment, killed in 
action, eldest son of Capt. W. Daunt, R.A.M.C., of 
Hastings. 

Major J. C. L. Young, Alberta Regiment, killed in action, 
son of Lieut.-Col. J. Young, R.A.M.C., of Alexander- 
square, London, S.W. 

Capt. D. C. B. Cotes, North Staffordshire Regiment, died of 
wounds, only son of Dr. D. F. B. Cotes, of Burton-on- 
Trent. 

Capt. G. S. Brock, I.M.S., died at Rawul Pindi, India, only 
son of Dr. G. S. Brock, of Rome. 

Lieut D. R. Campbell, R.N., drowned at sea, younger son 
of Dr. D. Campbell, of Brixton-hill, London, S.W. 


The Honours List. 

The following awards to medical officers are announced. 
All are members of the R.A.M.C. except where otherwise 
stated : — 

IHstinpuished Service Order. 

Temp. Capt. WILLIAM GRAHAME COBB, attached K.A.R.-For 
conspicuous gallantry ana devotion to duty in action. For six hours, • 
in the middle of a desperate light at close quarters, he maintained his 
dressing station and attended the many wounded. Enemy’s fire was 
coming from three directions, and the only cover was two ant-heaps. 
He frequently went forward to the firing line and brought in wounded 
at great personal risk. He undoubtedly saved many lives by his 
perseverance and determination, all the wounded being safely 
evacuated under the greatest difficulties. 

Temp. Capt. (acting Major) JOHN GREENE, M.C.—For conspicuous 
gallantry and devotion to duty during an enemy attack. Although bis 
advanced dressing station was heavily shelled and gassed he continued 
at duty, encouraging all by his courage and resourcefulness. He 
worked continuously for 30 hours, visiting his bearers’ posts under 
heavy shell fire, and only rested when al! wounded had been evacuated. 
His magnificent devotion to duty saved many lives. 

Second Bar to the Military Cross. 

Temp.Capt. (acting Major) DANIEL McKELVHY, M.C.—For con¬ 
spicuous gallantry and devotion to duty as liaison medical officer. He 
constantly kept touch with brigade and battalion headquarters, moving 
over roads and ground exposed to heavy shelling. His tireless energy, 
organising ability, and disregard of danger were largely instrumental 
In the successful clearing of casualties from the line. 


Bar to the Military Cross. 

Capt. VERNON CARLISLE BROWN, M.C., Australian A.M.C.— 
For great courage and resource In evacuating wounded from a forward 
area. The routes were being heavily shelled, and he established bearer 
relav posts in suitable p wltlons after a full reconnaissance of the 
ground. During the whole operation his perseverance and Initiative 
contributed largely to a quick evacuation of the wouuded, while his 
energy and example stimulated the men. 

Temp. Capt. JOHN CHARLES BOILBAU GRANT, M.C.-For con¬ 
spicuous gallantry and devotion to duty. He attended to wounded 
men lying in the open under heavy fire, and subsequently for three 
days and nights, with little rest, he was constantly out with stretcher- 
bearers searching for and removing the wounded. He was undoubtedly 
the means of saving many lives, and his fine example was of the 
greatest value at a very trying time. 

Temp. Capt. JOHN NELSON HUMPHREY, M.C.—For conspicuous 
gallantry and devotion to duty during an enemy attack. As bearer 
officer be repeatedly led nis men up to the front line under very heavy 
tire. When the normal line of evacuation was broken he carried out a 
reconnaissance in full view of the enemy, and established a new means 
of communication, himself assisting to remove a tree across a road 
which was being heavily shelled. By his courage and resource he oon 
trlbuted largely to the rapid evacuation of the wounded, and Baved 


many uvea. 

Temp. Capt. CHARLB3 CLOU8TON IRVINE, M.O.—For con¬ 
spicuous gallantry and devotion to duty. When the shelter in wbioh 
he wa 9 working received a direct hit from a shell, the explosion of 
which killed his Bergeant and an orderly who were helping him, he 
was severely shaken but rallied himself and continued to attend to the 
wounded. A panic which might have ensued among the wounded and 
shell-shocked soldiers w'as averted by his courage and determination. 










570 The Lancet, J 


THE WAR.—MEDICAL NEWS. 


[Oct. 26, 1918 


Temp. Capt. WILLIAM GRAEME DENROCHE McCALL, M.C.— 

For conspicuous gallantry and devotion to duty. When the enemy 
put down a heavy barrage, causing many casualties in hl^ own and other 
units, he arranged for the collection of wounded, and attended them 
with the greatest coolness in the open, which necessitated his remain¬ 
ing In the barrage. Throughout the operations his energy and devotion 
to duty were admirable. 

Capt. (acting Major) CAMPBELL McNEIL McCORMACK, M.C. 
For conspicuous gallantry and devotion to duty. During an import¬ 
ant engagement he organised the evacuation of the wounded with 
great skill and devotion to duty, proceeding frequently himself in 
charge of bearers, through heavy shelling, to the rear aid-posts. It was 
largely due to his able organisation and fine example of self-sacrificing 
gallantry that the numerous casualties were evacuated so expeditiously. 

Military Cross. 

Capt. (acting Major) GALVIN ALEXANDER ELMSLIE ARGO — 
For conspicuous gallantry and devotion to duty. While in charge 
of a light section of a cavalry field ambulance during an attack he per¬ 
formed most useful work. His brigade sustained considerable casualties, 
and he organised a stretcher party and rescued several wounded, though 
the ground was being shelled at the time. He showed great coolness 
and devotion to duty. 

Capt. ISAAC MANLY BARROW, Australian A.M.C.—Under heavy 
fire ho dressed wounded in an open trench, and when the battalion 
attacked he advanced with them and established his dressing station 
behind the front line. When two of his bearers were wounded carrying 
a casualty he dashed forward under direct machine gun fire to their 
assistance. Later he was severely wounded. Throughout the opera¬ 
tions he showed conspicuous gallantry and devotion to duty. 

Capt. GEORGE ALBERT BLUMBR, Australian A.M.C -For con¬ 
spicuous gallantry and devotion to duty. When the R.A.P. was heavily 
shelled, a direct hit causing casualties amongst the staff, he succeeded, 
single-handed, in getting the wounded away, and attended to many 
cases in the area of the bombardment. Throughout the period his 
courage and devotion saved many lives. 

Temp. Capt. STANLEY ARTHUR BULL.-For conspicuous 
gallantry aud devotion to duty in helping under continuous shell fire 
to dig out several men who had been wounded and buried. He 
attended men under conditions which demanded considerable nerve 
and determination. 

Capt. JOHN VICTOR LIVINGSTONE GRANT.-For conspicuous 
gallantry and devotion to duty when his ambulance was attacked on 
the march by enemy aeroplanes. A large ammunition dump at the 
side of the road was exploded, igniting a lorrv loaded with petrol, and 
the fire spread to the ambulance wagons. Re Immediately collected 
men and for two hours worked cx>lly and fearlessly near the exploding 
dump, under repeated bombing attacks from aircraft, tending and 
removing the wounded. a 

C*Pt* LAWSON.—During several days’ operations he 

worked continuously at high pressure under heavy shell fire His 
energy and care for t he wounded under the most 4ifficult circumstances 
were beyond all praise, and he showed great gallantry and devotion to 
duty in organising his bearers and collecting wounded from a heavilv- 
shelled area, thereby saving many lives. J 

Capt. BENJAMIN LYON. Canadian A.M.C.—For conspicuous gal¬ 
lantry and devotion to duty in action. A fter a charge by two squadi^ns 
up a road thl« officer followed on foot and attended and evacuated the 
wounded under heavy artillery and machine-gun fire, remaining there 
until all the wounded were brought in. ° 

Temp. Capt. HENRY LESLIE MESSENGER -For conspicuous 
gallantry and devotion to duty while an exceptionally heavy shoot was 
bemg carried out on a battery. He crossed 400 yards in the open under 
heavy barrage to attend to a wounded man. On his way he w as knocked 
down by an exploding shell, but In spite of this he proceeded with his 
duties. He showed great grit and determination. 

Capt. WALTE t JAMBS ELLIS MINGIB, Cauadian A.M.C.—For 
conspicuous gallantry and devotion to duty during an attack. He 
maintained close touch with all the regiments, and under heavy shell and 
machine gun fire he evacuated all casualties with wonderful rapidity. 
Hearing that an officer was seriously wounded in the front line trench, 
he immediately went forward and succeeded in dressing and removing 
him. He showed th* greatest coolness and resource throughout 

Temp. Capt. STANLEY ANDREW WOOLLASTON MUNRO -He 
organised his advanced dressing station and stretcher-bearing parties 
under very difficult circumstance®, and when it was found necessary to 
withdraw the battalion to the original position he reorganised the 
stretcher-bearers and himself took up a post In the front line where he 
could better render assistance to the wounded. He also went and 
bandaged a wounded man who was lying In a position that was being 
shelled and had him conveyed to safety. Throughout his cheerfulness 
energy, and disregard for his own personal safety had a most inspiring 
effect on all. K 6 

Temp. Capt. ANDREW NEILSON.—For conspicuous gallantry and 
devotion to duty when a number of wounded were left after a cavalry 
chsrge. He took two light ambulanoes and a bearer party right up to 
the front line and cleared five wounded lying out in front This was 
done under continuous machine-gun fire directed on the road in the 
dark. He showed great courage and initiative. 

Temp. Lieut WILFRED PATON PHILIP.-During an attack he 
showed great gallantry In attending to a large number of wounded. 
He throe times had to move his dressing station on account of shell 
lives 111, 8tUCk 10 hi8 dutie8 with great determination and saved many 

Temp. Capt. (acting Major) CLIVE JUSTIN HICKS SHARP — 
For conspicuous gallantry and devotion to duty. He most ably super¬ 
vised the evacuation of wounded during a rapid advance. Moreover 
on hearing that one of the advanced dressing stations had been hit. by a 
bomb, he at once went to the spot and helped with the wounded, and 
his coolness and energy were of the greatest assistance in reorganising 
the dressing station under shell fire, so that the evacuation of the 
wounded proceeded uninterruptedly. 

Temp. Capt. J JHN PATRICK SHAW.-For conspicuous gallantry 
and devotion to duty. Under severe enemy shelling he carried on his 
aid-post affording neither space nor protection. 
He did invaluable service under most trying circumstances, as his was 
the collecting station both for his own battalion and for the brigade 
front. He showed magnificent energy and devotion to duty. 


Capt. (acting Major) JAMES MARTIN SMITH.—For conspicuous 
devotion to duty when an enemy shell exploded an ammunition dump 
near his dressing station. He rushed to the spot, organised a rescue 
party regardless of exploding shells, and continued to attend to the 
wounded until all were removed to safety. He saved many lives by 
his gallant conduct. 

Temp. Capt. ANDREW WILLIAM PALBTHORPB TODD.—During 
an attack this officer, who was stationel at theadvanced collecting post, 
behaved with great gallantry under the heavy artillery fire to which 
his post was subjected at frequent intervals during the day. He 
dressed and attended to large numbers of wounded man with un¬ 
remitting devotion to duty, and also went forward under heavy fire 
with stretcher-bearers to the aid-poets, and by his able leadership 
rendered valuable service in evacuating the wounded. 

Military Medal. 

Dr. PHCEBE CHAPPLE, R.A.M.C.. attached Q.M.A.A.C.-For 
gallantry and devotion to duty during an enemy air raid. While the 
raid was in progress Dr. Chappie attended to the needs of the wounded 
regardless of her own safety._ 


Mentioned in Despatches. 

In a despatch received from Sir Douglas Haig, dated 
•July 20th, 1918, and dealing with the period following the 
actions in the vicinity cf Cambrai in the first week of 
December, 1917, and leading up to the set-back to the Allies 
in March last, the following reference to the medical services 
is included 


Muoh additional work, also under circumstances of unusual difficulty 
and danger, has necessarily been thrown upon the medical and nursing 
services. The conduct of the Royal Army Medical Corps and Medical 
Corps of the Overseas Dominions has again been beyond all praise, 
while the efficient organisation of the medical services as a whole 
proved itself fully equal to the occasion. I take this opportunity to 
acknowledge the lasting debt due in this connexion to Lieutenaat- 
Geueral Sir A. T. Sloggett, K C.B., K.C.M.G., K.C.V.O., K H.S., until 
recently Director-General of Medical Service *, with whom the work of 
the medical services has so long been Identified. 


lltrittcd Stttos. 


University of Cambridge.—T he following candi¬ 
dates have satisfied the examiners in both parts of the 
Examination in Sanitary Science :— 


, joiin namy; William Athol 
Desmo_d King, Captain, R. A.M.C.; Aloyslus Dominic MacMahon ; 
Mary Helen Routledge; Hilda Mary Scarborough; Percy Stocks* 
Shankarlal Vaidya; John David Whitfield; and James Herbert 
Wright, Staff-Surgeon, R.N. 


Royal College of Physicians of Edinburgh, 
Royal College of Surgeons of Edinburgh, and Royal 
Faculty of Physicians and Surgeons of Glasgow.—T he 
following candidates have passed the Triple Qualification 
Examinations:— 


Third Examination. 

John Stevenson, John Korrison McCubbing, Agnes Macllwraith Hill, 
Thomas Poole, Veeravagu Kathiravelu Paramanayagam, Henry 
Aldan Newton, Daniel Augustine Dias, James Sydney Alexander 
Rogers, and Waltei Granville Carcw. 

Pathology.— Hamlsh Russell Fisher. 

Materia Mcdica — Alexandra Mary Limont and Peter Fraser Fairley. 
Final Examination. 


Thomas Talmage Read, John Wilson Gaston, Rebecca Goodman 
George Thomas Graham Boyce, Don Alfred Walpola, Anup 8ingb 
Narula, Apcir Galustian, SvlveBter Henry Meiring, John Birch- 
mans Bourke. Arthur Stanley Hughes, and Fergus Donald Yourell. 
Med'dne .—William Gibb, Victor Albert Rankin, and Krishna Abaji 
Deodhar. 


Surgery —Victor Albert Rankin. 

Midwifery —Thomas Hardle and William Gibb. 

Medical Jurisprudence.— Alexander Forsyth Caddell. Mayberry Hugh 
Carleton, James Maxwell Adams McVey, Andrew Francis Briglraen, 
John Stevenson, and Thomas Poole. 


Royal College of Surgeons of Edinburgh.— 
At a meeting of the College held on Oct. 17th the following 
gentlemen, having passed the requisite examinations between 
July 1st and 5th, were admitted Fellows 
Thomas Hood Wilson Alexander. Jan Martimus Beyers, Edward 
Stanley Brentnall. Francis Davidson Cairns, Harold List Him Lira. 
Thomas Robert Gray Melrose, George Robertson. Cecil Miohell 
Kolston, Baron Theodore Rose, Thomas Henry Sandesson-Wells, 
John Zicherias Truter, William Robert Elsteb Unthank, and 
Batukdeva Prasad Varma. 

At the annual meeting of the College Dr. Robert McKenzie 
Johnston was re-elected President for the ensuing year. 

Donations and Bequests.—B y the will of the 
late Dr. Louis Albert Dunn, of Gerrards Cross, Bucks, the 
testator left to Guy’s Hospital the gold medal presented bv 
London University when he took his degree as Master in 
Surgery, being the first of its kind ever won by a Guy’s man ; 
and the residue of his property in trust for his two'brothers 
for life, with remainder to the survivor for life, with 
ultimate remainder to Guy’s Hospital for the Medical School. 
The gross value of the estates is £68,000 and the net 
personalty £56,000. 
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The Bell Fund.— Dr. S. A. Kinnier Wilson asks 
us to acknowledge a donation to the Dr. J. H. Bell Fund 
of £1 Is. from Dr. H. J. Norman. Subscriptions should be 
sent to Dr. Wilson, at 14, Harley-street, London, W.l. 


Jjarliamentarg Intelligence 


Medical Society of London.—A meeting of this 
society will be held at 11, Chandos-9treet, Cavendish-square, 
W., on Monday, Oct. 28th, at 8.30 p.m., when papers will be 
read on “ Rheumatoid Arthritis ” : The Pathology, by Mr. 
T. S. P. Strangeways; the Treatment, bv Dr. A. P. Beddard. 
Medical officers of the Allied Forces will be welcome at the 
meeting. 

Memorial to the late Dr. Francis McKee.— 
On Oct. 17th a portrait of the late Dr. Francis McKee, of 
Dromore, co. Down, was unveiled at the Cowan Heron Hos¬ 
pital, Dromore, and a memorial bed was presented to the 
institution in his memory. Both have been given by Dr. 
McKee’s friends to commemorate his services as honorary 
surgeon to the hospital from its opening in 1900 to 1915. 

The annual general meeting of the Army and 
Navy Male Nurses’ Co-operation will be held at 52, Welbeck- 
street, London, W., on Monday, Nov. 4th, at 4 p.m. The 
honorary treasurer’s annual statement reports an improve¬ 
ment in the financial position of the Co-operation. 

Medical Defence Union.—S ir John Tweedy, 
LL.D., ex-President, Royal College of Surgeons of England, 
has been again re-elected President of the Medical Defence 
Union ; Mr. Gunton Alderton re-elected honorary treasurer; 
and Dr. A. G. Bateman and Mr. W. E. Hempson re-elected 
secretary and solicitor respectively. There have been added 
to the Vice-Presidents Surgeon-Commander C. T. Baxter, 
R.N., and Surgeon Lieutenant Commander H. B. Hill, R.N., 
as representatives of the Navy Medical Staff; the sister 
Service has been well represented for some years. The 
annual general meeting was held on Sept. 19th, when the 
annual report was presented and adopted and the usual 
statutory resolutions passed unanimously. The work of the 
Union was reported by the President to have greatly 
increased owing to the war, and its services have been sought 
and greatly appreciated by members on active service who 
required advice and assistance in matters relating to their 
military appointments and their civil practices. 

The Opening of the Winter Session at the 
Belfast Medical School. —The winter session opened on 
Tuesday, Oct. 15th, without any formal address at Queen's 
University, but at the hospital Dr. J. B. Moore gave an 
introductory address on the students’ career and on 
problems of reconstruction, the solution of which he saw 
in the direction of cooperative effort, resulting in a life of 
reasonable comfort and prosperity.—At the Royal Victoria 
Hospital on Thursday, Oct. 17th, Colonel J. Sinclair, C.B., 
late Consulting Surgeon to H.M. Forces, gave an address to 
men and women students m the King Edward VII. Memorial 
Hall. He referred to the devotion and courage shown by 
nurses in the war, specially mentioning the sisters and 
uurses trained at the Royal Victoria Hospital Training 
School, who, with their superintendent, Miss Bostock, had 
received the award of the First Class Royal Red Cross, four 
other Royal Red Crosses, two Military Medals, and four 
mentions in despatches for services in India, Mesopotamia, 
Egypt, Salonika, and on the Western fronts. Colonel 
Sinclair concluded by referring to the shortage of doctors at 
the front. He urged that a determined effort should be 
made to fill the ranks, announcing that should a sufficient 
number of students, academically eligible, at once present 
themselves he believed the University would grant them a 
special examination for the purpose. 

The late Robert A. Buntine, M.B., C.M. Melb. 
—A popular member of the South African Union Parlia¬ 
ment, Dr. R. A. Buntine, was among the victims of the 
torpedoing of the Galway Castle off Ushant last month. 
Dr. Buntine was returning to South Africa from 
England with his two daughters, aged 20 and 18 respec¬ 
tively. The elder one perished with her father; the 
younger was among the saved. Dr. Buntine was born in 
Melbourne 50 years ago, and migrated to Natal in 1893. He 
took part in the Boer War with the Natal Medical Corps, 
and went through the siege of Ladysmith, in connexion 
with which he was mentioned in despatches for distinguished 
service in the field. A South African correspondent 
writes: “ The doctor was returned to the Union Parliament 
three years ago as the Member for Maritzburg South. 
He belonged to General Botha’s South African Party, 
and the Premier spoke of him a sa ‘ true friend and great help 
and support.’ A man of great kindness of heart, Dr. Buntine 
sheltered on his farm an old friend of Teutonic nationality 
at the time of the anti-German riots of 1915 following on the 
Lusitania tragedy. No one will ever know the number of 
the poor and needy whom the deceased Good Samaritan 
attended without fee or wish for reward, and even with cost 
of medicine. His death is deeply lamented in South Africa.” 


NOTES ON CURRENT TOPICS. 

Rousing Bill. 

Mr. Hayes Fisher (President of the Local Government 
Board) on Thursday, Oct. 17th, presented in the House of 
Commons a Bill designed 44 to confer further powers on 
county councils in relation to the provision of houses for 

E ersons in their employment or paid by them, and to the 
ousing of the working classes.” It was read a first time. 

The Midwives Bill. 

The Midwives Bill has received a third reading in the 
House of Commons. In Committee Clause 12, which repeals 
Section 9 of the Midwives Act, 1902, enabling county councils 
to delegate their powers to district councils, w'as carried by 
60 votes to 38. 

Naval and Military War Pensions Bill. 

The Naval and Militarv War Pensions Bill, which was 
read a second time in the* House of Commons on Tuesday, 
Oct. 22nd, deals with administrative matters and local War 
Pensions Committees. It was criticised in many details. 
Clause 7 lays down that if a disabled officer or man refuses 
or without reasonable excuse fails to submit himself for 
medical examination, or refuses to undergo the treatment 
prescribed for him in an institution or otherwise, his 
pension or allowance may be suspended. Sir Watson 
Cheyne took exception to this provision. Compulsory 
operations, he said, would require very serious considera 
tion indeed. If the disability were not something which 
would imperil the man’s life the matter should be left to 
his own free will and judgment without compulsion. 


HOUSE OF COMMONS. 


Thursday, Oct. 17th. 

Venereal Disease and Regulation 40 D. 

Mr. Lees-Smith asked the Home Secretary whether he 
could now state how many women had been arrested under 
the Defence of the Realm Regulation 40 D ; and in how many 
cases convictions had been obtained.—Sir G. Cave replied : 
Up to Oct. 8th there had been 201 prosecutions under the regu¬ 
lation. Convictions had been obtained in 102 cases, in 51 of 
which the defendants pleaded guilty. Three other defendants 
were bound over or placed on probation, and six cases were 
under remand when the return was made. 

Mr. Lees-Smith : In view of the answer that in nearly one 
out of every two cases no conviction was obtained, may I ask 
whether any arrangement has been made to give compensa¬ 
tion to the women who have been subjected to this examina¬ 
tion?—Sir G. Cave : I think that the return shows that the 
magistrates are very careful, and do not convict except in 
very clear cases. 

Mr. Dillon: Will the right honourable gentleman under 
take to give the House an early opportunity of discussing 
this abominable regulation? 

Lord H. Cavendish Bentinck: In view of the futility of 
this Order will the right honourable gentleman withdraw it 
altogether?—Sir G. Cave: As a matter of fact, the regulation 
is being considered by a committee, which will report in due 
course. 

Mr. H. Samuel: In view of the verv widespread interest 
in this matter will my right honourable friend endeavour to 
expedite the report of the committee?—Sir G. Cave: The 
committee has been asked to report as soon as possible. 

Mr. Dillon: Will the right honourable gentleman allow 
the House an opportunity of discussing this matter before 
the committee reports, which may not be until after 
Christmas?—Sir G. Cave: That is not a question for me, 
but in any case it would be very undesirable to have a dis¬ 
cussion while the committee is considering the question. 

Mr. Pringle : Can the right honourable gentleman give 
the House an assurance that the committee will report 
before the Prorogation ?—Sir G. Cave : I cannot, of course, 
do that. The committee has been asked to report as early 
as possible. 

Mr. Dillon : I shall raise this question at the very earliest 


opportunity. 

Mr. Lees-Smith asked whether the terms of reference of 
the committee set up to inquire into the Defence of the 
Realm Regulation 40 D were confined to the modification of 
the regulation or included also the question of its with 
drawal.—Sir G. Cave answered: The committee was 
appointed to consider the regulation and what modification 
(if anv) should be made in its terms or in the procedure for 
enforcing it, and I do not think the committee would be 
precluded from considering the question of its withdrawal. 

Mr. Lees-Smith : As the committee is considering the 
question of the withdrawal of this regulation, and in view of 
the general hostility to it, will the right honourable gentle¬ 
man have it suspended until the committee has reported?— 
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Sir G. Cave : No. The Cabinet has already given a decision 
on that point. 

Mr. Alden : If the committee reports against the regula¬ 
tion can the right honourable gentleman in his own person 
withdraw it?—Sir G. Cave: I could not. It would have to 
be rescinded by Order in Council. 

Housing in Ireland. 

Mr. Scanlan asked the Chief Secretary for Ireland 
whether the Government had prepared a scheme for the 
provision of suitable houses for the workers in the towns 
and cities of Ireland; whether the Treasury had been 
requested to support such a scheme; and when'the Govern¬ 
ment would begin to carry out in Ireland a scheme to settle 
the housing problem.—Mr. Shortt said in reply : I am not 
in a position to make any statement on the subject. 

Mr. Scanlan : Has the matter of housing engaged the 
attention of the right honourable gentleman at all?—Mr. 
Shortt : Yes, to a very considerable extent. 

Housing Scheme for Lanarkshire. 

Mr. Duncan Millar asked the Secretary for Scotland 
what progress had been made with the additional housing 
scheme for Lanarkshire which was some time ago approved 
by the Ministry of Munitions and the Scottish Local Govern¬ 
ment Board, and the number of houses which had been 
allocated to each district.—Mr. Munro wrote in reply: 
Proposals, I understand, have been made by the Ministry of 
Munitions to the local authorities and are at present 
receiving their consideration. 

Monday, Oct. 21st. 

Artificial Limbs for Discharged Soldiers. 

Sir Montague Barlow asked the Pensions Minister 
whether his attention had been called to the delay in 
obtaining repairs to the artificial limbs of discharged sailors 
and soldiers; whether, in view of the suffering and 
hardships entailed, he would consider the advisability 
of having such limbs standardised ; and whether he could 
state how long it was likely to be before he is able 
to carry out his promise of issuing a spare limb to 
each man so that he would be able to substitute one 
while the other was being mended.—Mr. Hodge replied : 
My attention has been drawn to the delay. A recent 
instruction which enables local War Pensions Com¬ 
mittees to authorise repairs (locally where possible) 
without previous reference to the Ministry will, it is 
hoped, obviate delay in minor cases, and, with regard to 
major repairs and the readmission of pensioners into limb- 
fitting centres, the increase in the number of beds at fitting 
centres from 972 in February, 1918, to 2196 in October will 
enable cases to be more expeditiously dealt with. It has not 
vet been found possible to standardise limbs, as no specimen 
brought to the knowledge of the expert Advisory Council 
has shown such advantages over any other as to warrant 
it being made the standard pattern. The promise to issue a 
spare limb to all cases will, I hope, be carried out within a 
reasonable period, but clearly the primary fitting of limbs 
must be the first consideration. It is proposed to supply a 
light provisional peg leg of fibre or other prescribed pattern 
in all cases for use in emergency. This should obviate incon¬ 
venience to men until the spare limb can be provided. 

Indian Medical Service. 

Colonel Yate asked the Secretary of State for India 
whether he had received a reply from the Government of 
India regarding the position of officers in the Indian Medical 
Service; and what increase of pay had been granted to 
these officers so as to ensure an efficient and contented 
Indian Medical Service.—Mr. Montagu answered: I regret 
I am not in a position to announce a decision on this ques¬ 
tion, regarding which I am in telegraphic correspondence 
with the Government of India. I am doing all I can to 
expedite the settlement of what I recognise to be an urgent 
and important issue, and hope to be in a position to make a 
statement within a week or two. I will let my honourable 
and gallant friend know when a decision has been reached. 

Tuesday, Oct. 22nd. 

Serious Outbreak of Rabies. 

Answering Sir W. Bull, in regard to the spread of rabies 
amongst dogs in the counties of Devon and Cornwall, Mr. 
Prothero (President of the Board of Agriculture) stated 
that in all 40 cases of rabies had been confirmed since 
Sept. 7th—35 in Devon and 5 in Cornwall. Of these no fewer 
than 29 occurred m the county borough of Plymouth. Seven 
dogs, which had been in contact with dogs at a place where 
an outbreak had occurred, had been taken to places outside 
Devon and Cornwall. These had now all been traced 
and isolated. It would be seen that grave risk of the 
spread of this disease to other parts of the country had been 
thus incurred. The right honourable gentleman proceeded: 
Human life is at stake in this matter. At least 21 persons 
are known to have been bitten by these rabid dogs, nine 
being children, and any person who fails to assist by giving 
information required by my Department will incur a very 


grave responsibility should the disease spread to other 
districts. 

An Hon. Member : Have any deaths resulted from the 
bites of these dogs ?—Mr. Prothero : No, not up to the 
present. 

Fazakerley Sanatorium. 

Mr. Pennefather asked the Parliamentary Secretary to 
the Local Government Board how many dfscharged men 
there were in Liverpool who were suffering from tuber¬ 
culosis caused or aggravated by military service, and unable 
to secure proper treatment owing to lack of sanatorium 
accommodation; and what steps would be taken to provide 
sufficient accommodation.—Mr. Walsh replied: I am 
informed that the number, which varies from day to day, 
is approximately 140. As to the provision of further accom¬ 
modation, my right honourable friend has been taking all 
practicable steps to expedite the completion of the 
Fazakerley Sanatorium, and has reason to hope that it 
will be ready for the reception of patients within the next 
two or three months. 

Wednesday, Oct. 23rd. 

Ministry of Health. 

Mr. Booth asked the Chancellor of the Exchequer whether 
communications reached him from the Friendly Societies 
and trade-unions expressing opposition to any proposed 
Ministry of Health and local government which would place 
the health insurance department in association with the 
Poor-law administration, and what answer he had given 
thereto.—Mr. Bonar Law replied: I am informed that 
resolutions have been received from these societies, but I 
hope that when the Bill has been discussed this opposition 
will not be maintained. 


BOOKS, ETC., RECEIVED. 

Blackik and Son, London, Glasgow, and Bombay. 

Medicinal Herbs and Poisonous Plants. By David Kills, D.Sc. 

2s. 6 d. 

P. Blakiston’s Son and Co., Philadelphia. 

Details of Military Medical Administration. By J. H. Ford, M.D. 
2nd ed. 

Medical Bacteriology. By J. A. Roddy, M.D. 

Mammalian Anatomy, with Special Reference to the Cat. By 
A. Davison, Ph.D. 3rd ed., revised by F. A. Stromsten, D.Sc. 
British Museum (Natural History), B. Quaritch and Dulau and 
Co., London. 

Rats and Mice as Enemies of Mankind. By M. A. C. Hinton. Is. 
Constable and Company, London. 

Fields and Battlefields. By No. 31640. 5s. 

Government Printing Office, Washington. 

The Evolution of National Systems of Vocational Re-education for 
Disabled Soldiers and Sailors. By D. C. McMurtle. 

Laurie, T. Werner, London. 

Roving and Fighting Adventures under Four Flags. By Major B S 
O’Reilly, lls. 6d. 

Lea and Febiokr, Philadelphia and New York. 

Military Surgery of the Zone of Advaffee. By G. de Tamowsky, M.D. 
$1.50. 

Lippincott (J. B.) Company, London and Philadelphia. 

Equilibrium and Vertigo. By I. H. Jones, M.D., and L. Fisher, 
M.D. 21*. 

A Manual of X Ray Technic. By A. C. Christie, Major, U.S.A. 12».6d. 
Mastitis of the Cow. ByS. Wall. Translated by W. J. Crocker. 12*.6d. 
Applied Anatomy. By G. G. Davis, M.D. 5th ed. 30*. 

Methuen and Co., London. 

Present-day Applications of Psychology, with Special Reference to 
Industry, Education, and Nervous Breakdown. By C. S. Mvers. 
M.D. 1*. 

Milford, Humphrey, London. 

Medical Report of the Rice Expedition to Brazil. By W.T. Councilman, 
M.D., and R. A. Lambert, M.D. 5*. 6d. 

Oliver and Boyd, Edinburgh. 

Reminiscences of a Student’s Life at Edinburgh in the Seventies. 
By Alisma. 4*. 

Year Book Publishers, Chicago. 

Practical Medicine Series. Edited by C. L. Mix. M.D. Vol. III. : 
Bye, Ear, Nose, and Throat. Edited by C. A. Wood and Others. 
$ 1 . 60 . 

— — ■ » 

North of England Obstetrical and Gyneco¬ 
logical Society. — A meeting of this society was held in 
Manchester on Oct. 18th, Mr. Miles Phillips (Sheffield), the 
President, being in the chair.—Mr. W. Blair Bell (Liverpool) 
exhibited specimens of: (1) Carcinoma Corporis Uteri 

secondary to Carcinoma Mammae ; (2) Carcinoma of the 
Fallopian Tubes; (3) Haematometra in Accessory Uterine 
Cavity. — The President described: (1) Two cases of Con¬ 
cealed Accidental Haemorrhage of Toxaemic Origin; (2) a 
case of Decortication of a Kidney for Post-eclamptic Suppres¬ 
sion of Urine. — Dr. W. Fletcher Shaw (Manchester) read notes 
on : (1) Inversion of the Uterus occurring twice in the first 
eight days of the puerperium ; (2) Ectopic Gestation with 
well-developed Foetus free in Abdominal Cavity.—Dr. H. 
Briggs (Liverpool) read a paper on Placenta Praevia. 












The lancet,] 


[Oct. 26, 1916 573 


MEDICAL DIARY.—NOTES, SHORT COMMENTS, ETC. 


Htthkal jgliarg far % ensuing Meek. 


SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W.L 

MEETINGS OF SECTIONS. 

Monday, Oct. 28th. 

ODONTOLOGY (Hon. Secretaries—F. N. Doubleday, G. Paton Pollitt, 
J. Howard Mummery): at 7 30 p.m. 

Presidential Address by Mr. G. G. Campion. 

Casual Communication by Mr. George Northcroft. 

Friday, Nov. 1st. 

LARYNGOLOGY (Hon. Secretaries—Frank A. Rose, Irwin Moore): 
at 4 p.m. 

Cases and Specimens will be shown by :— 

Mr. Somerville Hastings, Mr. Woakes, Mr. Hunter Tod, Mr. 
J. Gay French, Dr. Irwin Moore, Dr. Dundas Grant, Dr. 
Andrew Wylie, and others. 


MEDICAL SOCIETY OF LONDON, 11. Chandos-st., Cavendish sq.,W. 
Monday. Oct. 28th.—8.30 p.m., Papers on Rheumatoid Arthritis :— 
Mr. T. S. P. Strangeways: The Pathology; Dr. A. P. Boddard: 
The Treatment. _ 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn 
Fields, W.C. 

Fbiday. Nov. 1st.—5 p.m., Museum Demonstration:—Prof. A. 
Keith : Bone Setting—Ancient and Modern. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Clinics each week-day at 2 P.M., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Post-Graduate Course were given in issue of 6kpt. 27th.) 
NORTH-EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

NATIONAL ASSOCIATION FOR THE PREVENTION OF CON¬ 
SUMPTION AND OTHER FORMS OF TUBERCULOSIS, in the 
Large Hall, 20, Hanover-square, W. 1. 

Tuesday, Oct. 29th —4 p m.. Address:—Prof. S. M. Gunn: Tuber¬ 
culosis Propaganda Work in France (illustrated by lantern-slides). 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37, Russell-square, W.O. 

Course of Lectures on Public Health Problems under War and After¬ 
war Conditions (each Lecture will be followed by a Discussion) :— 
Wednesday, Oct. 30tb.—4 p.m., Lecture IVLieut.-Col. L. W. 
Harrison. M.B., D.S.O.: The Prevention and Abortive Treat¬ 
ment of Venereal Disease. 


A.— Messrs. Allen and Hanburjs, 
Lond.; Army and Navy Male 
Nurses’ Co-operation, Lond. 

.—Mr. J. Burns, Edinburgh ; Dr. 

A. Brelnl, Townsville, North 
Queensland; Mr. G. Bethell, 
Lond.; Maggiore Prof. P. Boveri; 
Dr. A. G. Bateman. Lond.; 
Lt.-Col. J. W. Bird, E.S.O., 

B. A.M.C.(T.l; Mrs. Cloudesley 
Brereton, Lond.; Rev. W. H. 
Bradley, Coleraine; Board of 
Agriculture and Fisheries, Lond.; 
Capt. J. Brereton-Barry, Cam- 
beney. 

C. —Dr. J. B. Christopher son, 
Khartoum ; Lt. Col. N. Cheune, 

I. M.S.; Central Association for 
the Care of the Mentally Defec¬ 
tive, Lond., As3t. Sec. of; Capt. D. 
Campbell, late R.A.M.C.: Capt. 
H. W. Crowe, R.A.M.O.; Chemist 
and Druggist. Lond., Editor of; 
Chadwick Trust, Lond.; Capt 

J. Campbell, H.A.M.C.(S.lt.); 
Dr. F. G. Crookshank, Lond. 

D. — Mr. H. Dickinson, Lond.; Mr. 
A. Dandridee. Beckenham ; Capt. 
F. Dillon, R.A.M.C. 

E. —Mr. D. L. Eadie, Edinburgh. 

F. —Mr. C. Fitch, Lond.; Capt. P. 
Figdor, R.A.M.C ; Major N. H. 
Fairley, A.A.M.C.; Staff-Surg. 
P. Fildes, R.N.V.R. 

G—Mr. J. W. G. Grant, Cardiff; 
Mr. H. B. Girdlestone, Peters- 
held. 

TT r —Capt. R. Hall, R.A.F.; Mr. 
J. T. Hendenon, Pietermaritz¬ 
burg ; Dr. F. Hall, Makogal; Dr. 
Howell, Felixstowe. 

I.—Capt A. C. Inman, R.A.M.C.; 
Institute of Hygiene, Lond., 
Sec. of; Laurence Committee 
for the County of London. 

K.—Dr. H. C. Kidd, Bromsgrove; 
Mr. R. Kirkland. Wlshaw ; Mr. 
W. H. Kesteven, Kingston Hill. 


Sir W. B. Leisbman, 
K.C.M.G., C.B.; Local Govern 
ment Board, Lond.; Dr. Eleanor 
Lowry, Lond.; Dr. G. W. A. 
Lynch, Suva, Fiji; Dr. R. B. 
Low, Lond. 

M. —Dr. H. A. Macewen, Lond.; 
Mr. G. K. Morgan, Lond.; Dr. 
W.C. Morton, Leeds; Dr. J. B. 
Mennell, Lond.; Mr. J. Y. W. 
MacAlister, Lond.; Dr. A. J. 
MacCullum, Kendal. 

N. —National Baby Week Council; 
National Hospital for the Para¬ 
lysed, Lond.; National Egg 
Collection Committeo, Lond.; 
National Food Journal , Lond. 

O. -Mr. T. O’Fairell, Dublin; Mr. 
J. Offord, Lond. 

P. —Dr. H. R. Prentice, Lond.; 
Panel Committee for the County 
of London; Miss K. Pilklngton, 
Lond.; Lt.-Col. D’Arcy Power, 

R. A.M.G.(T.); Capt. B. Panons- 
Smitb, R.A.M.C.; Dr. K. P. 
Poulton, Lond.; Mr. H. A. 
Powell, Lond. 

R. -Mr. G. A. Riddell, Lond.; 
Dr. R. R. Kentoul, Liverpool; 
Mr. H. M. Rains ford, Lond.; 
Mr. H. Rundle, Southsea; Mr. 

S. C. Banner, Lond.; Revista 
Odontologica , Buenos Airea. 

S. —Serbian Red Cross, Lond.; Dr. 
B. I. Spriggs, Banff; Dr. A. 
Savill, Lond.; Capt. V. E. Sora- 
pure, R.A.M.C.; South Australia, 
Registrar-General of, Adelaide; 
St. John's Hospital, Lond.; Miss 

E. Stuart, Lond. 

T. —Mrs. D. Tennent, Lond. 

W.—Capt. P. Wood, R.A.M.C.; 

Dr. A. J. Whiting, Lend.; Mr. 
A. Winterbottom, Loud ; Dr. 

F. P. Weber, Lond.; Lt.-Col. 
J. H. T. Walsh, I.M.S. (retd.); 
West London Hospital Post- 
Graduate College, Dean of. 

Y.—Mr. M. Yearsley, Lond. 


Communications, Letters, Ac., to the Editor have 
been received from- 

L.— Col. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2. 


Holts, Sjiort Comments, aitb Jitskrs 
to Correspondents. 

RACIAL RECONSTRUCTION AND THE PROPOSED 
MINISTRY OF HEALTH. 

Summing up the principles which should govern the 
formation of a Ministry of Health, Dr. C. W. Saleeby, in a 
lecture on the above subject delivered at the Royal Institute 
of Public Health, London, on Oct. 16th, said that to learn, to 
teach, to guard, and to help must be the watchwords. The 
first heading would embrace a permanent anthropometric 
department, which would not only deal with physiology and 
anatomy, but include, as far as possible, a survey of the 
psychological factors of mind, while something should be 
done in regard to the selection of proper vocations for the 
people. There should also be a general up-to-date registry 
of births and deaths, with information respecting the 
living, and perpetual medical research. In part at least 
the Ministry of Health should control the instruction of all 
those directly concerned with the various aspects of health 
and healing, while the general public must also be taught 
if such a Ministry was to be an organisation appropriate to 
a free people. A watch should be kept on onr weaknesses, 
prejudices, and preferences in regard to food, drink, and 
other matters, and finally help given by special departments 
for mothers and babies, and for recreation. We were, he 
suggested, well on the way to the conquering of Mars and 
Bacchus, and the next enemy that would have to be dealt 
with was Mammon. Bradford, which was credited by the 
lecturer with making so much money that the people did 
not know what to do with it, was a model city with regard 
to the provision for mothers and babies, yet the death-rate 
was 14-6 and the birth-rate 13*2. The logical deduction 
from these figures was that Bradford was dying out, the 
reason being that home life had been destroyed. So long 
as mothers went out to work there were no homes, but the 
only factor of national safety was the mother in the home 
and the baby at her breast. Objectives for a Ministry of 
Health Dr. Saleeby sees in protection from racial poisons, 
diachylon of lead, alcohol, and, moat important of all, the 
parasite of syphiliB. 

HOW TO FEED THE FAMILY. 

The Ministry of Food has issued to the public a pamphlet 
(F.S.B. 27) containing a series of dietaries on which, with 
extreme economy and the avoidance of waste, health and 
efficiency may be maintained. Three dietaries are given in 
detail which work out at a weekly cost per “man” of 
14«. 10d., 108. 6d., and Is. bd., or for a family consisting of a 
man, his wife, and four children from 8-16 years of age 
at £3 14«. Id., £2 128. 7d., and £1 178. respectively. The 
pamphlet has been drawn up under the supervision of Pro¬ 
fessor E. H. Starling, whose name is sufficient guarantee for 
the accuracy of the physiological value of the foodstuffs in 
the quantities suggested. The recipes, too, appear to have 
been well selected and to bear the impress of the practical 
cook. The pamphlet is, of course, applicable to present 
conditions, and to present conditions only. With pre¬ 
war wages and pre-war prices no married worker was 
likely to spend £3 108. to £4 a week on food for 
himself, his wife, and four children. We may recall 
the figure of 48. 4 d. given by Mr. B. Seebohm Rowntree 
in bis recent book, “The Human Needs of Labour,” 
as the weekly cost per “ man ” of a minimum dietary 
consistent with health on the basis of retail prices 
ruling in York in July, 1914. Between that date and July, 
1918, the date at which the prices in the Ministry of Food’s 
pamphlet are reckoned, the average price of foodstuffs had 
gone up some 120 per cent., which would bring Mr. 
Rowntree’s figure to ys. 6 d. Mr. Rowntree admits that his 
standard errs on the side of economy. Dietary I. of the 
Ministry of Food is doubtless a little generous, and 
Dietary III. more than a little skimpy. Dietary II., being 
the happy mean, at the convenient figure of 108. 6 d. a 
week, deserves special attention. Copies of the pamphlet 
may be obtained gratis on application to the Despatch 
Section, Ministry of Food, 35, Park-street, London, W. 1. 

PUBLIC EULOGY OF THE MEDICAL PROFESSION. 
To the Editor of The Lancet. 

Sir,—R eferring to the note with the above heading in 
The Lancet of June 22nd it may be of interest to recall a 
somewhat similar eulogy in this small colony of Fiji. A 
good many years ago the writer was asked to see an elderly 
Fijian chief atfiicted with a painful suppurating external 
pile. This was treated in the usual way to his great 
eventual content, subsequent rectal examination being 
made to determine if internal piles were also present. The 
old gentleman subsequently described what had occurred, to 
the resident magistrate, in the following words: “The 
doctor came and removed my entire intestines, placed them 
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on a plate (which, as your note flays, is apparently necessary, 

ana is so out here also), washed them, and returned them to 
their place. ’ He then turned to his native henchman for 
confirmation of the story, and obtained loyal support for it. 

I am, Sir, yours faithfully, 

Suva, Fiji, Sept. 3rd, 191$. G. W. A. LYNCH. 

THE AUGWIN DENTAL EMERGENCY OUTFIT. 

This practical little dental emergency outfit has been 
designed by Mr. Augustus Winterbottom, F.R.C.S., L.D.S., 
for the use of sailors and soldiers on active service, and for 
general practitioners and those who are unable to obtain 
the services of a dentist. It consists of a neat metal case, 
measuring 5j x 4j x 3 in., of which the contents are as 
follows: A mouth mirror, probes, excavator, scaler, and 
stopper for the insertion of temporary fillings and the 
treatment of carious teeth, together with bottles of dental 
plasters and counter-irritant solutions for the relief of 
pain. It also contains disinfectant tablets for the treat- 
ment of the different diseases of the gums, guttapercha, 
fluid temporary filling, and a suitable supply of cotton 
wool, rolls and pellets, with simple directions for use. As 
these directions are remarkably clear and explicit, and as, 
with the exception of the counter-irritant solution, which is 
suitably labelled, there is nothing likely to prove injurious 
In the hands of the unskilled, the outfit should, with regard to 
the Army, enable the officer or N.C.O. to give relief to his 
suffering comrades. It has happened in a great number of 
cases that, owing to the shortage of dentists near the front 
line, soldiers suffering from toothache have had to endure 
much pain before they were able to return to the base, 
where lay their only chance of receiving the necessary 
treatment. In such circumstances this little outfit should 
Pu° V vt 0 b® great value. It should also do good service in 
the Navy, for the men are often at sea for long periods at 
a ln circut nstances when the mental strain is 

sufficiently severe, without the addition of physical torture. 
It actually happened that, in the early days of the war, 
an admiral, with all his responsibilities, had to suffer with 
an exposed nerve on either side of his mouth for three 
weeks before he could obtain proper dental treatment. The 
outfit is being made up by the Dental Manufacturing Co., 
Alston House, Newman-street, London, W. 1. 

ACCURATE CLINICAL THERMOMETRY. 

Reference was made last week in our annotation columns 
to the Order issued by the Ministry of Munitions of War 
demanding that on and after Oct. 21st, 1918, no person shall 
sell, offer for sale, supply, or deliver any clinical thermo¬ 
meter which has not been tested, approved, and marked in 
accordance with rules made by the Controller of Glassware 
Supply on behalf of the Minister of Munitions, in consulta- 
tion with the Local Government Board and the Department 
of Scientific and Industrial Research. 

u “ d ® r 8fcaud that no steps will be taken to enforce 
thfT.° rder ? nfcl Nov. 21st. The period during which clinical 
b ® , a PP roved if they show an error of no 
SnlfvaH be extended so as to include those 

afc National Physical Laboratory on or before 

that date. This extension however, only applies to stocks 

tbau manufacturers! th<S 0rder < 0c ‘- llth > *>y dealers other 

A HOME SCHOOL WANTED. 

To the Editor of The Lancet. 

°f your readers recommend a home school, 
preferab y on the East Coast, where a girl of 15, subject to 
mild epilepsy, would be received for general education? 

_ „ 1 am, Sir, yours faithfully, 

B.N. Hospital, Haslar, Oct. 23rd, 1918. HlLDRED CARLILL. 

f 8 a f ^ ct tl J afc in a11 lar 8 e establishments 
some amount of clerical and organising work falls to the 

wMnh al of men - Y e ,ea * thi8 is P arfc 0? the 8 y 0tem under 
which, at any rate in older days, officers of the R.A.M.C. as 

GLmioian’k 8eniority became more of organisers and less of 

Cannes. 

For further information refer to the advertisement columns. 

Bexley, Kent, London County Mental Hospital.—hat. M.O’s. 7 gs. a wk. 
Birmingham City Sanatorium and Anti-Tuberculokis Centre.- Jun. 

Asst. M.O. £350. 

Birkenhead Union-Son. and Jun. Res. Asst. M.O’s. £350 and £300 

Bradjord.— Temp. Asst. 8ch. M.O. £8 8s. per week. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Dagenham ( Temporary ) Sanatorium.—Res. M.O. £300. 

Dorchester, Dorset County Council Education Committee.— School 

Dentist. £350. 

Greenwich Union Infirmary.—hat. M.O. £300. 

Hastings, East Sussex Hospital.—H.S. £250. 

Hospital for Consumption and Diseases of the Chest, Brompton.— H.P. 

30 guineas. Also Asst. Res. M.O. £100. 

Hospital for Sick Children, Great Ormond-street, W.C. -H.S. £f00. 

Huddersfield County Borough.— Fomale Asst. M.O.H. £400. 

Kirkburton, Storthcs Hall Asylum, Huddersfield— L.T. £7 7*. per wk. 

Leeds City Public Health Department. — Female Med. Asst. £400. 

London Temperance Hospital, llampstead-road, N. IF. — Medical 

Registrar. 40 guineas. 

Mafichester, Crossley Sanatorium, Delamere Forest, "Cheshire.— Asst. 

M.O. £300. 

Manchester Northern Hospital for Women and Children, Park-place, 

Cheetham Hill road.— H.S. £150. 

Netley, Welsh Military Hospital.— M.O. £400. 

Newcastle-upon-Tyne, Royal Victori l Infirmary. — Asst Res. M.O. 

£250. Also H.P.'e. and H.S.'s. £50, and (in one case) £100. 
Newcastle-upon-Tyne, University of Durham College of Medicine.— Lect. 

Psych. Med. 

Plaistow Fever Hospital.— Asst. M.O. £3C0. 

Plymouth, South Devon and East Cornwall Hospital.— H.P. £200. 

Queen Charlotte's Lying-in Hospital, N. IP.— Asst. Res. M.O. £60. 

Reading, Royal Berkshire Hospital.— H.P. £250. 

Rhondda Urban District Council.— Dent. S. £350. 

Royal London Ophthalmic Hospital — Deputy Bacteriologist. £120. 

Salford Royal Hospital.— H.P. £250. H.S. £200. Jun. H.S. £150. 

South IjOndon Hospital for Wotnen. -Female Clin. Asst. £1 Is. per 
attendance. Also Ameith. 10s. 6d. per attendance. 

Stepney Tuberculosis Dispe nsary.— M.O. £500. 

Wakefield, Clayton Hospital.— H.S. £250. 

Western General Dispensary, Marylebone-road, N. IF.— Hon. Oph. S. 

West London Hospital, Hammersmith road, IF.— H.S. 

Whitechapel^ Dispensary for the Prevention of Consumption, Whitechapel, 

Wilts County Council.— L.T. for M.O.H. 14 guineas per week. 

Appointments are vacant for a Medical Referoc under the Workmen’s 
Compensation Act for County Court Circuit No. 6 (St. Helens and 

Wldnes) and County Court Circuit No. 7 (Birkenhead and Runcorn). 
Applicants, who should reside In the respective neighbourhoods, 
should communicate with tho Private Secretary, Home Office, not 
later than Nov. 6th. 

Carriages, anb gtatfcf, 

BIRTHS. 

Foot. — On Oct. 15th, at Rydal, Crawley Down, Sussex, the wife of 

Captain T. J. Foot, R.A.M.O., of a son. 

Ilott. — On Oct. 16th, at Seaton, Devon, the wife of Captain Cyril H. T 

Ilott, R.A.M.C., of Bromley, Kent, of a daughter. 

Kennedy.— On Oct. 17th, the wife of Major O. M. Kennedy, F.R.C.8., 

R.A.M.C., of a son. 

Sawyer. — On Oct. 14th, at Farquhar-road, Edghaston, Birmingham, 
the wife of Lieutenant-Colonel J. E. II. Sawyer, R.A.M.C., of a son. 

MARRIAGES. 

MATHBWBON-HAMMOND.-On Oct. 16th. at West Ham Parish Church, 

George Douglas Mathewson, M.B., F.R.C.P.B . Temporary Major, 

R.A.M.C., to Alice Henrietta, second daughter of Captain and Mrs. 
Hammond, Forest Gate, Essex. 

DEATHS. 

Finch.—O n Oct. 8th, at the Officers’ Hospital. Basra, Mesopotamia, 

Captain George Finch, R.A.M.C. (T.F.), late of Ipswich, of pleuro¬ 
pneumonia. 

Nightingale. — On Oct. 17th, at Sloane-atreet, suddenly, of pneumonia. 

Percy Athelstan Nightingale, M.D. Kdin. 

N.B.—A fee of 5s. is charged Jor the insertion of Notioes of Births, 
Marriages, and Deaths. 
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SPIROCHETOSIS ICTEROMMORRHAGICA. 

Delivered before the Section of Medicine of the 
Royal Society of Medicine 

By Major-General Sir BERTRAND DAWSON, 
M.D.Lond., F.R.C.P.Lond., G.C.V.O., C.B., 

ARMY MKDICA7 SERVICE; PHY8ICIAN-IN-ORDINART TO H.M. THE KINO; 
PHYSICIAN TO THE LONDON HOSPITAL. 


The spirocbaetes form a large group of unicellular 
Organisms, most of which are harmless saprophytes, and 
are commonly found in the various genera of shell fish. 
Those proved to be pathogenic are few, though increasing in 
number, and belong to the smaller forms. It seems to be 
established that they multiply by longitudinal or transverse 
division, but conjugation has not been established. The 
spirochsete of tick fever has been shown by Leishman to give 
rise to coccoid forms which appear to be able to produce the 
disease, and resembling, it maybe, in their attributes bacterial 
spores. Whether spirochsetes belong to the vegetable or 
animal kingdom—whether they are bacteria or protozoa—is 
a question of academic interest for determining which 
criteria appear to be lacking. 

Description of Organism : Cultivation and 
Agglutination. 

Spirochceta icteroJuemorrhague , discovered by Inada and 
Ido in 1914. The organism varies in length from 4^c to 25 y. 
with an average of Qy. to 9 a- The ends are sharp and 
pointed, and in many cases hooked. Martin, Pettit, and 
Vaudremer have described flagella, terminally placed, and of 
varying length and ending in circular knobs, the significance 
of which is unknown. (Fig. 1.) The organism shows 
irregular undulations, usually composed of two to three 
large, or four to five smaller, waves. (Fig. 2.) Rarely forms 
in which the waves are more numerous and regular occur, 
thus resembling T. pallidum. Other variations in shape are 
met with: round or oblong granules, three or four in number, 
may appear within some forms. 

Cultivation. — S. ioterohamorrhague was first cultivated by 
Ito and Matsuzaki, who employed the method of Noguchi, 
guinea-pig kidney replacing that of the rabbit usually 
employed. The cultures were made from the blood or liver- 


between 22° C. and 32° C. Growth is at its height about the 
tenth day in primary oulture, and at the fourth to sixth day 
in subsequent subcultures, and usually at the end of three 
weeks the culture is dead. Subcultures should be made at 
the height of growth by the inoculation of fresh tubes of 
media with OSc.cm. of the living cultures. No growth, or only 
feeble growth, occurs in the presence of contamination. 

The organism has considerable vitality and will remain 
active in tap-water exposed to wintry weather for many days, 


Fig. 1 .—Spirochxta ictcrohxmorrhagix (Pettit). 

pulp of an infected guinea-pig, and incubated at a tempera 
ture of 22°-25° C. They noticed that growth commenced 
as a rule in from three to seven days, and that the first 
generation lived from three to six weeks, the lives of 
succeeding generations being rather shorter. These same 
workers have since shown that this spirochsete can be grown 
in various media, liquid and solid—blood agar and gelatin 
human serum, dilated ox serum, and ascitic fluid. 

Martin and Pettit advise the use of diluted rabbit serum 
(1 in 5 of normal saline) or diluted ox serum (1 in 9 of normal 
saline). The medium is covered with a layer of sterile 
paraffin and no tissue is added. The optimum temperature 
is about 27° C., but growth occurs at temperatures varying 
No. 4966 


Fig. 2.—Spirochxta icterohirmorrhagiie in blood of guinea-pig 
experimentally Infected (Bedson). 

but it has a curious way of suddenly dying out under good 
conditions and without any apparent reason. 

Agglutination. —It was noted by Martin and I ettit, during 
the course of their work on the preparation of an antiserum 
for spirochaetal jaundice, that this antiserum was capable of 
agglutinating the spirochsetes. The antiserum therefore 
possessed, in addition to the spirochaeticidal immune bodies, 
a specific agglutinin. In view of this fact they examined 
the sera of convalescents for the presence of agglutinins, and 
were able to show that here also the sera possessed the power 
of clumping the spirochsetes. Since it is possible to grow this 
spirochsete with comparative ease, we are now in possession 
of an additional diagnostic test of value. 

The cultures used must be at the height of growth and 
must show no clumping of spirochaetes. Unless the culture 
be very rich macroscopic agglutination is not obtained ; the 
test therefore has to be done microscopically with the aid of 
a dark-ground condenser. Martin and Pettit have shown 
that this agglutinating power of the sera of convalescents 
may rise to a titre of 1 in 500 or 600, whilst normal sera and 
the sera of syphilitics are without effect on the spirochaete. 
These agglutinins appear in the blood about the third week 
of the disease, at the same time as the other immune bodies. 

Clinical Manifestations. 

The disease has more often a sudden than a gradual onset# 
and manifests itself by shivering, head and body pains, great 
prostration, vomiting, and diarrhoea. The temperature rises 
quiokly to 102° F. or higher. During the succeeding three or 
four days the conjunctivas become injected, and herpes, 
which is liable to become haemorrhagic, appears on the lips 
in about 40 per cent, of the patients. Bleeding occurs in 
most of the severe cases, but uncommonly in the mild ones. 
It may come from the nose, lungs, stomach, bowel, or as a 
purpuric rash. Early in the illness a slight haemoptysis is a 
valuable diagnostic sign. It is to be noted that hemorrhage 
often precedes jaundice in order of appearance. 

The jaundice usually appears on the fourth or fifth day, 
but may be as early as the second and as late as the seventh 
day It reaches its height about the tenth to twelfth day. In 
some cases it is intense, and the skin takes the greenish hue 
met with in complete obstruction of the common bile-duct. 
Constipation is marked. The stools may become cl ay-coloured, 
though in most cases a small quantity of bile gives them a 
light brown colouration. Tenderness in the upper abdomen is 
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usual. The tongue is 

furred and brown. 
The liver is fre¬ 
quently enlarged to 
the extent of two or 
three fingers below 
the costal margin. 
The spleen is not 
palpable. The gland 
is in the axillae and 
groins are sometimes 
enlarged and shotty. 

In severe cases 
there are evidences 
of an acute bronch¬ 
itis. The respiration 
in rate may rise to 28 
or 30, and when a 
fatal result is im- 
pending may re- 
semble that met with 
in uraemia. The pulse 



Case 1. 


Date, 

TBS of Pis 


i 


103° 

102 ® 


101 ® 

100 ° 


99® 

97® ■ 
n<*v 7 


is slow in proportion to the pyrexia, a rate of 75-85 being 
quite usual. In this respect the disease resembles enteric 
fever, though differing from the latter in that the heart does 
not lock with atropine. The systolic B.P. is about 120 mm., 
being higher than the B.P. of enteric fever. 

The early weakness and prostration are characteristic of 
the disease. Frontal headache and aching behind the eye¬ 
balls are distressing symptoms at the commencement, but 

diminish as the 
days pass. The 
muscular pains 
last longer, and 
are at times 
intense. Twitch- 
ings and convul¬ 
sions may pre¬ 
cede or accom¬ 
pany the coma 
of the fatal cases. 

The urine con¬ 
tains bile in 
abundance, 
which may per¬ 
sist for four to 
five weeks. Albu¬ 
min is usually 
present, and may 
reach a sixth ; 

hyaline, epithelial, and granular—are common. Some 
authors lay stress on the evidences of renal 
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Ci8E 1 (see chart).— 
Aged 38. Unset sudden, 
with vomiting. Day 3; 
Dark urine. Day 4 : 
Drowsy ; ill; reported 
sick. Day 7: Brown 
tongue: jaundice ++; 
epigastric tenderness. 
Liver + two fingers ; 
spleen 0. Urine: albu¬ 
min, bile, casts. Stools 
contained some bile. 
Blood: K.B.C.5,200.000; 
W.B.O. 13,000. Day 7 to 
18: Toxic; jaundice 4- +. 
Day 19: Gall-bladder 
drained (operation). 
Day 22: Jaundice less ; 
condition improved. 
Day 32: Convalescent. 

Not all cases of 
this disease conform 
to the foregoing 
picture ; many are 
mild and less 
defined in their 
difficult of detection. 


manifestations, and therefore more 

- Spiroch&toHt (mild) (see chart).—Sudden onset; pains head 

and body; vomiting. Day 6: Suffusion of conjunctivas; slight 
.jaundice; liver 0 ; spleen 0. Day 9 : Jaundice + + ; drowsy. Day 10 : 
Condition improving. 1/30 gr. atropine increased heart from 60 to 90 
in 'urine 1 ^ m * nUte W.B.C. 8500. Day 12: Typical splrochaetos found 

Case 3. Enteric jaundice (inoculated against “ T”). (3ee chart).— 
sudden onset; l&ssLude +4- ; headache. Day 2: Generalised pains. 


Case 2. 



Case 4. 

Day 4 : Jaundice. Day 5: Vomiting + + , with streaks of blood. Day 6: 
Jaundice ++ ; liver + 3 fingers ; spleen 0. Day 8: Apathy; iaundice 
+ + ; W.B.C. 23.800. Day 10: Spleen -f ; 1/30 gr. atropine increased 
heart from 70 to 76 beats per minute. Urine: Bile +; casts; no 
albumin. Day 15: Spleen ++; jaundice diminishing. Condition 
improving. 

Bacteriological data : Blood, stool and urine, negative to enteric 
group. Agglutination: 8th day, T. 1 In 3675; 16th day, T. 1 in 2822. 
Paratyphoid A and B negative 1 in 5. No spirochaptes in urine in two 
examinations. 

■■■I M , The superficial resemblance between Cases 2 and 3 is 

The jaundice will reach its height striking.. Curiously they were in the same hospital and at 

the same time. 


casts 
French 
insufficiency. 

# The course of the illness varies with the severity of the 
disease. In the acute case an irregular type of pyrexia 
persists for 10 to 14 days, and ends by lysis. In some 
instances there is a secondary rise of fever about the 
beginning of the third week, which is difficult to explain, 
since there is no accompanying exacerbation of symptoms or 

increase of jaundice, rpu ~ 5 - Ji -- — 1,1 1 - • • * 1 

about the tenth day, 
and this often coin¬ 
cides with the fall 
of the temperature. 

In other cases the 
temperature will fall 
earlier, wl\jle the 
jaundice is still 
deepening. Conva¬ 
lescence is slow, but 
recovery is complete. 

Illustrative 
Cases. 

The following 
cases illustrate 
various types of the 
disease and show 
how the brunt of the 
morbid process does 
not always fall on 
the same organs. Cask 3 
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Case 3 might so 
easily in the early 
stages have been 
taken for catarrhal 
jaundice, suggesting 
to us again how 
often the latter 
diagnosis has dis¬ 
guised enteric fever. 
The acute onset in 
this case is no un¬ 
usual occurrence, 
for the acute onsets 
of enteric have been 
as frequent as the 
gradual ones. Apart 
from the bacterio¬ 
logical evidence the 
contrasts lie in the 
spleens, the con¬ 
junctival suffusion 
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and the atropine reactions. It might be urged that the W B C 

in Case 3 should have been decreased, but in our experience 
leucopenia in enteric is by no means a constant feature. 
Spirochetosis without jaundice .—Cases 4 and 5 illustrate 

this variety. , L ,, _ 

Cash 4 (see chart).—Onset sudden ; feverish ; generalised pains , 
lassitude +, giddiness. D*y 3: Cough; herpes laoialia. Day 4. 
Spirochetes in blood; pains continue. Diy 10: Patient improving 
Day 14 : Typical spirochetes in urine. 


the centre of this area was the ampulla, swollen and con¬ 
gested. The above features were seen, though in a less 
degree, in the stomach and first three feet of the jejunum. 
The rest of the intestines was normal in appearance. At 
the edge of the lesser omentum and about the bile-ducts 
were numerous enlarged lymph-glands. The normal appear¬ 
ance of the common bile-duct formed a sharp contrast to the 
duodenum. The last portions of the pancreatic and common 
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Case 6. 

Case 5. (No jaundice.)-Sa<\<\en onset; headache ;b3(lyp^ L P 
phobia i vomiting. Da, 1: T. 104-2° . patient very 111. D«a 2-b: Con 
mnctlval suSuaion ; berpeB lablalls ; vomiting + i no haemorrh »ges. 
Day 14 : Convalescence. Day 20 : Relapse of fever and P«n«. , 

Inoculated guinea-pig developed jaundice. Spirochaetes in patients 
urine until the end of the ninth weak. 

Case 6. Nephritis in association with jaundice. (See chartO- 
Onset and early days : Boivpilns; mild heatacne ; transient cedema. 
Urine . albumen and blood. I)iy 10 : Looked ill. Urine: 
blood and casts. Day 11; Fever; urine as before. Day 15 : . Jau , n ^* ® 
faint. Dav 17: Jaundice deep. Urine *, blood 0 * albumin, tirace. 
Days 17 to 30: Weak; waste!; drovsy; cholacraic. Picture resembled 

8P Bacteriologica?data : Enteric negative. Typical spirochetes In urine 
on three occasions. 

The interesting question arises. Did spirochaetal infection 
happen to follow close on the heels of trench nephritis or 
did it cause the whole illness ? The latter would seem to be 
the more probable explanation, the spirochaetal infection 
first falling on the kidney and later attacking the duodenum 
or liver and thm producing the more usual clinical manifesta¬ 
tions. The pathological findings in the kidneys are some¬ 
times in keeping with a nephritis having existed during life. 

Cases 7, 8, and 9 illustrate severe forms of the disease 
ending in death. 

CiSE7.-Oi.et: Vomiting ; piln.ln leg; fever. Div 3: H*mU*mMls 
a Dint) Dav 4 III; drowsy. Day 7 : Jaundice rapidly + + ■ Day 10. 
J.Sn-llw + + + i ab-lomln.1 dletemlon ; slight cough : blo vly sp 
LI ver + 3 finger.: .oleen 0. Urine: Bile +; albumin + ; no casts 
sloolstlay. K.B.C.3.000.000; W.B.C 29.000. 

Dav 20: Temperature normal; jtuaiice lo3s. Davs 22 to 29 . Urowai 
neS 8 ++ ; picture of diabetic coma; jaundice diminishing; general 
clonic convulsions on 27th day; death in coma. 

Case 8.—On*et acute: pains; repeated vomiting ; /e r V HI; 
continued till the 14th day. Jaundice »PP 9are ^ 5th 
4 -2 finders* spleen 0. Urine: Albumin trace; casts + + • btools 
Mmost *d*y'»Foured. Blood: W.B.C. 22,500. Drowsy throughout 
died on 14th day from toxaemia. 

Case 9 (see chart).—Onset,: Head and body pains, weakness. chilli¬ 
ng Temperature 102°. Days 2 and 3: Repeatei vomiting. D\y 3: 
Herpes labialis; jaundice. Day 4 . Temperature norms1; ; 
markedly increased; liver and spleen not palpable; patient much 
worse Day 5- H ematemasls ; albumin -M-, epithelial and erythro- 
casts, no splr.*ch*tes; dry brown tongue; tonic convulsions ; 
ceneral condition grave. Day 6 and onward* : Bplstaxls, hae mat-emesis, 
raelscua, purpura. Guinea pig inoculated seventh day’; negative. 
Day 12* Death from toxaemia and anaemia. Urine contained charac 
teristlc spirochaetes. 

Pathology. 

I will pass at once to the morbid appearances of the two 
last cases, Nos. 8 and 9. 

The mucous membrane of the duodenum was very 
teiematous and congested, its colour resembling a dark-blue 
plam. Round the orifice of the bile-duct was an area about 
the size of a florin, slightly raised above the level of the 
surrounding mucous membrane, and red and injected. In 


Case 9. 


bile-ducts were laid open. These also were of normal appear¬ 
ances, except the termination in the ampulla of \ ater, which 
was swollen, congested, and blue. 

Iq Case 9 a probe passed along the common duct (before 
the latter was opened) into the duodenum dislodged a formed 
plug which was impacted in the ampulla A film made 
from this plug showed numerous epithelial cell nuclei 
embedded in a matrix of mucin. The structure of the 
ampulla with the plicated arrangement of the mucous mem¬ 
brane within its lumen favours such impaction and obstruc¬ 
tion, as Fig. 3 shows. That an inflammation of the duodenum 
exists is further borne out by the results of duodenal 
intubation. On numerous occasions the withdrawn duodenal 
contents showed the presence of polymorphonuclear enco- 
oytes and large mononuclear cells, which were obviously the 
result of local inflammation. , 

It would seem to be clear, therefore, that in some 
instances the spirochetal infection localises in the 

liver in each of Cases 7, 8, and 9 showed to the naked 
eye only insignificant or slight changes. It was nearly normal 
in size; its cut section was of a greenish hue and firm in 
texture. In each the gall-bladder was normal in size and 

P On microscopic examination the liver cells in Cases 7 
and 8 were natural in appearance and arrangement, the 
lobules were clearly defined, and. apart from biliary stasis, 
the only abnormal feature was collections of cells in the 
portal areas, such as occur in many diseases. (Figs. , 

an Cise ) 9 shows slight though definite changes in the liver. 
There is some loss of lobular pattern ; the hepatic cells here 
and there show undue variation in size and shape, or their 
nuclei are large or multiple ; a few mitotic figures are to e 
seen in the cells, and vacuolation of the cytoplasm <can be 
observed. (Fig. 5.) In scrapings from the liver one definite 

spirochmte was seen. . , . , .. 

In contrast to the foregoing there are cases in which the 
duodenum shows no notable change, and the liver, tho £gb 
not presenting any marked morbid appearance to the naked 
eye, shows definite changes on microscopic section In 
Fig. 6 the liver cells are dissociated, many are markedly 
enlarged, with well-stained nuclei. Other cells contain two 
nuclei, and mitoses are numerous. In the centres of the 
lobules the cells are less well defined, stain imperfectly, and 
show slight granular changes. These changes su;j nOA 
effect of damage which has been insufficient to 
extensive necrosis, but has acted as a stimulus to ce gr ‘ 
They somewhat resemble what is seen in subacute yei 
atrophy 
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The next example came from an acute case of only a few 
days’ course. It shows a liver that is the seat of advanced 
changes, both naked-eye and microscopic. It is diminished 
in size, its capsule is wrinkled, and in section there are loss 
of lobular pattern and numerous yellow areas of necrosis. 
Here complete destruction of liver cells may be seen, the 
framework of interstitial tissue only being left. Elsewhere 
in the section groups of hepatic cells show evidence of 
reaction—double nuclei and mitotic figures. Some large 
mononuclear cells are seen loaded with bile-pigment, and 
there is polymorphonuclear infiltration. The endothelial 
lining of the bile-capillaries seems to be healthy. (Fig. 7.) 

Hart describes his own observations with those of Pick 
and other German workers. He bears out the earlier observa¬ 
tions in the British Army, that the disease falls with varying 
force on the liver, the changes showing gradations between 
the slightest deviation from normal structure and an extreme 
disorganisation indistinguishable from acute yellow atrophy. 

He further quotes an autopsy of a case which lived three 
months, illustrating the later anatomical changes following 
disorganisation of the liver. This liver had an irregular 
surface, lobular structure was lost, only islands of liver- 



Fig. 3.—Section oi ampulla of Yater. a, folds within lumen of ampulla ; 

b, mucous membrane of ampulla; c, crypts; <1 , submucous coat. 

tissue remained, and there was an extensive fibro-nuclear 
infiltration round these islands—in other words, anatomically 
cirrhosis had supervened on acute yellow atrophy. 

Other organs .—The changes in the kidneys likewise vary, 
though not to the same extent as those in the liver. In one 
case the appearances are merely those of cloudy swelling ; in 
another there is inter- and intra-tubular infiltration with 
polymorphonuclear leucocytes (Fig. 8); while in another 
(Fig. 9) there are, in addition, haemorrhages in the glomeruli 
causing disruption of cells; the protoplasm of the tubular 
cells stains badly, has a granular appearance, and shows 
vacuolation—in short, the process approaches necrosis. 

The spleen and pancreas show no departure from the 
normal, but peritoneal, sub-pleural and sub-pericardial 
haemorrhages are common. Haemorrhages are found in the 
substance of the lung, and in some instances reach the 
size and consistency of those met with in mitral stenosis. 

Presence or Absence of Jaundice. 

It is clear, therefore, that whether judged from clinical 
manifestations or pathological appearances not always the 
same organs receive the brunt of this infection, a fact with 
which we are familiar in other diseases, notably another 
spirochaetal infection—viz , syphilis. The duodenum and 



Fig. 4 a.— Section of liver from a case of spirochxtul jaundice. 


the liver are frequently selected, and as a result jaundice is 
a common feature. 

What then is the immediate cause of the presence or 
absence of jaundice? Where there are inflammation and 
swelling of the duodenum and the papilla of Vater and no 
changes within the liver except bile stasis it is caused by 
obstruction of the outlet of the common duct. Where there 
is disorganisation of the lobules, with damage to the cells 
and intrahepatic ducts, the jaundice is caused by interference 
with the drainage of the bile within the liver. Where there 
are no definite changes in the liver and no swelling of the 
duodenum, jaundice is absent. Repeated examinations of 
blood have been made to make sure that the jaundice was 
not due to over-production of bile, but there has never been 
any evidence of blood destruction, and in two cases in which 
it was tested the blood fragility was normal in one and 
decreased in the other. 

A comparison between aente yellow atrophy and spiro- 
chaetosis icterohaemorrhagica is worthy of attention. On the 
pathological side two of the illustrations I have shown 
manifest a striking resemblance to acute and subacute 
yellow atrophy. On the clinical side acute yellow atrophy, 



Fig. 4 u.—Part of the same section more highly magnified. The liver 
cells and their arrangement appear normal. Biliary stasis is evident. 


though usually running a rapid course, may extend to 14 or 
more days’ illness. Again, in the wards the clinical picture 
has often been that of acute yellow atrophy, and yet there 
have been no characteristic changes in the liver after death, 
and we get out of the difficulty by calling these cases 
“ icterus gravis.” Further, Rolleston records the following 
case of acute yellow atrophy without jaundice. 
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Onset sudden, with pain and slight ha'niateraesis. On second and 
third days haemateraesls, and on following three days melacna. On 
second day liver dullness was diminished. The temperature was usually 
between 90° and 100° F. No jaundice. The patient became progressively 
weaker and drowsy, and died on the eighteenth day. Post mortem the 
liver showed acute yellow atrophy. 

I do not suggest that acute yellow atrophy as we have 
known it is due to this spirochaste ; rather, that what we 
style in the post-mortem room acute yellow atrophy is the 
fullest anatomical expression of a destructive process of 
which there are several grades, and which may be caused 
by several agencies, Spirochetta icteroh&morrhagicr amongst 
them. 

The Disease in the Guinea-pig. 

Now we will deflect for a moment to the disease in the 
guinea-pig in so far as it bears on the human problem. The 
guinea-pig, the mouse, the rat, and the rabbit are all prone 
to the disease, and of these the guinea-pig is the most 
susceptible. In the guinea-pig the disease incubates for 
6 to 13 days ; its manifestations comprise fever (103°F or 
higher), conjunctival congestion, haemorrhages, jaundice, 
and albuminuria. The jaundice appears when the tempera¬ 
ture has reached its maximum, the animal then becomes 
more acutely ill, and 24 hours after its appearance there is a 
fall of temperature to subnormal, followed by collapse and 



Fig. 5.—Section of liver from Case 9 showing slight changes. 


death. Spirochaetes appear in the blood [with the onset of 
fever, and appear in the urine soon afterwards. The 
jaundice is usually deep, though in some cases it is faint, 
and occasionally absent. 

The pathological changes in the guinea-pig are very 
characteristic. The skin and internal surfaces are coloured 
yellow, haemorrhages are widespread in the skin, alveolar 
tissues, muscles, under serous membranes, and in the post- 
peritoneal tissues in the region of the kidneys. The lymph 
glands are enlarged and frequently haemorrhagic. The 
small bowel is usually congested and may show numerous 
haemorrhages under its serous coat. In some instances the 
mucous membrane of the duodenum has been more congested 
and swollen than that of the rest of the bowel. Haemor¬ 
rhages occur prior to the jaundice. The liver to the naked 
eye appears natural. Microscopically the changes vary from 
cloudy swelling to acute parenchymatous degeneration, small 
areas of necrosis being found in the section. The kidneys 
are acutely congested and show minute haemorrhages sub- 
capsular and throughout the cortex. Microscopically the 
changes are those of parenchymatous nephritis. The 
tubular epithelium often shows degenerative changes, and 
there is a leucocytic infiltration around and in the tubules. 
The suprarenals are usually haemorrhagic, as is prone to be 
the case in any toxaemia in the guinea-pig. On the surfaces 
of the lungs are haemorrhages so arranged as to give the 
lungs the appearance of “ the wings of a mottled butterfly.” 
The heart shows nothing, except that it may be the site of 
small haemorrhages. 



Fi<». 6.—Section of liver from a case of spirocbsetal jaundice showing 
dissociation of cells and marked degenerative changes. 


Whereas the spirochiete is found with difficulty in man, it 
is abundantly present in the guinea-pig. It is found with 
ease in the blood of the jaundiced animal and in its liver ; a 
smear from the latter will show a dozen or more spirochaetes 
per oil immersion field. In the kidneys and suprarenals the 
spirochaetes are also plentiful, though patchy in their dis¬ 
tribution. They are numerous in the urine from the onset 
of the jaundice. The spirochaetes are excreted in the urine, 
faeces, and bile, all three of which are infective for the guinea- 
pig (and would be for man), and especially the bile, not¬ 
withstanding the fact that the Japanese workers have failed 
to demonstrate the spiroebaete in the bile. 

The disease is best conveyed to the guinea-pig by the 
intraperitoneal injection of 3 to 5 c.cm. of blood, either from 
an infected guinea-pig or human, though in the case of the 
latter the infectivity is limited to the first few days of the 
illness. As regards the infectivity of the urine there is 
difference of opinion. The Japanese workers found the 



Fi«;. 7.—Section of liver from a caae of splrochaetal jaundice showing 
extreme degrees of change. 

patient's urine infectious for guinea-pigs, and so did the 
French, whereas Stokes and ourselves failed in a limited 
number of efforts to convey the disease in this manner. 
Source of Infection in Man. 

By what means do human beings become infected ? As 
was first pointed out by the Japanese workers, this spiro- 
chsete is found in the kidneys and urine of rats. If either 
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the urine or an emulsion of the kidneys of such rats be 
inoculated into guinea-pigs the disease is reproduced. The 
organism is found in rats away from, as well as in, areas 
where this jaundice prevails. Rats act, then, as reservoirs 
for these spirochaetes. Probably the disease was primarily 
rife amongst these rodents, and the latter have slowly 
acquired tolerance. Noguchi has recently shown that 
American wild rats contain this organism in their kidneys, 
and by immunisation experiments has proved that the 
American, Japanese, and Flanders strains are identical. 
Coles, in the course of en investigation on 100 rats in 
England, found Spirochceta icterohcemorrhague in 9 instances. 

It is easy to see how the infected urine of rats can convey 
the disease by fouling the water and the food in the trenches. 
Nearly all the cases in Flanders occur in men who are, or 
recently have been, in the trenches, and the disease is more 
prone to occur in wet trenches than dry ones. Moreover, 
infection appeared to be endemic; thus, if an infected 
detachment was removed from the trench the cases 
diminished, whereas if a new detachment entered the same 
trench cases began to appear in it. 

Diagnosis. 

The evidence as to the cause of this disease would appear to 
be complete and the method of transmission fairly assured. 

1. This spirochaete can be found in the peripheral blood 
stream of patients suffering from the disease. 

2. Injection of infected human blood into the peritoneal 
cavity of the guinea-pig will produce a characteristic fatal 
illness in that animal, in whose tissues the spirocbuctes are 
present in large numbers. 

3. The spirochiete has been isolated in pure culture, and 
inoculated from such culture the guinea-pig contracts the 
disease. 

4. The disease has been produced in man by accidental 
inoculation from an infected guinea-pig. 

5. After the first fortnight of the disease the spirochaete 
may be found in the patient’s urine, and in the third 
week of the. disease the patient’s serum agglutinates the 
spirochaete. 

The difficulty in diagnosis lies in the fact that in the early 
stages the symptoms may only be those common to several 
diseases. Enteric fever, trench fever, influenza, and other 
fevers may show the same initial symptoms. The occurrence 
of haemorrhages would certainly suggest spirochastosis ; the 
same would be true, though in less degree, of conjunctival 
suffusion and herpes. Both of these may also occur in trench 
fever, though the herpes in the latter is not haemorrhagic. 
By the time that there is suspicion of spirochaetosis it may 
be too late to ensure a positive result-from the inoculation of 
a guinea-pig. 

The blood of the patient suffering from spirochaetosis is 
only infective during the early stages of the disease. After 
the fifth day the chances of a positive result diminish, and 
after the eighth day are few. 

Since the average day of appearance of jaundice is the 
fourth or fifth, it is easy to see that the opportunity of 
inoculating a guinea-pig in time may easily slip. Though, 
therefore, this diagnostic test is conclusive, it has in practice 
its limitations. In mild cases and non-jaundiced cases these 
limitations are even greater, for in the former the infectivity 
of the patient’s blood is of more brief duration, and in the 
latter the manifestations suggesting the presence of this 
disease would often be too late in appearing. 

The disease may also be conveyed to the guinea-pig by 
inoculation from the patient’s urine. The centrifugalised 
deposit from 40-60 c.cm. of urine suspended in 5 c.cm. of 
normal saline solution is the injection employed. Gamier 
and Reilly have shown that positive results may be obtained 
from such urine inoculations after the blood has ceased to 
be infective and as late in one recorded instance as the 
twenty-eighth day. If, then, it is too late for blood inocula¬ 
tion, or the latter has failed, urine inoculation should be 
tried, but with only modest expectation of success. 

Direct examination of the blood is of small value because 
the spirochaetes are only present in the circulation during 
the first days of the disease, and then only in scanty 
numbers. The organisms are, however, sometimes found, 
and smears stained by Fontana, Giemsa, or Leishman are 
worth making. 

In practice if the guinea-pig inoculated with the patient’s 
blood is negative and the inoculation were not done early 
enough to justify the acceptance of a negative diagnosis 



Fig. 8.— Section of kidney from a case of epirochaetal jaundice showing 
cloudy swelling as well as inter- and intra-tubular polymorpho¬ 
nuclear infiltration. 


there has to be a delay of several days before other examina¬ 
tions can be fruitful. These are examinations of the patient’s 
urine and agglutination tests. 

Spirochetes in the Urine 

The spirochaetes are eliminated chiefly by the kidney. 
They appear in the urine about the ninth day, reach their 
maximum about the fifteenth day, and disappear at the end 
of the fifth week. 

Collect the urine in a sterile vessel, centrifuge 50 c.cm. of 
it, wash the deposit with sterile water, re-centrifuge and 
make smears with the final deposit, stain by the Indian ink 
or collaigol method, or better still by the method of Fontana. 
This method needs practice both in its technique and in the 
identification of the typical spirochaete. The urine should be 
examined on two or three occasions. If, as often happens, 
it has been too late either to perform or to draw inferences 
from inoculation of a guinea-pig, the demonstration of spiro¬ 
chaetes in the urine at a later stage is evidence of considerable 
value, though less convincing than the reproduction of the 
disease in an animal. 

The significance of spirochaetes in the urine has given rise 
to some discussion. It may be asked, Are not spirochaetes 
found in the urine in other conditions besides this disease ? 
Can the specific spirochaete be morphologically distinguished 
from other spirochaetes ? 

It is known that spirochaetes are found in the urethra and 
about the meatu9. These can be excluded by adopting pre¬ 
cautions in the collection of the urine. Stoddard examined 
50 patients who had no recent history of a relapsing fever 
and 50 healthy soldiers. He made smears of the material 
taken from the meatus and distal urethra. He found spiro¬ 
chaetes in 50 per cent, of the former series and in 22 per 
cent, of the latter series. It is admitted that spirochaetes 
are found in the urethra and round the meatus, though other 
observers do not find them with the frequency of Stoddard’s 
figures. These spirochaetes are thick, have a varying 
number of regular coils, and do not show morphological 
resemblance to the spirochaete of this disease. 

In examining control urines (collected with the usual pre¬ 
cautions) from cases of scarlet fever, measles, lobar pneu¬ 
monia, enteric fever, &c., Bedson, in my laboratory, only 
rarely found this thick spirochaete with the regular coils 
which belongs to the meatus and adjacent urethra. 

This observation is confirmed by J. A. Wilson, who, while 
microscopically examining catheter specimens of urine from 
90 cases of albuminuria, only found spirochaetes in 6 cases, 
and these were of the urethral type. It must be admitted, 
however, that these 90 cases were afebrile. 

It is also confirmed by FlessiDger, who in view of 
Stoddard’s observations undertook the examination of 
93 men : 45 were well and 48 ill. Of the 45 who were well, 
in only 4 of them were spirochaetes obtained in urethral or 
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meatal smears and in only 1 of the urines. Of the 48 who 
were ill spirochaetes, which were neither meatal nor ‘ ‘ ictero- 
haemorrhagica,” were found in 3. 

On the other hand, Patterson, on examining urines 
(collected with precautions) of a small series of febrile cases 
(P.U.O.),* found spirochaetes often abundantly during and 
immediately after the rise of the temperature and scantily 
during the afebrile intervals. Though one of his illustra¬ 
tions depicts the urethral type of spirochaete, his observation 
receives some support from Nankivell and Suudell, who 
found spirochaetes, not of the urethral type, in the urines of 
12 out of 15 trench fever cases examined. 

Weighing up these observations we may conclude : (1) that 
there exist contaminating urethral spirochaetes of the 
meatal type and the refringens type, with characteristic 
features which may be eliminated as a source of error by 
washing the glans and meatus and catching the middle 
portion of urine in a sterile disk ; (2) that in healthy and 
most ill people spirochaetes are not excreted by the kidney ; 
(3) that in spirochaetosis icterohaemorrhagica the causal 
spirochaetes are always excreted by the kidney; (4) that, 
as shown by Patterson and Flessinger in some cases of 
fever of unknown origin (P.U.O ) (but excluding enteric), 
spirochaetes other than those of spirochaetosis icterohamor- 
rhagica are excreted. 

This last statement receives confirmation from an investi¬ 
gation of an outbreak of P.U.O. at Lorient by Pettit and 
Cristan. Their findings were as follows : 1. Spirochaetes 
were present in the urine of these patients. They were 
numerous and found in greatest numbers when the tempera¬ 
ture was high, and they were observed, ualike those of 
spirochaetal jaundice, from the commencement of the illness. 
2. This spirochaste, callel S. Lorient, is longer and thicker, 
and its curves more irregular and deeper than S. icteroharnor • 
rhagia, but the differences are not very marked. 3. Guinea- 



Fig. 9.—Section of kidney from a case of spirochaetal jaundice showing 
marked degenerative changes in the parenchyma. 

pigs possess complete immunity from S. Lorient. 4. The 
serum from patients convalescent from S. Lor'^nt does not 
protect the guinea-pig from S ictetohcemorrhagia. 

The epidemic at Lorient was very contagious. Jaundice 
was comparatively rare (5 per cent.); rheumatic pains were a 
common feature; sometimes the spirochaete was not found 
in the urine. 

There is, then, another pathogenic spirochaete whose appear¬ 
ances are somewhat close to those of S. ioter oka otorrhagia, 
and this fact has to be borne in mind. But in the diagnosis of 
spirochaetosis icterohaemorrhagica the presence of the typical 
spirochaete taken in conjunction with the clinical manifesta¬ 
tions is strong evidence on which a positive conclusion is 
warranted. 

Before concluding I should like to take this opportunity of 
heartily thanking my colleague Captain 8. P. Bedson 
R.A.M.C., for his valuable help in the work of this address. 


Pyrexia of uncertain origin. 
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Observations of Other Authors. 

Thomas Willis (1621-1678) deals very briefly with the 
subject, but he makes the important observation that the 
general belief that phthisis is a pining away of the whole 
body arising from an ulcer in the lung is untrue. In proof 
of this statement he says that he had opened the dead 
bodies of men who had died of this disease, in whom the 
lungs were free from any ulcer, and yet they were set about 
with tubercles or stones or sandy matter throughout. 

“ Wherefore phthisis is better defined as a withering away of the 
whole body arising from an ill formation of the lungs.” 

Waldenburg thinks that Willis may have intended to 
describe miliary tubercles by the term “ sandy material.” 

Sydenham (1624 1689) added nothing fresh to our know¬ 
ledge of consumption, but he recommended daily riding on 
horseback as the principal assistant in the cure of this disease. 

Bonetus, a contemporary of Sylvius and Willis, in his 
“Sepulchretum,” gives records of 150 necropsies of con¬ 
sumption from his own experience and from that of others. 
He regards phthisis as due to many different causes : ulcer of 
the lung, abscesses, scirrhous tumours, tubercles, vomica. 
He speaks of tubercles as tubercula glandulosa, following 
Sylvius. Vomica; are closed collections of pus which 
resemble ordinary abscesses, but may be formed from 
tubercles. He seems to have described miliary tubercles in 
the following passage : — 

“ Pulmonum parenchyma . duriusculum erat efc multis quasi 

granuUs Instar steatomatum quao allquid sehacei contlnebant 
refertum." 


Mangetus, who edited the “ Sepulchretum * of Bonetus in 
1700, added some further cases of phthisis, among which 
are included instances of generalised miliary tuberculosis. 
One case is summed up thus : “ Grandines pulmonum 
aliorumque partium cum phthisi.” 

Morgagni (1682 1771) was so convinced of the con¬ 
tagious nature of consumption that he carefully avoided the 
dissection of those dead of this complaint. The cases 
which he describes in his great work, “ De Sedibus et 
Causis Morborum,” seem to have been drawn from the 
records of his teacher, Valsalva, who held similar views 
about contagion. \ alsalva made the important observation 
that in all the cases he had dissected the ulcers and disease 
were in the upper part of the lungs. Morgagni considered 
that phthisis may be the result of the suppuration of 
tubercles, but he recognised other causes, and he accepted 
Morton’s opinion concerning the connexion between scrofula 
and consumption. 

Pierre Desault. 


Pierre Desault, a physician of Bordeaux, who lived in th< 
latter part of the seventeenth and the early part ol 
the eighteenth century, published his views on phthisis ir 
1733, four years before his death. 

In this work, which has great merit, he expresses himseh 
very clearly. The causes of phthisis are divided into con 
joint and antecedents. The conjoint cause is that whose 
presence sets up the disease and whose destruction leads to 
T£ 18 C8, k '1® he r ® fers to tubercles and concretions 
thA BifrTJ!!? ? U K Stan m e u 0f the lunfi and scattered through 
? fc ^ e9, , Th . ese concretions resemble hailstones 
d l? eren . fc . slzes * From this description it is 
probable that Desault was acquainted with miliary tubercles. 
He goes on to say that— 


,^°f , £ n !?i book on P hth,si « we shall find no account of a 
autojwy without the discovery of tubercles, to which he ascribes a 
the symptoms of the disease in such a fashion that I need do litt 
more than translate and copy his words." 

an cient and modern, with th 
fa # V 4.i 18 ; were *? reed that the cause of phthisi 

ln ihi ™Li th ? ' an 2' Desault rejects this view, relyin 
on the results of his own experience. Post-mortem exi 


mination of certain cases of phthisis which presented 
characteristic symptoms ^during life revealed a complete 
absence of ulceration, though the lungs were stuffed with 
tubercles. Phthisis is due to tubercles ; ulceration of the 
lung is a secondary process. The symptoms of the disease 

§ recede the occurrence of ulceration, and are therefore not 
ue to ulceration but to tubercles. 

He compares phthisis with scrofula ^crouelles), both of 
them chronic diseases. Phthisis begins with tubercles or 
tumours in the lung, scrofula with tumours in the neck. In 
both cases the tubercles or tumours become inflamed and 
suppurate. Suppuration of scrofulous tumours leads to the 
formation of ulcers which are slow to heal, and can only be 
cured by destroying the tumours and the cause which 
produces them. The same is true of ulcers in the lungs 
resulting from the suppuration of tubercles. Both diseases 
in the stage of suppuration are contagious. 

Desault believed that the contagion in this case, as in 
venereal disease, depends on the presence of worms. If we 
substitute micro-organisms for worms, there would be little 
to add even now to this statement, and, in any case, we may 
fairly credit Desault with a true prophetic instinct. The 
doctrine of “phthisis ab hramoptoe” advocated by Morton 
and nearly all previous authors is rejected by Desault, who 
savs that this chapter in Morton’s book should be headed 
“ Hromoptoe a Phthisi,” for haemorrhage is the result, not 
the cause, of phthisis. 

Young people between the age of 18 and 35 are most liable 
to be attacked by phthisis, as Hippocrates pointed out, blit 
other ages are by no means exempt, for one meets with the 
disease in persons at ages below and above these limitB 
though less frequently. The subjects of phthisis for the 
most part are : 1. Those with contracted alar chests. 2. Those 
with a phthisical parentage and hereditary disposition. 
3. Those exposed to contagion, in which Desault is a firm 
believer. 

"Those who live with phthisical patients and wait on them may 
take the disease, though there be no hereditary disposition, for it is 
contagious. Thus wives who wait upon their phthisical husbands often 
contract the disease, and husbands who wait on their phthisical wives. 
Desault was an enthusiastic supporter of the treatment of 

E hthisis by horse exercise recommended by Sydenham, and 
e gives instances of the good results obtained bv this 
means. 


Cullen did not make much advance on the views of Sylvius 
and Morton. 

Tubercle is the commonest of many causes of consump¬ 
tion. The lung may contain tubercles without any symptoms 
^ or a . but fi Qa lly the tubercles suppurate and lead to 
phthisis. Tubercles are small swellings resembling indurated 
glands. Phthisis is common in persons of scrofulous parenfc- 
a £®* Unllen assumes the existence of a predisposition to 
the disease in certain individuals. Some cases that couch 
up calcareous matter, with or without blood, recover, others 
die. Asthma frequently terminates in consumption. Cullen 
did not favour the contagious origin of the disease. 

William Stark, who died in 1770 at the early age of 29, 
deserves special mention for his excellent work on the morbid 
anatomy of phthisis. 

Educated at Glasgow and Edinburgh, at which latter 
University he was a favourite pupil of Cullen, he came to 
London in 1765 and entered at St. George’s HosDital In 
1767 he graduated at Leyden. His Clinical and Anatomical 
Observations were not published till 1788, 18 vears after 
his death. 

Tubercle is described as follows. In the cellular substance 
0 ™® 1lun S 8 a F e found roundish firm bodies named tubercles, 
of different sizes, from the smallest granule to about half 
an inch in diameter; the latter often in clusters The 
tubercles of a small size are always solid, even those of a 
large size are frequently so; they are of a whitish colour, 
and of a consistence approaching nearly to the hardness of 
cartilage; when cut through the surface appears smooth, 
shining, and uniform. No vesicles, cells, or vessels are to 
be seen m them, even when examined with a microscope, 
after injecting the pulmonary artery and vein 

This description shows that he was familiar with miliary 
tubercles, though he does not use that term. He then 
traces the development of vomicae from tubercles and their 
communication with the air passages. Near the larger 
cavities the pulmonary vessels are suddenly contracted and 
the bronchi are thickened. The upper and posterior parts of 
the lung are first and most affected. Stark gives what I 
believe is the first account of an aneurysm of the pulmonarv 
artery, measuring 1 x \ inch, opening into a vomica in the 
lung with a slit on one side of it. The patient died of 

iso?fere5 818 ‘ N ° exp,anatlon of fche CAU8e of th ® aneurysm 
Matthew Rail lie s Description of Tubercles . 

Matthew Bail lie (1761 1823) at the end of the eighteenth 
century gave an admirable description of tubercles in the 
lungs, to which little has been subsequently added. 
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He believed that tubercles arise in the cellular tissue of 
the lungs and are not glandular in origin, as no glands exist 
in the lungs, ‘‘and on the inside of branches of the trachea, 
when there are follicles, tubercles have never been seen/’ 
Tubercles “areat first very small, being not larger than the heads of 
very small pins, and in this case are frequently accumulated in small 
clusters. The smaller tubercles of a cluster probably grow together 
and form one larger tubercle. The most ordinary size of tubercles 
is about that of a garden pea, but they are subject in this respect 
to much variety. They adhere closely to the substance of the lungs, 
tiave no peculiar covering or capsule, and have little or no vascularity. 
When cut into they are found to consist of a white smooth substance 
possessing a firm texture, and they often contain in parts a thick 

curdy pus. , , 

In cutting into the substance of the lungs a numl*er of abscesses is 
sometimes found, from tubercles of a considerable size having advanced 
to a state of suppuration. In the interstices between these tubercles 
the lungs are irequently of a solid texture, from the cells being in a 
great measure obliterated. The texture of the lungs on many occasions, 
however, round the boundaries of an abicess is pertectly natural. ...... 

When tubercles are converted into abscesses phthisis pulmonalls is 
produced, one of the most destructive diseases in this island." 

In other parts the lung mav be converted into a white soft 
material, like that of a scrofulous gland just beginning to 
suppurate. This appearance he attributes to scrofulous 
matter deposited in the lungs. 

“ it seems to be the same mitter with that of the tubercle, but only 
diffufed uniformly over a considerable portion of the lungs, w'hilc the 
tubercle Is circumscribed.’’ 

Baillie described tubercles in other organs, but he did not 
offer any explanation concerning their relation to similar 
disease of the lung. 

The Inf nence of Bayle's Views. 

The great work of Bayle in the early part of the last 
century marks the commencement of a new era in the 
conception of phthisis. 

He divided the disease into several classes—tuberculous, 
Granular, ulcerative, melanotic, calculous and cancerous; of 
these the tuberculous is the most common. This artificial 
-classification, including tuberculous and non-tuberculous 
affections, did not long survive. Bayle's description of 
tubercles does not differ in essentials from that given by 
Baillie. The smallest tubercles he calls miliary. These are 
opaque or yellowish and tend to suppurate and break down 
to form an ulcer. 

Bayle’s criterion of tubercle was an opaque or cheesy 
substance. Tubercle may be encysted or non-encysted, 
nodular or diffused. What Baillie called scrofulous matter, 
Bavle called tuberculous. Like Baillie, he assumed a, close 
connexion between scrofula and tubercle. In addition to 
tubercles, certain transparent hard miliary nodules were 
described in the lungs; these were called miliary granula¬ 
tions and were stated to differ from miliary tubercles m the 
fact that they never became opaque or cheesy. From their 
hardness and translucency, Bayle regarded them as of the 
nature of cartilage. _ . 

The simultaneous appearance of tubercles in various 
organs of the body convinced Bayle that the explanation was 
to be found in a common cause and he attributed this 
dissemination to a tendency to the production of tubercles, a 
tuberculous diathesis or disposition. This diathesis was the 
common cause of tuberculous phthisis, which is a general 
disease, and for this condition the term tuberculosis was 
first employed by Bavle. 

Laennec’s Doctrine of tub Unity of Phthisis 
(1781-1826). 

The conception of a tuberculous diathesis had a profound 
influence on contemporary thought, and for 50 years after 
Bayle’s death its effects could still be traced in medical 
literature. It needed the touch of genius to dispel the mists 
that obscured the relations of phthisis to tubercle, and this 
was supplied by Laennec’s masterly treatment of the whole 
subject. Laennec proclaimed the doctrine of the unity of 
phthisis. All phthisis is tuberculous. 

“ Tuberculous matter maybe developed in the lungs and other organs 
under two principal forms: that of isolated bodies and that of infiltra¬ 
tions Whatever be the form under which the tuberculous matter is 
developed it presents at first the appearance of a grey and semi¬ 
transparent substance, which becomes by degrees yellow, opaque, and 
very dense. It then softens, gradually acquires a liquidity about equal 
to that of pus, and being expelled through the bronchi it leaves in its 
place cavities commonly known as ulcers of the lung, and which I shall 
designate by the name of tuberculous excavations.” 

He then describes miliary tubercles and Bayle’s granula¬ 
tions and shows that transitional forms connect the two, 
proving that the latter are only an early stage of the former; 
in his own words— 

“ There Is no other difference between them than that which exists 
-between the green fruit and the ripe.” 

All cheesy matter is tuberculous, even that which is some 
times seen* in cancerous growths. Inflammation plays no 
part in the production of tubercles which may develop in 
any organ of the body and are to be regarded as new 
formations. 


Bcrofulous glands are tuberculous. Heemoptvsis is never 

the cause of phthisis, but is always the result of disease 
already established. Tubercle, wherever situated, is con 
nected with a certain disposition, but “ the real cause, like 
that of all diseases, is probably out of our reach.’’ 

These views met with strong opposition on the part of 
some of Laennec’s own countrymen. 

Thus Broussais, accepting the tuberculous nature of 
phthisis, regarded tubercle as the result of irritation and 
inflammation of the lung, pleura, or bronchi, reverting to 
the standpoint of the seventeenth century, when the 
Hippocratic tradition still largely prevailed. 

Andral took up a somewhat different position. While he 
embraced the idea of a tuberculous diathesis, he denied that 
tubercle iB a new formation. According to his conception 
eweous or tuberculous material represented inspissated 
secretion in the small bronchi and lung which gradually 
becomes more compact and ultimately suppurates. The 
common causes of phthisis are pneumonia, pleurisy, 
catarrh, or haemoptysis occurring in persons with a 
tuberculous diathesis. He supported Bayle’s view that 
miliary granulations are distinct from miliary tubercles and 
considered that they represented discrete areas of alveolar 
inflammation. , 

Louis by his elaborate pathological and clinical observa¬ 
tions gave strong support to Laennec’s views. 

Rokitansky put forward a theory of a tuberculous crasis, 
dyscrasia or blood change depending on a hyperinosis. 
Tubercle is an exudation which may be inflammatory and 
acquires a special fibrinous or tuberculous character in 
virtue of a tuberculous crasis. Scrofula and tuberculosis 
are identical. 

In England Laennec’s doctrine in the main was generally 
adopted. 

Histological Observations. 

Until nearly the middle of last century pathological views 
were based almost entirely on naked-eye observations. But 
about this time the microscope began to be employed with 
important results and numerous observations were made on 
the histology of tubercle. 

Lebert described certain small cells or tubercle corpuscles 
which were pathognomonic of tuberculous material. 

Reinhardt disputed the specificity of these cells and 
showed that similar appearances may be presented by pus 
corpuscles. , . . 

William Addison regarded tubercle as consisting of epi¬ 
thelial cells derived from the white corpuscles of the blood. 
Virchow’s Work. 

Virchow in his great work “ Die Krankhaften Gdsch- 
wiilste ” essayed to revolutionise the whole doctrine of 
tuberculosis. 

Miliary tubercle is the only criterion of what is tuber 
cuIoub. Caseation, though a common change in tubercles, 
is not a specific process ; it may occur in new growths, and 
is often the result of inspissated pus. This transformation 
is a necrobiosis and is allied to other forms of degeneration. 
In pulmonary phthisis inflammation is the chief factor and 
mav terminate in caseation. Tubercle plays a subordinate 
part. The cells of tubercle resemble the cells of a lymphatic 
gland. Tubercle is a heteroplastic lymphoma; its seat is 
the connective tissues of the body. 

Scrofula is not a specific disease, but a manifestation of 
a general vulnerability of tissue and proclivity to disease. 
Hereditv is recognised as a potent factor. What is inherited 
is a certain disposition or vulnerability, not the disease 
itself. , . . 

Niemayer applied Virchow’s views in their most extreme 
form to the clinical history of phthisis, which he divided 
into two groups—miliary tuberculosis and chronic caseous 
pneumonia. 

Any form of pneumonia may terminate in phthisis, but in 
most cases it is a chronic catarrhal pneumonia which leads 
to caseation and excavation. Hosmoptysis may set up a 
caseating pneumonia and is a common cause of phthisis. 
Miliary tuberculosis is seldom a primary affection of the 
lung, but is generally secondary to ulcerative pneumonia or 
to a caseous lymphatic gland. Phthisis is not a specific 
disease and is not hereditary. A congenital vulnerability 
and a tendency to a luxuriant growth of cells are the distin¬ 
guishing marks of this disease, and in this sense there is a 
connexion between phthisis and scrofula. 

This profession of faith, supported by the great authority 
of Virchow, found much favour in Germany. But in France 
and Eogland the great majority of physicians held firmly to 
Laennec’s doctrine of the unity of phthisis. 

Demonstration of Infectious Nature of Tuberculosis. 

In 1857, when discussions about tubercle were still chiefly 
concerned with histological details, Buhl came forward with 
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the important statement that generalised miliary tuberculosis 

is the expression of an infection of the blood originating in a 
caseous focus situated in a lymphatic gland, in the lung or in 
some other part of the body. This was the first attempt to 
explain tuberculosis on the basis of infection and constitutes 
a landmark in the inquiry. 

Seven years later Villemin made known the results of his 
memorable researches on the experimental production of 
tuberculosis in animals. 

Rabbits and guinea-pigs inoculated with miliary tubercle, 
caseous matter or phthisical sputum, Invariably developed 
tuberculous lesions in the serous membranes, lungs, and 
other organs. In certain animals, such as dogs, cats, and 
sheep inoculation was unsuccessful. Control inoculations 
with other material, such as cancer or anthrax, invariably 
failed to produce tuberculosis. 

Villemin concluded from his experiments that tubercu¬ 
losis is a specific inoculable disease, and he compared it 
with virulent maladies like small-pox, syphilis, and glanders. 
These conclusions were disputed at first on the ground that 
tuberculous lesions could be produced experimentally by 
the injection of non-tuberculous material. But after much 
controversy the truth of Villemin’s views was universally 
acknowledged. 

Discovery of the Tubercle Bacillus. 

In 1867 William Budd, basing his opinion on geographical 
and epidemiological considerations, enunciated the view that 
phthisis is a zymotic disease like typhoid fever and that its 
propagation is determined by infection. Bat all doubts as to 
the infective nature of tuberculosis were removed by Koch’s 
famous announcement in 1882 of his discovery of the 
tubercle bacillus. 

The facts concerning Koch’s brilliant research and the 
overwhelming proofs adduced by him in support of his con¬ 
clusions are too well known to need recapitulation here. 
But we may pause a moment to pay homage to the genius of 
Laennec who conceived the doctrine of the unity of phthisis, 
to Villemin who supplied the first experimental evidence of 
the truth of this view, and to Koch who isolated the 
infective micro-organism, cultivated it outside the human 
body, and demonstrated its pathogenic action on the lower 
animals. 

The Doctrine of Consumption at the Present Time. 

Koch’s discovery having furnished the most complete con¬ 
firmation of Laennec’s doctrine, non-tuberculous caseous 
pneumonia, which had long figured prominently in German 
writings, was now given a decent burial. Many elaborate 
and artificial classifications of phthisis shared the same fate. 
The old terms consumption and phthisis began to pass out of 
use, and tuberculosis, a term which we owe to Bayle, was 
generally adopted. 

Heredity and Predisposition. 

Some of Koch’s most enthusiastic supporters were at first 
prepared to explain everything in the natural history of the 
disease by infection with the tubercle bacillus, and to throw 
all ideas of heredity and disposition to the winds. The 
temperate and judicial statements of Koch himself are 
in striking contrast with the attitude of these extremists, as 
Balloch has pointed out. 

In his monograph, “The Etiology of Tuberculosis,” 
published in 1884, Koch admits that— 

“ Although a good many of the phenomena classed together under 
the head of ‘predisposition’ rniy be referred to simple anl easily 
explained conditions, some facta still remain difficult or impossible to 
interoret, compelling us for the present to accept the view of a varying 
liability.” 6 

He further agrees that tubarculosis is hereditary in the 
sense that a predisposition is inherited. Careful statistical 
investigations by Pearson supply strong confirmation of the 
existence of a hereditary disposition. This question has 
been very ably discussed by Bulloch and Greenwood, who 
concluded that— 

“the many workers who have dealt with the problem of inheritance 
and infection during the last few yetrs have failed to achieve any 
real solid advance from the classical position.” 

Human and Bovine Tuberculosis. 

In Koch’s opinion the main, if not the only, source of 
pulmonary tuberculosis is the dried sputum of tuberculous 
patients which reaches the lungs through the air passages. 
Villemin had expressed similar views. The aerogenic origin 
of the disease has been disputed, but the rival view which 

regards pulmonary tuberculosis as enterogenic has received 
less support than the former. ~ ■ 

The relation of human to bovine tuberculosis had engaged 
the attention of Villemin, who concluded that the two 
diseases were different. But Klebs and later workers, 
including at first Koch himself, regarded them as identical! 

This was the prevailing view, though doubts were expressed 
by individual writers, until 1900, when Koch made the 
startling announcement that further experiments had con¬ 
vinced him that human and bovine tuberculosis are distinct 
diseases, and that pulmonary tuberculosis is invariably due 
to infection by bacilli of human origin. 

In spite of numerous researches on the alleged morpho¬ 
logical and cultural differences exhibited by tubercle bacilli 
of the human and bovine type, no general agreement has 
been reached. But that there is a difference in the patho¬ 
genic effects on animals there seems to be no doubt. 
Inoculation of bovine bacilli is followed by an acute general 
tuberculosis, whereas when human bacilli are employed the 
effects are limited to a local tuberculosis at the site of 
inoculation or to a comparatively mild and chronic form of 
infection. In 1903 Behring proclaimed the opinion that 
infection of infants by the milk of tuberculous cows is the 
chief source of pulmonary tuberculosis. 

Further investigation, however, has confirmed the truth of 

Koch’s view that pulmonary tuberculosis is invariably due to 
infection with tubercle bacilli of the human type. This 
question has been fully discussed by Bulloch in his Horace 

Dobell Lecture, delivered before the College in 1911, to 
which I am much indebted. 

The Seed and the Soil. 

Records of autopsies at hospitals show that in a large 
percentage of all dead bodies 70-90 per cent, arrested tuber¬ 
culous lesions are found in the lungs or other organs. It is 
clear, therefore, that the number of persons that recover from 
the infection greatly exceeds the number of those that 
succumb. Man is evidently more resistant to tuberculosis than 
the ordinary laboratory animals, though less so than animals 
like the cat, dog, sheep, horse, and ass. Koch has pointed 
out that in the human subject a temporary immunity is often 
manifested, periods of partial or apparently complete 
recovery alternating with phases of active infection. 

There seem, then, to be intermediate grades of immunity 
in man contrasting with the complete immunity of certain 
animals. By analogy we may infer that these different 
grades of immunity in man and the lower animals depend on 
defensive arrangements which are similar in kind and vary 
only in degree. We can hardly doubt that the explanation 
of these differences is to be found in biochemical variations 
at present imperfectly understood. 

Hereditary disposition may be explained on similar lines. 

These considerations illustrate the importance of the part 
played by the soil in which the germ of tuberculosis is 
planted. This fact had not escaped the acute observation of 

Villemin, who insisted on the interdependence of two factors 
in tuberculosis, the virus and the “ milieu organique.” 

A further study of the soil, or “milieu organique,” is the 
most pressing need for the better understanding of the 
pathology of tuberculous infection. This inquiry is intimately 
connected with the explanation of immunity—a subject 
bristling with difficulties. In recent controversies as to the 
relative importance of phagocytosis and chemical action of 
the body fluids we seem to witness a renewal of the old 
contest between the cellular and humoral pathologists. But, 
in spite of the immense amount of research devoted to the 
ntudy of immunity, no general conclusion has yet been reached. 

This need not surprise us in view of the complexity of the 
problems involved. 

The Mortality of Tuberculosis at Various Aye Periods. 

When the infectious nature of the disease had been finally 
established by Koch great resalts were anticipated from the 
application of this knowledge to the prevention of tubercu¬ 
losis. But, so far, the results have been disappointing. 

The death-rate from phthisis had been steadily falling for 
a number of years before the discovery of the tubercle 
bacillus, and no accelerated reduction has taken place in 
recent years. Furthermore, since the Great War began in 

1914 there has been a steady rise in the phthisis death-rate, 
the causes of which have yet to be worked out. A recent 
paper by Brownlee on the epidemiology of phthisis pulmonalis, 
based on statistical tables of the death-rates at different ages 
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in different districts, raises points of great interest. His con¬ 
clusion is that there are at least two types of phthisis, one 
especially affecting young adults and one middle age. 

The type affecting middle age seems to have been the 
chief type in London for more than 200 years. Sydenham’s 
statement that the usual age at which death from phthisis 
occurs is between 15 and 30 is taken directly from 
Hippocrates. When Morton, who gives the actual ages of 
phthisis deaths, is consulted, it is found that a very large 
proportion of cases are over the age of 30. Further investi¬ 
gation has shown that the young adult type, which is the 
prevailing one in Ireland and Shetland, spreads indepen¬ 
dently of environment, being as common in the more healthy 
parts of a district as in the unhealthy, while the amount of 
middle -age phthisis is correlated to the unhealthiness of a 
district. 

The explanation suggested is that phthisis is not one 
disease, but a mixture of at least two allied diseases, an 
explanation to which the recent discoveries regarding typhoid 
fever furnish an analogy. In one form of phthisis the chief 
death-rate occurs between the ages of 20 and 30 years ; in a 
second form the maximum death-rate occurs between the 
ages of 45 and 50 years. This hypothesis does not, in the 
present form, explain the occumnce of phthisis at high 
ages observed in Wales and Cornwall. It is possible that the 
senile form is due to the same organisms as that which 
causes the young adult type. It is well known clinically 
that many persons develop phthisical lesions in their youth, 
which apparently heal, while later in life a recurrence of the 
disease or a new infection leads quickly to a fatal issue. No 
district by itself gave any clue to the meaning of the pheno¬ 
menon of phthisis at the later age observed in Wales and 
Cornwall. Light on this type was obtained from the 
statistics showing the susceptibility to phthisis in different 
occupations. It was found from these data that a very marked 
susceptibility to phthisis at later ages was shown by coal¬ 
miners, though the total amount of phthisis occurring among 
them was very small. 

A study of the phthisis death-rate in England generally 
during the last 60 years shows a great reduction at all ages. 
This is most marked at the age period 20 to 25 years. At 
the middle and later ages the fall has not been nearly so 
marked. The result has been to raise the mean age at 
which death from phthisis occurs. No completely satis¬ 
factory explanation of this fact is possible at present. 

The figures available suggest that an epidemic of “ young 
adult” phthisis culminated about the middle of last century, 
since which date that form of the disease has markedly 
diminished. It is to be hoped that further investigations on 
these lines will enable Brownlee to clear up some of the 
questions raised in his valuable paper. 

Conclusions. 

If we look back and review the progress of knowledge 
we see how Laennec’s great generalisation was fore¬ 
shadowed by the work of Richard Morton. For Morton 
was the first to point out that consumption is in all cases 
associated with the presence of tubercles in the lungs. 
Thomas Willis had previously broken away from the Hippo¬ 
cratic tradition that phthisis and ulceration of the lung are 
- convertible terras. 

Sylvius, their great contemporary, whose influence must 
have powerfully affected both Willis and Morton, had not 
taken up such a definite position himself, though, as already 
shown, he had made important contributions to the patho¬ 
logy of consumption. His views on the fluctuating activity 
of the humours or secretions of the body and their relation 
to consumption find their counterpart at the present time 
in the temporary immunity which Koch discerns in the 
course of many cases of tuberculosis. The mutual relations 
of the different humours or secretions advocated by Sylvius 
and the modern development of the doctrine of the 
endocrine glands provide another illustration of the well- 
known fact that no great discovery is made without 6orae 
previous preparatory work. Again, though the conception 
of tuberculosis as an infection first took definite shape in 
consequence of the experimental work of Villemin, we know 
that a belief in the contagiousness of consumption can be 
traced back as far as the time of Galen and Aristotle. 
Let us not forget the debt we owe to the Ancients. 
“Vixere fortes ante Agamemnona multi.” 

How true was Elijah’s outburst—“I am not better than 
my fathers.” 


ON A PYEMIA DUE TO ORGANISMS OF 
THE BACILLUS COLI GROUP 

OCCURRING IN TURKISlt SOLDIERS. 

By J. I. ENRIGHT, M.B., B.Ch. N.U.I., 

CAPTAIN, R.A.M.C. ; 

AND 

P. H. BAHR, D.S.O., M.D. Camb., M.R.C.P. Lond., 

CAPTAIN, R.A.M.C. 


Cases of a peculiar pyaemia, with special involvement of 
the kidneys, apparently caused by Bacillus coli or one of its 
congeners, have been observed during the last year in Cairo. 
It was some time before the puzzling pyrexia with its 
attendant symptoms was recognised as a specific one. 
Nine cases in all were diagnosed in life, six others were 
recognised pathologically post mortem, but it is not 
improbable that the disease is much more frequent amongst 
debilitated orientals than these figures would indicate. In 
all but three of the cases which came to autopsy a 
dysenteric ulceration of the large intestine, and especially 
of the rectum, was present in all degrees of superficial 
necrosis and deep ulceration. Out of the six cases under 
treatment and still alive, three gave no history of a chronic 
diarrhoea or dysentery ; the remainder had had many such 
attacks. It may be surmised that the organisms originally 
gained entrance to the blood stream through a breach of the 
mucosal surface in the lower part of the large intestine. 

Symptoms , Clinical Signs , and Treatment , 
by Captain J. I. Enright. 

Symptoms .—The onset of such a pymmic attack is usually 
ushered in by severe frontal headache, anorexia, vomiting, 
and an acute pain localised to one or both kidney regions. 
This pain radiates along the inguinal canal and terminates 
in the penis, or may be localised to the scrotum. Blood is 
often passed in the urine in the initial stages. There is 
generally some difficulty in micturition, though there may 
be at the same time no frequency or alteration in amount of 
urine. There may be no symptoms of vesical trouble what¬ 
soever. Usually the patient looks extremely ill and is 
mentally dull; he sweats profusely. The temperature is 
invariably high (103°-104° F.), the pulse weak and rapid 
(110 or higher). At the outset there is invariably a severe 
rigor which lasts about 10 minutes. The temperature remains 
elevated for five days and then takes on an undulating and 
a remittent character. 

On physical examination the lungs, heart, and liver were 
found normal; an occasional mitral systolic bruit of haemic 
origin has been noted. The spleen is palpable. The abdo¬ 
men is usually flaccid ; some patients complain of constant 
pain in the epigastrium. No definite information can be 
obtained from microscopical examination of the diarrhceic 
stool, which may contain some disintegrated pus cells, 
suggestive of a chronic intestinal ulceration. 

After an initial pyrexia of some 5 to 7 days the tempera¬ 
ture gradually falls and the pulse resumes its normal rate. 
All the urgent symptoms disappear ; after a few days of 
convalescence the patient is able to resume his duties. After 
a further 7 to 14 days the temperature suddenly shoots up 
and is followed by a rigor and vomiting ; the former succes¬ 
sion of symptoms is repeated seriatim. These relapses, 
averaging 5 days, alternating with apyrexial periods of 8 to 
14 days, recur with a remarkable regularity. The patient 
grows weaker and progressively more emaciated. Finally 
he dies of toxaemia, it may be with ascites and a profuse 
diarrhoea with faecal incontinence. At this stage the liver 
and spleen are definitely enlarged. 

In cases which progress favourably under treatment the 
pyrexial cycles continue but diminish in intensity, and the 
apyrexial periods become gradually more prolonged, as long 
as five weeks. Such patients rapidly put on flesh, and after 
a convalescence of three months, during which there is no 
elevation of temperature, were discharged from hospital. 

Clinical signs.— Only rarely was the urine found chemically 
normal. Usually it has a specific gravity of 1010-1020, 
contains no albumin or sugar, but a deposit of pus cells and 
clumps of motile bacilli. Very rarely a cloud of albumin has 
been found at the commencement of the attack due to the 
effusion of blood, and a few red cells were then found in the 
urinary deposit. 
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In all the cases except one in which a cystoscopic examina¬ 
tion was made, owing to the kind assistance of Lieutenant- 
Colonel Wade, R. A. M.C., the viscus presented a perfectly 
normal appearance. As a rule, the ureteric orifice gave no 
clue to the pathological condition of the kidneys. Specimens 
of urine obtained by ureteric catheterisation and cultured 
on MacConkey’s medium gave growths of the causative 
organism. A unilateral affection of the kidney can occur. 

Blood examination .— An anaemia of the secondary type 
was present in all cases — reduction of red cells on an average 
to 2,500,000. A corresponding leucopenia with a propor¬ 
tional rise in the total lymphocytes was the only constant 
and characteristic feature. The serum of three patients from 
whose blood the bacillus was isolated during life did not 
contain any agglutinins to the organism itself, even when 
tested in its undiluted state with living cultures. This serum 
was also tested against typhoid, paratyphoid A and B, Shiga, 
and Flexner-Y bacillus, with an invariably negative result. 
In two cases the organism was obtained in pure culture from 
the blood during life, but only during the rigors. On six 
separate occasions blood cultures made during the quiescent 
period remained sterile. 

X ray examination of the lumbar regions in one case 
revealed no information. 

Biagnosis .— Amongst diseases most closely resembling it 
may be mentioned malaria, undulant and relapsing fevers. 
In its early stages dysentery, generalised tuberculosis, 
phlebotomus fever, or one of the enteric group may be 
suspected. 

The results of blood culture can be supplemented by 
microscopical examination and cultivation of the urine. In 
one patient ultimately discharged feeling quite fit an 


months in hospital on symptomatic treatment. He was then 
very weak and emaciated. The patient was about seven 
months under treatment and received nine intravenous 
injections of varying doses of eusol. During that period 
there were only three bouts of pyrexia (the last one very 
mild). He had increased considerably in weight, looked 
strong and healthy, and felt absolutely fit. Subsequently 
five other cases, treated on similar lines, have furnished 
almost equally brilliant results. (Eusol has also been 
successfully tried in a case of B. ooli peritonitis following 
a gangrenous appendix, locally in the peritoneal cavity.) 

Pathology and Bacteriology , by Captain P. H. Bahr. 

Morbid anatomy. —This infection occurred coincidently 
and concomitantly with other diseases, such as tubercu¬ 
losis, bacillary dysentery, and pellagra. In such it may 
reasonably be regarded as a terminal infection. Of the 
complicating diseases the most constant was chronic 
bacillary dysentery. 

Two cases may be taken as examples of the effect pro¬ 
duced by the toxins of the colon bacillus, uncomplicated by 
any other infection, upon the abdominal and thoracic organs. 
In both the parenchymatous degeneration of the heart, liver, 
spleen, and kidneys apparently produced by the toxins of the 
bacillus was very evident indeed. 

Heart.— The whole organ was enlarged and the muscle pale and 
flabby. 

Liver.— The liver waa in both cases greatly enlarged (76 or .; 
100 oz.). Glandular tissue greatly degenerated. In one case there 
were numerous abscesses of varying size; glandular tissue was of 
ochreous colour; indications of commencing i>eriportal cirrhosis. In 
case with biliary cirrhosis the abdomen was distended and con¬ 
tained 8 pints of purulent ascitic fluid, in which the bacillus was 
present in large numbers. 

Spleen.—' The spleen was very much enlarged 
(32 oz. ; 22 oz.), with tense capsule and rounded 
margins. The substance was dark, soft, and 
diffluent. No melanin pigment found. All the 
characteristics of a "septic spleen.” B. coir 
organ sms in smears and cultures made from it 
In three cases. 

Kidneys — The kidneys were enlarged in both 
cases (in one, If. 12 oz., L. 13 oz.). Capsule 
stretched and adherent to many subcortical 
abscesses. Whole organ of pale ochre colour; 
cortex swollen and bulged on section; medullary 
stride evident as bright yellow lines. The cortical 
zone itself was studded with abscesses. 

The kidneys in different cases Bhowed all 
intermediate stages between large swollen and 
small contracted granular kidney. In the latter 
both kidneys weighed about 4 oz. each ; sub¬ 
stance tough and fibrous; cortical zone con¬ 
tracted and scarred with depressed, pigmented, 
w edge-shaped cicatrices, in which were embedded 
small abscesses with thick caseous pus. (Plate I.) 
Evidently it would seem that the kidney may 
become completely flbrosed and contracted, and 
may then even retemble the small granular 
kidney of chronic Interstitial nephritis, both 
macro- and micro scopically. That both kidneys 
need not necessarily be implicated is shown by 
a study of one case. Here the right kidney was 
perfectly normal in structure both macro- and 
micro scopically, w hile its fellow contained 
several cortical and subcortical abscesses 
Lymphatic glands.— In the two cases which 
died in the acute stage the abdominal lymphatic 
glands were much enlarged, soft, and of a 
greenish colour. Retroperitoneal group and 
those at portal Assure implicated; in one 
instance pure culture of colon bacillus waa 
obtained. 

Intestines. —The intestinal ulceration present 
in majority of cases was mostly confined to lower 
part of intestlual tract. It was of a deep under¬ 
mined, sinuous type, extending to muscular coat; 
the ulcers corresponded to transverse folds of 
mucous membrane. No am a* two were found; 
Flexner-Y bacilli were Isolated from similar 
ulcers In Turkish prisoners. 

Microscopic pathology .—This was mainly 
Plate I.— Section of kidney cortex (Case 3) showing appearance resembling that of chronic confined to the three organs most affpotpd 
Ze ‘“ 1/6 * ° CU ' lr ® U ‘ e ' 2 X 7 = X 300 dUm6ter8 ' St * ,n#d * —kidnftVR livpr TJ 

organism having exactly similar sugar reactions was re¬ 
covered both from the blood and from specimens of urine 

from both the bladder and ureters. * - 

Treatment. —In the first few cases of B. coli pyaemia 
observed the treatment was based on symptomatic lines, 
together with the administration of autogenous vaccines of 
the bacillus as isolated from the blood (over a long period, 
in doses of from 5 to 120 millions), but no improvement was 
noted. It was decided to try intravenous eusol. The 
first injection was given to a patient who had been eight 


kidneys, liver, and spleen. Sections 
were stained by various methods ; for 
tissue changes haematoxylin and eosin or hsematoxylin and 
Van Gieson were employed ; but by far the best pictures of 
the organisms in the tissues and the effects they produced 
upon them were obtained in sections stained by carbol- 
thionin blue, as well as by Ganducheau’s stain (Borel’s blue 
and eosin). 

Kidneys .—Plate II. Is drawn from a series of sections from different 
cases. In a the bacilli can be identified in the stellate arteries aivd 
in the glomeruli, whence they pass Into the intertubular capillaries. 
There it would appear that their passage becomes blocked and, multi¬ 
plying, they form large masses. They may also be found In large clumps 
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in tbe larger veins of the medulla (b). In this latter situation the 
organisms make their way (0) through the columnar epithelium 
of the ducts of Bellini into the lumen ; from them they pass into 
the urine, together with a number of pus cells and a quantity of 
cellular debris. It is striking to observe the small amount of cellular 
infiltration in the vicinity oT the organisms, and the small amount of 
destruction of the neighbouring convoluted tubules. The process of 

f ms formation and cicatrisation appears to be a very gradual one. The 
umen of the loops of Henle is tilled with a coagulated serous exudate 
staining green with carbol-thtonln; there is dilatation of the inter¬ 
tubular capillaries and a shrinkage of the glomeruli within their 
capsules. Eventually (Plate I.) a considerable destruction of the 
glomeruli, together with a dislocation and consequent desquamation 
of the tubular epithelium of the convoluted tubules, takes place. 

In the medulla (Plate II.. «) the destruction 
of the collecting tubules has proceeded to a 
considerable degree. 

Tbe cellular infiltration occurring around the 
collecting tubules In the medulla is composed 
mainly of mononuclear cells, together with 
smaller number of plasma cells, (c. Plate II.) 

In the kidneys most severely affected, few 
traces of the original glandular structure can 
be made out, and very few organisms can be 
seen in sections. On the other hand, the 
blood-vessels are packed with polymorphonuclear 
pus cells migrating to the cortex, and the 
abscesses consist of a dense collection of pus 
cells around greatly shrunken and destroyed 
glomeruli. 

When cicatrisation has taken place to any 
large extent the changes in the glomeruli and 
tubules immediately liordering on the site of 
the abscesses resemble In their histology those 
seen in chronic interstitial nephritis, and may 
be regarded as an indication of the effects of 
chronic absorption of B. colt toxins upon normal 
kidney tissue. (Plate I.) 

I,iver.—In all sections examined there were 
abundant signs of a periportal infiltration 
resembling that seen in early alcoholic cirrhosis. 

There Is a considerable increase in the peri¬ 
portal fibrous tissue, together with an out¬ 
pouring of round cells. The liver cells themselves 
nave undergone fatty degeneration. 

In one case the section passes through a small 
hepatic abscess. The main type of cell in the 
exudate is, apparently, the small mononuclear, 
very few polymorphs being visible. The abscesses 
in the liver appear to have no delinite limita¬ 
tion, and there has been no attempt at fibrous 
tissue formation ; in addition the hepatic 
cells in the immediate vicinity are considerably 
damaged. 

Spleen .—Collections of organisms can be made 
out lying free in the venous sinuses of the 
spleen pulp, or sometimes in the centre of a 
Malpighian corpuscle and surrounded by col 
lections of Binall mononuclear cells. The hyper¬ 
trophy of fibrous tissue is marked both in the 
capsule and in the trabecula*. This fibrosis of 
the spleen appeared to be common to all the 
cases of the series. 

Bacteriology.— The morphology of the 
bacilli in these cases was studied in 
smears and sections made from the 
organs and in cultures stained by 
Romanowsky or thionin methods. 

the tissues they appeared as fusiform 


Type H would seem to correspond to B. oxytocin* pemiciosns 
(MacConkey); it was isolated twice from spleen and liver of Bame 
post-mortem. ” 

Type I, Isolated twice, corresponds In its reactions to those given for 
B. acidi lactici (Hiippe). 

The remaining types B, C, and G, without reference to more extensive 
literature, cannot be placed in any classification. 

Pathogenicity .—A limited number of experiments were made with 
broth cultures and agar emulsions of these organisms on rabbits. From 
i to 1 c.cm. of 24-hours old broth culture was injected intravenously, 
but only produced a transient Indisposition. Opalescent emulsions of 
agar slopes after 24 hours’ Incubation were then tried in doses of 
1 c.cm. Two types of the organism (B and 0) proved pathogenic. Type A 
‘ slight pathogenic properties for rabbits. 


would appear to have but f 

A 


In___ .. 

bacilli, with marked bipolarity, together with 
the appearance of diplo-bacillar\ forms; these 
were also seen in young agar cultures, indl 
eating, apparently, a rapid proliferation on the 

part of the organism. In smears of the spleen stained by Giemsa 
this bipolarity was so pronounced as to give the Impression that 
one was dealing with an infection of B. pestU. All cultures were 
Gram-negative. . , , 

All the strains isolated were either non-motile or perhaps feebly so. 

Sugar reactions , 4‘0 .—In the reactions on the sugars a 
very considerable difference was noted, and found constant 
for the same strain of bacillus. From the clinical resemblance 
of these cases, from which apparently distinct organisms were 
obtained, we cannot bring ourselves to regard the variations 
of these sugars, not even of such an important sugar as 
lactose, as marking such a great diversity in the nature of 
the organisms involved, for it is very evident from post¬ 
mortem studies, as well as from microscopical sections, that 
their pathogenic action on the tissues was in all cases almost 
identically the same. 

According to their reactions with five sugars in peptone water the 
organisms isolated can be divided arbitrarily into nine groups (A to I), 
of which three—A, E, and F—do not ferment lactose, and I cannot tmd 
any record of these having been previously classified. In the table are 
shown the characters of these organisms after 24 hours' incubation in 
1 per cent, sugars and 1 per cent, peptone w-ater. 

The commonest type recorded is D, which corresponds with the 
Bacillus neapolitanus of Emmerich, and occurred 8 times out of 
21 organisms isolated. It was isolated in pure culture from the blood, 
right kidney, spleen, urine, and rectum of Case 8. Cultures from the 
left kidney, liver, raucous cyst from rectal wall of same case gave 
slightly different reactions (G, I). There is reason for presupposing 
that they are merely variants of the same bacillus. 


Plats II.—A. Section of renal cortex showing emboli of organisms in stellate arteries, glomeruli, 
and intertubular capillaries. Note the apparently normal appearance of the adjacent con¬ 
voluted tubules. Objective. Zeisi 1 6; ocular Baker 2 x 7 = x 200 diameters. (Case 3.) 

B. Section of renal medulla showing a large collection of organisms in a 

destruction of the tubular epithelium and dilatation of adjacent capillaries. Zeiss 18, ocular, 
Baker 8. x 300 diameters. (Case 7.) 

C. Section through a duct of Bellini showing the passage of bacilli through the 
epithelium and numbers in the lumen with polymorph cells and debris. Zeiss 1/1Z, ocular, 
Baker 8. x 1000 diameters. (Case 6.) Stained by carbol-thionln. 
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* In one instance returning to alkaline In 48 hours. 

(A.) = Slightly acid. A.G. = Acid and gas. + = Fluorescence in 
neutral red and positive indol. 

We wish to thank Lieutenant-Colonel Vickerman, 
R.A.M.C., for permission to record these cases, and also 
for much help and encouragement. Our thanks are also 
due to Lieutenant-Colonel Wade, R.A.M.C., consulting 
surgeon to the Forces in Egypt, for kind and continued 
assistance. 
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In this epidemic, owing to a combination of circumstances, 
observations were possible which furnish a few definite data 
in connexion with the incubation and spread of influenza. 

These observations were made at a general hospital in 
France during the height of the influenza epidemic, where, 
owing to lack of beds in the medical wards, medical cases 
were placed in some of the surgical wards. 

The Cates in Beds 62, 63, and 61. 

On the evening of June 6th a man suffering from bronchitis 
was admitted into a surgical ward in which for some days 
past no patient had shown signs of a medical malady. This 
man had gone sick with a febrile attack on June 1st; congh, 
accompanied by copious expectoration, soon made its appear¬ 
ance. On admission he had a temperature of99°F., with 
crepitations at both bases. The temperature fell to normal 
on June 10th and the signs rapidly cleared up. The duration 
of the fever, the presence of crepitations, and rapid recovery 
tend to indicate that this was a case of influenza. This man 
was notably dirty in his habits, constantly failing to use the 
sputum mug and spitting promiscuously on the floor. 

The arrangement of the beds in the ward is indicated in 
the accompanying diagram. The patient referred to was in 
bed 62. In the adjoining bed, No. 63, was a patient with a 
wound of the knee-joint infected with S. aureus ; the tem¬ 
perature in this case had been running a steady course of 
99-100° for some days past; on the evening of June 9th his 
temperature rose to 103*6°. In view of the possibility that 
this rise of fever might indicate a general septicaemia the 
blood was taken for culture, and from this culture small 
Gram-negative rods were recovered which, from the aspect 
of their colonies on blood-agar, their staining reactions, and 
morphological characteristics, conformed to B. influenza 
Pfeiffer. A study of the chart in this case indicates a short 
attack of pyrexia lasting four days, and directly due to 


fixed as from midnight on June 6th to 4 p.m. on June 9th, a 
period of 64 hours. 

The Other Cases. 

The patient in bed 60 had a compound fracture of the 
humerus, the temperature had been normal for the past 
14 days. On the morning of June 11th he had an [attack of 
shivering and the temperature rose to 100° ; he had general 
pains ; the temperature fell to normal on the evening of 
the 12th. 

Next to the last patient in bed 69 was a man with a 
wound of the knee ; the temperature had been normal for 
more than a fortnight. On the afternoon of June 11th the 
temperature rose to 104°, accompanied by shivering and 
general aching, followed by cough and expectoration. The 
temperature fell to normal on the 13th, and a rapid recovery 
ensued. It may fairly be assumed that these two cases 
were infected, not by the original importer of the disease, 
but by his first victim, the patient in bed 61. On this hypo¬ 
thesis the period of incubation would be exactly 48 hours in 
the case of No. 59 and some six hours less in the case of 
No. 60. 

The patient in b 2 d 64 adjacent to one of the first cases 
suffered from a gunshot wound of the chest (non-penetrating) 
which, however, had not given rise to any degree ef fever 
higher than 99°. On June 11th the temperature rose to 103° 
with cough ; crepitations were audible at the left base. Next 
day a small area of consolidation was observed at the angle 
of the left scapula. The temperature fell, followed by a 
secondary rise, accompanied by signs of a small patch of 
consolidation at the right base. Rapid resolution took place 
at both bases, the temperature falling to normal on the 
sixth day. 

Assuming this case to have been infected from his left- 
hand neighbour, No. 63, who was a bacteriologically proved 
case, the period of incubation would be exactly 48 hours. 

The patient in bed 65, the right-hand neighbour of last- 
mentioned case, had been in hospital suffering from inflam¬ 
mation of the connective tissue of the feet. His temperature 
had not been above 99° during his stay in hospital. On the 
morning of June 13oh his temperature rose to 100°, and for 
the next 48 hours it ranged between 99° and 100°, until on 
June 15th it rose to 103°. The left base showed signs of 
consolidation, the pneumonic process spreading to the right 
base two days afterwards. Pfeiffer’s bacillus was recovered 
from the sputnm. In this case resolution was delayed, fever 
and signs of consolidation persisting. Exploration yielded 
no fluid until the sudden expectoration of a large quantity 
of purulent sputum and the appearance of the signs of a 


Diagram of Beds in a Surgical Ward of a Military Hospital . 



The diagram illustrates the narrow radius within which infection from influenza takes place. The infection began 
from Bed 62 into which a man suffering from bronchitis was admitted on June 6th. Adjoining and opposite bed¬ 
fellows were stricken with influenza on the dates shown. Key to Diagram appears on opposite page. 


B. influenza engrafted upon a condition of chronic septic 
absorption. 

The patient in the bed No. 61 was suffering from a gunshot 
wound of the arm, accompanied by irregular fever ranging 
from 98-102°. In this case, again, there was a sudden rise 
of temperature to 104° on the afternoon of June 9th, accom¬ 
panied by conjunctivitis, con^h, and some expectoration ; 
the temperature remained 104° or slightly lower until the 
11th, finally falling somewhat abruptly to subnormal on 
June 14th. Pfeiffer’s bacillus was not recovered from the 
sputum in this case. The duration of the pyrexia, taken in 
conjunction with the presence of catarrhal symptoms in the 
one case, and bacteriological proof of invasion by Pfeiffer’s 
bacilli in the other, warrant the assumption that both were 
cases of influenza. That the infecting agent was the patient 
who came in bed No. 62 before midnight on Jane 6th admits 
of little doubt. The period of incubation can therefore be 


cavity at the left base indicated the presence of a pulmonary 
abscess. X rays confirmed this diagnosis. The sputum 
contained pneumococci, but in the later stages B. Pfeiffer 
could not be recovered. 

This patient made a good recovery. Assuming this case 
to have been infected from his right-hand neighbour, the 
period of incubation proves to be almost exactly 48 hours. 

In this group of seven cases there were four distinct 
periods of infection, this infection beginning at the centre 
bed 62 and spreading from bed to bed on either side. In 
every case, moreover, the infection spread directly from bed 
to bed ; in no case was the orderly sequence of a systematic 
march departed from. The limitation of the series is in 
all probability attributable to the fact that two beds, Nos. 66 
and 58, stood empty during the whole epidemic. 

Two cases occurred on the opposite side of the ward, which 
are shown in the diagram as Nos. 11 and 10. 
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Temperature Charts of 
an Epidemic of Influenza 
localised in a Surgical 
Ward. The bold number 
at the foot of each chart 
refers to the position of 
the bed as given in the 
diagram. The crosses on 
the charts denote the 
beginning and end of 
the influenzal febrile 
movement. 
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It is difficult to be sure whether No. 62 on the opposite 
side was responsible or whether No. 10 was himself infected 
before admission to the hospital. This case was a medical 
case admitted under similar circumstances to No. 62— 
namely, pressure on medical beds due to the general 
epidemic. This man was a slight gas case and was admitted 
about midnight on the 6th, afebrile on arrival, but had a 
sudden rise of temperature at 12 p.m. on the 8th, a period of 
48 hours after admission. His ailment showed pyrexia, 
rhonchi, and crepitations at the left base. His recovery was 
rapid, the laryngitis, due to gas, remaining unaltered during 
the whole period. His left-hand neighbour, No. 11, suffered 
from fracture of the right and left humerus, and this case 
had a sudden rise of temperature on the 8th, shivering and 
coryzal symptoms, and an ear discharge. This cleared up very 
rapidly. The incubation period was between 35 and 40 hours. 

The limitation of spread from these cases may be explained 
by the fact that although the beds were occupied, yet 
elaborate cross-pieces for splints materially increased the 
space between the beds, thus interposing the barrier to 
further spread. 


The ailment from which all these cases were suffering 
appears without doubt to be influenza, both from the positive 
bacteriological results in two cases out of nine and also from 
the clinical observations. As regards the latter, it is 
interesting to note that the following symptoms were pre¬ 
sented by one or other case, and that the duration of the 
illness was either long or short: (1) septicaemia ; (2) coryza 
(3) bronchitis ; (4) broncho-pneumonia; (5) otitis media , 
(6) body pains, «fcc. In all these cases the incubation period 
was about 48 hours, the cases in which possibilities of 
accurate observation were greatest were those which approxi¬ 
mated most closely to a 48-hour period. 

These observations illustrate two factors in the spread of 
influenza. Firstly, the narrow radius within which infection 
takes place ; secondly, the shortness and apparent punctu¬ 
ality of the incubation period. Both these factors help to 
explain the rapid spread of epidemic influenza. 


SUPPLEMENT TO A NOTE ON 

“ACUTE YELLOW ATROPHY”(?). 

By ERNEST GLYNN, F.R.C.P. Lond. 

The following microphotographs illustrate the condition 
of the liver on microscopical examination in the case of the 
female munition worker, aged 20, who died suddenly of 
acute toxic jaundice (?) nine months after leaving the 
T.N.T. filling-room. A full note on the case appeared in 
The Lancet of Oct. 26th, pp. 555-6. 



Upper half. —Section of liver, x 150, showing large necrotic areas and 
portions of persisting but fatty lobules. 

L °^ r v, h . a i ,f - 8ect, ^,°! 1!ver ’ x 400, •bowing (right quarter) unusually 
are^aSo see^* ^ left bottom oorner ) necrotic area. Fatty liver cells 
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SECTIONS OF MEDICINE, EPIDEMIOLOGY, AND 
PATHOLOGY. 

Encephalitis Lethargica. 

A combined meeting of these sections was held on 
Oct. 22nd, Surgeon Rear-Admiral Sir Humphry Rolleston, 
President of the Society, being in the chair, when a dis¬ 
cussion took place on Encephalitis Lethargica, a brief note 
on which has already appeared in our columns. 

Pathology. 

Lieutenant-Colonel F. W. Mott, R.A.M.C. (T.), gave a 
r6sume of the results of the examination of two brains which 
was sent through him by M. Marinesco, professor of neuro¬ 
logy at Bucharest, who had been working for some time past 
in the pathological laboratory of the Maudsley Neurological 
Clearing Hospital. Disseminated miliary or punctiform 
haemorrhages visible to the naked eye existed in the grey 
matter in the neighbourhood of the floor of the fourth 
ventricle, the aqueduct of Sylvius, and even the third 
ventricle, and were also found in the posterior part of the 
pons and the peduncles. The cerebral cortex, except for 
congestion of some of the vessels of the lepto-meninges, had 
shown in these two case3 neither macroscopic nor microscopic 
lesions. On the contrary, the first segment of the spinal 
cord, which was the portion of the cord available, had 
presented the same histological lesions as the pons, bulb, and 
peduncles. Microscopical study of the above-mentioned 
regions had demonstrated the existence of four kinds of lesions: 
1. Infiltration of the walls of the small vessels, and espe¬ 
cially the veins, consisting of lymphocytes and plasma cells 
in the adventitia, disposed in several layers. The endo¬ 
thelium and fibroblasts might also take part in the inflam¬ 
matory process. 2. Foci of interstitial inflammation consisting 
of neuroglia cells of several kinds, including large cells 
with voluminous excentric nucleus and many fibrillar 
prolongations, lymphocytes, and polynuclears. The foci of 
interstitial inflammation appeared sometimes to be altogether 
independent of vascular infiltrations, and might occur in the 
roots of the nerves—e.g., hypoglossal, pneumogastric, kc. 
3. Lesions of the nerve cells, which did not correspond with 
those usually seen in infantile paralysis. There was dissolu¬ 
tion of the soi disant Nissl bodies, relative achromatosis, 
reduction in volume of the cellular body and of the number 
of prolongations and multiplications of the satellite cells, 
but only exceptionally was there evidence of neuronphagia, as 
was described by Economo. 4. The foci of haemorrhage, the 
most obvious microscopic change, were seen to be much 
more numerous when microscopic examination was made. 
These haemorrhagic foci remained circumscribed around the 
walls of the small vessels, and red corpuscles were mingled 
with the cells of inflammatory infiltration, or they constituted 
a kind of covering and floated about around the vessels. In 
spite of the very great number of haemorrhages the vessel 
wall did not appear to be necrosed, but sometimes a 
solution of continuity of the vessel wall could be seen. 
From microscopic investigation of these two cases, 
M. Marioesco drew some conclusions upon the nature 
of the disease. He regards lethargic encephalitis as 
disease entirely different from botulism, from the 
haemorrhagic poliomyelitis of Wernicke, from the polio¬ 
myelitis of Heine-Medin, and from sleeping sickness. 
Like these two last diseases, it was an infectious inflamma¬ 
tory disease, but the nature of the infectious germs had not 
yet been determined. It was distinguished from botulism 
by its symptomatology and by the four above-mentioned 
histological lesions. The vascular lesions, due to the presence 
of an infiltration of the walls of the vessels by migratory 
elements, were absent in botulism, and the readily recog¬ 
nisable Bacillus botulinvs had not been found in these cases. 
Colonel Mott then showed photomicrographs illustrating 
the chronic inflammatory conditions of the perivascular 
lymphatics in sleeping sickness and cerebro-spinal syphilis, 
in which there was definite infection by a specific organism, 
and which might be accompanied by somnolence. In 
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epidemic encephalitis and the bulbo-pontine encephalitis 
of Heine-Medin disease, which, as Wickman had shown, 
was a form of anterior poliomyelitis, somnolence was a 
frequent symptom, passing on to coma. Epidemic encephalitis 
was an acute inflammation of the sub-adventitial peri¬ 
vascular lymphatics, and was characterised by naked-eye 
hemorrhages in the pons, the medulla, the peduncles, and 
around the third ventricle. Microscopic examination showed 
not only lymphocytes and plasma cells in the lymphatic 
sheaths of the arteries and veins, but large numbers of poly- 
nuclears, and the inflammation was so acute that there were 
haemorrhages, not only into the lymphatic sheath and peri- 
adventitial space, but into the tissues around. There was 
proliferation of neuroglia cells around the vessels and in the 
nervous tissue in the proximity of the inflamed vessel. He 
could find no essential difference between this epidemic 
encephalitis with its characteristic clinical symptoms of 
fever, headache, oculo-motor, facial and bulbar symptoms 
of difficulty in swallowing, paralysis of soft palate and 
respiratory symptoms, and the ponto-bulbar encephalitis of 
Oppenheim and Cassirer, and observed frequently in the 
epidemic described by Wickman. In the Heine-Medin 
disease, as in cerebro-spinal syphilis, different forms arose 
according to the maximum seat of the lesion, and this 
might be explained by supposing that the primary seat of 
invasion of the lymphatics of the nervous system varied in 
different cases and in different epidemics. Thus, the spinal 
cases might start from the intestines and find access to 
the spinal cord by the lymphatics surrounding the lumbo¬ 
sacral arteries; lesions in the bulbo-pontine and upper 
spinal region might start from infection of the lymphatics 
surrounding the vertebral artery when the throat and nose 
was the primary seat of invasion of the peri-arterial 
lymphatics, or by the infection of the internal carotid when 
in the encephalitic or meningeal forms. It was said that 
this epidemic of ponto-bulbar encephalitis could not be the 
same as Heine-Medin disease, for the cerebro-spinal fluid 
obtained by lumbar puncture contained no lymphocytes. 
Captain C. R. Box had had cases in which lymphocytes had 
been found. It appeared that when the meninges were affected 
lymphocytes and albumin were certain to appear in the 
cerebro-spinal fluid. 


Obser cations on Blood Counts and Cot ebrO’spinal Fluid . 

Dr. P. N. Panton said that the examinations made of cases 
in the clinical laboratory of the London Hospital consisted 
in investigations of the leucocytic content of the blood and the 
protein and cellular contents of the spinal fluid. The results 
were compiled and published by his colleague, Mr. S. K. 
Vaidya, in The Lancet of Sept. 7th, 1918, and he proposed 
to give very briefly a summary of these findings. Twenty of 
the most typical cases were examined, and it was probable 
that the diagnosis was incorrect in two only. In both these 
cases the error in diagnosis was indicated by the laboratory 
examination. One case had a leucocytosis of 21,200 per c. mm., 
by far the highest count of the series, and proved to have 
lobar pneumonia. In the other tubercle bacilli were found 
in the spinal fluid during life and miliary tuberculosis post 
mortem. In the remaining cases the average leucocyte count 
was 7600 per c.mm., and the relative proportions of the 
cells were about normal. An occasional somewhat higher 
leucocyte count was explained by the presence of a septic 
rash or some other complication. The spinal flaid 
was in all cases clear and without any coagulum 
on standing, such as was found in tuberculous cases. 
The protein was never more than slightly increased, and the 
cellular content was either normal or slightly increased also, 
the type of cell being always lymphoid. In some cases he 
thought that the protein excess, which, though not great, 
was constant, was greater than should haTe been expected 
from the small number of lymphocytes found. Although 
these changes were very slight they appeared to them to be 
constant. The value of leucocytic, and in particular of 
spinal fluid, examinations as a means of excluding diagnoses 
of epidemic encephalitis was abundantly manifest in 
numerous cases of other diseases occurring during this 
epidemic, but not included, with two exceptions, in the 
series. 

Dr. F. G. Crookshank said that in describing the cerebro¬ 
spinal fluid examination it was necessary to state the day of 
the disease on which the fluid was taken, as the cell count, 
&c., differed from day to day. 


Epidemiology . 

Dr. W. H. Hamer pointed out that just as in 1915 the 
so-called epidemic of cerebro-spinal fever was really only a 
small part of an influenza prevalence, so in the epidemic 
encephalitis of the spring of 1918 a particular cluster of 
symptoms was once more being singled out for scrutiny, and 
that here, again, the epidemic, so-called, was merely part 
and parcel of a prevalence of influenza. During the last 
ten years evidence had been collected, however, clearly 
showing a close association between outbreaks of. polio¬ 
myelitis, polioencephalitis, cerebro-spinal meningitis, and 
prevalences of influenza. He referred to Brorstrom’s 
demonstration of the influenzal nature of poliomyelitis, 
to the London evidence relating to the common origin 
of cases of influenza and of cerebro-spinal fever, and to 
the similar conclusions arrived at by an Army bacterio¬ 
logist from study of the 1915 outbreak in camps. The proof 
that epidemic letharcry was no new disease was writ large in 
Hecker and in Creighton. 1 and was now being followed out in 
detail by Dr. Crookshank in his Chadwick lectures in course 
of being delivered. In spite of all this there was a dis¬ 
position, in some quarters at the present time, to claim 
that the epidemiological teaching must be brushed on 
one side, and reliance placed exclusively upon niceties of 
laboratory technique. In view of the fact that “Spanish 
influenza ” had followed hard upon the heels of epidemic 
encephalitis, he ventured to plead, once again, for the 
epidemiological point of view. These “new diseases” could 
not be completely understood by making cell counts 
and cultivating various strains of organisms; nor 
fully comprehended by insisting upon the fact that 
particular structures had been picked out in the cerebro¬ 
spinal nervous system, and that the lesions were here at one 
level and there at another; nor satisfactorily explained by 
focusing attention upon some particular sign or symptom, 
whether it were sweat, lethargy, paralysis, an exanthem, 
or some evidence of involvement of the pulmonary, nervous, 
or gastro-intestinal systems, and by considering each phase 
of the epidemic prevalence in relation thereto and studying 
it apart from all the other phases. Recognition of the 
epidemiological point of view really implied, he submitted, 
a return to Sydenham’s method. Creighton had declared 
that there was something more than accident in the associa¬ 
tion between epidemics of influenza and epidemics of 
“ague.” Study of the last named showed clearly that they 
were not, of course, outbreaks of malaria, but precisely 
those very ’gastro-intestinal, pulmonary, and nervous mani¬ 
festations which we were now beginning to realise actually 
constituted part and parcel of influenza prevalences. 


Report of Local Government Board. 

Lieutenant-Colonel S. P. James (Local Government Board) 
said that Sir Arthur Newsholme had authorised him to give a 
brief summary of the results of an inquiry into encephalitis 
lethargica recently carried out by the medical staff of the 
Local Government Board in collaboration with the Medical 
Research Committee. Owing to printing difficulties the 
issue of the report of this inquiry had been greatly delayed. 
The summary he gave was abbreviated from Sir Arthur 
Newsholme’s general review which prefaced the report. In 
its initial stages last April the inquiry was concerned 
chiefly with an investigation of the hypothesis that 
the illness was a manifestation of botulism. In connexion- 
with that view Dr. J. McIntosh, on behalf of the Medical 
Research Committee, carried out a complete bacterio¬ 
logical investigation, and Dr. G. C. Hancock ana Dr. 
Pearse, of the Food Branch of the Board s Medical 
Department, personally investigated, from the point of 
view of a possible food origin, 58 cases reported up to 
May 7th. The result of these preliminary inquiries was that 
neither on the bacteriological nor on the epidemiolofpcal 
side could any direct or indirect evidence be obtained of an 
association of the illness with the Bacillus botulmus or with 
infection from food. In addition to proving that the illness 
was not due to food, the results of the preliminary inquiry 
pointed to a possibility that it might be one of the many 
forms of the disease, or group of diseases, to which noso- 
logists at present attach the indiscriminative label “ Heme- 
Medins’che Krankheit,” of which infantile paralysis— 
officially termed acute poliomyelitis— was the commonest 

i The Lancet, 1906, i., 569, 655, 733. 
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type of illness. It was found, however, that from infantile 
paralysis the present illness differed very strikingly, not only 
in the localisation of the paralysis and some other equally 
obvious signs, but in its age incidence, seasonal prevalence, 
course, duration, and fatality. 

In these circumstances it was decided to carry out a 
more complete clinical and epidemiological study of the 
illness than had been attempted in regard to the first 
58 cases. The Public Health Department of the London 
County Council agreed to investigate all cases in the 
London area. Up to the end of June the number of 
cases in the London area inquired into was 107 and 
the number in the provinces was 121. Apart from these 
special inquiries Dr. A. S. MacNalty was deputed to under¬ 
take a detailed personal study of the clinical symptoms of 
the illness, conferring with Sir William Osier, Regius pro¬ 
fessor of medicine, University of Oxford, and with Major 
George Draper, of the United States Army Medical Corps, 
who examined and reported on cases in Birmingham, 
Leicester, Oxford, and other localities. On the bacterio¬ 
logical side, in addition to the research in connexion with a 
possible food origin, the problem of the nature of the illness 
was attacked from the point of view that the virus might 
be closely allied to, or perhaps identified with, that of acute 
poliomyelitis ; and in this line of research animal experi¬ 
ments were begun as soon as the necessary monkeys could 
be obtained. In addition Sir Walter Fletcher, F.RS., 
secretary to the Medical Research Committee, secured the 
services of Professor G. Marinesco, of Bucharest, for the 
examination of specimens from fatal cases of the disease. 

Results of Investigations. 

The accounts given by all these observers might be sum¬ 
marised very briefly as follows : 1. For identification and 
description it was decided to follow von Economo in terming 
the illness encephalitis lethargies, a name which had the 
right of priority and indicated a characteristic clinical 
feature. 2. Dr. MacNalty, from his clinical study, concluded 
( a ) that in its essential primary features the illness had a 
characteristic and constant symptom series of its own ; (b) that 
between this symptom series and that of the rare forms of polio¬ 
myelitis with which alone it could be oonfused the clinical 
differences were more marked than the resemblances. 

3. The results of the epidemiological inquiries were to 
the effect that encephalitis lethargica was not a form of 
acute poliomyelitis, and that its presence and epidemic pre¬ 
valence depended on conditions other than those necessary 
for the presence and epidemic prevalence of that disease. 

4. Both Professor Marinesco and Dr. McIntosh, as a result 
of their separate researches, arrived independently at the 
conclusion that encephalitis lethargica, as it appeared in the 
present outbreak, was identical with the illness described by 
von Economo in Austria and Professor Netter in France, 
and that it was a disease sui generis anatomically and 
clinically distinct from analogous affections. 

It still remained to ascertain what the nature of the disease 
was rather than what it was not. Various hypotheses had been 
suggested by different workers engaged in the inquiry, but 
the view which appeared best to agree with present know¬ 
ledge was that encephalitis lethargica was one of a group of 
diseases in which, as in cerebro-spinal fever and acute polio¬ 
myelitis, the pathogenic agent was much m ire generally 
present in the human organism than the clinical evidence 
implied. As regards cerebro-spinal fever this was no 
longer an hypothesis, but a well-established observa¬ 
tion. In that condition the specific reaction named 
cerebro-spinal fever arose in one or other of two ways: 
first, as the result of a breakdown in the immunity 
to the effects of the virus which the individual who 
harboured it had up to that time enjoyed ; secondly, as 
the result of a non-immune person becoming infected 
with a strain of the virus which had attained the degree of 
pathogenic action described as specific. During severe 
epidemics evidence could sometimes be obtained that cases 
of cerebro-spinal fever arose in both these ways, but during 
inter-epidemic and mild epidemic periods it was seldom or 
never possible to obtain evidence that the illness was infec¬ 
tious : at such times cases of the disease were always 
scattered sporadically, and. except the patient himself, they 
cannot be traced to any known source of infection. 

This was the view that best explained the irregular, wide¬ 
spread, sporadic distribution of encephalitis lethargica. Until 
further research yielded precise information we might assume 


that many people harboured the organism of the illness— 
perhaps as a harmless saprophyte, perhaps as a “conditional 
parasite,” perhaps in the stage when it must be termed a 
“ specific pathogenic ” parasite—and that in certain of these 
persons there occurred for some unknown reason either an 
enhanced virulence of the parasite or a lowered resistance of 
the tissue cells, or both, the result being that the stimulus 
of the parasite overcame the resistance of the tissue cells 
and the host suffered from the effects of the virus which 
previously he had harboured with impunity. This explanation 
implied that the key to the problem rested not in the purely 
bacteriological view of the causation of disease, but in the 
wider view that disease resulted from the interaction 
of several factors of which changes in the properties 
of the tissue cells on the one hand, and in the provoking 
stimulus or pathogenic agent on the other, were the chief. 
The view emphasised the role of the individual in the origin 
and progress of the disease, and the practical indication 
would seem to be to enlist all the resources of personal and 
public hygiene in an endeavour to influence favourably the 
potential energies of body and tissue cell resistance, espe¬ 
cially in individuals who might seem to be predisposed to a 
disease of this nature if they happened to become a host of 
its parasite. At the same time, it was clearly of importance 
to pursue research, both to ascertain what pathogenic agent 
was concerned and into the factors of individual predis¬ 
position and correlated resistance, the variations of which 
were subject to so many influences. The first necessity for 
these studies was early and complete information of all cases 
of the disease in different parts of the country, and for this 
reason the Local Government Board had decided, as a 
temporary measure, to make encephalitis lethargica com¬ 
pulsorily notifiable for a period of one year. 

Colonel James then reviewed briefly the relevant epidemio¬ 
logical data collected up to the end of June, and thought 
that the evidence adduced, in both quantity and kind, 
supported the conclusions (1) that the illness under con¬ 
sideration was not a form of acute poliomyelitis ; (2) that 
its presence and its prevalence in epidemic form depended 
on conditions other than those necessary for the presence 
and epidemic prevalence of that disease. He displayed charts 
comparing the seasonal incidence of poliomyelitis and 
encephalitis lethargica and maps comparing the distribution 
of the two diseases. 

Description of the Disease. 

Dr. A. S. MacNalty described the condition of encephalitis 
lethargica occurring in the recent outbreak as an acute 
illness in which nervous localising signs might or might not 
be present. There were three types : 1. A type displaying 
general disturbances of the functions of the central nervous 
system but without localising signs. 2. Types with nervous 
localising signs: (a) clinical affection of the third pair of 
cranial nerves; (b) affections of the brain stem and bulb, 
with local lesions of other cranial nerves ; (c) affections of the 
long tracts—e.g., pyramidal, pre-pyramidal, and upcoming 
afferent tracts ; (d) ataxic types (involvement of cere¬ 
bellar mechanism) ; (e) affections of the cerebral cortex ; 
(f) types indicating some evidence of spinal cord involve¬ 
ment ; (g) polyneuritic type. 3. Mild or abortive types, with 
or without localising signs in the central nervous system. 
The incubation period was probably variable. The prodromal 
period commonly ranged from the first to the seventh day, 
but might be as protracted as three weeks, during which 
occurred lethargy, headache, giddiness, and diplopia, as well 
as lassitude, fatigue, vomiting, and diarrhoea. The acute 
manifestation included slight early rise of temperature (to 
101° or 102° F.), marked asthenia, catalepsy, stupor 
(alternating with nocturnal delirium), emotional changes, 
changes in speech (which became either nasal, monotonous 
and slurred, or chattering, rapid and unintelligible), fibrillary 
movements, and choreic movements of face, trunk, and limbs. 
Muscular pains, hyperesthesia, retention or incontinence 
of urine, incontinence of faeces, sweating, skin eruptions, and 
dysphagia might also occur. Marked constipation was the rule. 
The rapid, complete, or partial clearing of the paralysis was 
the most remarkable feature of the types with nervous mani¬ 
festations. Mild or abortive types were rare. Recovery was 
gradual and tedious, chiefly on account of the great pros¬ 
tration and muscular weakness. Death appeared to be due to 
paralysis of the respiratory centre in the medulla, and was 
preceded by intensification and frequency of delirious attacks, 
deepening of the stupor, and coma. After-effects noted were: 
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(1) alteration in the mental condition ; (2) persistence of 
cranial nerve palsies; (3) the subsequent appearance of 
paralysis, apparently of spinal origin ; and (4) athetosis. He 
concluded that, though the disease resembled poliomyelitis, 
it differed from it in important respects and displayed 
characteristic symptoms. It was possible that the accepted 
classification of poliomyelitis had been made on too wide a 
basis, and certain cerebral, ponto-bulbar, and ataxic types 
might have been examples of the clinical forms observed in 
this outbreak. Cases of poliomyelitis and encephalitis had 
been known to occur side by side. He thought the relation¬ 
ship between them might be comparable to that existing 
between typhoid fever and paratyphoid. 

Clinical : A Series of 16 Cases. 
Lieutenant-Colonel A. J. Hall spoke of his experience of 
16 undoubted cases which came under his immediate observa¬ 
tion. The epidemic in Sheffield differed from the whole, in 
that there was not one fatal case throughout. His cases 
included persons of each decade up to 70 years. Only two 
were under 10 years. The sexes were about equally repre¬ 
sented. The epidemic began early in Marfh, and was prac¬ 
tically over by the end of April. The mode of onset varied 
considerably. In five the onset was sudden, in the remainder 
it might be described as gradual. 

Sy mptoms and signs. — The three cardinal signs in a typical 
case were lethargy , gtneral asthenia , and cranial nerve 
palsies. One or even two of the cardinal signs might be 
slight or absent, but as a rule the clinical picture was 
chiefly due to the asthenia and lethargy. In one of the 
cases the lethargy was slight and the cranial palsies limited 
to a slight ophthalmoplegia, but the general asthenia was 
so extreme that the patient gave a typical picture of 
immobility, being unable to turn over in bed and hardly 
able to move arms or legs. Another case within 24 hours de¬ 
veloped almost complete facial diplegia, whereas there was no 
lethargy or asthenia throughout. He emphasised the import¬ 
ance of considering the three cardinal signs as a whole ; any 
one of them might predominate or might be slight or absent. 
In most cases the cranial nerve palsies formed but a small 
part of the whole symptom-complex. 

Prodromal period. — In most cases there was a distinct 
interval between the onset of illness and appearance of charac¬ 
teristic symptoms, and this varied widely.. It was usually a few 
days—about one, to four or five—but in some of the cases 
had been not less than 10 days. The onset of the cardinal 
signs might be sudden, but was usually ingravescent, and 
this was particularly true of the cranial palsies. They took 
some time to develop fully, and might vary in extent 
from day to day. The general asthenia tended to make 
the facial palsies less obvious than usual. Ophthalmo¬ 
plegias. —Strabismus of variable extent, inequality of 
pupils, and nystagmus were commonly present. The last 
named was sometimes of an irregular and incoordinate kind. 
Fever was noted in many cases, sometimes severe and 
prolonged, but might be slight, even in a severe attack. 
Lethargy was perhaps the most striking feature of most of 
the cases. It was not true sleep. Or ten the patient was 
surprisingly awake to what was going on. Many who were 
stuporose all day became delirious at night, returning to 
stupor next day. Sometimes the delirium was of a foolish 
kind and suggested hysteria. Tremors .— In one case tremors 
with asthenia were the chief symptoms. Speech. — During 
the lethargic period this was often affected. In one case 
there was a distinct hurried or festinating speech, such as is 
sometimes observed in paralysis agitans. 

Results. — All the 16 cases were still alive, most 
had been seen within the past few days, and reports 
from their medical attendants had been received of others. 
Group A consisted of 7 cases in which recovery was 
complete and absolute. Group B contained 6 cases in 
which recovery was practically complete, some slight trace 
of illness being left behind. In Group C there were 
3 cases, and these after six months were still far from 
recovery. In each case the present incapacity was due to 
involvement of the trunk and limb muscles generally, the 
cranial palsies having disappeared completely or almost so. 

The points for discussion might be summed up as follows : 
Was this or was it not an epidemic of poliomyelitis ? If it 
was not, then it might be either an entirely new disease or 
one that until recent times had not been observed in epidemic 
form. Lethargy and asthenia, so severe and prolonged 
in most of the cases of encephalitis, had not been 


recorded as occurring in typical cases of poliomyelitis, 
sporadic or epidemic. He could not think that anyone would 
consider the term “sleeping sickness” descriptive of polio¬ 
myelitis in genera], yet it would not be an inappropriate 
name for this epidemic. Except for the palsies there 
remained little in these cases of encephalitis which was 
common to them and to poliomyelitis. Even the palsies pre¬ 
sented striking differences in the two diseases. In polio¬ 
myelitis the onset tended to be rapid and maximal ; the 
regions affected were usually those innervated from the 
spinal cord; the distribution was often unilateral, and they 
frequently left permanent residual effects of greater or less 
extent in the areas first attacked. In the recent epidemic the 
paralyses were typically of gradual ingravescent onset; 
they almost always affected regions innervated by cranial 
nerves and were often bilateral. So far as present 
evidence was available they usually left no permanent 
residual effects in the area first affected. We knew that 
many nerve poisons—e.g., diphtheria, B. botulinus , lead, 
alcohol, &c.—showed a peculiar predilection for certain 
part^ular parts of the nervous system ; in these cases of 
epidemic encephalitis there seemed to be such a definite 
selective action at work. It had been pointed out that 
poliomyelitis in its epidemic form was characterised by 
the multiformity of the sites affected. The cases of the 
recent epidemic were notable for the uniformity of the sites 
affected. With regard to the possibility of this beiDg an old 
disease which had only recently been recorded in epidemic 
form he had no proof to bring forward. A similar epidemic 
appeared about the same time in 1917. In course of time 
records of sporadic cases of a similar type might be found 
as abnormal or exceptional varieties of influenza or polio¬ 
myelitis, &c. Such a line of inquiry seemed worth con¬ 
sideration, but in any case the final decision rested with the 
pathologist. Photographs were displayed on the epidiascope 
to show the mask-like countenance, the lethargy, and the 
posture of patients in bed. 

Statistical Observations on 127 Cases. 

Dr. Crookshank gave statistics of 127 cases observed by 
him early in this year, and considered by him examples of 
Heine-Medin disease, 120 occurring at the London Hospital, 

4 at the North-West London Hospital, and 3 private cases. 
Of these, 77 were males and 50 females. Under 5 years there 
were 28 cases (17 males and 11 females); from 5 to 10 years 
29 cases (16 males and 13 females) ; and over 10 years 70 cases 
(44 males and 26 females). There were 26 deaths (or 
20 39 per cent.), and 11 post mortems were performed. 

CereWo-spinal fluid. —In 51 cases lumbar puncture was 
carried out, and in 44 cases the cerebro-spinal fluid was 
examined. In 43 cases cytological reports were made. In 
25 cases lymphocytes and in 4 cases leucocytes were found 
in excess. In 6 cases lymphocytes and in 2 cases leucocytes 
were in marked excess. Protein was present in excess in 26 
cases. Organisms were found in 16 cases, no organisms in 12, 
Gram-negative organisms in 2, and Gram-positive in 2 cases. 

History and mode of onset. —A history of injury to the 
head occurred in 9 cases, of tooth extraction in 2. There 
was a two-stage history in 46 cases, sudden onset of nervous 
symptoms without previous illness in 36, gradual onset of 
nervous symptoms in 17, whilst the onset was undetermined 
in 28. 

General symptoms. —Sweating was marked in 13 cases, 
diarrhoea in 7, and constipation in 29 cases. Glycosuria 
occurred (without previous history of it) in 1 case, acetonuria 
in 4 cases. At the onset vomiting occurred in 38, pain 
in hypochondrium in 13 cases. Rashes occurred in 27 cases, 
erythematous in 12, miliarial in 2, petechial in 5, and 
herpes in 8 cases, and of these 6 were labial and 2 gluteal. 
Desquamation was observed in 2 cases, joint swelling in 
2 cases, oedema of the legs in 1 case, enlargement of glands 
of head and neck in 1 case, and bedsores occurred in 1 case. 
Dental irregularities were not positively recorded in more 
than 10. 

Signs and symptoms referable to nervous system : Mental .— 
Emotionalism or “hysteria” was marked in 5 cases. 
Mutism (apart from silence during drowsiness) was noted in 
7 cases. Delirium was marked in 19, maniacal delirium 
noted in 2, “acute delirious mania” following “stupor” 
in 1, delusions or hallucinations (apart from delirium or 
mania) in 3 cases. Nocturnal sleeplessness with diurnal 
drowsiness was marked in 3 cases, “drowsiness” in 30, 
stupor or prolonged lethargy in 26, “ unconsciousness ” or 
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coma in 25, and sequential dementia in 5 cases. Physical. 
—Epileptiform fits or convulsions were present in 15 
cases ; tremors, twitching, or choreiform movements were 
marked in 22 cases, trismus was marked in 2, head 
retraction was marked in 23, and limb spasticity was 
marked in 29 cases. Paresis or paralysis of limbs (apart 
from general asthenia) occurring transitorily or otherwise 
without hypertonia was noted in 47 cases, atrophy of limb 
muscle groups (apart from generalised muscular atrophy) 
in 10, facial paralysis (other than transitory) in 8, 
amaurosis (partial or marked) with slight changes in 
papilla in 5, ptosis was marked and persistent in 
23, strabismus occurred in 19, nystagmus in 14. Deaf¬ 
ness and tinnitus were marked in 5, dysphagia occurred 
in 5, hypoglossal palsy was marked and persistent in 5, pain 
and tenderness in limbs were marked in 11, and formications, 
tinglings, and numbness were marked in 6. In 6 cases 
ascending paralysis occurred, and in one case (not included 
in the above statistics) trophic changes and gangrene of the 
finger-tips appeared, probably due to an acute ascending 
central myelitis. 

A very careful inquiry had convinced him that the various 
Heine-Medin categories—paralytic, spasmodic, and psychical 
— had been known in Europe for many centuries. Their 
prevalences or recurrences (pandemic, epidemic, endemic, 
communal, or commensal) had invariably been associated, 
concurrently or coincidently, with wider but similar pre¬ 
valences or occurrences of catarrhal, sudoral, or nervous 
fevers, now generally regarded as influenzal. The cases 
spoken of as “infantile paralysis” represented only one 
end of a spectrum.-’ The other end was represented by 
various forms of “encephalitis,” including the “acute 
delirious mania” of Dr. Luther V. Bell. 

Discussion. 

Sir Arthur Newsholme pointed out that diseases which 
might occur in conjunction with each other and under 
similar epidemiological conditions were not necessarily the 
same. 

Lieutenant-Colonel Goodall agreed with Dr. Hamer that 
this disease was the same as that described by Sydenham, 
who also called it “the new disease.” The duty of patho¬ 
logists, clinicians, and epidemiologists was to separate 
diseases. Diseases which were similar were not necessarily 
identical. 

Dr. Crookshank drew attention to the fact that “polio¬ 
myelitis ” attacked a part of the organism which in children 
was in an early stage of development — namely, the 
anterior horn cells. This might be the reason why growing 
children developed flaccid atrophy in a manner which did not 
appear in grown-up people. The child grew and developed, 
whilst the anterior horn cells remained stationary. 

Dr. F. Buzzard said that encephalitis in children was 
more common than was generally recognised. He had seen 
two cases of encephalitis lethargica which at first sight 
appeared typical of paralysis agitans. If the mid-brain 
were attacked cases of the paralysis agitans class were 
produced. 

Captain Box said that he had seen a case of encephalitis 
lethargica in 1913, with typical clinical findings and post¬ 
mortem lesions as described by Colonel Mott. Out of 
14 cases in which he had had cerebro-spinal fluid examined 
6 showed excess of lymphocytes, 6 showed blood, and 2 were 
negative. In no case was the fluid under pressure. Two 
cases had rashes, pustular in one case and in the other like 
measles, but with a different distribution. There was one 
case of optic neuritis. In three cases there were false 
attitudes of the head, showing a deviation from one or other 
shoulder produced by some interference with the peduncular 
system. 

Dr. J. A. Murray, Captain Da Fano, and Dr. H. Ingleby 
also spoke. 


SECTION OF SURGERY. 

Spolia Opima. 

A meeting of this section was held on Oct. 23rd, when 
Sir John BlandSutton delivered his Presidential address, 
in which he gave demonstrations of museum specimens. 
Speaking of abdominal surgery, he said that in many cases 
operation left the patient in a worse state than before. This 
also applied to gastric surgery, about which nothing had 
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been learned since 1881, when surgeons took up the surgervof 
the stomach. I.ess than a hundred years ago simple gastric 
ulcer was confounded with carcinoma. Bilocular stomachs 
used to be of interest in the post-mortem room, or were a 
curiosity of the museum. When Darwin came on the scene 
they became of interest to anatomists and were regarded as a 
result of atavism. They were now known to be very common 
and the result of disease. He had operated on three cases 
in which the stomachs were joined by a very small isthmus. 
The isthmus was removed and the stomachs were joined, but 
the patients were unrelieved and gastrojejunostomy had to 
be performed. The contracting influence had apparently 
persisted after the operation. He gave a review of surgery 
since the time of Hunter, and described the amount of 
suffering supported by patients before the introduction of 
anesthetics, and remarked upon the extraordinary skill and 
quickness of operations of the surgeons in those days. 


SOCIETE DE BIOLOGIE, PARIS. 

The meeting of this society on Oct. 19th was the first of a 
series of inter-Allied gatherings devoted to the Biology of 
War. The subject chosen was Shock, and the following is a 
summary of some of the papers read : — 

W. B. Cannon : The Origin of Traumatic Shock. 

Le choc traumatique eat caracterlse par presslon arterielle baas© 
persistant©, pouls accelere, paleur, aueurs, respiration superticielle 
rapid©. Pression arterielle base© persistant© n’est due ni & faiblesse 
c&rdiaque, ni A manque de tonus vaso-constricteur. Hyperglobulle 
dans les capillaires accentuee par le frold. Reduction de la reserve 
alcaline parfois assez forte pour determiner l'acidose; ello est due A 
rahaissementexagere de la pression sanguine qui araene l’anoxhemie. 
Si la pression sanguine est demeuree b&sse longtemps, irapossibility 
de la relever: les cellules nerveuses 6tant trfcs senslbles au manque 
prolong© d’oxygdne. Le choc n’est pas du A perte du tonus vaso- 
constricteur. ni A une embolie d’origine graisseuse, ni a l'acapnie ; 11 
est done du a l'cffet du traumatisme tissulairo, e’est a dire origlne 
toxlque. En effet les phynomftnes apparaissent quelques heures 
apres la bless ure, me me qu and les conductions nerveuses sontsupprimees, 
n ont pas lieu si l’on a soin de supprimer 1'irrlgatlon sanguine de la 
partie blessee, et ils se produlsent si l’on retablit le courant sanguin. 
Traltement: Rechauffer le su.jet; relever pression arterielle; separer 
du corps la region trail matlsee par garrot ou resection, 

Quenu : Shock as an Intoxication. 

Le choc est une intoxication dont l’origine est dans la partie bleaa« ; e; 
les phenomenes n'app&ralssant que 5 46 heures aprfcs la blessure ne 
Bont done pas des phenomenes d'inhihition. Ilya resorption de pro- 
duits toxlques. Quel est le poison? Dislocation de la molecule albumi- 
noide ? Poison chimique dans le sang ? Observation : Soldat blesse au 
pled porte un garrot pendant 9 heures; A ce moment excellent etat 
general. On enl£ve le garrot—troia heures aprAs etat de choc. 
Cannon cited five similar cases. 

Pierre Delbet : Lessons from Experimental Shock. 

Observation: Muscles broyes aseptlquement, Injectes dans le peri- 
toine: phenomene de choc. Primitlvement, manifestation sur le 
syst£me nerveux. Secondalrement, accumulation des elements figures 
dana les capillaires, done ralentissement de l’oxydation, modification de 
la cellule hepatlque. II faut operer d’urgence le choque, la thera- 
peutlque pathog&iique etant de supprimer le foyer toxlque. 

P. Duval and Grigaut : Nitrogen Retention in Wounded 
Men. 

II y a chez les blesses augmentation de l’azote resident du sang. 
Cette retention azotee est fonctlon du degre de disintegration azote© des 
tlssus sous l’influence du traumatisme, alnsi que du degre d’alteration 
de la cellule hepatlque. C'est cette retention qul attelgnant certaines 
limites provoque les accidents toxlques du choc. 

LoOet : Injections of Camphor for Shock. 

Particuli&rement heureux chez les polybleases, les blesses du segment 
lnferleur, les thoraciques, cea resultata ont eti encore plus sstiafalsants 
chez les blessis traltes precocement, c'est a dire dans les Postes dc 
Secoure. Bn paralssant voir dans le choc initial un phenoraine 
Inblbitoire l’auteur expose les conclusions d’ordre physiologicue et 
chirurgical que ses recherches Iui ont permis de preclser. Qr§ce 
aux Injections intravelneuses d’hulle camphre© le chlrurglen pourra 
deaormais intervenir plus tot chez cette categorie de grands blesses afin 
d’eviter des graves complications aecondaires toxlques ou septiques. 
Le Medecin Major Loiiet demande que l’injection intravelneuse d’huile 
camphree soit systematiquement pratlquee dans tous les Postes de 
Secours dlvislonnalres ainsi que le garrot (indications Cannon), la trans¬ 
fusion sanguine (method© Jean Brau). 

Cl. Vincent : Causes Predisposing to Shock. 

L’homrae qui se bat perd son tonus. Observation : Apr&s 12 jours de 
bataille, sur 21 homines, 14 ont une pression arterielle maximum 
inferieure a 12. Aprts deux jours de repos, sur 9 hommes, 6 ont une 
pression maxima Inferieure A 12. Un soldat attelnt de nephrite A une 
pression maxima lnferieure A 8. L’homme qul se bat est un hypotendu. 
Govaerts and Zunz : Conditions of Circulatory Collapse. 

1. Collapsus post-hemorragique: diminution d’hemogloblne. de 
globules rouge, de la viscostte. Pression arterielle basse, pression 
velneuse considerable. 2. Collapsus infectieux : chute Ae la pression, 
augmentation de globules rouge, d’hemoglobine, de la viscosite, 
pression velneuse falble. 3. Collapsus ciseul; traumatique; pas de 
modification du nombre de globules rouge, du taux de rh6moglobine. 
ni de la viscosite, pas de chute considerable de la pression arterielle. 
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The Influenza Epidemic. 

During the week the epidemic of influenza, if it 
has abated in some localities has broken out in 
others, and on all hands the seriousness of the 
visitation is being felt. The restraint practised by 
the daily jjjess in regard to public matters has not 
survived IJb temptation to paint this visitation in 
the tints of the 12 plagues of Egypt, in comparison 
with which any account of our actual knowledge 
must appear colourless. In Paris a rumour of 
cholera arose out of a series of cases with broncho¬ 
pneumonia which proved rapidly fatal with general 
cyanosis, but the Paris rumour is little more 
lurid than the stories prevalent in London. A 
natural desire to blame somebody has resulted 
in an attack upon the Local Government 
Board for having failed to arrest the develop¬ 
ment of the epidemic. Furthermore, it is sug¬ 
gested that had a Ministry of Health been in 
existence there would have been no epidemic at the 
present time, or, at least, it would never have been 
allowed to develop. We are in entire accord with 
those who desire the formation of a Ministry of 
Health, but we deprecate regarding it as a panacea 
for all epidemic evils. In the Times of Oct. 23rd it 
is stated that “ influenza was very prevalent last 
summer, and had the experience of the eighties 
been called to mind it would have been evident 
that a summer epidemic was likely to be followed 
by a winter one of greater severity.” With this 
statement we cannot agree. It is contradicted by 
the Registrar-General’s records, which show that 
summer epidemics are unusual, and that the occur¬ 
rence of an epidemic of influenza followed by an 
even more severe epidemic of the same disease 
within three months is almost unknown. In the 
26th, 27th, 28th, 29th, and 30fch weeks of this year 
the deaths from influenza registered in London 
were respectively 67, 218, 287, 192, and 86; in the 
39th, 40th, 41st, and 42nd weeks the corresponding 
figures were 17, 17, 80, and 371. The experience of 
all previous epidemics in London is that excessive 
mortality from influenza in any single epidemic 
does not continue beyond a period of about six 
weeks. If this holds good in the present instance 
we may hope that the excessive mortality caused 
by the present epidemic will soon begin to 
decline. There were, however, 1256 deaths in 
London attributed to influenza in the week ending 
Saturday last, Oct. 26th. 

The experience of London is in large measure that 
of the rest of the country. It has to be borne in mind 
that the conditions of living are just now abnormal. 
The people are suffering from an unusual strain, both 
mental and physical. Many persons unaccustomed 
to hard work are engaged in laborious tasks in 
munition factories and the like; women have 
replaced men in sundry arduous occupations; few 


families are without 040 or more of their members 
fighting in the deadly struggle on the battlefields 
of Europe or the Near East, and some, indeed, have 
already lost their nearest and dearest. Food con¬ 
ditions, too, are difficult, and some persons may be 
suffering from the effects of overwork and under¬ 
nourishment, although, as a matter of fact, the nation 
in these respects is coming wonderfully well through 
the ordeal. But circumstances in a proportion of 
instances have led to lowered vitality and weakened 
resistance to disease. The reduction of the railway 
services, as also of trams and omnibuses, has led to 
overcrowding of all public conveyances when people 
are going to, or returning from, their work, thus 
affording very favourable opportunities for diffusing 
au infection like that of influenza, which is given off 
by the lungs and naso pharyngeal secretions in the 
form of droplets expelled in the act of coughing or 
sneezing. Persons in the early stage of an attack 
and healthy carriers are able to infect their fellow 
travellers unknown to themselves or their victims. 
Hopeful evidence is accumulating that this infec¬ 
tion only takes place at quite short range. A 
miniature epidemic in a surgical ward graphically 
recorded by Major Michael G. Foster and Major 
H. A. Cookson in another column suggests that 
trifling barriers may limit the spread of influenza. 
Professor Vincent puts his attendants at the Val-de- 
Grace in Paris in masks, covering eyes as well as 
nose and mouth, since in his view, although the 
range is short, lacrymal infection is a frequent 
occurrence. Theatres, music-halls, and especially 
picture palaces, often overcrowded and ill-venti¬ 
lated, give great facilities for the spread of 
infection at closest range. These are the obvious 
contributing factors to the spread of the epidemic, 
and while they must be as well known to 
the public as to the medical profession, we cannot 
see on the part of the public any general attempt 
to limit intercourse where this is possible. To con¬ 
gregate and brood is too much the public attitude. 
In France, we learn from our Paris correspondent, 
the conditions are in the main the same as w T ith us. 
The epidemic flared up with the onset of cold weather 
and the normal death-rate in Paris has been doubled. 
In Lyons all the schools and most of the theatres and 
cinemas are closed, while in Paris itself a wise 
caution has resulted in the postponement of a great 
sportive manifestation in which 10,000 young 
people were to take part. The Paris prefecture 
has obtained the compulsory notification of cases 
of influenza, which is not on the list as drawn up 
by the Academy; disinfection of rooms after fatal 
cases is also being carried out by the police 
authority. The department of military hygiene 
has organised a special service for influenza cases, 
which are being isolated in the military hospitals. 
Research is not being neglected and Dr. Nicolle, 
director of the Pasteur Institute at Tunis, has 
announced to the Academy of Sciences his discovery 
of the pathogenic agent in the form of a filtrable 
virus, from which he hopes to prepare a serum. 

Knowing all that we do, it is well to admit 
frankly that we are as yet in ignorance of the 
most important thing of all—namely, the actual con¬ 
ditions which cause the influenza virus from time 
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to time to take on increased virulence. It is possible 
that the exceptional conditions resulting from the 
war may have exercised some influence in this 
direction. The infection has this year been carried 
from one continent to another by shipping ; most 
of the armies in the field have recently experi¬ 
enced the effects of epidemic influenza in more or 
less degree. In Europe, Spain seems to have been 
the country first attacked, hence the present term 
41 Spanish influenza ” for what was on a former 
occasion called “Russian influenza”; and subse¬ 
quently Portugal, France, Holland, Germany, Austria, 
Hungary, Russia, Italy, Switzerland, Sweden, Norway, 
and Denmark were invaded. Influenza has been 
severely epidemic in South and West Africa; it has 
committed serious ravages in India, especially in 
Bombay; it has spread to Australia, South America, 
the West Indies. Canada, and the United States. 
The problem of how to limit the spread when 
it has gained a hold upon the country is a very 
difficult one, and the difficulty has been much 
increased by the shortage of medical men, which 
has placed the National Service Ministry in the 
awkward position of choosing between the needs of 
the fighting front, which are very urgent in view of the 
continued lamentable loss of doctors from wounds, 
and those of the home front, where many have 
been put out of action by influenza. Sir Auckland 
Geddes’s assurance is, therefore, doubly welcome 
that he has released for whole-time civilian practice 
in needy districts a very large number of medical 
men who were in official employment. For the rest 
we may trust the Local Government Board and the 
local health authorities to do their best in the 
circumstances, but the work of prevention is largely 
dependent upon the people themselves. If those 
who feel ill would stay at home; if those who are 
well would avoid travelling in railway carriages 
with the windows closed or in unventilated trams 
and ’buses; and, above all, if the public would 
forego picture palaces or other crowded places 
of amusement so long as the epidemic continues, 
much would be done to limit the spread in 
populous centres. 


Medical Practice in the Light of 
the Whitley Report. 

The Conference of Local Medical and Panel 
Committees held last week at the Connaught Rooms 
in London signalised the end of what may be 
called a party truce. Six months ago the Con¬ 
ference decided by an overwhelming majority not 
to embarrass the Government at a time of great 
national stress by pressing their just claim for an 
increased capitation allowance under the National 
Insurance Act. On Thursday of last week a vote on 
the same proposition was lost by a majority of less 
than two to one, many of the keen medical poli¬ 
ticians present regarding the time as fitting for a 
great push. Gentler counsels, however, prevailed on 
the representation of the Insurance Acts Committee 
that no immediate action could be obtained without 
the proclamation of a general strike, for which 
an 80 per cent, vote of panel practitioners would 
be required. This would put a premature end to 
the conversations now taking place with the Com¬ 
missioners in regard to compensation for increased 
cost of insurance practice arising from war con¬ 
ditions and other concessions short of alteration of 
the capitation fee itself. These conversations 
appear to be a realisation in matters medical of 
the trade council, which is the main theme of the 


Whitley Report; and although the Conference by its 
vote of confidence in the Insurance Acts Committee 
ratified this important principle of pourparlers at 
the source between employers and employed, 
feeling ran very high, just as in labour circles, 
against local approaches between panel (medical) 
and insurance (lay) committees, two London 
delegates alone supporting such local overtures. 
In certain towns, however, experience has already 
shown the beneficial effect of action of this kind, 
which is in harmony with the few successful 
adventures in industrial cooperation. Even the 
hot-heads agreed that an 80 per cent, strike among 
the rank and file of panel practitioners was un¬ 
attainable in their own areas, with the possible 
exception of Lancashire. 

Feeling at the Conference was unanimously 
against obtaining from the Insurance Commis¬ 
sioners differential distribution of pooled funds 
as between urban and rural practice, or different 
conditions of urban practice. Although the 
pressure of work without correspondingly 
increased pay has been keenly felt in some 
munitions areas, no one desired to introduce a 
possible source of dissension in the form of com 
petition for a larger proportion of the central pool. 
The general principles for a more rapid and 
equitable distribution of the central pool formed 
the subject of an interim report which gained the 
assent of the Conference, and we print on p. 601 an 
outline of these principles, which will be considered 
in detail by Panel Committees throughout the 
country before their final acceptance. But it was 
admitted without question that existing conditions 
press with peculiar hardness upon rural practi¬ 
tioners. The mileage allowance at present granted 
does little more than cover the increased cost of 
petrol, if that; and in certain flagrant cases quoted 
the rural practitioner pays money for the privilege 
of making distant visits. A request for an increased 
allowance on account of mileage and for an 
addition on account of “timeage” was pressed upon 
the consideration of the Commissioners. 

It is not unfair to conclude from the voting at 
the Conference that the financial conditions of 
Insurance practice are not very distasteful to a 
large majority of doctors on the panels. A further 
application of the principles of the W T hitley report 
to panel practice might make these conditions 
positively agreeable, and this lesson is pointedly 
drawn in Professor H. R. Kenwood’s presidential 
address to the Society of Medical Officers of 
Health, a portion of which we print on page 599. 
Professor Kenwood foresees that the general practi¬ 
tioner will come to realise the need for work¬ 
ing on preventive lines in connexion with 
disease of all kinds, and will in so doing 
take over much of the clinical work at present 
in the hands of the public health service. 
A health officer himself, he entirely disclaims the 
threatened encroachment by the official Public 
Health Service upon the domain of the general 
practitioner. To him this is a possible but an 
undesirable eventuality. The arbitrary and narrow 
distinction between preventive and curative medi¬ 
cine is breaking down, and the closer local 
organisation of administrative and clinical effort 
affords a pleasing alternative to a full-blown 
rate- and State-aided medical service. This can 
only come about by greater scope of work on the part 
of general practitioners upon councils of local sani¬ 
tary authorities, activating these authorities by 
their presence to a fuller and sounder health policy. 
This is the true Whitley principle. 
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Annotations. 

'• Ne quid nimls.” 

DISPENSARY SUPERVISION OF TUBERCULOSIS 
IN THE HOME. 

The administrative control of tuberculosis is a 
problem deserving more than all the attention which 
is being given to it. Dispensary supervision is one 
of the simpler methods at present in use, and we 
would direct attention to Dr. George Jessel’s article 
in the last issue of The Lancet, in which he 
suggests that by suitable instruction, close super¬ 
vision, and the occasional help of care committees 
some reasonable degree of sanatorium practice can 
be obtained from the systematic dispensary super¬ 
vision of tuberculous patients in their own homes. 
His conclusion is that such home treatment is both 
“ possible and safe ” in dealing with 70 per cent, 
of the cases occurring in an industrial area of 
Lancashire. This proportion of the families con¬ 
cerned is able to provide a separate bedroom for 
•the tuberculous member. It will readily be agreed 
that from home treatment under close supervision 
a considerable measure of success is obtainable 
with suitable patients in suitable homes in suitable 
districts. But it is always difficult to secure the 
proper regimen (including rest and exercise) 
and the necessary direction and supervision of 
details. The medical officer is dependent upon 
the intelligence and goodwill of the patient 
in carrying out instructions which cannot be 
enforced, and entirely suitable patients and con¬ 
ditions for home treatment may be regarded as 
exceptional among the poorer classes. We think 
that if the supervisory and stimulating visits of 
the medical officer and nurse or health visitor are 
not more frequent than those indicated by Dr. 
Jessel, the care of details will have a tendency to 
relax as the disease progresses, at a time when the 
need for such care is steadily increasing. A few 
months of previous training in a sanatorium and, 
when necessary and practicable, the provision of a 
shelter will certainly contribute materially to the 
number of instances in which home treatment 
becomes “ possible and safe.” It is to be hoped 
that Dr. Jessel will be able to develop his thesis 
further, and more particularly in the direction of a 
careful study and record of the course of the 
disease among his home-treated patients. 


THE CONTROL OF UNDESIRABLE IMMIGRANTS 
IN THE UNITED STATES OF AMERICA. 

The methods of preventing the introduction of 
epidemic disease at the Port of London were dealt 
with recently by the medical officer in a lecture at 
the Royal Institute of Public Health which we 
summarise on p. 612. Similar measures are in 
force in the United States of America. In 1912 
quarantine authorities situated at the more 
important U.S. Atlantic ports examined 34,000 
specimens of faeces from ship passengers and 
crews coming from cholera*infected ports. At the 
New York quarantine the cholera vibrio was 
isolated from 28 persons sick with the disease and 
from 27 healthy persons. Seven cases of cholera 
were detected at other ports by the same methods 
and the disease was kept out of the country. 
During the cholera epidemic in Germany of 1892-93 
the American authorities instituted an inspection 
on foreign soil of everything to be imported to the 


United States. Officers of the United States Public 
Health Service stationed at foreign ports super¬ 
vised the water- and food-supply of departing 
vessels, as well as inspecting crew and passengers. 
Those coming from infected localities were detained 
under observation for five days before being per¬ 
mitted to embark. In the Philippines, since 
American occupation, the inter-island spread of 
cholera, which in the past took toll of so many 
lives, is checked by a careful sanitary supervision 
of vessels at ports of departure and arrival. Extra¬ 
ordinary measures were taken a few years earlier 
to prevent the importation of bubonic plague. 
Under the direction of the U.S. Surgeon-General 
Pacific ports, notably San Francisco, were “ cleaned 
up” ; the community was freed of rats by a “drive” 
that necessitated the employment of scores of 
inspectors and which overlooked hardly a square 
foot of the city; the cooperation of the populace 
was secured by explaining the danger to them 
through meetings at schools, workshops, and 
offices and the daily press ; quarantine precau¬ 
tions were increased. The plague was kept out. 
The public hygienic activities in the United States 
are not concentrated in the hands of one sanitary 
bureau. Some of the public health branches are a 
part of the U.S. Department of Agriculture, others 
are in the Department of Commerce, and the most 
important, the Public Health Service, is affiliated 
to the Treasury Department. One of its functions 
is the administration of the national maritime 
quarantine and the medical inspection of immi¬ 
grants. It also makes special investigations of infec¬ 
tious diseases in States when necessary, although 
each several State has its own department of 
health. A large proportion of all persons engaged 
in public health work, both official and voluntary, 
are members of the American Public Health Asso¬ 
ciation, which, while not an official organisation, 
contributes through its journal and regular meet¬ 
ings towards the general policy of dealing with 
contagious diseases. _ 

SCARLET FEVER IN JOHANNESBURG. 

The recent report of the acting medical officer 
of health of Johannesburg discusses the undue 
prevalence of scarlet fever in that city since 
October, 1917. The number of cases notified and 
the number admitted to the Fever Hospital during 
the last two years are as follows:— 



Total 

Number 

Cost. 

Period. 

number of 

admitted to 


cases. 

hospital. 


Year 1916-17 . 

213 

27 

£516 per annum. 

„ 1917-18 . 

2083 

440 

£8408 

Month of July, 1918 

255 

47 

£759 for the month. 


The epidemic decreased somewhat between 
February and April of this year with a rise 
again in June. In July the cases fell to 
255, and during the first 20 days of August 
only 126 cases were notified, showing a dis¬ 
tinct tendency to decline of the epidemic. The 
problem of isolation became a perplexing one. 
The Johannesburg Nursing Home was opened at 
the beginning of July as an overflow for convales¬ 
cent cases of scarlet fever, but soon after it was 
opened a cross-infection of scarlet fever and 
measles occurred both at the Fever Hospital and 
at the Nursing Home. So that fresh cases of scarlet 
fever could be admitted to neither. In consequence 
it again became impossible to isolate a considerable 
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number of cases of scarlet fever in which home 
isolation was entirely unsatisfactory. The Hospital 
Board thereupon decided to provide additional fever 
accommodation at the Otto Beit Convalescent 
Home. In addition to this general measures have 
been set in action, including the posting of 
circulars (in two languages) in public conveyances, 
the disinfection of tram cars, and the issue of 
special instructions to school authorities and to 
sanitary inspectors. _ 

TRAINING FOR INFANT WELFARE WORK IN INDIA. 

Everyone will welcome with satisfaction the 
establishment of a school for the training of women 
health visitors and maternity supervisors by a 
voluntary association at Delhi, where the pupils 
will live under the supervision of the municipal 
health visitors. The conditions of entry are 
stringent. The candidate must be over 21 years of 
age, must have passed the sixth standard of general 
education or its equivalent, and must possess a 
certificate in midwifery approved by the council of 
the school. Preference will be given to candidates 
with a previous training in general nursing. Appli¬ 
cants, besides a good acquaintance with English, must 
know at least one Indian vernacular, and produce 
satisfactory evidence of physical and moral health. 
The course extends over six months, beginning on 
Nov. 1st, with the first month on probation. Pupils 
successful at the terminal qualifying examination 
will receive diplomas as trained health and 
maternity supervisors. The course will be made 
up of— 

(a) Lectures on physiology, hygiene, and domestic sanita¬ 
tion, general and tropical sanitation, general medicine, 
tropical medicine, diseases of children, infant welfare, 
pre-maternity work. 

(b) Practical demonstrations on general sanitation, domestic 
sanitation, and childbirth, first-aid and home nursing, with 
special reference to children’s ailments. 

(c) Lantern lectures and talks to mothers. 

Pupils unable to pay their own expenses will 
receive a monthly stipend of Rs.40, enabling them 
to be trained, on the stipulation that they then 
serve the association for a period of three years. 
A monthly salary of Rs.100 and furnished quarters 
are guaranteed to them during this period. The 
salaries paid to maternity supervisors are on a 
rising scale, reaching at least Rs.250 a month. The 
initiative set by Delhi is one which might with 
advantage be followed by the innumerable other 
populous centres of India. 


THE SEROLOGICAL LOCALISATION OF ORGANIC 
BRAIN TUMOURS. 

Dr. J. M. Retinger records in the Archives of 
Internal Medicine for August some interesting 
results gained in localising gross brain lesions by 
using a slightly modified form of the dialysis 
method of Abderhalden for testing the blood serum. 
Of the cases in which this method was used, 25 had 
been sufficiently studied clinically, or verified by 
operation or necropsy, to be considered. The 
clinical diagnosis or symptoms were not known to 
the writer, who performed the serological tests in 
most of the cases. On the basis of the findings in 
this limited series of cases, the serological diagnosis 
was supported in four instances by post-mortem 
results, in two by operation, and in 15 tests 
were found to be in complete agreement with 
definite clinical evidence. Two cases differed from 
the clinical diagnosis, but the latter had not been 
controlled by necropsy or operation, and in one case 
the necropsy proved the test to be erroneous. These 


results seem promising. The 'principles of this 
serological method of testing are familiar. It is 
found that pathological processes, or even physio¬ 
logical processes as in pregnancy, occurring in 
organs may release into the blood stream fer¬ 
ments found to possess a specific digestive 
faculty for such organs; this faculty can be tested 
by the power of such serum to digest “ sub¬ 
strates ” of the particular organ suspected, obtained 
and estimated under delicate laboratory conditions. 
In these tests the substrates used were obtained 
from human brains from necropsies of normal 
people. All the large vessels were removed, and 
in the cortex only the grey matter w r as used. The 
pieces were cut into small particles the size of a 
pea and thoroughly treated to remove all blood, 
fat, and lipoids. Each substrate was labelled 
according to the site from whence it was obtained. 
Against these various substrates the serum of the 
patient was tested, the presence of its digestive 
power, as determined by the ninhydrin colour test 
upon any particular substrate, indicating the 
probable involvement of the same area in the 
patient as that from which such substrate was 
obtained. A brief resume of the cases examined 
is given. Case 10 is an interesting instance. 
Thirty-four different substrates were used. The 
motor area in the cortex showed pronounced posi¬ 
tive reactions. The pituitary also gave strong re¬ 
actions. The lesion lies in the anterior lobe of the 
pituitary. Diagnosis: acromegaly with occasional 
epileptiform attacks. Case 18 is also instructive. 
Forty substrates used. Lesion not in cortex. 
Most pronounced reaction with the cerebellar grey 
matter, dentate nucleus, anterior pituitary, and 
corpus callosum. The final diagnosis was a lesion 
of the cerebellum, confirmed on operation. Many 
of the other examples given are equally convincing, 
suggesting that, in some hands at any rate, the 
method may come to possess a more than academic 
value. _ 


PERFORATING ULCER OF THE HARD PALATE 
IN VINCENT’S DISEASE. 

The form of ulcerative tonsillitis associated with 
a spirochete and a fusiform bacillus, known as 
“ Vincent’s angina,” 1 has recently attracted attention 
because of outbreaks at the front described as 
“ trench mouth,” “ trench throat,” and “ trench 
gums ” associated with the same organisms. It is 
also known that ulcerative lesions associated with 
these organisms may occur in other places— 
the bronchi, gastro intestinal tract, and genitals. 
In the Journal of the American Medical Association 
Dr. L. F. Barker and Dr. R. Miller have reported a 
case of ulcer of the hard palate due to the same 
cause. 

A man, aged 47 years, noticed one day on the roof of the 
mouth a small white spot, which developed in a few days 
into an ulcer that gradually became larger and more 
painful. Despite a negative history, syphilis was suggested 
by several practitioners. On examination there were marked 
oral sepsis and gingivitis, especially round the posterior 
molars, a foetid odour of the breath, and a punched-out 
ulcer of the size of a dime on the hard palate, covered with 
thick, creamy, easily removed exudate, and surrounded by 
a deep red, somewhat indurated areola. The base of the 
ulcer bled easily. The clinical picture certainly suggested 
syphilis, a view*concurred in by a throat specialist, but the 
Wassermann reaction was negative. Smears from the 
exudate showed enormous numbers of the B. fusiformti 
and many coarse, readily stained spirochcetes, with from five 
to eight undulations. Vincent’s angina was diagnosed and 
the lesion healed in a few days under dichloramine-T and 
local application of arsphenamme solution. 

i The Lancet, 1905, L, 1*60. 
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The term “ Vincent’s angina ” generally means a 
foxm of ulcerative tonsillitis due to the associated 
organisms mentioned and is the commonest form 
of this infection, but the term “ angina ” is obviously 
inapplicable to ulcers due to the same cause in 
other parts. Dr. Barker and Dr. Miller therefore 
suggest that the term “Vincent’s disease ” be applied 
to the whole group. Vincent’s angina is liable to 
be confounded with syphilis and diphtheria. Hence 
the importance of bacteriological examination. 


PUBLIC HEALTH REFORM IN EGYPT. 

A year ago the High Commissioner of Egypt 
sanctioned the appointment of a Commission to 
study the reforms necessary for efficient public 
health administration. This Commission was 
formally approved by the Council of Ministers in 
June last and consisted of Lieutenant-Colonel 
Andrew Balfour, R.A.M.C., formerly Principal of 
the Gordon Research Laboratory at Khartoum, 
president; Lieutenant-Colonel G. E. F. Stammers, 
Mr. E. S. Crispin, Director of the Sudan Medical 
Department, and Dr. C. Todd, Director of Labora¬ 
tories, Public Health Department. Its mandate was to 
examine the organisation and duties of an Egyptian 
Department of Public Health and its relations to 
other services; to submit proposals broadening the 
sphere of action of the existing Department, and to 
suggest the number and nature of the posts which 
will be necessary for the proper working of the 
Department without, however, nominating or 
making recommendations regarding them. After 
frequent meetings and a series of inspections into 
representative public health institutions, the Com¬ 
mission has drawn up a Report proposing reforms 
of a far-reaching character. The Report has not 
been published yet in this country but has now 
appeared in the Egyptian Gazette. Its more salient 
features will be commented upon here in an 
early issue, and we take this opportunity of 
recording our sense of the prescience shown by 
Sir Reginald Wingate, the High Commissoner, in 
appointing the Commission. For now is the right 
moment for setting in motion the outspoken 
recommendations of the Balfour Report. 


The diploma of honorary Fellowship of the Royal 
Society of Medicine will be presented to Sir Alfred 
Keogh at a special meeting of the Fellows on 
Wednesday, Nov. 13th, at 4.30 p.m. 


The Bradshaw Lecture of the Royal College of 
Surgeons of England will be delivered at the 
College on Thursday, Nov. 14th, at 5 p.m. 
Lieutenant-Colonel D’Arcy Power, the lecturer, 
has chosen as his subject Cancer of the Tongue. 


From the Department of the Controller of Coal 
Mines we learn that a claim for additional fuel 
allowance on the ground of illness in childbirth 
will be allowed, the maximum quantity of fuel 
granted on such a claim being 5 tons. 

At the Royal College of Physicians of London 
Dr. F. H. Teale will deliver the Horace Dobell 
lecture dealing with Bacterial Toxins on Tuesday 
next, Nov. 5th. On the following Thursday, Nov. 7th, 
Colonel W. Aldren Turner, A.M.S., will give the 
Bradshaw lecture on the Neuroses and Psychoses 
of War. The Fitz-Patriek lectures follow on Nov. 12th 
and 14th, Dr. Arnold Chaplin having chosen for his 
subject Medicine in England during the Reign of 
George III. The hour in each case is 5 p.m. 


MEDICAL RECONSTRUCTION : 

THE SOCIETY OF MEDICAL OFFICERS OF 
HEALTH AND THE PUBLIC HEALTH 
SERVICE. 


The Ministry of Health Bill and the Relation of the General 
Practitioner to the Public Ueadh Service 

At the end of his Presidential Address upon the recon¬ 
struction of the Society of Medical Officers of Health, Pro¬ 
fessor H. R. Kenwood made the following references to 
the Ministry of Health Bill and the relation of the general 
practitioner to the Public Health Service. 

The Ministry of Health. 

So many exaggerations of what a Ministry of Health can 
readily achieve have emanated from well-meaning enthu¬ 
siasts with no first-hand acquaintance with health problems 
in their social setting that the Ministry must prove dis¬ 
appointing to many ; but it will satisfy no one unless care is 
taken to start it upon the right lines. The difficult problem 
which lies before the Ministry of Health is well expressed in 
a letter by “ Salus ” in the Times of Sept. 26th, 1918. 
Therein it is pointed out that “successive Governments 
have never realised the mischief involved in our inveterate 
habit of pieoemeal legislation, hand-to-mouth attempts to 
tackle by successive bites particular parts of what is 
essentially one problem and ought to be regarded and 

handled as one problem. The problem of making proper 

provision for attaining and maintaining the maximum health 
of the people is broken up disastrously into many dis¬ 
connected parts. All these different parts ought to be 
closely interconnected, planned, and worked in the closest 
relation to one another as coordinated parts of one system 
one whole.” 

The staffs of certain central Departments engaged in 
health work are to be transferred to the Ministry. This is, 
of course, necessary and desirable, but if they are merely to 
continue their operations under one roof (as it were) instead 
of several it is difficult to see where the value of this con¬ 
centration will come in to compensate for all the disturbance 
it entails unless the Bill affords a guarantee that the field 
of public health shall be viewed and dealt with as a ivhole and 
not in separate “watertight” compartments, as hitherto. 
The fact is indisputable that central Government Departments 
have in the past done very little indeed to initiate public health 
reforms or to prepare public opinion for them. These Depart¬ 
ments were never better medically advised than to-day, 
but it is too much to hope that Government action in public 
health matters will cease to follow, at an unnecessary 
distance, public opinion and local action. Indeed, the 
Departmental attitude of mind seems to be too groovy, too 
hesitating, and too compromising to originate advice and to 
initiate action. Take the Ministry of Health itself. The 
idea of this originated outside the Government or of any of 
its Departments ; it owes its conception mainly to dis¬ 
satisfaction of Government methods; the very impulse that 
is leading to its establishment is, again, external; and, 
furthermore, the impulse that will guide the Ministry to 
fresh conceptions and a bold initiative will also have to be 
external. It is because I realise that if this Bill is to be a 
real step on the road to an effective health policy that will 
not be unduly narrowed by the Departmental outlook, that 
I would urge the necessity of laying a sound foundation 
to the Ministry by doing what is possible to guard against 
this. It seems to me that the danger is great. 

Need of Surveying the Problem of National Health as a Whole. 

As an instance of compromise—and herein lies the main 
danger to which I would direct attention—the Bill, as 
publicly announced, provides for several consultative 
councils, each of which will doubtless play its own inde¬ 
pendent hand, and no linking-up advisory council is men¬ 
tioned which shall be representative of the whole field of 
public health, and strengthened by a fair representation of 
non-official expert opinion, in order to bring a broader, 
fresher, and bolder outlook to bear upon the problems to be 
faced. Assuming that one of the proposed councils is to be 
a purely medical council, the real solution of public health 
problems involves manifold considerations; it is never 
entirely medical, although medical guidance must be pre¬ 
dominant. I suppose that another council will deal with 
National Health Insurance. Well, the scheme of National 
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Health Insurance is capable of being made a very useful measure 
of public health, to which I question whether it has hitherto 
contributed to any material extent; but will this be as likely 
to take form at the hands of a special council, advising the 
Minister departmentally, as if it were represented on a 
general advisory council, leavened by those who are capable 
of stimulating the development, improvement, and adaptation 
of the scheme to the general and comprehensive public health 
needs ? 

At a meeting of members of the medical profession held 
at Steinway Hall on Oct. 1st Dr. Addison, Minister of 
Reconstruction, expressed the opinion that, as a first step, 
it was necessary to bring together the assortment of different 
Departmental responsibilities in health matters, and to 
secure that the thinking out and development of a syste¬ 
matic health policy, commensurate with urgent national needs, 
should be made the duty and responsibility of a definite body 
of men. 1 He stated that we should and must be the victims of 
sporadic, disjointed, and often conflicting effort until this was 
done. Is it likely, I would ask, that a Central Authority to 
coordinate all the public health work of several Central 
Departments, to take a comprehensive survey of public 
health needs, and to make far-reaching provisions for these, 
can be as competently advised in its general policy by 
several independent councils? Cannot the Ministry at its 
very inception do something to detach itself from the 
departmental outlook and tradition? Whatever councils 
may be provided to deal with different branches of work 
cognate to the public health, surely one body with the task 
of comprehensively surveying the problem of national health 
as a whole, and with the duty of advising a strong Minister 
of the necessary fresh efforts and reforms, is indispensable to 
the Ministry in the shaping of its broad policy. Everything 
will depend upon how the Ministry is advised, and I am sure 
that the well-wishers of the proposed Ministry will be left 
cold and disappointed if the Government fails fully to 
respond to the general demand for a newer and broader 
outlook and a better coordination in public health matters. 

Relation of the General Practitioner to the Public Health 
Service. 

We are ever rising to higher ideals of what “Public 
Health ” should mean We now recognise it to embrace all 
efforts towards the uplifting of the people to higher levels of 
health, happiness, and efficiency. This can only be attained 
by better and fuller measures of education, organisation, and 
administration. 

1 suppose that it is due to the somewhat narrow lines on 
which we train for our qualifying diplomas and degrees 
(whether of Public Health or Medicine) that most of us 
health officers start our public work with insufficient appre¬ 
ciation of the very important part which the general practi¬ 
tioners of medicine, surgery, and midwifery play in public 
health ; how mutually dependent we are for results; and 
how much the public health needs a clearer linking-up and a 
better appreciation of our related services. We may rest 
assured that the near future is going to secure this by better 
provisions for the curative branch of public health and, 
perhaps, a wider administrative control of it. 

Our official public health work is regarded by many as 
encroaching more and more upon the domain of the general 
practitioner. Even Sir Clifford Allbutt has recently gone so 
far as to suggest that general practice may become but a 
gleaning after the reapers. I do not conceive that the trend 
of the future developments is towards this undesirable 
eventuality. It seems to me to be more in the direction of 
improving the value and status of the general practitioner 
by calling for a development of the preventive side of his 
duties, and by securiug (with the assistance of rate- and 
State-aided support) enhanced facilities for better and more 
prompt diagnosis and treatment; and, therefore, rather than 
the scope of the work of the general practitioner becoming 
more restricted, it seems to be destined for a real and 
important expansion. 

Surely the most valuable part of public health work lies to 
the hand of the general practitioner ; and it is to his interest 
to broaden his views to a fuller realisation of this, and to 
see that he is well prepared to play his part in the service 
of the public health. May I develop this point a little further ? 
There is a general disposition to make an arbitrary and narrow 
distinction between preventive and curative medicine; but the 

sphere of prevention is common to both and embraces 
everything that contributes to health. The major part of 
all disease is not, in our present social circumstances, pre¬ 
ventable. Even the M.O.H. has illnesses which could have 
been prevented, and he often prematurely dies from one of 
them. In this large field of, at present, unpreventable or un¬ 
prevented disease the general practitioner operates. It is 
mainly by his efforts that it can be reduced to minimum 
dimensions and an enormous wastage from disablement and 
premature death be avoided ; for the mortality from the 
diseases that a local health authority with the most com¬ 
prehensive provisions takes under its administrative purview 
barely relates to one-third of the premature deaths from all 
causes in England and Wales. And we must not under¬ 
estimate the great part which the general practitioner plays 
in the reduction of disease that is recognised as preventable, 
for the prompt diagnosis and treatment of all diseases are 
essentially preventive measures, and we are dependent on 
him for that early diagnosis and notification of communicable 
disease which starts our repressive machinery and determines 
its value. 

Suggestions in regard to the Improvement of National Health. 

The general practitioner, more fully trained and better 
equipped with local facilities for diagnosis and treatment, 
and stimulated by a fuller public recognition of the need for 
and value of his services in the prevention, the early detection, 
and the prompt cure of disease, becomes the very corner¬ 
stone of the public health edifice. In the reduction of 
preventable disease he works with a very fine-meshed sieve, 
in comparison with which ours is coarse indeed. A Ministry 
of Health that can view the entire health problem as a whole 
will inevitably bring the general practitioner into a more 
intimately organised relationship with the general health 
policy. But before the best results can be obtained the general 
practitioner must be better equipped by according to pre¬ 
ventive medicine a more prominent place in his training ; for 
this is essential to the sympathetic and purposeful organisa¬ 
tion of the curative and preventive branches of medical work 
that is destined to become established. He will then better 
realise the necessity of working more on preventive lines in 
connexion with all disease ; he will also undertake much of 
the clinical work which, largely by his default, is now in the 
hands of public health medical officials ; his status and public 
value will thereby be enhanced, and he will more generally 
serve upon the councils of the local sanitary authorities and 
assist his official colleagues in activating these bodies to a full 
and sound health policy. The general practitioner has also to 
be trained in reference to the social setting of his work, for 
to be effective he must know intimately the social life of his 
patients at home and at work. No sufficient instruction 
is given in these matters at any medical school, and yet 
the prime aim and duty of medicine should be to secure 
and conserve the healthy body in all circumstances. To 
quote Sir George Newman : “ His ignorance of his relation¬ 
ship to the community and his detachment from the social 
evolution proceeding around him has been a substantial 
contribution to his great hurt and undoing as a practi¬ 
tioner, and has not seldom shut him out from a large and 
liberal education in medicine.” In default of this awaken¬ 
ing I believe that the ultimate remedy will have to be a rate- 
and State-aided medical service for those who stand in need 
of it—for the present unsatisfactory medical care of the poor 
(generally speaking) is too profligate in its wastefulness to be 
tolerated much longer. 

Surely the great public health needs at the present day 
are : '(a) for a more determined effort to reduce the prevail¬ 
ing ignorance and carelessness among the poorer section of 
the community in matters connected with their health ; and 
( b ) for improved provisions for the medical care of the poor. 

The public must rise more to the demands of their health 
needs; short of this, there is no real remedy. Shall we ever 
live to see, even in this age of strikes, the industrial workers 
organising a strike against unsatisfactory health circum¬ 
stances ? Among the poorer section of the community the 
preventable loss of health, the utterly inadequate provision 
for promptly restoring the sick, and the premature mortality 
that results are a national reproach. The reproach is felt. 
Politicians allude to it and are ever voicing the policy of 
“ Salus populi, suprema lex,” but they afford little evidence 
of the necessary vision and determination to adopt the fuller 
measures necessary to give effect to this policy. Unless we 

1 The r.urcET. Oct. 5th, p. 465. 
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tinker with the problem the pecuniary cost entailed will be 
more than compensated by the increase in our national 
efficiency and productiveness. 

The difficult and often demoralising sanitary circumstances 
of the poor must be made easier and more stimulating to 
hygienic observances, and hence a reasonable standard of 
decent housing should be everywhere demanded by the 
Government. But the best treatment of disease must be 
provided by fully competent general practitioners and 
specialists and by greatly increased institutional provisions, 
free of cost whenever a person’s pecuniary means cannot 
secure these. 

Gentlemen, our broader and ever-broadening concepts of 
public health are expanding the domain of our work and 
interests. There is going to be a closer organisation of 
administrative anl clinical effort in State medicine, and 
those of us who are administrative officials are not going to 
show any lack of sympathetic appreciation and support 
to any suggestions for promoting the greater part which 
the practitioner of medicine is destined to perform in the 
fuller work of public health. 


INSURANCE PRACTICE. 

THE DISTRIBUTION OF THE CENTRAL POOL. 


The Insurance Acts Committee in connexion with the 
British Medical Association presented to the recent Con¬ 
ference of Local Medical and Panel Committees an interim 
report on the method of calculating the remuneration of 
doctors under the National Insurance (Health) Acts. The 
scheme, upon which we comment in a leading article this 
week, is set out in the following outline :— 

1. The central pool for the year would be actuarially fixed 
before the beginning of the year on the basis of the sale of 
insurance stamps, allowance being made for the natural 
increase of population, and all other relevant data being 
taken into consideration. 

2. The greater part of this pool (say perhaps 95 per cent.) 
would be assigned to the various insurance areas in such 
proportions as might be fixed by an appropriate Committee 
assisted by experts, on the basis of the number of names of 
insured persons on the register of the area in the previous 
year, or on an average for previous vears, the fractional 
assignment so arrived at being either for one year or for a 
short period of years. 

3. The reserved part of the central pool (say 5 per cent.) 
would be used to increase the amount assigned to any 
particular areas which, in the course of the year, showed 
to the satisfaction of the Committee that there had been 
therein an altogether abnormal net increase in the number 
of insured persons. Any residue of this reserved sum could 
be distributed at the end of the year in the proportions 
agreed upon for the main amount, or, if preferred, could be 
carried forward. 

4. The present temporary resident calculations would be 
done away with, as affecting distribution of the central 
pool, the numbers of such residents treated in areas in which 
they had an appreciable effect being taken into considera¬ 
tion in fixing the fraction of the central pool to be assigned 
to the areas. 

5. In the absence of any indication to the contrary, the 
present practice of distribution to areas on a uniform"basis 
would be followed ; but, if the profession indicated a strong 
preference therefor, it might be possible to arrange an 
assignment to areas on a differential basis, differences in the 
incidence of sickness and in the conditions of practice in 
rural, colliery, industrial, urban, and residential urban areas 
being taken into account, but it is doubtful whether there 
are at present available data which would enable this to 
be done. 

6. The area pool (with the exception of the small residue) 
being thus fixed at the beginning of the year, the distribu¬ 
tion to individual practitioners would be made definitely 
quarter by quarter. 

7. The basis of such distribution to practitioners within 
the area would be left, within wide limits, to local option, 
but would be in accordance with principles, methods, or 
conditions to be discussed in a further report on this part of 
the subject. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


The following letter (enclosing a draft for £20) has been 
received by the hon. treasurer to the Fund : — 

. 2, Beach street, Clovelly, Sydney, Australia. 

Sept. 6th, 1918. 

Hon. Treas., Belgian Doctors' Relief Fund. 

Dear Sir,—I am enclosing a cheque for £20 (or rather draft) as a 
small subscription to th9 above Fund. 

I have returned after three years of war, and know something of 
what these brave Belgian people must be living through. 

Yours sincerely, 

_ Roy Wiiix, M.B., Cb.M. 


Subscriptions to the Second Appeal. 

The following subscriptions have been received up to 


Monday last, Oct. 28th : — 



£ 

s. d. 

Dr. Alfred Cox (monthly) 
Sir A. Pearce Gould 

1 

1 0 

(monthly) . 

Dr. Cameron Kidd (for 

5 

0 0 

Mrs. Stuart Todd) ... 

1 

0 0 

Dr. F. M. Neild . 

5 

0 0 


North of England Branch 


B.M.A. (per Dr. J. 
Don, Hon. Sec.)— 


Dr. H. A. Brand. 

5 

5 

0 

Dr. S. V. Tinsley. 

1 

1 

0 

Dr. J.W. Smith. 

5 

5 

0 

Dr. A. Smith, jun. ... 

5 

5 

0 

Dr. C. J. Henderson... 

1 

1 

0 

Dr. Harris-Llston 

1 

1 

0 

Dr. Connon. 

0 10 

0 

Dr. L. Walker . 

1 

1 

0 

Dr. G. A. Atkinson ... 

5 

5 

0 

Dr. H. H. Aitchison... 

5 

5 

0 

Dr. M. A. Wardle 

1 

1 

0 

Dr. E. F. Pratt . 

5 

5 

0 

Dr. R. A. Morris. 

1 

1 

0 

Dr. H. R. Kendal 

1 

1 

0 

Dr. J. G. D. Cort ... 

1 

0 

0 


£ s.d. 

Archdeacon Henderson 110 

Dr. R. Forsyth . 3 3 0 

Dr. VV. Mussel!white... 2 0 0 

Prof. David Drummond 10 10 0 

Dr. H. Kershaw. 2 2 0 

Dr. W. W. Stainthorpe 2 2 0 

Dr. W. Petter . 110 

Dr. C. G. Mac lagan ... 3 3 0 

Dr. J. Hedlev . 3 3 0 

Dr. H. A. Fielden ... 5 0 0 

Dr. N. F. Howstron... 110 
American Red Cross 
Com mission f or 
Belgium (monthly) ... 200 0 0 
Dr. J. C. M. Given ... 110 

Hon. Med. Staff of 
Bolton Infirmary (per 

Dr. Mothersole). 25 0 0 

Dr. Charlotte E. Warner 10 0 
Dr. Roy Winn (Australia) 20 0 0 

Dr. T. M. Tibbetts. 110 

Dr. C. H. Brangwin 
(China). 5 0 0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Vceux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. _ 


URBAN VITAL STATISTICS. 

(Week ended Oct. 26th, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality, which had Increased from 11’4 to 20*7 In the 
four preceding weeks, further rose to 30*9 per 1000. In London, with 
a population slightly exceeding 4,000,000 persons, the death-rate was 
345, or 144 per 1000 above that recorded in the previous week; 
among the remaining towns the rates ranged from 7 0 in Grimsby. 
9 - 0 in Dewsbury, aiul 9 - 9 in Sunderland, to 63‘1 in Hull, 67'4 
in Bootle. 714 in Leicester, 72T in Birkenhead, and 746 in 
Oxford. The principal epidemic diseases caused 219 deaths, 
which corresponded to an annual rate of 0’7 per 1000, and 
included 81 from diphtheria, 66 from infantile diarrhoea, 25 from 
measles, 22 from whooping-cough, 19 from scarlet fever, and 6 from 
enteric fever. The deaths from influenza numbered 4488, against 
1895 in the previous week, and Included 1256 In London, 233 in Sheffield, 
230 in Liverpool, 197 in Leicester, 175 in Portsmouth, 148 in Hull, and 
127 in Cardiff. The 1251 cases of scarlet fever and 1200 of diphtheria 
under treatment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital were 10 above and 5 below the respective 
numbers remaining at the end of the previous week. The causes 
of 79 deaths in the 96 towns were uncertified, of which 12 were 
registered in Liverpool, 11 in Birmingham, and 9 in Portsmouth. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at 2,500,000 persons, the annual rate of 
mortality, which had increased from 10 6 to 28*3 in the six preoeding 
weeks, further rose to 29*4 per 1000 Of the 1358 deaths from all causes. 
57 were classified to Influenza, which was also stated as a contributory 
cause in 457 deaths classified to other diseases; in the previous week 
these numbers were 63 and 426 respectively. The 732 deaths in Glasgow 
corresponded to an annual rate of 34’3 per 1000, and included 13 from 
whooping-cough, 5 from Infantile diarrhoea, 2 from enteric fever, and 

1 from diphtheria. The 125 deaths In Edinburgh were equal to a rate 
of 19‘6 per 1000, and Included a fatal case each of scarlet fever and 
diphtheria. 

Irish Towns .—The 362 deaths in Dublin corresponded to an annual 
rate of 47 3, or 8*7 per 1000 above that recorded in the previous 
week, and Included 162 from influenza, 3 from infantile diarrhoea, 

2 from enteric fever, and 1 each from whooping-cough and diphtheria. 
The 104 deaths in Belfast were equal to a rate of 13*8 per 1000, and 
included 4 from infantile diarrhoea and 1 from whooping-cough. 


National Hospital for the Paralysed and 
Epileptic.— In consequence of the prevalence of influenza 
the celebration of Founders’ Day at the National Hospital 
for the Paralysed and Epileptic, Queen-square, W.C., 
arranged for Nov. 4th, has been postponed 


West London Medico-Chirurgical Society.— 
A clinical meeting will be held to-day, Friday, Nov. 1st, in 
the society’s rooms, West London Hospital. The chair will 
be taken at 8.30 P.M. 
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Cffmspitbcnn. 


" Audi alteram partem.” 

THE STORY OF A “NEW” DISEASE. 

To the Editor of Thb Lancet. 

Sir, —In your interesting editorial article on epidemic 
catarrh in The Lancet of Oct. 26th you refer to Dr. F. G. 
Crookshank’s recent Chadwick lectures on “The Story of 
a New Disease,” implying that he really regarded the 
disease as a new one. I was present at the first lecture and 
presided at the second, and I can say that his contention— 
ably supported by arguments and historical references to 
epidemics of an influenzal type extending as far back as the 
thirteenth century—was that outbreaks of mental and 
physical manifestations such as are now grouped under the 
comparatively new name of “ Heine-Medin disease,” and of 
which infantile paralysis is only one of the most striking, 
had been constantly found attendant upon or had closely 
followed in obvious connexion with such epidemics. Perhaps 
Dr. Crookshank would have better entitled his lectures as 
the story of a “ new ” disease. 

In addition to your valuable prophylactic suggestions with 
regard to the present epidemic, may I say that if persons 
entering densely crowded underground lifts and cars were 
to keep their mouths closed—by preference upon an anti¬ 
septic lozenge—and breathe only through the naturally pro¬ 
tective nasal passages, and if, further, some simple method 
of frequently sterilising all public telephones were adopted, 
the incidence and spread of influenza would be much abated. 

I am, Sir, yours faithfully, 

London, Oct. 28th, 1918. R. DOUGLAS POWELL. 


A NEW TYPE OF INFLUENZA. 

To the Editor of The Lancet. 

Sir,—D r. Wra. Collier s very interesting letter in your 
issue of Oct. 26th on the clinical aspects of the influenza 
now raging in so many parts of the world is an important 
contribution to the literature of the prevailing pandemic. In 
the main, my clinical experience of the cases observed in 
the Meath Hospital and County Dublin Infirmary and in my 
private practice within the past three weeks agrees closely 
with Dr. Collier’s observations. I must state, however, that 
tachycardia has been more frequently observed in the early 
stages of an attack associated with extremely high tempera¬ 
tures than bradycardia. The latter condition is of frequent 
occurrence in the convalescent stage. To-day I counted 42 
heart beats per minute in a convalescent patient. Epistaxis 
has been of frequent occurrence in the severe cases. And I 
have come to measure the gravity of a given attack by the 
intensity of the albuminuria which is present. Of this 
untoward condition Dr. Collier makes no mention. It is 
apparently of toxsemio origin. Its presence is quickly 
attended by extraordinary manifestations of delirium and of 
the ataxic state generally. 

It has fallen to my lot to witness a cholera epidemic 
in 1866, small-pox epidemics in 1872 and 1878-80, and last, 
not least, the epidemic (or rather pandemic) of influenza in 
1889-90, of which Dr. Collier speaks. But, in my opinion, 
none of those visitations equalled the present outbreak in 
extent, virulence, or treacherous course. In fatal cases 
widespread mischief has been found in connexion with the 
breathing organs. An advancing disseminated or island 
pneumonia is more frequent than a fibrinous lobar pneu¬ 
monia. Extensive bronchial catarrh in one direction and 
pleuritis in the other direction are associated with varying 
degrees of pneumonitis or of pulmonary sanguineous oedema. 
But the development of the ataxic state—insomnia, raving, 
tremor, and dry black tongue, with sordes on the teeth and 
lips—sufficiently indicates the profoundness of the system¬ 
poisoning of this really terrible disease in many instances. 
The bacteriological findings include Pfeiffer’s Bacillus 
influenza, the Diploooecns pneumonia of Friinkel, and a 
streptococcus, the two latter as secondary infections. 

I am, Sir, yours faithfully, 

Dublin, Oct. 28th, 1918. JohnW. Moore, M.D., F.R.C.P. Irel. 


INFLUENZA AND PREVENTIVE INOCULATION 

To the Editor of The Lancet. 

Sir, — I venture to criticise the note on administration of 
vaccine for influenza, published by the War Office, in 
The Lancet of Oct. 26th. I find myself wholly at variance 
with the suggestions of the Committee as regards the dosage 
of the influenzal moiety of the vaccine proposed, and the 
following remarks are entirely confined to that portion of the 
vaccine, as I regard the pneumococcal and streptococcal 
doses as admirable. The list of gentlemen on the Committee 
is one of gifted and able bacteriologists of such eminence 
that to differ from them is a serious matter. But the 
question of influenza vaccine dosage, in the absence of 
requisite experimental work thereoD, is not a question of 
pure science so much as a question of practice. This being 
so, one immediately recognises the scarcity of practitioners 
on the Committee. It seems to follow, therefore, that the 
Committee had to depend to a very great extent on the 
experience of at least a minority of its members in this 
matter, and to this extent its opinion loses weight. However 
that may be, I venture to say that the doses proposed, 
30 and 60 millions, are inadequate to a degree seriously 
imperilling the value of the vaccine. 

I have been in the habit since Jaly, 1916, of investigating 
my cases of catarrh with the aid of blood and trypsin-blood 
plates planted from sputum, nasal swabs, or post-nasal 
swabs. Particularly have I used the latter in non-catarrhal 
periods between recurrent attacks of catarrh, and very 
frequently have I in these conditions demonstrated influenzal 
infections, and repeatedly have I recovered influenza bacilli 
from the trypsin plate when the parallel blood plate failed 
me utterly in this respect. Thus my experience of these 
infections is extensive. Moreover, all my cases are treated 
with vaccines prepared on ray medium. 1 

As the result, therefore, of more than two years’ experience 
of the medium I am firmly convinced that appropriate and 
successful therapeutic doses are, except in the case of perhaps 
the first two or three doses, very frequently larger than the 
Committee’s proposed prophylactic doses. The great differ¬ 
ence of opinion between us as to dosage may be accounted 
for by a possible change of toxicity in vaccine grown on 
my medium. As the required quantity of vaccine can 
only be prepared by using my medium, and as this method 
is in fact being used, the possibility of this change 
of toxicity becomes important, and it also makes 
my two years’ experience of vaccine prepared by this 
method more valuable. Another point that bears on 
this question of dosage is the fact that for some years 
the mixed cold vaccine issued by St. Mary’s and dis¬ 
tributed by Parke, Davis, and Co. contains per c.cm. 
300 millions of influenza bacilli, grown on my medium. 
Few, if any, complaints as to general reactions are heard, 
and yet the doses advised are 0 5 c.cm. and 1 c.cm. 

It is, of course, obvious that with the methods of culture 
available before my method was introduced the quantity of 
influenza bacilli in a given vaccine was a question of much 
moment, and it is almost inconceivable that under the old 
conditions vaccine, even in the attenuated form suggested, 
could have been provided in a reasonable time for large 
bodies of troops. This aspect of the matter is entirely 
changed by my method. Indeed, the issue of the mixed 
vaccine will certainly not be delayed because of an insuffi¬ 
ciency of influenza vaccine. This I can say as I am per¬ 
sonally supplying quantities of the vaccine to the military 
authorities through the Inoculation Department, St. Mary's 
Hospital.—I am, Sir, yours faithfully, 

John Matthews, 
Bacteriologist, St. Mary’s Hospital. 

Wimpole-street, W., Oct. 28tb, 1918. 


To the Editor of The Lancet. 

Sir, — The extremely interesting account of the proceed¬ 
ings of the Committee appointed by the War Office on the 
question of the utility of vaccines in the prevention of 
influenza provisionally suggests that influenza is caused by 
an unknown microbe, and that the microbes so far discovered 
in the disease are complicatory and not causal. This is 
quite a tenable theory and may be true, and the point must 
still remain sub judice. Having watched all the epidemics of 

i The Lihcet. July 27th. 1918. 
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inBuenza since that of 1889-90, I think the following obser- 
vations are of importance. 

For the last 10 years I have examined personally, and not 
beiDg a skilled bacteriologist, under the supervision of Dr. 
Matthews, a large proportion of the sputa of patients suffer¬ 
ing clinically from influenza. 1. In the majority of cases the 
bacillus of Pfeiffer has been discovered. 2. In all of the 
epidemics some other germ has been found present with it. 

3. The associated germ ha9 varied in different epidemics. 

4. In some Bacillus influenza has not been found, and the 
attacks seem to have been due to streptococcus or pneumo¬ 
coccus, and occasionally to other microbes, such as Bacillus 
septus , &c. 5. In long-continued or frequently recurrent 
cases I have seen rapid cures and prevention of recurrence 
as the result of a course of vaccine treatment, the vaccine 
being made from the germ or germs discovered in the 
sputum. 

I therefore venture to suggest that influenza is the name 
given to a well-recognised fever syndrome, and that it can be 
the result of any of these germs when they become epidemic. 
Why a germ is at one time epidemic, at another sporadic, we 
do not know, but we recognise this feature in other diseases, 
and also that some epidemics are severe in type, others mild. 
Influenza never disappears, cases crop up all through the 
year, and every year sees an epidemic. “ Feverish cold ” i9 
probably a mild influenza ; for the same germs are found in 
the two diseases. 

It therefore seems probable that preventive inoculation 
will be beneficial, although too much must not be expected, 
as one attack of influenza does not (like small-pox, for 
instance) protect for long against a second. It seems to give 
a temporary immunity and future attacks tend to become 
milder. I am, Sir, yours faithfully, 

H. A. Des Vckux, M.D. Brux. 

Buckl ogham-gate, S.W., Oct. 26th, 1918. 

To the Editor of The Lancet. 

g IRt _In the summary of the decisions come to at a War 
Office Conference reported in your issue of Oct. 26th there 
is one important recommendation which cannot be too 
stroDgly emphasised - viz., that the mixed vaccine issued by 
the R.A.M. College should not be employed as a means of 
treatment in acute cases. May I suggest, however, that the 
same objection does not apply to the use of sensitised 
vaccines ? These can be given and in much larger doses 
without the same risks, and trial might well be made of these 
in view of the comparative failure of the usual remedies 
employed in the treatment of the secondary infections which 
appear to be the chief factor responsible for a fatal issue. 
Such sensitised vaccines could be prepared at every labora¬ 
tory centre throughout the country from strains isolated from 
cases occurring within the range of each centre. While 
expectoration appears to be absent in many of these cases, 
there is always a sufficient number available from whom 
cultures may be obtained, and as fresh cases occur new 
strains can be accumulated fairly quickly. 

The specimens of sputum which I have had the oppor¬ 
tunity to examine here, where the epidemic is still of recent 
origin, appear to contain pneumococci, streptococci, or both, 
as the predominating organisms. The sputum from one fatal 
case, for instance, yielded practically a pure growth of a 
Streptococcus longus. In the absence of expectoration, and 
where time is a factor of vital importance, a mixed sensitised 
vaccine containing streptococci and pneumococci might be 
prepared from strains isolated from such cases as are avail¬ 
able. This would constitute the nucleus of a stock vaccine 
to which, when obtained, suitable additions should be made. 
If such vaccines are to be employed it is scarcely necessary 
to add that they should be given early, and not when the 
patient is in extremis. —I am, Sir, yours faithfully, 

Robert Donaldson, M.D., F.R C.S. Kdin. 

Reading, Oct. 28th, 1918. _ 

Dr.R. W. Allen informs us in a letter received too late for 
publication that he has had good results in a series of 50 cases 
of influenza from the use of intravenous injections of oil of 
garlic. After determining on himself that 3 mins, of Oleum 
allii sativi could be given with impunity, he administered the 
oil to patients suffering from influenza in a 10 per cent, solu¬ 
tion, using equal parts of alcohol and pure ether as the solvent. 
The initial dose was 5-10 mins., repeated twice or thrice 
daily. In patients thus treated cough was relieved, sputum 
came away more freely, and temperature fell rapidly. In no 
instance did pneumonia supervene. The only drawback noted 
was an overpowering smell of garlic in the breath. 


NASO PHARYNGEAL INFECTION AT THE 
ONSET OF CEREBRO-SPINAL FEVER. 

To the Editor of The Lancet. 

Sir, —The chief point at issue in the present controversy 
is the question of the constancy of the meningococcus in the 
naso-pharynx of the patient at the onset of cerebro-spinal 
fever. Staff Surgeon P. Fildes’s letter in your issue of 
Oct. 26th does not help us at all, since he fails to specify to 
which of the contradictory views previously expressed by 
him he now inclines. Had his experience of outbreaks of 
cerebro-spinal fever extended beyond the perihelion of 
Haslar, perhaps Staff Surgeon Fildes would have realised 
that carriers of the meningococcus are of two kinds, namely, 
temporary or chronic, and that during an epidemic the 
former have been found considerably to outnumber the 
latter, to whom alone he seeks to confine the term carrier. 
If he will study particulars of the carefully investigated 
outbreak at a large military depot described by Captain J. A. 
Glover in the Journal of the Royal Army Medical Corps 
of January, 1918, he should have his horizon enlarged upon 
the subject of carriers. At the height of the outbreak in 
question the carrier rate among non-contacts in the depot 
was found to be over 70 per cent I 

In spite of the views of Staff Surgeon Fildes and Major J. 
Dorgan I still maintain that the constant presence of the 
meningococcus in the naso-pharynx of the patient at the 
onset of cerebro-spiral fever indicates that every case may 
be regarded as an instance of a carrier developing the 
disease. Once the meningococcus is lodged in the upper 
respiratory passages, the question as to whether the host 
becomes a case, a temporary or a chronic carrier, would 
appear to depend upon the degree of his specific suscepti¬ 
bility or resistance to the particular type of meningococcus 
operating. Moreover, while the vast majority of carriers 
escape the disease, even chronic carriers occasionally 
develop it, as Colonel W. M. Flack has shown. 

I am, Sir, yours faithfully, 

M. H. Gordon, 

Lieutenant Colonel, R.A.M.C. 

Centra C.S.F. Laboratory, London, S.W. 1, Oct. 28th, 1918. 

+f The opposing views have now been stated and in 
several directions repeated. It is clear that further 
bacteriological study of the conditions is required.— Ed. L. 


TREATMENT OF CONCUSSION APHASIA BY 
GENERAL ANAESTHESIA. 

To the Editor of Tre Lancet. 

Sir, — I n 1915 I read an article on this subject in 
The Lancet (Oct. 30th, p. 977) by Major A. P. Procter, 
C.A.M C., who gave three cases of concussion aphasia 
treated by general anaesthesia with good results. He related 
a case of a soldier who, while in the trenches, was buried in 
a dug-out by an explosive shell, and when taken out he 
became unconscious. After a few days in the hospital he 
regained his consciousness, but was unable to speak. One 
day he was allowed to visit the village with some of his com¬ 
panions and while there became intoxicated ; in this con¬ 
dition he found his voice and regained his power of speech. 
The other two cases were treated by ether and during the 
stage of excitement they were induced to speak. 

On account of this useful article I have tried eight patients 
in Chulalongkorn Red Cross Hospital with successful results. 

Case 1.—Nai M.. aged 20, had severe convulsions from tetanus for 
three days, and when recovered was unable to speak. He was admitted 
to Chulalongkorn Hospital and was then anaesthetised by ether just 
enough to induce excitement. At this moment he was asked a few 
simple questions, such as his name, address, age. At first he tried to 
utter two or three words with difficulty. Next day he was anaesthetised 
again ; but this time he could speak a few words clearly, and after the 
third trial he regained power of speech completely. During the 
intervals of the anesthesia the patient was roused to speak by asking 
him a lot of questions. 

Case 2.—Nai A., a cadet, aged 18, during the manoeuvres “saw a 
ghost’’and fell down unconscious. He was admitted, anwsthetised 
twice, and regained speech. 

Case 3.—Nai A., a private, aged 19, was put on scout duty, and was 
brought in unconscious without any apparent caus*. For ma«y days 
he was drowsy and unable to speak. He was amesthotised, and could 
speak on the second trial. 

Case 4.— Nai C., a Chinaman, aged 30. got high fever some months 
ago and had lost power of speech during the height of the fever. He 
was amrsthetised and could speak on the first trial. 

Case 5.—Nang Y., a Cantonese, aged 26. came for the treatment once 
and never came again; perhaps she could speak afterwards and held 
herself as cured. 
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Case 6.—A child, aged 5, got fright while the electric light was out; 
she saw many dreadful objects during the darkness. She was admitted 
and anaesthetised and her s]>eech recovered. 

Cask 7.— Nang N., aged 27, got high fever and could not speak. Wben 
she came to the hospital she had lost her speech for four months; she 
was then anaesthetised and recovered on the first trial. 

Case 8.— A child, aged 14, lost speech after a high fever. When the 
temperature came down to normal for two days she was anaesthetised 
with chloroform in an operation for unerupted tooth. On the next day 
she began to cry all day and then regained her speech completely 
within three days. 

These eight cases prove that temporary aphasia due to 
shock or high fever can be cured by general anaesthesia. 

I must thank Captain Phien Sinhajai for his assistance in 
giving the anaesthetic in these cases. 

I am, Sir, yours faithfully, 

Hluang Sakda Bholaraksha (Nai Cheunb), 
M.R.C.S., L.R.C.P., 

Lieutenant-Colonel; Director, Chulalongkorn 

August, 1918. Red Cross Hospital. 

INFLUENZA AND NASAL DRILL. 

To the Editor of The Lancet. 

Sir, — I should like to draw your attention to the fact that 
the Hancock system of nasal hygiene described by me for 
the prevention and treatment of adenoids in your issue of 
August 24th is also proving a most successful preventive 
of influenza. 

I think it is clear that the “induced sneeze’’ with its 
accompanying flow of lymph, followed by “handkerchief 
drill,” is more likely to rid the nose of infection than any 
nasal douche. The advice so frequently given to “ sniff up 
antiseptic lotions ” may, indeed, prove harmful, as the germ- 
laden dust particles and smuts which nature endeavours to 
stop at the anterior nares may be carried up to the more 
vulnerable and sensitive part of the nasal mucosa. 

Many of the parents of the children attending the West¬ 
minster Health Association clinic, where this system is prac¬ 
tised, speak most enthusiastically of the way their children 
have escaped, although in some cases directly exposed to 
infection. I am, Sir, yours faithfully, 

Hanover-square, Oct. 27th, 1918. ISABEL ORMISTON. 

THE BROADENING OF THE PUBLIC HEALTH 
SERVICE. 

To the Editor of The Lancet. 

Sir,— Might I be allowed to express the pleasure which 
will be caused to many by Lieutenant-Colon el Kenwood s 
Presidential Address on the Reconstruction of the Society of 
Medical Officers of Health, and especially by the part in 
which he advocates the formation of sections of the society 
representing the several branches of activity of public 
health officers, administrative school hygiene, tuberculosis, 
child welfare, and venereal disease? This suggestion was 
singled out by Sir Arthur Newsholme, who gave it his hearty 
approval, saying that all these officers were medical officers 
of health. In view of the probability of the formation of a 
National Medical Service the doings of the Society of Medical 
Officers of Health, as representing the oldest and most definite 
civilian medical service, have an added importance. Those of 
us who are serving in His Majesty’s forces will look forward 
after the war to a state of affairs in which the many useful 
features of the naval and military medical sendees are pre¬ 
served, and especially the perpetuation of the arrangement 
whereby a medical man automatically receives the advantage 
of his increased experience by promotion, no matter the 
branch of medical work in which he has been engaged. Such 
an arrangement cannot be said to exist in the Public Health 
Service as at present constituted. 

I am, Sir, vours faithfully, 

Oct. 21st, 1918. J U8TITIA. 

THE SERVICES. 

ROYAL NAVAL MEDICAL SERVICE. 

Surgeon Commander (ret.) to be Surgeon Captain (ret.): C. G. 

Matthews. 

Surgeon Lieutenants (temp.): VV. A. W. P&rkesand H. S. Le Marquand 
to Haslar Hospital. - 

ARMY MEDICAL SERVICE. 

Major-Gen. Sir Walter G. A. Bedford and Col. B. J. Inniss are placed 
on retired pay. 

Temp. Col. Sir F. Treves. Bt. (Hon. Col., R.A.M.C.,T.F.). relinquishes 
his temporary commission on re-postlng. 

Temp. Col. H. H. Tooth (Lieut.-Col., R. A.M.C., T.F.) relinquishes his 
temporary commission on re-postlng, and is granted the honorary rank 
of Colonel. 

Capt. (temp. Major) D. W. C. Jones, R.A.M.C., T.F., to be temporary 

Colonel w hilst specially employed. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. F. McLennan to be acting Colonel whilst employed as 

Assistant Director of Medical Services of a Division. 

Major D. G. Marshall (Indian Medical 8ervlce, ret.) to be temporary 
Lieutenant-Colonel whilst specially employed. 

Major H. F. Shea to be acting Lieutenant-Colonel whilst specially 
employed. 

Temp. Capt. (acting Major) J. O'D. Egan to be acting Lieutenant- 
Colonel whilst specially employed. 

Capt. D. Pottinger relinquishes acting rank of Major on re-posting. 

To be acting Majors: Capts. H. L. How’ell, 11. C. Todd, F. C. Cow tan, 

T. J. Hallinan, T. F. P. Breen, Lieut, (temp. Capt.) R. L. Ritchie, Temp. 

Capts. C. C. Court, W. B. Hallinan, T. T. Higgins, J. M. Renton, 

If. 0. H. Jones, C. R. Wills, H. C. W. Allott, D. F. OKelly, Temp. 

Lieut. A. T. Mackenzie. 

Temporary Captains to be acting Majors whilst specially employed : 

D. K. Henderson, H. D. Robb. 

Late temporary Captains granted the honorary rank of Captain : 

W. Clow, M. B. Arnold. 

Temporary Lieutenants to be temporary Captains : W. T. Mc.Cutcheon, 

A. Brown, J. A. O'Regan, G. H. Halloran. 

Officers relinquishing their commissions: Temp. Capts. J. Morlet, 

J. F. C. O’Donohoe, H. L. H. Greer, J. M. Kelly, G. A. Lyons, 

G. Munro, O. Barton, A. R. O. Milton, L. F. Lovell-Keays (on account 
of 111-health, and is granted the honorary rank of Captain), H. C. 

Burbidge (on account of ill-health, and is granted the honorary rank of 

Captain), W. C. W. Glenny (on account of ill-health). Temp. Lieut. 

N. Beattie, Lieut. R. B. Fletcher (on account of ill-health contracted on 
active service, and is granted the honorary rank of Lieutenant), Temp. 

Hon. Lieut. C. F. Larson. 

Canadian Army Medical Corps. 

Temp. Capts. (acting Majors) to be temporary Majors; 0. S. Waugh, 

W. G. Lvall, W. L. Mann. 

Temp. Capt. F. J. Tees to bs acting Major while employed as 

Surgeon. 

SPFCIAL RESERVE OF OFFICERS. 

Capt. (acting Major) J. G. McCutcheon to be acting Lieutenant- 
Colonel w hilst in command of a Medical Unit. 

Capt. S. J. A. H. Walshe to be acting Major. 

To be Lieutenants: Second Lieut. F. Holmes (from Unattached List, 

T.F.), G. P. N. Richardson, W. G. Burns (from Glasgow University 

Contingent, O.T.C.). 

TERRITORIAL FORCE. 

Lieut.-Col. (Hon. Col.) H. H. Tooth Is restored to the establishment 
on relinquishing his temporary commission in the Army Medical 

Service. 

Major C. H. Usher is restored to the establishment. 

Major (Brevet Lieut.-Col.) F. E. A. Webb, from General List, to be 

Lieutenant-Colonel on the permanent personnel. 

Capt. (acting Lieut.-Col.) (General List) G. E. G. Maokay reverts to 
acting Major on ceasing to command a Field Ambulance. 

Capt. P. J. bheedy relinquishes his commission on account of ill- 
health, and is granted the honorary rank of Captain. 

Capt. G. Wright is seconded for service with a General Hospital. 

Capt. (acting Major) G. B. Gill relinquishes his actiog rank on 
ceasing to be specially employed. 

Capts. G. B. Gill, J. L. M. Symns, J. A. Morris, J. L. E. McHugh, 

D. G. Kennard, and T. B. McKee to be acting Majors whilst specially 
employed. 

Capt. A. Kamsbottom to be acting Lieutenant-Colonel whilst 
commanding a Field Ambulance. 

Capts. (acting Lieut.-Cols.) H. B. Pope and H. A. Macmillan relinquish 
their acting rank of Lieutenant-Colonel on ceasing to command a 

Field Ambulance, and revert to the acting rank of Major. 

Capts. (acting Majors) D. W. Reese and A. B. P. Smith relinquish 
their acting rank on ceasing to be specially employed. 

Capt. (acting Major) A. G. Hebblethwaite, D.S.O., relinquishes his 
acting rank on vacating appointment as Deputy Assistant Director of 

Medical Services. 

Capt. R. W. MacKenna to be acting Major whilst specially employed, 
and remain seconded. 

Lleuts. R. S. Moon and A. C. Swanston-Thomss to be Captains, 

W. W. Earwaker and A. S. Reeves to be Lieutenants. 

ROYAL AIR FORCE. 

Medical Branch.— H. T. H. Butt and H. Greenwood (late Captain, 

R.A.M.C.) are granted temporary commissions as Captains. 

D. Cromie, H. Hilliard, and W. Inman are granted temporary com¬ 
missions as Lieutenants. 

Dental Branch — B. G. Kechnie is granted a temporary commission 
as Lieutenant. - 

INDIAN MEDICAL SERVICE. 

The services of Major R. F. Steel have been placed at the disposal of 
the Government of Bombay, and the services of the following tempo¬ 
rarily at the disposal of the Government of India: Lieut.-Col. E. F G- 
Tucker and Major W. H. Dickinson ; Lieut.-Col. J. G. Hojel (for 
employment on military duty). 

Regulation 40 D. — A meeting of protest against 
Reg. 40D, D.O.R.A., will be held at the Queen’s Hall, 
Langham-place, on Wednesday next, Nov. 6th, at 7.30. The 
following resolution will be suomitted :— 

*• This meeting demands the immediate withdrawal of Regulation 40 D 
under the Defence of the Realm Act." 

The chair will be taken by Mrs. Henry Fawcett, and free 
tickets of entry can be obtained from the Secretary of the 
Association for Moral and Social Hygiene, 19, Tothill-street, 
S.W. I. Seats can also be reserved by small payments. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Killed. 

Major J. Morris, M.C., R.A.M.C., was educated at Edin¬ 
burgh University, and qualified in 1904. He held 
appointments at the Dinorwic Quarries Hospital and at 
the Denbighshire Infirmary, and was a member of the 
R.A.M.C. (T.F.) prior to the war. At the time of going 
on active service he was in practice at Hyde, Cheshire, 
where he was also police surgeon and medical referee 
for several assurance companies. The award of the M.C. 
was recorded in The Lancet of Jan. 6th, 1917, d. 38. 

Capt. P. J. O’Reilly, M.C., R.A.M.C., attached East Yorks 
Regiment, qualified in Ireland in 1914, and prior to 
joining the R.A.M.C. was in practice in Dublin. The 
award of the M.C. was recorded in The Lancet of 
Nov. 18th, 1916, p. 881. 

Capt. J. G. MacNeill, Canadian A.M.C. 


Died. 

MajorC. W. C. Myles, M.C., R.A.M.C.. qualified in Dublin 
in 1912, and was in practice at Merthyr Vale, Glamorgan 
shire, prior to joining the R.A.M.C. The award of the 
M.C. was recorded in The Lancet of Jan. 12th, 1918, 
p. 79. 

Capt. F. O. Spensley, R.A.M.C., was a student at St. Thomas’s 
Hospital, London, and qualified in 1907. He held an 
appointment at the Lowestoft Hospital, and prior to 
joining up was senior assistant medical officer at the 
Darenth Industrial Colony, Dartford, Kent. He died 
from pneumonia at the Burdon Military Hospital, 
Weymouth. 

Major R. H. McGillvcuddy, M.C., R.A.M.C., was a student 
at University College Hospital, London, and qualitied in 
1911. Prior to joining the R.A.M.C. he was in practice 
in West London. The award of the M.C. was recorded 
in The Lancet of Jan. 22nd, 1916, p. 215. 

Major (acting Lieut.-Col.) T. C. Rutherfoord, I.M.S., was a 
student at St. Thomas’s Hospital, London, and qualified 
in 1902. At the time of his death, from malaria, he was in 
command of a field ambulance. 

Surgeon-Commander T. Austen. R.N., was a student at 
Charing Cross Hospital, London, and qualified in 1888. 
In 1894, when attached to the Curacoa , he had charge of 
wounded rebels after they had been shelled from their 
trenches near Apia; and in 1904, when attached to the 
Talbot , he rendered first-aid to the disabled Russian 
cruiser Variag after her engagement with a Japanese 
squadron at Chemulpo, Corea. He died at the R.N. 
Hospital, Chatham. 

Major H. W. Carson, D.S.O., R.A.M.C., qualified in Ireland 
in 1905, and joined the R.A.M.C. soon afterwards. The 
award of the D.S.O. was recorded in The Lancet of 
June 8th, 1918, p. 822. 

Capt * *JF- Connolly, R.A.M.C., qualified at Edinburgh 
in 1902 and held appointments at the Throat Hos¬ 
pital, Golden-square, London, at the Chesterfield 
and North Derbyshire Hospital, and at the Roval Albert 
Hospital, Devonport. He joined up soon after the out¬ 
break of war, at which time he was in practice at 
Putney and was surgeon in charge of the throat, nose, 
and ear department of the Queen’s Hospital for Children 
and chief assistant in the aural department at St. Bar¬ 
tholomew’s Hospital, London. He died at the Acheson 
Military Hospital, Regent’s Park, London. 

Major J. H. McNicol, M.C., R.A.M.C., was a student at 
Glasgow University, and qualified in 1909. He was at 
one time assistant to the professors of pathology and of 
medicine at Glasgow Royal Infirmary, and prior to 
joining the R.A.M.C. was in practice at Dennistoun, 
Glasgow. The award of the M.C. was recorded in 
The Lancet of July 10th, 1915, p. 99. 

Lieut.-Col. L. P. Demetriadi, R.A.M.C. (T.), was educated at 
Leeds University, and qualified in 1886. He was in 
practice at Edgerton, Huddersfield, where he was 
examiner for the St. John Ambulance Association and 
medical referee for several assurance companies. He 
was twice mentioned in despatches, and had command 
of the West Riding Casualty Clearing Station. He died 

£' * n a OI V? i^ ne9s contracted whilst on active service. 

Capt. R. D. D. D. Brownson, R.A.M.C., was educated at 
^ an ?-a University and at the London Hospital, and 
qualified in 1908. He held appointments at the Great 
Urmond-street Hospital, London, and at the London 
Hospital, and died at Peshawur, India, from influenza. 


Lott at Sea. 

Dr. T. R. Beale-Browne, West African Medical Service, was 
a student at Guy’s Hospital, London, and qualified in 
1901. He was at one time assistant medical officer at 
the Northampton County Asylum, and later joined the 
West African Medical Staff. He was lost in the 
s.s. Baruta , sunk in collision early in October. 

Previoutiy reported Missing, believed Drowned. now 
reporttd Drowned. 

Capt. W. J. Enright, Canadian A.M.C., qualified at Laval 
University in 1897. Prior to joining the Canadian Con¬ 
tingent he was in practice at Port Daniel Centre, Quebec. 

Wounded. 

Capt. R. McC. Hill, D.S.O., R.A.M.C., attached Argyll and 
Sutherland Highlanders. 

Capt. G. Davidson, R.A.M.C., attached R. Fusiliers. 

Major D. McKelvey, M.C., R.A.M.C. 

Capt. W. E. Elliot, M.C., R.A.M.C., attd. Dragoon Guards. 

Capt. J. M. Elliott, R.A.M.C. 

Capt. H. L. Garson, M.C., R.A.M.C. 

Major W. W. Wells, R.A.M.C. 

Major J. F. Burgess, Canadian A.M.C. 

Lieut.-Col. D. P. Kappele, D.S.O., Canadian A.M.C. 

Capt. D. G. Gardiner, R.A.M.C., attached Devon Regt. 

Capt. E. W. D. Hardy, M.C., R.A.M.C., attd. Lancers. 

Capt. J. D. Stewart, Canadian A.M.C. 

Capt. H. S. Evans, R.A.M.C. 

Capt. H. A. C. Swertz, R.A.M.C., attached Royal Scottish 
Fusiliers. 

Capt. R. Lindsay, R.A.M.C., attached Grenadier Guards. 

Capt. J. C. Ogilvie, M.C., R.A.M.C., attd. Border Regiment. 

Capt. R. E. Pitts, R.A.M.C., attached Duke of Wellington's 
Regiment. 

Casualties among the Sons op Medical Men. 

The following additional casualties among the sons of 

medical men are reported:— 

Second Lieut. N. Gardner, West Riding Regiment, attached 
Lancashire Fusiliers, killed in action, youngest and last 
sur viving son of the late Dr. J. Gardner, of Kelvinside, 
Glasgow. 

Capt. M. J. N. McCreery, Royal Dublin Fusiliers, died of 
pneumonia, son of the late Lieut.-Col. N. McCreery, 
R.A.M.C. 

Capt. (acting Major) R. C. Lundie, D.S.O., R.E., killed in 
action, only son of Dr. R. A. Lundie, of Edinburgh. 

Lieut. F. T. Maurice, Grenadier Guards, died of pneumonia, 
elder surviving son of Brevet Col. W. J. Maurice, 
R.A.M.C., of Reading, Berks. 

Capt. H. G. Powers, M.C., killed in action, only son of Dr. 
C. H. Powers, late of Westend, Hants. 

Midshipman J. D. A. Lane, R.N.R., lost at sea, only son of 
Capt. H. A. Lane, R.A.M.C., of Chelsea, London^ S.W. 

Major C. W. C. Myles, M.C., R.A.M.C., died of pneumonia, 
younger son of the late Dr. J. P. Myles, of Birr, Ireland. 


Auxiliary Royal Army Medical Corps Funds. 

The annual general meeting was held at 11, Chandos- 
street, London, W., on Oct. 25th. Sir Alfred H. Keogh 
was re-elected President; Lieutenant-General T. H. J. C. 
Goodwin, D.G.A.M.S., was elected Vice-President ; and 
Major W. F. Brook, Colonel Sir Thomas Crisp English, 
Colonel J. E. Gemmell, and Lieutenant-Colonel F. S. Irvine 
were elected to the committee. The report of the recom¬ 
mendation of the Committee for Grants up to Sept. 30th, 
1918, was adopted. The list of grants to orphans of officers 
under the Benevolent Branch totalled just under £400 in 
11 separate grants. 

At a committee meeting held previously grants were made 
to orphans of seven officers amounting to £240, and to the 
widows and orphans of six members of the rank-and-ftle 
amounting to £234. These Funds are for the education of the 
children of officers of the Auxiliary Royal Army Medical Corps 
who have lost their lives during the present war, or have 
been severely disabled by it; also for widows and children of 
similar members of the rank-and-file. 

Requests for help, as well as subscriptions, should be 
addressed to the honorary secretary, 11, Chandos-street, 
Cavendish-square, London, W. 1. 


Indian Science Congress.—T he sixth annual 
meeting of the Indian Science Congress will be held in 
Bombay from Jan. 13th to 18th, 1919. The Governor of 
Bombay will be patron of the meeting and Lieutenant- 
Colonel Sir Leonard Rogers, I.M.S., will be president. The 
sectional president, medical research, will oe Lieutenant- 
Colonel Glen Liston, I.M.S. 
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OBITUARY OF THE WAR. 


FREDK. HOYSTED BRADLEY, M.B., Ch.B. Edin., 

DISTINGUISHED SERVICE ORDER; 
LIEUTENANT-COLONEL, ROYAL ARMY MEDICAL CORPS. 



MICHAEL JOSEPH O’FLYNN, M.D.R.U.I., 

LIEUTENANT, R^YAL ARMY MEDICAL CORPS. 

Lieutenant M. J. O'Flynn, who died of wounds in France on 
Sept 24th at the age of 39 years, was son of James O’Flynn, 
of Six Mile Bridge, co. Clare. He was educated at Black Rock, 
Dublin, and at the National University of Ireland, taking the 

degrees of M.B., B.Ch. 
in 1903, and the M.D. 
four years later. After 
gaining experience in 
resident hospital ap¬ 
pointments, making a 
special study of eye 
work, he settled down 
in practice at Neath, 
Glamorgan, in 1909, 
and the following year 
married Florence, 
second daughter of 
J. H. Davey, J.P., of 
Briton Ferry. At the 
outbreak of war he 
acted as the local mili¬ 
tary civil doctor for 
the district, and in 
November, 1917, joined 
the R.A.M.C., when he 
was attached to various 
units in France, finally to the 1st Northamptonshire 
Regiment. He met his death while attending the wounded 
on the battlefield. 

Dr. O’Flynn is described by his friends as one who loved 
his work and whose genial disposition and untiring devotion 
to duty made him beloved by a wide circle. He leaves a 
widow and four children. Two of his sisters are practising 
medicine. _ 


Lieutenant-Colonel F. H. Bradley, who was killed in action 
on Sept. 22nd, at the age of 34, was youngest son of the 
late Canon Bradley, of Monaghan, Ireland. He was educated 
at Campbell College, Belfast, where he held a scholarship, 
and at Edinburgh University, where he graduated M.B., 
Ch.B. in 1906. After graduating he filled the posts 
of house physician and 
resident medical officer 
at the Stanley Hospital, 

Liverpool, and entered 
the R.A.M.C. in 1908, 
seeing service in various 
stations at home before 
he was sent to India in 
1910. He went to 
France in the second 
month of the war and 
served there continu¬ 
ously until his death. 

Latterly he was in com¬ 
mand of the 15th Field 
Ambulance, and was 
awarded the D.S.O. in 
January of the present 
year. A friend and 
colleague writes of 
Colonel Bradley : “I 
had known him ever since he came as O.C. to the ambulance, 
and he has always shown the greatest kindness and considera¬ 
tion for all his officers. When there was any difficulty he was 
always ready to come to one’s help, and in times of danger 
he was always ready to take his part.” 

Colonel Bradley married in 1912 Esther Ellen Lacey, 
daughter of the late William Hargreaves, of Liverpool, who 
predeceased him. _ 

WILLIAM BOYD JACK, M.D. GLA8G., 



WILLIAM LESLIE DANDRIDGE, B.A. Camb., 

M.R.C.S. Eng., 

LIEUTENANT, ROYAL ARMY MEDICAL CORP8. 

Lieutenant W. L. Dandridge, who died of wounds on 
Oct. 5th, was youngest son of Alfred Dandridge. of Beckenham, 
Kent. He was educated at Sherborne School, going on in 
1912 to Emmanuel College, Cambridge, where he graduated 

io Arts. In 1916 he 
went to the Isonzo 
front with a Red Cross 
ambulance, returning to 
England after a few 
months to complete his 
medical curriculum. 
After obtaining the 
diplomas of the Con¬ 
joint Board, he joined 
the 103rd Field Ambu¬ 
lance in France, and 
it was while accom¬ 
panying a party of 
stretcher-bearers to the 
front line on Oct. 3rd 
that he was wounded, 
surviving his injuries 
only for a few days. 
Enthusiastic in his 
work, and of a bright 
and cheery disposition, Lieutenant Dandridge will be missed 
by a large circle of friends. His eldest brother was killed 
at the Battle of the Somme in August, 1916. 


Captain Andrew Ross, C. A.M.C., who was killed in action 
on Sept. 29th at the age of 42 years, was a native of Huron, 
Ontario, and graduated in medicine at the University of 
Toronto in 1904. He came overseas in April, 1916, as a 
private in the C.A.M.C. and went to France in June, 1916, 
with the 8th Canadian Field Ambulance. In July of last 
year he obtained a commission and was posted to 
No. 2 Canadian General Hospital and re-posted to a field 
ambulance in September, 1918. 


CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain W. B. Jack, who died of wounds on Oct.^llth, 
was a student at Glasgow University, graduating M.B., 
Ch.B. in 1905 and taking his doctorate three years later. 
He held successive house appointments at Glasgow Royal 
Infirmary before joining Dr. W. B. Cockill in private 
practice at Kendal in 1907. He was an able and con¬ 
scientious practitioner, 
of all and the grati¬ 
tude of many. His 
fellow-practitioners felt 
that they had in him 
a steadfast and loyal 
comrade, and his never- 
failing kindness and 
courtesy endeared him 
to a wide circle of 
patients and friends. 

In 1911 he joined the 
staff of the Westmor¬ 
land County Hospital, 
where his sound judg¬ 
ment and professional 
knowledge were of the 
greatest value to the 
patients and help to his 
fellows. He obtained a 
commission in the 
R.A.M.C. in March of 
last year and was attached to a Leicestershire regiment. In 
May last he was gassed, and it was while advancing with 
his regiment in the fight for St. Quentin that he received the 
wounds which he himself quickly recognised as mortal. The 
deepest sympathy goes to his wife and three young children. 


Captain Herbert Anthony Culham, C.A.M C., who was 
killed on Oct. 4th, aged 35 years, was a native of Hamilton, 
Ontario, and graduated in medicine at the University of 
Toronto in 1910. He came overseas in October, 1916, serving 
with units in England until November last, when he went to 
France with No. 2 Canadian Field Ambulance. At the time 
of bis death he was attached to a brigade of Canadian Field 
Artillery 



who quickly gained the esteem 
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ROBERT BRUDENELL CARTER, F.R.C.8., 

CONSULTING OPHTHALMIC SURGEON TO ST. GEORGE'S HOSPITAL; 

FORMERLY PRESIDENT OF THE MEDICAL SOCIETY OF LONDON. 

Only a few weeks ago we announced Mr. Brudenell 
Carter's ninetieth birthday, and on Wednesday evening in 
last week his long life came to an end. It is 50 years 
since he first joined the staff of The Lancet, and in those 
early years of his connexion with us his forcible editorial 
contributions made a weekly appearance in our columns. 
Then for some years, especially during the last 20 years of 
the past century, his public work made it inconvenient for 
him to assist us, but in 1899, having by that time ceased to 
be a member of the General Medical Council, he resumed his 
close editorial connexion with us. As age* grew on him his 
contributions became less frequent, but, nevertheless, his clear 
and vigorous leading articles were always acceptable to our 
readers ; on his eightieth birthday he wrote a leading article 
on the same subject for the Times and The Lancet in which 
identical general views were expressed, but in which he 
exactly hit off in the arguments employed and the methods 
of employing them the due variations in the audiences he 
was addressing. As late as 1915 in a private letter to the 
present editor of The Lancet, who had mentioned that the 
war had depleted his staff, Carter observed : “ You speak of 
being short-handed ; if this refers to writers I might possibly 
do something to help, and I need not say that you could 
command my services although I should not like to attempt 
writing under much pressure as to time. ” He was then 87 years 
of age. Carter’s death is truly for us a break with the past. 

Robert Brudenell Carter, the son of an officer in the Royal 
Marines, was born at Little Wittenham, Abingdon, in 1828, 
and entered the medical school of the London Hospital at 
the age of 19, after having served the course ol apprentice¬ 
ship to a general practioner which in those days was 
the orthodox method of entering the medical profession. 
He became M.R.C.S. in 1851 and L.S.A. in the following 
year, when he went into general practice in the north of 
London. But in the spring of 1854, when England and 
France declared war against Ru-sia, Carter, like many other 
young surgeons, went to serve in the Turkish Army in a 
voluntary capacity, and while there he contributed both to 
the Times and The Lancet letters and papers of his Crimean 
experience. The letters to the Times had a great future 
influence on his career. On his return to England he again went 
into general practice in suburban London, and then left for 
Nottingham, where he remained for some years, and where he 
was first attracted to ophthalmology in particular, while 
writing also on general medical subjects Later he moved 
to Chatham, and in 1868, being then 40 years of age, he 
came up to London, deciding to tempt fortune as an 
ophthalmic surgeon, being now in possession of the F.R C.S. 
This bold step he has described in a further letter to the 
editor of The Lancet in the following words :— 

" My life generally is calculated to encourage hopefulness under 
adverse circumstances. Up to the age of 40 I was a conspicuouslv 
unsuccessful general praotltioner in the country. In my forty-first 
year I decided to burn my very small and shallow boats and to come to 
London. Within a year I was a leader writer for the Times, a constant 
contributor to the editorial columns of The Lancet, and surgeon to 
the Royal South London Ophthalmic Hospital. Within two years I was 
ophthalmic surgeon to St. George’s and my way was fairly dear. 

I think it is a point in my favour that, as I could not afford the six 
years’ hospital practice as a student necessary for the Fellowship of the 
Royal College of Surgeons, I determined from the first to maintain my 
knowledge • f anatomy and to keop fully abreast of surgery. The 
result was that as soon as I had compleied the necessary 12 years as a 
Member, I was able to go up from my country practice for the Fellow¬ 
ship examination without either rest for study or coaching, and to 
pa»s. But for this, of course, I could not have obtained hospital posts. 

Pray excuse my troubling you with this yarn about myself, and 
please excuse the bad writing. I am la a reclining chair and write oa 
* pad held in my left hand.” 

From 1870 until 1893 Carter was ophthalmic surgeon to 
St. George’s Hospital, and during all that time he conducted 
a large ophthalmic practice and communicated to the pro¬ 
fessional world some admirable work on eyesight generally. 
His lectures on Cataract, on Eyesight in Schools, on Optical 
Appliances, and on the General Cause of Good find Bad Eye¬ 
sight were all valuable expositions on questions that required 
to be treated in a plain manner by a well-informed writer. 

In 1881-82 he was Hunterian professor of surgery and 
pathology in the Royal College of Surgeons of England, 
and shortly afterwards was elected President of the Medical 
Society of London, having in 1884 been Lettsomian lecturer. 


A Knight of Justice and Honorary Commander of the Order 
of St. John of Jerusalem, he was consulting surgeon to the 
ophthalmic hospital at Jerusalem ; while his knowledge of 
French, which equalled his knowledge of German, was 
placed at the disposal of the cause of sanitation gene¬ 
rally when he became Foreign Secretary to the French Society 
of Hygiene. In 1893 he was, after 23 years’ service, elected 
consulting ophthalmic surgeon to St. George’s Hospital 
and also to the Royal South London Ophthalmic Hospital. 

In 1875 appeared his “ Practical Treatise on Diseases 
of the Eye,” which was at once recognised as a valuable 
addition to ophthalmic literature. An extremely skilfol man 
of letters, he got over the difficulty supremely well which a 
specialist has in writing a text-book. Such a medical author 
may propose to write for the benefit of the general profes¬ 
sion, discovering for them the principal points of his 
own branch of practice, or be may write as a specialist 
for specialists, submitting his own views and practice 
to expert criticism. Carter managed to do both things. 
He gave a general view of the present state of know¬ 
ledge with regard to the nature and treatment of the 
more important diseases of the eye, but from individual 
experience he was able to add original suggestions and to 
subject the work and views of other well-known specialists 
to just and lively criticism. His whole object was to see 
general practitioners skilful in detecting and treating eye 
disease, and he placed in their hands a manual of great value 
to that end. Several editions of his book were issued, 
edited by himself and later by Mr. W. Adams Frost, while he 
also wrote the articles on Diseases of the Eye in “Quain’s 
Dictionary of Medicine,” and the section of ophthalmic 
surgery in “Holmes’s System of Surgery.” He also trans¬ 
lated Zander’s original work on the ophthalmoscope and 
Scheffler’s “Optical Defects of the Eye.” Carter’s con¬ 
tributions to medical and special scientific literature were, 
it will be seen, numerous, and they always possessed 
the particular virtues of clearness and force. Eloquent, 
incisive, more than occasionally bitter, he was also a 
generous writer, and few members of the medical profession 
have wielded greater power with the pen, while he possessed 
the equally valuable gift of being able to speak in public 
with the same command of language and high level of 
literary style. Carter’s “ leaders ” belong to an older day — 
he used the Latin “period” and orotund full-dress methods 
— but any appearance of pomposity thus given to his 
writings was purely superficial ; no writer of to-day is more 
fastidious than was Carter in his choice of language or mote 
resolutely averse from the use of stale metaphors, trite tags, 
and obvious morals. 

Clear speaking and close debating made him daring his 
20 years on the General Medical Council a force in 
the proceedings of that body, and strongly conservative 
member although he always was, it should be placed 
on record that he was the author of that change in the 
methods of the Council by which it was rendered possible to 
deal in a suitable measure with comparatively trivial pro¬ 
fessional offences. Carter devised the expedient of post¬ 
poning decision upon small offences until the next session, 
the interval being thus rendered a period of probation. 
When he joined the Council there were many cases in 
which there was no choice but to inflict the penalty of 
erasure from the Register for quite trivial offences or 
else to condone them altogether. Even if they came 
within definitions of “infamous conduct,” which the 
Council had already laid down, cases of “covering an 
unregistered practitioner,” for example, differed immensely 
as to degree of turpidity. More than once men who had 
but just entered the profession were expelled from it for what 
was little more than foolish good nature and which only 
needed an admonition, and this was the cruelty that Carter 
set out to right. Since he succeeded in introducing the 
change there has been scarcely a session in which it has not 
been brought into useful operation. 

Carter was of ancient family, being eleventh in descent 
from Thomas Carter, a gentleman bearing arms who was 
settled at Higham, Bedfordshire, in the reign of Edward IV. 
He married first Helen Ann Beauchamp, daughter of John 
Becher: and secondly Rachael Elizabeth, daughter of 
Stephen Hallpike and widow of the late Walter Brown. By 
his first wife he had four sons. 

This is but a brief chronicle of a long and busy career, but 
Carter’s life in far greater detail is chronicled in “ Doctors 
and their Work,” a volume which he wrote some 15 years ag<\ 
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parliamentary Intelligence. 

NOTES ON CURRENT TOPICS. 

The Housing Bill. 

A second reading was given to the Housing Bill in the 
House of Commons on Monday, Oct. 28th, but a certain 
amount of criticism arose on the fact that its scope was 
limited. Mr. Hayes Fisher, the President of the Local 
Government Board, however, explained in moving the second 
reading that the Bill was only an instalment of the 
Government programme which he had unfolded to the 
House in May‘during the discussion on the estimates of 
his department. That programme would again be brought 
before the House in a much larger measure dealing 
with the whole of the financial aspects of the problem 
and incorporating many other means by which the action of 
the State could be linked up with that of local authorities, 
publio utility societies, and also, he hoped, private enter¬ 
prise. The right honourable gentleman could not say when 
that measure would be introduced. The first clause in the 
present Bill gave financial encouragement to county councils 
to build houses for their own employees. The second clause 
gave powers whereby where the smaller local authorities 
had not taken adequate steps to provide houses for the 
population of their areas the Local Government Board 
should have the right to call in the county council to carry 
out the duty. Several honourable Members emphasised the 
connexion of housing and health, and expressed regret that 
the Government had not brought forward a larger measure 

MOW. 

The Midwives Bill. 

The Midwives Bill was read a second time in the House of 
Lords on Tuesday, Oct. 29th. As the Bill now stands, 
Clause 12 repeals Section 9 of the Midwives Act, 1902, which 
enabled county councils to delegate their powers over 
midwives to district councils. Where suoh delegation has 
already occurred, it shall not be affected unless the county 
oouncil concerned, with the consent of the Local Government 
Board, withdraws the delegation. 

HOUSE OF COMMONS. 

Wednesday, Oct. 23rd. 

Cooking in Military Hospitals. 

Answering Mr. Gilbert, who asked whether therb were 
many complaints as to the way in which food was cooked in 
London Military Hospitals, Mr. Macpherson (Under Secre¬ 
tary for War) wrote : Some complaints of the nature men¬ 
tioned have been received, and an officer from the War 
■Office has been sent to investigate the matter and make 
suggestions with a view to improvement. I would add 
that the whole question of cooking in military hospitals is 
receiving close attention, and the appointment of expert 
Jady cooks to act as inspectors of cooking in military 
hospitals iB at present under consideration. 

Prevention of Anthrax. 

Mr. Jowett asked the Home Secretary what action he had 
taken to secure the disinfection of dangerous wool since he 
received the report of the Departmental Committee which 
reported, on Nov. 23rd, 1917, that at a very small net cost 
infected wool could be rendered free from danger from 
anthrax.—Sir G. Cave replied: The honourable Member 
refers presumably to the preliminary report of the Disinfec¬ 
tion Subcommittee of the Departmental Committee which 
was received and presented to Parliament last spring. The 
report deals only with the results of the investigation into 
methods of disinfection; it contained no proposals for 
applying its conclusions, and in the covering letter sub¬ 
mitting the report the Committee expressly advised that no 
action should be taken pending their final recommendations. 
The final report, which is being issued to-day, was only 
received last month. It makes a series of far-reaching pro¬ 
posals, involving the erection of disinfection stations abroad 
as well as in this country, the establishment of a special 
authority, and international cooperation. These proposals 
will be considered and the necessary action taken without 
delay. 

Thursday, Oct. 24th. 

Venereal Disease and Regulation 40 D. 

Mr. Lees-Smith asked the Home Secretary whether any 
provision was to be made by which women who were arrested 
under the Defence of the Realm Act, Regulation 40 D, and 
against whom no conviction was obtained, were to receive 
compensation for undergoing the special medical examina¬ 
tion for venereal disease.—Sir G. Cave answered : The reply 
is in the negative. 

Mr. Lees-Smith: Has the right honourable gentleman 
taken into account the statement made last week that of the 
prosecutions made under this regulation, almost one-half of 

the women are found to be not guilty, but although not 
guilty they are subjected to this examination, which is a 
terrible penalty in itself; and will he either give them com¬ 
pensation or withdraw the regulation?—Sir G. Cave: No, 

Sir, when the examination is made it is made by consent. 

Mr. Lees-Smith : Is the right honourable gentleman 
aware, with regard to his statement that this examination is 
made by consent, that the prosecutor for the Government 
stated that if the women refused to undergo the examina¬ 
tion it would be taken as proof against them?—Sir G. Cave : 

I am not aw r are of that. It would not be a proper statement 
to make. 

Mr. Lees Smith asked whether the right honourable 
gentleman would now issue instructions that the consent of 
women to undergo the special medical examination for 
venereal disease provided for in the Defence of the Realm 

Act, Regulation 40 D, should in all cases be obtained in 
writing.—Sir G. Cave replied: The question is under the 
consideration of.the committee recently anpointed. • 

Medical Men and the Pensions Ministry in Ireland. 

Mr. Nugent asked the Parliamentary Secretary to the 

Ministry of Pensions whether he had refused applications 
for employment under Government by medical officers who 
had previously served in any capacity under the National 
Insurance Commissioners in Ireland, irrespective of 
previous long or active service; and, if so, whether he 
would explain why this course had been adopted, in view of 
the promise given by the Prime Minister.—Sir A. Griffith- 
Boscawen said in reply: I am not aware of any ground for 
this suggestion. The selection of medical men to act as 
referees in Ireland was entrusted by the Minister of 

Pensions to a committee specially appointed for the 
purpose, consisting of representatives of the Irish Local 
Government Board, Irish Insurance Commission, Ministry 
of Pensions, Ministry of National Service, Irish Medical 

War Committee, President of the Royal College of Surgeons, 
and Irish Medical Committee. The report received from the 
committee shows that very great care was exercised in the 
duty entrusted to them and that the medical men selected 
were unanimously agreed to. 

Medical Women in Military Hospitals. 

Sir P. Magnus asked the Under Secretary for War whether, 
having regard to the fact that medical women serving in 
military hospitals discharged similar duties and received 
the same pay as men doctors and were entitled to wear the 

Royal Army Medical Corps badge, he would take steps to 
rectify the anomaly of their being refused even honorary 
commissions or to wear badges of rank which would be 
helpful to them in maintaining discipline; and whether he 
could arrange that they should obtain equivalent relief from 
income-tax as was granted to men doctors under the service 
rate.—Mr. Macpherson replied: I am reconsidering this 
question. Perhaps my honourable friend will be good 
enough to ask me a question on the subject next week. The 
last part of the question is one for the Treasury. 

Effect of Occupations on Women's Health. 

Mr. Rowntree asked the Minister of Reconstruction 
whether, in preparation for the task of demobilisation, any 
careful inquiry had yet been made into the effect of different 
occupations on the health and physique of women ; and, if 
so, could the result of such inquiry be made public.—Dr. 

Addison wrote in reply: In addition to the reports of the 

Health of Munition Workers Committee, which has recently 
been published, the Home Office has undertaken an inquiry 
into the question referred to. The inquiry is now completed 
and the question of publication is a matter for the Home 
Secretary. 

Rabies and the Pasteur Treatment. 

Mr. R. McNeill asked the President of the Local Govern¬ 
ment Board whether, in view of the danger arising from the 
existence of rabies in the country, he would issue informa¬ 
tion to the public as to what facilities there were for 
obtaining Pasteur treatment, and as to the steps that should 
be taken bv individuals who might be bitten by suspected 
dogs.—Mr. Hayes Fisher replied: A circular on the pro¬ 
cedure to be adopted was sent to medical officers of health 
in Devonshire and Cornwall as soon as the Local Govern¬ 
ment Board was informed of the presence of rabies among 
dogs in these counties. It has now been revised, and a copy 
of the revised circular will be sent to the press. 

Maternity Benefit. 

Sir C. Kinloch Cooke asked the President of the Loc&l 
Government Board whether he was aware that cases h%d 
arisen where women, insured under the National Insurance 

Act, had taken advantage of the workhouse for their confine¬ 
ment and subsequently drawn the maternity benefit: and 
would he consider the advisability of making some provision so 
that in cases of this kind guardians might be in a position to 
apply for and receive some portion of this benefit.—Mr. Hayes 

Fisher answered : The reply to the first part of the question 
is in the affirmative. In view of the provisions of Section 111 
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of the National Insurance Ast, 1911, and Section 20 of the 
National Insurance Act, 1918, I could not take the action 
suggested in the latter part of the question. 

Sanatorium Treatment. 

Replying to Mr. Bowerman, Sir E. Cornwall (represent¬ 
ing the National Insurance Commissioners) wrote: Some 
30,000 insured persons annually have, since the National 
Insurance Act, 1911, came into operation, received residential 
treatment; for tuberculosis in sanatoria and hospitals in 
addition to the large numbers which have received dis¬ 
pensary and domiciliary treatment. But this still leaves 
a regrettable number of cases for which accommodation is 
lacking. The war has made serious difficulties in regard to 
building operations and other matters involved in providing 
more institutional accommodation. 

Monday, Oct. 28th. 

The Influenza Epidemic. 

Mr. Denman asked the President of the Local Government 
Board whether he could make any statement as to the pre¬ 
valence of an epidemic of influenza; whether it was causing 
a rise in the rate of mortality; whether it was associated 
with other diseases; aud whatsteps were being taken by his 
department and should be taken by the publjc to combat 
it.—Mr. Hayes Fisher replied: The present epidemic of 
influenza is causing a considerable rise in the rate 
of mortality, as will be seen from the weekly returns 
of the Registrar-General, but happilv the rise is not 
so great as that experienced in Vienna and Paris, 
and, I believe, in other such large towns. Numerous 
conferences have taken place between representatives 
of my department, of the naval and military autho¬ 
rities, and the Board of Trade in regard to the transport 
of troops. The medical officers of my department 
have also been in consultation with the Army Medical 
Department and the Medical Research Committee, and 
bacteriological investigations have been continuously 
made since the commencement of the summer outbreak. 
These Ghow that bacteriologically this outbreak does 
not differ from other outbreaks of influenza, the fatality 
beiDg due to secondary infections chiefly by pneumo¬ 
cocci and streptococci. I have also called a special 
conference of the representatives of all the depart¬ 
ments concerned. As to the steps which can be taken by 
the public, I may refer to the memorandum of my medical 
officer which has been issued. This memorandum emphasises 
the fact that control over this catarrhal disease is only prac¬ 
ticable by the active cooperation of each member of the 
community, and medical officers of health have brought the 
precautions recommended by the memorandum to the 
notice of the local public by means of special leaflets and 
in other ways. 

Mr. Denman : Are we to anticipate a Ministry of Health 
in the near future? — Mr. Hayes Fisher : 1 do not think that 
arises. 

Colonel C. Lowther : Is it a fact that there are two 
distinct epidemics—influenza and septic pneumonia?—Mr. 
Hayes Fisher : I do not think that we can say that there 
are two. 

Mr. Ponsonby : Is the spread of this disease largely due to 
malnutrition ?— Mr. Hayes Fisher : I have no reason to 
think that that is the case. 

Mr. Pringle : Will the right honourable gentleman make 
representations to the National Service Department to 
refrain from calling up further medical men, and to the War 
Office to release more medical men from the Army for 
civilian service ?—Mr. Hayes Fisher : I am sure the 
Minister of National Service must have taken notice of the 
fact that medical men are seriously wanted in every depart¬ 
ment of civil life. 

Administration of Medical Benefit. 

Mr. Currie asked the representative of the National 
Insurance Commissioners whether his attention had been 
drawn to the difficulty arising out of the issue of his 
Departmental Circular* 242 X, dated June, 1918, which 
would result in numbers of insured persons losing medical 
benefit by reason of their earnings now exceeding £160 a 
year; whether he would, by legislation or otherwise, take 
steps to prevent this result, in view of the fact that £160 
was now of less value than £100 when the 1911 Act was 
passed ; and whether meantime he would suspend or modify 
the said circular.—Sir E. Cornwall answered: In view of the 
numerous inquiries received as to the position in insurance of 
non-manual workers in receipt of war bonuses or other 
increase in wages bringing their rate of remuneration to over 
£160 a year the Commissioners felt that the question could no 
longer be left in uncertainty, and a circular to which my 
honourable friend refers sets out what the Commissioners 
are advised to be the legal position in such cases. The 
difficulty, of which I am fully aware, arises not from the 
circular but from the general increase in wages. There is 
no intention at present to introduce amending legislation on 
the subjeot. 


Tuesday, Oct. 29th. 

Medical Services and the Influenza Epidemic. 

Mr. Tyson Wilson asked the Minister of National Service 
what steps be had taken to provide an adequate medical 
service for the civil population in view of the present serious 
epidemic of influenza.—Sir Auckland Geddes replied : All 
arrangements made in connexion with the employment of 
medical men under the Ministry of National Service and all 
withdrawals of medical men from civil life for service 
with the armed forces of the Crown during the past year 
have been made with full regard to the contingency of a 
widespread epidemic disease affecting the population. 
Influenza has been more or less prevalent in epidemio form 
for some months, and the calls on the civil medical pro¬ 
fession have been conseque ntly very heavy. Simultaneously, 
severe fighting on a great scale in all theatres of war has 
imposed an additional heavy strain on our medical resources. 
In April Parliament conferred powers on the Minister of 
National Service which enabled him to examine men of 
military age at any time. In view of possible emer¬ 
gencies this power was largely used, approximately 7000 
medical men being employed and very large numbers of men 
being examined. Concurrently with the increase of influenza 
the number of medical men employed on Medical Board 
work has been reduced, thereby rendering an increasingly 
large body of medical men available for exclusively civil 
practice. The number of Medical Board sessions has 
been reduced from approximately 3500 to 1000 per 
week. This has not affected recruiting, as the pool 
formed by examining men in advance har been suffi¬ 
cient to maintain tne flow of men to the forces. 
In order further to reinforce the doctors available to 
attend the [civil population I have given instructions that 
all medical examinations in advance are to be suspended for 
the present. Pensions examinations and the examinations 
of men reporting for service will, of course, continue. 
Arrangements have also been made to reinforce the medical 
staffs available at hospitals so far as our resources will per¬ 
mit. In conclusion, 1 should like to express my deep appre¬ 
ciation of the way in which the medical profession has 
cooperated with the Ministry of National Service in meeting 
unprecedented and often conflicting demands for medical 
personnel.• 

Mr. Pringle: Has the right honourable gentleman any 
information as to the effect of the influenza epidemic on 
medical men themselves, and is he prepared to suspend for 
the present any further calling up of them?—Sir Auckland 
Geddes: I have not got any complete figures showing the 
numbers of medical men who are down with influenza, 
but I know the numbers have been considerable. We 
have released from calling upon their time a very 
large number of medical men who are now devoting 
the whole of their time to civil practice. We are putting 
at the disDOsal of districts where we can full-time 
medical men. We cannot create medical men for the 
emergency, but we have to do the best we can to spread the 
resources we have. It happens that at the moment there is 
a verv heavy demand for young fit doctors for the front. 
The casualties amongst the medical profession have been 
verv heavy, and we have had to call up a certain number 
of young fit men because we have nobody else to send to the 
front. By the front 1 mean the real fighting line. We have 
arranged that a certain number of young naval surgeons shall 
go to France, and they have gone. We are doing our best to 
have the older and less fit men made available here. The 
pressure is so great that it is not a simple problem for us to 
move the men to the place where they are'most required. 

Mr. Pringle : Will the right honourable gentleman secure 
that no medical practitioner over 40 may be sent out of the 
country now ?—Sir Auckland Geddes : It would be very 
difficult to give a pledge, but we are doing the best we can 
with the resources at our command. 

R.A.M.C. Officers in India. 

Colonel Yate asked the Under Secretary for War what 
arrangements had now been made for the relief of time- 
expired Royal Army Medical Corps officers who had beeD 
retained in India since the commencement of the war and 
had had no opportunity for service at the front.—Mr. 
Macpherson answered : Twenty-four officers have been 
sent to India in relief of a similar number of time-expired, 
and two are awaiting passage. Until the relieved officers 
return home it is impossible to spare further officers for the 
purpose, as the system involves the loss of the services of 
the officers for a period of two to three months. 

R.A.M.C. Officers , Territorial Force. 

Sir Francis Blake asked the Under Secretary for War 
whether a general promotion list for officers of the Royal 
Army Medical Corps, Territorial Force, nad now been pre¬ 
pared and published; and whether he would state the 
authorised establishment of colonels, lieutenant-colonels, 
and majors in that force, and the existing number in 
each rank.—Mr. Macpherson replied: In accordance with 
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the recommendations of the Committee on Promotion 
of Officers in the Special Reserve, New Armies, and 
Territorial Force, a seniority list has be 9 n prepared for 
all officers of the Royal Army Medical Corps, Territorial 
Force, other than the administrative and d la suite staffs 
of Territorial Force General Hospitals and the Sanitary 
Service. This list is included in the Army List. The estab¬ 
lishment authorised is: colonels 19, lieutenant-colonels 
107; and the existing officers of these ranks are colonels 9 
and lieutenant colonels 75. Promotion to the rank of major 
being governed by a time-qualifying period, the establish¬ 
ment of this rank is not limited. The actual promotions 
consequent upon the determination of the establishments to 
which I have referred are under consideration and will be 
published as soou as possible after the receipt of the infor¬ 
mation which it is essential to obtain from various theatres 
of war where the officers concerned are serving. 

Wednesday, Oct. 30th. 

The Influenza Epidemic. 

Mr. Rowntree asked the President of the Local Govern¬ 
ment Board whether in view of the continued spread of 
influenza he would state to the House how many medical 
advisers there were attached to the Local Government 
Board, whether they were all at present engaged in giving 
their whole time to preventive measures dealing with the 
epidemic, whether in view of the grave results arising from 
the spread of the disease he considered the staff wanted 
strengthening, and whether he did not think it advisable 
to issue broadcast advice as to what steps could be 
taken by the public to prevent the spread of infection.— 
Mr. Hayes Fisher replied: The staff of the Medical 
Department of the Local Government Board consists of a 
medical officer and four assistant medical officers, together 
with 20 medical inspectors. A memorandum of instruction 
as to the preventive measures available, which was prepared 
by the medical officer, has been issued to every sanitary 
district in England and Wales, and the sanitary authorities, 
under the advice of their medical officers of health, are urging 
the adoption of the preventive measures in their several 
districts. In the invaded towns information as to the pre¬ 
cautions available has been distributed broadcast by means 
of leaflets, posters, and press notices. In many of these 
areas day schools and Sunday schools have been closed and 
the public have been advised to avoid crowded assemblies. 
In some instances voluntary arrangements have been made 
for excluding children from cinema performances,*and also 
for increasing the time between performances so as to allow 
the air in the building to be thoroughlychanged. The medical 
staff of the Board are devoting all such time as is necessary 
to this epidemic and will continue to do so. I do not at 
present consider that the staff needs enlargement in con¬ 
sequence of the epidemic. 

Answering supplementary questions, Mr. Hayes Fisher 
expressed the view that the information which it was 
advisable to briDg to the notice of the public was best 
communicated through the channel of the medical officers 
of health. Ho was quite ready to make farther inquiries 
how far this had been effectively done. Conferences had 
been taking place during the last few days to which the 
medical officer of the Board of Education had been con¬ 
tributing bis wide experience and knowledge. He would 
give his attention to cases of sanitary districts where there 
was at present no medical officer of health acting. 

Mr. Rowntree asked the President of the Board of Educa¬ 
tion whether in view of the continued spread of influenza he 
would state what was the view of the Medical Department of 
the Board regarding the advisability of closing schools at the 
first appearance of influenza in the school; and whether he 
thought it desirable to issue some general advice as to 
what steps could be taken to prevent the spread of 
infection through the association of so many children.— 
Mr. Hayes Fisher answered : The closure of schools 
or the exclusion from school of children suffering 
from infectious diseases, including influenza, is a matter 
which rests with the local education authorities or the 
governors of the schools concerned. Appropriate direc¬ 
tions issued by the Board of Education in conjunction with 
the Local Government Board for the prevention of the 
spread of infectious diseases occurring among children 
attending public elementary schools have long been 
in the hands of all local education authorities and 
school medical officers. The wisdom or propriety of 
closure or other action is obviously dependent on 
the local conditions of the case, upon which it is, 
of course, impossible for the Board to pronounce. 
Among such conditions is the degree of prevalence and 
severity of the disease, as well as the home or other 
alternative circumstances of the children thus excluded from 
school. The case of each school must be determined on its 
merits. It is, of course, essential that all children suffering 
from catarrhal symptoms, feverishness, or other illness, 
should at the present juncture be at once excluded, and in 
many cases it will be found advisable to close the whole 
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school or, at least, departments or classes in the school. As 
a rule, school closure ie more effective in rural districts than 
in towns. Playgrounds should not remain open when schools 
are closed. As regards the second part of my honourable 
friend’s question, I have not, up to the present, thought it 
necessary to issue any general advice of the nature suggested 
by him. It is obviously impracticable to consider school 
children separately from other sections of the population 
which are not within the province of the Board of Education. 

Answering Mr. A. Ward respecting a serious epidemic of 
influenza at the R.A.F. camp at Blandford, Dorset, Major 
Baird (Under Secretary to the Air Ministry) stated that the 
prevailing influenza epidemic reached the camp on Sept. 2Lst 
and had continued to the present date. The number of cases 
increased in the week ending Oct. 26th, during which 252 
cases were reported. Of these 19S were sent to hospital. The 
number of deaths since Sept. 21st was 59. The average daily 
strength of the camp was about 15,003. Since the epidemic 
started five additional doctors and 19 additional nurses had 
been sent to deal with the situation. For administrative 
reasons, independent of the epidemic, the drafting of recruits 
to the camp had been stopped for a period of one week. 


ffiehital far % ensuing Meek. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1 , Wimpole-street, W. 1 . 

MEETINGS OF SECTIONS. 

Wednesday. Nov. 6th. 

OPHTHALMOLOGY (Hon. Secretaries—Leslie Futon, Malcolm 
Hepburn): at 8 30 p.m. 

Presidential Address: 

Mr. W. T. Holmes Spicer: Changes in the Cornea after Inflam¬ 
mation. 

Papers: 

Dr. J. B. Chriatopheraon and Major Archibald: Nocardia (Lutea) of 
the Lacrymal Oland. 

Major Fenwick: Brittle Bones and Blue Sclerotlcs. 

Thursday, Nov. 7th. 

OB3TETRICS AND GYNECOLOGY Secretaries-Comyns 

Berkeley, J. S. Falrbairn): at 8 p.m. • 

Presidential Address : 

Mr. J. D. Malcolm : Develop meats in Abdominal Surgary since 1834.* 

Paper : 

Mr. John Adams : Tue Treatment of Ante-natal and Post natal 
Syphilis. 

Members of other Sections are specially invited to attend. 

Friday, Nov. 8th. 

EPIDEMIOLOGY AND STATE MEDICINE (Hon. Saaretarles — 
William Butler, M. Greenwood): at 5.30 p.m. 

Paper: 

Capt. Hawn, Capt. Hopkins, and Capt. Meader (U.S. A. Kvpe litionary 
Force): Outbreak of Typhoid Never in Inoculate! Soldiers. 

RONTGEN SOCIETY, at the Royal Society of Arts, 18, John street. 
Strand, W.C. 

Tuesday, Nov. 5th.—8.15 p.m.. Dr. G. B. Batten: The Presidential 
Addre>s (illustrated by lantern slides). 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Moxday, Nov. 4th.—2 p.m., Medical and Surgical Clinics. X Rays. 
Mr. D. Armour: Operations. Mr. B. Harman: Diseases of the Eye. 
Dr. Simeon : Diseases of Women. 

Tuesday.— 2 p.m., Medical ana Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the 
Throat, Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
WRDNE8DAY.-10A.M.,Dr. Arthur Saunders: Diseases of Children. Dr. 
Banks Davis: Operations of the Throat, Nose, and Bar. 2 p.m.. 
Medical and Surgical Clinics. X Rays. Mr. Pardoe : Operations. 
Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. D. 

Armour : Operations. Mr. B. Harman : Diseases of the Bye. 
Friday.— 10 a.m., Dr. Simeon: Gynaecological Operations. 2 p.m.. 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis : Diseases of the Throat, Nose, aud Bar. 
Dr. Pemet: Diseases of the 8kln. 

Saturday.— 10 a.m., Dr. Arthur Saunders: Diseases of Children. Dr. 
Banks Davis: Operations of the Throat, Nose, and Bar. Mr. B. 
Harman: Eve Operations. 2 p.m., Medical and Surgical Clinics. 
X Rays. Mr. Pardoe: Operations. 

NORTH-EAST LONDON POST-GRADUATE COLLBGB, Prince of 
Wales’s General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

THE THROAT HOSPITAL, Golden-square, W. 

Monday, Nov. 4th.—5.15 p.m., Special Demonstration of Selected 
Cases. 

Thursday.— 5.15 p.m., Clinical Lecture. 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37. Russell-square, W.C. 

Course of Lectures on Public Health Problems under War and After¬ 
war Conditions (each Lecture will be followed by a Discussion) :— 
Wednesday, Nov. 6th.—4 p.m., Lecture V.:—Prof. J. M. Beattie, 
M.D.: Infection and Disinfection in War Time, especially iu 
Regard to the Present Outbreak of Influenza. 
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Jpuintnunts. 


Cooper, J. S., L.R.C.P. A 8. Bdln., L.F.P.S. Glasg., has been appointed 
Certifying Surgeon under the Factory and Workshop Acts for the 
Clitheroe District of the counties of Lancs, and Yorks. 

Desai, H. M.. D.Ch.O. Llverp., Surgical Officer In Charge, Durham 
County and Sunderland Bye Infirmary. 


$axanrits. 


For further information refer to the advertisement columns. 
Birkenhead Borough Hospital.— Jun. H.S. £170. 

Birkenhead Union.—Sen. and Jun. Res. Asst. M.O's. £350 and £300. 
Birmingham City Sanatorium and Anti-Tuberculosis Centre.— Jun. 
t^Assi. M O. £350. 

Birmingham. Erdington Infirmary.— First Asst. M.O. £375. 

Bristol Royal Infirmary.— H.P. and H.S. £120. 

Cambridge, Addcnbrookc’s Hospital.— H.S. £300. 

Chichester, Oraylingwell War Hospital.— Res. M.O. £1 per diem. 
Dagenham ( Temporary) Sanatorium.—Be*. M.O. £300. 

Dorchester, Dorset County Council Education Committee.— School 
Dentist. £350. 

Edinburgh. Scottish Women's Hospitals.— Female Asst. M.O. £300. 
French Red Cross, 9, Knightsbridge.— Dental Surgeons. 

Glamorgan County Asylum, Bridgend.-Temp. Asst. M.O. £66«. p.wk. 
Holbom Borough Council.—M.O. 52 guineas. 

Hospital for Sick Children. Great Ormond-street, W.C.— H.S. £1G0. 

I lua tiers field County Borough.— Female Asst. M.O.H. £400. 

Leeds City Infectious Diseases Hospital, Seacroft.—hsst. M.O. £300. 
Ijceds City Public Health Department.-Be male Med. Asst. £400. 
Loudon Temperance Hospital, Hampstead-road, N. W. — Medical 
Registrar. 40 guineas. 

Manchester County Asylum, Prestivich.— Locum Tenens. £7 7 s. P.wk. 
Manchester Education Committee.— Two Temp. Asst. M.O's. £400. 
Manchester Northern Hospital for Women and Children, Park place 
Cheetham Rill-mad.— H.S. £150. 

Montgomeryshire Education Committee. —School Dentist. £350. 

Nellcy. Welsh Military Hospital.-M.O. £400. 

Norwich. Norfolk and Norunch Hospital.— H.P. and II.S. £400 each. 
Perth, James Murray’s Royal Asylum.—Phys.-Superintendent. £800. 
Plaistow Fever Hospital.— Asst M.O. £3C0. 

Sheffield, East End Branch of the Children's Hospital.— H.S. £150. 
Stoke-on-Trent County Borough — Temp Tuberc. Officer. £350. 
Wakefield. Clayton Hospital.- H.S. £250. 

Western General JJisjtensary, Marylebone-road, N.W.— Hon. Oph. 8. 
York City —Temp. Tuberc..Officer. £500. 


SSMis, Carriages, aitb Jtatfcj. 


BIRTHS 

Alexander. —On Oct. 26th, at a nursing home In Edinburgh, the wife 
of R. Charles Alexander, M.B., Ch.B., F.R.C.S. Kdln., Major, 
R.A.M C., B.E.F.. of a son. 

Burton. —On Oct. 23rd, at Princes-gate, S.W., the wife of Major C. F. 

Burton, M.C., R.A.M.C. (S.R.), of a son. 

Cliff Hodges.— On Oct. 19th, at Brompton-avenue, Liverpool, the 
wife of Major W. CHIT Hodges, M.D. Camb.. R.A.M.C. (T.). of a ron. 
Henderson.— On Oct. 24th, at Brighton, the wife of Major A. T. 
Henderson, C.A.M.C.. of a son. 

Young.— On Oct. 15th, to Tina, the wife of W. A. Young, B.Sc., M.B., 

B.S., Captain, R.A.M.C. tS.K.)—a son. 


MARRIAGES. 

Griffith—Soranzo.— On Oct. 28th. at, Palazzo Yidonl, Cremona, Italv, 
Arthur D. Griffith, M.B., B.S., F R.C.8., Bt. Major, R.A.M.C. (T.F.), 
to Aurrra, daughter ot Conte Tomaao Mocenigo Soranzo and the 
late Principessa De‘ Soresina Vldonl, of Cremona. 

Joseph— Holman-IIunt.— On Oct. 22nd, Captain Henrv Michael 
Joseph, M.C , R.A.M.C., to Glad»s, only daughter of the late 
William Holraan-Hunt, O.M., and Mrs. Holman-Hunt. 

Marshall—Philip. -On Oct. 26th, at Mather’s Hotel, Dundee, Major 
Geoffrey Marshall. R.A.M.C. (S.R.), to Belle, youngest daughter of 
George Philip, Dundee. 

Walker—Nosworthy.— On Oct. 24th, at Derby, Ernest H. Walker, 
M.B., Ch.B. (Manchester), to Alice B. Nosworthy, of Torquay. 
34, Charnwood-street, Derby. 


DEATHS. 

Carter.— On Oct. 24tb, at South Side. Clapham Common, S.W., 
Robert Brudenell Carter, F.R.C.S.. Knlgbt of Justice of the Order 
of St. John of Jerusalem, late ophthalmic surgeon to St. George's 
Hospital, aged 90. 

Drmktriadi.— On Oct.26tb, at Southport, Lieutenant-Colonel Louis P. 
Demetriadi, T.D., R.A.M.C., M.D., F.R.C.S.B., In his fifty-sixth 
year. 

MACRLKy.-0n Oct. 29th, Brnest Herbert Alborough Mackley, L.D.S. 

R.C.S. Bug., of Vermont Dean Park, Bournemouth, aged 46. 
Patten.— On Oct. 22nd, at Mount Park road. Baling, Chailes Arthur 
Patten, L.R.C.P., M.R.C.S., aged 79 years. 

Spf.nsley. — On Oct. 23rd. of pneumonia, at the Burdon Military 
Hospital. Weymouth, Frank Oswald Spensley, Captain, R.A M.C. 
Todd.—O n Oct. 13th, at Dordrecht, South Africa, of pneumonia. Dr. 

C. Gordon Todd (late Captain, South African Medical Corps), 
younger son of the Rev. James and Mrs. Todd, of Sale, Cheshire. 

N.B.—A fee of 5s. is charged for the insertion of Notices of Births, 
Marriages , and Deaths. 


Utebital Jfetos. 


Royal College of Surgeons of Edinburgh.— 
The following candidates have passed the Final Examination 
and have been granted the diploma L.D.S. R.C.S. Edin.:— 

Edward Clive Smith. London; Charlrs Henry McCorab, Belfast; 
John Sharpe, lMquetb^rg, South Africa; Albert Donald Barnes, 
Hereford; and Richard Lisle Eskell, Port Elizabeth, South Africa. 

The Metropolitan Borough of Poplar is supply¬ 
ing, free on application at a number of depdts, electro¬ 
lytic disinfecting fluid to be used as a moath-wasb and 
gargle for preventing influenzal infection. 

A Medical Association for Egypt.— Hitherto 
there has been no organisation among medical practi¬ 
tioners in Egypt, and the lack of a representative body 
has long been felt. A committee has now been appointed to 
elaborate a scheme for an association or council to look after 
the interests of the medical profession. The draft project 
will be submitted to a general meeting of medical men, and 
if approved by them the Government will be asked to give 
its formal sanction. _ 


BOOKS, ETC., RECEIVED. 

BAiLLliRK, Tindall, and Cox, London. 

War Surgery from Firing Line to Base. By Basil Hughes. Temp. 
Major, R.A.M.C. (T.), and H. S. Banks, Captain, R.A M.O. (T ), and 
Others. 30s. 

Chapman and Hall, London. 

Out of the War? By Mrs. Belloc Lowndes. Is. 

Churchill, J. and A.. London. 

Text-book of Pharmacology and Therapeutics. By A. R. Cusbny, 
M.D. 7th el. 18«. 

Sunterv in War. Bv A. J. Hull, F.R.C.S. Preface by T. H. J. C. 

Goodwin, Director-General Armv Me deal Service. 2nd ed. 25«. 
Diseases of the Bye By J. H. Parsons, F.R.C.S 3rd ed. 16s. 
Constable and Co., London. 

The Life and Letters of Joseph Black. M.D. By Sir William RamBay. 
K.C.B., F.R.^. Wiih an Introduction dealing with the Life and 
Work of Sir William Ramsay. By F G. Donnan, F.1I.S. 

The Future Citizen ani his Mother (Chadwick Lectures). By Charles 
Porter, M.D. 3*. 6 d. 


Communications, Letters, &c., to the Editor have 
been received from 


A. — Mr. F. W. Alexander, Lond.; 
Association for Moral and Scclai 
Hygiene. Lond. 

B. -Cspt. J. B re reton-Barry ; Mr. 

J. Best, Lonrl.; Dr. C. R. Box, 
Lond.; Mr. J. L. Balderston, 
Lend.; Mrs B. M. Bahr, lond.; 
Prof B. Bell. Liverpool; Mr. T. 
Bennett. St. Albans ; Dr. Bishop, 
Wylam-on-Tyne; Mr. J. C. 
Buchanan, Lond.; British Water¬ 
works Association Lond. 

C. —Mr. S. A. Cow per, Darlington ; 
Messrs. Cassell and Co., Load.; 
Dr. S. Chelliah, Colombo; Mr. J. 
Cahburn, Lond.,- Messrs. Clement 
and Johnson. Lond.; Dr. J. B. 
Crozier. Lond.; Mr. W. M. Cole¬ 
man. Harston. 

D. — Dr. O. T. Dinnick, Lond.; 
Dr. H. A. Des Vceux, Lond.; 
Decimal Association, Lond.; Maj.- 
Gen. Sir B. Dawson, G.C.V O., 
C.B., A.M S.; Dr. R. Donaldson, 
Reading. 

E. — Mr. I). L. Eadie, Edinburgh; 
MaiorR.C Elmslie. R.A.M.C (T.) 

F. —Dr. C. E. 8. Flemming, Brail- 
ford - on - Avon ; Lt.-Col. N. 
Faichnle, R.A.M.C. 

G. -Prof. K E. Glynn, Liverpool; 
Garden Cities and Town Planning 
Association, Lond.; Lt.-Col. 
M. H. Gordon, R.A.M.C.; Mr. 

K. H. Glenuv, Lond.; Capt. 

H. B. Gibbon. k.A.M.C.(T.) 

H. —Mr. W. H. Harris, Farning- 
ham ; Dr. A. H. Hogarth, Ayles¬ 
bury ; Mr. V. J. Harding, 
Montreal. 

I. —Incorporated Society of Chir¬ 
opodists, Loud. 

J. —Mrs. J. G. Jack, Kendal ; Mr. 
M. H. Judge, Lond. 

K. — Prof. H. Kenwood, C.M.G., 
Lond.; Mr. R. Kirkland. Wieliaw ; 
King Bdward's Hospital Fund 
for London, Hon. Sets. of. 

L. — Sir W. Arbuthnot Lane, Bart., 
C.B.. Lond.; Local Government 
Board, Lond., Medical Officer of. 

Communications relating to 
addressed exclusively to T1 
4^3, Strand, L 


M . —Municipal Engineering and 
the Sanitary Record, Lonn ; Dr. 
W. C. M< rton, Leeds; Medico- 
Legal Society, Loud.; Capt . A. L. 
McLean. A.A.M.C.: Mr. G. 
May all Bolton; Medical Research 
Committee. Lond., Asst. Sec. of; 
Prof. B. Moore, Lond.: Dr. J. 
Matthews, Lond.; Lt.-Col. J. N. 
MacLeod ; Sir John W. Moore, 
Dublin. 

N. —National Committee for Relief 
In Belgium, Lond.. Hon. Sec. of; 
National Hospital for the Para¬ 
lysed and Epileptic. Lond. 

O. —Overseas Military Forces of 
Canada. Director-General Medi¬ 
cal Service of. 

P. —Dr. H. R. Prentice, Lond.; Mr. 
J. J. Perkins, Lond.; Mrs. E. 
Priestley, Birmingham ; Major 
R. H. Paramore. R A.M C ; Mrs. 
C W. Poccck, Portishead. Press 
Bureau, Lond.; Major J. Phillips, 
R.A.M.C.; Capt. E. Prkleaux, 
R.A M.<\ 

R. -Royal Earls wood Institution 
for Mental Defectives, Red Hill; 
Capt. E. D. Roberts, R.A.M.C.; 
Rbntgen Society, Lond.; Royal 
Sanitary Institute, Lond.; Col. 
R. D. Rudolf, C.A.M.C.: Royal 
College of Surgeons of England, 
Lond., Sec. of. 

S. -Mr. G Stoker, C.M.G.; Capt. 
C.P. Symonds K.A.M.C., Society 
de Blo'ogie, Paris; Dr. G. U. 
Shuttleworth, Lond.; Mrs. D. W. 
Singer, Oxford; Mr. W. G. 
Spi-ncer, Lond.; Dr. G. de 
Swietocbowskl, Lond. 

T. —Major G. Taylor, R.A.M.C.; 
Dr. J. Tatham, Oxted. 

V. —Mr. T. Vivlan-Kees, Cardiff. 

W. — Dr. L. A. Weatherly, Bourne¬ 
mouth ; Dr. F. P. Weber, Lond.; 
West London Medlco-Cnirurglcal 
Society ; Dr. F. J. Waldo, Lond.; 
Col. A. Webh. 

Y.—Mr. M. Yearsley, Lond. 
editorial business should be 
ie Editor of The Lancet, 
>ndon, W.C. 2. 



















612 Thb Lanojst,] NOTEi, SHORT COMMENTS, AND ANSWERS TO CORRESPONDENTS. [Nov. 2, 1918 


JJotes, SJfort Cmttmenis, anb Jnsfaers 
to Correspondents. 

THE WORK OF THE LONDON PORT SANITARY 
AUTHORITY. 

The activities of the Sanitary Authority of the Port of 
London were described by Dr. W. M. Willoughby, medical 
officer to the port, in a lecture on the Obviation of Ship- 
borne Infections at the Royal Institute of Public Health on 
Oct. 23rd. The lecturer prefaced his remarks with a quota¬ 
tion from Gibbon’s History which showed that in the reign 
of Justinian, a time not unfairly comparable with the 
present, plague was recognised as a ship-borne infection, 
while the direct infectiousness of the pneumonic form was 
then appreciated in distinction to the comparative benignity 
of the bubonic and septicoemic forms. The influence of wars 
and emigrations on the dispersal of the infection was also 
known. But it was not, he said, until the concerted work of 
the Indian Plague Commission from the year 1905 onward 
showed us the correlation between rodent, flea, and 
man in the spread of plague that precautionary measures 
had been effective. Gibbon had remarked that “ the wind 
might diffuse that subtle venom, but unless the atmosphere 
be previously disposed to its reception the plague would soon 
expire in the cold or temperate climates of the earth,” but 
the lecturer pointed out that the visitations of the past 
indicated all too clearly that no reliance was to be placed on 
the indisposition of England’s atmosphere. While the 
absence of epidemic plague for generations showed the 
potency of this indisposition as the main factor in our 
immunity, sanitary measures which did not take the flea 
and rat into account were incomplete. No poison was more 
lethal to rats than that of plague, and as the rat population 
of a vessel was often wiped out during a voyage quarantine 
had acted as an efficient safeguard against the intro¬ 
duction of the infected rodent. Our immediate ancestors 
smelt a rat, opened the floor boards and found it, but 
the present generation was for the most part unfamiliar 
with the rat, dead or alive. The town-dweller and the rat 
now lived apart and sweeping epidemics of plague in 
England were impossible. But dock infections might still 
occur at points where Eastern trade existed. Prevention 
consisted in making every storage place for food rat-proof, 
in removing regularly and rapidly rubbish and discarded 
foodstuffs, and in a systematic reduction of the number of 
rats in any district by “means of cats, traps, and poison. The 
inevitable residuum, isolated in small colonies on becoming 
plague-infected, might be wiped out by the disease without 
spread of infection. The recent Rat Order of the Ministry 
of Food had, the lecturer said, followed the correct line 
in recognising rattiness of premises as a responsibility, 
monetary and otherwise, of the owner of those premises, 
and through this Order he hoped that the atmosphere 
of England might be rendered yet more unreceptive for 
plague. International agreement laid down certain rules 
in the case of plague-infected ships, which included the 
medical inspection of crew and passengers, the disembarka¬ 
tion and isolation of the sick and suspected cases, the dis¬ 
infection of infected articles and infected quarters, the 
destruction of rats on board either before or after discharge 
of cargo, and the observation and surveillance of contents. 
Dr. Willoughby described the detailed working out of these 
principles and the special importance of preventing infec¬ 
tion by fleas. Other infections were lightly touched upon. 
In conclusion, the lecturer put forward a plea for a more 
general education of the public in the rudiments of these 
relatively simple but fascinating problems. 

Dr. G. 8. Buchanan spoke of the high degree of efficiency 
maintained by the London Port Sanitary Authority under 
circumstances of peculiar difficulty. 

COLONIAL HEALTH REPORT?'. 

Ashanti .—The Census of 1911 gave the population as 287,814 
—141,231 males and 146,583 females—but these figures were 
admittedly incomplete, and the population has increased 
since then. The Europeans in 1917 comprised 140 officials, 
100 merchants, 122 engaged in the mining industry, and 20 
missionaries—total, 382. Coomassie has a population of 
24,000, of whom 4000 are described as Ashantis, 4000 as Coast 
people, 14,000 as North Country people (Hausas, Wangaras, 
Grunshis, Dagombas, Moshis, Ac.), and 2000 as various. The 
medical report states that the general health of Europeans 
and natives in 1917 was not so good as in the previous year. 
There appears to be a steadily increasing tendency for the 
Ashanti and Hausa elements of the population to come to 
the Native Hospital for treatment. There was an outbreak 
of small-pox at Wenchi during the year, which caused 
29 deaths out of 164 cases. There was also an epidemic of 
influenza in Coomassie. Of other diseases the most common 
were malaria and pulmonary and skin diseases. Of a total 


number of 140 European officials, with an average of 
60 residents, 4 died and 6 were invalided. Among the 
European non-official population 10 were invalided and 
1 died of haemoglobinuric fever. The sanitation of the towns 
of Coomassie and Obuasi has been efficiently maintained, if 
not distinctly improved. A genuine wish for village improve¬ 
ments and “the building of better houses is noticeable 
amongst the Ashantis. The Commissioner of the Western 
Province writes :— 

" The natives of the country thankfully welcomod the visits of the 
medical officer and his subordinates whon engaged In village improve¬ 
ments or employed in prophylactic measures against small-pox, and 
they brought their children in large numbers to be vaccinated. The 
alien settlements, however, were suspicious and gave some trouble, 
particularly the large Wangara population of Wenchi, who are 
singularly averse to any form of control.” 

ROYAL ALBERT INSTITUTION FOR DEFECTIVES, 
LANCASTER. 

It is refreshing in these days of pecuniary strain to 
receive the report of a charitable institution which has not to 
complain of financial stringency owing to the war. We have 
much satisfaction in congratulating the Central Committee 
of the Royal Albert Institution, Lancaster, on being able to 
submit in their recently issued fifty-fourth annual report so 
encouraging a statement as to their financial position. In 
the auditor’s report the following passage occurs: “ In Main¬ 
tenance Account, it is satisfactory to note increases in 
donations, annual subscriptions, ana payments for patients. 
Interest on invested funds is also higher.” Of course, the 
committee have again to note a progressive increase in the 
average cost of maintenance, necessitating an increase 
of the charge for patients sent by public authorities, 
but not interfering with that for those paid for 
by necessitous relatives, for whom the original rates of 
reduced payments are retained. Altogether during the past 
50 years the subscribers have elected 2158 inmates dependent 
either solely or in great part upon the charitable funds so 
liberally contributed by all classes of the inhabitants of the 
northern counties. The report concludes with a grateful 
acknowledgment of the support received in the pa9t, and 
an aspiration towards increased progress in the future, 
adumbrating an “ ambitious scheme” of enlargement 
when restrictions occasioned by the war have passed away. 

The report of the Medical Superintendent (Dr. W. H. 
Coupland) for the year ending June 30th, 19i8, records the 
daily average of patients resident as 732 (486 males and 246 
females); 59 had been admitted, 39 discharged, and 19 had 
died, the mortality percentage having been 2*6 on the 
average number in residence. Eight out of the 19 had died 
from some form of tuberculous disease and 3 from epilepsy. 
The general health had been on the whole satisfactory, not¬ 
withstanding rationing restrictions in force. 

PREVENTION OF VENEREAL. 

To the Editor of The Lancet. 

Sir, —In The Lancet of Sept. 28th it is stated that in a 
police-court case, under 40 D, a bacteriologist gave evidence 
to the effect that his examination was negative. Is it not 
time the College of Physicians, or the Roy. 8oc. of Medicine 
stated definitely whether the absence of spirochete, or of the 
gonococus, or the Waserman reaction, decided absolutely 
whether the individual concerned is, or is not suffering from 
Byphilis or gonorea? Many think that the absence of the 
gonocous is not evidence that the individual is cured, or that 
he or she is non infective, and the same of the Waserman 
test. It will be a pity if some case come into court when it 
can be shown that the bacteriological tests can not be relied 
upon absolutely. Therefore let us have a defenite reliable, 
and autborative statement. 

Liverpool. ROBERT R. RENTOUL. 

*«* Dr. Rentoul states that he is in favour of phonetio 
spelling.— Ed. L. 

‘‘A MEDIAEVAL MEDICAL AUTHOR.” 

To the Editor of The Lancet. 

Sir, —My attention hasjust been drawn to your paragraph 
under this heading in The Lancet of Sept. 21st. Your 
correspondent may be interested to know that the French 
version of John of Burgundy’s Tractate is not lost, but exists 
in the Bibliotheque Nationale, and was published by me in 
full in the Proceedings of the Royal Society of Medicine, 
Historical Section, 1916, Vol. IX., page 200. Experts in 
mediaeval French consider, however, that this French version 
was most probably translated from the Latin, which exists in 
many MSS. enumerated by me in the same issue of the 
Proceedings of the Royal Society of Medicine. 

On the other hand, the Hebrew text in the Bibliotheque 
Nationale, Fonds Hebreu MS. 1191, is not a complete trans¬ 
lation of the work. It and another Hebrew text, wbicb 
together do make an almost complete version, have just been 
published by Mr. Reuben Levy and myself in the “ Annals of 
Medical History,” Philadelphia and New York, Vol. I. No. 4. 

I am, Sir, yours faithfully, 

Oxford, Oct. 25th, 1918. DOROTHEA WARY SINGER. 
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Mr. President and Fellows of the College,— Under 
the terms of the lectureship, the Bradshaw lecturer is free to 
promote the interests of medicine by a discussion of any 
relevant subject. I have undertaken, therefore, to bring to 
your notice a short account of the neuroses and psychoses of 
war, confining my remarks especially to the neuroses more 
directly attributable to the stress of active warfare and what 
has been popularly called “shell shock.” Without this 
limitation it would have been necessary to have begun with 
a description of the neuroses and psychoses which occur 
■during the training of the recruit. This, indeed, might be 
a fruitful introduction to the subject, as the nervous and 
mental disabilities of this period are instructive in relation to 
those of active warfare. During the early months of the 
war, under the voluntary system of recruitment, neurasthenic 
symptoms were not uncommon in association with conflicts 
in the minds of conscientious men, who were torn between 
■duty to their country and their personal feelings, opinions, 
and habits. 

Neuroses and Psychoses of Training. 

In more recent times, under compulsory service, many men 
have entered the army who are constitutionally and by 
upbringing and education unable to adjust their outlook to 
service conditions. In other words, the young soldier 
becomes neurasthenic owing to a failure of adaptation to a 
continued emotional cause and the struggle to bring about 
such adaptation (Dejerine). This failure may take the form 
of either a nervous or a mental disability. 

In the neurasthenic type the symptoms are those well 
known in the neurasthenia of civil life — fatiguability, 
digestive disturbances, vague myalgic pains, and hypochon¬ 
driacal feelings. This is a nervous reaction to camp life, and 
is frequently accompanied by fears and dreads in anticipa¬ 
tion of what may happen when the soldier proceeds on active 
service, such as death or serious incapacitating wounds. A 
large number of these men are constitutional neurasthenics, 
and have suffered from a nervous condition previous to 
joining the army. 1 

Those who have had opportunities of working in the mental 
war hospitals know how frequently young soldiers, especially 
when below the normal standard of mental development, 
are prone to mental breakdown during the early months of 
training, and how readily any latent morbid or abnormal 
trend may be brought quickly to the surface under the stress 
of camp life and military discipline. (Henderson. 2 ) 

Psychoses of War. 

Although a large number of recruits with definitely neuro¬ 
pathic or psychopathic tendencies may pass throngh the 
period of training successfully, there remains a liability to 
breakdown when the soldier finds himself under the stress 
and strain of active service. Here the emotional causes are 
obviously more potent and more continuous, and the psychoses 
are the reactions , to a situation which cannot be adequately 
met. Although the statistics from the mental war hospitals 
differ to some extent, one is struck by the numbers of mental 
defectives and of those with known psychopathic heredity or 
disposition admitted as patients. Approximately 10 per cent, 
of the patients coming into the mental war hospitals from 
overseas have had a previous attack of certified insanity. 

A confusional psychosis is probably the most common type 
of mental reaction observed in soldiers coming from overseas. 
In many cases it is superimposed upon a foundation of feeble¬ 
mindedness. In others it forms the basic reaction and is 
attributable to a cerebral commotion, shell shock, or psychical 
trauma occurring in soldiers with a psychopathic inheritance. 
In both these types the prognosis is good, the duration of the 
confused state being relatively short and lasting from a few 
days to several weeks. 

There is another variety in which a confusional psychosis 
is the early phase or the onset of an underlying and more 
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deeply rooted disorder, such as dementia prsecox. Eager 3 
has recorded that amongst the large number of cases 
admitted to the Lord Derby War Hospital 28 per cent, 
belonged to the manic-depressive group, 19 per cent, were 
classified as mental deficiency and delusional insanity 
respectively, and 8 per cent, as dementia prsecox. 

Although the study of mental reactions attributable to 
stress of campaign is of great psychiatric interest, 4 I do not 
propose to continue the subject further, but ask you to 
accompany me to a neurological centre in France, where we 
shall have an opportunity of observing some types of cases 
illustrative of the neuroses of war. 

Clinical Types of War Neuroses. 

We would see amongst the patients men who had been 
sufferers from a war neurosis on previous occasions, and who 
had been returned to duty. 

We would see also young and inexperienced soldiers who 
had given way to fear or alarm at their first experience of 
bombardment. Some of them would show the acute sym¬ 
ptoms of fear in dilatation of the pupils, staring eyes, rapid 
action of heart, and sweating. Others would give the 
impression of having lost, at all events for the time, their 
self-respect and self-confidence. A few of them exhibit 
rhythmical tremors, which had, no doubt, been involuntary 
and irrepressible at first, but which were now within the 
range of voluntary control and susceptible of relief by 
distraction, persuasion, and encouragement. 

There would also be patients suffering from fatigue and 
nervous exhaustion, requiring rest in order to restore them 
to duty. The symptoms complained of by these patients, 
in addition to a sense of weariness, consist of irritability 
and jumpiness, with difficulty in concentrating attention. 
Some would probably say that their sleep was disturbed by 
unpleasant dreams connected with their duties, and that 
they had difficulty in falling off to sleep and might waken 
with a start. Others might complain of palpitation, 
giddiness, breathlessness, and a feeling of oppression or 
anxiety in the region of the heart. 

Our attention would be called to another class of case in 
which the symptoms are those of an anxiety neurosis. The 
patients are commonly young officers. A frequent history 
i 9 that after he has been abroad for several weeks or months 
the officer begins to sleep badly and loses appetite. Worry 
and anxiety follow on this ; he loses confidence in himself 
and thinks that he is incapable of doing his duty adequately. 
He becomes shaky, unduly emotional, and finds that his 
sleep is disturbed by nightmares referring to his experience 
of trench warfare. Even the waking hours may be dis¬ 
tressful from the acute recollection of these experiences 
intruding into his memory. Headache, mental depression, 
and a fine tremor may accompany these symptoms, but the 
reflexes are normal, the tongue is clean, and the pulse of 
normal frequency. In the more exaggerated types fears as 
to his sanity, a9to his ability to “ carry on,” as to whether 
his comrades may think he is a coward, begin to obsess him. 
This condition may continue, and the soldier perseveres with 
his work until a coramotional shock, an upsetting experi¬ 
ence, or bad news from home precipitates an incapacitating 
disability and he is sent to hospital. 

On our progress through the wards our attention would be 
called to a class of case presenting very definite objective 
signs, such as we are accustomed to see more commonly in 
the neurological hospitals at home. Probably the largest 
class would show speech defects, such as mutism, deaf- 
mutism, aphonia, and stuttering. Others would present 
diverse types of tremor and tic-like movements. We would 
see various forms of paralysis, especially of the lower limbs, 
with disturbances of gait of the astasic-abasic type. We 
might see one or more cases of “ bent back.” 

Examination would reveal the fact that these symptoms 
were of a functional or hysterical character, and that many 
of the patients had been admitted to hospital in a state of 
stupor following a shell explosion or burial. 

Stupor, Delirium, and Amnesia. 

The cases forming the next group are especially interesting, 
as they demonstrate what may be regarded as the most acute 
expression of psychoneurotio symptoms, due to fear, horror, 
and profound emotional or coinmotional causes. Stupor and 
delirium are the outstanding features, and of the two types 
one is distinguished by torpor or cerebral inactivity, the other 
by what has been called “ visionary” or “oneiric” delirium. 
The symptoms of the stupor type are quite distinctive. In 
T 
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the more severe class of case the patient is entirely uncon¬ 
scious of his surroundings ; he lies motionless in bed and 
makes no reply to questions; his eyes show no recognition 
of w hat is before them ; all the usual tests applied with the 
object of arresting his attention fail to provoke a response. 
A close examination reveals in many cases some rigidity of 
the limbs of the catatonic type. The deep reflexes may 
be normal or exaggerated ; the pupil light reflex may be 
impaired or lost ; the plantar response may be flexor or 
abolished. Urine may be passed normally, or catherisation 
may be necessary for a day or two. Swallowing is effected 
usually without difficulty. 

In milder cases stupor is less profound. The patients 
may carry out simple actions, but in a slow and hesitating 
way. They present a dazed or confused appearance, are 
startled easily, and take little or no notice of what is going 
on around them. In the other type the delirium is accom¬ 
panied by gestures. These patients would appear to be 
living as in a dream through a recent terrifying experience. 
When information has been obtained as to the onset of the 
symptoms it has been found to be connected with a psychical 
shock, such as the mutilation or burial of a comrade or 
friend from shell explosion. 

The duration of the stupor varies. In some instances the 
intensity of the stupor may have passed away before 
admission to hospital. It lasts usually from a few hours to 
several days and may pass off suddenly or gradually. This 
symptom is found mainly in young soldiers. 

With the disappearance of the stupor the soldier may find 
that he is mute, deaf, paralysed, or unable to walk without 
assistance, the subject of a tremor, or, very commonly, the 
victim of an anxiety condition in’ which intense headache, 
battle dreams, insomnia, vertigo, lack of mental concentra¬ 
tion, and fatigue are prominent symptoms. The memory for 
the stupor period and probably also for some days ante¬ 
cedent to it is obliterated. In the milder cases it is merely 
confused and uncertain. Cases may be found in which the 
memory of the whole life antecedent to the shock has been 
wiped out; and there are other cases in which the memory 
of the specific emotional episode which precipitated the 
stupor may be retained, though that of the subsequent days 
is abolished. The amnesia of cerebral concussion is 
probably more profound than in the emotional cases and is 
of both retrograde and anterograde type. It is to this period 
of stupor and amnesia that the soldier applies the term 
“loss of consciousness ” or “loss of memory.” 

The majority of the cases of stupor and delirium are 
examples of psychoneurotic mental states, attributable to 
fear and horror, but phenomena essentially identical to 
them may be found in men who have been exposed to a 
cerebral concussion or commotion. 

Organic and Functional Conditions. 

At all times there may be a difficulty in the differential 
diagnosis of the concussion from the so-called emotional 
cases, but such diagnosis is more easily effected the earlier 
the patient is brought under observation. A careful 
neurological examination of men who have been exposed to 
the effects of shell or mine explosion or who have been 
buried and are suffering from loss of consciousness, stupor, 
mental confusion, delirium, or paralysis would in some 
instances reveal the physical signs of minor structural 
lesions of the brain or spinal cord. 

In the writings of the earlier observers on this subject, 
and in some at the present time, there is a tendency to 
attribute many of the phenomena of shell shock and the war 
neuroses to physical causes, such as concussion, fatigue, or 
gas-poisoning, and perhaps to ignore, or at all events under¬ 
estimate, the influence of the psychical factor. A school of 
the French neurologists in particular has laid stress upon the 
importance of “ cerebral commotion ” in the causation of the 
psychoneuroses of war. 

The modern school of psycho-pathologists, on the other 
hand, may incline too much in the contrary direction, and 
claim all the symptoms of the war neuroses to be of psycho- 
genetic origin. This school maintains that the neuroses of 
war arise from an inability on the part of the soldier to react 
to his environment; in other words, they are brought about 
by a failure of psychological adaptation and to the repression 
of one of the conflicting emotions which arise therefrom. 

In many of the published records of cases of war neuroses 
and shell shock the distinction has not been drawn with 
sufficient clearness between those symptoms which arise 


in consequence of physical and psychical causes respectively ; 
nor is this altogether an easy matter, even when each case 
has been examined neurologically in the earliest stages after 
the shell explosion. 

We may now proceed to examine in fuller detail the origin 
of the neuroses of war, and in particular their relation to the 
sudden incapacitating agency of “shell shock.” 

Concussion Shock. 

Some of the French neurologists draw a distinction 
between direct and indirect concussion. 5 In the former 
the symptoms are those of structural lesions of the central 
nervous system. In the latter there is no visible external 
injury, but a “cerebral commotion” is produced indirectly 
by exposure to the forces generated by the explosion of 
powerful shells through atmospheric vibrations transmitted 
to the nervous tissues by the cerebro-spinal fluid. 

The immediate clinical effect upon the soldier of cerebral 
commotion due to the forces generated by the explosion of 
shell or mine is a loss of consciousness which may last from 
a few minutes to several days. This may give place to a 
partial loss or “ twilight state ” of consciousness, with which 
may be associated mental confusion or a “visionary ” delirium 
resembling that which has been described. 

A detailed neurological examination, therefore, is neces¬ 
sary in quite the earliest stages of all cases in order to 
determine the existence or otherwise of structural changes in 
the central nervous system. 

We are indebted more especially to the French neurolo¬ 
gists, 7 working in the neurological centres of the French 
Armies, for observations on this point. The following have 
been observed in the earliest stages of shock : muscular 
relaxation and hypotonia, impairment or abolition of the 
deep reflexes, the presence of an extensor plantar response, 
retention of urine, inequality of the pupils, and impairment 
of the light reflex, haemorrhages into or rupture of the 
retina, and voltaic vertigo. The examination of the cerebro¬ 
spinal fluid during the first two or three days following the 
shock may exhibit blood staining, raised pressure, increase 
of the albumin content, and sometimes a lymphocytosis. 

These objective signs may be quite transitory, and disappear 
rapidly within a few days, so that when the patient is 
re-examined after a short interval, no evidence of their 
existence is detected ; but the presence of other symptcms 
may be observed. It is most unlikely that concussion, pure 
and simple, unaccompanied by any emotional element, gives 
rise to psychoneurotic symptoms. There is, however, a class 
of case probably belonging to the suggestion hysterias in 
which early organic symptoms may be succeeded by those of 
a hysterical character. 

“Traumatic Neurosis.” 

It would appear, therefore, as if minor recoverable changes 
of a structural character due to “commotion ” may play an 
indirect part through suggestion and association in the 
pathogenesis of those symptoms, which disappear under 
persuasion. This leads to the subject of “traumatic 
neurosis,” the original idea of which was that the nervous 
and psychical symptoms were dependent upon organic lesions 
of the brain arising in consequence of the trauma. A con¬ 
ception more in harmony with current psychological doctrine 
attributes the symptoms of the neurosis to psychical causes. 
Farrar * has thus expressed it:— 

“The injury of nervous tissue is not necessarily the cause of any 
possible manifestations which may follow, but It may Berve as the 
starting p->int of certain trains of association which need never be fully 
in the consciousness of the patient, but which nevertheless eventuate 
in the developed fixed neurosis, with all its psychical, neurological, and 
somatic phenomena." 

The chronic symptoms of the fixed neurosis or sequelae of 
concussion are, on the neurological side, persistent and often 
severe headache, photophobia, hyperaesthesia to sounds, 
vertigo associated with labyrinthine hyperaesthesia, insomnia, 
and battle dreams. On the psychological side, loss or per¬ 
version of memory, irritability, loss of self-confidence, 
defective concentration and slowness of thought, over¬ 
emotivity, depression, anxiety, and even melancholia. 
Amongst these symptoms are several which are more charac¬ 
teristic of the anxiety neurosis, such as over-emotivity, 
“terror dreams,” anxiety and depression. It is unlikely that 
concussion gives rise to anxiety unless this neurosis was in 
process of development at the time of the shock. Con¬ 
cussion, therefore, happening to soldiers in whom neurotic 
symptoms are already present, may cause a sudden accentua¬ 
tion of the anxiety picture. 
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Although the symptoms mentioned may scarcely be 
regarded as peculiar to cerebral commotion in the orthodox 
sense, they are characteristic of quite a numerous class of 
patients in the war hospitals at home. The course of this 
disability is always protracted and improvement may not 
take place until after many months. From the purely 
military standpoint the class is important, as a relapse 
almost invariably follows a return to active service. More¬ 
over, it is always a difficult matter to determine just the 
point where the neurosis merges into a subconscious or 
partially conscious exaggeration of symptoms. So many 
influences combine to favour exaggeration or prolongation of 
symptoms in soldiers, such as return to further service, 
permanent incapacity, and considerations over pensions, 
that there is no question in the whole range of psycho- 
neurotic disorders upon which medical officers have 
greater difficulty in giving a decision. But malingering in 
the sense of being a conscious and reasoned simulation or 
creation of a pathological picture for the purpose of deceit 
is rare in our military neurological hospitals. 

Failure of Psychological Adaptation. 

Contemporary psycho-pathologists maintain that all 
neuroses are “ reactive” disorders—that is to say, they are 
the consequences of a failure of psychological adaptation 
or readjustment to environment. Associated with the 
process of readjustment is repression, which, as Rivers 11 
says, is not in itself harmful, but only under conditions in 
which it fails to adapt the individual to his surroundings. 

The psychological history of every individual will reveal 
how far he has been able to adapt his mental outlook to the 
ordinary and accidental circumstances of his life. 

On entering the Army, as we have seen, men may break 
down owing to a failure to react normally and to readjust 
themselves to the conditions of military service, discipline, 
and training. 

On entering the zone of the active operations of war 
circumstances calling for adaptation and readjustment at 
once present themselves, and it is remarkable how large is 
the number of men who are able within a very short time to 
react physiologically and maintain their nervous health for 
long periods under the exacting conditions which charac¬ 
terise modern warfare. It is not easy, for various reasons, to 
estimate the number of men admitted to hospital on account 
of war neuroses and the effects of shell shock, but an 
approximate estimate puts the number at from 5 to 6 per cent, 
of the total sick transferred to the hospitals at home. 

It is well known that soldiers wounded physically do not 
as a rule suffer from shell shock, although no doubt they 
have been exposed to the effects of shell or mine explosion 
just as have the unwounded. Wiltshire 12 explains the 
immunity of the wounded on the ground that a physical 
wound neutralises the action of the psychical causes of shell 
shock, but it is more likely that the somatic wound, being 
the ideal form of relief, is to the soldier the fulfilment of his 
wish* to get away from an intolerable situation. Both 
anxiety and hysterical symptoms may appear later on, 
when the wound is healed. In all warfare, but especially in 
the trench form, which has been a special feature in the 
present war, numerous factors are at work to impair the 
soldier’s resistance. 

Prodromata of “Shell Shock.” 

It has been stated by one writer on the subject (Forsyth 1# ) 
that the situation derives its psychical importance from the 
fact that it involves the risk of death. 

Core, 14 in a suggestive paper on “ Instinct Distortion 
or War Neurosis,’’points out that in modern warfare men are 
daily put into positions of imminent danger ; the danger to 
life under certain conditions of military duty may be so great 
as to render death a practical certainty. 

MacCurdy, 10 who has written an instructive paper on the 
war neuroses, gives a graphic account of the development of 
the anxiety states, which are amongst the commonest of the 
war neuroses. This writer has referred in detail to the 
mental conflict in soldiers on active service, and officers in 
particular, between desire to continue on duty and the 
repression of an increasing feeling of incapacity and 
apprehension. The soldier becomes fatigued and his adapta¬ 
tion becomes weakened and finally lost. He feels every day 
more acutely sensitive of the horrors around him. He 
becomes apprehensive and his courage is forced. He begins 
to feel ashamed that he may be regarded as a coward by his 
comrades. He grows mentally and nervously more unstable. 


He regards as a weakness the thought of going sick. He 
fears that he may not be able to hide his fear. 

Under the influence of mental conflicts such as these 
the soldier may resort to reckless and daring deeds. He 
becomes hypersensitive, irritable and jumpy, and his sleep 
may "be disturbed by dreams connected with his duties. 
Eventually the idea develops of how he can escape from an 
unbearable situation, and sometimes with this the desire for 
death and thoughts of suicide. 

When this degree of mental anxiety and depression has 
been reached, and in many cases long before, any shock may 
precipitate a breakdown. Amongst such shocks may be 
horrible sights, partial burial in consequence of shell or mine 
explosion, an unusually dangerous situation, a serious dis¬ 
appointment or bad news from home, but most common of 
all a cerebral concussion or commotion from shell explosion. 
The effect of one or other of these traumata, but especially 
the last, is the onset of a stupor, a delirium, or an amnesic 
“ fugue.” 

Psychological Content of Stupor. 

The acute or major symptoms of the war neuroses followi 
upon the shell explosion or other precipitating cause. 

The onset of these symptoms occurs usually under two - 
conditions. First, they are observed as the soldier recovers 
from a stupor or amnesia of the onset and duration of whictv 
he has no recollection. In some cases, however, a brief 
interval may elapse between the shfell explosion and the loss 
of consciousness, in which an emotion of intense fear or 
horror may be active. 

Secondly, the symptoms may develop after an interval of 
variable duration from the shock, during which the soldier 
may have attempted to “ carry on,” may have been found 
wandering behind the lines in a somnambulistic “ fugue,” or 
may have been able to find his way back, alone or assisted, 
to a regimental dressing-station or ambulance. In this last 
event the memory of what has occurred is retained, although 
the mental perspective may be blurred, and the man may 
state that he “ fainted” or was momentarily stunned at the 
time of the shock. These patients may be able to describe 
the circumstances of the shell explosion or give a vivid 
account of the horrible sights which they had seen. 

As already described, the shell shock is the coping-stone 
or precipitating agent in a series of mental pre-occupations 
which may have troubled the soldier for weeks or months. 
It will be of interest, therefore, to analyse, so far as this is 
possible, just what is the psychological content of the 
stupor, as the effect of it upon the soldier s mind is such 
that he traces the development of his subsequent symptoms 
mainly to the “ loss of consciousness ” or “ loss of memory ” 
which he associates with the shock. In some cases stupor- 
amnesia is of “dynamic” nature, arising from a cerebral 
concussion or commotion. In other cases it is “ functional ’ 
and of a psychical character, but it is not unlikely that the 
latter may emerge from an original transient commotional 
loss of consciousness. 

W. Brown, 15 who was for some months in medical charge- 
of a neurological centre in France, says that an examination 
of many of these cases under hypnosis shows that there is a 
dissociation or splitting of the personality rather than a true 
loss of consciousness. He is of opinion that the stupor- 
amnesic phase corresponds to a period of subconscious 
emotional development dominated by fear and not to the 
working merely of suggestion. Acting on this hypothesis, 
he has treated his patients by means of light hypnosis, 
during which they go through their trench experiences, and; 
in this way “ work off” the suppressed emotion. It is this* 
which, in his opinion, brings about the return of the power 
of speech, and not direct suggestion. 

Myers, 1 ’ who also has had favourable opportunities of 
studying cases of shell shock in the stupor phase, states that 
under hypnosis these men often become excited, and not in¬ 
frequently show clear evidence of living again through scenes 
which come vividly to their minds. In his view, dissociation 
arising from inhibition is the fundamental cause of the effects 
of shell shock. 

Mutism and Astasia-abasia. 

It has been mentioned already that certain objective 
functional symptoms may be observed as the soldier emerges 
from the stupor which follows a shell concussion or 
psychical shock. Of these the most important are mutism, 
deaf-mutism, and the minor speech defects— aphonia and 
stuttering. Indeed, mutism and deaf-mutism are prominent 
symptoms during the period of stupor, and are attributable 
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to the inhibiting influence of the fear or horror which 
underlies the stupor. 

Mutism is accompanied frequently in the earlier stages by 
other symptoms of the neurosis, such as headache, tremors, 
twitchings of the limbs, and insomnia ; and, apparently as a 
kind of counterpoise to the dumbness, a certain fluency of 
expression in writing is not uncommon. 

Myers, who has made a special study of mutism in relation 
to shell shock, states that in nearly every instance mutism is 
closely dependent on some form of stupor and is a relic of 
that condition after it has passed off. As he regards stupor 
as a state of functional inhibition, it is not difficult to 
understand that inhibition should disappear last in the case 
of hearing and speech, which are the two main channels of 
intercourse with others. 

Another and less common motor disability resulting 
directly or indirectly from the effects of shell shock is 
astasia-abasia, in which on attempts at walking the limbs 
are incapable of action, in spite of obvious effort to move 
them. This paraplegic disorder may be accompanied by 
clonic tremor. It is observed in many atypical forms, some 
of which resemble the disordered gait accompanying organic 
disorders of the nervous system. 

A variety of this disability is accompanied by anxiety, in 
which the patient is obsessed by a fear that he is unable to 
walk ; he clutches at any support; he can only be made to 
take a single step forward, and if he puts one leg forward 
he quickly draws it back, certain that he is about to fall. 

These disabilities of speech and gait, if left untreated in 
the early stages, may become “habits” and join the other 
functional disorders described under hysteria as uncon¬ 
sciously developed “ defence mechanisms.” 

Anxiety and Depression Symptoms. 

The anxiety neurosis and anxiety depression are amongst 
the most common symptoms of the war neuroses. They may 
occur alone or in association with mutism and paralytic 
symptoms. We have already seen the development of an 
anxiety neurosis prior to the receipt of the psychical shock 
or cerebral commotion. The effect of these agents is to 
determine a more acute development of symptoms, which 
incapacitate the soldier and render him temporarily unfit 
for duty. The outstanding symptom of the anxiety neurosis 
is the recurrence of terrifying nightmares or “terror dreams ” 
which torture the patient during, sleep, and in consequence 
add to his troubles a fear of going to sleep. 

Mott,* 7 who has made a study of them, says that although 
the soldier sometimes may have no conscious recollection of 
the dream he may wake up suddenly in terror, bathed in 
perspiration, or he may have been heard to shout in his sleep 
and seem to go through a pantomime of fighting with bombs, 
rifle, and bayonet. 

The patient’s progress towards recovery may be estimated 
largely by the degree and frequency of his dreams. The first 
sign of recovery from the neurosis is when the dreams no 
longer wake the patient, although he may remember that he 
has had them. As the patient continues to improve the 
element of fear disappears from his waking life and in the 
course of time from the dreams. (Core.) 

The prominent mental symptom of the anxiety neurosis is 
depression, Coloured by underlying fears and dreads. This 
depression is not continuous, nor is it of the negative type 
characteristic of the melancholic. It may be revealed 
outwardly by a drawn and anxious facial expression, and a 
lack of interest or of desire for companionship. There are 
periods when the patient is relatively free from anxiety, but 
such spells of intermission may be broken by apparently 
causeless waves of depression, accompanied by anxiety and 
apprehension, and often associated with the intrusion into 
consciousness of the memory of a particular and unpleasant 
incident of war experience. 

Rivers has pointed out that many of the most trying and 
distressing symptoms of war neuroses are not the direct 
result of the strain and shock of warfare, but are due to the 
attempts to banish from the mind distressing memories or 
painful affective states which have come into being as the 
result of war experience. 

Rows H has shown that of equal and perhaps greater im¬ 
portance in the maintenance of the anxiety symptoms in 
soldiers, after the more acute or immediate symptoms of the 
war shock have passed away, are the memories of experi¬ 
ences in earlier life, with which a strong emotional tone is 
connected. These memories maybe revived in dreams, which 


are often added to the war dreams ; or they may be associated 
with delusions and hallucinations of hearing, often of a 
persecutory type. 

Oases such as those last mentioned, and they are not so 
uncommon as might be supposed, require prolonged mental 
analysis and much patience for their elucidation. If the 
patient can be brought to understand the nature of his 
trouble, to face it, and to reoognise in it simply a memory 
of the past, the anxiety will lessen and eventually disappear. 

An objective sign of the anxiety neurosis observed at the 
outset and subsequently is profound loss of body weight. 
This may occur to a remarkable extent, up to as much as one 
or two stones. The recovery of the weight is coincident with 
the disappearance of anxiety and general improvement in 
the patient’8 health. Lowered blood pressure and an 
unusual degree of fatigue on physical effort are associated 
phenomena. m 

A number of those who suffer from the milder forms of 
the anxiety neurosis, coming home from overseas, recover 
in a relatively short time, varying from a few weeks to 
three or four months, under conditions entailing rest, 
quiet, and attention to sleep. About an equal number require 
special psycho-therapeutic attention before they find relief 
from their more persistent symptoms. But if the mental 
disorder has become fixed and systematised the difficulties 
may be great, and recovery will not always take place. 
Symptoms in Officers and Men. 

It is a common observation that symptoms of anxiety and 
so-called neurasthenia are more common in officers, and that 
the more objective symptoms of hysteria—mutism, con- 
traetures, paralysis, astasia-abasia—are more frequently 
observed in men. In a general way this is true, but a 
combination of anxiety-depression and gross hysterical sym¬ 
ptoms is by no means uncommon amongst men in the ranks. 

Several explanations of this difference have been offered, 
but the most likely reason is found in the position of 
greater responsibility in which the officer is placed, and to 
the mental struggle which, he undergoes in order to banish 
from his mind doubtings as to his adequacy or competency. 
The statement has been made that the mental background 
of hysteria in the men is an attitude of antagonism to the 
fighting, accompanied by an idea of release from an unbear¬ 
able situation (McCurdy). This release may be obtained 
through several agencies, but a slight concussion, a psychical 
shock, partial burial, a minor and not necessarily incapaci¬ 
tating wound, an accident or an illness, maybe sufficient. 

Hysteria in Soldiers. 

The functional disorders of speech have been given 
separate mention, as mutism is due to dissociation arising 
from inhibition or subconscious emotional development during, 
stupor. Interference with consciousness, indeed, appears to 
be the crucial test of so-called “shell shock.” 

In Dejerine’s 1 * view emotion alone is much more powerful 
than suggestion in creating symptoms by dissociation, 
although he admits the secondary role of suggestion in the 
persistence of hysterical symptoms. 

Babinski, 20 on the other hand, holds that suggestion plays 
the essential part in the production of hysterical phenomena, 
and that the neurology of the war has strengthened in his 
mind the idea of the indispensable rdle of suggestion in their 
production. 

It has been observed by all workers in the neurology of the 
war that hysterical manifestations are less frequent and less 
striking in the front lines. It is when the soldier is removed 
to calmer surroundings away from danger, such as a casualty 
clearing station, that the psycho-neurotic condition comes to 
light. If the patient is not treated suitably at this period 
the emotion which causes the symptoms becomes fixed and 
more deeply rooted the older its inception. Hence hysterical 
paralyses, contractures, disorders of speech, of hearing, of 
gait, and of vision are more numerous in the base hospitals, 
and especially in those at home. 

Local trauma, such as a minor gunshot wound when 
applied to any part of the body, may produce a psycho- 
neurotic disturbance in a predisposed person. It acts 
through auto-suggestion, as well as through emotion, in that 
it creates the idea of an organic disorder and constitutes the 
agent which fixes the neuropathic condition. 

The onset of local pain also, with or without brnisiDg of 
the part, may act as a determinant of a functional disorder. 
Following upon a fall or being thrown against some object 
in consequence of shell explosion or burial, but without any 
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loss of consciousness, the soldier may complain of a severe 
pain in the back, which may be followed by loss of power in 
the legs of a functional character. In other cases the pain 
may interfere with extension of the spine. In order to 
relieve the pain an attitude of flexion of the body is assumed, 
and the condition known as “ bent back ” or camptocormia 
is evolved. This is primarily an antalgic posture, which 
may eventually lead to a contracture of the muscles of the 
trunk of hysterical character. 

Hysterica] contractures of the hand or foot are frequently 
the outcome of a wound of the arm or leg, with or without 
implication of the peripheral nerves of the limb. The excit¬ 
ing cause may be anything from a slight and superficial 
abrasion to a penetrating gunshot or shrapnel wound. Some¬ 
times the contracture instantaneously follows the receipt of 
the wound, but in the majority of cases it would appear to 
be the outcome of suggestion following immobilisation of the 
limb in a sling, splint, or other mechanical apparatus. 

It is not exceptional to find paralyses and contractures 
preceded by more or less vague pains in the joints of limbs 
which have been bruised. These pains may be the origin of 
hysterical paralyses or contractures, apparently of spon¬ 
taneous origin, and which persist long after the pain has 
disappeared. Hysterical disorders, moreover, may develop 
while the soldier is in hospital suffering from a medical or 
surgical disability, connected or not with war experience, such 
as trench feet or appendicitis. 

Most of the war hysterias, if allowed to become habitual, 
are eventually “defence mechanisms,” developed uncon¬ 
sciously, but persisting as reactions against various con¬ 
tingencies, of which the chief is a desire not to return to the 
firing-line or, indeed, to any form of active warfare. 

Any suggestion of organic disease on the part of the 
medical officer, on whose opinion the soldier rightly lays 
great stress, should be carefully avoided, as the latter is 
always ready to accept and retain in his mind any suggestion 
that he is not likely to recover. 

Treatment op War Neuroses. 

It is a matter of practical experience that the hysterical 
symptoms of the soldier can be cured rapidly and effectively 
by a well-directed and convincing psychotherapy, consisting 
of suggestion, persuasion, and re-education. On the 
contrary, their duration and persistence may be prolonged 
indefinitely by repeated changes from one hospital to another 
and by unsuitable and misguided methods, by which is meant 
a therapy promoted to suggest to the patient that he is 
suffering from a serious disability of organic nature, especially 
when this treatment is carried out in an atmosphere of 
sympathy and hero-worship. Treatment given at spas, 
where great attention is paid to electrotherapy, balneo¬ 
therapy, and massage, undoubtedly tends to fix the neurosis 
in the patient’s consciousness. 

It is universally admitted that the sooner soldier patients 
suffering from any form of functional nervous disorder are 
submitted to a therapy in accordance with the psycho- 
genetic origin of their symptoms the more rapid and satis¬ 
factory is the cure. 

Provision for Treatment of the Neuroses in the 
Army. 

Early in 1915, in consequence of the large dumber of cases 
of this character requiring expert diagnosis and treatment, 
the Director-General of the Army Medical Service established 
neurological sections in all the general Territorial hospitals 
in the United Kingdom, under the care and direction of 
physicians who had special knowledge of, and experience in, 
diseases of the nervous system. A limited number of special 
hospitals were also set up for patients suffering from the 
more obviously psychical effects of shell shock and the war 
neuroses, and who were not suitable for treatment in general 
hospitals. a * 

As time went on fuller knowledge and larger experience of 
these cases were acquired from a study of them in the special 
hospitals. It became evident that the multiform symptoms 
of the war neuroses and minor psychical disturbances 
following stress and strain of the campaign were of 
psychogenetic origin, and that a knowledge of normal and 
abnormal psychology and of mental disorders was essential 
- in order to obtain correct insight into diagnosis and skill in 
treatment. 

In consequence a larger measure of success attended the 
treatment of those patients in special than in general hos¬ 
pitals, where the essential conditions of treatment were not 


available. Numbers of soldiers, therefore, were being dis¬ 
charged from the service on account of functional nervous 
disorders of a kind curable under proper conditions of treat¬ 
ment. In order to remedy this state of affairs it was neces¬ 
sary largely to increase the number of special hospitals, to 
divert as far as this could be done the admission of func¬ 
tional cases from the general to the special hospitals, and to 
make provision for the training of special medical officers. 
Recommendations based on these principles were laid before 
the Direetor-General at a conference of neurologists and 
psychologists at the War Office in the autumn of 1917, and 
have now largely been carried into effect. 

Training of Special Medical Officers. 

In order to meet the needs of the special hospitals a 
training centre for medical officers was established in con¬ 
nexion with the Maghull Military Hospital, under the direc¬ 
tion of Lieutenant-Colonel R. G. Rows, who has done so much 
towards developing the psychological treatment of the war 
neuroses. In addition to acquiring a sound clinical know¬ 
ledge of these disorders medical officers are grounded in the 
principles of psychology and psycho-pathology. I mention 
this especially, as it is the first and at present the 
only school of clinical psycho-pathology in this country, 
although other training centres are now being estab¬ 
lished. It is the hope of those who are interested in 
this branch of medicine that so favourable an oppor¬ 
tunity of continuing a school of this character should 
not be allowed to lapse, and that something should be done 
during the period of reconstruction after the war to establish 
on a permanent basis and for the benefit of the civilian 
patients one or more institutions similar to that whioh has 
been founded to meet the urgent claims of the soldier. 

Principles of Treatment of the War Neuroses. 

There would appear to be general agreement upon the 
value of the segregation of soldiers suffering from the 
neuroses of war and three to four years’ experience has 
justified the principle. It is essential that these patients, 
when segregated, should be under specially trained medical 
officers and that “ an atmosphere of cure ” should pervade 
the special hospital. The great value of segregation is that 
all patients may be studied individually and all agents 
determining causation, exaggeration or prolongation of 
symptoms may be sought out and eliminated. There is no 
evidence that in properly conducted hospitals these patients 
imitate each others’ tremors or abnormal gaits, while it is 
well known that in general hospitals the eccentricities of 
conduct and behaviour of the hysterical patients make them 
objects of curiosity and often of humour to the other patients. 

It has long been recognised that the sooner the patients 
are brought under skilled treatment the more rapid and 
satrsfactory is the cure. By these means the symptoms which 
in the early stages are removable and “fluid” are prevented 
from becoming fixed and a “ habit ” established. The French 
Military Medical Service recognised this early in the war 
and established neurological centres in the zones of their 
armies. In consequence of the success attending the treat¬ 
ment of the war neuroses in these centres similar centres 
were established in the areas of the British armies in the 
winter of 1916-17. 

A large number of cases of war neuroses in the early 
stages of their disability derive great benefit from a modified 
rest cure. I*n the later or “habit” stages a judicious 
combination of suitably directed psychotherapy and selected 
occupation, according to the mental and physical fitness of 
the soldier, gives the most satisfactory results. Occupation 
further supplies the best means of grading the soldier when 
the time arrives for his discharge from hospital to duty. 
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FACTORY AND WORKSHOP CONDITION'S 
AND THE PREVALENCE OF 
PULMONARY PHTHISIS: 

THE NEED FOR AN INDUSTRIAL HEALTH SERVICE. 

By BENJAMIN MOORE, D.So., F.R.S. 

The recent inspiring speech of the Prime Minister, dealing 
with industrial health conditions after the war, has led the 
civilised world to hope for the dawn of a new era, in which 
all the resources of science and research will be as 
strenuously employed in devising means for the preservation 
of life, health, and happiness as they now are in the 
invention of instruments of destruction and the production 
of untold suffering and human misery. The recent Census 
of physical fitness for military service has, moreover, revealed 
appalling shortcomings in the physique and health of our 
nation, which possesses a well-deserved repute as one of the 
healthiest and most hygienic of all civilised peoples. 

This being the case, it is little wonder that the attention 
of both statesmen and people is turned with one accord to 
the urgent problem of applying the knowledge of science to 
the eradication of disease and the evolution of a physically 
fitter race. If disease caused, as is so commonly erroneously 
supposed to be the case, an elimination of the unfit, then the 
recent Census ought to indicate that Great Britain would 
soon be inhabited by a superbly fit race, for it contains 
assuredly a sufficient number of people who have been 
attacked or are now suffering from the ravage of disease, 
hitherto unsuspected, and unrevealed by our present methods 
of attempting to bring the doctor in touch with the patient. 

But disease is unfortunately no eliminator of the unfit, 
and never was; it is merely a blind destroyer, like the 
mechanism of war, and its bullets fall like rain upon the 
just and the unjust, the fit and the unfit, and maim and 
slay both alike indiscriminately. The fittest individual to 
resist and survive in an unhealthy environment may not be 
the fittest to survive in a healthy environment, and it is 
the latter, not the former, that is required for the higher 
purposes of the best civilisation. 

Phthisis has deprived the human race of some of its 
greatest geniuses at the period of their maximum produc¬ 
tivity, and the loss to civilisation has been incalculable. At 
the same time that this disease has robbed the world of men 
and women of the highest mentality there exists not an iota 
of proof that the destruction of the millions who have 
succumbed to it has by one jot improved the physique of 
any race. Rather by the misery and semi-starvation which 
have followed the decease of parents the physique of the 
race has deteriorated, and if tuberculosis could be eliminated 
the general standard would improve, for susceptibility to the 
Bacillus tuberculosis by no means connotes general physical 
debility. 

Incidence of Phthisis. 

During the past few years I have been engaged in a series 
of efforts to study in how far the rate of incidence of phthisis 
in the different sections of the community varies with the 
nature of the employment, and the strain of living con¬ 
ditions, such as indoor and outdoor work, and prolonged 
or irregular hours of employment. For the purposes of this 
inquiry I have made many observations of the actual con¬ 
ditions of work in those occupations most heavily hit by this 
disease during prolonged visits to workshops, and investiga¬ 
tions of workmen in such crafts after long periods of over¬ 
time ; secondly, I have studied statistically and individually 
the insurance cards since the beginning of operation of the 
National Health Insurance Act; and, lastly, I have investi¬ 
gated by means of the returns of the Registrar-General the 
effects of the aggregation in workshops of men engaged upon 
urban types of labour as distinct from the effects of urban 
housing as shown by the incidence amongst the female urban 
populations. 

The results of the last-named type of inquiry are so striking 
and demonstrate so clearly the effects of urban types of 
employment in increasing the prevalence of phthisis that they 
deserve some brief description at a time when it is becoming so 
essential to conserve the young adult male population. The 
other methods mentioned will only be used incidentally to 
point out methods by which the evil may be minimised. 

It is fairly well known that phthisis destroys more lives 
amongst males than amongst females, it is less known 


that this applies only to urban conditions pf life and that 
the exact reverse holds for rural dwellers; nor is it appre¬ 
ciated that the greater death-rate amongst males is entirely 
due to the modern conditions of factory and workshop life, 
and did not exist 70 years ago. Again, up to the period 
when employment begins, or at least began before the war— 
that is to say, the fourteenth or fifteenth year of life—the 
death-rate of females from phthisis is about 50 per cent, 
greater than that of males, and between the tenth and 
fifteenth years, whether in town or country, the death-rate 
from phthisis of girls is almost double that of boys. 

Until the twentieth year is reached the mortality in both sexes 
is considerably greater in rural districts than in urban districts, 
between the twentieth and thirtieth years the conditions 
become reversed, and after the thirtieth year there commences 
an enormous preponderance of the disease amongst urban 
males which is not shared by urban females, and no such 
disparity is observable between rural males and rural females. 

Economic Importance of Mortality from Phthtsis. 

The enormous importance of these variations may be 
appreciated from a study of the accompanying graphs, in 
which the death-rates have been calculated and plotted at 
different age-periods from the figures given in the last pub¬ 
lished decennial report of the Registrar-General for the 
decennium 1891-1900. 

It scarcely strikes the imagination when flat rates at 
all ages for males and females in town and country are 
given, such, for example, as that, per million living, there 
die annually 1750 urban males, 1250 ujban females, 1317 
rural males, and 1240 rural females. But when the death- 
rates are plotted graphically and it becomes apparent that 
nearly all the differences lie in the main working period of 
life between 25 and 65 years of age, and that in this all- 
important interval rural males and both urban and rural 
females possess death-rates lying nearly at the same level, 
while urban males on the average throughout the whole of 
England die at double this rate or over , then it becomes 
manifest that the sanitarian stands face to face with a great 
problem worthy of the completest investigation. 

When it is remembered that the vast majority of the males 
of the country are engaged upon urban occupations, it is 
easily realised that this doubled death-rate from phthisis 
means an annual loss of several thousand males in the 
economically most efficient period of life. From this the 
purely materialistic standpoint alone, each such life is worth 
some hundreds of pounds to the community, so that the 
aggregate annual loss from deaths alone far exceeds what it 
would cost to limit the loss on the lines presently to be 
proposed. The death-loss alone is, unfortunately, not the 
only toll, for millions of pounds annually are lost by the 
incapacity for work of those suffering from the disease. In 
the next place, these sufferers are a constant source of 
danger as carriers of disease to those who work or live with 
them, and if the great excess of phthisis amongst these 
urban males could be cut off by tackling its causes at their 
sources, there would doubtless occur a decrease in the 
incidence of phthisis amongst all the rest of the community. 

Lastly, this enhanced rate amongst employed urban males, 
which is responsible for the death of about one urban male 
in every five dying between 25 and 65, is one of the causes 
of disparity in numbers between males and females in the 
physiologically reproductive period of life. This disparity 
was sufficiently marked before the war and is now being 
accentuated by the large loss in young adult male life, so 
that any influence which can be set to work to reduce the male 
death-rate from phthisis towards that obtaining amongst 
females is also highly desirable on sociological grounds. 

Causes of the Disparity in Incidence. 

Before proceeding to discuss the remedial measures which 
ought to be set in action, some additional discussion of the 
causes of the disparity is essential, since these measures 
themselves must be based upon the true causation of the 
phenomenon. 

In the first place, the enormous difference during the 
working period of life between urban and rural males is not 
due to housing conditions, for if this were so similar differ¬ 
ences ought to be seen between urban and rural females, but, 
as the graph shows, no such characteristic difference exists. 
The form of the curve varies somewhat as between rural and 
urban females, the maximum death-rate falling somewhat later 
amongst the town’s women, but taken throughout the whole 
period of life the death-rates are almost identical in value. 
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Again, if the predisposing factor to the high prevalence 
amongst urban males were some factor of urban environ¬ 
ment not connected with employment this ought to be 
obvious in the earlier years of life, but up to the twentieth 
year of life the four curves run fairly close together on nearly 
parallel courses. In fact, so far as differences exist, males, 
both urban and rural, are healthier than females, and in the 
case of both sexes urban dwellers are healthier than rural 
dwellers. It is quite clear that the difference is not one due 
to sex, occurring after the twentieth year, for in that case 
the rural males ought to be up somewhere alongside the 
urban males, instead of where they actually stand nearly at 
the levels of both urban and rural females. 

The problem under consideration is, then, one which 
appears in five to ten years after the commencement of 
employment and persists throughout the working period of 
life, attaining its maximum between the thirtieth and 
sixtieth years. It is characteristic of male urban workers, 
and is inconspicuous amongst urban females, who do not 
continue to work in factories and large workshops in large 
numbers after the thirtieth or thirty-fifth year, or at least did 
not do so in pre-war times, to which these statistics refer.. 

It might be urged that if the effect is due to urban working 
conditions it ought to start at the commencement of 
employment—that is to say, about the fifteenth year. The 
reply to this is that these records are records of deaths due 
to a chronic disease, and that some years are required to 
produce debility and infection and for the disease to run its 
course to a fatal issue. There are certain occupations in 
which there is no question of the conditions of labour con¬ 
ducing to phthisis, such as printers, bootmakers, quartz 
workers, cutlers, grinders, and file-makers. In all these 
trades there is a latent period of variable length but always 
of some years’ duration, and the form of the curve of 
mortality from phthisis in such trades conforms in general to 
that shown in Diagram 1 for all urban males. 

It would appear from these considerations clear almost to 
a demonstration that the greatly enhanced prevalence of 
phthisis amongst urban male workers is not due to housing 
conditions, faulty though these may be, for the females, who 
stay more at home than the males, are not subject to the 
effects, nor are the males until a few years after they have 
passed to their occupations. The most obvious cause 
revealed by a statistical study is accordingly some circum¬ 
stance, or set of circumstances, connected with the daily 

occupation. , , 

Observations within the factory of the conditions of work, 
of the correlated variations in different trades, and a study 
of the illnesses shown by the Health Insurance cards have 
convinced me that this is the true cause at work 

The Two Main Factors. 


It may be said at once that the two main factors are long- 
continued strain at work under unhealthy conditions and 
infection of men so reduced in resisting power by fellow- 
workmen actually at work alongside them while suffering 
from open phthisis and disseminating the bacillus of the 
disease. This is proven by the fact that the heaviest inci¬ 
dences of the disease are found amongst those occupations 
in which the demand for muscular exertion is so slight that 
a consumptive worker can still continue at work inter¬ 
mittently until he is in the last stages of the disease and in 
a highly infectious condition. If such an occupation is 
carried on in a workshop where the atmospheric conditions 
are bad, and long and irregular shifts of work, including a 
good deal of night work, are frequent, and if the workers 
come into close contact, then the death-rate from phthisis 
becomes a maximum one. Sedentary occupation alone, even 
accompanied by long hours of labour, does not lead to an 
excessive death-rate provided there is sufficient isolation and 
lack of means of infection. Again, the workers may be 
crowded together indoors, but if the exertion be sufficiently 
strenuous to preclude the sufferer from phthisis continuing at 
work there is not a high occupational death-rate from the 

diS6&86. 

But if the working conditions are such as to favour 
infection from man to man, and superadded to this there 
be a close stagnant atmosphere, long hours of labour and 
much overtime unevenly distributed, eating of meals in 
common on the premises under unhygienic conditions in 
short, all those conditions which reduce stamina and induce 
mental add physical depression—then a maximum death-rate 
from phthisis appears. 


These conclusions are the result of observations in the 

workshops of occupations heavily hit by phthisis, and are 
confirmed by the opinions of employers and employees in 
such trades. In so far as improvements in the deleterious 
conditions mentioned have occurred in trades over a con¬ 
siderable period of years, the statistics of the trades unions 
demonstrate that there have taken place corresponding im¬ 
provements in the amount of illness and deaths from phthisis. 
Space will not permit the marshalling of all the evidence 
which goes to establish the truth of this position, but a few 
facts may be quoted in illustration from my observations in 
the different branches of the printing trade. 

Investigation s in the Printing Trade. 

Examination of the obituary lists of the membership of 
the two large unions of compositors over a period including 
the 35 years previous to the outbreak of war proves that the 
relative death-rate from phthisis fell during that interval 
from one death from phthisis in three total deaths to less 
than one death from phthisis amongst five total deaths 
This improvement far exceeds that seen in the average or all 
urban males in the same period, and must be ascribed to the 
better printing shops which now exist, the larger use of 
printing machinery, and the more regular hours worked. It 
is thus due to two primary factors : less strain on the 
workman and less chance of infection. 

It is commonly supposed that compositors are the most 
heavily hit in the printing trades by phthisis. This us not, 
however, the case, for amongst one unfortunate set of these 
workers-viz., the operative printers’ assistants, nearly one- 
half of all the deaths are due to phthisis even in present times. 

A close investigation soon discovers the cause i of this 
appalling death-rate. In addition to all the disabilities in 
the nature of the occupation which cause the high death- 
rates amongst the members of the other printing fraternities 
these operative printers’ assistants often work long periods 
of overtime at night. There is a pernicious habit, large y 
obtaining in this branch, of working an all-night shift in 
order to turn out weekly papers. This long shift is paid for 
well as overtime, and the men are so induced to perform it, 
to the great detriment of their own health. A man taking 
such a long shift undergoes the following strain. After a 
full day’s work he continues on at work all night, and then 
goes on again for a full day’s work the following day, so 
completing a continuous working period, save for Bhort meal 
periods within the works, of 30 hours. Another set of 
workers, better paid and organised, called machine manag?™’ 
do not commit this error, but relieve each other after shifts 
of normal length, and their death rate from phthisis is only 
about one-third of that of the operative printers assistants. 

The clearest evidence has been obtained by tracing out 
many instances that both compositors and printers assistants 
ill with phthisis and discharging bacillus-laden sputum go 
on working intermittently in the printing shops to within a 
few days of their death. , . 

There were numerous cases discovered of men off work for 
several weeks with the'cause of illness certified as catarrh, 
and in certain cases these died later after having been at 
work intermediately, with the cause of d u e f u t . h . c ® rtlfie ^“ 
phthisis. Men showing all the facies of phthisis have been 
observed at work during visits to the workshops in most 
intimate proximity to other workmen. 

In many establishments in the hand-composing section, to 
save a little space the composing frames containing the type 
are set back-to-back, so that a consnmptive printer can spray 
the man working opposite to him and facing him at a dis¬ 
tance of only 2 or 3 feet. If the latter individual is pre¬ 
disposed to infection from the nature of his work and 
general environment, it is easy to see how the infection can 

^InsSnceTmight be multiplied from this and other trades 
which would go far to explain why there is such an abnor¬ 
mally high death-rate from phthisis amongst urban males, 
but, admitting the conducive elements, let us proceed to 
consider remedies. 

The Need of a Medical Service in Factories. 

Practical experience in the tackling and successful reduc¬ 
tion almost to vanishing point of another type of >‘l'ess 
amongst munition workers, which had cost a good many lives 
and caused much sickness and economic loss of time and 
efficiency, has convinced me that the urgent necessity is the 
institution of an efficient factory service of medical men. 
The doctor must be introduced into the factories and wo 
T 2 
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shops to do battle with this evil ; he cannot achieve victory 
by waiting in his consulting room till the patient comes to 
him of his own initiative. The patient himself is often one 
of the last to realise that he is seriously ill, and even then 
has always the spes phthisica to buoy him up that he is 
getting better. The foreman, or shop steward, and his 
fellow-workmen know much better than himself that he is 
running down and slowly growing weaker, but all under 
present conditions are unable to extend aid to him, and so he 
goes on intermittently working and exposing others to danger. 

It is a melancholy picture over which industrial hygiene 
wrings its hands in vain, while men go on dying who ought 
to be saved. Yet the problem is not one of colossal dimen¬ 
sions if only statesmen and doctors could be persuaded to 
tackle it together and mutually assist in its solution. 

Even in one of the occupations most heavily scourged by 
phthisis, such as the printing trades, there is not at any 
given time more than about one man in between 200 and 
300 employed actually ill with phthisis. If these could 
be efficiently treated and prevented from infecting others, 
and at the same time general conditions altered in a manner 
which would involve but little expense, an enormous improve¬ 
ment could be effected. 

A national colony containing hygienic dwellings and 
thoroughly sanitary workshops, which might serve as models 
for all the rest of the country, could be constructed in which 
these affected workmen could work at their own occupations, as 
has already been suggested by Dr. J. E. Esslemont, of Bourne¬ 
mouth. Here as recovery progressed the patient, instead of 
being suddenly thrust back into the full strain of work under 
conditions which make for the re-establishment of the 
disease, could be brought back to full vigour by a graduated 
course of resumption of his own work, and far fewer relapses 
would occur. On return to the ordinary workshop he would 
for a time remain under careful supervision by the doctor of 
the Industrial Medical Service who had medical supervision 
of the workshop. 

Although such a colony would repay the nation many 
times over the cost of its establishment, in the present only 
half-awakened state of the public conscience over health 
protection it might be considered by statesmen Utopian, or 
unrealisable on account of opposition of employers and 
employees. 

A fairly considerable amount of acquaintance, and many 
friendly discussions, with both employers and secretaries of 
trades unions and foremen of shops, have convinced me that 
there would be no opposition, but rather the most friendly 
cooperation, over any practical scheme to improve the 
health and physique of the workers. All that is required is 
tact and friendliness and education as to the nature of 
the scheme and the result aimed at, and then works 
managers, foremen, and workers become as enthusiastic 
as the doctor. 

Personally, I have always found in research in factories 
employers willing to spend money in equipment and for 
experimentation, and workers in most cases willing to 
undergo considerable inconvenience in experimentation to 
benefit themselves and their fellow-workers. 

Function* of the Proposed Industrial Health Medical Service. 

It would be by no means necessary in such an Industrial 
Health Service for the doctor to make medical examinations 
of all workers at frequent intervals, as is done, for example, 
in working the School Medical Service. Such a procedure 
would arouse opposition, would require an inordinately 
large medical staff, and would not repay the labour spent 
upon it. It ha9 always been to me an open question whether 
too much of the time of the school medical officer is not 
tediously and monotonously spent in this fashion, and 
whether more practical results would not be attained by 
enlisting the services of the teachers and giving the main 
attention to children who may need aid themselves or be a 
source of danger to their school-mates. 

At any rate, it is from the preventive point of view that 
I would earnestly urge the formation of an Industrial 
Health Medical Service, and upon the lines on which I 
should project it I have estimated that it could be efficiently 
manned for England and Wales with a staff of about 1500 
medical men. This new corps would in no wise interfere 
with the work of the private practitioner or panel prac¬ 
titioner ; its function would be to see. by inspection of 
factories and by education of those in charge of them, that 
sanitary conditions in factories were improved, and when 


resistance or wilful obstruction could not be overcome by 
other means, then by compulsion securing amendment. 
Much could be achieved here by a pooled system to raise 
compensation payment to workpeople turned off for being in 
enfeebled health or a source of danger to the health of others. 
It could be made to pay the factory employer to keep his 
workshops sanitary and his people healthy. 

After this survey of material environment the next concern 
of the factory doctor would be the health of the workers 
individually, with especial stress upon the preventive side 
and upon those conditions which precede chronic illnesses. 
For example, the prospective consumptive patient should, 
if possible, be caught before be is consumptive ; a week or 
two of rest at the needful moment, when as yet the worker 
would have had no dreams of going to a doctor, may save 
many months in a sanatorium later. 

Utopian, it may be said—Who will pay the worker his 
wages while he goes off to take a fortnight’s holiday ? On 
the contrary, I claim it will repay both the nation and the 
employer, the worker and the trades unions’ funds, over and 
over again. The worker is not to be allowed to propose 
holidays for himself ; an entirely unbiased doctor is going 
to prescribe it on obvious physical signs which no malingerer 
can induce. 

Rarely have I gone into a large workshop containing 200 
or 300 workers that I have not observed one or two who 
ought to have been resting. The neglect of such incipient cases 
of illness is a foolish, short-sighted policy for all concerned. 

The Relations of the Scheme to the General Practitioner . 

It has been said above that this new service would be no 
rival or competitor to the private or panel practitioner; on 
the contrary, it would be a succour and a support to him. 
The competitors for private work would be so much the fewer 
by the number of men willingly drafted into the industrial 
health service, but none of the insured workers, who are all 
panel patients, would be withdrawn from the panels. The 
panel patient with a chronic and oft-recurring illness 
requiring periods off work under medical treatment is a 
good asset at present to no one, and least of all to the panel 
doctor. In fact, it is unfair both to doctors and patients 
that such chronic illnesses as phthisis should be treated 
under a panel system of capitation payment. It is an undue 
risk to ask the doctor to take from the financial point of 
view, but it is a still graver risk for the patient, since it 
often involves the loss of his life. How can a panel doctor 
treat a case of phthisis in a working-class dwelling when the 
patient, and probably his dependants also, have only an 
allowance of a few shillings a week to live on and the 
patient keeps on intermittently going on and off work 1 It 
is certainly better than when the patient had no weekly 
allowance and had to pay his doctor’s bill, but even yet it is 
a disgrace to civilisation and a real live danger to the 
community and ought to be abolished as soon as possible. 

It is such cases that the medical officers of the new corps 
would seek out early in the workshops and send to suitable 
sanatoriums attached to the Industrial Health Service. This 
is not going to cost industry and the country more; it is 
going to cost less, very much less, than practically un¬ 
restrained phthisis is costing, and many thousands of 
healthy valuable lives will be saved, and countless families 
spared the greatest sacrifice, followed by grinding poverty. 

There never was a more opportune moment than is the 
present for initiating this great reform. Practically all the 
young medical men that the medical schools have turned 
out in the past ten years, who are still living, are in khaki 
carrying on superbly one of the noblest services that 
medical science has ever rendered to humanity. The 
majority of them during the past four years have learnt the 
regime of corps work, preventive work, and hospital treat¬ 
ment, scarcely a man in this young virile force has a 
practice worth coming home to, and they deserve better of 
their country than being turned into medical squatters. 

Moreover, as this paper shows, the medical needs of the 
homeland are crying out for good team-work on the side of 
preventive medicine, applied not merely to material environ¬ 
ment, but to suffering men and women. Many of these 
young men have been training for just this work that is 
crying aloud to be undertaken, and most of them probably 
possess little of either zest or training for private practice. 

All that is needed is a statesman of power and imagination 
who will put this scheme in being, and so let Great Britain lead 
the world to the greatest conquest that has ever been won. 
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Charts to Illustrate the Difference in the Prevalence m of Pulmonary Phthisis between Rural and Urban Conditions, 

In all the charts continuous lines show male death-rates and interrupted lines female death-rates per million 
at the ages shown on the base line. The thicker lines represent urban and the thinner lines rural areas. 

The horizontal lines at the left of each chart show average death-rates at all ages. 




Chart 1 contrasts rural areas with urlian areas, as selected by 
the Registrar-General. The urban areas were Glamorgan, 
Lancashire, London, Middlesex, Monmouth, Northumberland, 
Nottingham, Stafford, Warwickshire, Yorkshire (East and West 
Ridings), with a population of 16,465,427. The rural areas were 
Buckingham, Cambridge, Cornwall, Hereford, Huntingdon, 
Lincoln, North Wales, Norfolk, Oxford, Rutland, Salop, Somerset, 
South Wales (less Glamorgan), Suffolk, Westmorland. Wilts, 
with a population of 4,265,578. It is obvious that a purer con¬ 
trast could easily be made with a heightened effect, but still the 
difference is most striking. 

Chart 2 shows the London area, which for clearness is left 
uncontrasted with other areas to bring into as strong relief as 
ssible the enormous difference between males and females, 
hether the cause be that ascribed in this paper or not, here is a 
matter of national importance. 

Chart 3 contrasts Lancashire and Westmorland, the two 
heavier curves showing Lancashire and the two lighter ones 
Westmorland. Observe how all four curves run together until 
about the twentieth year, and then how Lancashire males alone 
soar in death-rate away from the others. 




Chart 4 shows the same for Warwickshire and Dorset, and 
exactly the same holds for the West Riding and North Riding of 
Yorkshire. It is, in fact, a universal rule that in typical rural 
districts death-rates of males and females lie close together, 
whilst in urban districts the male death-rate is double that of 
the female or higher. 

The four charts given are selected to illustrate differences between 
rural and urban conditions. Many others could be given, and the 
statistics of the whole country prove the enormous effects of 
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urban conditions of labour upon male deaths from phthisis. 
The differences are in no sense geographical, for rural areas 
in Lancashire can be picked out which are as healthy as 
Westmorland, and in Warwickshire as healthy as Dorset. 
Even Middlesex as contrasted with London is a healthy 
district. All four charts are plotted to the same scale, and 
hence it is to be observed that the female death-rate in 
London is higher than elsewhere. The difference is, how¬ 
ever, small compared to the male death-rate. It may be due 
in part to a larger percentage of females iu London between 
30 and 50 years of age being employed in factories and in 
part to overcrowded housing. 


WHAT ARE THE DISABILITIES AND THE 
COMPENSATIONS ENTAILED BY THE 
REPRODUCTIVE FUNCTION ON 
THE FEMALE? 

By Sir W. ARBUTHNOT LANE. Bart., M.S. Lord., 
F.R.C.S. Eng., 

CONSULTING SURGEON, OUY’8 HOSPITAL, ETC. 


To answer the above question it is well to commence with 
the consideration of such obvious anatomical differences as 
exist between the sexes. Subsequently the physiological 
variations can be discussed as fully as our knowledge will 
permit. 

In 1887, at the late Dr. Matthews Duncan’s request, I read a 
paper before the Obstetrical Society of London entitled “What 
are the Chief Factors which Determine the Differences which 
Exist in the Form of the Male and Female Pelvis ? ” 1 In 
that I showed for the first time that besides the already 
recognised variations in the shape of the pelvis in the two 
sexes there are many other differences in the form of the 
skeleton which exist for the purpose of accommodating the 
foetus. They all entail a considerable depreciation in the 
mechanical relationship of the woman to her surroundings, 
and so render her less fit than man to perform any laborious 
function, and in savage life to defend herself from her 
enemies. I will briefly recapitulate these differences. 

Anatomical Differences. 

The chest of the woman is shorter than that of the man, 
while the abdomen is correspondingly longer. 

Her sternum is shorter. The manubrium bears a very 
much larger proportion to the gladiolus, which is less than 
twice as long as the manubrium. In man the gladiolus is 
always more than twice as long as the manubrium. 

The arcs of the upper ribs are relatively much larger in 
the female, while the first intercostal spaces are very much 
wider. As the result of this the capacity of the upper part 
of the female thorax is relatively very much greater than in 
the male. 

Besides the fact that the sternum is much shorter in the 
female, the number of costal cartilages which articulate 
with it are usually seven with a tendency to less than seven, 
and the lower cartilages are attached very much more 
obliquely to the sternum, and therefore have a less secure 
hold upon it. 

In the male, while seven is the usual number, the 
tendency is for more than seven cartilages to articulate 
with the sternum, while their direction is such that they 
hold the sternum in a much more secure grip than 
is the case in the woman, and so increase the strength of 
the chest most materially. The lower ribs are relatively 
shorter in the female, and this, combined with the fewer 
number of costal cartilages which articulate with the 
sternum and their greater obliquity, render the lower part of 
the woman’s chest much less capacious than that of the 
male. The reason of this is obvious. During the time the 
abdomen is occupied by the foetus in the later months of 
pregnancy the respiratory capacity of the lower segment of 
the chest is considerably reduced, so that a correspondingly 
greater change must be carried on in the lungs in the rela¬ 
tively more capacious upper thorax. This explains the mode 
of respiration which is peculiar to the sex. The arrangement 
of the lower chest also permits of its lateral expansion by 
the pregnant uterus. 


Th£ male and female types of thorax are exaggerated in 
the case of cervical and bicipital ribs. These conditions are 
very well illustrated in a paper entitled “Cervical and 
Bicipital Ribs in Man,” which I published in the Guy’s 
Hospital Reports, 1883. 

In most attitudes the clavicle forms a lever of the second 
order. Its fulcrum is situated at the sterno-clavicular joint, 
the power is applied at its outer extremity, while the weight 
is transmitted through its impact on the first, and later on 
the second, costal arch to the sternum, and through the 
sternum and cartilages and ribs articulating with the 
sternum to the spinal column. When both clavicles are 
heavily engaged the chest is fixed and respiration is carried 
on through the action of the diaphragm. Man is therefore able 
to lead a very much more vigorous and laborious life, and to 
do so with the expenditure of much less energy than the 
female, who is seriously handicapped by the modification in 
the mechanics of her chest that the necessity of accommo¬ 
dating a foetus in her abdomen entails. 

The increase in the length of the abdominal cavity, the 
greater area of the abdominal wall, and the greater 
size of the pelvic cavity, all reduce that muscular pressure 
which is exerted more advantageously in the male upon 
the intra-abdominal viscera, retaining them in place, and 
opposing the tendency to prolapse which occurs when the 
erect posture is assumed. In civilisation this tendency to 
prolapse of the viscera is accentuated in the female by the 
use of the corset, which approximates the long flap-like sides 
of the lower chest with the same facility that the pregnant 
uterus separates them from one another. The greater 
capacity of the female pelvis favours the accumulation of 
material in the pelvic colon and the tendency to its 
elongation which forms the basic factor in chronic 
intestinal stasis. 

I have no doubt that the variations in the liability to 
disease of the several abdominal viscera in the two sexes 
depend on the differences which exist in the mechanical 
relationship of the organs to the surrounding skeleton and 
muscle wall. 

The greater rigidity of the abdominal wall in man, with 
the corresponding cramping of the contained viscera, favour 
kinking at the duodeno-jejunal junction and the consequent 
distension and ulceration of the duodenum and stomach, and 
later the development of cancer in the latter organ. The 
greater laxity of the abdominal wall in the woman which 
frequently appears at a comparatively early period in her 
sexual life, and the associated corresponding mobility of the 
contained viscera, while increasing the infection of the 
contents of the small intestine, diminish the tendency to 
angulation at the duodeno-jejunal junction and the con¬ 
sequent ulcerative changes in the duodenum and stomach. 
It is well to remember that the degree of rigidity of the 
abdominal wall varies in both sexes, but particularly in the 
female, at the different periods of life, and to a great extent 
with pregnancy. The greater mobility of the liver in the 
woman, especially about middle life, tends to reduce the 
strain experienced by the lesser curvature of the stomach and 
the frequency of the formation of ulcers in that situation. 
On the other hand, it favours stagnation of the contents of 
the prolapsed gall bladder and the more ready formation of 
gall stones, which occur in the woman four times as often 
as they do in man. The same mechanical conditions permit 
of an abnormal mobility of the kidney in the woman. 

The following proportions which I have obtained from the 
statistics of the Mayo Clinic are very suggestive. 75 per cent, 
of peptic ulcers are duodenal; 11 per cent, of patients with 
gastric ulcer have duodenal ulcer ; 3 2 per cent of cases of 
duodenal ulcer have gastric ulcer ; more than 30 per cent of all 
cancers in man are in the stomach ; cancer of the stomach 
occurs in the proportion of 38 per cent, in the male to 22 per 
cent, in the female ; 85 per cent, of all cancers and ulcers in 
the stomach involve the lesser curvature ; diverticulitis occurs 
in the proportion of 66 per cent, in the male to 33 4 per cent, 
in the female; and cancer of the rectum is a little more 
common in the male. With a view of demonstrating the 
mechanical factor more clearly I have attempted to obtain 
further details as to the incidence of disease at different ages 
in the two sexes, but without success. 

The Part Playrd by the Thyroid Gland. 

As regards the various organs of the body, that one which 
is most closely associated with the sexual function in the 
female is the thyroid gland. The variations in the size of the 


1 Trans. Obstet. Soc., 1887. 
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thyroid afford clear confirmation of the preponderating 
influence of sex in the woman a9 compared to the part it 
plays in man. 

The thyroid enlarges periodically daring the whole period 
of the woman’s sexual life. This is more marked during the 
few days preceding menstruation, and continues while the 
period of sexual desire is at its height. After this the thyroid 
diminishes in size, and with this decrease there is a corre¬ 
sponding loss of the appetite. In some cases it may amount 
to a strong dislike for intercourse at this period. This con¬ 
dition exists all through the sexual life of the vfoman, but in 
our race it is much more marked between the ages of 19 and 
23. The enlargement of the thyroid is accentuated by 
intercourse and still more by pregnancy. The thyroid and 
the ovary would appear to go through associated stages of 
activity and rest. 

One of the most marked features in advanced cases of 
chronic intestinal stasis in the woman is the total absence of 
sexual .desire, it being replaced in many instances by a 
feeling of disgust for intercourse. Associated with this there 
is in this di>ease great wasting of the thyroid gland. This 
wasting is most conspicuous in the isthmus, which cannot be 
detected by the finger though the rings of the trachea can 
be accurately and clearly defined. 

McCarrison has pointed out in his classical work that the 
administration of thyroid extract is occasionally followed 
by pregnancy. Imperfect development of the thyroid is 
associated with a corresponding condition of the sexual 
apparatus. According to McCarrison, •• total loss of thyroid 
secretion causes failure of development of the sex organs and 
a condition of infantilism. In subthyroidic girls the ovaries 
and uterus either remain infantile when menstruation is 
not established, or these organs develop late, resulting in 
amenorrhcea.’* 

How far the thyroid varies in size in the circum¬ 
stances already described in women whose hair is towy 
or red, as compared with the variations in women with 
dark hair, I cannot assert positively, but I have formed 
a very definite opinion that it alters with the intensity 
of the sexual appetite, which is certainly a more 
marked feature in women of this coloured hair than it 
is in the brunette. It is obviously the case that this 
type of woman resists the poisonous influences of chronic 
intestinal stasis with much more vigour and that she retains 
her sexual appetite up to a later stage in that disease than 
does her dark-haired sister. Perhaps one of the most 
remarkable effects of freeing the ileal effluent in chronic 
intestinal stasis by the removal of the colon is the rapid 
return of sexual desire, which may have been lost for some 
considerable time. Not only does it return to normal con¬ 
ditions, but in many cases it becomes manifestly exaggerated, 
and may be a source of anxiety to the individual as well as 
to others. 

This all points to the fact that woman’s thyroid plays 
a very important part in her sexual life, far in excess of 
what it does in man. Therefore the strain exerted upon 
that organ is very distinctly greater than it is in man, and in 
consequence it is much piore liable to undergo changes under 
that stress which result in degeneration and in the develop¬ 
ment of a varying degree of myxceHema. In the female the 
toxins or organisms which are derived from the intestine in 
chronic intestinal stasis produce by their influence on the 
overstrained thyroid, directly through its blood-supply or 
indirectly through its nerve-supply, a far greater change than 
in man, and this occurs during the period of greatest 
sexual activity. The incidence of exophthalmic goitre 
in the two sexes affords a very good illustration of the 
truth of this view. 30 per cent, of the cases occur in 
women between the ages of 20 and 25. Murray found 
that it arose 18 times more often in females than in 
males, while Mackenzie estimates the proportion as 9 to 1. 
Personally I would make the proportion very much higher 
than either of these observers, as I believe that a number of 
trivial cases escape observation and recognition. 

McCarrison has shown that up to the age of puberty the 
sexes are affected by endemic goitre almost equally. From 
the age of puberty onwards females are much more liable 
to snffer than males. He finds what he calls the simple 
toxzemic goitre as we see it in this country to be incom¬ 
parably more common in the female than in the male. He 
also insists on the serious damage which the infant sustains 
from the presence of any form of toxic goitre in the mother. 


Two Factors in the Sexual Life of Woman. 

I have here dealt with the function of the prostatic fluid as 
it affects the female, but it is too large and too complicated 
a question to discuss adequately in a paper like this. 

In the sexual life of the woman we have got to consider 
two factors. One is the action of the prostatic secretion on 
the woman and the other is that of pregnancy. 

The prostate would seem to exert a double function. It 
provides an internal and an external secretion. The former 
by its effect on the man acts as a powerful stimulant, while 
the action of the latter on the woman is very far-reaching 
and active in its results. It can be readily gauged by its 
effect in cases of chronic intestinal stasis, for which it would 
seem to provide a natural antidote. It is easy to tell by 
examining her breasts whether the static woman i9 being 
deprived of the advantages which the prostatic secretion 
affords. 

Except in the case of those women with red or towy- 
coloured hair, the upper and outer zones of the breasts of 
women affected with this disease are hard and nobbly, this 
process tending to spread to the rest of the organ. This 
condition, I have shown, renders the breast very liable to 
cancerous infection. If the supply of prostatic secretion is 
in sufficient quantity this hardness does not develop, or, if 
it already exists, it will subside or disappear altogether. The 
same applies to many of the other obvious evidences of 
chronic intestinal stasis, a condition which is very common 
indeed in our civilised community. 

That the secretion of the prostate exerts a most beneficial 
effect on the woman I have been able to demonstrate on 
innumerable occasions in static patients. Its action also on 
the apparently moribund spermatozoa is most striking. 
Several years ago I suggested its use in tabloid form. These 
extracts were made in Chicago and have been used very 
largely and apparently with much benefit. 

Pregnancy affords the static woman with the prolapsed, 
angulated, and dilated gastro-intestinal tract, who exists in 
enormous numbers in the community, an opportunity of 
rehabilitating herself by re-establishing temporarily the 
normal flow of the intestinal contents, and so permitting 
her to store up in her body such a quantity of fat and muscle 
as will serve to retain her viscera in their correct positions 
and functions. 

How often does one see a poor thin static virgin con¬ 
verted into a plump, healthy, happy mother by a pregnancy ? 
How often is the surgeon called upon to perform operations 
of a more or less mutilating character upon the breasts and 
intestinal tract of women who, if they were able to perform 
the normal functions which they were bom to carry oqt, 
would be restored to a 6tate of health and happiness instead 
of leading lives of necessarily increasing invalidism and 
being a nuisance to themselves and to those with whom 
they are brought in contact ? 


THE PHARMACOLOGY OF ALCOHOL.* 

By ROBERT B. WILD, M.D. Lond., M.So. Manch., 
F.R C.P. Lond., 

MAJOR, R.A.M.C. (T.F.); PROFESSOR OF MATERIA MEDICA AND 
THERAPEUTICS, UNIVERSITY OF MANCHESTER. 


I intend to confine myself to the pharmacological action 
of alcohol in the narrow sense of the word pharmacological 
and to consider the action of alcohol as a drug. The actions 
and uses of alcohol in medicine may be summarised under 
four heads: (1) Local action on the skin, mucous membranes, 
and raw surfaces ; (2) reflex actions on the body when 
applied to accessible mucous membranes; (3) action on 
digestion; and (4) actions after absorption into the blood. 

Local Action of Aloohol on External Surfaces. 

Its action on the external surface depends upon its 
volatility, its affinity for water, its power of coagulating 
proteid, and its antiseptic action. 

Owing to its volatility it is an almost invariable ingredient 
of cooling lotions when allowed to evaporate freely from 
inflamed surfaces. Somewhat paradoxically the same property 
determines its inclusion in most liniments and other pre¬ 
parations intended to irritate the skin, for when the alcohol 

* Part of a paper read before the Society for the Study of Inebriety 
on Oct. 8th, 1918. 
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is not allowed to evaporate the vapour easily penetrates the 
skin and irritates the sensitive and highly vascular tissues 
beneath the horny epidermis. Its affinity for water causes it 
to harden the tissues by extracting water from them, and 
this hardening effect is increased by the coagulation of the 
proteid in the still unkeratosed or partially keratosed cells 
of the deeper layers of the epidermis. In a more dilute form 
the same properties are used in astringent gargles and lotions. 

The antiseptic properties of alcohol are responsible for the 
existence of a great part of our museums of natural history, 
anatomy, and pathology, and although inferior in degree to 
many other antiseptics they add largely to its value as a 
local application. The fact seems too little known that the 
most powerful antiseptic effects are produced, not by abso¬ 
lute alcohol, but by alcohol of from 40 to 70 per cent. 1 

Re fax Actiont of A Icohol. 

The reflex actions which follow the local application of 
alcoholic solutions of a strength of 20 to 25 per cent, or 
over to the mucous membrane of the lips, mouth, and 
pharynx are of considerable importance because it is largely 
to these actions that alcohol owes its popular reputation as 
a stimulant. Its action is that of a local irritant and on a 
par with the action of ammonia or strong acetic acid and 
many other volatile irritants. The effects observed are a 
rousing of the latent consciousness, an increase in the 
movements of respiration, an increase in the force and 
frequency of the heart - in short, a hastening of the recovery. 

That these results are reflex is shown by the fact that they 
begin at once, long before any of the alcohol can have been 
absorbed ; that they occur even when none of the drug is 
swallowed but merely retained for a short time in the mouth 
and then rejected ; that they are proportional to the strength 
of the alcohol and not to the quantity, a few drops of strong 
alcohol merely applied to the lips is often effective, while a 
considerable quantity of dilute alcohol produces little effect, 
even if swallowed; finally, they do not occur if alcohol is 
injected directly into the circulation in animals.- 

The effects are also of a very temporary character and pass 
off in about ten minutes unless the alcohol is swallowed, 
when they may persist for half an hour, probably owing to 
the additional reflex from the mucous membrane of the 
stomach. I think much confusion has been caused in the 
discussions upon the action of alcohol by the failure to dis¬ 
tinguish sharply between these reflex effects common to all 
volatile irritants and the effects of alcohol after absorption. 

The Actum of Alcohol on Digestion. 

The action of alcohol on digestion is made up of two 
factors—viz., its action on the stomach and its action upon 
the stomach contents. The former is a combination of its 
local action on the walls of the stomach with the effects of 
its reflex action; the latter is purely chemical and due to the 
action of the drug upon the gastric secretions and upon the 
constituents of the food. 

It appears to be established that in dilutions up to 5 per 
cent, no deleterious effects are produced upon the action of 
the digestive ferments, nor any hardening of the proteid food 
which would make it more slowly digested. In this dilution 
the activity of gastric digestion is increased (1) by the action 
of the alcohol upon the mucous membrane of the mouth and 
pharynx, causing a reflex flow of saliva and gastric juice; 
and (2) by its local action upon the mucous membrane of the 
stomach, causing increased vascularity and a further flow of 
gastric juice. 

The stomach is practically a closed cavity with a tempera¬ 
ture of 98 6° F., and no matter how dilute a solution of 
alcohol may be, the alcohol will be partially vapourised at 
this temperature, and that part of the stomach unoccupied 
by food will contain a comparatively concentrated alcoholic 
vapour which is a marked irritant to a delicate mucous 
membrane. I believe this is the cause of the feeling of 
warmth in the stomach which usually follows the taking of 
even small quantities of alcohol, and that it is the vapour 
rather than the alcohol in solution which acts as an irritant 
and causes the increased vascularity. The rapid absorption 
of alcohol from the stomach—as compared, for example, 
with water—is probably also due, in part, at any rate, to 
the alcoholic vapour diffusing rapidly through the delicate 
epithelial cells of the mucous membrane. 

In concentrations over 5 per cent, almost all observers are 
agreed that alcohol delays digestion by interfering with the 
action of the digestive ferments and possibly hardening the 


proteids of the.food, while strong concentrations set up an 
actual catarrhal inflammation of the stomach, as was demon¬ 
strated many years ago by Dr. Beaumont in the classical 
case of Alexis 8t. Martin. , 

The increased movements of the stomach supposed to be 
set up by alcohol and so aid digestion have not been demon¬ 
strated by the more recent experiments, and it is doubtful 
if they occur in the case of dilute solutions. In certain 
concentrations, however, alcohol acts like a volatile oil, 
regulates p^istalsis, relieves spasmodic pain, and removes 
flatulence. 

Action of Alcohol after Absorption. 

It is now universally admitted that the main action of 
alcohol after absorption is on the central nervous system, and 
I think it is also admitted that the action of large doses is 
always a depressing or paralysing action. The various 
centres are affected in the inverse order of their development 
so that the first to go are the highest centres of judgment 
and emotional control, comparison, and inhibition.’ Those 
inhibitory centres which are so constantly in action in all 
civilised communities to restrain the inclinations and 
impulses of the natural man are early affected, and as civil¬ 
isation becomes more complex and life more intricate, these 
inhibitory centres are sometimes strained to breaking point. 

In such cases alcohol may benefit a patient by giving bis 
inhibitory centres a rest and time for recuperation. Releasee 
from the habitual control of the higher centres the lower 
centres tend to become more purely reflex and to over-act in 
response to various stimuli, giving rise to that increased 
activity, muscular or emotional, which, together with the 
reflex effects already considered, is responsible for the popular 
conception of alcohol as a stimulant. As the action of the 
alcohol proceeds these lower centres are themselves paralysed 
and the paralysis spreads to the still lower motor centres, 
then consciousness itself is lost and the full action of alcohol 
as a narcotic poison is manifested. 

The question is. however, more difficult in the case of the 
small doses of alcohol usually given for therapeutic purposes. 
The study of the various published researches leads me to 
the conclusion that so far the case for any preliminary 
stimulant action of alcohol on the central nervous system is 
not proven, and that all the phenomena attributed to such 
action can be equally well explained by assuming the action 
of alcohol to be consistently depressing throughout. 

I cannot now go into the subject of the anatomical basis 
for the action of alcohol upon the brain cells—whether it i* 
directly upon the cell protoplasm itself, or in combination 
with the lipoids of the brain cells, or upon the dendrites so 
as to interrupt communication of impulses from neuron to 
neuron ; any or all of these hypotheses are possible. It 
appears, however, to be certain that the neurons of oect^ 
having <certain functions are more sensitive than others, and 
probably the relative sensitiveness of the centres may vary 
somewhat in different individuals. With small doses, not 
sufficient to cause noticeable excitement, painful sensations 
are less acute and sources of mental worry, anxiety or 
irritation no longer occupy so large a place in the field of 
consciousness ; there is consequently a feeling of euphoria 
or general well-being; and a tendency to drowsiness or actual 
sleep if the environment is favourable. It is this sedative 
influence which is often so valuable in dangerous and 
exhausting illness, and the judicious use of alcohol may 
suffice to turn the balance in a debilitated and despairing 
patient. I wish to lay stress on the fact that this effect is 
obtained by small doses, and is not preceded by any indica¬ 
tion of a preliminary stimulation unless the drug is given in 
sufficient concentration to cause a temporary reflex effect 

Effect on Heart and Blood - Vessels. 

The action of alcohol on the circulation after its absorp¬ 
tion into the blood has been carefully worked out by experi¬ 
ments upon animals. The results are not entirely in accord, 
but the conclusion we are forced to come to is that there is 
no proof from these experiments that alcohol present in the 
blood in any concentration compatible with the amount given 
and with the symptoms exhibited has any action on the 
heart oi blood pressure sufficiently marked to be of import¬ 
ance in therapeutics. The presence of alcohol in the blood 
to an extent of 0 1 per cent, causes definite symptoms ot 
intoxication, and when given in therapeutic doses where 
such symptoms are never produced the quantity in the blood 
must be less than this amount. 
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While evidence of stimulation is absent, one result of per¬ 
fusion experiments upon the isolated heart by Loeb, 3 Dixon, 4 
and Hamill s is worthy of notice — viz., that in an exhausted 
or feebly-beating heart the addition of small quantities of 
alcohol to the perfusing fluid causes an improvement in the 
beat, and at the same time some of the alcohol was removed 
from the perfusing fluid, having apparently been utilised by 
the heart muscle as a source of nourishment. The improve¬ 
ment in the circulation clinically observed in cases of 
exhausting disease is probably due to a similar action, com¬ 
bined with a sedative action on the nerve centres which 
regulate the action of the heart, and also to a diminution of 
pain and anxiety. 

The effect upon the pulse-rate in healthy men appears to 
vary with the individual, and when the disturbing influences 
of movements and excitement are avoided, as in the experi¬ 
ments of Higgins,' 1 an increase of 1 to 4 beats per minute 
was found in 45 per cent, of the experiments, and in 55 per 
cent, no acceleration occurred. 

The most marked effect of alcohol upon the blood-vessels 
is seen in the skin. The flushing is due to a paralysis of the 
muscular fibres in the walls of the small vessels which results 
in the capillaries being distended with blood ; when fre¬ 
quently repeated a permanent enlargement of these vessels 
ensues. The increased amount of blood in the skin may 
relieve a possibly dangerous congestion in certain cases, and 
also promotes perspiration. Most important, however, is the 
effect of this dilatation of the superficial vessels upon the 
temperature of the body. Alcohol is a cooling agent; the 
large amount of warm blood in the skin rapidly loses heat. 
The increased heat production due to the oxidation of the 
alcohol in the body is quite inadequate to compensate for this 
loss of heat. When it is desired to increase directly the 
heat loss from the body and at the same time relieve con¬ 
gestion of internal organs and calm the nervous system 
alcohol may be used as an antipyretic drug : but the danger, 
now so well known, of the use of alcohol before exposure to 
cold must never be lost sight of. 

Other Effects. 

Apart from its reflex effects alcohol has singularly little 
action upon respiration ; this question, after the careful work 
of Higgins, 0 may be considered settled. The same may be 
said of its action upon the kidneys. This, of course, does 
not imply that large quantities of alcohol, or alcoholic 
beverages containing other constituents, have no action on 
the respiration and kidneys; indeed, the contrary is the 
case, but this action has no bearing upon the use of alcohol 
as a drug. Upon the action, if any, of alcohol upon those 
small but important structures, the endocrine glands, we 
know nothing. 

As to the influence of alcohol upon the various infection 
diseases, the possible concentration of alcohol in the blood, 
•even in a state of intoxication, rarely exceeds 0 25 per cent., 
and 0 6 per cent, is usually fatal. This concentration is 
quite insufficient to have any antiseptic action upon patho¬ 
genic organisms. Alcoholic subjects with degenerated tissues 
are well known to fall easy victims to infectious diseases, and 
there is considerable evidence that even in non-alcoholic 
> objects a dose of alcohol will lower the resisting power to 
infection by the pneumococcus, Streptococcus erysipelatosus , 
Staphylococcus jnjogenes , and probably Diplocnccus rkev- 
• notices. 10,1 There is some evidence that alcohol has some 
power to neutralise the toxins produced by the Bacillus 
Typhosus, the Bacillus coli,~ and the tubercle bacillus/ 9 
Mach further work is required on this interesting and 
important subject. 

A* he alcohol circulating in the blood i6 gradually burnt up 
in the body, and by its combustion it supplies heat and 
energy ; as the rate of oxidation is comparatively slow it 
serves the purpose of a food for some considerable time, but 
writb therapeutic doses 95 per cent, is burnt up in 24 hours 
and. only 5 per cent, excreted. The amount which can thus 
be utilised is strictly limited, and an increase in the amount 
taken does not lead to a more rapid oxidation ; for example, 
found that 45 c.cra. is not burned at a faster rate 
than 30 c.cm. — the former required 12 and the latter 8 
hours. 

T tie careful experiments of Neumann 12 have shown that 
alcohol up to 100 g. daily can replace a chemically equiva¬ 
lent amount of fat in the dietary. 1 g. of alcohol gives 
7 calobes, compared with fat 9 3 and sugar 4T. As much 


as 40 per cent, of the carbohydrate needs of the body can 
be supplied by alcohol, and a still larger proportion in the 
case of a patient confined to bed. 

The value of alcohol as a food must be discounted by its 
concomitant actions as a drug. There is no doubt that it is 
not a necessary food in health ; whether it is a desirable food 
is largely a matter of opinion, but there can be no doubt 
that there are conditions of disease where its sedative 
action on the nervous system may be desired and where the 
digestive functions are in abeyance. Here a form of hydro¬ 
carbon of high calorific value, which requires no digestion, is 
quickly absorbed, and readily oxidised maybe of very con¬ 
siderable value, and on this account alcohol may be preferred 
in such cases to other narcotics of greater potency, but 
which lack any nutritive properties. 

Ikerapcutic Considerations. 

1 have now enumerated all the actions of alcohol which 
can be utilised in the practice of medicine ; and powerful as 
these actions are I want to lay stress upon the fact that we 
have no proof of any direct stimulating action of pure ethyl 
alcohol upon the functions of the body after absorption. A 
substance which possesses such powerful actions may be 
approved or disapproved, but cannot be ignored as a drug, 
and our knowledge of the true place of alcohol in thera¬ 
peutics would soon be largely increased if it were always 
prescribed with a definite aim and an exact idea as to what 
it was expected to do in any particular case, and not in that 
vague indefinite way in which it is sometimes the custom to 
order so-called stimulants. 

For therapeutic purposes I should place the dose at the 
equivalent of from 20 to 180 c.cm. of pure ethyl alcohol in 
the 24 hours, and I doubt whether any further benefit can be 
obtained by more than the latter amount, even in subjects 
already habituated to alcohol. 

The alcohol can often be prescribed with advantage as 
50 per cent, alcohol (proof spirit) made up like any other 
powerful drug in a mixture with such disguising agents as 
tinct. gent, co., tinct. card, co., tinct. cinchon. co., or spir. 
chloroformi. 

So far I have considered only the effects of pure ethyl 
alcohol, and I hesitate to enter upon the difficult and debate- 
able ground of the actions of the various alcoholic beverages 
as compared with pure alcohol; for some purposes they may 
be better and for others worse owing to the presence of 
other constituents, but exact knowledge on these points is 
still lacking. These other constituents include a number of 
volatile substances, some the higher alcohols, and others the 
so-called ethers, of the constitution and action of which we 
know little: wines and beers contain in addition sugars, 
gums, organic acids and their salts, tannins, bitters, and 
colouring substances. How far and in what manner these 
substances modify the action of ethyl alcohol requires 
investigation. 

In experiments upon animals the action of the potable 
spirits is essentially that of ethyl alcohol and proportional 
to their alcoholic content, therefore any difference observed 
in their action on man must be due to an action upon those 
brain centres which are not developed in the animals used 
for experiment. Part at any rate of the difference not 
infrequently noticed between the effects of different alco¬ 
holic beverages may be due to the specific stimulation of 
olfactory nerve-endings. We all know how extraordinarily 
powerful an odour is in reviving old memories and starting 
trains of association in our consciousness. Possibly some 
of the differences noticed in the relative effects of different 
alcoholic beverages may be due to the effects of the 
volatile odoriferous constituents arousing different trains of 
association. 

I am of the opinion that it would be of advantage to the 
community if all distilled spirits were looked upon and used 
as drugs only. 
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The following is an account of the results obtained with 
227 a sera of antityphoid-inoculated men tested by the Oxford 
method. The material was obtained from the same source 
a9 that which was the subject of a previous paper. 3 The 
sera had been sent from the Military Hospital, Portobello, to 
this laboratory, University College, Dublin, National Uni¬ 
versity of Ireland, for the Wasserraann test, and had been 
taken from men who had received antityphoid inoculation. 
None of these cases were suffering, or had recently suffered, 
from enteric fever. Information was procured as to the 
number of inoculations together with the date of last 
inoculation which the man had received, but no data as to 
the type of vaccine employed were obtainable. As regards 
agglutinins for B. typhosus, the results obtained with the 
sera of 269 inoculated men previously examined and 
reported on are included. The standard cultures were 
kindly supplied to me by the Director of the Standards 
Laboratory, Oxford, whom I have to thank for a very 
regular and liberal supply. The research was carried out 
under the supervision of Professor E. J. McWeeney, and I 
have to express my indebtedness to him for many valuable 
suggestions. 

Agglutination Results with B. Typhosus. 

In Table I. are set down the results obtained with 227 sera 
of the present series of cases together with 269 specimens 
which formed the subject of a previous communication. This 
gives in all the results of the examination of 496 sera of 
inoculated men. From this it will be seen that 

1. The number of sera which failed to agglutinate Ty., 4 
designated as 0 units, increase as the time since last inocula¬ 
tion is prolonged—viz., 10 9 per cent., 11*5 per cent., 14 6per 
cent., 12 8 per cent., 15 9 per cent., 240 percent., 8 0 per 
cent, (few sera), and 23 9 per cent, at the various three 
months periods. It will be noticed that there is a sudden 
increase in the number of negative sera at the end of 
15 months. 

2. The highest number of units is obtainable during the 
first three months since inoculation, 4 8 per cent, giving 
650-1250 units. After three months since inoculation no 
sera came into the 650-1250 units group, and only a small 
percentage, 0*9 per cent., came within the 350-650 unit 
group. This indicated a sudden drop in high titres after the 
third month. In the three groups 7-9. 10-12, 13-15 months 
— i.e., between the seventh and fifteenth month since 
inoculation, no serum reaches 350-650 units, but there are a 
good many (4 per cent., 4 6 per cent., 2 2 per cent.) to be 
found in the 150-350 unit group. After 16 months none of 
the sera reached the 150-350 unit group. As might be 
expected, as the number of sera giving high titres diminish, 
the figures for the lower titres increase—e g., under the 
group 3-15 units, reading down, the figures in the column 
for the time periods since last inoculation are 9 7 per cent., 
26 5 per cent., 24 per cent., 31*4 per cent., 45 4 per cent., 
44 per cent, and 48 per cent. 

From a study of these 496 sera it would appear that, in so 
far as agglutinins may be taken as an index to immunity 
against infection, during the first three months since inocu¬ 
lation immunity is high, from 4-15 months it is moderate, 
and after 15 months it is poor. After 15 months the number 
of negatives increases, and among the positive sera the titres 
are low. To secure immunity, therefore, the inoculation 
should be repeated after the lapse of not later than 
15 months. 


1 Abridged from a report to the Medical Reaeirob Committee, read 
before the Sectiou of Pathology, Royal Academy of Medlciue in 
Ireland. 

2 Th*se 227 are taken from a batch of 421 specimens examined in 
connexion with parallel Bordet-Gengou testa carried out bv mv 
colleague Dr. W. D. O Kelly. 

3 The Lancet. 1916,11., 970. 

« For the sake of simplicity B. typhosus, B. paratyphosus A and B 
will be referred to asTy., A, and B respectively. 


Table I .—Agglutination Results with B. Typhosus (This and 
Last Year Combined), 


Months 
since last 
inoculation. 

No. 

of 

sera. 

Agglutinin units. 

0 

3-15 

15-35 

35-65 

65-150 

150- 

350 

360- 

650 

650- 

1250 

1-3. 

82 

10-9 

9*7 

158 

170 

21*9 

121 

7*3 

48 

4-6. 

113 

11*5 

26*5 

16-9 

24-7 

141 

6*2 

09 

— 

7-9. 

75 

14*6 

240 

373 

14-6 

53 

40 


_ 

jo-12. ; 

86 

12-8 

31*4 

ld-6 

221 

10*4 

4-6 

_ 

_ 

13-16. 

44 

15-9 

454 

20-4 

136 

22 

2*2 

_ 

_ 

16-18. i 

25 

24 0 

44 0 

16*0 

12 0 

4*0 

— 

_ 

_ 

19-23. 

25 

80 

48*0 

360 

4*0 

40 

— 

— 

— 

24 and over 

46 

23 9 

326 

26 0 

10 8 

65 

— 

— 

— 

— | 

496 

141 

28*4 

21*9 

175 

10*6 

50 

14 

0*8 


The Effect of Multiple Inoculation with B. Typhosus Vaccine. 

A chart was constructed giving the agglutination results 
obtained with B. typhosus with the sera of men who had 
been inoculated once, twice, and three or more times. The 
chart would seem to show that (1) fewer non-agglutinating 
sera are met with in multiple inoculation, particularly during 
16-24 months after inoculation ; (2) multiple inoculation 
does not produce such a high response as the first single 
inoculation, but, on the other hand, in the sera of men who 
have been inoculated several times a high agglutinin content 
is persistent. The result of one inoculation might be com¬ 
pared to the brilliant, though not permanent, effect of a 
large single dose of salvarsan in a case of syphilis, as com¬ 
pared with the slow, but more permanent, improvement 
brought about by smaller doses frequently repeated. 

The Effeot of Typhoid Mixed “ T.A.B." Vaccine on the 
'lyphoid Agglutinin litre. 

It is stated in the directions issued with the Oxford 
standard cultures that an attack of paratyphoid fever may 
raise, either slightly or markedly, the artificial typhoid 
agglutinins already present in the serum of an inoculated 
individual, apart altogether from the production of specific 
paratyphoid agglutinins. Arising out of this statement the 
question presents itself—granting that a man has already 
received B. typhosus vaccine, if he be now injected with 
mixed T.A B. vaccine, will his artificial typhoid agglutinins 
be raised to a higher point and will they become more 
lasting than if he had received a second dose of simple 
B. typhosus vaccine only ? If this were the case, inocula¬ 
tion with T.A.B. vaccine would be actually preferable. 

Unfortunately, in the present series of cases no details as 
to the type of vaccine employed for inoculation were obtain¬ 
able, but it perhaps may be fairly assumed that the men 
whose sera agglutinated A or B, or both, as well as Ty. had 
received mixed T.A.B. vaccine, whereas those which 
agglutinated Ty. only, had only received simple Ty. vaccine. 
None of these cases had a history of recent typhoid or para¬ 
typhoid fever, so that the presence of natural agglutinins 
could be excluded. 

With the above point in view Table II. has been drawn up. 
The sera are arranged under four heads: (1) Those sera 
which agglutinated Ty. only; (2) those which agglutinated 
bothTy. and A ; (3) those which agglutinated Ty. and B ; and 
lastly (4) those which agglutinated all three. The sera which 
failed to agglutinate any of the micro-organisms have been 
omitted from the list. The figures in these columns indicate 
the average agglutinin units (i.e., the total number of units 
divided by the number of sera examined) for Ty. in all 
cases, and they are further arranged according to the number 
of months since last inoculation. 

It will be noticed that the Ty agglutinin content is higher 
in mixed vaccine cases, at practically all periods, than was 
obtained in cases inoculated with simple Ty. vaccine (first 
column) This marked difference between the Ty. agglutinin 
content of sera of persons who had received simple Ty. vaccine 
and mixed T.A.B. vaccine may be due (1) to the typhoid 
element in T.A.B. vaccine; (2) to the A and B elements 
together ; (3) to the A or B elements individually. 

Before determining whether this relatively high Ty. agglu¬ 
tinin content is due to the A or B constituents it is necessary 
to make sure that we are not comparing, in the first column, 
the sera of men who have received but one dose of Ty. vaccine 
with the sera of men in the other columns, who have, in all 
probability, received the T.A.B. vaccine as a second dose 
(T.A.B, inoculation having been introduced at a much later 
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Table II. —Agglutination Results with B. Typhosus arranged 
according to the Agglutinating Properties of tlve Sera for 
B. Paratyphosus A anil B (to Demonstrate Effect of Simple 
B. Typhosus and Mixed T.A.B. Vaccines ). 


(a) No. of sera. (6) Average typhoid agglutinin units. 


Months.* 

Ty. only. 

Ty. and A. 

Ty. and B. i 

Ty., A, and B. 

(a) 

(6) 

(a) 

(b) 

(a) 

(b) 

(a) 

(b) 

1 

1 

21 

2 

48 

_ 

_ 

7 

75 

2 

1 

20 

3 

179 

— 

_ 

4 

78 

3 

5 

7 

1 

26 

— 

— 

3 

146 

4 

6 

59 

1 

8 

2 

281 

2 

111 

5 

11 

25 

3 

46 

_ 

— 

8 

94 

6 

7 

55 

2 

41 

— 

— 

1 

69 

7 

7 

34 

— 

_ 

— 

— 

3 

16 

8 

3 

14 

1 

10 

— 

— 

2 

34 

9 

6 

42 

3 

12 

— 

— 

2 

34 

10 

5 

79 

1 

34 

— 

— 

6 

64 

11 
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20 
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_ 

1 

26 

3 

24 

12 

2 

| 

79 

— 

— 

2 

41 




# Since last inoculation. 


period than simple Ty. inoculation), because in this event (as 
has been shown before) cases who have received two doses of 
Ty. vaccine would have a higher unit content than those 
who had received only one dose, apart altogether from the 
question of A and B constituents. 

In drawing up Table II. due attention has been paid to 
this point and only the sera of men who have received more 
thaD one inoculation have been included, so that the excess 
of Ty. agglutinins in the T.A.B. cases cannot be ascribed to 
the difference in effect which would be produced by two 
doses of Ty. vaccine over that produced by one dose only. 
The elimination from the table of all cases who had received 
only a single dose of vaccine reduces the total number of 
cases to a considerable extent. Further accuracy might be 
obtained if cases who had received two doses of vaccine and 
three doses of vaccine respectively were compared, but the 
relatively small number of cases would not allow of any 
further subdivision. 

Now, granting that the Ty. element of the T.A.B. vaccine 
is not responsible for this increase in Ty. agglutinins, it 
must be due to the A or B element, or both equally, or to 
their combined presence. Although the number of cases 
have become smaller when so many factors have to be taken 
into consideration, the figures would seem to point to the 
fact that the combined presence of the A and B elements is 
responsible for the rise in the Ty. agglutinin titre. From 
the figures available it would not be possible to say whether 
the A and B elements taken individually can claim priority 
in causing this effect. 

Agglutination Results with B. Paratyphosus A and B. 

The results obtained are set out in Tables III. and IV. 
On the whole, these results are disappointing, as a large 
number of sera failed to agglutinate either A or B. This 


Tables III. and IV .—Agglutination Results with B. Para - 
typhosus A and B. 

III.— B. Paratyphosus A. IV.— B. Paratyphosus B. 


Month* 

U 

Agglutinin units. 

Agglutinin unit*. 
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I* 

n 

3- 

15- 

35- 

65- 

150- 

350- 

650- 


3- 

lb- 

35- 

65- 
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lation. 

fc o 
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15 

35 

65 

150 

350 

650 

1250 

0 

15 

35 
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1-3 ... 

34 

29-3 

8-8 

U-7 

23*5 

17-6 

5*8 

_ 

2*9 

5'-9 

294 

88 

8-8 

_ 

4-6 ... 

54 

64-8 

18-5 

12 9 

1*8 

1-8 

— 
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72*2 

14-8 

5*5 

5 5 

1*8 

7-9 ... 

35 

P5-7 

20-0 

57 

2-8 

28 

— 
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17*1 

_ 
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32 

562 

21-8 

18-7 

31 

— 

— 

— 

— 

56- 2 

21*8 

CO 

OJ 

125 

__ 

13-15... 

18 

68 8 

11*2 
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9 

88*8 

— 

11-2 

— 

— 

— 

— 


77-7 

11*1 

11-1 

— 

_ 

19-23... 

12 

91-6 

— 

— 

8*4 

— 

— 

— 

— 

100 

— 

— 

— 

— 

24 & 1 
over S 

33 

878 

60 

30 

— 

3*0 

— 

— 


87-8 

60 

3 0 

3-0 

- 

— 

227 

66-0 

136 

9-2 

5-2 

3 9 

0 8 

0-4 

0*4 

740 

15*0 

4*8 

5-7 

0*4 


may be partly explained by the absence of the A and B 
elements in the vaccines in the case of men who had received 
inoculation more than 12 months before the examination of 
the sera was made; but one would expect to get more 
sera agglutinating A and B among those men who had been 
comparatively recently inoculated, say within 12 months, 
when inoculation with mixed T.A.B. vaccine had become 
more general. 

Two other factors which might produce this poor response 

ay also be taken into consideration : 1. The dose of 


A and B in mixed T.A.B. vaccine is only half the strength 
of the Ty. 2. The agglutinins resulting from an injection 
of T.A.B. vaccine would greatly favour the Ty. agglutinins 
in the case of a man who had already been inoculated with 
simple Ty. vaccine ; that is to say, the A and B elements in 
the vaccine might be only the first dose of these particular 
micro-organisms, and consequently their agglutinins would 
fade away more quickly from the serum, whereas the Ty. 
element in the vaccine might represent the third or fourth 
dose of this microbe ; consequently the agglutinins would 
persist for a longer time in the serum. 

This extraordinary discrepancy between Ty. and A and B 
agglutinins was well seen in a chart where the percentage of 
negative sera obtained with Ty., A, and B are set out. So far 
as these cases are concerned one would be inclined to say 
that A and B agglutinins begin to disappear rapidly three 
months after inoculation ; after twelve months they are prac¬ 
tically gone, except in the case of A, where they persist 
longer than B agglutinins. As even in Ty.-inoculated 
subjects one must be prepared for a certain number of non¬ 
agglutinating sera, what might be regarded as the normal 
negatives, so also in the case of A and B inoculation a certain 
number of sera will be met with which will not agglutinate 
A and B. 

In the absence of any definite information as to the type 
of vaccine the men of this series had received, it might be 
well to examine what might be termed the positive Mde, and 
compare those sera which agglutinated each micro-organism, 
eliminating from the figures those sera which were negative. 

When entering into a criticism upon the relative properties 
of sera which agglutinate Ty., A, and B, it must be remem¬ 
bered that although the cultures used in this investigation 
were Oxford Standard Cultures, these standards only hold 
good for repeated examinations with one specific micro¬ 
organism. The cultures were not standardised as against 
each other. A standard unit of Ty. agglutinin does not 
neces>arily correspond with a standard unit of A or B 
agglutinin. The sera which form the subject of this paper 
were tested against standard cultures which had the average 
factors of 5*7 for Ty., 3 6 for A, and 3 0 for B. It should 
be remembered, therefore, that the coarse of the curves 
rather than their relative heights are compared. 

A chart has been drawn up so as to compare the sera which 
agglutinated Ty., A, and B. All negative sera have been 
eliminated, and the percentages calculated upon the number 
of sera which agglutinated the three micro-organisms. 

The following observations may be made :— 1. During the 
1-3 months period after inoculation the A agglutinins 
approximate much more closely to the Ty. agglutinins than 
do the B. The agglutinins for B are much weaker — viz., more 
weak titres (3-15) and less high ones, the highest number of 
units reached being 35-65. 2 During the 4-6 months period 
the Ty. curve is comparatively stationary, whereas those for 
A and B are both decidedly weaker, the curves being steeper. 
3. During the 7-9 months all three curves show weakness, 
but the curve for A agglutinins has still some similarity to 
Ty. agglutinins as regards high titres; but a larger percentage 
of cases gave only 3-15 units. 4 During the 10-12 months 
period the Ty. agglutinins are holding their ground, whereas 
A and B are both falling away together, the difference being 
possibly slightly in favour of A agglutinins. 

An examination of the curves would seem to indicate that 
the A agglutinins behave like those for Ty. The B response 
is weak all the time. In T.A.B. vaccine the dose of A is only 
half the strength of the Ty., and it would appear justifiable to 
conclude that if the same dose of A vaccine were given as is 
given for Ty. the resulting agglutinins would be the same and 
the immunity as estimated by agglutinins would be equally 
good. 

But in the case of B agglutinins the response to vaccine, 
as at present used, is comparatively so weak that a con¬ 
siderably stronger vaccine would be necessary to produce an 
equally strong immunity. Consequently, one would be 
tempted to recommend a change of dosage in prophylactic 
T.A.B. inoculation — namely, to equalise the strength of A 
element with that of Ty. and to give twice the correspond¬ 
ing strength of B vaccine. The ratio then would be Ty. 1 , A 1 , 
B 2 . This might suitably be given in three doses. 

(1) ... Ty. 250 million* ... A 250 million* ... B 500 million*. 

(2) ... Ty. 500 „ ... A 500 .B1000 

(3) ... Ty, 1000 . A1000 .B 2000 „ 

Dublin. 
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Morbid Anatomy and Histology of Rheumatoid Arthritis. 

A meeting of this society was held on Oct. 28th, Major 
A. F. Voelckkr, the President, being in the chair, when 
Dr. T. S. P. Strangeways read a paper on the Morbid 
Anatomy and Histology of Rheumatoid Arthritis, and 
exhibited numerous pictures on the epidiascope showing the 
inflammatory and fibrotic conditions around the joints. 

Dr. Strangeways gave the following summary of a report 
with a detailed description of the changes found in joints of 
patients suffering from that form of chronic arthritis at present 
recognised clinically as rheumatoid arthritis. Most of the 
specimens which furnished the material for the report were 
obtained during post-mortem examination of over 2000 joints 
of patients suffering from one or other of the following forms 
of chronic arthritis—namely, rheumatoid arthritis, osteo¬ 
arthritis, chronic gout, or Charcot’s disease. He was indebted 
to a large number of men in practice in Great Britain and 
Ireland for the clinical and pathological material from which 
this report was prepared, add wished to express his gratitude 
to them for allowing him to conduct the post-mortems neces¬ 
sary. The anatomical and microscopical specimens prepared 
to demonstrate the various changes in such joints were pre¬ 
served at the Cambridge Research Hospital, where they were 
accessible for inspection to any interested. The report 
referred to was submitted to the Medical Research Com¬ 
mittee, who made a generous grant in aid of the work from 
the funds at their disposal. The summary has been written 
in the form of categorical statements, which for the sake of 
reference have been numbered. 

Chan get found in Rheumatoid Arthritis. 

1. The term rheumatoid arthritis, as at present used, 
includes several forms of arthritis which are clearly due to 
different causes^although clinically they may show several 
points of similarity. 

2. The crippling and deformity associated with rheumatoid 
arthritis or what is taken as such is largely of muscular 
origin which may be (a) of the nature of an involuntary 
contraction brought about by pain referred to the joint of 
the crippled limb, (6) due to an involuntary muscular spasm 
caused by pain on movement of the .damaged joint, (e) due 
to actual atrophy and shortening of some of the muscles 
connected with the diseased joint. This atrophy is usually 
associated with disuse and long-continued muscular spasm. 

3. In other cases the deformity is due to changes in the 
joint itself such as: (a) distension of the capsule bv an 
excess of synovial fluid, ( b ) dislocation of the bones of the 
articulation, (c) changes in the shape of the articular 
surfaces owing to formation of new bone or to erosion of 
the original. 

4. Some cases in which clinically the joints appear to be 
damaged show very little morbid change on post-mortem 
examination, although the symptoms of arthritis with 
crippling deformity have been present for many years. 
Some of these cases seem to be of nervous origin, associated 
with pain which is referred to the joint. 

5. Cases are observed in which the capsule of the joint has 
been distended for a long period by an excess of synovial 
fluid, accompanied by more or less deformity, but in which 
on post-mortem examination no marked changes are 
discovered. In some examples of this tvpe the fluid 
ultimately diminishes. Fibrotic changes may then be 
present in the capsule and the articular cartilages may 
have undergone fibrillation or atrophy. 

6. A considerable proportion of the joints show distinct 
inflammatory changes in the synovial membrane, in the 
capsule or in the bones of the articulation ; in any case the 
articular cartilage may be involved, These inflammatory 
lesions may be present in one or all of the above-mentioned 
structures, and be either acute, subacute, or chronic. 

7. In a few cases the processes are obviously of infective 
origin and are associated with marked inflammatory 
changes in the synovial membrane and the formation of 
thick fleshy villi and vascular adhesions. Microscopically, 
the inflamed tissues show large collections of inflammatory 
cells and new capillaries. Erosion of the articular cartilage 
and bones may also be present. 

Nature of Inflammatory Process. 

8. If changes are found in a joint affected with what is 
termed rheumatoid arthritis they are usually of an inflam¬ 


matory nature, but their severity and extent vary consider 
ably in different cases and in * different joints from the 
same case. The changes may be present in a part only of 
the articulation. 

9. The inflammatory process may originate either in the 

synovial membrane, in the capsule," or in the medulla of the 
superficial cancellous spaces of the epiphysis, or in all three 
of these structures. » 

10. The inflammatory process, if severe, is associated with 
proliferation of the connective tissue cells, the development 
of new blood-vessels, the accumulation of leucocytes, and 
sometimes with the extravasation of red blood corpuscles 
and the presence of fibrin. The inflammatory tissue may 
originate in the synovial membrane or in the capsule and 
invade the articular cartilage and bone, or lead to the 
formation of inflammatory adhesions in the joint cavity. 
This inflammatory tissue tends in the course of time to 
become organised and converted into fibrous tissue and may 
result in fibrous ankylosis either between the adjacent 
surfaces of the capsule or between the cartilage, or even 
between the bones of the articulation if the original cartilage 
has been destroyed. 

11. In some cases the arthritis is of a subacute type from ^ 
the onset, and the inflammatory changes, although often 
progressive, are not so marked. In this type the changes 
may originate in the synovial membrane, the capsule, or the 
superficial marrow spaces of the epiphysis, from either of 
which they may spread to the articular cartilage; the 
process leads to the formation of fibrosing tissue in the 
affected areas, and this when present in the capsule causes 
the latter to contract. The movements of the limb are in 
consequence restricted and the articular cavity decreased in 
size. Fibrous adhesions also develop in these joints, and in 
some cases fibrous, cartilaginous, or bony ankylosis. 

12. The changes in the superficial marrow spaces lead to 
resorption or erosion of the osseous trabeculae, which may be 
associated with the invasion and replacement of the articular 
cartilage by the inflammatory tissue. 

13. Other joints show a slowly progressive inflammatory 
fibrosis of the capsule, often associated with degenerative 
changes in the cartilage and proliferative changes in some 
of the superficial marrow spaces. In these joints areas 
of cartilage may be invaded, either superficially from the 
capsule or from beneath by proliferating connective tissue 
cells and new vessels of the superficial marrow spaces. 

14. The inflammatory reaction of the marrow of the super 
ficial cancellous spaces of the epiphysis may be of an acute, 
subacute, or chronic type. In either tvpe the connective 
tissue cells of the marrow proliferate and new blood-vessels 
form. In the acute cases the new connective tissue cells are 
of stellate form. In the chronic cases the connective tissue 
cells appear more fibroblastic, especially such as be near the 
edges of the bone trabecula:, but in all cases these cells show 
a tendency to store up fat and become marrow cells as the 
inflammation 7 process subsides. In those cases where the 
superficial osseous trabecula: are eroded and the zone of 
calcified cartilage invaded the connective tissue cells and 
vessels form a definitely organised fibrotic tissue, the cells 
of which do not show the same tendency to produce fat. 

15. In no instance has it been possible to demonstrate peri¬ 
articular changes of an inflammatory nature around the 
affected joints, and it is doubtful if there is such a condition 
as periarticular rheumatoid arthritis. 

Changes in Cartilage. 

16. The changes in the cartilage vary considerably in 
different joints from the same case, and "even in the same 
joint. 

17. The articular cartilage may show signs of atrophy, 
accompanied by modifications in the staining reaction of the 
matrix. 

18. The articular cartilage may Bhow proliferation of its 
cells, which results in the formation of cell groups usually 
surrounded by an unstained zone. 

19. The cartilage may become definitely fibrillated, and 
with this change there is usually evidence of proliferation 
and the formation of groups of cartilage cells. The fibrilla¬ 
tion begins, as a rule, on the free surface and may extend to 
the deepest parts of the articular cartilage. 

20. The hyaline cartilage may become converted into a 
modified fibro-cartilage, but in such specimens there is 
usually evidence of some inflammatory process in the 
neighbourhood of the altered structure. This process 
seems to be due to proliferation of the cartilage cells 
but in some specimens the connective tissue cells of the 
inflammatory tissue also appear to take part in the formation 
of fibro-cartilage. 

21. Areas of the articular cartilage may become necrotic : 
this necrosis may be found where inflammatory reaction has 
taken place. The edges of the necrotic mass often show a 
beautiful replacement fibrosis, which may eventually lead to 
the complete removal of the necrotic tissue. 

22. In some joints portions, or even the whole layer, of the 
articular cartilage may be infiltrated and replaced by a more 
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or less vascular inflammatory tissue, owing to the cartilage 
having been invaded by new blood-vessels and connective 
tissue cells. In certain specimens the cartilage cells pro¬ 
liferate and appear to take part in the formation of the new 
tissue which has replaced the cartilag#. This replacement 
of cartilage may begin either on the free surface from an 
inflammatory process spreading from the synovial mem¬ 
brane or capsule, or in tne deeper parts of the cartilage by 
the extension of an inflammatory process from the sub- 
adjacent marrow spaces. 

Changes in Bone. 

23. The articular bone may show atrophy, rarefaction, 

resorption, or erosion. , 

24. The superficial osseous traliecalu. 1 underlying those 
portions of the articular cartilage in which advanced 
atrophy, fibrillation, or complete wearing away has taken 
place 'may show increase in size and density owing to 
formation of new bone, brought about by continued use of 
the limb notwithstanding the joint changes. The amount 
of the new bone formed appears to depend upon the reaction 
of the tissues to pressure, and this increases in proportion 
to the weight and friction on the affected area. In those 
instances where the cartilage is absent and the superficial 
bone exposed this process leads to polishing of the superficial 
surface of the sclerosed bone. Associated with this increased 
density of the osseous trabecula) minute fractures are often 
seen ; these are probably of traumatic origin. In the neigh¬ 
bourhood of these fractures there is generally callus forma¬ 
tion, with a combined process of resorption and repair around 
the injured area. These changes are characteristic of osteo¬ 
arthritis, but are not common in rheumatoid arthritis. 

25. In those instances in which the inflammatory changes 
are confined to the synovial membrane active changes are 
not observed in the bone marrow or osseous trabecula, but 
there is often atrophy of the osseous trabeculae in the neigh 
hour hood of the affected joint ; this appears to be due to 
disuse. 

26. When an inflammatory process attacks the articular car¬ 
tilage or bone of a joint inflammatory changes do not, except 
in rare instances, involve the whole of the epiphysis, but are 
usually strictly confined to the quite superficial cancellous 
spaces and superficial osseous trabeculae. As a rule these 
changes are not found over the whole of the articular surface, 
but only in isolated areas; they vary greatly in intensity and 
extent in different joints or in different parts of the same 
joint. The process may be a chronic, slowly progressive 
resorption of bone, accompanied by new formation of bone in 
the neighbourhood. In such areas very few or no multi- 
nucleated osteoclasts are observed. \Y r hen the process is 
more active proliferative changes are found in the bone 
marrow, with congested blood-vessels, osteoclasts, and inflam¬ 
matory cells. This process often leads to erosion of the 
articular cartilage and the underlying bone ; with very rare 
■exceptions the formation of new bone can be seen taking 
place in the affected area. In some cases the resorptiou of 
bone is more rapid than the new formation, in others 
formation of new bone is in excess. 

Development of Xerc Bone. 

27. The development of new bone in a damaged joint may 

take place (a) in the articular cartilage, (6) in altered 
articular cartilage, (c) in the zone of calcified cartilage, 
id) on the edge of pre-existing bone trabecuho, ( e) in inflam¬ 
matory connective tissue in the cancellous spaces, (/) * n 
fibrous adhesions. . , 

28. The development of new bone in hyaline cartilage may 

be due to changes in the cartilage cells; these changes are 
usually preceded by vascularisation of the affected area and 
by a deposition of calcium salts in the surrounding matrix. 
This is followed by proliferative changes in the cartilage 
cells and the gradual development of new bone from the 
modified cartilage cells. . .. 

29. The development of new bone in altered hyaline 
cartilage— for example, ftbro-cartilage— may occur through 
changes similar to those described in the hyaline. 

30. The development of new bone is sometimes seen in 

areas of vascular inflammatory tissue which has invaded 
and replaced a portion of the articular cartilage. The new 
bone in this case may either be formed by cartilage cells, as 
above described, or from the connective tissue cells of the 
inflammatory tissue. . 

31 The development of new bone in the zone of calcined 
cartilage may be due to changes similar to those described 

in the hyaline. . , . . . 

32 In rheumatoid arthritis the development of new bone 
on the edges of pre-existing bone trabecula) is usually accom¬ 
panied bv proliferative changes in the marrow, which lead 
to resorption of bone in the neighbourhood of the new 
formation. The two processes occur simultaneously, and 
appear to depend upon some irritant causing increased 
blood-supply, which brings about resorption, and to pressure 
on the affected area from use of the limb, which causes the 
^development of new boue. 


33. Where new bone develops in inflammatory tissue 
which has replaced the marrow and osseous trabeculae it 
appears to be formed from connective tissue cejls in this 
innammatorv tissue. 

34. New bone in fibrous adhesions appears to be formed 
from the connective tissue cells of the fibrous tissue. 

35. In all the above instances the development of new 
bone is associated with the formation of cancellous spaces 
and marrow tissue. The new marrow usually consists of 
adipose tissue. The formation of the cancellous spaces 
appears to be due to the development of new blood-vessels, 
to changes in the vascular supply, and to the development 
of stellate connective tissue cells in which fat accumulates. 

Limitation of Movement. 

36. Limitation of movement in a joint may be due to 
(at muscular 9 pasm, (6) shortening and atrophy of muscles 
and tendons, (r) fibrotic changes in the capsule leading to 
contraction, (d) alteration in shape of the articular surfaces, 
(e) ankvlosis, which may be fibrous, cartilaginous, or osseous. 

37. Where the limitation of movement in a joint is due to 
muscular spasm it can be overcome by deep anaesthesia, 
but it returns when the effect of the anaesthetic has 
passed off. 

38. The passive movement of a joint in which shortening 
and contraction of the muscles and tendons is suspected 
should not be lightly undertaken, as it is often associated 
with fatty changes ‘in all the tissues of the joint, and 
fracture of any or all the tissues round the joint may 
take place. 

39. Fibrotic changes in the capsule associated with con 
traction may be so extreme that the joint cavity is com¬ 
pletely obliterated and the joint surfaces lie in close 
contact with the fibrous capsule, moulded tightly around 
the articulation. 

40. Fibrous ankylosis is due to adhesions formed by the 
organisation of inflammatory tissue, which may originate 
either in the synovial membrane, the capsule, or in the 
superficial marrow spaces. These adhesions may partly or 
completely occlude the joint cavity. They may consist of 
long processes of more or less vascular fibrous tissue, which 
thus allow limited movement to take place in the joint, or 
of dense contracted fibrous tissue which firmly unites the 
articular spaces of the'two bones (fibrous ankylosis). 

41. The articular cartilage may become ankylosed by the 
matrix of the two layers of the hyaline cartilage becoming 
fused into one continuous layer, or the two layers may 
unite and be transformed into a modified flbro-cartilage. 
The ankvlosed cartilage may become necrotic, and is often 
invaded and replaced by an’inflammatory fibrous tissue, or 
new bone may develop in the ankylosed cartilage and thus 
bring about osseous ankylosis. 

42. Osseous ankylosis takes place by the development of 
new bone either in ankylosed cartilage or in the fibrous 
tissue which has already produced fibrous ankylosis. 

43. Ankylosis mav occur between the two zones of calcified 
cartilage, but this form of fusion shows a tendency to 
become replaced by one of true bone. 

Villous Outgrowths. 

44. Villons outgrowths are found in some joints. These 
may be due to (a) overgrowth of normal villi, (b) inflam 
ma’tory changes in the synovial membranes or in the 
capsule. 

45. Villous outgrowths in a joint may consist of 
(a) vascular fibrous tissues, (5) dense fibrous tissue, 
(cj fibrous tissue enclosing groups of fat cells; (d) inflam 
matory tissue with dilated capillaries and groups of inflam¬ 
matory cells, (r) degenerated or necrotic tissues, (/) con 
nective tissue showing vessels deeply congested owing to 
obstructed circulation. 

46. Villous outgrowths mav become detached by rupture 
of the fine pedicles and so form a loose body in the joint 
cavity. The detachment may be preceded by necrosis. 

47. Microscopic villi formed of cartilage are occasionally 
found on the surface of altered articular cartilage. These 
may be formed of hyaline or flbro-cartilage. 

4$. No constant changes are found after death in the 
organs or tissues of patients who have suffered from 
rheumatoid arthritis. 

Discussion. 

Dr. A. F. Beddard, in discussing the treatment of the 
condition, said that all joint affections, with the exception 
of gout, were due to infection. In order to treat the condi¬ 
tion we must first find out where the infection came from 
and then investigate its bacteriology. In his opinion, in 
about 90 per cent, of the cases the infection came from the 
teeth and gums. It was impossible to say what the state 
was of the deep tissues of the mouth after a superficial 
examination ; the use of X rays was absolutely essential. 
The attitude of dentists was fundamental, for they usually 
denied that the gums were infected unless there wa9 running 
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pas. We mast have common ground between the medical 
and dental points of view, and there was an enormous 
field for the education of the two professions in this 
connexion. Of the other 10 per cent., the infection in 
a few possibly came from infected tonsils and adenoids. 
A few also were due to infection of the mucous 
membrane lining the female genital organs after pregnancy. 
Curetting an infected uterus was of no use and might 
lead to the dissemination through the body of a large dose of 
bacteria. He had seen an extensive outbreak of joiat trouble 
after curetting. It might be needful to remove all the female 
genital organs if such an operation should prove absolutely 
necessary. Infection of the alimentary tract was rarely a 
primary state of things. There was usually a previous 
Streptoooocns longut infection of the teeth and gums, or 
tonsils and adenoids. After the primary cause was removed 
the question arose as to how to deal with the secondary 
manifestations. As far as the alimentary tract was con¬ 
cerned, where there were no signs suggesting that the raucous 
membrane of the colon was infected (such as attacks of 
diarrhoea) this was not likely to be the cause of the chronic 
arthritis. Dieting and washing out the colon were not of 
much use. With regard to partial or complete colectomy, 
he said that however complete the operation was the infec¬ 
tion was not cured, and the operation was an extremely 
dangerous one. The removal of colons in highly infected people 
led to formation of adhesions in about six months. Wherever 
there was an infected tube which could not be cured it was 
first necessary, by the use of X rays, to see if there was 
any mechanical difficulty. In this case, and if an opera¬ 
tion was to be performed, it was essential to produce less 
mechanical difficulty than was already present—in other 
words, the less done the better. The obvious treatment for 
the joints was vaccination, in order to stir up the body to the 
point of combating the infection. Of the usual bacteria 
present, about 75 per cent, were Streptococcus longus , and 
these, together with the pneumococcus and gonococcus, 
accounted for about 99 per cent. All three organisms 
might be found. In order to find out which was the offend¬ 
ing organism, it was necessary to make vaccines of each 
and see which, on injection, would produce a good reaction 
—i.e., pain in the joints. He had known a lady from 
whom many strains of streptococci were isolated, but 
in whom only those from the teeth caused joint pain. 
Vaccine treatment was a question of a year or years, 
and should be continued till no pain could be produced 
in any joints on injection. This only referred to inflam¬ 
matory and not mechanical effects. Ionisation, baths, &c., 
were only useful to relieve pain. It was “ up to ” the medical 
profession to standardise the treatment at health resorts. 
Massage was useful in keeping up movements, but could 
do little good with very stiff joints. The real treatment was 
preventive. With regard to the surgical treatment of 
infected joints, we must remember that the lower limbs 
must carry the weight of the body. Forcible movement of 
still infected joints was a great mistake. To get a per¬ 
manently mobile useful joint was a matter of years, and 
with hospital patients (who probably would not persist with 
treatment) it was better to give up all idea of freely 
movable joints and go in for fibrous ankylosis. 

Dr. M. J. Rowlands said that he had been enabled to carry 
out an investigation of rheumatoid arthritis among soldiers 
at Netley. He did not agree that such a large percentage were 
due to Streptococcus longus. Infection was generally due to 
B. coli. The gonococcus was present in a large number of 
cases. He was convinced that the disease was a toxic 
disease—a trophic neurosis—and until we could find out where 
the infection attacked the nerve we could never promote 
cure. He was much opposed to spa treatment and had never 
known a case to be cured by such. Hyperaesthetic areas 
around acute joints were very noticeable, and the pin-prick 
or pulling of hairs could be used to show if the joint was or 
was not in an acute stage. A large number of paratyphoid 
patients returned from Salonika had developed rheumatoid 
arthritis. 

Dr. F. de Havilland Hall said that patients had 
expressed relief after taking sulphur and guaiacum. Many 
were anaemic, and for these iron and arsenic, with or 
without strychnine, were needed. X ray examination of 
the mouth and the elimination of B. coli infection were 
most important. 

Mr. V. Warren Low, Dr. G. Drummond Robinson, and 
Dr. F. Parkes Weber also spoke. 


JWriefos aifo Jtfftices of $ooks. 


Prothese et Chirurgie: Cranio-maxillo-faciale. By J. 

Lebedinsky and M. Virenque. With 154 plates, com¬ 
prising 421 illustrations. Paris: Bailliere et Fils. 1918. 

Pp. 398. £1 1*. 

This volume embodies the clinical experience and teach¬ 
ing deduced from the treatment and plastic repair of 
wounds involving the jaws, face, and cranial vault at the 
Military Hospital of Le Mans. It approaches tha dimensions 
of a standard work on this comparatively new branch of 
surgery. The authors have made a complete survey of the 
field, and their results show once again the great value of 
the prosthetist and surgeon working in mutual alliance. The 
compilation is the work of masters of their craft, for we 
must bear in mind that the injuries described were seldom 
encountered before the war, and the literature dealing with 
them was meagre and of slight clinical value. A salient feature 
in their scheme of treatment is the “osteo-periosteal graft.” 
It may be described as the theme of the work. Employing the 
technique elaborated by Delagenidre, the authors use it for the 
repair of all skeletal losses. The relative value of this type 
of graft, in contra-distinction to grafts of full thickness of 
bone or cartilage, is discussed at great length, the authors 
taking as their standpoint the theory that the periosteum 
preserves its vitality and acts as an osteogenetic focus. In 
support of this assertion they speak of a thin, viscid, 
slightly yellow secretion which is occasionally observed 
escaping from the wound after the insertion of these 
grafts. This they assume to be a true periosteal 
secretion. They also adduce as farther evidence the 
fact that, in spite of the occasional exfoliation of 
the compact tissue of the graft, bony union has yet 
been obtained, although somewhat delayed. The micro¬ 
scopical evidences of the pathological processes occur¬ 
ring in the grafted area, relative to the absorption and 
deposition of new compact bone, are also discussed. It is 
asserted that the additional osteogenetic surface given by 
the periosteal layer is the main factor in retaining con¬ 
tinuity of the graft, particularly in those cases presenting 
considerable loss of bone. Oar experience of these grafts, 
although limited to their use in the treatment of pseud- 
arthrosis of the mandible, with but slight loss of bone, 
supports the authors’ high opinion of the osteo-periosteal 
graft. Their own results on the mandible are sufficiently 
encouraging. Out of 15 cases of pseud arthrosis treated by 
this method, some with very considerable loss of bone, 
9 have been absolutely successful, 2 showed slight mobility 
only at the end of five months, 1 failed owing to the refusal 
of the patient to submit to immobilisation, while 3 are of 
recent date and hold out every prospect of a complete cure. 

The results of the same method of grafting in the repair 
of cranial injuries, and for the restoration of facial contour, 
are equally satisfactory. In all cases the technique employed 
is the same. Laminae of periosteum containing the subjacent 
layer of compact bone are lifted from the inner aspect of 
the shaft of the tibia by means of a chisel. The ends of 
the bony fragments to be grafted are cleaned and freshened. 
Retention pockets for the reception of the extremities of the 
graft are made by lifting the periosteum off the fragments 
by means of elevators. Into these retention pockets the 
extremities of the grafts are wedged. Depending on the 
area to be covered one or more grafts are used, over¬ 
lapping each other in the cranial defects, whereas in 
the mandible they are placed in the following manner: 
one in relation to the freshened inner aspect of the 
fragments; the second external; while a third is laid 
in contact with the other two between the fragments. 
No foreign bodies whatever (with the occasional exception of 
catgut) are used to attach the grafts. The jaws are not 
immobilised until 12 hours after the operation in order to 
allow the patient to recover from the effects of the anaes¬ 
thetic. Drainage is dependent on local conditions and the 
extent of the area grafted. Immobilisation is complete for 
two months ; full union occurs in from three to five. The 
length of the waiting period before grafting should be 
attempted is fully discussed, and successful cases are cited 
where the grafts have b-en inserted in the mandible at 
periods of 3£ or 4 mon hs after date of wound. These grafts 
are also used, in combination with those of cartilage or fat, 













The Lancet,] 


REVIEWS AND NOTICES OF BOOKS. 


[Nov. 9,1918 631 


for the obtaining of contour In the plastic repair of facial 
deformity. Attempts have even been made to repair the 
walls of the frontal and maxillary sinuses. 

Fractures of the maxillae are classified at great length and 
praise is due for the way in which these difficult conditions 
have been handled. One cardinal factor is insisted upon in 
the treatment of all cases—i.e., the restoration of normal 
occlusion. Opinions differ with regard to the advisability 
of making the attempt where bony loss has been sustained, 
but it may well be that in the surgical treatment of these 
fractures lies the key to the authors’ success. The following 
statistics are quoted : Out of a total of 280 cases under 
treatment only 3 with vicious union occurred ; pseud- 
arthrosis resulted in 23 others, these latter cases, how¬ 
ever, had suffered extensive loss, of bone. The pages 
abound with descriptive illustrations, casts and splints 
being portrayed in great variety, the latter showing a 
truly Gallic ingenuity. The construction of splints is 
based on two main principles—the use of traction by rubber 
ligature for the correction of displacement, and the adapta¬ 
tion of guides and trolleys, to hold the jaws in normal 
occlusion after reduction. For the most part the methods 
advised are simple and there is an agreeable absence of 
cumbersome appliances, but we disagree with the authors in 
their contention that surgical methods for the correction 
of displacement are contra-indicated, as excellent results 
have been obtained from their use in selected cases. 

With regard to the surgical aspect of these fractures, one 
innovation is made on what is now considered established 
practice. In cases with comminution the principle is laid 
down that only those spicules of bone lying in semi-attach¬ 
ment to the main fragments should be retained, the mobile 
spicules—i.e., with feeble periosteal attachment—being 
regarded as incipient foreign bodies and their removal indi¬ 
cated. If left, these form an obstacle to the formation of 
good callus. The repairing elements are regarded as the 
fixed adherent spicules, the flaps of periosteum, and the bony 
extremities, the intervening spicules giving rise to pseud- 
arthrosis by causing a condensing osteitis with resulting 
ebnrnation of the main fragments. Efficient drainage is 
insisted upon as a necessary principle of treatment during 
the evolution of callus. Trismus is dealt with at length and 
is regarded, with few exceptions, as due to a hypertonicity of 
the elevator muscles, occasioned by reflexes following injury 
in the masseteric region. The relative feebleness of the 
depressor muscles of the mandible predisposes to this con¬ 
dition, which is accentuated by the poor nutrition following 
the injury. All cases of muscular origin have been cured 
by the use of a dilator instrument invented by the authors, 
tension being obtained by powerful elastics, the average 
duration of treatment being two months. This dilator is also 
used as a basis for reduction preliminary to splinting. 

Some disappointment may be felt in reading the. section 
devoted to plastic work, inasmuch as it lacks the detail given to 
the treatment of the jaw injuries. SlidiDg flaps are preferred 
where possible, contour being subsequently obtained by the 
insertion of osteo-periosteal, cartilage, or fat grafts, either 
singly or combined. The lip plastics are performed over a 
prosthesis. Double epithelialised flaps are mentioned, but 
these are the exception, and some surprise may be felt that 
they are not more extensively used, especially when the 
facial sinuses are exposed. This objection particularly 
applies to the cases of rhinoplasty where the inner aspect of 
the flap is exposed in a septic cavity, with the risk of 
suppuration and contraction. 

The chapter on rhinoplasty is deficient in that it deals 
only with injuries involving the middle third of the nose. 
In those cases where the nasal cavities have been exposed, 
owing to the destruction of the overlying tissues, the authors 
make use of glass tubes, taking their purchase from the 
frontal region and resting on the upper lip, for retaining the 
air passages patent and as a means of preventing the upward 
displacement of the alae. We have already made our 
criticism of the single*flap method of repair which is used 
in these cases. No mention is made in the chapter on 
plastic surgery of skin-grafting, an invaluable adjunct in 
this work, particularly in the form of the “ Esser ” epi¬ 
thelial inlay, which method has no equal in the treatment of 
ectropion and as a means of creating sulci for the better 
retention of dentures. There is a valuable suggestion culled 
from Morestin’s work with regard to the surgical treatment 
of facial paralysis. This consists in the suturing of little 
tongues from the masseter and temporal to the peri¬ 


buccal and the orbicularis palpebrarum muscles respectively. 
Much of interest also lies in the chapter devoted to 
salivary fistulae. The theory advanced is that many of these 
fistulae heal spontaneously by the suppression of glandular 
function. Ligature of Stenson’s duct and alternatively 
avulsion of the secretory nerve to the parotid gland, the 
auriculo-temporal, are recommended as the best methods 
of treatment in intractable cases. 

Many other matters of detail are usefully dwelt upon, 
including injuries of the nerves and blood-vessels, and the 
management of wounds involving the soft tissues of the face. 
We have here simply outlined the salient features of the 
volume. We strongly recoipmend the study of the book as 
a whole to those engaged in prosthesis and plastic surgery. 


Precis de Dermatologic. By J. Darier, M6decin de l’H6pital 

St. Louis. Paris: Masson et Cie. 1918. Pp. 864. 18 francs. 

The name of Darier on the title-page of a text-book on 
dermatology guarantees to the reader both efficiency and 
originality, and the hospital of St. Louis has for many years 
attracted students from all parts of the world. No other 
hospital has produced such a number of distinguished 
dermatologists ; at no other hospital has the dermatologist 
such unrivalled opportunities for study. 

The first edition of this “Pr6cis de Dermatologie ” was 
exhausted some years ago, but the heavy duties entailed by 
the war prevented Dr. Darier from undertaking the publica¬ 
tion of a new edition until now. Twenty years of further 
experience as a teacher has enabled him to compile a text¬ 
book admirably adapted to the needs of the advanced student 
and the practitioner. Practical points are dwelt upon ; 
diagnosis is carefully and systematically described under 
every malady ; theory and disputed problems are avoided. 
In his preface Dr. Darier claims that he has brought his 
new edition completely up to date, in line with the 
progress of science, yet without overburdening the text. 
Reference throughout proves the justice of this claim, and 
on turning to sections such as those dealing with anaphylaxis, 
cutaneous diphtheria and leukaemia, and syphilis we find 
examples of the precision, order, and compression for which 
French authors are justly famed. Treatment is indicated 
at the end of each section ; details, with prescriptions, are 
to be found at the end of the volume. The British practi¬ 
tioner will note with interest the thoroughness and the 
length of the treatment of syphilis. At the outset Dr. 
Darier advises a course of 4 to 7 injections of novarseno- 
benzol, at weekly intervals, in doses of 0 30 g. to 0 90 g. 
After a pause of a few weeks mercurial injections are begun. 
Grey oil is preferred, and is administered in courses of six 
injections every two or three months for two years, and the 
result is better if this method is followed also during the 
third and fourth years. In strong subjects the mercury 
may be given at the same time as the arsenobenzol. The 
significance and limits of the Wassermann reaction are 
discussed. 

In every malady described we find evidence of the 
extensive knowledge acquired only after long years of 
experience and persevering study devoted to a special 
subject. We recommend the work to the British medical 
profession. 


A Text-book for Mubrcives. By J. S. Fairbairn, B.M.Oxon. 

Second edition. London : Oxford Press Warehouse. 1918. 
Pp. 350. 20*. 

The author of this work has for many years been a 
teacher of midwives and closely associated with all move¬ 
ments for their higher training. The book in its new 
edition is much more than a mere text-book : it is a com¬ 
prehensive exposition of the subject of midwifery adapted to 
the difficulties and the growing responsibilities of the present- 
day midwife. The introductory chapters on physiology are 
illuminating in the sense that they will really help the mid¬ 
wife to understand the phenomena which she has such 
abundant opportunity of observing. While all the special 
sections should be carefully studied, the section dealing with 
the duties of the midwife will be found specially useful, and 
we note the addition of a new chapter on antenatal care. 
A welcome feature of the book to the practising midwife 
will be the chapter summarising the rules of the Central 
Midwives Board, wherein she will recognise the work of a 
friend who enters into her difficulties with understanding. 
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The midwife who masters Dr. Fairbaim’s book will not only 
make herself efficient in her craft but will become a useful 
handmaid to medicine. 
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LIBRARY TABLE. 

The Megalithic Culture of Indonesia. By W. J. Perry, 
B.A. London: Longmans, Green and Co. Manchester: 
At the University Press. 1918. Pp. 198. 12*. 6d. net.— 

The Passing of the Great Race; or % the Racial Basis of 
European History. By Madison Grant, Chairman of the 
New York Zoological Society. London: G. Bell and Sons. 
1917. Pp. 245. 8* 6d. net.—The study of ethnology and 
of comparative psychology has received an impetus from 
the “general post” occasioned by the state of almost 
universal warfare, which is not likely to diminish with the 
return of peace. The administration of law and order 
among peoples whose habits of thought and mode of life 
differ fundamentally from our own requires a sympathetic 
insight into motives only to be attained by careful study of 
the past and the present. In Mr. Perry’s book, one of the 
ethnological series of publications issued by the University 
of Manchester, an inquiry is made into the effects produced 
by the stone-using immigrants upon the less-advanced 
inhabitants of Indonesia—a term here used to include not 
only the East Indian Archipelago, but also Assam, Burmah, 
the Malay Peninsula, the Philippine Islands, and Formosa. 
These immigrants are credited with the introduction of 
terraced irrigation, of metal-working, and of rice-growing, 
as well as the foundation of lines of chiefs and of a warrior 
class. The author’s investigations are part of a wider 
inquiry to be extended to other regions of the earth 
embracing the whole development of civilisation.—Mr. 
Grant’s book deals with the racial history of Earope and 
examines the physical and psychological characteristics of its 
races rather than the domains of nationality and language. 
Racial traits dating back to the time of tribal man anterior 
to civilisation are discussed in relation to their influence on 
the present-day inhabitants. His statements are often 
piquant and likely to provoke discussion. A typical 
sentence runs: “We Americans must realise that the 
altruistic ideals which have controlled our social develop¬ 
ment during the past century and the maudlin senti¬ 
mentalism that has made America * an asylum for the 
oppressed ’ are sweeping the nation towards a racial abyss.” 

The Passing On of Life : a Talk about Ourselves. By 
Viscountess Falmouth. London: George Routledge and 
Sons, Ltd. 1918. 2d. —This is a tract on the reproduction 

of the human species, and is intended to prepare the minds 
of juvenile readers for the absorption of requisite knowledge 
on this subject. It is founded on the axiom that “ Right 
Thinking Leads to Right Doing.” The contemplation of 
flowers and butterflies and birds leads up the staircase of 
life to man, and the passing on of human life, when 
controlled by moral standards, is regarded as the highest 
function of the body. The first edition of this useful 
pamphlet was reviewed in our columns on Jan. 6th, 1917. 

The Lau Islands (Fiji) and their Fairy Tales and 
folklore. By T. R. Sr. Johnston, F.R.G.S., F.Z.S, 
London: The Times Book Club. Pp. 145. 5s. net.— 
Mr. T. R. St. Johnston, whose entire familiarity with the 
island groups of the Pacific is shown in every line of his 
writings, prefaces his book with a note from “ Somewhere in 
France,” for he is serving at the moment as a temporary 
Major in the Royal Army Medical Corps. The Lau Islands 
lie about midway between Fiji and Tonga, some 200 miles 
from either group, and the author discusses their importance 
from three separate points of view : utilitarian, as a valuable 
asset to the copra industry of Fiji; political, because of their 
geographical and historical relations with Fiji: and scientific, 
in offering abundant material for a study in comparative 
ethnology. It is to illustrate the third point that his 
recapitulation of the fairy tales of the Lau Islands and their 
folklore is mainly directed, but reference is made to Mr. Basil 
Thomson’s well-known book, “The Fijians,” which contains a 
concrete study of the customs of the natives. Mr. 8t. Johnston 
has limited himself, therefore, to legendary folklore and 
to the doings of the people of the Lau Islands, “ whom I know 
best.” How well he knows them can be judged by such 
chapters as the second one on South Sea Magic, the fourth, 
entitled “ The Duel ’tween God and Ghost,” his summary of 
the legends of the Exploring Islands, and his account of the 
“ Shark God ” and the Father of Serpents. 


A NEW EYE SPUD. 

Those practitioners who receive many patients suffering 
by reason of the ingress of foreign bodies to the surface 
of the eye must have been struck with the inadequacy of 
the instruments in use for the removal of these foreign 
bodies, particularly of those which adhere to the 
surface of the cornea. There is but one instrument, 
the spud, a sort of maid-of-all-work, useful but 
lacking refinement and distinction. The spud of 
usual pattern is merely a narrow strip of metal 
thinned to a blunt edge, and since it is essen¬ 
tially a digging tool it is not good for the removal 
of the foreign body which is just stuck on to 
the surface of the cornea. The most dextrous use 
of the ordinary spud can scarcely avoid a corneal 
abrasion. For the removal of the ordinary superficial 
foreign body I have designed a spud (see Figure) 
calculated to “ lift ” the foreign body from the eye. 

On the usual metal handle is mounted a steel stem, 
this terminates in a small angled piece of steel. 

This end-piece is shaped like a plano-convex lens, 
it measures a couple of millimetres in diameter, is 
set at an angle of 45° to the line of the stem, and 
the surfaces are placed so that the plane looks j 
towards the handle and the convexity away from it. 

The edge of the steel end-piece is ground as finely 
as the shape allows : it is so sharp that when pushed j 
forwards on the hard surface of the finger-nail it 
will remove a fine shaving of horn. For the removal of a 
foreign body from the surface of the cornea the eye is 
anaesthetised in the usual way, the lids are held apart, and the 
globe is fixed with the finger-tips of one hand. Then the new 
spud is directed to the eye vertically to the corneal surface 
with the edge of the end-piece as close to the foreign body as 
possible, gentle pressure of the spud on the cornea will 
cause the convexity of the end-piece to depress the corneal 
epithelium below it, so that a gutter is formed beside the 
foreign body and the edge of the instrument lowered in 
relation to the foreign body. A forward movement of the 
instrument from this position will lift off the foreign body 
cleanly and without abrading the epithelium. This new 
spud is not a maid-of-all-work. It is not intended to be 
used for digging out foreign bodies. To use it for such a 
purpose is to ensure disappointment. It is a spud of the 
“first instance.” It will lift off the new placed invader 
more neatly and expeditiously than any other form of spud. 

The new instrument is made by Messrs. John Weiss and 
Son, 287., Oxford-street, London, W. 1. 

Harley-atreet, W. N. BlSHOr HARMAN, F.R.C.S. 


AN “ARTHROMETER.” 

The illustration depicts a new device for measuring the 
at\gles of movements of joints, which has been designed by 
Mr. Wilbraham Falconer, Superintendent of Mechanical 
Treatment in the Red Cross Clinic for the physical treatment 
of disabled officers. This “ arthrometer ” is simple in 
construction and easily adjusted to the limbs, and the 



measurements are quickly taken. It is intended to be used 
with all joints and therein differs from the various forma of 
protractors and goniometers at present in use. If properly 
adjusted to the limb, the readings cannot be otherwise 
than accurate. It is manufactured by Messrs. Allen and 
Hanburys, Limited, 48, Wigmore-street, London, W. 1. 

Dcronah Ire- place, W. R. FORTESCUE FOX, M.D. Lond. 
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Phthisis in Factory and Workshop: 
The Ministry of Health Bill. 

In another column of this issue of The Lancet 
we publish a striking article by Professor Benjamin 
Moore on the conditions leading up to, or accom¬ 
panying, the incidence of pulmonary phthisis in 
workshops and factories. The article is founded 
upon information which Professor Moore has 
personally gathered, and in it he sets forth powerful 
arguments for the institution of an industrial 
health service. For the author has for some time 
been engaged in studying how far the rate of 
incidence of phthisis in different sections of the 
community varies with the strain of the conditions, 
with the hours of employment, and with the nature 
of the work. Observation during prolonged visits 
to workshops, statistical study of the operations of 
the National Health Insurance Act, and investiga¬ 
tion of the returns of the Registrar-General, have 
been carried out and the results collated in the 
paper to illustrate the effects of urban types 
of employment in influencing the prevalence of 
phthisis. 

We know that pulmonary phthisis actually kills 
more males than females, but Professor Moore 
states—what many have not realised—that this 
greater death-rate among 'males applies only to 
the urban conditions of life, and is due to the 
modern conditions of factory and workshop life. 
The reverse holds good for the rural dwellers, in 
whom the death-rate among females remains 
higher than that of males in every age-group. 
In both town and country nearly twice as many 
girls as boys die of phthisis between the ages of 
10 and 15. The important point is, that while 
until the twentieth year the mortality in both 
sexes from pulmonary phthisis is greater in 
rural districts than in urban districts, between 
the twentieth and thirtieth years the conditions 
in the towns become reversed. After the thirtieth 
year the disease preponderates greatly amongst 
urban males as compared with urban females; 
but no such disparity is observable between the 
death-rates of rural males and rural females, and 
in the towns the disparity is a recent occurrence 
not to be observed in the returns of 70 years ago. 
Professor Moore’s statements are well supported by 
four charts selected to illustrate the contrasts in 
death-rate from pulmonary phthisis in accordance 
with occurrence in urban or rural conditions. The 
four charts are plotted to the same scale. The 
first compares rural areas with urban areas; the 
second shows the London area, where the curves 
well display the marked difference between the 
mortality of males and females; the third 


contrasts Lancashire and Westmorland; and the 

fourth Warwickshire and Dorset. It emerges 
from these charts as a general rule that in 
typical rural districts death-rates of males and 
females lie close together, whilst in urban 
districts the male death-rate is vastly the 
higher during the middle period of life. Professor 
Moore’s reasons for the curves of the charts 
are so clearly set down that they require no 
analysis or simplification from us. We may add 
that he seems to us to be generally convincing, 
though the remarks on the printing trade are 
capable of misinterpretation. It is incorrect to 
say that machine managers are better organised 
than printers’ assistants, although, as highly 
skilled men, they naturally earn more money per 
hour than their assistants. Secondly, Professor 
Moore speaks of composing frames being set back 
to back, “so that the consumptive printer can 
spray the man working opposite to him and facing 
him at a distance of only two or three feet.” 
But the workers at the frames cannot be less than 
five feet apart, while the upper cases are usually on 
a level with the man’s eyes, standing erect, and the 
work is done with the head bent downwards. 

We regard Professor Moore’s paper, though 
dealing with only one disease aryi one section of 
the population, as very illustrative of the kind of 
work which has to be done in the near future, and 
for the proper doing of which a Ministry of Health 
i 8 rightly demanded, so that widespread conditions 
of ill-health can be treated on some general plan 
by a central authority. It is being largely guessed 
that the recent changes at the Local Government 
Board have arisen from the desire to end a period 
of delay in the appearance of the Bill setting up 
this Ministry. The guess is as true as such 
general impressions frequently are, and the actual 
first reading of the Ministry of Health Bill 
will almost synchronise with the promotion of 
Mr. Hayes Fisher to a peerage and the appoint¬ 
ment of Sir Auckland Geddes as President of the 
Local Government Board, retaining office also as 
Minister of National Service. The delay in the 
Bill has been unfortunate, although circumstances, 
we admit, have made the course of the Government 
very hard when so large a measure was in 
contemplation. The Bill to be introduced by 
Dr. Addison under the ten minutes’ rule will 
set up two separate departments, one for England 
and Wales, and one for Scotland. 


The Contributions to Red Cross. 

By a special effort recently made upon a day set 
aside for the purpose, and advertised throughout 
the country as “ Our Day,” a large sum of money, 
or what would once have seemed a large sum of 
money for such uses, was raised by the British Red 
Cross. Under the stimulus of such effort and 
advertisement many gave to the full extent of 
their power, and, so it is hoped, many contributions 
were won to this great cause which otherwise 
would have remained ungiven. It is well, how¬ 
ever, that all should realise without distinc- 
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tion of class, and whether able to give little 
or much in comparison with their neighbours, 
that the claims of the Red Cross are not 
to be satisfied with a donation which may be 
substantial enough from the giver’s point of view, 
or with a generosity which is only evoked by the 
appeal of a particular canvasser, or social occasion. 
The work of the Red Cross Society, in the perform¬ 
ance of which thousands of men and women have 
toiled ceaselessly since the early days of August, 
1914, is neither over nor nearly over. 

The end is not even in sight, although the cessa¬ 
tion of hostilities on all fronts may seem to be 
a matter of a few weeks, and although in the 
Eastern and Southern areas of war fighting 
has ceased with almost bewildering suddenness. 
This merely means that so far as Red Cross work is 
concerned the provision of material in certain 
directions will not have to be made with a view to 
future battles, and that the number of wounded 
men so far as those areas are concerned has 
become, or will be shortly, a matter of certainty 
and not of calculation or speculation. The cessation 
of hostilities has been achieved only in a limited 
portion of the field of war, whereas in others, on 
land and sea, bloody battles may yet precede the 
armistice, which we confidently expect will be the 
forerunner of final and lasting peace. No armistice, 
however, will bring to a conclusion the sufferings 
of the wounded which it finds lying on the 
field of battle or in the hospitals at home 
and abroad for which the Red Cross Society is 
responsible. The work remaining before the Society 
may diminish in volume by degrees, but the sub¬ 
scriptions which are necessary if its efticiency is to 
be maintained must be kept up to the end. The 
clearing-up” processes will severely tax the 
energies and resources of the United Kingdom— 
and indeed of the whole world — and the organisa¬ 
tion which we associate primarily with active 
warfare and its immediate results will be working 
at full speed when other energies are being 
discontinued. Wounded and sick men will remain 
dependent upon surgical and medical aid to restore 
them to comparative strength and well-being not 
for weeks or months but for years, and so far as 
the Red Cross Society may be responsible for their 
treatment, so long must its claims be a first call 
upon the generosity of all in the country. 

The voluntary system, the custom of appealing 
to the liberality of individuals to supplement or to 
take the place of the efforts of the State where 
physical suffering or destitution is concerned, has 
given us the great hospitals and other charitable 
institutions of which the country has ever been justly 
proud, and it has given us the Red Cross Society. 
We need not dwell upon its previous achieve¬ 
ments in our own recent war in South Africa 
or in succouring the wounded in the wars 
of foreign nations. At the beginning of the 
present terrific struggle it was soon realised 
that the military authorities had their hands too 
full of other matters to be able to undertake' 
the care of the wounded without most strenuous 
assistance from everyone who might be able to 
help with hand, brain, or purse. That need for the 
cooperation of all has continued and will endure 
long after the last shot has been fired and the last 
wounded man has been borne to the dressing 
station, and that need we urge upon the public. 
When the immediate danger seems to have passed 
away for ever, let us not forget the seamen and 
soldiers who struck the last blows that repelled it 
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Anoxaemia. 

The needs of the flying man and of the poison 
gassed soldier have perforce stimulated the study 
of the physics of the circulation. The airman, 
whose lungs are sound, goes up into regions where 
the oxygen in the air is insufficient for his needs. 
The gassed soldier has his respiratory area so 
diminished that he does not obtain enough oxygen 
from the ordinary atmosphere. Both suffer from 
anoxiemia and require an addition of oxygen to the 
air which they breathe, on a scale which could not 
conceivably be supplied by the wasteful methods in 
vogue before the war. No. 10 of the reports of the 
Chemical Warfare Medical Committee, just issued 
by the Medical Research Committee, deals with the 
administration of oxygen in irritant gas poisoning 
and gives an admirable summary of the indications 
and methods. In acute poisoning by lung-irritant 
gases the danger to life, so far as present 
knowledge goes, is mainly due to interference with 
the oxygen-supply to the tissues. It is very im¬ 
portant to understand how the imperfect oxygena¬ 
tion is produced and how oxygen administration 
prevents it. The ordinary types of irritant gas 
produce, after an interval of some hours, a eondi 
tion in which the alveolar tissues become swollen 
and liquid exudes into the alveoli, with the result 
that the absorption of oxygen occurs much less 
readily than under normal circumstances. By 
adding oxygen to the air breathed we can easily 
increase by several times the diffusion pressure, 
which drives oxygen through the water-logged 
layer into the blood. The immediate improvement 
in colour, pulse-rate, and general condition testifies 
to the remedial effect of the inhalation. So far the 
matter is simple. But recent investigations at the 
Canadian Hospital at Taplow show that other 
factors have to be considered. It has been proved 
that deficient oxygenation of the blood may be 
due to imperfect ventilation of a part onfy of 
the lungs. Hill and Twort, as well as Zuntz. 
came to the conclusion that perfectly healthv 
persons may exhibit some degree of anoxaemia 
during quiet breathing; and rapid and compara 
tively shallow breathing is frequently seen in the 
acute stages of irritant gas poisoning. Experience 
at Taplow has shown that the tendency to uneven 
distribution of air, with its consequent anoxaBmia. 
is greatly increased in the recumbent position. 
There is, too, a large variation in the individual 
response of the respiratory centre to anoxsemia. 
In some Cheyne-Stokes breathing is produced with 
the greatest ease; in others consciousness is lost 
before the regulative machinery comes into action. 
The nervous regulation of breathing and the 
function of the bronchial muscular layer are factors 
as yet imponderable, for clinical evidence is still 
imperfect owing to the failure on the part of 
clinicians to recognise the early symptoms of 
anoxiemia or to realise its clinical significance. 
These deficiencies are now likely to be made up by 
the controlled administration of oxygen which the 
Haldane apparatus has made possible. 


The next session of the General Council of 
Medical Education and Registration will commence 
at 2 p.m. on Tuesday, Nov. 26th, Sir Donald 
MacAlister presiding. 

Dr. H. H. Tooth, after four years of continued 
service with the Forces, two years of which have 
been Bpent abroad, has returned to his hospital 
duties and civilian practice. 



















The Lancet.] QUATEKCENTENABY OF THE KOVAL COLLEGE OK PHV 8 IOIANS OF LONDON. [Nov. 9, 1918 635 

Jnnatatians. 

•* Ne quid nlmis.” 

the quatercentenary of the royal 

1 1 COLLEGE OF PHYSICIANS OF LONDON. 

In view of the urgent claims of the present no 
concerted action has been taken by the Fellows of 
the Royal College of Physicians of London to 
celebrate the 400 years which have elapsed since 
Thomas Linacre founded the College in the year 
1518. But at the conclusion of the Harveian 
oration, which we have printed in full, the 
President, Dr. Norman Moore, after congratulating 
the orator, gave a brief and learned address 
befitting the occasion. He recalled the early 
circumstances of the College and the names of 
the first six Fellows, handing over to the College 
Library as a gift from himself a book which 
belonged to John Chambre, the first Fellow named 
in the Charter, and physician to Henry VII. 
and VIII. This done, he received at the hands 
of Major Michael Foster a Latin letter (the text 
of which, as well as the official answer of the 
College, we print elsewhere) from 16 Fellows 
now serving with the Armies in France, 
extolling their College and recording “ the 
new regiment of fevers which has descended 
upon the earth, as though set free from 
Pandora’s box.*’ The letter ends, as is traditional 
in the College, with a Greek message : “ Rejoice; 
we win,” to which Dr. Moore made the felicitous 
reply: “ We do rejoice; let right prevail.” The 
messenger was rewarded by the President with a 
denarius of Caligula, whose tower still remains in 
part at Boulogne, and a drachma struck at the 
place where Hippocrates practised medicine. At 
the conclusion of this ceremony the President 
handed the Moxon medal of the College to Dr. F. W. 
Mott. 

THE INCUBATION PERIOD OF INFLUENZA. 

The incubation period of influenza is variously 
given in the text-books as from a few hours to four 
days, most frequently three to four days. The com¬ 
munication which we published last week by Major 
Michael Foster and Major H. Anstey Cookson on a 
small, localised epidemic is of interest in that the 
circumstances under which the first case of 
influenza was admitted into a surgical ward were 
such as to enable observations to be made upon the 
incubation period almost under the conditions of 
an exact experiment. Owing to the lack of beds in 
the medical wards a man suffering from an attack 
which clinically was of the nature of influenza was 
admitted into a surgical ward in which no case of 
medical illness had occurred for some days. Eight 
cases subsequently occurred in this ward, six of 
them in the beds immediately in the neighbour¬ 
hood of the first patient and two on the opposite 
side of the ward. It seems possible that one 
of the latter cases may have been a fresh 
case introduced into the ward, though he may 
have been infeeted from the original patient. 
Although the nine cases showed somewhat different 
manifestations, there can be little doubt that they 
were all of an influenzal nature, and the diagnosis 
was established bacteriologically in two of them. 
The analysis of the onset of the cases with the aid 
of the diagram given* in the paper seems to justify 
the conclusion arrived at by the authors—namely, 
that in all these cases the incubation period was 

about 48 hours, and that where the possibilities of 
accurate observation were greatest the incubation 
period approximated most closely to a 48-hour 
period. On the assumption that the cases were 
spread from bed to bed, and not all directly from 
the first patient, an assumption which seems 
reasonable to us, Major Foster and Major Cookson 
conclude that infection occurs only within a narrow 
radius of the patient. Their paper is a valuable 
piece of cliuical research. 

HEALTH AND EDUCATION. 

The state of the Holborn streets in early October, 
ow r ing to neglect following a strike, may have 
recalled to the older inhabitants of London the 
condition of many thoroughfares 40 or 50 years ago, 
but it is only when contemplation is carried back 
to the condition of things in the early part of last 
century that there is realised the wonderful pro¬ 
gress made in sanitation and public health since 
that time. Great, however, as this progress has 
been, it might have been still greater if the public 
had been more alive to the need for practically apply¬ 
ing the knowledge which science has placed at their 
disposal. Ignorance rather than callousness has 
retarded the wider application of sanitary know’ 
ledge as that knowTedge accumulated; the ignorance 
remains, and if public apathy could be overcome it 
would be difficult to place a limit on the benefit 
to life and health which would thereby result. 

After the war it will be necessary that everything 
possible should be done to conserve the health 
of the people, but the best results can only be 
obtained if the people themselves intelligently 
cooperate in the efforts made towards this end, and 
for this it is necessary that they should under¬ 
stand the broad principles on which public health 
legislation is founded. On a small scale the expe¬ 
rience of various local centres and institutions 
has shown the educative value of simple charts 
and diagrams illustrating the dangers to life and 
health which surround us and the means by which 
they may be avoided; while the exhibits intended 
for popular education shown in the entrance 
hall of the South Kensington Natural History 

Museum admirably illustrate how T important 
scientific facts may be imparted to the people in 
simple and comprehensible guise. There is no 
doubt that a public health exhibition under Govern 
ment aegis illustrating the various ways in which 
science has been brought to bear on sanitation and 
public health, and embracing, as did the Health 

Exhibition held at South Kensington in 1884, 
health, food, dress, housing, and education, would 1 
result in a greater stimulus to the study of health 
matters on the part of the public. A real advance 
in public health knowledge, and a consequent wider 
interest in the legislation necessary for carrying 
out promptly and effectively pressing reforms, are 
the urgent needs of the immediate future. Such an 
exhibition as we have in mind, if international in 
scope, would have effects of incalculable range; for 
the Allies, who have been fighting side by side in 
the cause of established civilisation, as well as 
neutral countries, would be brought into close 
touch by the common object of placing that 
civilisation on the surest basis of prosperity—a 
firmly consolidated international health. For these 
reasons the holding of another exhibition on the 
lines of that held at South Kensington in the 
early “ eighties,” and popularly known as the 
“ Healtheries,” deserves the earnest consideration 
of the Government. 
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AN UNUSUAL TYPE OF EMPYEMA. 

O Something approaching almost an epidemic of 
empyema associated with pneumonia occurred in 
the area dealt with by the base hospital at Camp 
Upton. New York, during last winter and spring. 
The clinical characters of these cases indicated that 
they were of an altogether different type from that 
with which we are accustomed, whilst operative 
procedure upon them was attended by an unusually 
severe mortality. Obviously such cases demanded 
careful clinical study, and an admirable account of 
this condition is given by Major Harlow Brooks and 
Major Russell L. Cecil in the Archives of Internal 
Medicine (September, 1918). Eighty cases form the 
basis of this study. In most instances it was dis¬ 
covered that the causative agent, not only of the 
empyema but also of thepneumonia associated with 
it, was the so-called Streptococcus hcemolyticus . In 
this series of cases cultures were made from the 
sputum and the pleural exudate. The following 
resume of the results obtained is given :— 

1. Pneumococcus in sputum and exudate ... 15 cases 

2. Streptococcus „ „ „ „ ... 40 „ 

3. Mixed infections . 10 „ 

4. Sterile empyemas . t . 15 „ 

The pneumococcal empyemas differed in no respect 
from those seen in civil practice. The strepto¬ 
coccal empyemas made up 49 cases: 9 were 

instances of a streptococcal pleural infection 
associated with a pneumococcal pneumonia, 5 were 
infections by Streptococcus viridans, which differed 
in no marked manner from the Streptococcus 
Juemolyticus cases. 

The patient usually complains of cough, fever, and pain in 
the side. The onset is usually gradual. Sputum is scanty 
and viscid, rarely rusty. Fever runs an irregular course. 
The physical signs before the onset of empyema are often 
indefinite. The empyema itself develops surprisingly early, a 
positive diagnosis being possible in, on an average, 5‘4 days 
after admission to hospital. Often it develops before a 
conclusive diagnosis of pneumonia can be made; these 
empyemas are, in fact, imposed on, and do not merely 
succeed, the active stages of pneumonia. A most constant 
and suggestive clinical sign is profuse sweating and marked 
exhaustion. Abdominal rigidity is strikingly absent. Skin 
tenderness (not hyperaesthesia) over the involved area is 
frequent and b&s, in part, aided the selection of a point for 
aspiration. Physical signs have been disappointing ; even 
X rays cannot be absolutely depended upon. Percussion is of 
most value. It is curious to note that pneumothorax 
developed in six instances, due, it is suggested, to the rupture 
of minute pulmonary abscesses. The fluid removed by the 
needle is light yellow and cloudy; later in the disease it 
becomes purulent. 

Though all the cases of empyema were associated 
with pneumonia, in many the pneuilionic process had 
been very slight, and the empyema far outweighed 
the pneumonia in clinical importance. Most of them 
Seem to develop from a broncho pneumonia. The 
mortality in this group of 49 streptococcal empyemas 
is high—-61 per cent. As regards treatment, whilst 
in the usual run of cases early operation is bene¬ 
ficial, in these streptococcal cases similar measures 
are much less effective. Early operation, in fact, 
seems definitely contra-indicated: “ Those patients 
operated on early have, almost without exception, 
died, whilst those in whom the operation has been 
postponed until the pus has become thick and 

gelatinous.recovered.” It is evident from this 

general account that a very special type of 
pulmonary-pleural infection has been recognised. 
A very similar outbreak, occurring during the last 
quarter of 1917 in a camp at Zachary Taylor, 
Kentucky, was described in The Lancet of 
June 8th, 1918, where attention was also called to 
the high incidence of empyema at Aldershot. We 
think it probable that the same thing is occurring 
elsewhere. 


WAR DAMAGE AND THE STATE. 

A deputation from the Committee on War 
Damage was received recently by Mr. G. L. 
Wardle, M.P., Parliamentary Secretary to the Board 
of Trade, its object being to obtain compensation 
from the State for those who have suffered through 
air raids or bombardments. A memorial on the 
same subject presented to the Prime Minister some 
time ago met with a favourable reception, and the 
more recent deputation lost no time in making it 
clear that in its opinion Mr. Lloyd George had 
accepted the principle of national responsibility, 
and that the fact lhat no tangible result had followed 
upon his observations amounted to something very 
like breach of faith on the part of the Govern¬ 
ment. We gather from a printed report of 
what occurred that members of the deputation 
received by Mr. Wardle laid their arguments 
before him with some vehemence, and were not a 
little disappointed at finding that he could give no 
pledge beyond promising to acquaint the Govern¬ 
ment with their views, and asking for particulars 
showing the extent of the liability which they 
wished the Government to undertake. With some 
reasonableness it was pointed out to Mr. Wardle 
that the acceptance of the principle of State com¬ 
pensation for damage to person or property arising 
from air raids or bombardment should not be 
affected by an exact preliminary calculation of 
the sum of money involved, The cogency of some 
of the arguments put forward by the deputation 
must also be admitted, even though full weight be 
allowed to the obvious reply that the State provided 
an insurance scheme of which owners of property 
at any rate might have availed themselves. The 
points insisted upon by the deputation were, to 
speak generally, that the districts most affected by 
air raid and bombardment have been precisely those 
which, owing to the danger of air raids, of bombard¬ 
ment, and possibly of actual invasion, have been 
the worst sufferers financially throughout the war. 
This would, of course, include towns on the south¬ 
east and east coasts, whose usual visitors have 
filled to overflowing seaside places in the west and 
consequently out of the danger zone. The deputa¬ 
tion claimed to be able to say, as representing 842 
municipal authorities and a population of 32,000,000, 
that the country at large was willing to pay 
for the sufferings of those whose accident of 
domicile had rendered them most liable to attack. 
We can well believe that this is the case, and we 
desire to give our own support to the views 
expressed by the deputation and to the demand 
which it has laid before the Government. No doubt 
a vast number of owners of property insured 
against the risks of damage from air raids or 
bombardment; but universal insurance, including 
that of the homes of the poor and of their contents, 
could not reasonably have been expected, and no 
doubt nothing approaching universal insurance 
took place. Something, in short, must be allowed 
for the human weakness of those who are im¬ 
prudent, forgetful, procrastinating, or financially 
unprosperous, before we consider the provision 
of insurance by the Government as a complete 
answer to any claims made upon it. More¬ 
over, there is the question of personal injuries, 
and looking at the matter from the point of view of 
the medical profession we cannot help bringing 
forward such an example as this. Our readers can 
picture a medical man having a practice in an East 
Coast town, summoned from his home and possible 
underground shelter to attend those injured by 
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bombs, being himself wounded by an explosion 
and being informed later that his house had been 
bombed in his absence, his wife or members of 
family being also hurt. If he were found, quite 
imprudently we admit, to have failed to insure to 
the fullest extent, or to have allowed his insurance 
to lapse, we should certainly feel impelled to sup¬ 
port the view, which no doubt he would hold, that 
the State ought at least to help him to bear his 
loss. It will be recognised that the case we have 
put forward is not wholly imaginary, and because 
of it, and others, we sympathise in the abstract 
with the views put forward by the Committee on 
War Damage. _ 

EPIDEMIC POLIOMYELITIS. 

In this country, happily, we have had so far no 
severe or widespread epidemics of acute polio¬ 
myelitis, such, for example, as that which swept 
over the State of New York two years ago, and 
which, in a population of about 10£ millions, 
attacked no fewer than 13,164 persons, most of 
them under 5 years of age, of whom 3331, or about 
25 per cent., died; and among those who recovered 
a considerable proportion were left paralysed for 
life. In England the manifestations of the disease, 
while not uncommon, have hitherto been on a 
comparatively small scale. The total number of 
cases notified in 1917 was 357, distributed widely 
over the country in small groups of cases. The 
largest outbreaks in recent years occurred in 
Devon and Cornwall in 1911, and were carefully 
investigated on behalf of the Local Government 
Board by Dr. R. J. Reece. 1 Three localised out¬ 
breaks of epidemic poliomyelitis reported to the 
Board during 1917 were made the subject of 
special inquiry by medical inspectors. The 
three reports have now been issued together, 
along with a prefatory note by Dr. R. J. Reece, 
Assistant Medical Officer to the Board. 2 The 
first report is by Dr. A. S. MacNalty and deals with 
an outbreak, comprising 42 cases and 3 deaths, in 
the Esher and the Dittons urban district and in the 
adjoining Epsom rural district, 33 attacks being 
referred to the former and 9 to the latter. Twenty 
of the cases suffered from definite paralysis, in 12 
of whom, when last seen, the paralysis still per¬ 
sisted. The spread of the disease generally was 
from person to person. Dr. MacNalty in his report 
gives a diagram representing graphically the spread 
of the infection and the grouping of the cases. Mild 
or so-called “abortive” cases occurred side by side 
with paralytic cases in the same households; such 
mild cases when unrecognised probably played a 
not inconsiderable part in diffusing the infection. 
The first attacks were reported in mid-July and the 
outbreak lasted until the end of August. The 
second .report is by Dr. H. A. Mace wen and relates 
to the occurrence of 11 cases of acute poliomyelitis 
in the borough of Cambridge and in its vicinity 
during the autumn of 1917. In this instance also 
fclie malady appears to have been spread by personal 
infection. The origin of this local outbreak was 
difficult to trace, and no connexidn between it and a 
previous occurrence of the disease could be dis¬ 
covered. There was only 1 death among the 11 cases. 
Tbe third report is by Dr. J. P. Chandler, and is 
concerned with an investigation of three cases of 
acute anterior poliomyelitis which occurred among 

i The Lancet, 1912, i., 450. 

* Reports to tbe Local Government Board on Public Health and 
Medical Subjects (New Series, No. 120). Further Reports and Papers 
on Epidemic Poliomyelitis. H.M. Stationery Office. Pp. 27. Price 
In. net. 


the boys at Cheltenham College during the month 
of October, 1917. The precise source of the in¬ 
fection was not definitely determined, but it is 
thought very probable that it was brought to the 
college by a returning schoolboy at the conclusion 
of the summer vacation. The first of the cases 
had a fatal termination, but the other two 
recovered. There were ten notifications of polio¬ 
myelitis in Cheltenham town during 1916, but 
apparently no connexion existed between these 
cases and those at the college in 1917. The publi¬ 
cation of these three reports serves, among other 
things, the useful purpose of reminding medical 
men that poliomyelitis is liable to occur, sporadi¬ 
cally or otherwise, in any part of the country, and 
that practitioners should be on their guard against 
overlooking mild, abortive, or anomalous cases 
which, if not properly dealt with at once, might 
diffuse the infection in the locality and give rise 
to a serious epidemic. Epidemic poliomyelitis is, 
as our readers are aware, one of the saddest of 
diseases, since the tender-aged victims who survive 
the attack are often left permanently crippled or 
deformed. _ 


ULSTER AND THE MEDICAL NEEDS OF THE 
ARMY. 

At the first meeting of the Ulster Medical Society 
for the session 1918-19, held in the Belfast Medical 
Institute, when Dr. W. Donnan, as retiring President, 
introduced his successor, Dr. J. Colville, Dr. F. 
Goodbody made a strong appeal for doctors for the 
front owing to the great necessity for them during 
the present Allied offensive. The medical pro¬ 
fession in Ireland is being strongly pressed for 
fully qualified practitioners with the Army, and the 
Queen’s University of Belfast has definitely decided 
to hold a special medical degree examination at the 
end of November, so that there shall be no delay 
until the usual degree examinations in March of 
next year. But they have made certain clear 
conditions:— 

1. Every candidate before being admitted must sign a 
docnment that in the case of men thev will go to the front, 
and in the case of women that they will place their services 
at the disposal of the War Office. 

2. Those candidates who pass must provide evidence 
before their degrees are conferred that they have “signed 
on ” with the War Office, otherwise their degrees will be 
forfeited. 

“ The possibility of getting young medical men in 
Ireland has been rendered doubtful,” says our 
Belfast correspondent, “ because there is no 
guarantee that if a young doctor throws up his 
practice and goes to the front he will not on 
his return find his patients in the hands of others 
who will not be very keen to give them back.” Our 
correspondent proceeds: 

“ The bureaucratic authorities in charge of the petrol- 
supply are cutting down the amounts of spirit to doctors, 
with the natural result that, in addition to the amounts 
being smaller and often much poorer, the mileage of the 
cars is being diminished. The consultants and those 
attending the military in hospitals and camps are finding 
that it is impossible to get through work with the 
diminished supply of such frequently poor petrol; while 
older men—who would be willing to do the extra work of 
younger doctors, so as to let the Tatter off to the Navy and 
Army—realise they could not, with their present petrol- 
supply, do the work. What makes it specially aggravating is 
that every day civil officers are using petrol, and ambulances 
are seen running about with, at times, some vegetables or 
clothes (washed or soiled), as the case might be, from one 
military hospital to another. The whole train service is so 
greatly restricted that it is of little use to doctors. Owing to 
the inadequate supply of doctors the Dublin corporation has 
demanded the release of several medical men who have 
been deported and interned.” 
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TUBERCULOSIS IN FRANCE. 


The Return of the Tuberculous Interne. 

Civilian prisoners are being repatriated from Germany 
through Switzerland in increasing numbers. One of our 
French correspondents writes that something like 1000 1300 
arc arriving daily at Evian, and of these about 1 per 
cent, are found to be tuberculous, their condition being a 
product of the insufficient food, defective hygiene, and harsh 
circumstances of captivity. To ensure sufficient and imme¬ 
diate care for these unfortunates the Minister of the Interior 
has set up machinery at Evian for weeding out the tuber¬ 
culous patients on their arrival, with a view to classification 
and treatment appropriate to each several case. A rapid 
separation into three categories is made : (1) the grave forms, 
which are sent to special hospitals; (2) the suspects, who 
are reserved for careful examination ; (3) those found un¬ 
affected, who are then allowed to continue their journey. 
The hospital of snspects includes 180 beds, and to it 
is attached a hostel for healthy children, where sufficient 
isolation is obtained without complete separation from their 
possibly infective parents. At the end of 10 days’ observation 
the patient then recognised as non-tuberculous is allowed 
to proceed. Those found to be tuberculous are classified as 
follows : (1) advanced or rapid lesions, needing rest in bed ; 
(2) old cicatrised lesions with good general condition ; 

. (3) cases presenting some active symptoms, but whose 

lesions are slight and closed ; (4) cases with open lesions 
and therefore infective, but with a prospect of cure. 

The men are generally alone, the women more often 
accompanied by children whose health is not always the 
same as that of the mother, who does not wish to be sepa¬ 
rated from them. Four possibilities have to be considered : 
(a) infective mother with infective child ; (b) infective 
mother with non-infective child; (o) non-infective mother 
with non-infective child ; ( d ) non-infective mother with 
infeotive child; the last a very rare category. Among the 
non-infective children it is necessary to define : (1) the 
healthy; (2) the anaemic, debilitated, and the subjects 
of tuberculous glands; (3) those with tubercle of bone 
or joint. To meet the needs of these various classes 
there has been established a hospital of 58 beds in 
the neighbourhood for grave, cases, men and women, 
their children being placed in a neighbouring hostel. Curable 
tuberculous cases are sent into other establishments, the 
men to sanitary stations in the interior, where they join the 
discharged soldiers. 8everal establishments for women are 
available according to the gravity of their case. At the 
village of Monnetier-Mornex a hospital of 125 beds has been 
set up at 800 metres above sea-level, a house of 30 beds for 
infective women, a hostel with 45 beds for Wealthy 
children, and a house of 30 beds for infective children. The 
Hospital of Ste. Eugenie, near Lyons, with 140 beds set up 
by the American Ked Cross, also receives tuberculous 
women. Children with tubercle of bone or glands are sent 
to marine hospitals. Finally, the departmental committees 
of assistance for the military cases of tubercle are setting 
their vast organisation of regional sanatoriuras at the 
disposal of the returned civilian. 


Professor Gunn then described the adaptation of some of the 
plans found useful in the United States to the conditions in 
France. Five different methods have been employed: 
newspapers, exhibits, posters, pamphlets, and public 
meetings. 1. A series of articles prepared by the educa¬ 
tional division of the Commission have been printed in 
36 newspapers, explaining the origin of tuberculosis, the 
ways in which it can be cured, and the French newspapers 
are rapidly coming to realise their great opportunity of 
public health education. 2. The travelling exhibit emphasises 
the main facts about tuberculosis by means of wail charts. 
There are also models of a dispensary, an out-of-doors 
sleeping-porch, and a kinema with films. The exhibit, 
which is carried on a truck from town to town, is in 
charge of a directress and has a personnel of chauffeur, 
moving picture operator, two lecturers, and an advance 
agent. There are now three such exhibits in operation and 
within a few months the number will be increased to six. 
They have already traversed the departments of Eure-et-Loir, 
Loir-et-Cher, Indre-et-Loire, Cher, Allier, Ille-et-Vilaine, 
Finistcre, Cotes-du-Nord et Loire-Inf6rieure. 3. Con¬ 
ferences preceding the exhibition have been held in com¬ 
munities of 3000 or more persons, the audiences in many 
instances numbering 50 per cent, of the population. 
Special sessions have been arranged for school children, 
who attend with their teachers, as well as conferences for 
mothers and meetings in factories. 4. Moving pictures on 
health subjects form an important part of the programme. 
Some of the films are scientific presentations of disease ; 
others are animated cartoons on health. The meetings are 
thoroughly .advertised ; many posters are put on the walls 
and the local newspapers carry notices. 5. The Commission 
has prepared a large variety of brochures in order that the 
people attending its meetings may have something to take 
home and study at leisure. The booklets are illustrated by 
French artists, and a million and a half copies have already 
been distributed.” 

Professor Gunn has found that the French people are glad 
to know the facts about tuberculosis, and he has had the 
hearty help and cooperation of the prefets and maires, 
many of whom have acted as chairmen at the meetings 
arranged by the Commission. 


ROYAL COLLEGE OF PHYSICIANS OF 
LONDON. 


Meeting of Comitia. 

An ordinary Comitia of the Royal College of Physicians of 
London was held on Oct. 31st, Dr. Norman Moore, the 
President, occupying the chair. 

The following candidates having passed the required 
examination were admitted as Members of the College : Dr. 
J. C. Matthews, Dr. S. A. Moore, and Mr. H. J. Orr-Ewing. 

Licences to practise physic were granted to 93 candidates 
who had conformed to the by-laws and regulations and had 
passed the required examinations. 

Certain College officers and examiners gave their faith to 
the College. 

The following communications were received :— 

1. The Secretary of the Royal College of Surgeons, dated 
July 26th and Oct. 11th, reporting proceedings of the Council 
of that College on July 25th and Oct. 10th respectively. 

Note .—A supplementary letter states that at the meetiag of the 
Council on July 26th it was decided— 

(a) "To omit the names of universities in Germany and Austria 
Hungary from the list of hospitals and schools of medicine and surgery 
publlshed in the College Calendar as the places from which certificates 
of the professional education of candidates for the Membership and 
Fellowship will be received by the College for the year commencing 
the 1st of August, 1918.” 

( b ) "That the desirability of also omitting these universities from the 
published list of the Conjoint Examining Board should be brought 
under the consideration of the Committee of Management.” 

This was referred to the Committee of Management. 

2. Dr. Guy Wood, dated Oct. 7th, asking that the Member¬ 
ship, which he resigned in 1900, may now be restored to 
him.—This was agreed to for the first time, on the proposition 

of the Senior Censor. 

The Senior Censor proposed, and it was resolved, that 
the Licence of the College which was withdrawn from Mr. 
William Dutton Akers in January, 1912, be now restored 
to him. 


Propaganda Work in France. 

At the recent annual meeting of the National Association 
for the Prevention of Consumption, held in London, an inform¬ 
ing address was given by Professor Selskar M. Gunn. Asso¬ 
ciate Director of the Commission for the Prevention of 
Tuberculosis in France. His main theme was the need 
for popular education in tuberculosis, as illustrated by the 
work of the Commission in France. “No matter how 
thorough is the medical care of the population,” 
Professor Gunn said, “provision for the sick and a 
campaign against tuberculosis cannot secure complete 
results until each individual has been taught the funda¬ 
mental facts of correct and healthy living and follows the 
teachings. In the last analysis the prevention and the 
eventual elimination of tuberculosis are a matter of sane 
living, of following the most simple physiological laws of 
health, good food, adequate rest, proper exercise, and 
fresh air. At present these facts are the property 
of a limited number of persons in the community. 
It is essential, if tuberculosis is to be conquered, that 
the scientific knowledge of the few be given to all. 
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A Latin letter was received from the Fellows of the College 
serving with the Army in France on the occasion of the 
quater-centenary of the College, as follows :— 

Epistola 

a dilectissimis Sociis nostris in Gallia helium gerentibus 
accepts. 

X*ipofji(v. T6 eD vik6tw. 

Collegio Kegali Medicorura Londinensiuni quart mn saeculum vitae 
suae Jellclter conditum celebrant! et quantum jam faustis auspiclis 
ineunti aalutem plurimam dicunt et libentlssime gratulantur Socil 
Bubeignati, Gesoriaci Bouonienslum inter arma collocatl. Longum est 
nomlna percurrere tot virorum lllustrium qui sine ulla intcrcapedine 
confclnenier honorem Collegii nostri susculerunt, scieuiia artem 
mediclnac aitius provexerunt, feliciter hominum corpora morbls 
oppressa ad integrant valetudinem revocare docuerunt. 8ed quotum 
quidque invenimus Collegium cujus alumni literas quoque human»ores 
urbanitate tanta et 1. pore ornaverlnt, scientiam omnis generis tutius 
iugenio aediticaverint, rei publicae inslgnius profuerint ? 

Quarto jam anno belli consensu omnium furore teutonico inccpti 
peiacto, militantes videmus eheu! quails nova febnum terrls incubu- 
erit cotors, velut e Pandora© pyxlde liberate, quot morbo^ pediculi 
necnon muscae, quot vapores noxii attulcrint, quanta denique strage 
nostrorum et tolius gentis humauae hostis barbarus Marte illacrimabili 
maxime abusus sit debellandus. 8ed sortes jamdudum faustae, florent 
arma amrliusque florebunfc, pr&ev&lebit tandem justitia. Quin etiam 
(cum licet denique) Pheidippidis verbis sine superbiil usl, spe victoriao 
cert a Collegium nostrum valedlcentes jubemus X<uper€ vucv/Uv. 

Gesoriaci Bononienslura, A.D. ix. Kal. Oct., MDCDXVI1I. 

W. P. Hrrringham, W. P. S. Branson, Charles J. Martin, 

Major-General. Major. Lleut.-Colonel. 

W. Pasteur. Colonel. Gordon Holmes, W. B. Hume, Colonel. 
John Hose Bradford, Lieut.-Colonol. Henry MacJormau, 

Major-General. T. R Elliott, Colonel Lieut.-Colonel. 

J. Hugh Thursmeld, Michael Poster, A. M. H. Gray, 

Ma] -r. M«jor. Lieut.-Colonel. 

J. A. Nixon, Colonel. Charles M iller, S. W. Curl, Captain. 
A. J. Jkx-Blake, Major. Colonel. 

The following answer was addressed to the Fellows of the 
College serving abroad :— 


Accepimus, O Socii, litteras vestras jucundisBimas, pro quibus 
llbenter gratlas agimus. Quod si graves Keipubllcae vices, si clades 
nostrorum iacrimabilis, publicas nobis forias lnterdicunt, si etiam con- 
vivia Moderator, ut ita dicam us, Clnarius denegat, licet Union 
voblscuni paululura gaudere, licet Collegium nostrum, per quarU 
saecula traditum, mirarl. Ulud vero ex litteris vestriB cognitum 
praeclpue laudamus, quod vobis inter arma inter labores inter pericula 
collocatis non deest Uraen erga Collegium pietas. neque litterarum 
humanlorum cultus. Adsit utlnam fausta ilia dies, quurn ad patrlam 
ad domes ad Collegium redeuutes pa«em cum honore referetls. 
Valete! 

Apnd. Lond. Prid. Kal. Nov., MCMXV1II. 


A committee was appointed to draw up a pronouncement 
on the subject of influenza, consisting of Dr. F. W. Andrewes, 
Sir Humphry D. Rolleston, Dr. H. R. Crawford, Sir John 
Broad bent, and Dr. H. French. 

The resignation by Sir Frederick Taylor of the office of 
Representative of the College upon the Senate of the Uni¬ 
versity of London was accepted with great regret. 

The President and Dr. Henry Head were appointed repre¬ 
sentatives upon the Conjoint Board of Scientific Societies. 

The Registrar proposed for the second time the following 
temporary by-laws:— 

1. That Dr. Sydney Walter Curl, being resident abroad, be admitted 
to the Fellowship in absentui, any by-law to the contrary not¬ 
withstanding. 

2. That Dr. Harold Benjamin Day, being resident abroad, be admitted 
to the Fellowship in absentia, any by-law to tho contrary not¬ 
withstanding. 

These were accordingly resolved. 

A report was received from the Committee of Management, 
dated Oct. 1st, as follows : — 

The committee desire to recommend that the following University 
be added to the list of institutions whose graduates in Medicine are 
admissible to the Final Examination of the Examining Board in 
England under the conditions of Paragraph IV.. Section III., of the 
Regulations—viz., the Emory University of Atlanta. 

The committee also report that under the provisions of Paragraph VI., 
Part I., of the scheme for constituting the Examining Board in 
England, Dr. W. Hale White and Mr. W. F. Ilaslam retire by roUtion 
from the committee. 

Dr. W. Hale White was reappointed a member of the 
Committee of Management. 

After some formal business the Comitia was dissolved. 


The King has sanctioned the formation of a 
new branch of the League of Mercy called the Wanderers’ 
Branch. The first President is Colonel R. J. Blackham, 
now D.D.M.S. of an army corps in France, and the honorary 
secretary is Lieutenant-Colonel E. F. Falkner. Letters 
may be addressed to either officer at the Army and Navy 
Clnb, Pall Mall, 8.W. 1. 


THE BELGIAN DOCTORS* AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions tu the Second Appeal. 


The following subscriptions have been received up to 
Monday last, Nov. 4th : — 


£ x. d. 


Sir Rickman J. Godlee.. 3 3 0 
North of England Branch 
B.M.A (per Dr. J. 

Don, Hon. Sec.)— 

Dr. R. 8. Hubbersty... 2 2 0 

Dr. J. A Hial .p. 10 0 

Dr. H. Cardeu Pearson 110 

Dr. R. A. Welsh. 110 

Mrs. Ethel Bowman... 0 10 0 
Dr. H. B. Hunter ... 0 10 0 

Dr W. Murray. 1 1 0 



£ 

s. 

d. 

Drs. W.A.and E G. D. 

Benson . 

2 

2 

0 

Dr. D. B. (Jama. 

1 

1 

0 

Dr. M. Maclean. 

1 

1 

0 

Dr. D. Welsh . 

1 

1 

0 

Dr. J. R. Burn . 

2 

2 

0 

Dr. J. llammond 

1 

1 

0 

[r. E. Spencer Evans 

(monthly) . 

0 10 

0 

ir A. Pearce Gould 

(monthly) -. 

5 

0 

0 


Monthly Subscriptions. 


The following monthly subscriptions have been received 


for October 

£ s.d. 

Dr. Vincent Tighe. 0 10 0 

Dr. G. Grey Turner ... 110 

Dr. W. E. Good . 0 10 0 

Dr. W. Luffman . 0 10 0 

Dr. R. Legal . . 0 10 S 

Dr. A. E. Naish . 0 10 0 

Dr. J. O. Musson . 0 10 0 

Dr. T. W. Goodbody ... 10 0 

Sir T. Barlow . 0 10 0 

Surg. P. G. S. Davis, 

R/N. 0 10 0 

Dr. A. B. 8tevens. 10 0 

I/t. J. B. C. Brockwell, 

R.A.M.C. 0 10 0 


£ s. d. 

Major E. K. FothergiU... 0 10 0 

Dr. W. 8. Hart . 10 0 

Dr. A. Graham . 1 1 0 

Dr. HyU Greeves . 0 10 0 

Dr. H. CAiger . 0 10 6 

Dr. K. J. Dougall. 0 10 0 

Dr. A. W Forrest. 10 0 

Dr. T. L. Drapes . 0 10 0 

Capt. H. L. P. Hulbert, 

R.A.M.C.10 0 

Dr. E. C. Morland . 0 10 6 

Dr. II. Whitehouse ... 0 10 0 

Dr. A. Uawkyard. 0 10 0 

Dr. W. Stewart . 0 10 0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Vceux, at 14, Buckingham Gate, 
London, S. W. 1, and should be made payable to the B elgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyd9 
Bank, Limited. __ 


JOHN WILLIAM SINCLAIR MEIKLEJOHN, M.D. Ei>in., 
L.R.C.S. Kdin., 

DEPUTY INSPECTOR-GENERAL OF HOSPITALS AND FLEET8, R.N. 

Deputy Inspector-General Meiklejohn, R.N., who died at 
his residence, 105, Holland-road, London, on Oct. 31st, 
was born at Lather on, Caithness, in 1829 and had therefore 
reached the ripe age of 89 years. After graduating in 
medicine at the University of Edinburgh in 1851 he entered 
the Royal Navy as assistant surgeon and was subsequently 
appointed to the Illustrious , a training ship at Portsmouth. 
Afterwards he became assistant surgeon to the screw steam 
sloop Harrier, which daring the Crimean War took part in 
the operations in the Baltic. For his services Dr. Meiklejohn 
was awarded the Baltic medal. 

In 1860 he obtained the licence of the Royal College of 
Surgeons of Edinburgh and became staff surgeon four years 
later. His subsequent service was in the Mediterranean, 
India, South America, and South Africa, and at various 
Home Stations. He was appointed fleet surgeon in 1875 and 
retired in October, 1884, with the rank of Deputy Inspector- 
General of Hospitals and Fleets. 

Inspector-General Meiklejohn was a man of almost encyclo¬ 
paedic knowledge ifi many departments of natural science, 
especially in botany ; he was a Fellow and at-one time on the 
Council of the Linnasan Society. His extensive travels while 
in the Navy gave him opportunities of pursuing personal 
studies, but besides these interests he knew and read widely 
in Greek, Sanskrit, Latin, French, German, Italian, and 
Spanish literature and history. Architecture and archaeology 
were other subjects he had studied closely : he was also an 
authority on Buddhism. For many years he was a member 
of the Council of the Ray Society and a Governor of the 
Royal Naval 8chool at Eltham. 

He married in 1875 Mary Elizabeth, daughter of Mr. 
William Reynolds, of Oampden Hill-square, who died in 
1912. By her he leaves three sons, Mr. R. S. Meiklejohn, 
C.B., of H.M. Treasury, Lieutenant-Colonel W. L. S. 
Meiklejohn, of the Indian Army, and Surgeon Lieutenant- 
Commander N. S. Meiklejohn, R.N. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 


Killed. 

Capt. F. C. Harrison, R.A.M.C., attd. Duke of Wellington’s 
Regiment, was a student at Sheffield University and at 
the Royal Dental Hospital, London, and took his medical 
qualification iu 1915, having previously qualified in 
dentistry in 1913. Prior to joining the R.A.M.C. he was 
in practice in Sheffield. 

Died. 

Capt. N. J. Allan, R.A.M.C., received his medical education 
at Liverpool University and qualified in 1916. Before 
joining the R.A.M.C. he held appointments at the 
Liverpool Royal infirmary and at the Liverpool 
Maternity Hospital. 

Capt. C. M. G. Campbell, R.A.M.C. 

Snrg. Lieut.-Com. J. Hadwen, R.N., was a student at 
St. Bartholomew’s Hospital, and qualified in 1907. Prior 
to joining the Navy in 1910 he was in practice at 
Gloucester. 

Capt. W. L. Millar, R.A.M.C., qualified at Aberdeen in 1906, 
and prior to joining up was in practice at Forres, where 
he was honorary medical officer to the Leanchoil 
Hospital, and was also M.O. of Kinloss parish, and. 
medical referee for several insurance companies. 

Capt. T. R. Guilfoyle, Canadian A.M.C., qualified at the 
Western University, London, Ontario, in 1914, and prior 
to joining the Canadian Contingent held an appointment 
at Guelph General Hospital, Guelph, Ontario. 

Wounded. 


Capt. H. P. Whitworth, R.A.M.C., attd. Scottish Borderers. 
Major W. B. Allen, V.C., M.C., R.A.M.C. 

Capt. C. F. Hacker, M.C.. R.A.M.C., attached Royal Soots. 
Major J. B. Scott, M.C., R.A.M C. 

Capt. C. R. Young, M.C., R.A.M.C., attached Shrops. L.I. 
Capt. A. F. Argue, Canadian A.M.C. 

Capt. F. B. Day, Canadian A.M.C. 

Capt. H. F. Brice-Smith, M.C., R.A.M.C., attd. Yorks. L.I. 
Major J. 8. Levis, M.C., R.A.M.C. 

Capt. F. E. Sprawson, R.A.M.C. 

Capt. N. H. Little, Canadian A.M.C. 

Capt. J. R. Cameron, R.A.M.C., attached Royal Irish Rifles. 
Major H. B. Graham, D S.O., M.C., R.A.M.C. 

Capt. C. H. T. Ilott, R.A.M.C., attd. Royal West 8urreyRegt. 
Capt. K. T. Raine, M.C., R.A.M.C., attd. East Yorks Regt. 
Capt. C. H. 8eville, R.A.M.C. 

Capt. W. B. Wilson, R.A.M.C., attached Devon Regiment. 
Capt. A. R. Campbell, Canadian A.M.C. 


Casualties among the Sons op Medical Men. 

The following additional casualties among the sous ol 

medical men are reported :— 

Private R. H. Cuthbert, Royal Fusiliers, attached A.P.C., 
died in England of pneumonia, fourth son of the late 
Dr. W. H. Cuthbert. of Frinton, Essex. 

Second Lieut. P. C. Weaver-Adams died as the result of a 
flying accident, younger son of Mr. E. Weaver-Adams, 
F.R.C.8., of Slough, Bucks. 

Capt. C. A. Mallam, M.C., Royal Berkshire Regiment, died 
of wounds, son of the late Dr. G. B. Mallam, of South 
Hackney, London. 

H. M. Thompson, A.I.D., died suddenly in England, second 
1 Surg.-Capt. jyj Thompson, of Richmond, Surrey. 

N. M. Haydon, O.T.C., died of pneumonia, youngest son ol 
Dr. E. Haydon, of Newton Abbot, Devon. 

Private W. fl. Scott, Essex Regiment, formerly Lines 
Pediment, killed in action, second son of the late Dr. 

^ieut. C. W. Sheppard, R.E., formerly Oxford and Bucks 
Light Infantry, died of influenza and pneumonia, eldest 
son of Dr. W. J. Sheppard, of Putney, London. 

Second Lieut. F. B. Bond, K.F.A., killed in action, only 
child of Dr. B. W. Bond, of Godaiming, 8urrey. 

Gunner C. G. Kelly, R.F.A., killed in action, son of the late 
Dr. B. Kelly. 


Colonel Champe C. McCulloch, jun., U.S.M.C., 
executive officer of the Board for Collecting aud Preparing 
Material for a Medical and Surgical History of American 
Participation in the European War, has arrived in France. 
During his absence Lieut.-Colonel Casey A. Wood, U.S.M.C., 
will be in charge of this work in the Surgeon-General’s office 
at Washington. 


OBITUARY OF THE WAR. 


GEORGE SELBY BROCK, M.B., Ch.B. Edin., 

CAPTAIN, INDIAN MEDICAL SERVICE. 

News has been received by cable of the sudden death 
on Oct. 12th, from influenza, at Rawalpindi, of Captain 
G. Selby Brock, of the Indian Medical Service. Only son of 
Dr. George Brock, of Rome, he was born in the Orange Free 
State 32 years ago, and educated at Uppingham School and 
at the Universities of St. Andrews and Edinburgh, from 
which last he graduated in 1910, joining the Indian Medical 
Service in the following year. At the outbreak of the war he 
went to France with the first Indian contingent and served in 

Flanders, thus earning 
the 1914 Star. In the 
following year he 
returned to India to regi¬ 
mental duty at various 
stations, for the last two 
years at Kohat. Thence 
he was transferred to 
Rawalpindi in Jane of 
this year on his appoint¬ 
ment as adjutant of 
the newly instituted 
“School of Instruction 
for Temporary I. M.S. 
Officers,” which he had 
helped to organise there. 
Captain Brock was a 
fine athlete, having at 
Uppingham captained 
the School Fifteen, and 
while at Edinburgh won 
the Inter-University hurdling championship. He was also a 
good linguist, speaking French, German, and Italian, and 
shortly before his death was engaged on, and had nearly 
completed, the compilation of a manual on the Pushtu 
language and Afridi dialect. His personal qualities made 
him a general favourite, and his loss will be much felt, 
especially at the new “School of Instruction,” to the 
success of which his attractive personality, his good influence 
with the young Indian officers, and his enthusiastic and 
excellent work were greatly contributing. He leaves a widow 
and two children. 


GEOFFREY MOORE COWPER, M.R.C.S. Eng., 

CAPTAIN, ROTAL ARMY MEDICAL CORPS. 

' 'Captain G. M. Cowper, who died of wounds on Oct. 3rd, 
was educated at Darlington Grammar School and Trinity 
College, Cambridge, going on to St. Bartholomew’s Hospital, 
London, where in 1914 he took the Conjoint Diploma. He 

joined the R.A.M.C. on 
the outbreak of war, 
and after six months of 
duty as anaesthetist at 
a base hospital in 
England he went to 
Le Tr6port with a 
hospital unit, where, 
in addition to his 
regular duties, he had 
charge of surgical huts 
aud acted also as 
honorary secretary and 
treasurer of the 
officers' mess. Last 
year he became 
attached, first to a 
West Riding regiment 
(Duke of Wellington’s), 
and later to a field 
ambulance. Finally, 
just before his death, he was transferred to a Dorset regiment, 
and it was while working at his regimental aid-post that a 
direct hit by enemy artillery inflicted wounds which shortly 
proved fatal. Captain Cowper’s superior officers write of his 
whole-hearted devotion to the work in hand, whether pro¬ 
fessional or recreative, which made him a true comrade, 
while his considerateness endeared him to the patients and 
nursing staff. His losses keenly felt by all his associates. 
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PERCIVAL THOMAS PRIESTLEY, M B., Ch.B. Birm., 

MAJOR, ROYAL ARMY MKDICAL CORPS. 

Major P. T. Priestley, who died at Salonika on Sept. 28th, 
was only child of the late Rev. Thomas Priestley, vicar of 
Albrighton. He was educated at St. Michael’s College, 
Tenbury, Shrewsbury School, and Birmingham University, 
qualifying M.B., Ch.B. in 1913, and then holding resi¬ 
dent appointments at 
the Birmingham General 
Hospital. He joined 
the Birmingham Uni¬ 
versity O.T.C. on its for¬ 
mation and received later 
a commission in the 
Special Reserve of the 
Royal Army Medical 
Corps. He was sent to 
France on August 14th, 
1914, and a year later 
to the Near East, where 
he served at Anzac 
until the evacuation 
and then at Imbros 
and Alexandria. After 
6ick leave and a period 
of home service, during 
which he had charge 
of Lady Tennyson’s 
Hospital at Freshwater, he was sent in June, 1917, to 
Salonika, where he died of influenza after a few days’ illness. 
Major Priestley married in January, 1916, Ellen, daughter 
of Charles F. Underhill, of Burton-on-Trent. 


JAMES TOWERS KIRKLAND, M B., Ch.B. Glasg., 

MILITARY CROSS; CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. T. Kirkland, who was killed in action on 
Sept. 18th, at the age of 36 years, was youngest son of 
Archibald Kirkland, of Newmains. He was educated at 
Glasgow High School and Glasgow University, graduating 
there in 1909. At school he was known as a good footballer, 
playing for the High School Rugby team. After graduation 
he spent a year holding house appointments at the Royal 
Infirmary, Glasgow, and afterwards at the Maternity Hos¬ 
pital. From this time until the outbreak of war he was 
obtaining experience as locum tenens in private practice 
with the intention of specialising in gynaecology later. He 

obtained a commission 
in the R.A.M.C, in 
November, 1914, was 
awarded the Military 
Cross at the beginning 
of 1916 for services at the 
Battle of Loos, and was 
mentioned in Sir J. 
French's despatches. 
He had charge of one 
of the first clearing 
stations at Festubert. 
Excessive strain caused 
cardiac dilatation and 
general nervous prostra¬ 
tion, on account of 
which he obtained his 
discharge from the 
R.A.M.C., but he deter¬ 
mined to join up again 
and resumed bis rank of 
captain, doing arduous and dangerous work with a field ambu¬ 
lance until he was killed at his post. One who knew Captain 
Kirkland well writes that the medical profession has lost a 
member who would have made a good name for himself. 


Captain A. Allan Parker, M.C., C A.M.C., who died of 
wounds on Oct. 12th at the age of 26 years, was a native of 
Mimico, Ontario. He gradua'ed in medicine at the University 
of Toronto in 1914. sailed from Canada in May, 1916, and 
after arrival in England was posted to Ecchinghill. He went 
to France in December. 1916, and was on the strength of 
No. 6 Canadian Field Ambulance, serving for short periods 
as M.O. with a battalion of the 1st Canadian H.A. and the 
1st Canadian O C.S. He was awarded the Military Cross in 
October, 1917. 


ERNEST HOWARD GLENNY, M.R.C.S. Eng., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant E. H. Glenny, who died at Basra on Oct. 9th, 
aged nearly 27 years, was youngest son of Edward H. 
Glenny, of Manor Pa'k, London. He was educated at 
Redland Hill House, Clifton, and at the Leys School, 
Cambridge, and after passing the London Matriculation 
Examination he took a 
special course of busi¬ 
ness training at Kensing¬ 
ton College, from there 
secured a post in the 
London School of 
Economics, and later 
served in the Office of 
the Industrial Trust, 

Ltd. Deciding in 1913 
to take up medicine, he 
entered St. Bartholo¬ 
mew’s Hospital, London, 
gained the Willett 
Medal, aDd qualified 
M.R.C.S. and L.R.C.P. 
in 1917. After three 
months as house phy¬ 
sician there he was 
called to join the 
R.A.M.C., and went 
straight from Blackpool to Mesopotamia, where he was 
appointed medical officer at No. 3 Biitish General Hospital 
last March. There he remained until he was removed on 
Oct. 4th to the Officers’ Hospital, BeitNaama, Basra, seriously 
ill with pleuro-pneumonia, from which he died five days later. 


Captain L. E. Roberts, A.A.M.C., who was killed in 
action on August 29th, at the age of 33 years, was son of 
J. Albert Roberts, of Geelong. Victoria. After a successful 
career at the Geelong College he obtained a resident scholar¬ 
ship at Ormond College, Melbourne University, which he 
held during his University course. In athletics he took a 
keen interest, being a member of his school football and 
shooting teams. At the University he represented his College 
and University in football. Completing his medical course 
some months earlier than usual, he enlisted in August. 1917, 
spent some time at No. 1 Australian General Hospital, Rouen, 
and joined the 8th Australian Field Ambulance early in August 
last. He was fatally wounded by a shell while his battalion 
was in action near the River Somme, and died some hours 
later at the C.O.S. at Daours. Though with his division for 
only a short time, he had already shown himself a man of 
courage and ability, and his death is keenly felt by his 
associates. 

Second Lieutenant James Stuart Ricketts, R.F.A., who 
died on Oct. 6th in a French general hospital from wounds 
received in action on August 29th, was eldest son of the late 
Dr. T. F. Ricketts. Educated at Oundle, Lieutenant Ricketts 
passed into Woolwich with a view of joining the Royal 
Engineers. Prevented by illness from so doing, he decided to 
adopt his father’s profession, and became a medical student 
at King’s College. His health being restored, he volunteered 
for service in the Air Corps, but failing to pass the final health 
standard test, he took a cadet nominationship from his old 
school and obtained his commission early this year. In the 
short time which he spent on active service he won golden 
opinions from his superior officers. 


The Honours List. 

The Albert Medal for gallantry in saving life at sea has been 
awarded to 8urg.-Lieut. William Fryer Harvey, R.N. 

On June 28rh, 1918, two of H.M. torpedo-boat destroyers were In 
collision, and Surg.-Lieut. Harvey was sent on board the more seriously 
damaged destroyer in order to render assistance to the Injured. On 
hearing that a stoker petty officer was pinned by the arm In a 
damaged compartment Surg.-Lieut. Harvey immediately went 
down and amputated the arm, this being the only means of freeing 
the petty officer. The boiler-room at the time w»s flooded and 
full of fumes from the escaping oil. This alone constituted a great 
danger to anyone in the compartment, and Surg -Lieut. Harvey col¬ 
lapsed from this cause after performing the operation and had to be 
hauled out of the compartment. Moreover, at any time the ship might 
have broken in two. and all hands were fallen in on deck, wear!, g life¬ 
belts, at the time in order to be ready for this eventuality, ourg.- 
Lleut Harvey displayed the greatest gallantry and disregard of his 
personal safety in descending it.to the damaged compartment and 
continuing to work there amidst the oil fumes at a time when the ship 
was liable to sink. 
















642 Tan Linobt,] 


INKLUKN/.A AND I’fiBViSNTIVE INOCULATION. 


[Nov. 9, 1918 


Ccrresponktuc. 


“ Audi alteram partem.” 


INFLUENZA AND PREVENTIVE INOCULATION. 

To the Editor of The Lancet. 

Sir, — T hat the conclusions reached at the War Office Con¬ 
ference “ on preventive vaccination for influenza ” could only 
be of a tentative character was obvious. Bricks cannot 
be made without straw, and dogmatic advice on the 
prevention and cure of a disease cannot be given in the 
absence of accurate data as to its causation. In these 
circumstances would it not have been wiser if the com¬ 
mittee had made a more frank confession of our present 
state of ignorance on the subject under discussion, had 
indicated the lines along which observation and research 
could most profitably go, and, if it felt constrained 
to make some practical suggestion in the way of vaccine 
prophylaxis, might this not have been done in a manner which 
should lay less claim to specificity for the remedy offered ? 
Is there not present a slight savour of “intensive cultivation ” 
about the whole argument, as though military necessity led 
to a forcing of the pace? Many of your readers must have 
been struck by the lack of cogency in the conclusions arrived 
at by the committee, as published in The Lancet of 
Oct. 26ih. After stating in $ 1 that “there was considerable 
doubt as to the primary etiological significance of the Bacillus 

influenza; of Pfeiffer, and . the existence of some as yet 

undiscovered virus must be regarded as possible/’ they say, 
in §2, that “the general question of the employment of a 
bacterial vaccine for the control of the incidence and severity 
of the epidemic was discussed, and it was unanimously agreed 
that inoculations with a suitable vaccine might be expected 
to be of value in both directions” (The italics are mine 
throughout.) The committee then passes on to consider the 
selection of a “suitable” vaccine, and “it was agreed 
that the Bacillus influenza, the pneumococcus, and the 
streptococcus only should be employed ”(§ 3). if it should 
turn out to be true that the primary cause of the present 
epidemic is some as yet undiscovered virus, the committee 
fails to make it clear in what way the use of a mixed vaccine 
of Pfeiffer’s bacillus, pneumococcus, and streptococcus can 
affect the incidence of the disease. If it is merely the severity 
of the disease—as contributed to by secondary infections due 
to the above-named micro-organisms-that is likely to be 
influenced beneficially, might not the committee have said 
as much without losing caste ! And might not the com¬ 
mittee have confided in us why the veto expressed in the word 
“ only ” was decided upon? 

So far we have at least got definite advice. But now 
follows a statement which, though calculated to act as a 
corrective to the empiricism underlying the practical con¬ 
clusions, suggests that the committee has really very little 
faith in its own nostrum, at least as a preventive for the 
present epidemic; for the fulfilment of the conditions laid 
down as a desideratum in the preparation of the vaccine 
is likely to take so long a time that it will outlast (I trust) 
the present outbreak. The desideratum is “that a number 
of different strains and types of each organism should be 
utilised in the preparation of the vaccine, and that these 
strains should have recently been isolated from cases occur¬ 
ring during the present epidemic and should be submitted 
to strict tests as to race and type prior to me ” But despite 
this considerable qualification, involving highly expert 
and lengthy technique, the committee proceeds (§ 4) to 
give “ the relative proportions of the different organisms and 
the dosage of the vaccine,” as though all this work of 
differentiation of “strain” and “type’’and “race’’had been 
already done ! The formula given does not seem, on the face 
of it, to be very different from that of a good many vaccine 
prophylactics for “ catarrh,” differing chiefly in the absence 
of M. catarrhal is. But this difference does not go far to save 
the result of the committee’s deliberations from coming very 
near to ridiculus inns. In regard to the constitution of the 
formula, I should like to endorse emphatically the criticism 
appearing in Dr. John Matthews’s letter in The Lancet 
. of Nov. 2nd as to the suggested dose of Pfeiffer’s bacillus. 
Years ago, when it was very difficult to cultivate this 
bacillus, and we used fresh blood for the purpose, 
even then securing very little growth, it was found that 
small doses of a vaccine made up from such growth often 


gave smart “reactions.” This fact led to the custom 
of employing a small dosage in general when using Pfeiffer’s 
bacillus either for preventive or for curative vaccination. 
Whether the “ bite ” of these ol4er vaccines was due to the 
admixed blood from the medium, or to “aggressins” or to 
some other property that seems common to vaccines from 
most micro-organisms when grown with difficulty, is not 
known. But it seems certain that vaccines prepared from 
cultures of Pfeiffer’s bacillus grown in profusion upon 
Matthews’s trypsin blood medium are much less innocuous 
than those prepared from cultures on ordinary blood media. 
And. although the committee does not expressly say this, it 
would appear essential that the bacillus should be cultivated 
upon Matthews’s medium in order to obtain sufficient growth 
for the purpose of such a large quantity of vaccine as is here 
proposed for military use. During the past two years I have 
found, in the employment of such vaccine in a series of 
cases, that the appropriate dosage is quite ten times the size 
1 was formerly in the habit of using. 

I am, Sir, yours faithfully. 

Harley-street, W., Nov. 3rd, 1918. THOMAS HoRDKR. 

To the Editor of The Lancet. 

Sir, — As some time must elapse before the most suitable 
prophylactic and therapeutic doses of vaccine for influenza 
are agreed upon, a brief note upon the experiences of those 
who have used them should be of service. 

Prophylaxis .— I agree with Dr. John Matthews(Tn E Lancet, 
Nov. 2od) that the doses recommended at the War Office 
Conference are inadequate, and likely to imperil the value of 
a vaccine. Experience with other diseases teaches that 
in order to obtain lasting immunity large doses' must 
be given. For typhoid, doses of 1000 million are 
used. In pneumonia, Sir A. E. Wright suggested a 
dose of 1000 million for prophylaxis and a dose of 
500 million at the outset of a pneumonia attack. 
Lister in his South African studies went further and used 
three inoculations at seven days’ intervals, each dose con¬ 
sisting of 6000 million cocci of each group against which 
immunity was desired. I do not know how many strains 
were used, but probably 18,000 to 24.000 million pneumocooci 
were given in one dose. As compared with these a dose of 
30 million B. influenza seems absurdly inadequate. The 
period of immunity is probably proportionate to the dose 
used. Whereas a dose of 1000 million may confer immunity 
lasting several months, the immunity from a dose of 
30 million probably lasts but a few days. 100 million 
pneumococci and 40 million streptococci are advised as a 
first dose, but as these are composed of several different 
strains the actual immunising dose against a particular strain 
would be as little as 10 or 20 million. 

My own plan has been to inject as a first dose 100 million 
pneumococci, 100 million streptococci, and 50 million 
B. influenza , and after seven days double these amounts. 
A certain number of cases have been injected with pneumo¬ 
cocci and B. influenza only. Such doses probably confer 
immunity for a few weeks only, but there is no reason why 
a third or fourth dose, each twice the previous one, should 
not be injected at weekly intervals. About 200 cases have 
been injected and these were mainly chosen from contacts— 
doctors, nurses, relatives of patients. In no case was there 
a noticeable general reaction. There was no interruption of 
work, the persons injected followed their ordinary /duties. 
So far I know of no case of influenza occurring in an 
inoculated person. There was no sign of increased 
susceptibility, although they were exposed to infection and 
cases of influenza occurred in non-inoculated persons living 
in contact with them. 

Treatment .—Vaccines are recommended for subacute and 
chronic cases, but not for severe cases of secondary broncho¬ 
pneumonia. The doses recammended are 6 million 
B. influenza in subacute cases, and if used in broncho¬ 
pneumonia 1*1 million. Again, I consider these doses 
inadequate. Cases of pneumonia and broncho-pneumonia 
have been treated by vaccines for years. In acute lobar 
pneumonia I give doses of 100 million pneumococci to an 
adult man as soon as possible after the onset of the disease. 
In broncho-pneumonia treatment cannot be given early, 
as the causal organism must be determined, and in 
any case smaller doses than the above are advisable. 
In a series of Friedliinder’s pneumonia I used doses of 
30 to 50 million bacilli with good results. I a mixed 
streptococcic and pneumonic broncho-pneumonias I have 
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used doses of 30 to 50 million of each organism. With 
influenza my present plan is to inject 50 million pneumo¬ 
cocci, 50 million streptococci, and 30 million B. influenza 
as soon after the onset as possible. In no case in which the 
vaccine was given within 24 hours have lung complications 
afterwards developed. When broncho-pneumonia has 
developed before the patient is seen I give the same dose, 
repealing or even increasing every other day or sometimes 
daily, and have several striking charts showing the effect 
of the vaccine in bringing down the temperature and 
limiting the severity of the disease. I feel sure that similar 
results cannot be obtained by the use of doses of 1£ million 
B. influenza. I would urge the immediate treatment of 
influenza by giving vaccine in adequate doses within a few 
hours of the onset. Hesitation and delay allow the cases 
to get out of hand, and little can be done for the profound 
toxaemia which is present later. 

The letters of Dr. Wm. Collier (The Lancet, Oot. 26th) 
and Sir J. W. Moore (Nov. 2nd) on the clinical aspects are 
very interesting. In my cases epistaxis has been constant 
in children and young adults, less common in older patients. 
Albuminuria to some extent has been a constant sign. In 
the more severe cases there has been a definite nephritis. 
Bacteriological examination of catheter specimens of 
urine has usually shown streptococci with frequently 
B. ooli. In women patients menstruation is brought 

on prematurely or there may be haemorrhage midway 
between the periods. In the severe cases there is a charac¬ 
teristic facies, swollen and somewhat resembling that of 
measles without the marked rash of the latter, though a 
slight morbilliform rash is frequently seen. In one case 
there was an abundant crop of purpuric spots on the legs. 
In many ways this type of influenza seems to resemble, apart 
from the rash, the virulent attacks of measles seen in 
races that have had no previous experience of that 
disease. The frequent association of influenza with measles 
seen during the last two years is also interesting from this 
point of view. Lieutenant-Colonel Macdonald has recently 
described an epidemic of purulent bronchitis complicating 
measles occurring in New Zealand troops in which B. influenzae 
was found in 72 5 per cent, of cases bacteriologically examined. 
A vaccine containing 300 million B. influenza was used with 
good results. In the spring of this year an outbreak of measles 
occurred in a large public school. One boy after a severe 
attack, followed by two days’ normal temperature, developed 
acute suffocative bronchitis and died in 48 hours. B. influenza 
was the predominant organism in his sputum. Four other 
hoys developed the same condition, but were promptly 
treated by a vaccine containing B. influenza made from the 
sputum of the fatal case, and recovered. 

I am, Sir, yours faithfully, 

Birmingham, Nov. 4th, 1918. W. H. WYNN. 

To the Editor of The Lancet. 

Sir, — I am inclined to take the view that the primary 
infection in this epidemic is a streptococcus, for the following 
reasons: — 

(1) Bacteriological. — Pfeiffer’s bacillus is by no means 
always present, whereas streptococcus is present both in the 
mucus of the naso-pharynx and also in the sputum. I made 
up a vaccine on Oct. 17th from the mucus of the naso¬ 
pharynx of an influenza patient; the culture was practically 
a pure streptococcus, but as the pathologists maintained that 
the organism was unknown I did not use the vaccine 
clinically till last week. 1 now find that a dose of 2 million 
in an acute case is frequently followed by marked improve¬ 
ment in temperature and general well-being within 24 to 
48 hours, but a dose of 4 million in milder cases is followed 
by a slight reaction, and I have discontinued this dose. I 
have found that an injection of 2 to 4 million seems to help 
clear up the recurring temperature at the end of an attack. 

(2) Clinical. — This epidemic differs from Pfeiffer’s bacillus 
epidemic in that old people seem to escape lightly and the 
severe nervous symptoms with depression do not follow the 
attack. The fibrinous bronchitis which is sometimes present 
is more likely due to a streptococcus than either to a pneumo¬ 
coccus or Pfeiffer’s bacillus. I have seen a few cases of 
fibrinoul exudate on children’s tonsils, at first suggestive of 
diphtheria but more characteristic of streptococcus, for 
there is no real membrane. The pneumonia cases are not 
like the pneumococcus pneumonias; there is often lobular 
pneumonia (though I have had some lobar pneumonias) and 
the sputum is sometimes pure blood. 

■ 

I have been interested to read what the conference at the 

War Office decided on Oct. 14th as to preventive inoculation, 
but I should be afraid of giving 40 million streptococci as 
a preventive dose during an epidemic in case the individual 
might be incubating the disease at the time. For example, 
in one house I gave a preventive inoculation of 4 million 
streptococcus vaccine to each of six people, one of whom 
had been nursing a case of influenza pneumonia a few days 
previously ; she was the only one of the six who had any 
reaction; four, hours after the inoculation she felt pain at 
the lower part of the left side of the chest, and her tem¬ 
perature rose to 100° F. next day, but was normal within 48 
hours. The vaccine I have been using I sterilised by in¬ 
cubating for 24 hours with 0 5 per cent, carbolic, so that the 
dosage is necessarily a small one compared with the vaccine 
sterilised by heat, as recommended in The Lancet of 

Oct. 26th. I notice in that article that a dose of 8 million 
streptococci is recommended by the War Office Conference in 
a subacute or chronic case ; this would about correspond with 
my experience, allowing for the different method of sterilisa¬ 
tion. although I am inclined to think that 8 million is rather 
too large a dose to begin with. 

I am. Sir, yours faithfully, 

Oxford, Nov. 5th, 1918. HENRY T. GIJaLETT. 

THE INFLUENZA EPIDEMIC. 

To the Editor of The Lancet. 

Sir, —In your leading article of last week upon the 
influenza epidemic you discussed the problem whether or 
not the present epidemic wave ought to have been expected 
or not. That is a question which I am not now concerned 
to debate. But I would point to the fact that the present 
prevailing wave of the epidemic actually yea* expected, 
whether for good reasons or bad. 

On August 5th I sent you an abstract of the results of an 
organised inquiry which had been made in Germany into the 
bacteriology of the primary wave of the influenza pandemic 
which showed itself in the late spring, and invited you, if 
you thought fit to publish this, to mention that it had been 
put at your disposal in order to draw the attention of 
workers in this country to the German experience, and to say 
that the Medical Research Committee would be grateful if 
the results obtained in this country might be communicated, 
so that a similar collation of experience here might be made 
“with a view to the organisation of such coordinated work as 
may be found possible for the study of the secondary waves 
of the infection that are to be expected. ” 

In your issue of August 10th you published this informa¬ 
tion, but without a statement either of its provenance or of 
its chief purpose. As a matter of history I would record 
that I cannot recall meeting any pathologist during last July 
whose attention had been drawn to the records of the 
pandemic of 1889 1890, and also to the work done in Europe 
upon the primary wave of the present pandemic, who did not 
as a result confidently expect a secondary wave, with 
probably more serious results, to show itself in this autumn 
or early winter. I am. Sir, yours faithfully, 

Walter M. Fletcher. 

15, Buckingham-street, Strand, W.C., Nov. 6th, 1918. 

The letter accompanying the abstract sent to us on 

August 5th by Sir Walter Fletcher was unfortunately not 
understood by us. — Ed. L. 

To the Editor of The Lancet. 

Sir,—T here are sentences in your leading article of 

Nov. 2nd which may, I think, create a false impression upon 
the minds of some readers. “The experience of all pre¬ 
vious epidemics in London is that excessive mortality from 
influenza in any single epidemic does not continue beyond a 
period of about six weeks.” You may, of course, be using 
the word 44 excessive ” in some peculiar sense, but it is a 
fact that io 1891, while the total number of influenza deaths 
registered in the first quarter of the year for London was 24 ; 
during each of the 11 weeks beginning with that terminating 
on May 2nd at least 37 deaths from primary influenza were 
recorded, and in eight of these weeks the number was greater 
than 100, while in the succeeding winter epidemic 30 or 
more deaths were recorded in each of 12 weeks. - The 
occurrence of an epidemic of influenza followed by an even 
more severe epidemic of the same disease within three months 
is almost unknown.” There is much virtue in the “almost.” 
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The summer influenza of 1891 produced 50-60 cases in the 
Wolsineham division of the Weardale rural district, popula¬ 
tion 3169. during July ; the secondary epidemic, beginning 
on Oct. 18fch, gave rise to about 700 cases. 1 The two great 
London epidemics of that year were separated by an interval 
of little more than five months. “ Summer epidemics are 
unusual.” Yet even within the period of the Registrar- 
General’s statistics to which you refer there was one con¬ 
siderable summer epidemic, while the outbreak of 1833 
culminated between April 24t.h and May 21st, and the 
historically famous epidemic of 1782 reached its maximum 
in June. 

Upon the general issue whether, after what happened this 
summer, an autumn recrudescence was to be expected, i 
doubt if your judgment will be affirmed by a majority of 
epidemiologists. The sequence of events in the period com¬ 
mencing with December, 1889, was as follows : There was first 
in the winter 1889-90 an explosive epidemic, possessing the 
typical features of a primary outbreak of influenza—viz , an 
approximately symmetrical distribution in time and close 
concentration around the maximum—features beautifully dis¬ 
played in Leichtenstern’s graph of the Munich epidemic drawn 
from notification records. Toe three secondary epidemics 
of 1891, 1891-2, and 1893-4 particularly the first, were of a 
different form—viz., less nearly symmetrical and giving a 
less lofty flattened curve, the interval between the rise and 
fall of the curve being much longer than in the primary 
outbreak.* Creighton was of opinion that this feature of 
recrudescence, the appearance of secondary waves of less 
prevalent but much more fatal disease, was unprecedented. 
His conclusion may be too absolute. The year 1676. for 
instance, had more deaths in London than 1675, which gave 
material for Sydenham’s classical account of epidemic 
influenza. But even if we accept Creighton’s view we shall 
naturally give much weight to the latest epidemic constitu¬ 
tion, that of the “ nineties.” Nor shall we have any difficulty 
in interpreting the disparate epidemic forms, a short, sharp, 
symmetrical outburst suggesting a unitary process, a long 
drawn-out, skew curve implying the combined action of more 
than one cause group. 

Now the summer epidemic of this year was an excellent 
example of the quasi-symmetrical type. Having had the 
opportunity of analysing the incidence upon a large body of 
men in this country, I can testify to its complete identity of 
form with that of the primary wave in 1889-90. This 
having occurred, we should naturally fear that the sequel 
might be worse than in 1890. If a primary epidemic by 
ill-luck develops in the summer, then a secondary epidemic 
having its first chance of appearing in the autumn and 
winter will, if it do occur, be particularly mortal. The 
reason is plain ; the secondary epidemics of the “ nineties” 
were fatal, partaking, as, perhaps, Sydenham would have put 
it, of the pneumonic constitution ; in modern parlance there 
was much secondary pneumonia. The influence of season 
upon respiratory complications needs no discussion. 

We might indeed have hoped that the precedent of 1890 
would be followed and a year skipped, but we could not be 
sure that the 1891 example might not be adopted when we 
should be faced by a serious mortality. This is just what 
has happened. To have stated in August that it was bound 
to happen would have argued ignorance of the earlier 
history ; to say that it was very likely to happen and to 
concert measures for systematically studying the course and 
alleviating the inconvenience, was plainly the correct pro¬ 
cedure. Such a procedure was actually followed in at least 
two of the great Departments of State, with the result that 
we shall eventually possess much more accurate epidemio¬ 
logical studies of the recent than of any previous outbreaks. 
You have unwittingly done some injustice to the many able 
epidemiologists of this country in suggesting that what has 
happened either did take, or ought to have taken, them by 
surprise. The medical officer of health of the County of 
London in particular, who has been steadily drawing 
attention to the epidemiological importance of trailing 
epidemics of influenza since 1913, has just cause for 
complaint.—I am, Sir, yours faithfully. 

Major Greenwood, 

Captain, R.A.M.O.(T P.) ; Reader in Medical Statistics, Univ. 

London ; Director of Medical Research Subsection, 
Ministry of Munitions Health and Welfare • 

Nov. 3rd, 1918. Section). 

* 8re Parsons, "Further Report on Epidemic Influenza.” C. 7061, 
1893, p. 9. * Parsons, op. clt., p. 11. * 

THE TREATMENT OF INFLUENZA. 

We have received a number of letters dealing with special 
points in the treatment of influenza. 

Surgeon Lieutenant R. Murray Barrow, R.N. (H.M.S. 

Canada), suggests a form of treatment whioh he has found 
successful in a recent case which was developing rusty 
sputum and other signs of pneumonia. Five grains of 
sodium salicylate dissolved in 8 c.cm. of sterile water were 
injected into the basilic vein, followed by 1/16 gr. of strychnine 
hypodermically, the injections being repeated at six-hourly 
intervals. The relief of pain was immediate, the sputum 
lost its rusty colour, and the cough practically disappeared 
within 12 hours. 

Dr. Walter Kidd writes: ‘‘No doubt the use of per- 
mangauate of potash in a saline solution for gargling and 
sniffing, as recommended by the Local Government Board, 
is an excellent local disinfectant for lessening the risk of 
influenza. But is there any respect in which it is not 
inferior to the use of iodine inhalation for this purpose? 

The use of tincture of iodine in hot water is, on the one hand, 
much easier for the majority of persons, including children, 
and the one process of inhaling this moist vapour 
reaches effectually both the nasal passages and the pharvnx, 
and on the other its germicidal power is, I believe, con¬ 
siderably greater than that of permanganate of potash.” 

Dr. R. W. Allen states that the vehicle he uses for the 
intravenous injection of garlic oil is pure ether. Iu un¬ 
complicated cases he gives an initial daily dose of $-1 minim 
of the oil, and suggests the trial of J-minim doses twice or 
thrice daily in cases complicated with pneumonia. He has 
had no such complicated cases, however, since using the 
remedy. Severe paroxysms of coughing may follow the 
injection, due, Dr. Allen believes, to the ether. A draught 
of cold water gives relief. 

Mr. Walter Allingham, M.R.C.S., writes that having 
proved the antiseptic properties of garlic in his treatment 
of wounded soldiers he decided to try a non official prepara¬ 
tion known as tri-methenal allylic carbide compound in the 
treatment of influenza. Since adopting this preparation in 

80 consecutive cases, with the exception of two he has had no 
serious complications; in no case has the temperature 
remained up over 48 hours, and in many instances a normal 
temperature has been regained in 24 hours, patients feeling 
easy and wanting food. Of the two exceptions one was a case 
of pulmonary tuberculosis and the other had severe gastric 
symptoms. Before adopting the preparation high tempera¬ 
tures persisted in most cases for 5-6 days, complicated by 
severe bronchial catarrh and in some instances pneumonia/ 

Major Geo. Stoker, R.A.M.C., recommends the treatment 
of pneumonia by the continuous inhalation of oxygen from 
a gas-bag with a soft rubber nose-piece passing up into one 
nostril. 

INFLUENZA, OR A NEW DISEASE. 

To the Editor of The Lancet. 

Sir. — In the interesting leading article in The Lancet of 

Oct. 26th summarising the Memorandum of the Local Govern¬ 
ment Board it is suggested that the present epidemic is 
similar to the previous pandemic of 1889-92, and also to the 
pandemics of 1803, 1833, and 1837-38. It may be that the 
clinical features observed in the epidemics of past years are 
similar to those seen in the present epidemic, but it is equally 
certain that many of the cases now seen present clinical 
features which are quite distinct from the cases of so-called 
“influenza” or “influenza colds” which we are accustomed 
to see every year. There are probably various febrile and 
catarrhal conditions which are, for lack of definite knowledge 
of their true nature, grouped under the term “influenza.” 

But if this term is accepted for the present epidemic, it is 
well to be clear about the clinical features seen in many of 
the cases. 

Whilst attached to the Military Hospital, Aylesbury, in 
the winter of 1915 16 we received a number of cases from 

Halton Camp which presented well-defined clinical features. 

The patients were admitted with fever ranging from 102° 
to 104° F., bronchitis, and toxaemic symptoms. There was 
in home cases blood stained sputum, which on microscopic 
examination showed streptococci as the predominating 
organism The cases were frequently fatal, and post mortem 
the signs were those of a septic capillary bronchitis. Pfeiffer’s 
bacillus was not found in any of these cases, neither in the 
sputum nor post mortem in the lungs. I was struck by the 
frequency of these cases occurring in particular h!its. and it 
was remarked that new recruits arriving in these huts were 
more vulnerable to the disease. I sent in a report on the 
subject to the War Office describing these cases, with certain 
recommendations regarding prophylaxis, and it doubtless 
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received the attention it merited. It did not occur to 
myself or any of my brother M.O.’s that these cases were 
“influenza,” and the medical officers of Halton Camp did 
not send them in as “inflaenza.” For want of a better 
term we labelled them septic bronchitis, but there was no 
doubt in my mind that we had to deal with a definite clinical 
entity, probably caused by a specific micro-organism or an 
organism whose virulence had been greatly increased by 
“ passage.** 

I have recently had under my care several cases having 
clinical features almost identical with the cases I had 
previously seen at Aylesbury. The following are the clinical 
features :— 

Onset: Sudden, with fever temperature 103-105°, shivering 
or rigor, pains in the back and limbs. Course: Tempera¬ 
ture keeps up for several days, with delirium at night. 
Cough : Irritable cough with frothy sputum, occasionally 
blood stained. Frequent symptoms are pharyngitis, dryness 
of the mouth and throat/and pain in swallowing. I have 
not noted the slowness of the pulse referred to by Dr. Wm. 
Collier in The Lancet of Oct. 26th, but the other symptoms 
he describes are similar to those seen in my own cases. The 
milder cases show a fall of temperature in four or five days, 
the chest symptoms disappear; the more severe cases show 
great prostration and toxmmic symptoms, with dry tongue, 
and last a fortnight or more. It is amongst these that the 
fatal cases are Been. Several members of one household 
may be attacked; especially does infection extend to persons 
sleeping in the same room. 

In my report to the War Office I laid special stress on 
overcrowding and the danger of a number of men sleeping in 
one hut. 

Besides this type of case other forms are seen in the 
present epidemic resembling the ordinary influenzal colds, 
and cases where patients have got up too soon after an 
“ influenza cold ” and have developed pneumonia. But these 
are quite distinct from those first described, which might be 
called until their etiology is cleared up “ epidemic septic 
bronchitis. ” What is the nature of these cases ? Are they 
due to Pfeiffer’s bacillus or what is the infective agent? 
Until this is known we shall not be on firm ground regarding 
treatment. I am, Sir, yours faithfully, 

Wimpole- street, W., Oct. 28th, 1918. J* LANDMAN, M.D. 


To the Editor of The Lancet. 

Sir, —With reference to Dr. Wm. Collier’s letter in 
The Lancet of Oct. 26th under the above heading, judging 
by the history, symptoms, and physical signs, it would 
appear that cases of pneumonia now occurring are of two 
varieties: (1) that occurring during an attack of inflaenza 
and following the usual course in such cases ; (2) the variety 
consisting of an almost instantaneous onset in a person pre¬ 
viously well as a rule. This latter variety presents the 
peculiarities mentioned in Dr. Collier’s letter, and, in addi¬ 
tion, in the cases I have seen, a tendency to looseness of the 
bowel and very early expectoration of frothy, bright red 
sputum. This appears to be a different disease. 

The last two cases I have seen will serve as an illustration. 
One man on being asked how long he had been ill replied : 
“ I was knocked endways this morning at 2 A.M., suddenly.” 
The other said : “I hain’t been out of my hammock five 
minutes when I suddenly collapsed.” The tone in which 
they replied conveyed quite clearly to my mind that they 
were more than considerably disgusted and surprised at the 
sudden ruthlessness of the onset of their troubles. Before 
the day had closed (the first day of their illness) they were 
both expectorating bright-red sputum, and subsequently 
showed the symptoms and signs mentioned in Dr. Collier’s 
letter, and, in addition, albuminuria and prolonged delirium. 

I am. Sir, yours faithfully, 

Baton, Yorkshire, Oct. 31st, 1918. H. B. HILL, M.R.C.P. 

PS. — The bacteriological report, dated Nov. 6th, states : 
“ Streptococci, a Gram-positive coccus and diphtheroid bacilli 
present. No tubercle, no pneumococci, no influenza.” 

THE “ MYSTERIOUS DISEASE ” IN AUSTRALIA, 
1917. 

To the Editor of The Lancet. 

Sir, — It may be of interest to report at the present 
moment that (as I learn from a personal communication just 
received) Dr. Breinl is able to confirm, from recent observa¬ 
tions, the view expressed by him in the Medical Journal of 
Australia, March 23rd, 1918, that the virus of this disease is 


identical with that of poliomyelitis. Dr. Breinl’s conclu¬ 
sions are based upon pathological and experimental research, 
and some of his slides will, 1 hope, shortly arrive in this 
country. The “mysterious disease” was, clinically, a polio¬ 
encephalitis, marked by convulsions and tremors rather than 
by lethargy ; epidemiologically, it appeared first in the spring, 
affecting children principally ; later, adults were implicated. 
Pathologically, neuronophagia was present, though not 
abundantly ; haemorrhagic foci were noticed. 

Happily, Dr. Breinl’s experimental achievements would 
seem to preclude the possibility of the variations, from 
“standardised” encephalitis lethargica and from “stand¬ 
ardised ” poliomyelitis alike, being considered to justify yet 
another new name, and a new notification entity. Otherwise 
we might now be hearing of Encephalitis convulsiva, var. 
Australia’ica (1917). — I am, Sir, yours faithfully, 

Harley-street,, W., Oct. 29th, 1918. F. G. CROOKSHANK. 


INFLUENZA AND THE DIFFERENTIAL 
DIAGNOSIS OF SANDFLY FEYER. 

To the Editor or The Lancet. 

Sir, — M y attention has been called to an annotation in 
The Lancet of Sept. 14th. entitled “Sandfly Fever or 
Influenza.” I note that, according to Professor G Sampietro, 
writing in the Annali d' I yiene, there is a belief prevalent in 
Italy that the epidemic which began in the second half of 
last May, and was prevalent in Spain, and thence spread 
over Europe, is identical with the so-called three-day fever 
or sandfly fever, otherwise known as phlebotomus fever. 

I think I may claim to have seen in the Island of Lemnos 
more than 500 cases of each of these diseases, and feel quite 
confident in asserting, as the result of my experience of their 
etiology and clinical course, that such condition constitutes 
a separate, distinct, and definite clinical entity. The clinical 
picture as described in The Lancet of the epidemic in 
question coincides with my experience, but I notice that no 
mention is made of a very constant symptom which I have 
come to regard as quite pathognomonic of the disease — 
namely, a decided tremor of the tongue which is invariably 
present daring at least some period of its course. No cases 
of this disease were met with last year, but, on the other 
hand, I had opportunities of studying many hundreds of cases 
of phlebotomus fever. 

When the first cases of the so-called influenza occurred 
this year they were at first thought to be cases of 
phlebotomus (sandfly) fever, but it was soon seen that the 
symptoms, although having a superficial resemblance, were 
very different from what we had been accustomed to in the 
previous year. The most prominent signs and symptoms of 
each disease may be tabulated thus : — 


Phlebotomus Fever. 

1. Headache. Invariably of 
frontal tvpe with severe pain 
behind the eyes, especially on 
movement. 

2. Aim *st invariable suffusion of 
conjunctiva? and appearance as 
of the morning after." 

3. A quite distinctive and in¬ 
variable white fur on the tongue, 
which is not tremulous except 
possibly from other causes. 

4. Temperature: Always high 
at the outset—generally 102°- 
106° F Patient nearly always 
exhibits mark* of sandfly bites. 

5. Pulse : Invariably slow in 
proportion to the temperature and 
rarely more than 100 even with 
the highest temperature. 

6. Temper : Very irritable, espe¬ 
cially during convalescence. 

7. Appetite : Almost complete 
anorexia is characteristic. 

8. Pains: In back and lower 
limbs. 


" Spanish ” Influenza. 

1. Headache, generally frontal, 
but variable. Post-orbital pain 
present, but not euch a constant 
or prominent feature. 

2. Suffusion of conjunctive not 
often present. 

3. A brown or dirty grey fur on 
the tongue, whioh is practically 
always tremulous at some time 
during the course of the disease. 

4. Temperature: Rarely over 
103° and generally about 101°-102° 
at the outset and often lower. 
May never exhibit signs of bitee. 

5. Pulse: Also slow’, but not in 
such marked degree as in phlebo¬ 
tomus fever. 

6. Temper: Not specially 
irritable. 

7 Appetite : Very poor, but not 
lost. 

8. Pains: All over, but espe¬ 
cially in small of back. 


To sum up : Phlebtomus fever can be diagnosed at sight, 
especially in districts where the phlebotomus fly is known to 
abound, by the two or three most prominent symptoms—viz., 
blear-eyed appearance of the patient, flushed face, white fur 
on the tongue, and slow pulse with high temperature. No 
tremor of the tongue. It may be noted that with only three 
or four exceptions all cases of phlebotomus fever have 
occurred in men living ashore, the exceptions being in men 
who were borne in ships anchored close to the beach and 
undoubtedly infected by sandflies blown off from the beach, 
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which is known to be possible as sandflies have been found 
on board these ships though not on others further removed 
from the shore. Very numerous cases of “ Spanish ” influenza 
(in one large ship over 600 cases) have occurred in ships 
anchored far away from the beach and not accessible to 
sandflies, though subject to infection by those previously 
infected or already sickening for the disease known as 
Spanish influenza. 

Phlebotomus fever is, in my experience, decidedly not an 
infectious disease in the ordinary sense—but only through 
the agency of sandflies. 4 4 Spanish ” influenza is, in my experi¬ 
ence, certainly an infectious disease, and the spread of 
infected can be diminished to a very large extent by careful 
antiseptic treatment of the mouth and naso-pharynx of those 
already infected, or likely to be infected during the course of 
an epidemic such as we have recently experienced. 

I am, Sir, yours faithfully, 

W. B ASTI AN, 

Oct. 12th, 1918. Surgeon Commander, K.N. 


RICKETS AND HOUSE INFECTION. 

To the Editor of The Lancet. 

Sir,— In the Report recently published by the Medical 
Research Committee “of an inquiry into the social and 
economic factors in the causation of rickets” it is stated 
that while we are still ignorant of the cause of rickets, 
the evidence at our disposal gives little support to the 
idea that rickets is due to dietetic error. Rather the 
report lays emphasis upon the connexion of the disease 
with the factors of overcrowding, want of air and sun¬ 
shine, and lack of exercise. To me it seems that not 
sufficient attention has been paid to the manner in which 
these prejudicial influences act, whether directly upon the 
nutrition of the child, or indirectly by lowering his immunity 
against infection, and so multiplying the incidence of tran¬ 
sient pyrexial processes of all sorts. It is the object of this 
letter to suggest that this latter factor, which finds no place 
in this careful and elaborate report, is of too great importance 
to be excluded from such a discussion. 

No one who comes much in contact with the children of 
the poor can be in doubt as to the frequency of catafrhal 
infections of the respiratory tract. Of many of these 
children in the first year of life it may be said that no single 
month passes without one or more bouts of pyrexia from this 
cause accompanied by severe loss of weight and a great 
diminution of vigour and activity. Crowded together, over¬ 
fed or unsuitably fed, shut off from sun and air, the children 
fall a ready prey to such infections, and react with symptoms 
the severity of "which is immeasurably greater than in the 
sturdy child whose hygiene is not at fault. 

The effect upon the child of repeated catarrhal infections.— 
The loss of weight in such cases may be both great and 
rapid. Not infrequently within a day or two it may amount 
to as much as 1/10 of the body weight, a loss which can 
only be accounted for by an increased excretion of salts 
and water from the body. The prejudicial effect of such 
fluctuations upon the cells composing the different tissues of 
the body may be seen in various ways. For example, in the 
healthy child the physiological stimulus of the erupting 
tooth is by no means sufficient to provoke an inflammatory 
reaction in the surrounding cells of the gum, and the 
cutting of the tooth proceeds without symptoms of dis¬ 
comfort. If, however, the vitality of these cells is lowered 
by coincident catarrhal infection of the bowel or of the 
bronchi, the erupting tooth may be surrounded by a painful 
areola of inflamed gum. As the mothers tell us, such a 
child “cuts his teeth with bronchitis or with diarrhoea.” 
In reality it is the coincident bronchitis or enteritis which 
has increased the vulnerability of the cells composing the 
gum. 

We see the same excessive local reaction in children 
suffering from catarrhal infections in the little fissures 
which appear at the corners of the mouth from contact with 
the tongue, which the French call perledhe, or in the painful 
irritation in the skin of the prepuce where it comes in contact 
with the urine, or in the napkin dermatitis produced by 
contact with stools not in themselves highly or unusually 
irritating. In all such cases the extent of the local reaction 
is in a sense an index of the diminished vitality and 
increased vulnerability of the cellular elements of the part. 
With recovery from the infection and with renewed growth 


and vigour of the child we can confidently predict a rapid 
improvement in the local disturbance. 

It is not only in these superficial and visible parts of the 
body that it is possible to detect a rapid deterioration in 
the vitality of the constituent cells as a consequence ox a 
persistent infective process elsewhere. In structures more 
deeply situated we can also note the ill-effect. In the 
muscles we find a rapid wasting and loss of tone. A child of 
two years, who suffered from a severe nasal catarrh sufficient 
to cause moderate pyrexia for four days, was unable there¬ 
after to climb a little steep grassy bank, which before had 
presented no difficulties to him, until the end of the fourth 
week .after his illness. With repeated catarrhal infections 
the want of tone and flabbiness of the muscles become 
persistent. 

The vaso-motor system also provides evidence. Excessive 
perspiration, coldness and blueness of the extremities, and 
undue pallor of the skin persist long after repeated or con¬ 
tinued pyrexial infection. The appearance of pallor is due 
to this vaso-motor instability rather than to a true anaamia. 
The children flush readily during crying or upon exertion. 
but without this stimulus the skin of the face is apt to be 
pale and bloodless. 

The prejudicial effects upon the nervous system are 
shown by the tendency to convulsions, laryngismus, tetany, 
and so forth, as well as by the loss of coordination in 
movement or the exhaustion shown in the immobility of 
the child. Some of these children, exhausted by repeated 
catarrhal infections, will remain motionless and set in any 
unnatural posture in which we have placed them for many 
minutes at a time, a condition which recalls the katatonia of 
dementia pnecox. 

In the various ductless glands we find, also, a diminished 
activity. A long-continued succession of pyrexial infections 
is apt to leave a child infantile in body and mind, so that 
sometimes the suggestion of hypothyroidism is apt to occur 
to us. 

The enamel organ of the teeth provides a good example of 
the ill-effect of pyrexial disorders. Let the child pass¬ 
through the first two years of life free from repeated 
catarrhal infection, and it will cut teeth covered everywhere 
with flawless enamel. But if the activity of the enamel 
organ is from time to time inhibited by acute infective pro¬ 
cesses the teeth, when they come, will bear upon them the 
marks of the vicissitudes through which they have passed in 
the shape of the so-called circular caries. 

Lastly, one may instance the well-known transverse 
ridges on the nails, following devitalisation of the matrix 
of the nail by pyrexial processes—markings which are very 
frequently seen in young children. 

The effect of catarrhal injection upon ossification. —If it be 
granted that the effect of repeated pyrexial infection upon 
cutaneous, muscular, and nervous tissues is as described, it 
would be strange if skeletal tissues were to be excluded. 
The activity of the osteoblasts also is inhibited by repeated 
pyrexial illness. The close association of catarrhal pro¬ 
cesses of all sorts with the rickety state has not, of course, 
escaped attention, but it has been usual to represent the 
tendency to catarrhs as the result of rickets, and thus to 
deprive it of etiological significance. As the present report 
reminds us, we owe the earliest accurate description of 
rickets to Glisson. Nor is it surprising that in this disease 
of domestication, this perversion of growth due to want of 
sun and air, lack of exercise, and faulty feeding, it should be 
the changes in the rigid skeleton which should first catch 
the eye of the early observer. The prominence first conceded 
by Glisson to the skeletal changes has been maintained by 
all subsequent writers. 

That the environmental faults incriminated may directly 
and of themselves produce sufficient interference with 
nutrition to provoke all the symptoms of defective cellular- 
activity both in the bones and in other tissues I do not deny 
It is even likely that any one such fault, if it be sufficiently 
concentrated, may at times and in experiments upon 
animals be itself capable of producing rickets. In genera':, 
however, I believe that these factors act as predisposing: 
causes by lowering the immunity against infection, and 
that it is in consequence of the infection that the rickety 
process develops. 

The age incidence oj rickets. —To this view of the import¬ 
ance of infection of the child in the production of ricket> 
an objection may be made that the incidence of catarrhal 
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infections extends all through childhood, while rickets is 
common only within certain well-defined age limits. In 
childhood, however, we recognise certain well-marked stages 
of development. In the first few months of life it is the 
digestive function which is so hypertrophied that it attracts 
all attention to itself, so that infections of all sorts, as, for 
instance, the common infectious cold which sometimes 
passes through a whole household, are apt to take on them¬ 
selves the appearance of primary alimentary disorders. 
Later locomotion and the increased activity of the bone¬ 
forming elements which takes place under the stimulus of 
walking become in turn prominent. How great is the change 
in the skeleton which the assumption of the upright posture 
and the stimulus of walking produce. The legs, which up 
to that time have been active, if somewhat inefficient, 
prehensile organs, become modified into organs of support. 
The pelvis and the chest undergo a rapid expansion, the 
abdomen relatively recedes, and the curves of the spine 
are altered. If, however, as a result of repeated or 
persistent infection the motor activities of brain, nerve, 
and muscle are inhibited, this moulding of the skeleton is 
delayed and in bad cases prevented. This period of high 
functional activity and the period of the increased liability 
to rickets correspond. Within this age limit a high pro¬ 
portion of infected children develops some signs of rickets. 
That many escape is to be expected. Similarly, the syphilitic 
toxin, which in general shows the same affinity for the 
epiphyses, is often content to leave the bony system un¬ 
affected. 

Calcium metabolism in rickets .— That pyrexial disturbances 
in infancy and childhood are accompanied by profound 
alterations in the retention and excretion of salts is shown 

I by the great and sudden fluctuations in the body weight. 

In certain children convulsions and tetany, accompanied 
often by oedema of the extremities, are almost invariable 
accompaniments of a pyrexial attack, and it is significant 
that a very large proportion of children with tetany are also 
rickety. 

Experiments upon calcium metabolism in rickets have 
given very contradictory results. In most cases the research 
period has been as short as three or four days, and it is clear 
that in a disorder of such long duration as rickets little 
information of value can be obtained from the mere presence 
or absence of a negative calcium balance in that short period. 

I know of no work which has been undertaken to estimate 
the calcium balance of rickety children suffering from 
pyrexia. On the general question, however, of the calcium 
metabolism daring pyrexia, it would appear that excretion 
may be increased. 

Rival views of the origin of riokets .— There is at the present 
time some tendency for a sharp difference of opinion to arise 
as to the cause of rickets. There are those who hold that 
the disorder is a “diet deficiency ” disease ; there are others 
who will have none of this view, and regard it as a disease 
of “domestication or urbanisation.” Dr. Leonard Findlay 
lias shown the ill-effect of confinement and lack of exercise 
in puppies. Dr. Eric Pritchard has emphasised the evils of 
over-feeding. The cause lias even been found in hypo¬ 
thyroidism, and the thyroid as well as other ductless 
glands have been implicated. If rickets be no more 
than the temporary inhibition of osteoblastic activity during 
infective processes of all sorts, upsetting the balance 
which maintains in health between osteoblast and osteo¬ 
clast, if the softening of the bones is comparable 
to the accompanying amyotonia, to the devitalisation 
of the skin and mucous membranes, to the irrita¬ 
tion and exhaustion of nervous tissue, and to the 
diminished activity of ductless glands, then we can 
accept all of these rival claims as playing a part in lowering 
the immunity of the child against infection. The child who 
is fed upon an excess of carbohydrate food, the child who is 
kept away from fresh air and sun and who has no oppor¬ 
tunity for free movement, and who is in close contact with 
infected persons is prone to frequent if transient infection. 
In . our study of such a disorder as rickets we must not omit 
to keep the child himself in the foreground. We must 
attempt to isolate and weigh the effects even of such imponder- 
abilie* as the common and frequently repeated household 
cold. An analysis of the symptoms ordinarily attributed to 
rickets such as is presented in the report by Dr. Findlay is 
historically interesting, and a survey of the social and 
economic factors such as Miss Ferguson contributes is of the 


very highest practical utility. It is, however, the reaction of 
the child to the evils which she discloses which demands 
closer study. If from such a study we are able to shift our 
ground a little and regard as the factor of chief etiological 
significance not the refusal of the osteoid tissue to undergo 
ossification, but the lowering of immunity and the repetition 
of catarrhal infections of the respiratory and alimentary 
tracts, then we shall have less reason to dispute as to the im¬ 
portance of rival “ causes of rickets.” For all will then be 
recognised as important and we shall have an explanation in 
keeping with the coincident changes in other tissues of the 
body, changes which are clearly the result and not the cause of 
the state of infection. I am, Sir, yours faithfully, 
Devonshire place, W.,Nov. 2nd. 1913. H. CHARLES CAMERON. 


ACCESSORY FOOD FACTORS IN INFANT 
FEEDING. 

To the Editor of The Lancet. 

Sir, — In his extremely interesting contribution to 
The Lancet of Oct. 12th on the subject of infant feeding 
Dr. J. C. Drummond refers to the use of Marylebone cream 
in combination with separated dried milk as a food for 
babies, and states that he would expect to find that children 
fed on such a mixture would show diminished resistance to 
disease in spite of apparent normal development. As I have 
had some five or six years’ experience of feeding infants at 
my centre in accordance with this method, my experience 
may not be without interest. 

I have not had much experience with the use of ordinary 
Marylebone cream (made with linseed oil) in combination 
with dried separated milk, because after a short trial I gave 
it up for the very reasons predicted by Dr. Drummond, but 
I have had some experience of “ modified”’ Marylebone 
cream, used with separated milk, and the results have 
been excellent. “Modified” Marylebone cream is made 
from soya-bean oil ; cotton-seed oil and suet in such 
proportions that the resulting combination contains approxi¬ 
mately the same percentage of the neutral fats, olein 
palmatin, and stearin as butter fat contains. I thoroughly 
endorse Dr. Drummond’s view that the real criterion of good 
nutrition is resistance to disease. Judged on this ground, I 
find that infants fed on dried separated milk modified to 
the standard of breast-milk with sugar and Marylebone 
cream of the above variety compare not unfavourably with 
artificially fed infants reared on other dietaries, in spite of 
the fact they are drawn from the poorest class of infants 
attending at the consultations. I may add, however, that 
these infants, in common with all other hand-fed infants 
attending at my centre, are invariably provided with three 
other accessory food elements—namely, with the “ water- 
soluble C ” element by giving fruit-juice or turnip-juice, with 
the “water-soluble B ” element by giving daily 1 oz. of meat 
and vegetable broth, and with lecithin bodies by giving daily 
either a small quantity of the yelk of egg or a few grains 
of glycerophosphate of calcium, which seems to answer the 
same purpose in lending stability to the nerve cell. 

I have been using dried milks of all kinds during the last 
ten years for infant feeding, at first without the addition of 
these accessory factors and for the last five years in com¬ 
bination with them ; the results are, in my opinion, astonish¬ 
ingly better when the accessory factors are added. 

I am, Sir, yours faithfully, 

Harley-street, W. f Nov. 1st, 1918. ERIC PRITCHARD . 


NASAL DISINFECTION. 

To the Editor of The Lancet. 

Sir,— There is a large group of infectious diseases in 
which the infective organisms live and apparently multiply 
in the naso-pharynx and the accessory sinuses. Typical 
instances of these diseases are scarlet fever, diphtheria, and 
cerebro-spinal fever. The organisms are found sometimes in 
patients who have suffered from the disease, sometimes in 
lealthy carriers. They often persist for a long time, are 
difficult to destroy, and are a frequent cause of spread of 
infection, especially when a nasal discharge occurs. My 
own experience has been almost entirely in connexion with 
scarlet fever and diphtheria as treated in hospital, and in 
these diseases the difficulty of getting rid of infection is 
notorious. Antiseptics, applied by spraying, syringing, 
inhalation, or otherwise, have" all failed, and it almost 
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seemed as if the best that could be done was to put the 
patient under the healthiest possible conditions and rely on 
fresh air and ordinary hygienic measures, in the hope that 
in time the organisms would die out. Usually they did 
so, but sometimes the naso-pharynx seemed to act as an 
incubator and the organisms continued to multiply, while 
sometimes, after almost disappearing, they seemed to take 
on a new lease of life, possibly under the influence of some 
morbid condition of the mucous membrane. 

The main difficulty in treatment is that the naso-pharynx 
and its accessory sinuses form such an intricate series of 
chambers that it is impossible to cleanse them from the 
outside ; and to obtain complete success every part must be 
reached. This being the case, it occurred to me that the 
correct line of treatment would be to imitate the natural 
meth >d and try to wash out all the passages from the inside 
by causing increased secretion ; and some years ago l began 
to employ menthol inhalation. A solution of menthol 3i• i Q 
3 viii. of spirit, with a few drops of eucalyptus oil, was used, 
one or two drachms of this being added to a pint of very hot 
water in a jug. The patient held his head, covered by a 
towel, over this mixture for some minutes and sniffed 
vigorously, inhaling the somewhat irritating vapour, and so 
causing a free discharge from the nose. The procedure was 
repeated from three to six times daily. It is not particularly 
pleasant, but children usually submit to it readily enough if 
coaxed. It is essential to success that there should be a free 
discharge of mucus, and this may be assisted by blowing the 
nose. 

The results of this simple method of treatment, if properly 
tried and persevered with, are, in my opinion, very satis¬ 
factory and superior to other methods for getting rid of 
organisms. They are most easily studied in the case of 
nasal diphtheria, as here the organisms are distinctive and 
readily recognised. In this disease I have repeatedly seen 
the menthol treatment cause a disappearance of the bacilli 
in old-standing cases. Not infrequently it happens that 
before disappearing the bacilli alter in character. They lose 
their beading, become shorter, and assume the characters of 
the Hofmann type. A drawback to the treatment is that if 
the patient is a young child he must be carefully looked 
after during the inhalation, otherwise he might scald 
himself, and it might be feasible to make use of an inhaling 
room similar to that employed in the Army for the adminis¬ 
tration of antiseptics to carriers of the meningococcus. 

As regards the prophylactic value of the treatment I have 
no experience, but it is not unreasonable to expect benefit 
from a treatment which tends to produce bacteriological 
cleanliness of the nasal passages. During a time of epidemic 
prevalence of such diseases as influenza or after definite 
exposure to infection it might be of service to supplement 
the ordinary toilet oT the teeth and mouth with a menthol 
toilet of the nose. Numerous organisms are inhaled through 
the nose and many remain for some time lodged on the 
surface of the mucous membrane. It is quite possible that 
disease might be prevented by washing away these organisms 
before they have time to cause mischief. Gargling, too, 
may be useful, especially in the case of mouth-breathers. 
But, surely, if breathing is carried on in the proper way 
through the nose and if organisms are entering with the 
inspired air it is a little illogical to employ a gargle for the 
throat, while the cleansing of the nose is ignored. 

I am. Sir, yours faithfully, 

F. J. Woollacott, M.D. Oxon., D.P.H. 

Hamptien-street, N.W., Oct. 26th, 1918. 


THE BENEFITS OF “NASAL DRILL.” 

To the Editor of The Lancet. 

Sir, — I wish to give my rather belated support to Dr. 
Isabel Ormiston’s article in your issue of August 24th 
describing a new method in the treatment and prevention 
of adenoids. Dr. William Ewart and Dr. Leonard Williams 
have in subsequent letters indicated wider aspects of this 
simple and physiological “ nasal drill.” The unnatural 
structural changes which would follow from a damming-back 
of nasal and pharyngeal secretion seem to be the explanatory 
groundwork of vegetations, polypi, atrophic change, and 
tonsillar hypertrophy. When the function of mucous glands 
is in abeyance, and to this are added deviations and spurs of 
the na«al septum due to trauma or other causes, it is not 
difficult to understand why the turbinal bones should become 


diseased, why the complicated processes of the ethmoid 
should tend to sepsis, why the entrance to the antrum should 
become occluded, and why atrophic rhinitis and disease of 
the nasal septum should arise. If we superadd to all this 
an unsuitable environment aad a social custom which decrees 
that the nose shall be blown in a quiet and decorous fashion, 
we can comprehend the chief amongst the causes of diseases 
of the nose and naso-pharynx. 

I have had the privilege of watching patients treated by 
Mrs. E. Hancock’s novel but natural method, and have 
noticed particularly the prompt disappearance of those 
symptoms which appear latest in cases of nasal and naso¬ 
pharyngeal catarrhal obstruction. When the treatment is 
continued and the drainage of mucus from the nose and 
naso-pharynx continues for weeks, the improvement in 
general health and psychical well-being becomes gradually 
apparent. 

Following the simple technique described in Dr. Ormiston’s 
letter, I experimented for two months while at a base hos¬ 
pital in France and cite the two following cases : — 

M. A., aged 31 years, had chronic atrophic rhinitis of about six 
months' dura'lon. The case was a favourable one, as it was in an early 
stage. Examination showed that the aasal septum was perforated from 
side to side, apparently by trauma—a small nail thrust into tbe nose In 
childho >d. The nasal cavity was over-ventilated, the nostrils were 
widened, the muc *sa being dry and atrophic. Crust* had formed over 
certain areas and there was some ozsena. Patient admitted that he used 
his handkerchief rarely and always ineffectively and that he had not 
sneezed for a long time. Treatment over several weeks restored 
temporarily the sneezing habit and Induced a copious flow of mucus. 
The ozaen* disappeared early, the crusts gradually disintegrated, and 
the nasal mucosa became raoister and healthier. After three months’ 
Interrupted treatment the crusts had completely disappeared and the 
general health of the patient was much improved. 

In this instance there was at first s ight conjunctivitis of the eyes, an 
icteric tinge of the sclerotic, and a considerable error of refraction. 
The conjunctivitis and the icterus disappeared, and th* p«tlent stated 
that his eyes were distinctly benefited by the restoration of nasal 
function. He is now, after two years, permanently free from any 
signs of atrophic rhinitis. The error of refraction, of oourse, remains 
unaffected. 

F. B., aged 23 years, had two small polypi visible as stalked processes 
between the middle and Inferior turbinal bjnes of the left side. 
Adenoid vegetations were a'so present. Headaches, “stuffiness,'' 
retention of discharge and overflow of mucus into the pharynx, 
broken sleep, and a“ constant cold” were the comolaintsof the patient. 
An enormous amount of mucus was drained from the nose and naso¬ 
pharynx by treatment at intervals over a period of six weeas. The 
polypi gradually deerrated in size until they had disappeared. Head¬ 
aches. “ ntuffiuess,” and sleeplessness were abolished after a week. 

It is very gratifying to know that “ nasal drill ” has 
become an accomplished fact in at least one children’s 
school in London and that Mrs. Hancock’s method is 
growing in popularity. 

I am, Sir, yours faithfully, 

A. L. McLean, M.D., 

Oct. 23rd, 1918. Captain, A.A.M.C. 

NOTIFICATION OF INDIGENOUS MALARIA. 

To the Editor of The Lancet. 

Sir, —I may be an optimist, but judging by previous 
experience I think it is extremely unlikely that malaria will 
cause much trouble in England when the war ceases. Prac¬ 
tically everybody who spends any time in the f ropics gets 
malaria some time or other, and for very many years we have 
had thou-ands of men coming back to live either in barracks 
or else in fairly crowded civil habitations all over the Briti*h 
Isles. Anopheline mosquitoes can be found in many places, 
and yet cases of indigenous malaria have apparently been 
extremely rare, and I have never heard of more than one 
case reported in the same place and year. 

Recently a case occurred in my Division in France, but 
here the line from May to the end of August was in the midst 
of water channels where thousands of mosquitoes were being 
bred. I did not think it worth while to recommend any 
preventive measures, and this was justified, as no further 
cases occurred. For any serious spread of this disease a 
large number of infected men and mosquitoes is required, 
and probably also a continuous spell of really hot weather 
such as is extremely rare in England. Although malaria is 
well known to recur in some cases for several years, in tbe 
vast majority recurrences are comparatively rare after a few 
months’ residence in a temperate climate ; and it may be 
remembered that when Ross was carrying out his researches 
his infected birds lost their parasites when he moved from 
the plains to the more genial climate of the hills. 

Should cases of indigenous malaria ever become more 
prevalent I think they should be notified, as medical men 
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without tropical experience are naturally not inclined to 
take the disease into consideration, when a diagnosis is 
being made ; and proper treatment is likely to be delayed, 
especially as the parasite may not be found on first examina¬ 
tion. On getting fever some years ago in India—chiefly out 
of curiosity to get a correct diagnosis—I determined not to 
take quinine until I had found the parasite ; and this I did 
not succeed in doing until the third onset had occurred. 
Similarly, I remember seeing an “interesting” case of 
pyrexia in an Indian hospital in which malaria was excluded 
as parasites had not been found on first examination. 
Pyrexia had lasted several days, but when I suggested 
re-examination of the blood numerous parasites were found, 
and all signs and symptoms cleared up at once on adminis¬ 
tration of quinine.—I am, Sirs, yours faithfully, 

N. Faichnie. 

Lieut. Col. (temp. Col.), A.D.M.3., "X” Division. 
B.B.F., Franco, Oct. 22nd, 1918. 

ADDITIONAL FUEL IN CHILDBIRTH. 

To ike Editor of The Lancet. 

Sir, —I beg to enclose herewith a copy of a letter received 
from the Controller of Coal Mines, to which I hope you will 
be able to give publicity.—I am. Sir, yours faithfully, 

J. Halford, 

Secretary, National League for Health, Maternltv and Child 
Welfare, including the National League for Physical 
Education and Improvement. 

4, Tavistock-square, London, W.C. 1, Oct. 29th, 1918. 

[Enclosure.] 

Board of Trade, Coal Alinet Department: Household Fuel and Lighting 
Branch. 

Hoi born Viaduct Hotel, London, E.C. 1, Uct. 11th, 1918. 

Subject— Additional Allowance under the Household Fuel and 

J Lighting Order. 1918. 

Dear Madim-R eplying to your letter of the 9th Uotober, I am 
directed to say that a claim could certainly be submitted for an addi¬ 
tional allowance on the ground of illness in the case of childbirth, and 
would be allowed for a reasonable period thereafter. The maximum 
quantity of fuel that may be granted on such a claim is five tons, but it 
is felt that the decision as to the actual quantity that would be granted 
must depend on the circumstances of the particular case. 

I am, yours faithfully, 

W. H. Gaunt, 

For the Controller of Coal Mines. 
Miss Halford, Secretary, 4, Tavistock-square, W.C.l. 

A CASE OF ABSENCE OF SENSATION. 

To the Editor of The Lancet. 

Sir,— I was greatly interested in Captain E. D. Roberts’s 
paper in your issue of Oct. 19th on a case of absence of all 
sensation, and in your annotation on the same subject in the 
same issue. Since the subject of this paper left Aldershot 
Military Isolation Hospital he has been in two of our 
Canadian hospitals, and is still an inmate, and I have had 
an opportunity of studying his case. Tn the main Captain 
Roberts’s very clear description of the condition of the 
patient still holds good, bub there are several changes both 
in the history of the case as given by the man himself and 
in his present condition, and these changes in themselves 
throw a certain amount of light on the diagnosis. 

The patient was admitted to our hospitals under a diagnosis 
of I.C.T. (inflammation connective tissues), and his forearms 
show many scars and scabs where he himself or interested 
friends have burnt the skin with lighted cigarettes in order 
to test his sense of pain. Contrary to what Captain Roberts 
found, the man assures me that he was quite well until he 
had yellow fever at the age of 17 (i.e., 20 years ago), and that 
he has been in the present state ever since. Captain Roberts 
laid some stress on the fact that the patient could swim 
well, but he tells me that he never could swim a stroke and 
always “ sank like a stone ” when he tried to do so; so 
evidently he tells a different tale at different times. The 
senses of pain, touch, heat and cold, taste and smell, appear 
to be quite absent everywhere, but, strange to say, the man 
is very fond of smoking. He told me that this morning he 
ate a very bad egg for breakfast and “did not mind”; he 
seemed, indeed, very proud of the fact. 

As regards absence of muscular sense, I have some doubt. 
If the patient be blindfolded and laid flat on his back on the 
ground and then be told to rise he does not move, and says 
that he cannot do so unless he can see, but when he is 
- passively raised into a vertical position he stands steadily, 

and if given a push maintains his equilibrium, which 
suggests the presenco of muscular sense. We could not get 
him to walk blindfolded. Again, as regards the sense of 
weight. If a light object, such as an empty match-box, be 
placed in one extended hand, aud a heavier one, such as an 

emptv glass ink-pot, in the other, the patient says that he 

cannot feel them there, let alone say whicb is the heavier. 

If now either object be pressed downwards to the extent of 
many pounds pressure, he can be felt to resist violently, 
which suggests a conscious or subconscious knowledge of 
the increased weight with consequent resistance, and yet he 
says that he does not know which is the heavier. He does 
not seem to have the sense of position of his limbs. When 
the eyes are closed and when the arms or legs are placed in 
elevated positions they now at once fall, and there is no 
suggestion of catalepsy. When told to keep his eyes closed 
there is constant blepharo spasm, which is suggestive. 

This man has been a show case at many hospitals in 

America and France for many years, and has apparently 
become quite fixed in his ideas. From the fact that the 
senses of touch, smell, and taste are absent, as well as those 
of pain and heat and cold, we can probably rule out 
syringomyelia. The anaesthesia is not dissociated. In 
syringomyelia the senses of pain and of heat and cold are 
usually the only ones involved, and, moreover, generally this 
is over only certain areas. In this case the whole body is 
implicated. Again, in syringomyelia there is usually some 
spasticity of the legs, with trophic disturbances 5f the skin, 
muscles, or joints, and not infrequently some muscular 
atrophy. All these are absent here. 

To my mind the case is one of pure hysteria. It is, 
nevertheless, of great interest on account of its profound 
nature and long duration, and Captain Roberts did well to 
put it on record. The patient tells me that he has had two 
brothers killed already in the French Army, but I fancy that 
the chances of his being of much good as a soldier are small. 

He is too interesting a case ! 

I am, Sir, yours faithfully, 

R. D. Rudolf, 

Colonel, Consulting Physician, Canadian Forces in 

Oct. 24th, 1918. England. 

MEDICAL RECONSTRUCTION. 

To the Editor of The Lancet. 

Sir, —On two points of Sir W. Watson Cheyne’s letter in 

The Lancet of Oct. 12th I feel constrained to trouble you. 

He writes about those civilians whose practices have dis¬ 
appeared during service in the Army. Surely a number of 
those practices have disappeared because of, not in spite of, 
the services of their neighbours aud should therefore be 
capable of replacement. I have in mind particularly the 
case of the elderly (territorial and temporary commissioned) 
officers with families who have had to give up all practice 
on account of the war, and whose practices have “dis¬ 
appeared.” Is it not “ up to ” the profession to see that 
they are reinstated completely ? Can no pressure be brought 
to bear upon the persons who have filched their means of 
livelihood to restore it either in money or kind ? I know this 
cannot be done by means of the law, but is there no other 
means of bringing these people to book, or do the B.M.A. 
shirk the work because it is unpleasant 1 

Would it not be better to raise a fund to set these men on 
their feet again without any question of repayment rather 
than to insult them by offering to lend them money (a bank 
can do that) in order that they may themselves repair the 
injury caused by the Hun and their fellow practitioners ? 

This matter does not affect me personally, either as 
“ robber ” or “ robbed” ; bub I do feel that for the honour 
of our profession something should be done, and done 
quickly, and any fund raised (not for loans but for restitu¬ 
tion) will receive my mite at once. 

I am, Sir, yours faithfully, 

Oct. 12th, 1918. R.A.M.C. (T.C.) 

To the Editor of The Lancet. 

Sir, —There is a considerable amount of correspondence at 
present on the future of the medical profession. Some 
eminent men have given their ideas as to what should be its 
future. It does not appear to have occurred to any of the 
members of the profession at home that there is a consider¬ 
able number of doctors now serving in the Navy and Army, 
or that these men will one day, if they survive, return to 
civil life. Many of them left their practices at the beginning 
of the war. These practices have been absorbed by those 
that remained. It is natural that those who have been 
making a great deal of money during the war, and hope to 
continue to do so, should desire that the present conditions 
of medical practice should continue, and that a State 
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Medical Service should not come into being. Under such a 
scheme they stand to lose money. 

But what about the men who have lost all owing to their 
patriotism, and have nothing to return to? Some of us will 
have been away for five or six years. I have served in 
several theatres of war, and have not met a medical officer 
who is not in favour of a State service. 

Surely the opinion of the more patriotic part of the pro¬ 
fession and their interests are deserving of some considera¬ 
tion ? The best are abroad and likely to remain there for 
some time to come. When they return there should be 
Government billets ready for them, and they should not 
have to compete with the men who have taken their 
practices from them.— I am, Sir, yours faithfully, 

Sept. 26th, 1918. Lieuten’ant-Colonbl, R.A.M.C. (T.F.) 


THE SERVICES. 


*BOYAJL NAVAL MBDICAL SBRVICB. 

To be temporary Surgeon-Lieutenants: J. H. E. Ewen, 0. C. B. 
Downing, G. Millar, F. P. N. Parsons, W. L. Berry. 


ARMY MBDICAL SBRVICB. 

Col. J. M. F. Shine is placed on retired pay. 

Lieut.-Col. (temp. Col.) G. W. Tate, from R.A.M.C., to be Colonel. 


ROYAL ARMY MBDICAL CORPS. 

Lieut.-Col. G. M. Goldsmith to be acting Colonel whilst employed as 
Assistant Director of Medical Services of a Division. 

Temp. Major A. M. Leake, V.C., relinquishes the acting rank of 
Lieutenant-Colonel on re-posting. 

Majors to be acting Lieutenant-Colonels: K. W. D. Leslie (whilst 
employed as Assistant Director of Medical Services), A. H. McN. 
Mitchell (whilst in command of a Medical Unit). 

Temp. Major A. F. Hurst to be acting Lieutenant-Colonel whilst 
specially employed. 

Capt. (temp. Major) R. Hemphill to be acting Lieutenant-Colonel 
whilst in command of a Field Ambulance. 

Temp. Capt. F. G. W. Deane to be acting Lieutenant-Colonel whilst 
specially employed. 

Temporary Captains to be acting Majors whilst specially employed : 
A. Dingwall-Fordyce, C. H. Fennell, R. Milne, W. N. Parker, N. C. 
Lake, W. S. McGowan, D. I. Anderson, T. Russell. 

A. B. Morison to be temporary Major whilst employed at Sunderland 
War Hospital. 

Temp. Capt. D. P. Hanlngton, Canadian Army Medical Corps, to be 
acting Major while employed as Registrar, Canadian General Hospital. 

The undermentioned relinquish the acting rank of Major on re- 
poBting: Capts. G. O. Chambers, J. Y. Moore; Temp. Capta. A. K. 
Cosgrove, H. H. White, C. 0. Court, D. I. Anderson. 

To be acting Majors: Capts. H. G. Trayer, J. R. Lloyd, R. B. Gibson, 
C. R. Dudgeon ; Temp. Capts. J. L. A. Grout, J. Jack, C. F. Knight, 
A. W. Dennis, R. Warren, F. Henderson, A. M. Crawford, W. Anderson. 

Lieutenants (temporary Captains) to be Captains: R. D. Davy, R. L. 
Ritchie, R. B. Myles, B. S. Cuthbert. 

F. M. Murray and H. 0. Smyth (late temporary Captains) are granted 
the honorary rank of Captain. 

Temporary Lieutenants to be temporary Captains: W. Fletcher- 
Barrett, W. B. Dove, W. V. N&lsb, B. R. Vickers, J. A. C. Smith. 

Temp. Lieuts. H. J. Starling and J. R. Hewctson to be temporary 
Captain*. 

Temp. Hon. Lieut. S. R. Meaker to be temporary honorary Captain. 
Officers relinquishing their commissions t Temp. Hon. Maj. W. P. S. 
Branson, on censing to be employed with No. 1 Red Cross (Duchess of 
Westminster's) Hospital; Temp. Capts. E. S. Hall, J. H. Wilks, W. 
Lumley, B. Lyons, J. G. Milne, R. G. Abercrombie, T. E. Mulvaney, 
A. N. Collier (on account of ill-health), 8. J. McC. Bradshaw, J. Brown, 
A. W. Brodrlbb, F. W. Stone, U. L. McDonagb, C. T. Galbraith. E. C. 
Arnold, W. F. Moore; Temp. Hon. Capts. (on ceasing to serve with 
No. 22 General Hospital) E. D. Busby, G. W. Cottis; Temp. Lieuts. 

L. G. Allan, B. Blackwood, G. E. J. Greene, P. Liston; Temp. Hon. 
Lieuts. (on ceasing to be employed with No. 22 General Hospital) 
W. M. Findley, J. if. Bloomer. 

GENERAL RESERVE OF OFFICERS. 

Major H. S. Peeke relinquishes the acting rank of Lieutenant- 
Colonel on ceasing duty with No. 1 British Red Cross (Duchess of 
Westminster's) Hospital. 

SPECIAL RESERVE OF OFFICERS. 

Capts. H. M. Williams and A. J. Clark relinquish the acting rank of 
Major on re-postlng. 

Capt. G. K. Aubrey, from temporary retired pay, relinquishes his 
commission on account of 111-heaith contracted on active service, and 
is granted the honorary rank of Captain. 

CaptalnB to be acting Majors : R. Macklnnon, J. A. Ryle, P. J. 
Gaffikin. 

Lieutenants to be Captains : W. L. Yell. J. B. D. Galbraith, I. M. 
Robertson, T. R. Wilson, J. P. White. J. Madeod, A. Riddell, J. J. A. 
Scott, F. J. Harvey, D. J. Valentine, S. H. de G. Pritchard, F. W. A. 
Watt, W. M. Jones, A. G. F. McArthur, S. W. Page, L. K. Ledger, 

M. Edwards, A. McL. Pickup. O. C. Carter, W. U. Longford, M. J. 
Hilton, C. S. Baxter, W. S. Stausfteld. 

To be Lieutenants : J. Lipsey (from Glasgow University Contingent, 
O.T.C.), L. J. Schwartz (from University of Manchester Contingent, 
O.T.C.), M. Melvin (from Edinburgh Uuivendty Contingent, O.T.C.), 
T. McS. Wilson, W. M. Savery (from University of London Contingent, 
O.T.O.). 


TERRITORIAL FORCE. 

To be acting Colonels while employed as Assistant Directors of 
Medical Services: Lieut.-Cols. 0. T. Green, B. V. Goatling, A. M. 
McIntosh, C. H. Howklns, H. Collinson. J. Mackinnon, F. Kelly, W. R. 
Matthews, E. C. Montgoraery-Smith, B. A. Wraith, R. Pickard, and 
J. Clay; Majors T. Kay, D. Rorie, H. Richardson, and C. H. Lindsay. 

To be acting Lieutenant Colonels while specially employed : Majors 
A. C. Godwin, A. W. Moore, A. B. Kidd. J Wood, B. Coffey, J. \V. 
Bird, J. Gray, F. Whalley. T. Donovan, H. T. Samuel, J. Evans, T. F- 
Puddlcombe. A. P. Swanson, and B. B. Bird (Brevet Lieut.-Col.); Capts. 
A. T. Falwasser, G. T. Willau, H. G. G. Mackenzie, J. Barkley, J. 
Bruce, J. Young, T. A. Green, and 0. W. Eames. 

To be act ing Ma jors while specially employed : Capts. J. W. McIntosh, 
T. G. Buchanan, H. G. Magroth, R. Waterhouse, R. Phillips, J. Turtle, 
J. D. Fiddes, J. F. Macintosh. T. H. Peyton, W. D. Sturrock. O. H, 
Williams, B. Knight, E. L. Rowse, W. C. Macaulay, A. 0. F. Turner, 
A. A. Hingston, II. B. Sproat, H. J. Dunbar, G. P. D. Hawker, H. 
Eager, H. C. Adams, F. E. Stokes, J. W. Kemp, H. W. Bayly. A, 
Leggat, L. P. Harris, 8. F. St.J. Steadmtn. J. Chalmers. S. English, 
E L. D. Dewdney, B W. Matthews, H F. W. Boeddlcker, R. O. Sibley, 
J. H. Wood.W. F. Corfield, A. S. M. Macgregor, R. Proudfoot. A. B. Sloan. 

Lieut.-Col. E. J. Lawless, from T.F. Res., to be Lieutenant-Colonel. 

Lieut.-Col. E. M. Callender, from General Hospital, to be Lieutenant- 
Colonel. 

Lieut.-Col*. J. B. Butler. W. J. Jones, A. R. Meggy, and F. W. Hearn 
are retired, having attained the ago limit, with permission to retain 
their rank and to wear the prescribed uniform. 

Lieut.-Col. P. Mitchell is restored to the establishment. 

Major (Brevet Lieut.-Col.) (temp. Lieut.-Col.) J. Smart relinquishes 
his temporary rank on ceasing to command a General Hospital. 

Major (acting Lieut.-Col.) R. T. Hughes and Capts. (acting Majors) 
R. Proudfoot and F. R. Humphreys relinquish their acting rank on 
ceasing to be specially employed. 

Major R. Griffith, Capt. (acting Major) W. D. Sturrock, and Capt. P. 
Moxey to be acting Lieutenant-Colonels whilst commanding a Field 
Ambulance. 

Capt. (acting Major) R. S. Taylor, D.S.O., is granted precedence in 
his acting rank. 

Capt. A. MoGlllivray to be Major. 

Capt. J. B. Adams is seconded for servioe overseas. 

Capt. (temp. Major) D. W. B. Jones is seconded whilst boldiog a 
temporary commission in the Army Medical Service. 

Major (temp. Lieut.-Col.) J. M. G. Bremner relinquishes his temporary- 
rank on ceasing to command a Field Ambulance. 

Capt. (acting Lieut.-Col.) D. H. Weir to be Major and to retain acting 
rank of Lieutenant-Colonel. 

Capt. T. Porter relinquishes his commission on account of ill-health 
and is granted the honorary rank of Captain. 

Temporary Captains to be Captains: W. Fitzpatrick, J. Muir, W. H. 
Broad, R. R. Macnicol. G. Moore, C. K. Whitehead, J. H. Jones, P. 
Ward, J. S. Hudson, H. M. S. Turner, C. S Young, H. G. L. Allford, 
E. A. C. Fazan. C. C. Lavington, J. A, Mathers. A. G. Hendley, H. W. 
Bayly, R. Verel, H. Wade, A. Mowat. R. W. 0. Macdonald, L. Colledge, 

G. H. Hunt. A. W. Nuthall. H. C. Adams, and J. Cook. 

General Li»t.— Capts. A. G. Hebblethwaite and O. W. D. Steel to be 
acting Lieutenant-Colonels whilst commanding a Field Ambulance. 

Captains to be acting Majors whilst specially employed : H. R. Dive, 
P. S. Martin, T. W. H. Downes, B. Hughes, R. W. Swayne. 

Lieut.-Col. B. B. Dowsett to be Assistant Director of Medical Service* 
and to be acting Colonel whilst so employed. 

Temp. Capt. (acting Major) G. B. St. C. Stookwell to be Major 
(temporary). 

Capt. W. B. Marshall to be acting Major whilst specially employed, 
and to remain seconded. 

Major C. A. Leedham-Green relinquishes his commission on account 
of Ill-health, and is grauted the honorary rank of Major. 

Capt. G. White relinquishes his commission on account of Ul-healtb, 
and is granted the honorary rauk of Captain. 

Lieuts. R. McKeuzie and A. G. Yates to be Captains. 

J. G. Seppelt and R. F. White to be Lieutenants. 

TERRITORIAL FORCE RESERVE. 

Capt. A. Burgess, from R.A.M.C., to be Captain. 


ROYAL AIR FORCE. 

Medical Branch.— Capt. H. A. Treadgold to be acting Major whilst 
employed as Major. 

Capt. A. H. Todd to be acting Major whilst specially employed. 
Granted temporary commissions as Captains: W. Lessey (late Capt. 
R.A.M.C.), G. Fehrsen, W. Lumley (late Capt., R.A.M.C.). 

Granted temporary commissions a* Lieutenants: R. B. Burns, 
M. Hyman, N.C. Cooper, S. R. B. Davies, J. Gorsky, K D F. Waters. 

Dental Branch .—Granted temporary commissions as Lieutenants; 
R. S. H. Drabble, P. J. Proud, L. 3. Kettlewell, G. J. Robert*. 


INDIAN MBDICAL SERVICE. 

The King h*a approved the promotion of the following officers:— 
Colonel to be Major-General: W. H. B. Robinson. Lieutenant* to be 
Captains: J. B. de W. Molony, H. G. Alexander, O. Wilson, J. J. 
Liston, K. R. Batra, B. H. Singh, P. D. Obopra, O. tt. Unger, I. IX 
Grant. M. M. Khan, S. N. Mukerjl. H. B. Murray, A. N. Bose. J. Dow, 
A. S. Fry. J. G. J. Green, W. P Hogg, R. L. Vance, J. H. G. White, 

H. M. Collins, G. B. Hanna, A. H. Brown, C. H. Heppenstall, E. Cotter, 
U. J. Bourke, D. It. Taomas, C. C. Mecredy, C. W. W. Baxter. 

To be acting Lieutenant Colonels while commanding Indian Cavalry- 
Field Ambulances: Majors W. H. Cazaly, J. J. Urwin, E. C. Hodgson. 

The King has approved the retirement of the following officers ; 
Lieut.-Col. G. W. Jenney, in consequence of ill-health due to Haiti 
service. Lieut.-Col. G. B. Irvine, C.B., in consequence of ill health due 
to field service, and is grauted the honorary ran a of Colonel. 

The services of Temp. Lieut. Gokal Prasad Tiwari are dispensed wlttz 
In consequence of medical unfitness. 


Yeovil and District Hospital.— £1954 have been 
received by the Mayor of Yeovil’s Fund towards the cost of 
providing a new building for the Yeovil Hospital. 
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The Influenza Epidemic. 

A circular notice has been sent by the Local Govern¬ 
ment Board to all sanitary authorities, calling their attention 
to the recent Memorandum issued by the Board on “Epidemic 
Catarrhs and Influenza,” and pointing out the necessity of 
securing nursing assistance and hospital provision. The 
notice encloses a circular letter from Sir Arthur Newsholme 
to the medical officers of health, asking that systematic 
inquiries, to be embodied in a special report, should be made 
in accordance with a given schedule into the incidence of 
influenza in all localities. 

The Principal Medical Officer of the Local Government 
Board also asks that statements snould be added to 
these reports dealing with any administrative action 
taken by the sanitary authorities, any distribution of 
precautionary advice or closure of public entertainments or 
schools, any provision made for hospital or domiciliary 
treatment of patients, for bacteriological examination, or 
prophylaxis by vaccines. 

Royal Colleges of Physicians of London and 
Burgeons of England.—A t the Final Examination, held 
from Oot. 8th to 23rd, the following candidates were approved 
in the undermentioned subjects, but are not eligible for 
diplomas: — 

Medicine.— Margarita Sirgood Barfield, Royal Free; C. W. Bennett, 
St. Bart.'a; E P. Brockman. Cambridge and St. Thomas’s ; C. H. 
Bubb, Guy’s; Gladys Mary Cooksey, Birmingham ; A. I ones Cox, 
Middlesex; J. C. Davies. St. Bart.’s; J. C. Dixey. Oxford and 
St. Bart.’s; T. H. D ibrashian. LJnlv. Coll.; A. A. Forty, Guy’s; 
R. S. Foes, St. Thomas s ; E. J. Gaffney, Guy's; K. A. Georgor, 
Buffalo Unlv.; A. C. Halliwell, Cambridge and St. Thomas’s; 
W. H. Haupt, George Washington Univ.; A. M. Kaztm, Unlv. 
Coll.; W. Lambert, Middlesex; F. W. Lemarchant, St. Bart.'s; 
I). Livingston, Durham; L. Lyne. Guy’s; A. V. R. Menon, Madras 
Med. Coll .; D. O’Donovan. Cork and Unlv. Coll.; J. L. C. O’Flyn, 
St. George's; A. G. Ord. Guy’s ; D. K. O wren, Liverpool; W. Reikan, 
Manchester; R. W. Revolt, Univ. Coll ; J. C. Russell, Cambridge 
and London; Marv Sylvia Stocks, St. Mary’s; C. M. Strong, 
Manitoba Unlv.; W. S. Sykes, Cambridge and St. Bart.’s; H. W. 
Warrick, Guy’s; Mary Howarth Wild, Liverpool; K. B. H. Wyatt, 
Oxford and St. George’s; H. B. Yates, St. George's; and 

F. Young, Guy’s. 

Midwifery.— A. F. Abbassl, Edinburgh ; R. G. Addenbrooke, Bir¬ 
mingham ; S. T. Barrett, Cambridge and Guy’s; Grace Mary 
Beaven, 8t. George’s; C. W. Bennett. St. Bart.’s; E. J. Bllcliffe, 
St. George’s; Hilda Crichton Bowser, Royal Free; J. V. C. Bralth- 
waite, Guy's; E. K. Carter. St. Thomas’s; R. H. Clarke. Cambridge 
and St. Bart.’s; H. S. Cohen, London; H. N. W. Collins, King’s 
Colt.; Gladys Mary Cooksey. Birmingham ; Ursula Beatrice Cox, 
Royal Free and St. Mary’s ; E. A. L. Crichlow and R. G. Dansie, 
King's Coll.; F. P. de Caux, St. Bart.’s; C. Dunscombe. Cam¬ 
bridge and St. Bart.’s; D. N. Dutt. Univ. Coll.; Sylvia Victoria 
Elman. St. Mary's; T. G. Evans, St. Bart.’s ; J. Frellich, Univ. 
Coll.; F. J. Good, London; C. Griffith-Jones, St. Bart.’s; H. W. 
Hardy, Charing Cross ; W. G. Hay and G. O. Hume, Guy’s ; 
A. Ismail, St. Thomas’s; F. W. Kemp, Charing Cross; Muriel 
Mercer Kenworthy, Liverpool and Royal Free; H. W. Kerfoot, 
McGill Univ.; C. A. Kirton, Unlv. Coll. ; P. B. Ktttel, Cambridge 
and St. Bart.’s: P. Lloyd-Williams, St. Thomas's ; N. J. Macdonald, 
Cambridge and St. Bart.’s; W. K. McKay, Guy’s; C. F. McLean, 
Cambridge aud St. Thomas’s; Kathleen Harding Matthews, 
St. Mary's; Margaret Ombler Meek. Charing Cross; J. S. Moore, 
St. Thomas’s; 5. E. Morgan. Oxford and London; A. G. Ord. 
Guy’s; Sigrid Letltia Sharpe Poarson and Norah Dorothy 
Pinkerton, Royal Free ; A. M. Ramzy, St. Thomas's ; Eleanor 
Margaret Reece. Royal Free; R. W. Revel!. Univ. Coll.; A. H. 
Richards, St. Mary’* ; S. Rose and A. E. Sawday, Guy’s; 
E. L. Sergeant, London ; Sonia Strasohun, St. Mary’s ; W. S. 
Sykes. Cambridge aud St. Bart.’s ; E. T&goe. Cambridge 
and Unlv. Coll.; C. J. Thomas, St. Thomas’s; W. G. Tllleke, 
Cambridge and Univ. Coll.; A. H. Turton, Birmingham; 
H. W. C. Vines, Cambridge and St. Bart.'s ; K. T. K. Wallington, 
Unlv. Coll. ; A. E. Ward, St. Thomas’s; A. 1). Weeden, Middlesex; 
. KflBe Adela Wharton. St. George's; E. C. Whltehall-Cooke, St. 
Thomas’s; R. B. H. Wyatt, Oxford and St. George’s; aud H. B. 
Yates, St. George s. 

/Surgery.— A. R. Aufranc. Middlesex; P. Banbury, St. Thomas’s; 
E. P. Brockman, Cambridge and St. Thomass;' J. H. Crosskey, 
Birmingham; L. Duble, Louvain and St. George’s; F. A. Evans, 
Manchester; G. W. T. H. Fleming, Durham; L. E. Frazer, 
A. C. Halliwell, and A. T. Hawley, Cambridge and St. Thomas’s; 

C. T. Helshara, Guy’s; A. R. Hill, Middlesex; T. L. Hillter, 
Cambridge and St. Thomas’s; F. G. Hobson. Oxford and St. 
Thomas’s; O. H. S. Horwltz, Guy’s; C. O. Hudson, Sheffield; 

G. L. Levin, Univ. Coll. ; T. C. McKenzie, Birmingham ; A. V. R. 
Menon, Madras Med. Coll.: G. T. Mody, Bombay and Bristol ; 

D. H. Owen, Liverpool ; F. L. Pickett, Cambridge and Man¬ 
chester; Dorothy Priestley Priestley, Leeds; J. C. R. Richardson, 
London; F. G. Spear. Cambridge and St. Thomas’s; S. R. 
Tattersall, Sb. Thomas’s; H. W. C. Vines, Cambridge and St. 
Bart.’s; and D. E. Wijewardene, Cambridge and St. Thomas’s. 

Central Midwiveb Board for Ireland.— The 
Central Midwives Board for Ireland held its second 
meeting at the offices of the Local Government Board, 


Custom House, Dublin, on Oct. 31st, when the chairman. 
Dr. E. Coey Bigger, proposed the following vote of 
condolence:— 

“We, the members of the Central Midwives Board for Ireland, 
assembled at this, our second, meeting desire to tender to Mrs. 
McCarron, and all the members of her family, our sincere sympathy 
with them in the untimely and tragic death of Alderman McCarron. 
His colleagues on this Board wish to place on record tneir expression of 
their grief at the passing from their midst of one who had earned the 
esteem of everyone with whom he had come In contaot.” 

West London Medico-Chirurgical Society.— A 
clinical meeting of this society was held on Nov. 1st at the 
West London Hospital, when the following cases were 
shown Major McAdam Eccles: 1. Arterio-venous Aneurysm 
in a private of 23, a German bullet passing through the 
right popliteal space. After being a prisoner in Germany 
for 15 mouths he became interned in Switzerland, where the 
late Professor Theodor Kocher operated, removing the sac, 
the operation lasting about five hours. A well-marked 
bruit is still audible; a considerable enlargement of the 
right calf with some venous congestion is present. 2. Fibro¬ 
sarcoma of thigh in a girl of 19, who first noticed a lump in 
outer side of the left thigh four years ago. This gradually 
increased in size, when a portion was removed for micro¬ 
scopical investigation in March, 1918. Radical operation was 
refused, a large local operation being performed in July, 1918. 
There is now local recurrence and a secondary nodule in the 
right axillary border. The patient appeared in extremely 
good health, with fresh colour ana not losing flesh. 
3. “ A Foot-Hand.” This extremely rare condition shows a 
deformity of the left hand which appears somewhat like a 
foot; five “toes,” a “great toe,” and four smaller “ toes ” 
projecting from the end of a blunted upper limb. Radio¬ 
grams showed perfect development of the bones of the 
Forearm and carpus on the deformed side, the carpal 
bones in the distal row being fused.—Dr. Arthur Saunders: 
Arthritis under Phylacogen Treatment, showing consider¬ 
able improvement in the metacarpal joints affected.—Mr. 

H. Tyrrell Gray: 1. Gigantism of Right Index and Middle 
Finger in a boy of 4. 2. Congenital Dislocation of both Hip- 
joints.—Dr. Rickard Lloyd: Ulcerated Leg Healed by Old- 
fashioned Methods within 20 days.—Mr. Bishop Harman: 

I. Three Cases of Detached Retina. 2. Post-polar Cataract. 

National Association for the Prevention of 
Infant Mortality.— Three lectures on the Feeding of 
Children will be given by Dr. EricJ Pritchard at Dr. 
Williams’s Library, Gordon-square, London, W.C., on 
Nov. 12th, 15th, and 26th, at 5.30 p.m. The fee is 2s. 6 d. 
tor the three lectures. Tickets from Miss Halford, secretary, 
at 4, Tavistock-square, London, W.C.l. 


URBAN VITAL STATISTICS. 

[Week ended Nov. End, 1918.) 

English and Welsh Towns .—In the 93 English end Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality, which had increased from 11*4 to 30*9 in the 
five preceding weeks, further rose to 43*0 per 100CI In London, with 
a population slightly exceeding 4,000,000 persons, the death-rate was 
555, or 21*0 per 1000 above that recorded in the previous week; 
among the remaining towns the rates ranged from 8*8 In Carlisle. 
11*0 in Stockton-on-Tees, and 12 2 in Warrington, to 75 2 in West 
Ham, 79 2 in East Ham, 79 5 In Oxford, 79 6 in Hull, 83 3 in 
Sheffield, and 88 6 in Leicester. The principal epidemic diseases 
caused 233 deaths, which corresponded to an annual rate of 0*7 per 
1000, and included 80 from infantile diarrhoea, 54 from diphtheria, 
34 from whooping-cough, 30 from scarlet fever, 29 from measles, 
and 6 from enteric fever. The deaths from influenza numbered 7412, 
against 1895 and 4482 in the two preceding weeks, and included 2458 in 
London, 468 In Sheffield, 269 In Leicester, 240 In West Ham, 220 In Hull, 
194 In Leeds, 190 in Bristol, 170 in Liverpool, and 145 in Stoke-on-Trent. 
The 4285 deaths in London were the highest recorded in any week and 
were 524 in excess of the previous highest number registered during the 
Influenza epidemic of 1892; of the 2458 deaths from influenza no fewer 
than 1369 related to persons aged 15-45 years, while in previous 
epidemics the highest mortality occurred at the mare advanoed ages. 
The 1201 cases of scarlet fever and 1166 of diphtheria under treatment 
in the Metropolitan Asylums Hospitals and the London Fever Hospital 
were 50 and 34 below the respective numbers remaining at the end of 
the previous week. The causes of 87 deaths In the 96 towns were 
uncertified, of which 12 were registered in London, 10 each in Leicester 
and Liverpool, and 7 in Birmingham. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population Estimated at nearly 2,500,000 persons, the annual rate of 
mortality, which had increased from 10 6 to 29-4 in the seven preceding 
weeks, further rose to 30 5 per 1000 Of the 1407 deaths from all causes, 
66 were classified to Influenza, which was also stated as a contributory 
cause in 499 deaths classified to other diseases; in the previous week 
these numbers were 57 and 457 respectively. The 670 deaths In Glasgow 
corresponded to an annual rate of 26 - 7 per 1000, and Included 9 from 
diphtheria. 7 from whooping-cough, 2 from scarlet fever, and 1 each 
from enteric fever and infantile diarrhoea. The 226 deaths In Edinburgh 
were equal to a rate of 35’4 per 1000, and included 2 from diphtheria 
and 1 each from enteric fever, scarlet fever, whooping-cough, and 
infantile diarrhoea. 

Irish Towns.— The 601 deaths in Dublin corresponded to an annual 
rate of 65 5, or 18 2 per 1000 above that recorded In the previous 
week, and Included 250 from influenza, 2 from whooping-cough, and 
1 from infantile diarrhoea. The 132 deaths in Belfast were equal to 
a rate of 17 5 per 1000. and included 2 from scarlet fever and 1 each 
from enteric fever and infantile diarrhoea. 
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NOTES ON CURRENT TOPICS. 

Armistices with Austria aiul Turkey. 

Statements made in the House cf Commons concerning 
the armiatices with Turkey and Austria, and the conditions 
under which those countries surrender, have been received 
with the utmost satisfaction. These events and the military 
and economic exhaustion of Germany point to the early 
collapse of the enemy on the Western front and to the 
acceptance of the Allies’ terras. Preparations are meantime 
being made fora General Election at a very early date. 

The New President of the Local Government Board. 

Sir Auckland Geddes has succeeded Mr. Hayes Fisher 
as President of the Local Government Board, and he will 
continue also his duties as Minister of National Service. The 
main function of the Ministry of National Service being to 
obtain men for the Army, its importance diminishes as 
eace draws near. In that case Sir Auckland Geddes will 
ave an increasing amount of time to devote to his new 
office, where important work awaits him. The housing 
problem has to be seriously tackled. It is also considered 
highly probable that one of the tasks to which Sir Auckland 
Geddes will set his hand is the advancement of the scheme 
for a Ministry of Health. A medical man, he has already 
proved his capacity as an administrator. 

Ministries of Health Bill. 

Dr. Addison, the Minister of Reconstruction, is responsible 
for the introduction of a Bill in the House of Commons 
“to establish a Ministry of Health and a Board of 
Health to exercise in England and Wales and in Scotland 
respectively powers with respect to health and local govern¬ 
ment and for purposes connected therewith.” The measure 
will be printed, and contains the proposals of the Govern¬ 
ment on this important subject. At this stage of the 
session, of course, it will be impossible to carry any new 
legislation through except by general consent. 

The Midwives Bill. 

The House of Lords has passed the Midwives Bill. 

HOUSE OF COMMONS. 

Wednesday, Oct. 30th. 

Influenza at the Crystal Palate. 

Answering Mr. Chancellor, Dr. Macnamara (Secretary 
to the Admiralty) said: There have been 120 deaths among 
men at the Crystal Palace during the last six months—117 
from pneumonia following influenza, 1 from cerebro spinal 
meningitis, 1 from cerebral abscess, and 1 from Addison’s 
disease. The average number of men stationed at the 
Crystal Palace is roughly about 5600. During the course 
of six months the number of men passing through the 
Crystal Palace would be much greater than that. The 
main, practically indeed the only, mortality duriDg that 
period has been from an epidemic of influenza, which, I 
regret t 9 say, affected over 1000 men. Of the 117 men who, 
unhappily, died from pneumonia following influenza, none 
were inoculated against influenza or pneumonia. Prior to 
the outbreak of influenza at the Crystal Palace the average 
daily sick-rate had been slightly * less than 3 per cent. 
Though the building was not originally intended as a living 
place, it has been satisfactorily modified subsequently to 
its being taken over at the beginning of the war, and the 
health reports prior to the present outbreak of influenza do 
not point to any serious objection to its continuing to be 
used for the purpose for which it was acquired. A very 
recent sanitary inspection of the building has been made, 
as a result of which certain minor defects in ventilation are 
being remedied. 

Influenza in Belfast Prison. 

Replying to Mr. Byrne, who asked for particulars regard¬ 
ing the epidemic of influenza in Belfast Prison, Mr. Samuels 
(Attorney-General for Ireland) said: Dr. MacCormack, the 
medical member of the Prisons Board, specially visited 
Belfast Prison in reference to the influenza epidemic. He 
reports that there are now under medical treatment for 
influenza 111 prisoners committed under the Defence of the 
Realm Regulations and 14 officers of the prison. There is no 
foundation for the allegation that the food is insufficient or 
of poor quality, or that the medical or nursing arrangements 
are unsatisfactory. Special treatment and diet are afforded 
to each patient, and the medical officer to the prison has 
authority to engage additional medical assistance and 
trained nursing staff and to order any extra articles of 
food or medicines that may be deemed necessary. The 
prison medical officer has already called to his assistance 
Dr. Tweedie.of Belfast, and Professor H. L. McKisack, M.D., 
as consultant. There is no reason to think that the prisoners 
are not receiving all proper care and medical treatment. 


Thursday, Oct. 31st. 

Influenza in Belfast Prison. 

In answer to Mr. King, who asked for information con¬ 
cerning the influenza epidemic in Belfast Prison, Mr. 
Samuels said : The most recent information is as follows: — 
The number of cases of influenza that have occurred is 118. 
Of these nine patients have been removed to extern hospitals 
on the recommendation of the medical officer of the prison. 
The large majority of the remaining cases are suffering from 
a mild type of the disease and satisfactory treatment for them 
is available in the prison. Medicines and special dietary have 
been prescribed where necessary in individual cases, and 
where special nursing is required the patient is removed to 
an extern hospital. The medical officer has already secured 
the assistance of two other medical men as well as of 
Professor McKisack, M.D., consultant, and there is no 
reason to think that the cases are not receiving all proper 
attention. 

Venereal Disease and Regulation 40 D. 

Mr. Lees Smith asked the Home Secretary how many 
resolutions he had now received demanding the withdrawal 
of Regulation 40 D of the Defence of the Realm Act.—Sir G. 
Cave answered; About 600 such resolutions have been 
received at the Home Office. 

Mr. W. Anderson asked whether the right honourable 
gentleman was aware that Regulation 40 D of the Defence of 
the Realm Act had been condemned by the most representa¬ 
tive conferences of women; whether his attention had been 
called to medical opinion; that the regulation had been dis¬ 
credited as a public health measure; and that the presence 
of infection could not be proved or disproved by examina¬ 
tion; whether he was aware of the number of women against 
whom no charge could be established, who had nevertheless 
been arrested, imprisoned, and remanded for examination 
under this regulation; and whether the Government was 
now prepared to take steps to annul this regulation.—Sir G. 
Cave said in reply: The question, which is one of extreme 
difficulty, is being considered by a strong committee upon 
which both sexes are represented, and the Government must 
await the result of their deliberations before taking action. 

Mr. H. Samuel: Can my right honourable friend say 
when the report will appear?—Sir G. Cave : I should think 
certainly next month. I hope so. 

Training Limbless Men in Ireland. 

In reply to Mr. MacCaw, Sir A. Griffith-Boscawen 
(Parliamentary Secretary to the Ministry of Pensions) said : 
Several schemes of training suitable for limbless men are in 
operation in the north of Ireland. 

Major Newman : Are there any similar institutions in the 
south of Ireland?—Sir A. Griffith-Boscawen : Yes; there 
are certain training schemes in the south of Ireland. 

Medical Service of the Air Force. 

Sir Watson Cheyne asked the Under Secretary to the Air 
Ministry whether the principles laid down in the Medical 
Advisory Committee’s Report, 1917, were now being carried 
into practice and what progress had been made.—Major 
Baird : A reorganisation of the medical arrangements of 
the Royal Air Force is now being considered in connexion 
with the appointment of a successor to the medical 
administrator. 

Mr. Joynson-Hicks: Does that mean that the Medical 
Administrative Committee which was established in con¬ 
sequence of ray honourable friend’s report has been done 
away with?—Major Baird: The committee under the new 
arrangement will not be administrative, but will carry out 
advisory functions. 

Sir Watson Cheyne asked whether the medical adminis¬ 
trator of the Air Service had resigned and, if so, why; and 
what arrangements were being made in regard to & 
successor?—Major Baird: The resignation of the medical 
administrator originated in a difference of opinion between 
himself and the Medical Administrative Committee in regard 
to their respective spheres of responsibility. The appoint¬ 
ment of his successor will be made public at an early date. 

Mr. Joynson-Hicks : Has this appointment been offered 
to any officer at present?—Major Baird : The appointment 
is under consideration and an announcement will be made. 

Sir Watson Cheyne asked whether the Medical Adminis¬ 
trative Committee had been dissolved and, if so, why.— 
Major Baird wrote in reply : Under a reorganisation of the 
medical arrangements of the Royal Air Force now under 
consideration the administrative functions of the Medical 
Administrative Committee will cease, and it will become 
purely advisory. 

Monday, Nov. 4th. 

Discharged Tuberculous Soldiers. 

In reply to Lord H. Cavendish-Bentinck, 8ir E. Cornwall. 
(who replied on behalf of the representative of the Ministrv 
of Pensions) said : A scheme for the domiciliary visiting of 
discharged men suffering from tuberculosis has* been under 
consideration by ray department during the last six months 
and has now been settled in conjunction with the Local 
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Government Board and the National Health Insurance 
Commission. Sanction for the necessary expenditure was 
received on May 17th last, but no part of the expenditure 
has yet been incurred, nor, I understand, have any appoint¬ 
ments been made. The Local Government Board will very 
shortly issue the necessary instructions to the local 
authorities concerned. I would add that the present 
Bcheme is an extension of the arrangements for visiting 
and after-care which are already being carried out by local 
authorities in many areas. 

Artificial Limbs. 

Answering General Croft, who asked a question bearing 
on artificial limbs for soldiers, Sir E. Cornwall said: 
Artificial limbs very seldom need renewal owing to the 
shrinking of the stump, new buckets only being necessary, 
but it is clearly more satisfactory to supply a second limb 
when shrinkage of the stump has taken place and in the 
interval to supply a provisional limb in case of emergency. 

Treatment of Shell Shock. 

Mr. Wing asked the Under Secretary for War whether he 
would give the names and situation of the institutions pro¬ 
vided by the War Office for the care and treatment of un- 
certifiable soldiers who had been mentally unhinged in 
consequence of the severity of the strain through which 
they had passed; how many purely mental cases were 
segregated in each institution; what was their occupation; 
how many had been discharged recovered during the present 
year; and in how many instances were these institutions 
run by lunacy staffs and presided over by mental specialists 
connected with lunacy organisations.—Mr. Macpherson 
replied : I presume my honourable friend is referring in the 
first part of his question to men suffering from shell 
shock and neurasthenia. No purely mental cases are 
segregated in any institution. The occupations of 

the men whilst in hospital are mainly agriculture and 
farm work. There are also indoor occupations, such 
as carpentry, and also recreation and amusement. It 
would take a considerable time and involve a large amount 
of labour to ascertain the number who have been discharged 
as recovered, and I hope my honourable friend will not 
press for this information. None of the institutions are run 
by lunacy staffs, but in three of them the administrator is a 
mental specialist. The following is the list of institutions 
referred to:—Maudsley Neurological Clearing Hospital, 
Denmark Hill, S.E.; Springfield War Hospital, Upper 
Tooting, S.W.; Red Cross Military Hospital, Maghull; 
Abram Peel War Hospital, Bradford; Ewell (County 
of London) War Hospital, Epsom; 1st Southern General 
Hospital (Monyhull Neurological Section), Birmingham; 
Glen Lomond War Hospital, Fife ; Dunblane War 
Hospital, Perthshire; Seale Hayne Neurological Hos¬ 
pital, Newton Abbot, South Devon; Gateshead War 
Hospital, Stannington, Newcastle-on-Tyne ; Neurological 
Section, 4th Southern General HDspital, Plymouth ; 
Neurological Section, 2nd Western General Hospital, Brin- 
nington, Stockport; East Preston Military Hospital, near 
Worthing; Neurological Section, King George V. Hospital, 
Dublin; and Ashhurst War Hospital, Littlemore, Oxford. 

Medical Administra tor of Air Force. 

Major Terrell asked the Under Secretary to the Air 
Ministry whether the Air Council or the Secretary of State 
had offered or proposed to offer the appointment of Medical 
Administrator of the Medical Air Services of the Air Force 
to an officer of-the R.A.M.C. on the terms that he would, in 
the administration of the Air Force Medical Service, carry 
out the principles recommended by the Watson Cheyne 
Advisory Committee ; whether such officer had accepted or 
refused to accept the appointment on such terms, and if such 
officer had refused to accept such appointment on such 
terms, what action did the Secretary of State or the Air 
Force Council intend to take in the matter, and would the 
Secretary of State assure the House that whoever was 
appointed would be required to carry out the said principles 
in the administration of the Air Force Medical Service. — 
Major Baird replied : The post of Medical Administrator has 
been offered to Colonel Fell, R.A.M.C. One of the conditions 
of the offer is that he will be guided by the principles laid 
down in the report of the Watson Cheyne Committee, subject 
to certain amendments as regards principles of adminis¬ 
tration. 

Major Terrell : Has he accepted or refused these terms ? 
—Major Baird : Colonel Fell is at present engaged in 
visiting the stations of the R.A.F. We shall get his answer 
when he returns. 

Tuesday, Nov. 5th. 

Medical Research Committee and Influenza. 

Mr. Rowntree asked the representative of the National 
Insurance Commissioners whether the Medical Research 
Committee of the National Insurance Commissioners had 
for some time past been undertaking important research 
work in connexion with influenza; whether the results 
of the researoh had been made public ; and, if so, 

whether a full use was being made of the knowledge 
they had acquired.—Sir E. Cornwall answered : Yes, 

Sir, the Medical Research Committee have been con¬ 
tinuously engaged since the beginning of the first 
wave of the epidemic last spring upon special efforts 
in regard to the etiology and the prevention of influenza 
and its complications. They have collected and periodically 
published expert reports of observations from all quarters, 
and have organised special researches in regard to it. These 
efforts have been more restricted than would otherwise have 
been the case owing to the urgent needs of the Army for 
pathological and other investigations into numerous kinds of 
diseases and wound problems, in which the Committee have 
also been heavily engaged from the outbreak of the war 
until now. The Committee’s activities in all these fields are 
fully set out in the annual reports to me, which are presented 
to Parliament and have a wide distribution amongst experts 
and the profession, for whom, of course, they are from 
their nature mainly useful. Their fourth report, which is 
now before me, will be published in a few days. In reply to 
the second part of the question I may say that in the first 
week of August the Committee sent to the medical news¬ 
papers for the information of the medical and health 
authorities a resum6 of various important communications 
on the subject of influenza, including an indication of the 
likelihood of the onset of secondary waves of the epidemic 
in the autumn, which their inquiries led them to expect 
would be more severe in character than the primary 
wave of last spring. For that reason the Committee 
on that date publicly invited observations from 
experts at various centres with a view to the further 
organisation of coordinated work in the study of those 
secondary waves. The severity of the present epidemic 
now Bhows that that anticipation on the part of the Com¬ 
mittee, which can be read in the British Medical Journal of 

August 10th, was all too fully correct, and that the Com¬ 
mittee did its duty in giving the warning beforehand to the 
expert authorities. As regards the actual epidemic itself, the 

Committee have been continuously collecting expert infor¬ 
mation likely to be useful to the health authorities and the 
medical profession as to its nature and progress in Europe 
from the chief foreign sources, including much important 
work done during these months in Germany and Austria. 

This the Committee have periodically published in English, 
combined with the results of British observations in their 
monthly medical supplements, of which several thousand 
copies are regularly distributed amongst professional experts 
and put on sale, early copies being sent to the Medical 

Department of the Local Government Board and other 

Government departments concerned. My honourable friend 
should see especially the September, October, and November 
issues, of which I am sending him copies. As regards the 
practical side of the problem I should state that the Com¬ 
mittee were strongly represented at the important 
conference of bacteriologists held at the War Office 
some weeks ago on the possibilities of utilising vaccines 
for the prevention or treatment of the prevailing forms of 
influenza amongst the troops, under the chairmanship of 

Sir William Leishman, Adviser in Pathology to the Army 

Medical Department, and also a member of the Medical 

Research Committee. The outcome of that discussion was 
issued to the medical press by Sir William Leishman, and it 
alsoappeared in the pamphlet issued by the Local Government 

Board on the subject. In addition to this the Committee’s 
bacteriological department have been giving aid to the War 

Office in the steps which have been taken to prepare 
and provide protective vaccines against the dangerous 
complications of secondary infections amongst the troops, 
and the Committee’s secretary concurrently made sugges¬ 
tions to the medical officer of the Local Government Board 
for analogous steps to be taken by that Board for the benefit 
of the civil population. In this connexion, and in reply to 
the third paragraph of the question, I must remind my 
honourable friend that it is not the duty of the Medical 

Research Committee to carry out the actual treatment or 
prevention of this disease, which is the province of 
the public health authorities, local and central, but 
to obtain new knowledge and valuable information in 
regard to it by special researches and otherwise, and to 
have this readily available to those health authorities for 
them to put to its proper practical uses for the benefit of the 
civil population. The earlier paragraphs of this reply will 
have shown, I hope, that the Committee have carried out their 
proper functions in this respect with considerable effective¬ 
ness, especially in view of the difficulties occasioned by the 
constant loss of trained researchers claimed for military 
service. 

Wednesday, Noy. 6th. ? 

Medical Women in Military Hospitals. 

Sir P. Magnus asked the Under Secretary for War whether, 
having regard to the fact that women doctors serving in 
military hospitals discharged similar duties and received 
the same pay as men doctors, and were entitled to wear the 

Royal Army Medical Corps badge, he would take steps to 
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BOOKS, ETC., RECEIVED. 

Com mute s ot Organisation, VIth International Dkntal 
Congress, 19, Hanover-square, London. 

Transactions of the VIth International Dental Congress. 30s. net. 
Crawtow. Heath, London. 

On the Brain. By T. S. Dovrse, M.D. 5*. 

Marlborough and Co., London. 

Italian Self-taught. Grammar with Key (Thlmm’s System). 2nd ed. 
By G. Dalla Vecchia and A. C. Panagulll. 5s. 6<L 
Murray. John, London. 

Junior Course of Practical Zoology. Bv the late A. Milnes Marshall, 
M.D., and C. H. Hurst, Ph.D. Edited and Revised by F. W. 
Gamble, D.Sc. 12s. 

Simpkin and Marshall, London. John Wright, Bristol. 

On the Nature of Things. By Hugh Woods, M.D. 

Simpkin, Marshall, and Co., London. Warren and Co., Winchester. 
New Army Cookery Book. By Mrs. W. A. Featherstone, Q.M.A.A.C. 
Is. 3d. 

The Builder, Ltd., 4, Catherine-street, London, W.C. 2. 

Fuel Economy in Cooking Apparatus. By A. H. Barker, B.Sc. Is. 6d. 
University Press, Oxford. 

Trench Fever. Report of Commission, Medical Research Committee, 
American Red Cross. By Major R. P. Strong, M.R.C. 

Year Book Publisher, Chicago. 

Practical Medicine Series. Vol. IV. Pediatrics, by J. A. Abt, M.D., 
and A. L. Lnvinson, M.D. Orthopedic Surgery, by E. W. Byerson, 
M.D. $1.40. __ 


Communications, Letters, &c., to the Editor have 
been received from— 


A. —Dr. Ayres, Liverpool ; Dr. 
R. W. Allen, Lond.; Association 
for Moral and Social Hygiene, 
Lond., Sec. of; Mr. R. J. Albery, 
Lond.; Australian Medical Force, 
D.M.S. of, Lond.; Dr. S. H. 
Appleford, Hoddesdon. 

B. — Messrs. A. E. Braid and Co., 
Lond.-, Dr. B. Baskett, Rayleigh ; 
“Barrister”; Board of Trade, 
Lond.; 8urg.-Com. W. Bast lan, 
R.N.; Messrs. Butterworth and 
Co., Calcutta; Messrs. J. Bale, 
Sons, and Danielsson, Lond.; 
Mr. J. L. Balderston, Lond.; 
Dr. W. H. Bishop, Wylam-on- 
Tyne; Capt. W. G. Ball, 
R.A.M.C.(T.); British Fruit Eva- 

S oration Co., Lond.; Mr. G. S. 

igg, Lond ; Mr. P. Bousfield, 
Lond.; Bread and Food Reform 
League. Lond. 

C.-Dr. H. C. Cameron, Lond.; 
Mr. R. A. G. Chambers, Burnley ; 
Dr. F. G. Crookshank, Lond.; 
Clerical, Medical, and General 
Life Assurance Society, Lond.; 
Col. S. L. Cummins, C.M.G., 
A.M.S ; Dr. E. S. Chesser. Lond. 
D.— Mr. R. I. da Costa; Dr. H. 
Dally, Lond.; Messrs. Duncan, 
Flockhart, and Co., Edinburgh; 
Dr. H. H. Dale, Lond. 

F.—Capt. J. G. Forbes, R.A.M.C.; 
Factories, Chief Inspector of, 
Lond.; Mrs. G. Finch, Rickmans- 
worth ; Mr. C. E. S. Flemming, 
Bradford-on-Avon; Hon. Surg.- 
Lt.-Com. P. Flldea, R.N.V.R. 

G.— Guest Hospital, Dudley; Mr. 
H. Gardiner, Lond.; General 
Medical Council, Lond., Acting 
Registrar of ; Dr. H. J. Gauvain, 
Alton ; Dr. H. T. Gillett, Oxford. 
H.—Dr. J. Haddon, Denholm ; Mrs. 
B. Hancock, Lond.; Major W. E. 
Home. R.A.M.C. 

J.—Lt.-Col. 8. P. James. 

K.—Dr. W. Kidd, Cheltenham. 


Low, Lond.; Local Government 
Board for Ireland, Dublin; Prof. 
H. Littlejohn, Edinburgh, 

M. —Mr. J. B. Macalpine, Man¬ 
chester; Lt.-Col. J. N. MacLeod, 

G. M.G., C.I.B.; Dr. J. C 

McKerrow, Lond.; Mr. F. T. 
Mullett, Cambridge; Mr. J. 
McLaggan, Torphins. 

N. —National Association for the 
Prevention of Consumption, 
Lond.; Capt. T. P. Noble, 
R.A.M.C. 

P.—Dr. W. T. G. Pugh, Carshalton; 
Miss M. K. Pearson, Lond.; Dr. 

H. A. Powell, Lond.; Mrs. G. W. 
Pocock, Portlahead. 

R.—Royal Institution. Lond.; Dr. 
Rivers, Worsboro’ Dale; Royal 
Free Hospital, Lond., Sec. of; 
Dr. W. M. Richards; Royal Col¬ 
lege of Surgeons of England, 
President and Counoil of; Miss 
J. Ross, Glasgow ; Royal Society, 
Lond.; Dr. R. R. Rentoul, 
Liverpool. 

8.—Dr. A. Savill, Lond.: Societat 
de Biologla de Barcelona; Dr. 
E. I. Spriggs, Banff; The Sphere, 
Lond., Editor of; 8ociety of 
Tropical Medicine and Hygiene; 
Mr. J. T. Segrue, Lond.; Surg.- 
Lieut.; Mr. W. A. Sands, New 
York; The Stratford Company, 
Boston; Mr. W. J. Stevenson, 
Lond.; Dr. R. V. 8olly, Exeter; 
Capt. V. B. 8orapure, R.A.M.C.; 
Sir Walter M. Fletcher, K.B.E., 
Lond. 

T. —Mr. B. 0. Tillett, Lond.; Lt.- 
Col. 0. N. Thornton, S.A.M.C.; 
Dr. J. Tatham, Oxted; Mr. F. 
Triefus. Lond.; Tasmania, Agent- 
General for. Lond. 

U. —United Water Softeners, Ltd., 
Lond. 

V. —Capt. A. B. Vine, R.A.M.C. 

W. —Dr. L. B. Weatherly, Bourne¬ 
mouth;' Dr. 0. H. Whriteford, 
Plymouth; Dr. T. Wilson. Bir¬ 
mingham ; Dr. W. H. Wynn, 
Birmingham, 


L.—Lr. S. C. Lawrence, Lond., 

Dr. C. E. Lea; Local Govern 
ment Board, Lond.; Dr. R. B. 

Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2. 


A Wiltshire Centenarian. —Major J. Awdry, 
V.D., of The Paddock, Chippenham, recently celebrated the 
100th anniversary of his birthday. 


Literary Intelligence.— Dr. Ernest Muir, of 
the Mission Hospital, Kalna, has written a book with the 
object of placing within the reach of the medical practitioner 
in small towns and villages in India a guide to the diagnosis 
&nd treatment of kala-azar, which in some parts of India is 
very prevalent. Sir Leonard Rogers has furnished a fore¬ 
word to the work.—Messrs. Cassell and Co. announce the 
forthcoming appearance of a sixth edition of Luff and 
(Tandy’s “ Manual of Chemistry,” revised and enlarged by 
Mr. Candy. 


jjtoies, Sftort Comments, aitb gmsfoers 
to Correspondents. 

THE MENACE OF VENEREAL DISEASE. 

The fourth lecture on ‘‘Public Health Problems under 
War and After War Conditions,” dealing with the prevention 
and abortive treatment of venereal disease, was delivered at> 
the Royal Institute of Pablic Health on Oct. 30th by 
Lieutenant-Colonel L. W. Harrison, D.S.O. Sir George H. 
Makins, President of the Royal College of Surgeons of 
England, who presided, introduced the lecturer by stating 
that the present war might be followed by a huge increase in 
venereal disease throughout the country, and unless it was 
combated the result to the nation would be disastrous. Two- 
classes of women, amateur and professional, said Lieutenant- 
Colonel Harrison, infected our soldiers, and, generally 
speaking, two thirds of the cases of venereal disease dealt 
with among soldiers was due to infection by the amateurs. 
After the war the burden of combating the disease would fall 
chiefly on the civilian community. More had been done in 
the matter of education in this connexion by a few devoted 
workers in the four years of the war than during the 
past 400 years, bat ignorance was still appalling, and it was 
necessary that the public should know how to protect itself 
against the disease. Syphilis comprised only about one- 
quarter of venereal disease, and although we had admirable 
remedies against it the long periods of treatment under 
which the patient must be under observation made treatment 
costly. Tne successful management of gonorrhoea was 
immensely more difficult than that of syphilis, though, 
unfortunately, a large number of doctors still looked upon 
it as a light matter. It was one of the most difficult tasks 
in medicine to clear the genital passage from the gono¬ 
coccus. From a medical point of view the prevention 
of venereal disease was as easy as cure was difficult. 
With regard to soldiers, experiences at Aldershot had 
shown that the admisBion-rate for venereal diseases 
could be materially lowered by providing healthy dis¬ 
tractions. In 1885 the ratio per 1000 per annum of admis¬ 
sions for venereal disease was very high, but it gradually 
decreased until the period of the South African War, when 
there was a relapse. From then onward to 1913 a decrease 
was again shown. This the lecturer considered to be due U> 
the fact "that Aldershot had been made a model home for the 
soldier, who need not leave barracks in order to And amuse¬ 
ments and recreation of congenial kinds. From this hs 
argued that something more might be done in providing 
healthy distractions for civilian working men. If work¬ 
men’s olubB were made something better than pot-houses* 
and places provided where men could be really comfortable 
in their leisure hours, it would not only tend to reduoe the 
spread of venereal disease, but increase efficiency, and in 
terms of pounds, shillings, and pence would be profitable. 
With regard to segregation of women, the proper inspec¬ 
tion of women on a large scale was impracticable. The 
best plan for dealing with prostitutes was to act on 
the assumption that all were diseased and teach them 
how to avoid infecting the men. But if we could make 
the prostitute safe, there remained still the perfectly 
hopeless class of amateurs to deal with. The greatest 
hope lay in breaking the chain at the male end by prophy¬ 
lactic treatment, but disinfection must be carried out 
soon after connexion. He advocated the appointment of 
subsidiary centres for treatment after instruction at the 
central clinics - , but whatever arrangements were made for 
the treatment of venereal diseaees it was necessary to have 
the oooperation of the public, and it was the duty of the 
medioal profession to secure that oooperation by education. 

Colonel Walker testified to the excellent results of prophy¬ 
lactic treatment on the American soldier in France. 

Sir Thomas Barlow said that the moral side and medical 
side of the question were not incompatible, and so long as we 
could use prophylactic measures, not as an encouragement to- 
men to expose themselves, butas ameansof helping themafter 
they had gone astray, it was the imperative duty of the medioal 
profession to do so. 

Sir George Makins contended that the question of con¬ 
tinence was no more than abstention from alcohol or any¬ 
thing else, and we ought not to make it easier for people to 
be incontinent. 

The lecturer, in reply to questions, did not consider that 
prophylactic treatment encouraged sexuality. We were 
dealing with an implacable foe, and it was no more un¬ 
christian to use the methods indicated than to fight on 
Sunday or use a gas against another implacable foe. 
Colonel Harrison also said that teetotalers formed a 
large proportion of venereal patients, and in one hospital 
34 per cent, of venereal cases up to date proved to be 
total abstainers. He could not explain the circumstance* 
but thought it might be due to the fact that the abstainers 















656 The Lancet,] NOTES, SHORT COMMENTS, AND ANSWERS TO CORRESPONDENTS. [Nov 9, 1918 


were bored by the distractions provided for them. Colonel 
Walker agreed that many teetotalers were infected ; he could 
not explain the matter, but admitted, on the other hand, 
that alcohol and the prostitute went hand-in-hand. 

THE ROYAL EARLSWOOD INSTITUTION FOR 
MENTAL DEFECTIVES. 

We have recently received the seventy-first annual report 
of this institution, formerly known as the Earlswood Asylum. 
In a spirit of war economy the report for 1917 is severely 
curtailed, and we regret the absence of the statement con¬ 
tributed by the medical superintendent (Dr. C. Caldecott), 
which has usually formed an interesting supplement to the 
report of the board of management. It is unsatisfactory to 
learn from the latter that this old-established charity has 
suffered from a falling-off of annual subscriptions owing to 
war conditions, which have also led to a serious increase of 
expenditure in food, clothing, and establishment charges. 
Consequently the board have had to resort to bankers’ loans 
amounting to £15,000. Payments (both large and small) 
received for patients furnished during 1917, apart from 
charitable contributions, over £22,000, a sum which would 
meet about half of the year’s total expenditure. It appears 
from two paragraphs concluding the report that the general 
health of the patients had been well maintained in spite of 
dietary difficulties and a mild epidemic of measles extending 
to 144 cases. An unusual number of patients of advanced 
years and lengthened residence had died during 1917. 

Appended statistical tables furnish some items of medical 
interest. During 1917,43 cases were admitted or readmitted, 
34 were discharged, and 39 had died. The average number 
resident had been 478— 318 males, 160females—and calculated 
on this number the percentage of deaths for 1917 amounted 
to 8*15, a ratio greatly in excess of previous records of 
mortality during the 70 years 1 existence of the institution. 
A table showing the certified causes of death attributes 17 of 
the 39 deaths to tuberculous affections and 3 to epilepsy; 
and we gather that amongst the deaths recorded were those 
of 3 sexagenarians and of 3 septuagenarians, the oldest being 
a man of 77. The comparatively large number of elderly 
cases has involved a higher death-rate. 

A PIONEER OF INFANT WELFARE. 

Much suffering has been mitigated by the benevolent 
work of Mr. Nathan 8traus, of the New York Pasteurised 
Milk Laboratories, who has been a pioneer in the saving of 
infant life by distributing at his own expense pasteurised 
milk to the poor of New York City, while in other generous 
ways he has served the poor and homeless. His activities in 
ministering to distress in the Eastern sphere of war have 

S rompted the Rev. Rabbi Roth, on the occasion of the Jewish 
ew Year, to send through the American Consul-General 
in Cairo the following telegram, which has been acknow¬ 
ledged by Mr. Lansing, of the State Department, 
Washington:— 

For Nathan Straus.—In the name of thousands saved from starvation 
by your institution, I wish you and your family happy New Year and 
prosperous future. May God blesB you. 

Besides establishing a soup kitchen two years before the 
war, Mr. Straus has since started a Health Bureau and 
Pasteur Institute in Jerusalem, the activities of which insti¬ 
tution extend throughout Palestine, aud which has been 
used by the authorities to check the spread of cholera and 
other infectious diseases. 

EASY CAR-STARTING IN COLD WEATHER. 

Mr. J. F. Rev, M.R.C.S., writes from Bognor that, like 
many others who do not possess a heated garage, he has for 
years experienced great trouble in starting his car in frosty 
weather. He continues :— 

" Having reached the limit of my patience with tha possession of a 
self-starter car, and determined not to misuse the accumulators, I sat 
down and devoted a quarter of an hour to thinking out the problem, 
and, to cut a long story short, proceeded to put my theory into prac¬ 
tice. Trlumpbautly carrying out a kettleful of boiling water (about a 
pint), at first I cautiously poured the contents over the induction pipes, 
carburettor, and spraying chamber, putting previously a small tin cap 
over the hole on top of the float chamber. I was gratified that at the 
first turn of the handle, or the first push of the self-starter, the engine 
started as though on a hot summer’s day. One need not be afraid of 
pouring boiling water over the Induction apparatus, as these are all 
hollow tubes of metal and no harm can come to them nor is there any 
fear of water getting into the carburettor with the engine at rest and 
a small plug or plane placed over the small hole of the float chamber. I 
am certain that this simple method will save motorists untold misery.” 

PAYING PATIENTS AND THE WEST OF ENGLAND 
EYE INFIRMARY, EXETER. 

The annual meeting of the subscribers to this institution 
was recently held. The medical report stated that 2724 
patients had been treated during the past year. The daily 
average number of in-patients was 16. It was decided that 
patients who had small means and were willing to pay 
towards the cost of treatment should be charged a fee, the 
amount being arranged between the oommittee and the 
medical officer in charge of the case. 


ANTENATAL CARE IN THE U.8.A. 

The birth-rate in the United States has not decreased to 
an appreciable degree so far during the war, while the work 
of saying babies is making progress. A measure likely to 
help much in reducing infant mortality from congenital 
causes has been recently introduced into the United States 
Senate by Senator Robinson, entitled “ A Bill to Encourage 
Instruction in the Hygiene of Maternity and Infancy, and to 
Extend Proper Care for Maternity and Infancy ; to*Provide 
for Cooperation with the States in the Promotion of Such 
Instruction and Care in Rural Districts; to Appropriate 
Money and Regulate its Expenditure, and for Other Pur¬ 
poses.” This Bill provides for subsidising the States up to 
a sum of $10,000 a year each, with the provision of an addi¬ 
tional subsidy, provided the 8tate raises an equal amount of 
money to be used for the employment of rural nurses for 
antenatal instruction and maternity aid. 

PREVALENT DISEASES IN DOMESTIC ANIMALS. 

The annual report of the Chief Veterinary Officer for the 
year 1917, which has just been issued (H.M. Stationery 
Office, price 2d.), deals with four diseases affecting horses 
and cattle which have been of special importance daring 
the year. 10,261 suspected outbreaks of swine fever were 
reported, but only 2104, or a little more than one-fifth, of the 
outbreaks confirmed. Evidently pig diseases are still very 
imperfectly understood, and there is a tendency among 
breeders to class all affections of the pig as swine fever. An 
American practitioner recently stated that 40 per cent, of 
the average veterinary practice in Iowa was swine practice 
and he made a particularly strong plea for practitioners to 
get away from the belief prevalent some years ago that a 
sick hog*necessarily had cholera. 

Results are compared in the serum and non-serum 
outbreaks. Roughly, about 23 per cent, more pigs were freed 
from swine fever by the serum method than without it. 
This represents a good saving, and is encouraging. Where 
pigs are ripe and not breeding stock it is useful to slaughter 
and salve the pigs exposed to infection. From observations 
made it appears that large numbers of affected pigs were 
killed for food, and no doubt little harm and much economy 
were effected by the procedure. There were 25 outbreaks of 
glanders, a decrease of 19 as compared with 1916-—■169 horses 
and 1 mule were on infected premises, and 63 animals, 
including the mule, were destroyed, being found infected 
clinically or by means of the tes*t. By post-mortems in 58 
cases the presence of glanders was confirmed. Cattle and 
pigs furnished the majority of the cases of anthrax, and 203 
out of 343 cases on previously clean premises were ascribed 
to the use of imported feeding stuffs. In 26 cases the disease 
was found in carcasses that had reached slaughter-houses or 
knackers’ premises—a rather disturbing fact. Eight human 
beings developed anthrax as a result of dealing with the 
carcasses. 

The double dipping of sheep seems to have reduced the 
trouble from sheep-scab, but Scottish sheep still seem 
largely responsible for outbreaks of the disease in England. 
As was only to be expected under war conditions and 
present regulations, parasitic mange in horses has shown a 
greater tendency to spread. Our experience has been that 
it has increased in all animals, including the cat, pig, goat, 
and dog. The scarcity of nutritious food is a factor in the 
matter. 

“ BLOW-HARD,” OR METHYLATED SPIRIT. 

In reference to an ex-soldier charged in the Belfast custody 
court on Oct. 26th with being drunk from taking methy¬ 
lated spirit, the resident magistrate, Mr. Garrett Nagle, 
said that 9 out of 10 cases of drunkenness brought before 
him were against people who had taken methylated spirit 
in the form called, “ blow-hard.” He said it was an extra¬ 
ordinary circumstance that while methylated spirit was so 
difficult to purchase for domestic purposes men seemed to 
get drunk on it without any difficulty. The usual way the 
methylated spirit is taken is to mix a wineglassful with a 
pint of porter, and this mixture is really the “ blow-hard,” 
and is a cheap intoxicant. 


The Laboratory of the Royal College of Physicians, 
Edinburgh, is preparing the mixed vaccine of B. influenzce , 
pneumococcus and streptococcus recommended by the War 
Office conference. The supply can be obtained through 
Messrs. Duncan, Flockhart, and Co., 104, Holyrood-road, 
Edinburgh. 

At a recent meeting of the governors of the Royal Devon 
and Exeter Hospital, Exeter, Sir E. Chaning Wills, the 
President, stated that there were 100 patients waiting 
admission. He added that as an enlargement of the hospital 
was necessary, if the Government would release materials 
and sanction the scheme, Lady Wills and himself w'ould 
give a substantial sum towards the appeal for financial 
support which the committee would make. 
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presidential Jbbress 

SOME PRINCIPLES OF NEUROLOGY. 

Delivered before the Neurological Section of the Royal 
Society of Medicine , 

By HENRY HEAD, M.D. Cantab., F.R.S., 

PHYSICIAH TO THE LONDON HOSPITAL. 


Ladies and Gentlemen, — It is exactly 26 years since I 
had the honour of reading my first paper, on Pain in Visceral 
Disease, before the Neurological Society. Looking back over 
a quarter of a century, it seemed to me that I might employ 
my Presidential Address most profitably by considering 
certain principles which underlie the standpoint of neuro¬ 
logy to-day. I am not going to weary you with an historical 
epitome. In this quarter of a century there have been no 
startling discoveries ; but I believe that to-day the outlook 
of the younger generation is fundamentally different from 
that in which we were brought up, and I shall attempt to 
indicate the direction in which it seems to me the science of 
neurology is moving. 

Satisfaction with Words in the Past. 

The cataclysmic events of the last four years have shaken 
men’s belief in the old order, and medicine has not escaped 
the universal demand for a restatement of cunrent values. 
The young are looking to us to enunciate the principles on 
which our teaching is founded. They are not disposed to 
accept without criticism conventional explanations. They 
regard with scepticism the statements, current in text-books, 
that the manifestations of an epileptic convulsion are the 
expression of “irritation of the cortical centres,” or that 
aphasia is explained by “ the destruction of visual, auditory, 
or motor images.” Their curiosity is no longer satisfied by 
attributing the sensory changes, caused by a peripheral 
nerve injury, to a “ paraesthesia ” or “hypo-aesthesia.” 
And indeed, words of this order are but anodynes to the 
conscience. They explain nothing ; they serve only to put 
to sleep the salutary feeling that further investigation is 


necessary. , ... 

Satisfaction with words, that are in many cases nothing 
more than a restatement of the problem in bastard Latin and 
Greek, was one of the most remarkable characteristics of the 
last quarter of a century. No better example could be found 
'than the misuse of the word “toxaemia.” We are assured 
that certain diseases are due to this oause ; but, although we 
know much about the pathological changes in the central 
nervous system, the symptoms they produce, and the course 
of the disease, the “toxin” is purely hypothetical. Every¬ 
where we find this remarkable tendency to explain the known 

^Now^ewiy 1 student of Natural Science should retain 
something of the simplicity of the child. You all remember 
the story of the emperor and his new clothes. Two weavers 
asserted that they had woven a cloth of extreme beauty and 
fineness; it had, however, one unuswal characteristic : it 
was invisible to those who were stupid or unworthy of the 
cost they held. Neither the emperor nor his courtiers 
could it is true, see the stuff, but each was anxious not to 
betray himself, and all were loud in its praises. Royal 
robes were made of this wonderful material, but as the pro¬ 
cession wound through the streets a child called out, “ Why, 
he has nothing on ” ; and the child’s saying passed from 
mouth to mouth among the crowd. So the young to-day are 
calling to us to recognise that many of the terms we use so 
glibly mean nothing. They do not cover the nakedness of 
our explanations. 

Conception of Syphilis of Central Nervous System. 

This satisfaction with names is apparent in our conceptions 
of disease. No better example could be found than the 
customary attitude of clinicians towards syphilis of the 

central nervous system. ., 

T*bes dorsalis and general paralysis of the insane are thus 
sooken of as “diseases.” In reality, there are two factors 
only in the morbid manifestations produced by syphilis 
of the nervous system, the character of the infective 
activity and the site of its anatomical incidence. The Spiro- 
Znceta pallida may attack almost any structure, and the 
No. 4968 


“ disease ” expresses the functions of the tissues affected. 

Tabes dorsalis is a convenient term to express the fact that the 
principal focus of the destructive process lies in the posterior 
columns, and “ general paralysis ” simply indicates that it 
has fallen maidy on the higher cerebral centres. Year by 
year the line, once so finely drawn between tabes dorsalis 
and dementia paralytica, grew fainter as the identity of the 
pathological process underlying the two conditions was 
recognised. With the invention of the term “ tabo-paresis ” 
the boundaries between the two diseases fell. We now 
know that any nervous function, from the lowest reflexes to 
the highest intellectual activities, may be affected in conse¬ 
quence of syphilitic infection of the nervous system ; and it 
is only by arbitrary selection that these diverse signs and 
symptoms can be erected into “ diseases.” 

Then, again, “ parasyphilis ” was supposed to be the 
manifestation of a process, syphilitic in origin, but not 
strictly syphilitic in nature. We now believe that “ para¬ 
syphilis ” is nothing more than an anaphylactic reaction in 
the tissues of the central nervous system, which have been 
rendered hypersensitive in accordance with their peculiar 
lymphatic supply. “Parasyphilis” does not differ from 
“chronic cerebral syphilis” in any essential pathological 
particular. It is merely a similar reaction in a different 
tissue. No better example could be given of the law that, 
in morbid conditions of the nervous system, the form 
assumed by the disease is determined by the site of the 
destruction, whilst the course it runs is dependent on the 
natural history of the pathological process. 

Changed Attitude of the Neurologist. 

During the last few years the attitude of the neurologist 
has undergone a subtle change, not only to disease, but also 
to its general effect upon the patient. At one time everyone 
was seeking for a sign or a syndrome. Happy the man who 
could discover a new reflex ; it did not matter that he left it 
unexplained and failed to correlate it with other ancillary 
functions. It was a “fact,” and to it his name was 
attached. 

But the discovery of such a phenomenon is nothing more 
than the statement of the terms of the problem awaiting 
polution. To find its explanation we must look to the 
behaviour of the nervous system as a whole and observe how 
its reactions are changed. In many cases this leads to the 
consideration of phenomena which would have been thought 
frivolous by the older generation. Take, for example, the 
importance attached to the patient’s account of his own 
sensations, or the diagnostic value now attributed to certain 
dreams. 

In 1901 I described certain mental changes associated 
with disease of the heart and lungs, and showed that they 
formed another aspect of referred visceral pain. This work 
fell dead. For those who were interested in morbid con¬ 
ditions of the internal organs cared nothing for changes in 
the mental state of the patient; on the other hand, the 
alienists denied the facts, because of the remoteness of asylum 
life from the conditions of hospital experience. They made 
no effort to discover, whether such remarkable examples of 
the dependence of mental states on disturbances of bodily 
functions were really open to their investigation. To day, 
however, this work is falling into its place as a small con¬ 
tribution to the relation of body and mind. 

Interest in the functions of the nervous system as revealed 
by disease is steadily growing. The English school has 
always been essentially physiological, from the days of 
Marshall Hall onwards ; but this growing attention to 
function is mainly due to the teaching of Hughlings Jackson. 
He sprang from the physiologists of the middle of the last 
century, and was deeply imbued with the principle of evolu¬ 
tion not only of structure, but of function. But his con¬ 
temporaries became increasingly obsessed with anatomical 
and topographical details. As years passed by, the teaching 
of the day moved away from Jackson’s conception of an 
evolution of function, still demonstrable in the activities 
of the nervous system. Finally, his doctrines were scarcely 
comprehensible to those of us who were brought into daily 
contact with him in the wards, seduced, as we were, by the 
glib generalities of more popular teachers. But, when we 
came to think for ourselves, we found that his conception of 
a functional hiera r chy, in which one form of activity was 
dominated by another standing higher in the evolutionary 
scale, explained much that was otherwise inexplicable in the 
U 
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phenomena of nervous disease. This swing back to the 

physiological aspect was quickened by the exquisite 
researches of Sherrington, and the issue of his “Integra¬ 
tive Action of the Nervous System ” in 1906 marks an epoch 
in the progress of neurology. 

Integrative Action of the Nervous System. 

We then began to appreciate that the existence of the 
•central nervous system was due to the necessity of producing 
coherent action in a plurisegmental organism. Out of the 
primitive materials at her disposal, Nature was forced to 
develop a mechanism capable of integrating the physiological 
forces evoked by relations with the external world. As the 
animal rose in the evolutionary scale, the functions required 
of the nervous system became more and more complex, and 
out of the anatomical structures of a lower organism had to 
be developed machinery capable of exercising these higher 
activities. 

This was only possible by integrating the crude physio¬ 
logical processes excited by external stimulation or arising 
in response to the action of internal forces. A prick excites 
a universal tendency to withdraw the part exposed to stimu¬ 
lation ; it can also evoke a highly organised movement, such 
as the scratch reflex, capable of removing the noxious 
object. 

But such reflexes are pre-ordained and admit of no choice. 
It became necessary, therefore, to develop a controlling 
mechanism that would permit the animal either to attack 
the stimulus locally or to evade its action by flight. Finally, 
with the development of the neopallium, was given the 
power of voluntary choice ; the reaction was no longer 
unconscious, but could be preceded by a definite act of 
discrimination. 

This adaptation to a clearly determined end demands a 
multitude of adjustments, and such integration is the 
business of the central nervous system. It can only be 
carried out by utilising, in a modified form, functions 
originally developed for a somewhat different purpose. 
Thus, the withdrawal movement, which forms the basic 
reaction to pricking the sole of the foot, is controlled 
by higher centres in the mid-brain and forms the flexor 
aspect of the stepping reflex. But, when this higher 
influence is completely removed, as, for example, by total 
transection of the spinal cord, the lower reflex becomes 
manifested in its primitive form as a pure movement of with 
drawal, accompanied by evacuation of the bladder and 
rectum. 

Afferent Impulses from the Viscera. 

Structure is anchored in the past, and expresses in its 
anatomical dispositions functions which have passed away. 
Many of them have been carried up to centres of more 
recent origin, whilst others are exercised normally, in a 
refined form, under the control of those higher in the evolu¬ 
tionary scale. But nothing remains in its old form, unless it 
is of utility to the organism under some possible conjunction 
of circumstances. 

Thus, the afferent impulses from the viscera do not normally 
enter consciousness. The eupeptic knows nothing of the 
processes of digestion, beyond a certain gentle sense of well¬ 
being. But, under abnormal conditions, afferent impressions 
from the internal organs are capable of arousing pain and 
discomfort. When this occurs, one form of this sensory 
disturbance is referred to the superficial structures of the 
body and is associated with areas of tenderness corresponding 
to a segmental arrangement of the central nervous system. 
This is not a “ hyperaesthesia, ” but a tendency to react more 
violently to any stimulus capable of evoking discomfort. 
The threshold is not materially lowered, but the vehemence 
of the response is greatly increased. 

Now, this over-reaction is associated with reflexes which 
still reveal their old defensive character. As an answer to 
visceral pain, the abdominal muscles become tonically con¬ 
tracted and the leg is drawn up on the affected side. The 
sufferer is forced to creep into some sheltered place and to 
lie curled up, till he either dies or recovers. All capacity to 
move as a whole is abolished ; the reactions of the part 
affected now dominate the activity of the complete animal. 
Visceral reflexes of this order are antagonistic to general 
movements, and this is expressed not only in muscular 
immobility, but in the mental attitude which accompanies 
visceral pain. 

Pain is the oldest defensive reaction and potentially pain¬ 
ful stimuli are the basis of all primitive reflexes It is, i 


therefore, of importance for higher development that these 
impulses should be rendered less effective in favour of those 
impressions which lead to a more general and discriminative 
response. But. although they are controlled and even 
abolished, the mechanism underlying the production of pain 
must remain in full physiological activity, ready to play its 
part, should occasion arise, in the defence of the body 
against noxious influences. 

Control of Higher over Lower Nervous Centres. 

The functions of the central nervous system are not a 
palimpsest, where a new text is written over an earlier 
manuscript, partly erased. The more primitive activities 
have been profoundly modified by the advent of the new 
centres, which utilise some of the faculties originally 
possessed by the older mechanism. In many cases, the higher 
function could not be exercised without the existence of these 
lower powers which it dominates and controls. 

When, however, the higher mechanism is thrown out of 
action, the functions of the lower centres are free to exhibit 
their activity unchecked. Jackson insisted that the mani¬ 
festations due to a lesion of the central nervous system must 
be considered from a negative and a positive aspect. Injury 
to the pyramidal system was shown negatively in the loss of 
the finer voluntary movements, but the activity of the lower 
centres, released from control, was evident in the spastic 
rigidity of the ptralysed parts. In the same way removal of 
the control normally exercised by the cortex over the activity 
of the optic thalamus leads to the remarkable condition 
known as thalamic over-reaction ; l all stimuli capable of 
evoking discomfort, and in some cases even pleasurable 
excitation, cause an exaggerated response on the affected 
half of the body. This is not due to “ irritation it is due 
to release. It is the direct consequence of loss of that 
control normally exercised by the cortex over the activities of 
the optic thalamus. Once this control is removed by disease, 
the lower centre reacts unchecked to any stimulus capable of 
exciting a response. 

It has been the custom to call upon a hypothetical 
irritation ” to explain all such positive manifestations of 
nervous energy. The violent flexor spasms and the outbursts 
of excessive sweating, which occur when the spinal cord is 
injured, have been attributed to this cause. In reality they 
are the expression of a diffuse and massive response to 
stimuli, applied to parts below the level of the lesion ; they 
are manifestations of a primitive mode of reaction, due to 
removal of control from above. Invo untary movements in 
hemiplegia, automatic acts following an epileptic attack, the 
emotional utterances in aphasia are all examples of the 
same phenomenon. 

The condition of sensibility during the protopathic. stage 
of recovery from a peripheral nerve lesion is another 
instance of a primitive mode of reaction, released from 
control by the tardy restoration of the epicritic mechanism. 
Normally the massive “all or nothing” response of the more 
primitive system is held in check by the localised and dis¬ 
criminative sensations, due to excitation of the epicritic 
end-organs. But, when the one set of afferent impulses is 
permitted to play on the ultimate sensory centres unchecked 
by those arising in the higher mechanism, the response 
becomes massive and diffuse, and extensity becomes of 
greater import than intensity. 

Importance of Scientific Principles in Neurology. 
Had we applied Jackson’s law, that the functions of the 
nervous system are integrated on evolutionary principles, 
neurology would not have made so many excursions into the 
wilderness. He taught us that a lesion of the cerebral 
cortex caused disorder of movement, not paralysis of the 
roubles. This lesson, however, was not applied to the other 
functions of the cortex. Much time was wasted on topo¬ 
graphical localisation of various sensory centres before the 
nature had been determined of the functions exercised by 
the cortex. Now we know that, as far as somatic sensibility 
is concerned, the cortex is responsible for the appreciation 
of spacial relations, for the power of responding to different 
intensities of stimulation, and for the capacitv to recognise 
similarity and difference in external objects brought into 
contact with the body. The cortical centres are not concerned 
with the crude appreciation of touch, pain, heat, and cold. 

Such principles are not only of theoretical importance ; 
they are perpetually thrust before the neurologist in his 

1 The Lahckt, 1912,1., 79. 

















daily work. Clinical diagnosis is a by-product of scientific 
investigation. It is impossible to expose every patient to 
laborious scientific examination, nor would it serve any 
useful purpose to do so ; but the simple tests employed in the 
wards are valueless until they have been calibrated by more 
elaborate investigations. The man who says he can obtain 
all the information he wants, in cases of injury to peripheral 
nerve, by means of a pin and a piece of cotton-wool depends 
on someone else to teach him the significance of these 
empirical tests. They have no scientific value until the data 
they yield are correlated with results reached by method* 
capable of measurement. • , 

The charm of neurology, above all other branches of 
practical medicine, lies in the way it forces us into daily 
contact with principles. A knowledge of the structure and 
functions of the nervous system is necessary to explain the 
simplest phenomena of disease, and this can be only 
attained by thinking scientifically. 

Consideration of Leading Principles. 

Let us then consider some of the leading principles which 
the candidate of the future must master in the course of his 
initiation. 

Effect of Lesion on Complex and Simple Functions. 

(1) When any level 2 of activity is attacked the most 
complex functions, and those which have appeared most 
recently, are the first to suffer. They are also disturbed to a 
greater degree and to a wider extent than those which are 
simpler or more inevitable in their expression. 

An excellent example of this rule is seen in the effect of a 
lesion of the sensory cortex on the appreciation of the spacial 
aspects of an external stimulus. Tests which demand recog¬ 
nition of movement in three dimensions are more gravely 
affected than such a comparatively simple one as localising 
the position of the stimulated spot; for, with the piecantions 
we habitually adopt, this is an exploration in one dimensional 
space. Division of the spacial aspects of sensation according 
to one, two, and three dimensions is obviously arbitrary ; but 
the tests we apply become more or less complex and difficult 
according as they demand recognition of relations in space 
of three, two, or one dimensions. Consequently, the records 
obtained by measuring the extent of passive movement, 
which can be appreciated in the affected limb, are more 
gravely and extensively affected than those yielded by our 
method of testing localisation. 

Negative and Positive Manifestations. 

(2) The negative manifestations of a lesion appear in terms 
of the affected level. _ . a . 

Thus, if those parts of the cortex are injured whmh are 
associated with speech the consequences are not an affection 
of some totally different function, such as visual or auditory 
images, but are shown in terms of defective speech. The 
business of a clock is to show the time. Faulty action of the 
mainspring may cause it to go fast, to go slow, or to stop* 
But we cannot lo 'k at the face of the clock and say, “ That 
is strong mainspring time all we can say is that the clock 
is fast. Bo the negative manifestations of a cortical lesion 
affecting speech are presented to us in the form of a disturb¬ 
ance of speech, not as a destruction of images. 

In the same way, morbid conditions at the rfflex level 
appear as changes in the reflexes ; a disturbance of cerebellar 
activities is seen in incoordinate movement; whilst an injury 
to the sensory cortex affects the discriminative aspects of 

sensation-a purely mental function. 

(3) A negative lesion produces positive effects by releasing 
activities normally held under control by the functions of 
the affected level. 

I have already given many illustrations of this law. i ne 
phenomena of the mass-reflex after injury to the spinal cord 
and of spastic rigidity in hemiplegia are examples on the 
motor side; 'protopathic sensibility and thalamic over- 
reaction illustrate similar conditions amongst afferent 
activities. 

Evolution of Functions of Central Nervous System. 

(4) The functions of the central nervous system have been 


I 


2 The word “ level ” Is employed throughout In a strictly functional 
sense. Any one anatomical organ ol the central nervous svjtem may 
exercise functions of more than one physiological level. Thus, the 
optic thalamus contains not on'y the termination of tbe 1iflet ibutalao 
tb« centre for the affective aspects of sensation. .bor the “"J.® 
a. lesion of the postcentral cortex not only producesjM^fcenain 
sensory faculties, but may also cause hypotonia In the affected parts ol 
the body. 


slowly evolved by a continuous process of development. The 
methods by which this gradual progress from lower to 
higher efficiency has been reached are still manifest in the 
phenomena of its normal activity. 

Thus, the lowest reflexes give the most definite response ; 
there is little or no choice, the answer is inevitable. They 
are, as Jackson expressed it, highly organised. But further 
development of the needs of the animal demanded a 
reaction that was less fixed; some variation must be 
permitted. This led finally to the domination of many 
reflex manifestations by consciousness. What at lower 
levels appeared a variable response became, with the 
progress of evolution, voluntary control. 

Integration of Function. 

(5) Integration of function within the nervous system is 
based on a struggle for expression between many potentially 
different physiological activities. 

Let us consider the following example, drawn from the 
afferent side. A metal test-tube, containing wa er at 45 L.. 
normally evokes a sensation of pleasant heat. But it is easy 
to show that this temperature, suitably applied, stimulates 
the cold-spots and then appears to be cold. If, by chance, 
both the end-organs for the reception of heat and cold are 
absent, pain is produced. Thus, the same temperature is 
capable of exciting heat, cold, and pain ; and yet, under 
normal circumstances, it evokes a sensation of pleasant 
warmth. Evidently, the incompatible impulses, due to 
stimulation of the cold- and pain-spots, are prevented from 
reaching consciousness. . 

Such integration occurs at several stages during the 
passage of afferent impressions through the central nervous 
system. Those, alike in their qualitative potentialities, are 
gathered together, whatever may have been their origin, at 
the periphery. Thus, all impulses capable of arousing pain 
come together in the spinal cord. In the same way, there 
are separable paths for those associated with sensations of 
heat and cold. On higher physiological levels is fought out 
the struggle for final dominance, and of the warring impulses 
one group only excites a conscious response. 

Processes Concerned in Integration. 

The processes by which this integration is rendered 
possible are three in number. First of all, those impulses 
potentially of a like sensory quality are gathered together. 
Secondly, all impulses capable of exciting sensations ol a 
different quality are rejected by the receptors which guard 
each functional level. The third method is manifested in 
the phenomena of adaptation. Water at 30° C. may appear 
under suitable external conditions to be neither hot nor cold. 
But when the hand has been previously soaked in water at 
45° C. for some time a temperature of 30 C. will seem to 
be cold. Conversely, adaptation to water at 15° C. converts 
30° C. into a warm stimulus. This power of adaptation to 
the conditions of the environment and consequent shifting 
of the neutral points is one of the most important factors in 
the mechanics of integration. No stimulus acting over a 
long period can remain continuously at the same level of 
efficiency ; it leads to a state increasingly favourable to the 
appearance of the opposite phase of activity. This is the 
essential condition underlying the tendency to biphasic 
reaction, so characteristic of the central nervous system. 

These three processes—acceptance by similarity, rejec¬ 
tion by difference, and biphasic di.positions-form the main 
features of the physiological functions of the central nervous 
svstem They are factors which lead to integration, whether 
we are dealing with reflexes or with such psychical acts as 

Se They°ar'e interposed between the vital consequences pro¬ 
duced'by the impact of a physical stimulus on peripheral 
end organs and the final processes of consciousness. 'Ae 
have no right to speak of psycho physical parallelism ; we 
ought rather to consider, on the one hand, physiologico- 
physical responses, and, on the other, psycho-physiological 

re Thus between the impact of a physical stimulns on the 
surface of the body and the movement or sensation it evokes, 
lie the innumerable reactions of the physiological level. Here 
the form assnmed by the conscious response is prepared to a 
degree scarcely suspected until recently. Many of t 
impressions produced by a single external stimulus are^in¬ 
compatible with one another, and some of them most give 
way in the conflict. But the result of the struggle is not 
fixed or pre-ordained; it maybe reversed by some previous 
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occurrence which has changed the disposition of the central 
nervous system. The form assumed by a reflex may be 
determined by the character of the movement which pre¬ 
ceded it, and the phenomena of sensory adaptation depend 
upon the active influence of the past in present events. 

Moreover, the general resistance of the central nervous 
system to certain impulses varies greatly at different times 
and in different persons. This is particularly evident ia the 
case of pain. We are all subjected to innumerable painful 
impressions, which under normal conditions never reach 
consciousness ; but if the resistance, either local or general, 
is lowered these impulses may underlie definite sensations 
of pain. 

We neurologists are brought into daily contact with these 
diverse functional reactions. We work in the passage* way 
between the physical universe and the dwelling-place of the 
mind. We can watch the processes of evolution, visible 
in the actual behaviour of the central nervous system. We 
see the coming and the going, and we alone can record 
which of the many aspirants has conquered the right to 
enter or to leave that council chamber of human activities. 


WAR NEPHRITIS: 

A CLINICAL STUDY OF EARLY CASES. 

By H. B. DAY, M.C. , M.D. Lond., F.R.C.P. Lond., 

TEMPORARY MAJOR, R.A.M.C. 

So many able articles have been written on the subject of 
war nephritis that some apology seems necessary for an 
addition to the literature. Bat in spite of much work on 
the disease its etiology remains obscure. Several different 
theories have been put forward and have been discarded, so 
that at present there is a tendency to dispute the existence 
of a definite clinical entity and to ascribe the prevalence of 
renal disease on the Western front to a diversity of agents. 

In my work on the medical side at a C.C.S. I observed 
certain features in the onset and coarse of war nephritis 
that seem to throw a fresh light on the nature and origin of 
this affection. The preseot paper is based primarily on 
personal study of 50 cases in the early stages, but I have 
freely drawn on the richer experience of other writers. 

Varieties. 

While the great majority of cases of acute nephritis seen 
at the front correspond to the picture of war nephritis, 
other forms occur which resemble those seen in civil prac¬ 
tice. Most observers agree in dividing cases into three main 
groups: (1) recurrent nephritis; (2) infective nephritis; 
(3) war nephritis. 

(1) In a certain proportion of patients, with or without a 
previous history of renal disease, chronic changes are present 
in the kidneys. Such men may suffer from au exacerbation 
of their disease under the strain of active service, or may 
fall easy victims to a superimposed war nephritis. It is 
notorious that a patient who has apparently made a perfect 
recovery from war nephritis is liable to a recurrence if sent 
again to the front. But it is certain that‘the large majority 
of patients who contract war nephritis have kidneys which 
have been quite efficient during arduous training at home. 

(2) The term “infective nephritis” has been applied by 
Keith and Th >mson 1 to the acute nephritis which is 
secondary to an acute focal disease. Such cases are not 
common in the Army and often show no oe iema. They may 
be distinguished by the concomitant symptoms and by the 
result of functional tests 1 ; they are accordingly excluded 
from the present series. 

(3) War nephritis proper comprises those types of 
nephritis which seem peculiar to active service conditions. 
Wnileall grades of severity are encountered, there are two 
main clinical types : ( a ) the common form characterised by 
breathlessness, oeiema, and the urinary signs of acute 
nephritis ; (ft) a smaller group distinguished by hnematuria 
and involvement of the lower urinary tract as well as of the 
kidneys, but without celema as a rule. This group was first 
classified by Abercrombie under the designation of “lower 
tract cases. ” 3 

Owing to the occurrence of mixed types and the occasional 
transition of the second type into the first no sharp line of 
distinction can be drawn. 


lnoidenoe and Distribution. 

A survey of the literature shows substantial agreement on 
the main features bearing on the origin of the disease :— 

Since the American Civil War nephritis has been a rare disease among 
armies In the field until the present struggle. 

War nephritis first appear id on the Wastern front In the spring of 
1915. Since then the rate of incidence has continued about the same. 

•’he disease shows distinot seasonal variations, the rate rising in cold 
weat her and falling during the warm summer months. 

Troops In the front line are mainly attacked. Officers are relatively 
exemp r and cases are unc unmon among units that are well housed. 

Civilians in the war zone have not suffered. 

Tne liability to the disease apoears to increase somewhat with age. 
But this opinion has little statistical evidence to ad luce 

Previous renal disease or a former attack of war nephritis predisposes 
to nephritis at the front. In one ca<e of mv series tnere was a family 
hlstoryof nephritis. The father aal eldest brother had died of B Ight’s 
disease be'ore the war; the second brother and the patient hlmaelf 
(a soldier of 18 years’service) contracted war nephritis; while the two 
younger brothers had also served in France for a time but had escaped 
the disease. 

Other evidence is negative; It is impossible to regard scarlet fever, 
mineral poison, or chlorinated water as important factors. 

Onset. 

The circumstances attending the onset of nephritis are 
quickly forgotten by a patient. Most cases, however, are 
sent to a C.C.S. as soon as the diagnosis is made, so that 
the history taken on admission is fairly reliable. 

According to the manner of onset of nephritis patients 
may be divided into two main groups, (a) with antecedent 
symptoms and (ft) without. 

(a) With antecedent symptoms. In about 40 per cent, of cases in 
this series a period of ill-health or definite illness lasting from 1 to 5 
weeks had preceded the symotoms of nephritis. The features of this 
Illness were fairly uniform; the patient felt ill and weak, and com¬ 
plained ofneadache. with pain in the back and legs. All had carried on 
for most of the time, though many had been excused duty on account 
of fever while four patients had been admitted to Field Ambulances 
for P.U.O. 

Respiratory catarrh had accompiuled the fever in three patients ; 
others hal had a cough for several months (in the winter) but it was 
not effected by their illness. 

Two patients gave a definite history of fever and hematuria with pain 
in the back and frequent micturition that had lasted about three days. 
This occurred 3£ weens and 10 days respectively before the appearance 
of oedema and breathleisuess; in the interval both patients had 
returned to duty. 

(5) Without antecedent symptoms. In the remaining cases (60 per 
cent.) signs of kidney disease were among the first to attract attention. 
Six patients had simoly noticed increasing breathlessness with a 
gradual onset of cetera i. Ia no less than 19 patients the signs of 
nephrit is appeared within a day or two of acute fever. It is true that a 
record of this fever previous to admission was often unobtainable, but 
the history and the degree of fever when transferred to the C.O.3. left 
little doubt but that an even higner temperature had been present 
before. Soldiers rarely complain of “ fever”—a patient with a tempera¬ 
ture of 101° will complain of headaohe. pains elsewhere, faintness, 
or evea constipation! If he shows definite signs of nephritis his 
temperature is often not takea, since It is unnecessary for diagnosis. 
When cases of nephritis are not seen until a few days after onset a short 
initial fever will be missed. 

The remaining five patients described a similar acute onset closely 
following a respiratory catarrh. They showed fever, with coryza or sore- 
throat aud bronchitis. 

To sum up, the result of this inquiry was to confirm 
Abercrombie's statement, founded on 500 cases, that the 
onset of war nephritis was almost invariably attended or 
preceded by fever. 3 

Early Symptoms of Nephritis. 

The first symptoms of actual nephritis are an increasing 
breathlessness and the appearance of oedema, generally with 
more or less cough, headache, and pains in the back and 
legs. Urinary symptoms are only complained of in the special 
lower tract type. 

For descriptive purposes the features of nephritis may be 
arranged in three categories: (a) respiratory phenomena ; 
(ft) renal signs ; and (o) general symptoms. 


(a) Respiratory Phenomena. 

The general complaint of dyspnoea In the early stages and the 
frequency of respiratory complications, esoecially in winter, are 
striking features. Breathlessness appears most pronouuced In those 
patients who have continued manual work or marching to the early 
stages of nephritis. Patients who have been kept at rest on account of 
fever. &c.. b-jfore the onset of nephritis rarely exhibit dyspnoea. 

The origin of this symptom is uncertain. It is rarely dependent on an 
Acidosis, 1 3 nor does ex iminatton sh >w signs of cardiac embarrassment. 
Changes in the lungs are present, though the dysoncea seems dispro¬ 
portionate to the physical -igns. In all pa'ients with oelems mo'st 
crepitations and defective air entry may be found over dependent parte, 
and often rhonchi scattered over the rest of the lungs. The pithologica.1 
studies of Dunn and McNee 4 suggest that there may be obstruction of 
air entry to the infundibula, and it is possible that d.yspmea depends 
on an oedema of the lungs, rapidly intensified by exertion, such as 
occurs la cares of phosgene gas poisoning. The symptom is often 
relieved by co jghing, sometimes by change of posture. 
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( 6 ) Renal Signs. 

(Elem* is often moderate and only apparent on the face and legs. 
When the patient is put to bed it tends to leave the lower extremities 
and to accumulate tn the lumbir region. Pain in the back is by no 
means a c ustant symptom except in cases of haematuria, when it is 
often severe. 

Urine. —There is usually a moderate reduction In the volume of urine, 
marked oliguria is uncommon, and suppression very rare. In some 

C itients the greatest nimlnutioa in amount seems to occur some dtys 
ter than the onset. There is little relation between the ddly 
quantity of urine and the severity of the renal lesion, but a patient 
with persistent oliguria and marked albuminuria makes a tardy 
recovery. 

Density. —The specific gravity of the urine in the early stages corre¬ 
sponds gene-ally with the amount passed. It never shows a higher 
concentration than normal, and is often of low density in spite of 
oliguria. 

Albuminuria— The amount of albumin present varies greatly. In 
severe cases it may rise to between 1 and 2 per cent.: mild cases may 
show no more than 1 per 1030 oy the time of a tmlasion. 

CeUular contents.— Gross haematuria is a characteristic of “lower 
tract ” canes, but is common in others without signs of irritation of the 
uiintry passages. Microscopically, red blood corpuscles and leucocytes 
may always bo found in the sediment of early cases. Casts are usually 
plentiful, epithelial and granular forms predominating. 

(c) General Symptoms. 

These may result from several fa itors—the causative agent of the 
nephritis, secondary iufections, or the impairment of renal function. 

Pyrexia —In the great majority of cases fever precedes or accom¬ 
panies the onset, as hAs been described above. It is usually of short 
duration, so that the temperature is falling or mav have disappeared 
by the time the patient reaches a C.C.S. The degree, nature, and 
durati n of this initial fever shows little correspondence to any 
bronchitis or other catarrhal condl’iou present. But a more lasting 
pyrexia of low grade seen io some patients does appear to depend on a 
definite semi purulent infection of the bronchial tracts. 

The general course of war nephritis is afebrile, the patients fre¬ 
quently showing a subnormal temperature, especially in the morning. 
Recurrences of pyrexia are not uncommon* and will be described 
later. 

The pulse is moderately accelerated during the initial fever, but 
the rate is soon slowed, even before the temperature has settled. A 
definite, brad > card la is the rule later; In most patients a pulse-rate 
undor 50 may be counted on occasion. 

The blood pressure, particularly the systolic reading, generally shows 
a moderate elevation while the oedema lasts and fever is absent. 

Pains.— Pains in the limbs are almost as common as in the 
back; they appear during t he initial fever, but are prolonged into the 
apyrexlal period, and are apt to be aggravated at night, keeping the 
patient awake. In some patients the pains are located chiefly in the 
shins, but, as in most oases of trench fever, they are rarely confined to 
those parts. 

Headache Is often an early sign and Is aggravated by coughing. 
When persistent it is usually associated with a fairly high blood 
pre sure and urea retention. 

Spleen.— The spleen showed enlargement In all my cases, and in 
80 per cent, became palpable. When considerable nedema was present 
examination was unsatisfactory, but on its subsidence the oreau could 
generally bo felt. In early cases there is often tenderness on pressure 
ov-r the splenic area. 

Blood. —There are no striking changes in the number and variety of the 
white cells. A differential count usually shows a reduction ef the poly- 
nuclears, with a corresponding inc ea^e in the mononuclear varieties, 
particularly the larger forms. In prolougei cases a moderate anaemia 
develops, but persistent haematuria is productive of rapid antemia pro¬ 
portional to the severity of the symptoms. 

Course. 

The course of war nephritis is seldom uniform, and it is 
impossible to judge of the severity and outcome of the 
disease from the nature of the early symptoms. The first 
sign of approaching recovery is the spontaneous appearance 
of a diuresis which quickly reduces the oedema. This critical 
event may occur within a week of the onset in mild cases or 
be deferred for a month or longer in other patients, while 
severe cases may reach a tardy convalescence without sudden 
polyuria. 

I had not studied early cases long in the wards when I 
was struck by a periodicity that seemed to underlie the 
manifestations and mark the course of war nephritis. Thus 
the daily output of urine would increase at regular intervals 
or show periodical falls with a temporary increase in the 
albuminuria or a visible return of haematuria. A critical 
diuresis, too, would often be temporarily interrupted for no 
apparent reason. These slight recurrences or relapses were 
often accompanied or preceded by a slight variation in body 
temperature or by a distinct febrile reaction of three days’ 
duration. The pulse varied with such change and the blood 
pressure fell, though there were no signs of any complicating 
infection. 

At this time I was engaged in studying the splenic 
enlargement that occurs in trench fever. Major J. H. Lloyd, 
R.A.M.C., had told me that if percussion were employed as 
well as palpation a definite increase in the size of the 
spleen could be made out in trench fever, although it was 
impossible to feel the organ when it was only moderately 
enlarged. I had not hitherto employed this method, and 
was somewhat sceptical of its accuracy. But by dint of 


constant practice 1 found one could follow an enlargement 
of the spleen with surprising ease in most cases, and that the 
results agreed with the findings on palpation. One could 
trace an enlargement up to the costal margin where the 
organ became easily palpable, and note the degree of 
recession after it could no longer be felt. When percussion 
alone can be employed it is, of course, necessary to obtain a 
resonant note over the stomach and colon; in doubtful 
cases an evening examination was often successful. 

The use of this combined method, when daily examina¬ 
tions were made, gave most interesting results in trench 
fever. In all cases where a previous enlargement was 
excluded the spleen showed alternate advances and reces¬ 
sions at regular intervals of five or six days (rarely four and a 
half days). This phenomenon occurred in every form of the 
disease, whether the fever was relapsing or continuous, and 
in cases where no definite febrile relapse followed the initial 
bout a second descent of the spleen was evident at the usual 
interval. 

Various other diseases were taken as controls, but none 
gave the same phenomenon until I applied this method to 
cases of war nephritis. In this disease identical changes in 
the degree of splenic enlargement were constantly found, of 
the same periodicity as in trench fever. It became at once 
evident that the signs of periodicity of this disease were 
closely related to the accompanying changes in the spleen. 

The reliability of this method has been tested in diagnosis 
and prognosis. Thus, it is possible to distinguish a con¬ 
tinuous pyrexia due to trench fever from paratyphoid and to 
foretell an imminent relapse in both trench fever and war 
nephritis. 

Clinical Types. 

It will be convenient to consider the course of war 
nephritis according to the general characters shown. The 
two main types have been mentioned—the lower tract and 
the ordinary; this latter, the largest, may be further divided 
into mild, moderate, and severe. 

(1) Loner tract type. —There is usually an acute febrile 
onset, followed by haematuria, which is often profuse. The 
haematuria is accompanied by severe pains in the back, often 
radiating to the groins, and by frequent and painful 
micturition. Indeed, some patients show virtual incon¬ 
tinence, so great is the irritability of the bladder. There is 
no dyspnoea or oedema, as a rule, and little reduction in 
the quantity of urine passed. The colour of the urine may 
be bright red or brownish—due to some reduction of the 
blood pigment. Microscopical examination at this stage 
shows crowds of erythrocytes, many forming casts of the 
renal tubules. There is hardly more albumin than can be 
accounted for by the blood present. In my few cases (four 
in number) obvious haematuria lasted 4-5 days, with the 
exception of one severe case who continued to pass blood for 
10 days. 

As the haematuria declines the urine shows an excess of 
leucocytes, tract epithelial cells with some cellular and 
granular casts, aud a trace of albumin. Relapses are 
frequent and are usually accompanied by fever and bone 
pains. The original case published by Abercrombie a had a 
temperature chart typical of trench fever with its successive 
relapses. Chart I. is taken from one of my cases, and shows 
an irregular fever with marked excursions of the spleen ; the 
patient was evacuated before the critical diuresis — seen in 
similar cases—was reached. Another case showed a large 
palpable spleen on admission, with but slight subsequent 
changes in its size. Following the subsidence of the initial 
fever the urinary excretion fell and continued low for five 
days ; the spleen then receded somewhat and diuresis began. 
I have seen two cases (not included in this series) with 
similar relapsing features in which muco-pus took the place 
of blood ; bacteria were absent. 

Peters and Stevens 5 have recently published a paper on 
this type of nephritis, with the results of cystoscopic exa¬ 
mination. They found multiple small haemorrhages into the 
bladder wall, but no ulceration, and they prove that the 
bulk of the bleeding comes from the kidney and renal pelvis. 

The ultimate prognosis of these cases is good. But, as 
narrated before, too short a rest may be followed by relapse, 
with the symptoms of ordinary nephritis. 

(2) Ordinary type with oedema. — (a) Mild cases. — Of these 
there were 8 in the present series of 50. The patients 
usually gave a distinct history of one or more attacks of 
fever, in the course of which oedema made its appearance. 
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Examination of the urine showed albumin and casts on 
entry, but these signs disappeared when the patients were 
kept in bed and placed on a milk diet for a day or so. A 
critical diuresis followed, but in some cases oliguria continued 
for a time after the oedema and albuminuria had vanished. 
Charts II. and III. are representative of this group, and show 
the variations that mark their course better than any verbal 
description. The after-history of these patients is very 
favourable ; they rarely relapse after evacuation to the base. 1 

(b) aDd (o) Moderate and severe cases . — From observations 1 
at a C.C.S., necessarily limited to the early period of 
nephritis, it is impossible to make an accurate forecast of the 
subsequent progress of the patients in these groups. So 
these two groups will be considered together, so far as their 
early course is concerned. 

Charts IV. and V. are representative of the moderately 
severe forms of war nephritis ; Chart VI. shows a severe case : | 
but they all agree in their fundamental characters, although 
they have been chosen to illustrate the variations that may 
occur. Thus Chart IV. shows a case, marked by considerable 
fever and relapse, in which the urinary excretion is seen to be 


closely associated with the periodical excursions of the spleen 
and is barely affected by the pyrexia. Chart V. illustrates 
another clinical form in which an almost level urinary output 
runs parallel to a fairly constant degree of splenic enlargement. 
The first indication of a relapse was on the ninth day of 
oedema, when the patient complained of pains in the back and 
legvS. Following this, the spleen receded slightly, but there 
was no appreciable improvement in the condition of the 
kidneys. However, exactly six days later the spleen enlarged 
perceptibly and then receded to a greater degree than before, 
and diuresis at once set in. 

It will be noticed that in the first stage of nephritis a 
diminution of urinary output is apt to follow after a 
temporary increase in size of the spleen (Charts II., III., 
and IV.), but that in the later relapses these phenomena tend 
to coincide more closely (Charts II. and V.). During the 
early stage of severe nephritis (Chart VI.) the urine may show 
only a short temporary increase in amount between the 
relapses timed by the spleen. 

The features of these periodical relapses may be sum¬ 
marised as follows General: There is a tendency to febrile 
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Lower tract type. 8hows second dip of spleen at 
the usual time of the find relapse in trench 
fever (eighth day) quite Independent of the 
pyrexia. Patient was evacuated before any 
diuresis occurred. 


Temperature Charts. 


In these tem¬ 
perature charts 
the daily output 
of urine is in¬ 
dicated by a 
broken line (U), 
reading from the 
figure column on 
the right. The 
upper continuous 
line shows the 
variations in size 
of the spleen (S) ; 
an increase is 
denoted by a 
descent of this 
line. The normal 
8ize(Ax., mid-axil¬ 
lary line) is taken 
as the base line 
above and the 
costal margin, 
C M., below ; each 
space corresponds 
to a finger-breadth. 
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Ordinary type, mild case. Patient had been ill for over a month and 
h»d noticed oedema for about 10 days. A trace only of albumin 
was present and this disappeared with the oedema the day after 
admlfsion. Note the regular phases of the spleen and continued 
oliguria after the usual signs of nephritis bad disappeared. 


Chart II. 


Chart IV. 


In this and following charts day of disease is 
reckoned from first appearance of oedema. 
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B.P., Systolic blood pressure. Alb., Albumin per 1000. 

Ordinary type; mild case. Shows early diuresis with 
disappearance of albumin and oedema. Periodicity in 
dica’ ed by a slight secondary descent of the spleen and 
interruption of diuresis on ninth day. six days after first 
recession of the spleen. Note changes.in blood pressure. 
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Ordinary type, moderately severe. Patient complained of no symptoms 
except oedema of probably a week's duration. He showed high fever 
(leucocytes 4S00), extreme oedema with much blood and high albumin 
coi.tent in the urine. Lungs clear; nod\spiuea. Chart, snows recurrent 
enlargements of the spleen ar. 6-days interval and accompanying variation- 
in the urine. The relative independence of the splenic enlargement and 
the course of the pyrexia is characteristic of the coutinuous type d 
trench fever. 
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reaction. In slight cases this may only be shown by taking 
the temperature every two hours ; it may be completely 
absent. The pulse is slightly quickened, and there is 
usually a definite drop in blood pressure. General aches 
and pains of tea precede the relapse by a day.—Spleen : The 
spleen shows an increase in enlargement and may become 
tender.—Renal: The excretion of urine falls in amount, 
while the albumiuuria shows a temporary increase, sometimes 
with a return of haematuria. Functional studies reveal a 
much greater degree of renal block during this phase than is 
apparent from clinical signs. 1 

So far these periodical recurrences have been described as 
simply interrupting the course of the disease. But any one 
of them may reach serious proportions, so that the kidney 
may suffer more severely in a relapse than in the original 
attack. 

Diuresis: A critical diuresis may occur early and be 
uninterrupted ; in one of my cases as much as 174 oz. were 
excreted in the 24 hours, although the patient was kept on 
the same amount of fluid as before. More commonly the 
diuresis is temporarily checked by one of the periodical phases 
that characterise the disease. During this diuresis the blood 
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Ordinary case, moderately severe. Gave history of nasal catarrh, with pains In the 
legs and lever one week before admission. Dyspnoea, cough, and oedema appeared 
about three days after onset of his illness. He had a general bronchitis which 
continued throughout. Chart shows a closely ptrallel course between the excretion 
of urine and the degree of enlargement of the spleen. Note check of terminal 
diuresis; it would probably proceed after next phase of spleen. 

Chart VI. 
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Ordinary type, severe case. No symptoms until the appearance of oedema the day of admission. 
Shoma an almost apyrexial course, with unusually well-marked excursions of the spleen. The 
periodicity governing the urinary features can be appreciated only by observing tbe time-marking 
of the spleen. The first relapse was more severe than the second and the kiuneys were severely 
damaged; bi^ns of mild uraemia were present (blood urea 0*145). Note slight indications of the 
relapses in t he temperature readings. 


pressure remains elevated and the urinary concentration 
falls. The oedema rapidly diminishes and the kidneys excrete 
retained products. Following the polyuria the blood pressure 
falls and the specific gravity of the urine slowly rises, the 
albumin and casts disappear dr are reduced to a low amount 
Hqw long the spleen may continue to exhibit enlargement 1 
am unable to say. 

The further course of nephritis as seen at the base is well 
described by Keith and Thomson. 1 They divide cases into 
resolving and non-resolving groups; in each relapses are 
frequent and slight recurrences numerous. Resolving cases 
exhibit a distinct diuresis, with a rapid disappearance of 
oedema, diminution in the albuminuria, and a relatively good 
renal function. The non-resolving group is characterised by the 
slow disappearance of oedema and delayed diuresis, persist¬ 
ence of blood and albumin in the urine, the development of 
permanent retinal changes, and grave impairment of renal 
function. 

Complications. 

Respiratory.— Bronchitis is very common in the early 
stages, particularly in patients with considerable oedema, or 
who are suffering from a winter cough—so common in the 
trenches. As a rule it disappears with the 
subsidence of oedema, but may develop into a 
septic process with purulent sputum and slight 
fever. Two of my patients developed lobar 
pneumonia; two others fell victims to the 
recent epidemic of “influenza” when the 
wards were full of such cases. But it was 
remarkable that these complications, had very 
little effect on the course of the nephritis. 

It has been suggested that the relapses seen 
in war nephritis are due to complications in 
most cases. My experience does not support 
this view, and it is possible that the converse 
is true. For patients with febrile recurrences 
show an aggravation of an existing bronchitis 
with a return of their fever, and may develop 
pneumonia as an extension. 

Uramia. — Other complications, such as 
uraemia, retinitis, cerebral haemorrhages, &c., 
may occur, as in other forms of nephritis. 
These have been fully described by observers 
of larger experience than the present writer, 
and only need to be mentioned. 1 - 3 

Summary and Discussion. 

The course of war nephritis is marked by 
moje or less evident changes at regular 
intervals of five or six days. The only other 
disease prevalent in the war that exhibits a 
similar periodicity is trench fever. Hence 
the question arises, Is war nephritis 
a complication of trench fever? 

As far as the distribution and 
general features of war nephritis 
are concerned, there appears no 
valid objection to this suggested 
relationship. It is generally ad¬ 
mitted that certain cases of war 
nephritis show all the signs of 
trench fever; but the occurrence 
of such cases is not too frequent 
to be explained by mere coincid¬ 
ence. For this reason I have 
refrained from choosing such 
examples for the illustrative 
charts. On the other hand, no 
one who has had a large experi¬ 
ence of trench fever in the line 
will deny the great prevalence of 
mild types, characterised either 
by a single bout of fever of 
moderate range or by a very low 
grade of pyrexia throughout. The 
liability of trench fever to recur 
months after apparent recovery is 
notorious. After exhaustion or 
chill, exposure to poison gas, or 
receiving a wound, a patient may 
suddenly develop acute fever again. 
This may happen to patients who 


1 




















































































664 Tag Lancet,] DR. 0. P. SYMONDS : NEPHRITIS IN RELATION TO INFLUENZA. [Nov. 16,1918 

have no recollection of previous fever, in the same way 
apparently that a person leaving the tropics may show bis 
first attack of malaria on reaching a cold climate. In 
these cases, it may be remarked, a chronic enlargement of 
the spleen is usually present. 

These facts show that the types of fever encountered in 
war nephritis and its modes of onset may be paralleled in 
trench fever. But when we consider the identity of the 
diseases from a closer aspect we are confronted by points of 
difference: (a) Ordinary and experimental cases of trench 
fever, as studied in the wards, show little or no tendency to 
develop nephritis. (3) There is no proportion between the 
severity of the fever in war nephritis and the degree of renal 
damage. Many severe cases of nephritis show no definite 
fever, (o) War nephritis has a seasonal variation which is 
not apparent in trench fever. 

Before dealing with these points it is worth while 
inquiring, What signs of renal damage are shown by ordinary 
cases of trench fever ? It is well known that albumin, often 
accompanied by microscopical amounts of blood, is often 
present in the urine during the initial stage of trench fever. 
But this is not the most striking sign of renal damage. If 
the urinary excretion be watched certain patients will show a 
remarkable oliguria independent of the pyrexia and possible 
early albuminuria. The urinary flow may be almost 
suppressed for a period varying from 12 to 24 hours. 
Others may show a marked reduction for several days (like 
Chart III.) or pass a moderate quantity of low specific gravity 
urine without albumin after the fever has subsided. It is 
highly probable that this renal injury may progress to actual 
nephritis under unfavourable circumstances. 

The seasonal incidence of war nephritis points to cold and 
exposure as predisposing agents. These factors may well 
turn the scale in trench fever. In an acute attack of this 
malady the patient is disabled by high fever, and is 
accordingly removed to shelter and receives careful 
attention. But a large proportion of milder cases of 
trench fever do not report sick or may simply avail them¬ 
selves of a day’s rest when circumstances permit. During 
his illness, therefore, the patient experiences all the hard¬ 
ships of life at the front. He is exposed to cold and wet, 
especially in the winter, and has a full meat diet, conditions 
which throw a considerable strain on kidneys injured by 
trench fever infection. Resolution may be impossible and 
nephritis results. 

This theory meets the main objections put forward and is 
founded on clinical facts. But it is somewhat beyond the 
scope of this paper to follow further. My object is to point 
out a definite periodicity that distinguishes war nephritis 
proper, and to call attention to the close sinfilarity between 
its general features and those of trench fever. Whether 
or not this coincidence depends on an identical infection 
can only be satisfactorily settled by experimental and 
laboratory work. 
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NEPHRITIS IN RELATION TO THE RECENT 
EPIDEMIC OF INFLUENZA. 

THE RESULTS OF AN INVESTIGATION OF 22 OASES. 

By C. P. SYMONDS, M.R.C.P. Lond., 

TEMPORARY CAPTAIN, R.A.M.C. 

During the recent epidemic in the Army area an early 
fatal case of broncho-pneumonia, complicated by nephritis, 
led to a careful investigation of the urine in all broncho¬ 
pneumonias. It is the purpose of this paper to describe 
briefly a series of 22 cases admitted to this casualty clearing 
station with influenza, in which the presence of well-marked 
signs of renal disease in addition to broncho-pneumonia was 
associated with a high rate of mortality. 

Symptomatology . 

Previous illness. — No patient gaVe a history of previous 
nephritis or of scarlet fever. Four stated that they had 
never had any illness. Eleven had suffered from illnesses as 
follows: Nos. 4 and 11 influenza; Nos. 12 and 14 pneumonia; 
No. 1 “fits since he can remember”; No. 7 syphilis; No. 9 
asthma and bronchitis; No. 13 measles and pleurisy; No. 16 
malaria and dysentery in Palestine; No. 1? gassed a month 

previously; No. 19 colitis in India. From the remaining 
seven no histories were obtained. 

Age. — The age in 18 cases ranged from 19 to 37, the average 
being 25 3 years. The age was not discovered in the remain¬ 
ing four cases. 

Physique.— The average physique in the series was good, 
only two of the patients being in a category lower than “ A, M 

No. 9 for asthma and No. 20 for defective vision. 4 

History of onset. —This was similar to that of other cases of 
broncho pneumonia following influenza—a secondary rise of 
temperature, with breathlessness, pains behind the sternum 
or in the sides, and cough with*purulent expectoration. 

Clinical observations. — In only one case of the series (No. 1) 
was marked oedema observed, the distribution of the fluid in 
this case being general and the amount extreme. One case 
(No. 22) gave a history of swelling of the face and feet a day 
before admission, and was distinctly puffy under the eyes 
when first seen. In nine of the others it was noted that 
their faces “looked swollen,” but there was no palpable 
oedema. The remainder showed no signs of fluid retention. 

The physical signs in the chest were similar to those 
observed in other broncho-pneumonias, and varied only in 
degree and distribution, but dyspnoea seemed more urgent 
in relation to the amount of lung involved than in cases 
uncomplicated by nephritis. 

The most constant feature of the nephritic cases was the 
early onset of an acute confusional mental state, progressing 
rapidly to noisy and active delirium, with incontinence 
of urine and faeces, and every appearance of profound 
toxaemia. 

Expectoration ceased, cyanosis became extreme and 
yielded to ashy pallor, the tongue became furred and dry, 
the blood pressure fell rapidly, and death ensued often in 

48 hours from the time when the patient first showed signs 
of mental confusion. 

In the patients who recovered the systolic blood pressure 
in only one case fell below 95 mm. Hg, and the first sign of 
hope was a gradual return of consciousness with control over 
the sphincters. 

Blood pressure. — In four cases the highest systolic blood 
pressure observed was 150 mm. Hg or over. In two it was 
not noted; in the remainder it was normal or low. But it 
must be remembered that these patients were suffering from 
an acute toxaemia, and their pressures were probably lower 
than in health. 

This is shown by the following figures from Case 1, whose general 
condition was fair on admission, but who subsequently developed 
sign* of poisoning. June 12‘h, systolic blood pressure, 170 mm. Hg; 

13th, 140 mm. ; 15th, a.m., 100 mm., p m., 90 mm. ; 16th, died. The 
kidneys of this patient show under the micr -scope definite endarteritis 
and chronic interstitial changes, as also to an even greater degree 
do those of Case 5, who was already delirious and livid when first 
examined, and whose highest systolic blood pressure observed was 

105 mm. Hg. 

IJrinc.— The volume in each 24 hours was seldom diminished 
more than might have been expected with tbe bigh fever and 
pneumonia, the lowest average daily output for the first two 
days being 30 oz. per 24 Pours in Case 20, the highest, 65 oz., 
in Cases 6 and 10. 

In the later stages it was, as a rule, impossible to get an 
accurate measurement owiDg to incontinence, but in four 
fatal cases the quantities collected in the last hours were as 
follows : — 

No. 4.—40oz. in l&st 18 hours containing 01% albumin. 

No. 6.-15 oz. „ 20 „ ., 0'3 % 

No. 10.-15 oz. - „ 18 „ „ trace of albumin. 

No. 14.—30 oz. „ 18 „ „ 06% albumin. 

Of these, all except No. 4 also passed an unknown amount 
of urine into their beds. 

In the cases which recovered, the average urinary output 
of eight the day before evacuation to the base was 49 oz. In 
one, Case 8, the most seriously ill who recovered, it was 

35 oz. In the other two it was not recorded. 

The quantity of albumin present varied from a moderate 
cloud to 3 0 per cent, in one case, and 2 0 per cent, in two 
others. In individual cases it varied a good deal from day to 
day— e .g., No. 11, Juue 25th, 0 5 per cent. ; 26th, a trace. 

In some cases—e.g., Nos. 5, 10, and 20—the albuminuria 
tended to clear up before death, but in most it remained high 
or increased, as in Case 14: July 4th, 0’025 per cent.; 5th, 

0 2 per cent. ; 6th, 0 4 per cent. ; 7th, 0 6 per cent. ; death. 

Microscopical examination of the centrifuged urine gave 
much the same picture in all cases—an abundance of casts, 
both granular and hyaline, with a striking absence of blood 
cells ; in only three cases of the whole series were any blood 
cells seen, and in these they were comparatively few. 

The quantity of casts as a rule varied with the amount of 
albumin present, and diminished as the albuminuria cleared 
up in the cases which recovered. In only three of these, 
however, was the urine completely free from casts at the 
time they were evacuated to the base, although their 
temperatures had been normal for some days. 

Tbe casts also diminished in quantity with the decrease of 
albumin before death in Cases 5, 10, and 20,and it has been 
suggested that death in these cases was due to secondary 
infection of the lungs by organisms whose toxins had not 









The Lancet.J 


DR. C. P. SYMONDS : NEPHRITIS IN RELATION TO INFLUENZA. [Nov. 16, 1918 665 


that selective hostility for the kidneys which those of the 
primary infective agent would appear to have. 

Eye changes. —Captain H. V. White, R.A.M.C., kindly 
examined the fundi for me in 19 of the 22 cases. In no case 
were haomorrhages or retinitis observed, but in Cases 1 
and 4 oedema of the discs was noted before death. 

Treatment. 

Treatment was directed mainly towards the broncho¬ 
pneumonia, the patients being encouraged by every means 
to expectorate the purulent fluid which filled their bronchi. 
In the cases with high blood pressure venesection was 
performed with temporary relief of the cyanosis and dyspnoea. 
Oxygen was given freely by Haldane’s apparatus or through 
intranasal catheters. For the nephritis the motions were 
kept loose and in some cases hot-air baths were given. 

Sodium bicarbonate was given into the veins of two cases 
without apparent effect; in another patient draughts ad 
libitum of a 5 per cent, solution were followed by a return to 
sanity after a long period of delirium, and he eventually 
recovered; but another progressed from bad to worse under 
the same treatment. 

Results of Post-mortem Examinations. 

Morbid anatomy —The lungs showed the appearances of 
puralent bronchitis and confluent broncho-pneumonia which 
were typical of all fatal cases seen in this epidemic. None 
of the kidneys showed any gross changes to the naked eye 
beyond a slightly adherent capsule. The spleen in most 
cases was enlarged and firm. In Case 1 the tissues were 
generally sodden, with excess of fluid in the serous cavities. 
In Cases 13 and 14 there were signs of terminal acute peri¬ 
tonitis. In Case 7 there was a syphilitic vegetation on the 
aortic valves (corresponding to a musical systolic bruit heard 
during life). 

Bacteriology. —Routine bacteriological examination was not 
practicable, and the term influenza is used provisionally in 
referring to this series of cases; it may be assumed that they 
were suffering from infection by the causal organism of the 
epidemic. 

In Case 20 Captain J. W. McLeoi, R.A.H.G., performed the post¬ 
mortem examination and has kindly allowed me to refer to tils notes 
In fi ms he found small Oram-negative bacilli in pus from the trachea 
and from the bronchioles ; and in eu ture from the out surface of a 
parch of solid lung he obtained a growth of a Oram-negative bacillus 
with the morphology of B. Pfeiffer, but a subculture of this failed to 
grow. 

Morbid histology * —Microscopical examination of the 
kidneys was made in the 11 fatal cases ; all show congestion 
and varying degrees of tubular degeneration, but as post¬ 
mortem examination was in some cases delayed and the 
weather was hot, detailed examination of the tubules is of 
not much value. With regard to other abnormalities, how¬ 
ever, the sections may be grouped as follows :— 

Group /.-These sections from Cases 1, 3. 5, and 20 all show more or 
less evidence of an early stage of chronic interstitial nephritis—i.e., 
thickening of capsule, increase of interstitial connective tissue, end¬ 
arteritis, *nd thickening of Bowman’s capsules in the glomeruli. These 
change , though earlv, are definite and widespread—not localised to 
anv one area of a particular section. 

Group II.— This group comprises the kidneys of Cases 4. 6. and 13. in 
which careful search reveals appearances which, though not uniform, 
are suggestive of pre-existing renal damage. The notes upon these are 
briefly give" below. 

No. A.—No general increase in connective tissue; no endarteritis. In 
most of the glomeruli there is a fibrlnous-lo king coagulum filling up 
the space between the vascular tuft and B iwman’s capsule. Hyaline 
thickening of some of the glomerular capsules, and one completely 
obliterated. Duration of fatal illness, eight days. 

No. 6 .—No general increase in connective tissue; no endarteritis. 
Some glomeruli show proliferation of endothelial lining and hyaline 
swelling of Bowman’s capsules; in the boundary area there is increase 
In the perivascular connective tissue. Many hyaline casts in convoluted 
tubules. Duration of fatal illness. 12days. 

No. 13 .—Capsule not thickened; patchy increase of hyaline connec¬ 
tive tissue round arterioles and in Bowman’s capsules. No endarteritis, 
but the glomerular arterioles look thicker than normal ; a single fibroid 
glomerulus. Duration of fatal illness, eight days. 

Group III.. Case 7 —This section shows considerable thickening of 
the capsule; marked Increase of connective tsssue, both intertubular 
and perlglomerular; this is of fibro hyaline consistency and poor in 
nuclei, appearing young and oedematous. The glomeruli are not con¬ 
tracted ; no endarteritis. Duration of fatal Illness, fi*e days. 

Group IV.— In Cases 2, 10. and 14 the sections show no abnormalities 
worthy of remark except the congestion and tubular degeneration 
already described as being common to all. 

Summing up these findings, it may be said that the four 
patients of Group I. were all, though apparently healthy, 
suffering from an insidious form of renal disease before they 
took the influenza. The significance of the changes described 

* This section was Illustrated by a number of micro-photographs, the 
.reproduction of which has not yet been executed. 


in Group II. cannot be estimated at its true value without 
comparison with the histological appearances of the kidneys 
of “ normal ” men within the same age limits. They suggest 
a very early stage of the process responsible for the lesions 
in Group 1. The impression gained in Case 7 is that the 
interstitial changes are of longer standing than the five days’ 
duration of the terminal illness. * 

Sections of the spleen were examined in nine cases. 

In Case 14 only wore definite haemorrhages found corresponding to 
those described bv Tytier and Ryle and others as typical of trench 
nephritis. In this case the haemorrhages show up well in a spleen 
which Is not unduly congested and are in process of invasion by large 
mononuclear cells which have taken up pigment. 

In several others there is an extreme degree of congestion producing 
in one or two instances diffuse patches of agglomerated red cells not 
unlike the appearances shown in Tytier and Ryle s microphotograph 
N » 20 in their paper; but in the absence of anv evidence of organisa¬ 
tion and on comparison with specimens showing lesser degrees of 
congestion, I have nesitated to pronounce them haemorrhages. 

Sections of the lung show consolidation of broncho- 
pneumonic type. • 

The sections in all cases were prepared by Captain Adrian 
Stokes, R.A.M.C., for whose help and advice I am most 
grateful. 

Following in tabular form are some of the main points in 
the cases. 
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* No Esbsch tubes available. f Less than 0*025 per cent. 

I Sent down at once. 

Urine: Dally output: average for first two days of observation. 
Albuminuria(1) = Highest degree noted; (2) when last observed. 
Casts(l) = Quantity at height of illness; (2) when last observed. 
B.P. = Highest systolic blood pressure noted (mm. Hg). 

Summary and Conclusions. 

1. These cases on the whole did not present a ( clinical 
picture typical of nephritis, and in most instances this would 
not have been suspected without examination of the urine. 
It was rather the man who looked poisoned by his broncho¬ 
pneumonia whose urine was found to be loaded with albumin 
and casts; delirium and collapse were the outstanding 
symptoms of the patient who-e nervous centres and renal 
epithelium alike were overwhelmed by the toxins absorbed 
from his pus-sodden lungs. It is easy to imagine that once 
the kidney was damaged with consequently impaired ability 
to excrete the poisonous substances, the prognosis would be 
proportionately worse, and this vicious circle will account 
for the 50 per cent, mortality in the series of cases recorded, 
and the fact that, of a total of 21 men who died of influenzal 
broncho-pneumonia 11, as described above, had signerof severe 
renal damage. 

On the laboratory side the abundance of casts with com¬ 
parative absence of blood cells supports the view that the 
process in the kidney was one of acute degeneration rather 
than acute inflammation. 

2. Microscopical examination of the kidneys shows in at 
least four cases (possibly also four others) evidence of pre¬ 
existing renal disease. This is out of a total of 21 deaths in 
all from broncho-pneumonia during the period under review, 
an incidence of at least 19 per cent, of “ latent nephritic*.’* 
The incidence of latent nephritis among “ healthy ” troops 
has been estimated from examinations of the urine by 
Maclean 2 working at the base at not more than 2 per cent., 
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by MeL.eod 3 among troops in the forward area at a rather 
higher figure. The present observations indicate either that 
the real proportion of men with latent nephritis among 
healthy front-line troops is much higher than it has been 
judged from examination of urines or that persons whose 
kidneys are previously damaged by disease are especially 
prone to die from broncho-pneumonia in this epidemic—the 
latter explanation appearing the more probable. 

I have pleasure in thanking Lieutenant-Colonel J. Graham 
Martin, R. A.M.C. (T.F.), for permission to publish this paper, 
and the officers at his casualty clearing station for helping me 
to collect the material for it. 

References.— 1. Quarterly Journal of Medicine, vol. 11., No. 42, 
January, 1918. 2. Me deal Research Committee’s Publications. 

3. Thk Lancet, 1916,11., 468. 


TUBERCULOUS DISEASE OF HIP-JOINT. 

A SIGN OF PATHOLOGICAL ACTIVITY. 

By H. J. GAUVAIN, M.A., M.D., M.Ch. Cantab., 

MEDICAL 3UPERINTK1DENT, LORD MAYOR TRELOAR CRIPPLES' 
HOSPITAL AND COLLKQK, ALTON, HANTS. 

The desirability of a trustworthy clinical indication of 
activity of tuberculous disease of the hip-joint which has 
long required treatment is, I trust, sufficient justification 
for the record of a sign the value of which has been con¬ 
firmed by a somewhat lengthy experience in the treatment 
of surgical tuberculosis. 

The Insufficiency of the Usual Indications. 

The majority of text books are curiously vague, and rarely 
helpful in assisting those responsible for the treatment of 
tubercalous disease of the hip-joint in arriving at a decision 
as to when hip disease may be reasonably regarded as 
inactive. That there exists much doubt on this point I am 
convinced by the frequency with which an opinion is sought, 
and any additional aid in arriving at a conclusion may 
therefore be welcomed. 

The time during which activity persists necessarily varies 
within wide limits, depending on the virulence of the 
infection, the resistance of the patient, the nature and 
extent of the lesion, the treatment adopted, the conditions 
under which treatment is applied, the existence of com¬ 
plications, &o. Ooviously, merely to state a period during 
which recumbency, immobilisation and extension, or any 
other form of treatment for active disease of the hip-joint 
should be enforced is unscientific and of little value, for it 
does not take into account the varying factors already 
enumerated. ' 

Tne temperature chart is of no value because, under suit¬ 
able conditions, the temperature of an uncomplicated case 
of hip disease speedily becomes normal, and should remain 
so even while the disease is active. Pain likewise affords no 
clue, as with adequate treatment all pain is rapidly relieved 
and, indeed, is absent long before the disease becomes 
quiescent. The presence or absence of deformity, abscess, 
sinus, or added infection affords no sufficient guide, though 
each may, and should, influence decision. 

In the absence of bony ankylosis, however, there remains 
one factor which is of supreme importance. In tuberculous 
disease of the hip-joint the most constant and most marked 
evidence of activity is spasm of the muscles about the 
affected joint. As the disease becomes less acute spasm 
becomes increasingly difficult to demonstrate, until eventually 
it comoletely disappears. It may last be elicited in the 
following manner. 

Description of the Siyn. 

If the femur, on the affected side, be grasped firmly in the 
region of the condyles it will be found that the head of the 
bone may be gently rotated within the acetabulum, either 
inward or outward, through a varying but often considerable 
angle. When this movement is checked, but the disease 
remains active, a further slight sharp rotation is instantly 
followed by spasmodic muscular contraction, not confined to 
muscles about the joint but extending to the abdomen and 
visible in the abdominal muscles, or still more easily 
demonstrated if the palm of thfe hand is placed on the 
abdomen between the iliac spines. Quite a gentle and 
painless but sharp rotary movement is sufficient to provoke 


this reflex spasm of the abdominal muscles. Naturally, it 
would not be attempted where the disease is obviously 
active, but in just those cases where doubt exists I have 
found it a sign of the utmost value. With a little practice 
the sign is easily and safely obtained if the disease is active. 

Confirmatory evidence of activity, as indicated by 
muscular spasm, may at the same time be demonstrated in 
the following manner. In a child a finger and thumb of the 
hand not engaged in grasping the femoral condyles may be 
applied simultaneously to the two anterior superior iliac 
spines. During the first rotation of the femur on the affected 
side no movement is conveyed to the iliac spines. When, 
however, rotation has been checked and is sharply but 
gently continued, exaggerated movement in the same direc¬ 
tion is transmitted to the iliac spines. With a healthy joint 
this type of movement is not apparent, with a hip-joint 
affected with improving but still active tuberculous disease 
it is very striking, even when the disease otherwise appears 
to be quiescent. 

Bearing of the Sign on Treatment. 

The significance of this induced spasm calls for brief 
comment. Failure to elicit it may not necessarily imply 
that there is no active disease, though very probably the 
disease is quiescent. Its presence certainly indicates an 
active lesion. 

Its bearing on treatment depends upon the view those 
responsible for the patient take as to the nature of the 
treatment which should be adopted. Briefly stated, I hold 
the view that acute tuberculous disease of the hip-joint 
should be treated with the patient recumbent, the lesion 
immobilised, and extension applied to the limb of the 
affected joint to prevent or correct deformity and aid in the 
abolition of muscular spa^m. It may be granted that there 
are occasions when this line of treatment should be modified, 
or, indeed, not employed ; but, speaking generally, it will 
be found most effective, and should be continued at least as 
long as the induced spasm described above is demonstrable. 

The value of the sign lies in the fact that without such 
a definite indication of activity ambulatory treatment may 
be too early permitted, with grave risk of relapse, further 
extension of the disease, greater disorganisation of the joint, 
and production of deformity. On the other hand, without 
means of demonstrating that spasm has ceased recumbency 
may be unduly or needlessly prolonged, to the detriment of 
the patient’s health and happiness. 

Emphasis should be laid on the fact that while failure to 
elicit the sign is a certain indication that there is no longer 
muscular spasm about the affected joint, that alone does not 
justify the assumption that the disease is finally arrested. 
Prolonged care in treatment is still called for. Efficient 
immobilisation should still be enforced and the joint protected 
from strain or injury, but with these precautions observed 
ambulatory treatment may, as a general rule, be with 
confidence permitted and extension on the affected joint 
discontinued. 

Prognosis . Significance in Early Cases. 

It may be added that if recumbency, immobilisation, and 
extension be enforced until the sign of„activity described 
cannot be demonstrated, not only may a very favourable 
prognosis be in general given, but also a very useful range of 
movement in the attacked joint may be anticipated. Such 
prognosis naturally presupposes that the joint is effectively 
immobilised and guarded when ambulatory treatment is first 
permitted and the patient is given the benefit of that 
adequate after-care and skilled observation which so serious 
a condition as tuberculous disease of the hip-joint demands. 

The sign also has diagnostic significance in early cases of 
tuberculous disease of the hip-joint, but it has not the 
peculiar value in these that may be attached to it later on. 
In cases of tuberculous disease of the hip-joint which are 
becoming quiescent it may be considered almost to stand 
alone as marking, with peculiar exactness, the point where 
spasm of the muscles and corresponding activity of the 
disease ceases, and its unique character on that account 
renders it of especial value. 

In early hip disease it is but one of many signs of the 
onset of tubercle, but it affords confirmatory evidence of 
active inflammation about the hip-joint which possesses a 
value not to be despised, and which, in conjunction with 
other signs of tuberculous disease of the hip joint, contri¬ 
butes additional evidence of importance In early diagnosis. 
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A ROUTINE TREATMENT FOR 

SEPTIC SORES AND NILE BOILS. 

By H. WARREN CROWE, M.D.Oxox., 

TEMPORARY CAPTAIN, H.A.M.C. 


Septic sores and Nile boils have been from time to time 
extremely common among the forces in E^ypt. It appears 
that similar troubles affect the Salonika and Mesopotamia 
armies. When the lesions are severe either condition is 
incapacitating and may involve the withdrawal of many men 
from the lighting line. The routine of treatment which I 
now venture to advocate is certainly capable of being used 
in the field. If the same results can be obtained at the 
front as in a base hospital evacuations of sick due to these 
diseases should be almost eliminated. 

I .—Septic Sores. 

The name septic sores is now hallowed by use, and I adopt 
it in preference to tropical ulcer, veldt sore, barcoo rot, and 
I.C.T. (an army title signifying inflammation of connective 
tissue). I.C.T. is too comprehensive a name, veldt sore and 
barcoo rot are local titles, whilst tropical ulcer should, I 
think, only connote that condition associated with the 
Leishman-Donovan body. Of this I have had no experience. 
It is undoubtedly rare amongst the troops in Egypt and 
Palestine. 

The most recent work done on the subject appeared in a 
paper entitled “Observations on the Pathology of Barcoo Rot 
(Veldt Sore ?).” 1 Lieutenant-Colonel C. J. Martin, F.R S., 
A.A.M.C., discusses the question in the light of his experi¬ 
ence in the Sinai Peninsula during the summer of 1916. He 
gives an excellent r6sum6 of the study of veldt sores, which 
he takes to be an identical condition. Colonel Martin con¬ 
siders the immediate cause to be an infection of the hair 
follicles with staphylococci of low virulence. He does not, 
however, exclude the possibility of some environmental 
factor which may dispose to the disease. He quotes Bishop 
Harman's conviction that “the restricted, range in diet 
during operations on the veldt is an essential factor in 
bringing about the condition.” 

Colonel Martin’s description of the sores is so clear that 
I venture to give it in full: — 

The patient may remember abrading the skin, but whether or not, 
the first sign Is usually a bleb or blister containing thin, watery pus and 
surrounded by an area of slightly inflamed skin. The blister may be 
the size of a sixpence or even larger, but before It reaches this size it is 
usually broken. The denuded surface shows little tendency to heal, but 
slowly extends at its margins, at the same time deepening until there 
are no more epithelial structures left. The ulcer, however, remains 
shall *w, and it is unusual for the fibrous layer of t.lie skin to be 
destroyed unless it becomes infected with virulent staphylococci. The 
glands are not inflamed unless secondary infection occurs, and there are 
no constitutional symptoms. 

When healing has occurred areas of glossy skin more or less denuded 
of hairs and sweat gUnds are left. Cicatrisation does not occur unless 
the true skin is destroyed. Infection of fresh areas of skin in the 
neighbourhood is usual, so that the patient has several ulcers of 
different ages. The disease in its minor forms is extremely annoying, 
and, when the ulcers have become large, incapacitating. 

Colonel Martin also makes this statement: “The pus from 
the ea4y blisters before they were broken afforded only 
growths of staphylococci.” Bishop Harman also found only 
staphylococci. 

Other valuable, though J believe unpublished, work has 
been done by Captain Craig, R.A.M.C., on septic sores in 
the Sinai Peninsula, also in 1916. He found true diphtheria 
bacilli in some 25 per cent, of sores, and noticed diphtheritic 
sequelae to follow in a certain number of cases. I should 
add that Colonel Martin also mentioned having isolated true 
diphtheria bacilli in one instance 

During the period covered by my own observations (at the 
base, at any rate) diphtheria bacilli were rare. I found 
diphtheria-like organisms in about 5 per cent, of all sores 
examined. The sores in which these occurred were dis¬ 
tinguished from the usual ulcers by their depth and by a 
tough, blackened, dry membrane which covered them, and 
which I only succeeded in dislodging with the help of a 
digestive ferment. The membrane contained diphtheria¬ 
like organisms in large numbers. I regarded the condition 
sls due to a secondary diphtheritic infection imposed on a 
primary streptococcal lesion, since, after removal of the 
membrane and cleaning up with alcohol, in more than half 
these membranous sores streptococci were isolated in pure 
culture (the remainder being sterile). At the time there 

1 Brit. Meil. Jour., June 9th, 1917, p. 761. 


was quite a considerable epidemic of mild diphtheria in 
progress. 

Altogether I cultured 103 oases of septic sores. From the 
outset also I treated the patients with vaccines, either auto¬ 
genous or stock, prepared from similar conditions. The 
indications derived from this treatment were of great assist¬ 
ance to me. For example, I noticed that although staphylo¬ 
cocci could be cultured from almost any open sore, yet 
vaccines of this organism produced no apparent effect. 

From the first unopened blister which I punctured a 
streptococcus grew in pure culture ; it was delicate, and 
seemed to require serum or blood for its successful cultiva¬ 
tion. From the pus of open sores streptococci could only 
occasionally be isolated owing to overgrowth by other 
organisms. I therefore adopted the technique of cleaning 
up a sore with absolute alcohol and planting out on Lbffler’s 
or other blood medium the serum which presently would 
ooze up from the bottom. This serum was sterile in about 
30 per cent, of the sores examined, but as cases were taken 
successively and without selection a number of small heal¬ 
ing sores were included, and these were the source of most 
of the negative cultures. Where fresh active sores were 
thus treated a negative was rare. 

Of 98 non-membranous sores in 98 different people 
cultured by the technique just described 65 were positive 
and 33 were negative. The table shows the percentages of 
the different organisms in these positive cultures. 

Per cent. 

Streptococci occurred in. 59 = 90‘8 

in pure culture in . 39 = 60*0 

,, wit h staphylococci In ... 17 = 26*1 

.. with diphtheroids in ... 3 = 4 6 

Staphylococci in pure culture in. 4 = 6'2 

Diphtheroids alone in . .. 0=0 

A further point which became very clear during the work 
was that the more thoroughly an ulcer was cleaned up with 
alcohol the more certainly were streptococci found in pure 
culture. A certain number of sores which yielded a mixed 
growth of strepto- and staphylococci at the first culture 
showed streptococci only later on. These are classed as 
“ streptococci with staphylococci ” in the table. 

Summarising the various findings, my own and those of 
others described above, the reader will notice that staphylo¬ 
cocci alone are found by several observers, including Colonel 
Martin ; diphtheria bacilli in a large proportion by another ; 
and finally, in my own series, there can hardly be any doubt 
that streptococci were the active agent. If any further 
evidence is required to confirm this, I may add that inocu¬ 
lations of small doses of streptococcal vaccine, either auto¬ 
genous or polyvalent stock (made from septic sores), produced 
a very marked focal reaction with an outpouring of serum, 
and that larger doses were followed by an outbreak of fresh 
blisters. 

It seems probable from a consideration of all the evidence 
that we are dealing with a condition directly due to some 
cause associated with a hot dry climate or with a special 
dietary, and that in every case the lesion thus produced is 
infected with the prevailing microbes. It does not seem 
that there is sufficient evidence to point to any particular 
climatic agent or form of diet as the actual cause of septic 
sores. 

II.— Nile Boils. 

These are a totally different lesion from septic sores, though 
in certain stages somewhat resembling them. They are also 
quite plainly different from the usual boil seen in temperate 
climates. I have not been able to discover a publication 
describing the pathology, nor, unfortunately, have I had the 
opportunity of investigating the histology myself. But the 
naked-eye appearances alone are sufficiently unusual to 
warrant a distinctive title. The earliest appearance of the 
Nile boil is a tiny, almost pin-head, blister, and at this stage 
it is not unlike an early minute septic sore. Very soon, 
however, this small head becomes surrounded with a bright 
red areola about the size of a sixpence. Some virulent boils 
start with a larger areola, even up to the size of a five- 
shilling piece, and the whitish, blister-like head is of a 
corresponding size. If at this early stage, which Is within 
24 hours of the commencement, the head be lifted off, 
within will be seen a small slough about the size of an 
ordinary pin’s head. After 48 hours the appearance is, as a 
rule, still the same, only larger. During this first period the 
boil is intensely tender to the touch, as, in fact, it is daring 
its whole course. The second stage now begins by a general 
hardening and swelling of the surrounding tissues, which 
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become a dusky purple. Gradually a hard, brawny lump 
forms, which may be any size, from a hazel nufc to the half 
of a large orange. The central slough # also steadily grows in 
size, and squeezing or opening with a knife only results in 
the expulsion of a little clear serum. At some point in this 
slow evolution, which may take three weeks or longer, the 
boil begins to break down, pus is formed, the slough or core 
is gradually extruded, and eventually a deap*seated ulcer is 
left, which slowly heals by granulating from the bottom. In 
the later stages the larger boils resemble an ordinary 
carbuncle. There is considerable destruction of tissue and 
a deeply pitted, purplish scar always results. Note here the 
difference from septic sores in which scarring is usually 
absent. The distinctive features, then, of the Nile boil are 
the initial slough, with its red areola, the extreme tender¬ 
ness, and the complete absence of pus until the last stage. 

Chalmers has examined three boils bacteriologically 2 and 
isolated an organism which belongs to the group of Staph, 
pyogenes aureus, that subdivision called by Dyar the Auro- 
cooous mollis. He has used a vaccine in doses of 500 million 
on cases with, he asserts, good effect. 

After culturing some 30 of these boils I have to submit 
that the Staph, aureus is not the cause of Nile boils, though 
it may possibly be responsible for the pus formation when 
that occurs. If this pus be cultured, Staphylooooous aureus 
will almost certainly grow. If, on the other hand, cultural 
experiments be made at the earlier periods before there is 
pus formation, then a Staphylococcus aureus may sometimes 
appear, but this, I suggest, is merely an accidental con¬ 
tamination. In every case but one I obtained an organism 
which at first I took to be a short streptococcus, but which I 
am now inclined to regard as a white staphylococcus allied 
to the S. epidermidis albus of the skin. 

In order to isolate this organism successfully the skin 
surrounding the boil, the red areola, and the head should be 
carefully sterilised by swabbing with absolute alcohol. The 
head should then be lifted off in sterile fashion and a heated 
test-tube applied to the boil. In a short time the suction as 
the test-tube cools will induce a slight flow of clear serum. 
This may then be pipetted off into broth or planted out on a 
favourable medium such as serum, blood agar, or chocolate 
medium (I have not ascertained whether primary growth 
will take place on ordinary agar). Personally I always 
pipette the serum into Wright’s pneumococcus broth, 
for the reason that after 24 hours the correct organism is 
easily recognisable by the absence of turbidity and the 
presence of coarse granules. The culture is also available 
as a vaccine if required. 

Microscopically the organism is an irregular coccus almost 
always seen in closely apposed pairs lying in clumps and 
larger than a staphylococcus of the pyogenic type. It does 
not form chains. On subculture the growth soon becomes 
turbid. I also noted a curious fact—viz., that though on 
agar the growth is white, on serum yellow pigment is 
produced. 

The most peculiar property of this white staphylococcus, 
at any rate from the practical point of view, is its extreme 
toxicity when used as a vaccine. Believing the organism to 
be a streptococcus the first dose which I administered was 
ridiculously small for a staphylococcal vaccine. The case 
was that of a man who had two small early boils (48 hours), 
one on each buttock, the first he had ever suffered from. I 
gave him 10 million. The next day he attended my sick 
parade, having had four fomentations in the night for the 
relief of well-nigh intolerable pain, and I found the local 
reaction had resulted in an inflammation involving nearly 
the whole of each buttock. 

Later on, when 1 was attempting to immunise men by 
giving them larger doses, I found that anything over 
30 million produced a very considerable swelling and stiffness 
at the site of inoculation. 

III.— Treatment. 

A. Preliminary observations. —I have already mentioned 
that small doses of vaccine had to be used in septic sores to 
avoid the production of a fresh crop. I found the same to 
be true in the case of Nile boils. After a considerable 
amount of experiment I reached the conclusion that the 
optimum dose for each vaccine averaged 500,000 germs, 
and, further, that these small doses should be given about 
every three days. Further, since both varieties of lesions 
weie prone to occur in the same individual and even where 

* Journal of Trop. Med. and Hyg., vol. xviil. (1915), p. 205. 


septic sores alone were found, after cure, especially in the 
hot weather, they were often succeeded by boils, Lhe best 
treatment seemed to be to give a combined vaccine contain¬ 
ing many strains, both from septic sores and also from Nile 
boils, in doses of 500 000 streptococci’and the same number 
of the boil staphylococcus. Inoculations were given twice 
weekly and only increased for prophylactic purposes after 
cure was complete. During the evolution of this routine 
method, and after it had crystallised, I had under my care 
something over six hundred cases. The results were very 
encouraging. The average stay of patients in hospital gives 
a rough indication of these. It was reduced from about one 
month to ten days. Further, medical officers who had had 
experience of sores and boils were well satisfied with the 
treatment. Notably. Major A. Y. Tuke, M.C., R.A.M.C. (T.), 
surgical divisional officer of the hospital, who permits me to 
quote a written communication of his on the subject: — 

I have had much experience of septic sores in Gallipoli. Egypt, and 
Palestine, and I am grea ly impressed with lhe results obtained under 
vaccine treatment as carried out in this hospital (27th General) under 
Lieutenant Crowe. 

Major Tuke has given me very great assistance in the 
work, both by his sympathetic attitude and also by many 
practical suggestions for local treatment, and I am glad to 
take this opportunity of expressing my appreciation. 

B. Preparation of vaccine. — The septic sore vaccine. A 
series of suitable cases showing freely discharging superficial 
sores should be chosen. 

(1) A sore is cleaned up with alcohol. 

(2) The serum which presently exudes is taken up in a 
sterile pipette and dropped into Wright’s pneumococcus 
broth. (Peptone broth plus 6 acid, glucose 1 per cent., fresh 
human serum 2-5 per cent.) 

(3) After 24 hours’ incubation the broth is shaken and 
examined microscopically. It will be found to contain 
streptococci, practically in pure culture. They will number 
about 2500 million to the c.om. Some strains require 48 hours 
to attain sufficient growth. Counting is unnecessary. 

(4) Lvsol to make i per cent, solution is now mixed with 
the culture. After thorough shakiug the tube should be 
flamed right down to the surface of the fluid and then left 
upright in a stand. 

(5) Twenty four hours later the now sterile culture is 
poured into a stock bottle. For this purpose a sterilised 
medicine bottle plugged with cotton-wool will serve. 

The boil vaccine. 

A series of typical young boils in different patients are 
cleaned up with alcohol, the head lifted, and serum made to 
exude by means of a heated test-tube, as described before. 
The subsequent steps of the procedure are as for the septic 
sore vaccine. In a large majority of the cases 24 hours’ 
incubation of the glucose serum broth will show a granular 
growth with but slight turbidity except on strenuous 
shaking. 8 

The growth of this organism may also be taken for all 
practical purposes as 2500 million per c.cm. (as a rule it is 
less), and a second stock bottle is gradually filled of boil 
vaccine. 

We have now stock bottles of septic sore vaccine and of 
boil vaccine, both containing approximately 2500 million to 
the c.cm. These are now capped with rubber caps, 
paraffiaed, thoroughly shaken up, and tested for srerility. 
From the original stock bottles is made up a lower-strength 
stock containing 400 million of each vaccine to the c.cm. 
Using a 50 c.cm. vaccine bottle for this purpose, 20,000 
million germs (400 by 50) of each kind of vaccine is intro¬ 
duced. This is contained in 8 c.cm. from the original stock 
bottles. In practice 50 c.cm. vaccine bottles, capped and 
filled with sterile carbolised saline, are made ready, 16 c.cm. 
is extracted and replaced by stock vaccine. 

For use in treatment the following dilutions are needed : 
2 million, 8 million, and 32 million to the 20 minims or c cm., 
according to the syringe likely to be used. These figures 
denote the numbers of germs of each vaccine. 

Using 50 c.cm. bottles, we arrive near enough to these 
figures by adding 0*25 c.cm. of the 400-million stock bottle to 
obtain the lowest dilution—1 c.em. from the same bottle for 
the middle dilution and 0*65 c.cm. from each of the original 

8 Provided the serum taken from the boil is clear—and a boll which 
discharges pus should not be used -little fear need be entertained that 
the wrong organism wll grow. For purposes of identification, how¬ 
ever. it may be taken that the true boil staphylococcus is being culti¬ 
vated if il) the germs appeir as very closely attached ciiplococct 
growing in clump*; (2) toe broth shows a granular growth with only 
slight turbi ittv ; (3) colonies on neutral red egg medium Dorset s 
medium, with 1 per cent, glucose and 1 In 10,000 neutral red added) pit 
the medium. are pink and opaque, and do not turn orange after 
7i hours’ growth. 
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stock bottles for the strong. The labelling of these bottles 
should be as distinctive as possible, as a dose given by mistake 
from the 32-million bottle may result in a very severe relapse 

C. Details of routine treatment. — Records should be kept 
of the characters of the lesion, whether superficial or deep 
sores or membranous (diphtheritic), and in the case of boils 
whether multiple or single, large or small. Also the length 
of the history and whether continuous or recurrent. 

Vaccine is given in bi-weekly doses of 500,000 — i.e., 
0*25 c.cm., or 5 minims out of the bottle containing the 
weakest dilution until all lesions are cured, until no fresh 
ones appear, and until, in the case of sores, no old super¬ 
ficial scars start weeping afresh after an inoculation. 

Vaccines in conjunction with certain surgical measures 
detailed below will cure the great majority of cases in a 
remarkably short space of time, but the small doses which 
are the best for cure have had no effect in preventing 
relapse. I have found, for instance, that even the omission 
of one dose is frequently followed by a fresh outbreak. It 
is therefore essential to continue the vaccine when cure is 
apparently complete, with increasing doses for prophylactic 
purposes. After-treatment then should consist in giving 
doses as follows : 1 million, 2 million, 4 million, still at the 
same intervals—i.e., bi-weekly, then at intervals of seven 
days : 8 million, 16 million, and 32 million. 

From time to time a case crops up which does not react to 
the stock vaccine. For these an autogenous vaccine will usually 
be found to be successful. The routine of doses is the same. 

D. Surgical measures. —The correct surgical treatment is 
of the utmost importance, especially in the case of boils. All 
boils must be incised in such a way as completely to divide 
the central slough at the earliest possible moment. I desire 
to lay very particular stress on this point, because in this 
country it is the custom to wait for a boil to “ come to a 
head ” before using the knife. In other words, to wait for 
pus formation. After the slough of a Nile boil has been 
completely divided it will not grow any larger, and in the 
ordinary way will then slowly liquefy and resolve, a process 
taking from a week to ten days. If, however, the half¬ 
million dose of vaccine is given at the same time as the boil 
is incised cure will be complete after 48 hours. This 
measure entirely prevents the development of large boils. 

Septic sores have a tendency to become covered with a 
seeping scab. Care should be taken to prevent this by 
soaking and removal of dried serum. Large actively dis¬ 
charging sores need plain moist dressings, but small healing 
lesions may be painted with advantage with 1 in 1000 
brilliant green in 60 per cent, alcohol and left exposed to the 
air. It should be remembered that sores over joints always 
heal with difficulty. These, if possible, should be kept at 
rest by splinting the limb. Occasionally septic sores become 
infected with virulent staphylococci, as Colonel Martin has 
noted, and large ulcers of considerable depth may result. 
For these it is advisable to give a preliminary dose or two of 
stock Staph, awrevs vaccine and keep at absolute rest 

1 in 100 brilliant-green ointment on lint is a good dressing. 

Fomentations should only be given for the relief of pain, 
and are practically never necessary except for deep or 
membranous septic sores. The only dressing required for 
incised boils is a piece of cotton-wool strapped across and 
changed twice a day. 

Neglected boils sometimes lead to the formation of chronic 
sinuses. If these are opened ud under an anaesthetic, 
thoroughly scraped, and then rubbed over with spirit and bipp, 
they can be stitched up and will heal by first intention. 

Membranous sores are diphtheritic and Captain Craig 
recommends large doses of antitoxin. In addition it will 
be found that applications of trypsin will remove the 
membrane. After the ulcer is clear, packing with bipp for 
three days usually leads to a healthy granulating surface 
being formed. • 

Summary. 

A vaccine prepared from a large number of strains of 
streptococci isolated from septic sores, combined with a 
similar series of a peculiar staphylococcus isolated from Nile 
boils, when given in frequent small doses, in conjunction 
with certain surgical measures of which the most important 
is the early incision of boils, is of great assistance in the 
cure of these diseases. Increasing the dose of vaccine on 
the scale described after cure is complete prevents relapse. 

In conclusion, I would add that I had intended to make 
a fall study of the organisms, but the exigencies of the 
timeB have hitherto prevented my finding the opportunity. 

Utebical Societies. 

ROYAL SOCIETY OF MEDICINE. 

SECTION OF EPIDEMIOLOGY AND STATE MEDICINE. 

Outbreak of Typhoid Fever among Inoculated Soldiers. 

A meeting of this section was held on Nov. 8th, 

Lieutenant-Colonel E W. Goodall being in the chair, when 
a discussion took place on an Outbreak of Typhoid Fever 
among Inoculated Soldiers. 

Captain Fred. M. Meader, U.S.M C., gave an 
account of the epidemiology of the outbreak. He 
said that on July 11th, 1918, there appeared at an 

American rest camp the Fourth Casual Company, J A lt. D., 

Camp -. Soon after entrance to the camp several 

cases of fever were brought to the camp hospital. At 
the time many cases of influenza were present among 
the soldiers who were passing through this camp, 
so that no special significance was attributed to the 
symptoms. After a few days’ observation the command¬ 
ing officer, Captain Logan, suspected that the cases 
might be typhoid fever. At about the same time a few 
patients had been sent to a base hospital. Suspicion of 
typhoid fever was soon aroused, and blood cultures were 
ordered by Captain Hawn. The district sanitary officer 
inspected the cases and took specimens of blood from each 
of the new cases for a culture. Bacillus typhosus was 
isolated from 8 out of 10 cases two days later. During the 
next month Bacillus typhosus was isolated from the blood 
or faeces of 10 more cases. Altogether 38 soldiers developed 
typhoid fever at this camp. Bacillus typhosus was isolated 
from 18 of these cases. This organisation left a cantonment 
on June 15th, 1918, for Camp Merritt, New Jersey. While 
en route , on June 18th, the organisation stopped at Meridan, 

Mississippi, and was taken for a swim in a lake. The 
organisation arrived at Camp Merritt on June 21st and 
embarked on June 28th, and arrived at Liverpool July 10th. 

After disembarkation the organisation proceeded to -. 

At Liverpool 3 cases were left at the Red Cross Hospital, 
and it is reported that 2 other cases were left at 
some station en route. At the American rest camp 

40 soldiers were found ill and transferred to a base 
hospital, where a diagnosis of typhoid fever was made on 

38 of them. From a study of the history of each case it 
was noted that the date of onset varied oyer a period of 
about a month. The first case was ill on leaving Camp Cody. 

The second developed on June 19th, the third on June 21st, 
the fourth on June 24th, three on June 26th, four on 

June 29th, five on July 6th ; after which a case developed 
every day up to the time the organisation arrived at the 

American rest camp. The organisation left the American 
rest camp before the diagnosis of typhoid fever had been 
established, and it had since been learned that 57 other 

cases developed ; this made a total of 95 cases of 

typhoid fever out of a company of 248 men. In 

seeking the sources of the infection of this outbreak 
we naturally turn to the patient who was first ill. 

With regard to the method of spread it was noted that a 
considerable group of cases developed during the latter part 
of the month of June and the early part of July. This 
suggested a common source of infection ; there were two 
possibilities : 1. That these cases became infected in the 
train early in the journey. 2. That they became infected 
bathing in the water at Meridan, Mississippi, on June 18th. 

The water might easily have been infected by one or two 
cases of typhoid fever which were present in the organisa¬ 
tion at the time. The remaining cases of typhoid fever 
undoubtedly received their infection by contact with the 
patients who were ill in the organisation. This could be 
easily done since the men were crowded together on the 
train or on shipboard. There were about 1800 men on 
board the steamer, this number being composed of Casual 

Companies 4, 10, 11, and 15 and Supply Company 112. Most 
of these organisations went on to France, and among the 
members of Casual Company 4. 57 other cases developed, as 
mentioned above. Infection was limited to No. 4 Casual 

Company, which suggested that the disease was spread 
during the swim in the lake at Meridan. All of the a ‘ 3 ® v ®“ 
mentioned cases had been inoculated with either typhoid 
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vaccine and paratyphoid vaccine or triple typhoid vaccine, or 
both. Many of them had received several doses in excess of 
the required number. Also, the men were inoculated at widely 
different posts and at different times. One patient stated 
that he received but one ctose; otherwise it would seem that 
the whole organisation was thoroughly immunised. Captain 
Meader thought that there were three possible explana¬ 
tions of the outbreak : 1. The men might have been unvac¬ 
cinated or inefficiently vaccinated, but they gave a history of 
having been vaccinated in different camps at different times, 
and antibodies were present in their sera. 2. The infection 
might be due to a new race of organism, but bacteriological 
tests proved the organism to be that of typhoid ; there 
might, however, be a slight difference in the strain. 3. There 
might have been an overwhelming dose; this was the most 
reasonable explanation, as the swimming party included a 
man with diarrhoea. 

Captain Clinton B Hawn. U.S.M.C., gave an account of 
the clinical aspects of the oatbreak, which included an account 
of each of the 40 cases mentioned by Captain Meader. Of 
these 40 cases, 38 were cases of typhoid In hospital 
segregation was secured by screening. No case developed 
as a result of infection whilst in hospital. In dieting the 
patients they were much handicapped owing to the difficulty 
in preparing soft food. I. The exact date of onset was 
difficult to decide. Diarrhoea occurred in 68 per cent., con¬ 
stipation in 21 per cent., chill in 10 per cent., and nosebleed 
in 2*6 per cent. II. Clinical pathology: 1. Low white 
count was present in all uncomplicated cases. 2. Blood 
culture was positive in 33 per cent. 3. Stool culture was 
positive in 25 per cent. 4. The atropine test was positive in 
79 per cent. ill. Clinical course of disease : 1. The average 
duration of fever was 35 days : (a) Severe high grade 
typhoid, 70 per cent. 2. Complications: (a) Lobar 
pneumonia occurred in 1 case ; (6) terminal pneumonia in 1 
case ; (o) broncho-pneumonia in 2 cases ; ( d ) haemorrhage in 
3 cases ; (<?) perforation in 1 case ; (/) phlebitis in 1 case. 
JV. The mortality was 13 15 per cent. 

Captain J. G. Hopkins. U.S.M.C.. said that of the 
40 patients in this series admitted to Hursley Hospital as 
typhoid suspects, the laboratory findings were positive 
in 25. The results are summarised in the following table :— 

Cases. 

B. typhosus isolated from blood and from stool . 4 

„ ,, ,, „ blood only . 8 

,, ,, „ 8tool only . 5 

Typical typhoid lesions at autopsy in cases from which the 

bacillus was not isolated during life. 3 

(B. tvphosus isolated post-mortem from 2 of the above.) 

Typical shltt in typhoid agglutinins ; blood and stool cultures 
negative . . 6 

In the remaining 14 cases all laboratory tests were negative, 
although 13 were clinically cases of typhoid. Of 10 blood 
cultures taken within a few hours of admission to the hos¬ 
pital 8 were positive irrespective of the stages of the disease. 
Of 29 cultures taken after patients had been in bed 24 hours 
only 4 were positive. He thought that this suggested that 
the physical strain the men had undergone might have caused 
a persistence of their bacteriaemia. Five fatal cases all 
showed typical typhoid ulceration of the lower ileum; 
1 case showed evidence of recrudescence; extraordinary 
enlargement of the spleen was found in 2 cases. The 
complications noted at autopsy were as follows: intestinal 
haemorrhage, 1; perforation, 1 ; thrombosis, 2; pneumonia 
(pneumococcus type, 1), 1; intramuscular haematoma, 1. 
Titration of agglutinins for typhoid and paratyphoid A and B 
showed a normal amount of agglutinin for recently vaccinated 
men. Vaccination records showed that the men were vac¬ 
cinated at several different camps and at different times, so 
the possibility that a faulty specimen of vaccine was employed 
might be excluded. The typhoid bacilli isolated were appa¬ 
rently typical. The laboratory findings offered no explanation 
of the infection of these men. 

Surgeon-General Sir W. B. Leishman said that what 
struck him most was the remarkable severity of the disease, 
the number of men attacked, that the infection did not 
extend to other units, and that though the men were inocu¬ 
lated they still got the fever. Th* disease as seen in this 
outbreak was similar to the old typhoid which was known in 
India, and not the type met with in our army among inocu¬ 
lated men. A case was found occasionally as severe as the 
old type, but nothing comparable to this had been met with 
in the B.E.F., nor among the forces in other areas. He 


had seen a group of men attacked with typhoid of 
the old type, but on investigation it was found that they 
were nearly all unvaccinated, the exceptions having been 
vaccinated two or more years previously. A severe type 
often occurred in men who had not been lately inoculated. 
He thought that this was likely to be a case of repeated and 
massive , infection rather than a failure of vaccination in 
protecting those men. Among them the conditions were 
such as to cause frequent infection, and a big dose was more 
likely to override the protection given by inoculation. An 
abnormal strain was conceivable, but there was no evidence 
to show the presence of a different strain from the three 
known strains, and agglutinins had been found in the 
blood. 

Dr. F. Foord Caicier suggested that the interval between 
inoculation and infection was too long for protection to be 
afforded. He remarked upon the number of cases of severe 
diarrhoea and said that in severe typhoid diarrhoea was the 
rule and constipation the exception. Distension of the 
abdomen should be prevented by proper dieting and the 
administration of antiseptics. 

Lieutenant-Colonel Harvey said that tests made on the 
blood of the three men left at Liverpool did not prove the 
presence of a separate strain. He had not made any tests 
with regard to virulence. 

Sir Kenneth Goadby said that immunity was only 
relative and might be overcome in two ways: (1) by 
successive small doses at short intervals, and (2) by 
a massive dose. In this case both occurred. The 
men in the other units would have occasional doses, but 
those in the same company frequent small doses. 

Colonel William Hunter gave an account of an outbreak 
of typhoid among uninoculated men in Gallipoli, and 
described the effect of inoculation in decreasing the number 
of cases. He gave comparative statistics showing the 
extremely low incidence of the disease in Egypt at the 
present time. He thought that there must be something 
wrong with the vaccination of that particular company, as 
the outbreak was limited to that company only. 

Dr. G. S. Buchanan also spoke. 

Captain Meader, in reply, said that the men came from 
different States and were therefore vaccinated by different 
medical officers and from different batches of vaccines, and 
therefore he could not think the method of vaccination or 
the particular vaccine employed could be in fault in every 
case. _ 

SECTION OF OPHTHALMOLOGY. 

Changes in the Cornea which Follow Attacks of Various Forms 
of Inflammation. 

An ordinary meeting of this section was held on Nov. 6th 
under the presidency of Mr. W. T. Holmes Spicer. 

The President first thanked the section warmly for 
having elected him to its post of honour, and then proceeded 
to give an address, aided by numerous sketches shown by 
the epidiascope, on “Changes in the Cornea which Follow 
Attacks of Various Forms of Inflammation.” He said this 
subject had received but small attention in the literature. 
After ophthalmia neonatorum, sometimes very little was 
to be seen but the existence of vascular channels, yet the 
stagnation of the lymph circulation might bring about slowly 
advancing changes after all the inflammatory appearances had 
long since subsided. The presence of clear lines in cases of 
old corneal ulcers had been described by but few observers, 
although they had been long known and had been seen before 
the introduction of the loop. Nettleship described the linear 
paths of clear corneal tissue in large diffuse lipomata, the 
latter having probably arisen after small spots in infancy ; 
while Fuchs discussed the various linear formations existing 
in the cornea, suggesting that the lines were due to changes 
in the lymph system and nebulous area. The best descrip¬ 
tion extant of these lines was that by Sydney Stephenson. 
In one of his cases the lines traversed a nebula with 
opacity, and there had been repeated attacks of corneal 

inflammation early in life. Story stated he had seen 

lines of this character in interstitial keratitis, and he 

thought they were due to a clearing of vessels. The 

picture presented to the observer varied according to 
the depth of the vessels concerned. Besides the surface 
invasion of trunk vessels, the terminal capillary loops 
of the limbus were seen involved, these vessels not arising 
from any main trunk. This was common in marginal 
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inflammations, such as trachoma and acute interstiLial 
keratitis, in which vessels invaded the cornea at all depths. 
It was quite uncommon for vessels to disappear and leave no 
trace; even though empty of blood they could be seen as 
silky thieads on the surface or as clear lines beneath the 
surface. The vessels in one layer of the cornea did not 
inteifuse with those in another layer. The first necessity in 
the production of these conditions was a destruction of 
tissue. The contraction which followed that either inter¬ 
fered with nutrition or interrupted the flow of lymph, leading 
to stagnation and the depoMt of salts. Arcus senilis was 
more likely to occur in eyes which have been the subjects of 
corneal ulceration. The President then dealt in detail with 
the various forms met with. 

On the mbtion of Mr. E. Treacher Collins, seconded by 
Mr. W. Lang, the meeting accorded to the President a 
cordial vote of thanks for his address. 

London Association ok Medical Women. —A 
meeting was held at the House of the Medical Society of 
London on Nov. 5th, Lady Barrett, the President, being in 
the chair. The President introduced a discussion on “The 
Retention of 40 D and Allied Subjects,” and read an analysis 
of the results of the Subcommittee of the Federation of 
Medical Women which have been considering the subject. — 
Dr. Louisa Aldricb-Blake, Dr. Marian Tbornetfc-Iohnson, 
Dr. Helen Chambers, Dr. Josephine Fairfield, Dr. Mary 
Roberts, Dr. Morna Rawlins, and others took part in the 
discussion, which was adjourned to a date to be fixed later. 


^ebietos aitb of Jtooks. 


The Statics of the Female Pelvio Viscera. By R. H. 
Paramore, M.D. Lond., F R.C.S. Eng. ; Major, R.A.M C. 
(temporary) With 26 illustrations, including 23 plates. 
London : H. K. Lewis and Co. 1918. Pp. xviii. + 383. 
18*. net. 

In this book Mr. Paramore further elaborates his well- 
known views upon the mobility of abdominal organs, and 
i . those gynaecologists who still regard the question of uterine 
position, support, and misplacement as centering around the 
function and disease of the uterine ligaments, and who look 
upon the “parametric sling ” as an all-important factor in 
uterine prolapse, will find it desirable to reconsider their 
position, and to bring, if they can, fresh argument and 

I proof to support their hypothesis. Mr. Paramore stands 

as the champion of the pelvic floor musculature. He 
cannot concede these structures as vestigeal tail muscles 
of the lower vertebrates, of interest only from a 
morphological standpoint, and functioning feebly by virtue 
of the fascial coverings. For him they are muscles of high 
development consequent upon the assumption of the erect 
posture, and they form an almost complete pelvic diaphragm, 
in complete nervous sympathy with the general musculature 
of the abdominal parietes. He pleads with cogency for the 
conception of the “visceral mass,” and maintains that the 
position of the uterus cannot be considered apart from that 
of the pelvic visceia in general. He sees the position of 
these viscera as completely dependent upon the factor of a 
definite and measurable intra-abdominal pressure acting upon 
an intact pelvic floor musculature, cunningly arranged to 
form a sphincter for the pelvic outlet. He shows how the 
abdominal contents, by virtue of their incompressibility, 
respond to the ever present downward thrust of the dia¬ 
phragm above, and bring about the regression of the pelvic 
floor, and finally establish in equilibrium in the adult pelvis 
organs which in the feetus and adolescent are abdominal. 

Evidence from phylogeny and ontogeny, from pathological 
and clinical investigation is in turn called. The arguments 
seem incontrovertible and it is difficult to believe that Mr. 
Paramore has not made good his case. The book is one 
essential to gynaecologists, and which may with advantage 
be read by others. If Mr. Pararaore’s contentions are found 
to be correct they will afford some explanation for the 
mysteries of visceroptosis, and will help r,o aD understanding 
of the cause of failure of many of the “organ fixation ” 
types of operation. Many excellent drawings conduce to 
tbe apprehension of the arguments and the whole book 
is presented in a pleasing manner. We congratulate the 
author upon it and await with interest for the second volume 
which he promises. 


Local and Regional Ancesthesia. By Carroll W. Allen, 

M.D. Second edition, reset. Loudon and Philadelphia : 

W. B. Saunders Company. 1918. Pp. 674. 28*. 

Since the appearance of the first edition of this book three 
years ago the scope of local analgesia has widened consider¬ 
ably. Dr. Allen’s work remains, however, one of the most 
complete accounts in the English language both of the 
technique and of the physiological explanations of analgesia 
by local injection. The chapter on Nerves and their Sen¬ 
sations, especially Pain, may be read with profit and interest 
even by those not immediately concerned with the use of 
local anaesthetics. The author regards the application of this 
method to the operations for removal of the prostate as one 
of the most important recent developments of local anaes¬ 
thesia. and there can be no doubt that, many of the subjects 
of prostatectomy are just those for whom general anesthesia, 
however skilfully conducted, affords more than the usual 
risk. The pages dealing with this operation are worthy of 
careful study by all surgeons ; the author seems in general 
to prefer operation in two stages; local analgesia makes a 
heavy call upon the time, patience, and skill of the surgeon, 
but the results here recorded justify such an outlay. The 
best medium for anaesthetic solutions is found by Dr. Allen 
to be a 0*4 per cent, solution of sooium chloride, and he 
regards novocaine as the anaesthetic which hitherto most 
nearly meets all the requirements demanded of a perfect- 
local agent. He writes that after an experience embracing 
the entire field of surgery he has failed to note a single case 
in which this agent has produced any unpleasant local or 
constitutional action. 

The pleasure of perusing this valuable book is marred 
by a certain carelessness of diction in which nouns fail to 
agree in number with the verbs dependent on them, and 
while it is priggish to suggest that infinitives should never 
be split, the proper order of words could have frequently 
been preserved without loss of clearness. None the less, 
text and illustration are highly commendable work. 


Diseases of the Skin. By Milton H. Hartzrll, Professor 
of Dermatology at the University of Pennsylvania. 
With 51 coloured plates and 242 illustrations. London 
and Philadelphia: Lippincott Company. Pp. 753. 
30*. net. 

In this country text-books dealing with dermatology are 
few, and the majority of them are of considerably smaller 
size than many which appear in America. Professor Hartzell 
in this regard follows the example of his countrymen, but 
there is not a page that could be spared. The matter is 
concentrated and accurate; there is throughout evidence of 
that thorough knowledge which enables an author to achieve 
compression without lack of clearness. Treatment is care¬ 
fully considered, and practical as to detail. The illustrations, 
are well selected and life-like, up to the modem high standard. 
The consideration of X ray treatment in dermatology is more 
detailed than we remember to have seen in other American 
text-books, and the intimate acquaintance with European 
literature is another high recommendation to a volume 
appearing in Britain. 

Professor Hartzell states in his preface that his experience 
in general medicine has enabled him to survey the subject of 
dermatology from the standpoint of the general practitioner 
as well as that of the specialist. Reference to the paragraphs 
on etiology and treatment throughout the book shows that 
this claim is well founded. This is certainly a much needed 
method of approaching certain diseases, such as eczema, 
which are dependent upon and vary with the general health. 
Professor Hartzell considers carefully in this respect the 
subject of protein hypersensitiveness. Every dermatologist 
has met with instances of eczema, alternating with asthma, 
which yield only to a careful dietetic regime. Recently 
treatment of asthma by injections of foreign proteins has 
yielded promise of success, and it is therefore of interest to 
learn that cutaneous tests with various foodstuffs have been 
carried out in order to ascertain whether the eczematous 
patient exhibits anaphylactic reaction to selected substances. 
Psoriasis is another common malady affected by the general 
health, but this author has found no royal road to its 
permanent cure 

The volume should be a favourite with the advanced 
student because of the practical nature of its teaching. 
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Treatise on Applied Analytical Chemistry. By Professor 
Vittorio Villavecchia. Translated by Thomas H. 
Pope, B.Sc., A.C.G.I., F.I.C. London: J. and A. 
Churchill. 1918. Vol. 1. Pp. 475. 21*. net. Vol. II. 

Pp. 536. 25*. net. 

Professor Vittorio Villavecchia’s two volumes cover a wide 
held; the methods and standards described bear witness to 
his experience in every branch of analytical practice, derived, 
no doubt, from his directorship of the chemical laboratories 
of the Italian Customs. The first volume deals with the 
analysis of potable waters, chemical products, fertilisers, 
cement materials, metals and alloys, fuels, tar and 
its derivatives, mineral oils and fatty substances, and 
the industrial products derived therefrom. The second 
volume includes chapters on the analysis of flesh foods, 
milk products, flour and starches, sugars and saccharine 
products, beer, wine, spirits and liqueurs, essential oils, 
turpentine, varnishes, rubber, tanning materials, leather, 
colouring matters, and textile fibres and fabrics. The 
general plan employed in the presentation of the many 
analytical methods involved will be much appreciated by the 
analyst. First a brief statement is given of the different 
cases and the problems which arise, as well as of the 
investigations and determinations to be made to solve 
them. Then follows a detailed description of the 
methods to be carried out. Then, most valuable of 
all, the criteria and standards are given by the aid of 
which the industrial, commercial, or hygienic value of the 
product may be deduced from the analytical data obtained. 
Finally, tables are given containing examples of the 
analytical results relating to the ordinary commercial 
qualities of the product. All this is excellent, particularly 
when we find that care has been taken to select those up-to- 
date methods which have been shown to be trustworthy and 
convenient. The book is a standard work of reference on the 
whole subject, and an excellent guide on analytical detail. 


Reports anb Jnalptital $etarbs 

FROM 

THE LANCET LABORATORY. 


(1) AMBRINE CANDLES ; (2) MOROBILINE ; (3) NEVR08 
THENINE (FREYSSINGE); and (4) QUINEINE. 

(Anglo-French Drug Go., Ltd , Gauage Building, Holborn, 
London, B.O. I.) 

(1) The ambrine candle provides a simple and safe method 
of applying melted wax to the skin in the treatment of burns, 
wounds, and abrasions generally. It dispenses with the use 
of an outfit of accessories hitherto employed, including 
sterilising apparatus, though the skilled dresser would prefer 
to continue the more elaborate method when the surface to 
be treated is extensive. In the ambrine candle, when the 
wick is lighted, the melted wax is sufficiently fluid to pour 
on a burn or wound, and yet is not so hot as to cause 
suffering, and a candle can be used, with common precau¬ 
tions, in the household and workshop readily and conveniently. 
We received two specimens: (a) a plain single stick, and 
(h) a tricandle (three candles waxed together lengthwise, 
forming three circles in a triangle). 

(2) Morubiline is a dark brown syrupy fluid which is 
described as the extract of the fresh liver of the cod, to 
which has been added certain preparations containing phos¬ 
phorus, iodine, sulpho-guaiacolate of potassium, and methyl 
arsenate of sodium. We confirmed the presence of these 
constituents and also found that an ethereal extract gave a 
purple colouration with sulphuric acid and glucose — the 
Pettenkofer reaction for biliary acids. In view of recent 
researches on the part played by accessory factors in animal 
fats, the theory has been revived that the value of cod liver 
oil in nutrition may be connected with the presence of such 
substances. 

(3) “ N6vro8th6nine ” is a concentrated solution of the 
glycerophosphates of magnesium, sodium, and potassium, 
the inclusion of common calcium salt being omitted on the 
ground that it favours sclerosis. 

(4) Quinbine is described as an integral extract of the 
active principles of cinchona bark, the inert products being 


excluded. The therapeutic indications are the same as those 
of quinine, but a claim is made for special efficiency ascribed 
to the improved method of preparation adopted. 

EVATMINE. 

(British Organotherapy Co., Ltd , 22, Golden-square, Regent- 
street, London, W.l.) 

This combination in the treatment of asthma is the out¬ 
come of clinical experience in France, and the formula is as 
follows : Pituitary extract (posterior lobe), | gr.; adrenin 
solution (1:1000), 8 minims ; physiological 6alt solution, 
8 minims. The preparation is contained in sterilised 
ampoules of lc.cm., with the above quantities of organo- 
therapeutic constituents. The administration of adrenal 
extract has long been known to give relief in the paroxysms 
of asthma, but some interesting evidence is quoted that in 
combining this haemostatic principle with pituitary extract 
the results arc more satisfactory than when adrenin alone is 
used, as not only is the paroxysm rapidly cut short, but the 
intervals of attack are markedly increased when pituitary 
extract is simultaneously given. The two are combined in 
“evatmine.” 

80T0L. 

(Western Dental Manufacturing Go. Q914), Ltd., 

73, 75, and 79, Queen's road, Bristol.) 

Sotol tablets are not inaptly described as ‘ 4 mouth, nose, 
and throat baths,” for in water they produce a pleasant, 
briskly effervescing solution containing well-known anti¬ 
septics suitable for cleansing the mucosa indicated. The 
antiseptics consist of menthol, thymol, and certain aromatic 
oils with an alkaline basis, which renders them agreeable to 
use and mildly detergent. The effervescence serves to 
circulate the antiseptics uniformly through the fluid, whilst 
giving it a pleasant, somewhat piquant taste. There is a 
feeling that the mouth and nasal passages are clean after 
the use of “ sotol ” solution and a healthy condition estab¬ 
lished. The introduction of an effervescing wash for the 
purpose is, so far as we know, novel. 

FERMENTOSE. 

(A. Brkzet and Go., 145, Wool Exchange, London, B.C.2.) 

In French clinics “la fermentose” has been employed in 
diseases arising out of disorders of nutrition, and notably 
neurasthenia. Its action is said to be that of a con¬ 
structive metabolic agent restoring healthy functional 
activity in the gastro-intestinal tract. Its pharmaco¬ 
logy is based on the presence of digestive ferments and 
an oxydase in the form of a metallic catalyst or activator. 
Fermentose occurs as a pale brownish powder, which is 
enclosed in cachets for administration. Two of these are 
prescribed daily, one with the mid-day and the other with 
the evening meal. We confirmed its hydrolytic activity in 
vitro and found a fairly large proportion of alkaline bi-car- 
bonate present. We found also on suitable treatment the 
presence of metal, but, of course, in small quantity. The 
employment of a metallic “ferment” with well-known 
enzymes in disorders of metabolism is of interest, and 
suggests further clinical trials being made. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


Subscriptions to the Second Appeal. 


The following subscriptions have been received 
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The Grocers' Company 
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THE LANCET. 


LONDON: SATURDAY , NOVEMBER 1C, 1918. 


Peace. 

The cessation of hostilities has let loose a flood 
of feeling which has long been unnaturally 
restrained. The traditional procession in London 
on Saturday to initiate the new Lord Mayor in 
office was a striking military ceremony carried 
through with dignity and order. The same streets 
re-echoed on Monday to the unrestrained cries 
of a nation free once more to rejoice, and if the 
celebrations of peace in the capital seem to 
have been particularly flamboyant this was pro¬ 
bably due to the presence in London of such large 
numbers of American and Colonial troops, in 
his Guildhall speech the Prime Minister, with 
instinctive response to the emotions of the nation, 
characterised the occasion as not an hour for 
speeches but for thankfulness—thankfulness for 
the end of a struggle which is going to lift 
humanity to a higher plane of existence for future 
ages. He appealed to his hearers, as they had by 
their unity achieved victory in war, so they should 
unite in peace to lift up their country by common 
effort to a position such as it never yet held in its 
history. Here medicine will see a particular appeal 
to herself. Medicine has achieved undreamed of 
things by unity and organisation during the last 
four years. The chapter of the Four Years’ War, 
which is now closed, may well be the beginning of 
a new era of physical health. 


The Ministry of Health Bill. 

On Thursday evening last week Dr. Addison, the 
Minister of Reconstruction, introduced in the House 
of Commons the Ministry of Health Bill. Many 
of our readers may not have been able by this 
time to see the text of the measure, but they will 
have read such a large number of abstracts of it 
and commentaries upon it that we may assume 
their8familiarity with its general design, as read for 
fchp first time. They are probably satisfied with 
much that it is proposed to do, but it is none the 
less necessary that the extensive scope and 
possibilities of the Bill should be closely realised, 
although its future is seriously compromised. The 
Bill will not be proceeded with this session, but 
whether this Bill or some other be in question, a 
Ministry of Health can only discharge its functions 
properly towards the public if it conducts its 
affairs with the cooperation of enlightened medi¬ 
cine. The Bill combines under one State Depart¬ 
ment all the existing responsibilities of the 
Local Government Board as far as health is 
concerned, and all the functions of the National 
Insurance Commissions for England and Wales. 
There will also be included the duties of the 
Board of Education in respect of the health of 
expectant and nursing mothers and children under 


five years. The Bill proposes to bring into the 
same Department the duties of the Home Office in 
regard to the protection of infant life under the 
Children Act, 1908, and those of the Privy 
Council, as administered through the Central 
Mid wives Board, in regard to the midwifery 
practice of the country. That is the combining 
scheme of the Bill in respect of existing activities, 
but the Bill also proposes to give the new Ministry 
power to bring in other considerable health duties, 
and all these can be directed under intelligent 
guidance towards improvement in national health 
and its steady maintenance upon the higher planes. 
Thus medical inspection of school children and 
young persons, which -now appertains to the Board 
of Education, and the duties of the Home Office in 
regard to lunacy and mental deficiency, if and when 
possible, may be included in the work of the new 
Department, while the Ministry of Pensions will 
also surrender to it the care of the sick soldier. 
When each additional burden can be best borne we 
may expect to see the process of solidification 
go on. A large programme, but one whose object 
is common; in which, therefore, common wisdom 
at the centre can well be infused into the different 
procedures at the periphery. Consultative Councils 
will be instituted to advise the Ministry in the 
proper directions, and the functions of these bodies 
have yet to be announced. 

Such in brief are the chief provisions of the Bill 
instituting the Ministry of Health, and in intro 
ducing it Dr. Addison claimed that the measure 
was the outcome of general agreement, save in 
details, the agreement having been arrived at after 
consultations with many local authorities, medical 
men, and representatives of the Approved Societies 
under the National Insurance Act. We may be 
certain that the consolidation of existing State 
energies was viewed with approval by all who were 
asked, as it will be by others. The step is one which 
has been demanded in our columns and in those of 
the British Medical Journal for a long time, since 
those whose business it is to follow public adminis 
tration in relation to medical affairs have known 
that the overlapping under the existing conditions 
was a perpetual impediment to progress. None 
the less, the Board of Education could not resign 
without real regret its functions of medical inspec¬ 
tion and treatment of school children, and we have 
every reason to think that no such step will yet 
be taken. Certain difficulties which lie ahead 
can be focussed around questions of Poor-law. 
The present position of Poor-law administration 
does not lend itself to an easy transfer of responsi¬ 
bilities to any new central authority. The Boards 
of Guardians, the responsible authorities under the 
Poor-law, owe allegiance to the Local Government 
Board in other directions besides those which lead 
directly towards the maintenance and progress of 
health, though in all these directions the health 
of the people may be really concerned. Still, its 
medical duties form a very large part of the Poor 
law. A recent Committee, presided over by Sir 
Donald McLean, Deputy Chairman of Ways 
and Means, in considering the transfer of the 
functions of the Poor-law authorities in England 
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and Wales, recommended that the services relating 
to the care and treatment of the sick and infirm 
should no longer be administered as part of the 
Poor-law but should all be made a part of the 
general health service of the country. The Govern¬ 
ment was stated by Dr. Addison —and the point is one 
of enormous importance—to regard the carrying out 
of this recommendation as a matter of urgency, and 
effect will be given to it by the inclusion of Poor- 
law medical administration in the work of the new 
Ministry as soon as the general policy for the 
transfer of the remaining functions of the Poor-law 
authorities to other hands has been settled, but some 
time must elapse before this can be definitely accom¬ 
plished. The whole problem here presents consider¬ 
able difficulties, but the Bill need not be delayed in 
other respects until what is commonly called “ the 
break-up of the Poor-law ” is accomplished. With 
regard to Scotland, the Bill brings together in prac¬ 
tically the same way as in England the different 
State activities of medicine in that country, and 
institutes a Board of Health for the country which 
will be under the direction of the Secretary for 
Scotland. The position of Ireland for the present 
will be Idiat the National Insurance will remain 
under the same direction as the Local Government 
Board of Ireland. The resolution into national 
components of insurance administration places the 
Medical Research Committee without the scope of 
the Bill, and with magnificent prospects before it. 

The measure is an administrative one, and its 
main results will emerge not from the fusion of 
overlapping energies, and, at first at any rate, not 
from the development of constructive work made 
possible where system reigns in place of disorder. 
The results which will be appreciated practically 
will follow upon the part played by the Consultative 
Councils. If the functions of these Councils are 
well defined, if their advice is accepted as being in 
great measure authoritative—which means if their 
constitution is scrupulously considered—and if the 
public is kept duly informed of the reasons which 
determine State action on medical grounds, there 
resides in these Councils a power for good of in¬ 
commensurable strength. The people want to be 
healthy. It is not apathy which makes sections 
of our population blind to their insanitary plight, 
or which keeps localities satisfied when their 
death-rates and infantile mortality are scandalous. 
This calm does not come from apathy—behind the 
supineness is ignorance. It is usual to say here 
that the housing of the poor and the industrial 
wages being what they are, salvation cannot be 
obtained by sanitary administration or institutional 
or domestic medicine. Granted to a certain point; 
but if the people knew what sanitary and medical 
science could do for them, a popular war would be 
waged against dirt and disease as successful as that 
which a popular war has waged against German 
militarism. And the end would be similar. The 
Ministry of Health Bill should constitute a great 
alliance between authorities for the putting down 
of insanitation and erecting the standard of 
personal hygiene; the authorities must secure the 
best advisers, when a well-instructed people will see 
that the counsels of these advisers are followed. 


The Sexual Complement. 

In certain insects, such as Bombyx mori, partheno¬ 
genesis, or the complete evolution of the adult form 
from an unfertilised ovum, is known occasionally 
to occur; and this is a phenomenon probably 
capable of some biochemical explanation not yet 
understood. Among some of the lower inverte¬ 
brates, such as Ciona intestinalis and distomum , 
the individual is all-sufficient unto itself in regard 
to the reproductive functions: each is male and 
female, not only structurally but also functionally. 
In Nudibranchs and Vermes it is usual to find only 
structural hermaphroditism, as it is called—that is 
to say, each creature has functional male and 
female gonads, but cannot fertilise itself. From 
this stage of evolution we find an increasing 
divergence in the sexes; but a divergence only, for 
the separation is never complete; even in the 
human subject there are structural, and probably 
functional, attributes of the opposite sex. In 
the lower vertebrates, such as the fishes and 
some amphibians, the ova are expelled by the 
females from their oviducts to the exterior, 
and are fertilised by the spermatozoa which 
the male pours over them. In certain of the 
amphibians, such as Salamandra maculosa , we see 
the first attempt at copulation with the entry of 
the spermatozoa into the female channels and the 
fertilisation of the ova within the oviducts—a 
constant physiological performance in all the 
higher animals. The phylogenetic importance of 
copulation and viviparity, as seen in the mammals 
above the monotremes which are oviparous, has 
been the subject both of serious study and of 
speculation. Many interesting differences in the 
manner in which the sexual act is accomplished, 
and in the immediate results thereof, are to be 
noted. It is impossible here to enter into all the 
details, each of which is of some morphological 
or physiological importance, but attention may be 
directed to two phenomena which have, perhaps, 
some special bearing on the subject under discus¬ 
sion. First, in rabbits, and probably in other 
rodents, copulation mechanically causes dehiscence 
of the ripe Graafian follicles in the ovaries; second, 
the inseparability of the bitch from the dog for 
some minutes after the semen has been ejaculated 
allows time for the spermatozoa to enter the 
uterus. Viviparity, in all the stages of complete¬ 
ness of placental fusion and chemical interchange 
between the mother and foetus, can be traced from 
the marsupials to Man. It is almost certain that 
the evolution of the processes of reproduction has 
been far more concerned with the requirements*of 
the offspring than with the welfare of the forbears : 
the parents, as such, are by their individual lives 
serving posterity, and to such an extent does this 
obtain in some of the lower creatures that death 
closely follows reproductive consummation. There 
can be little doubt, however, that in the later 
phases of evolution Nature offers many com¬ 
pensations and rewards to those who Tulfll the 
reproductive destiny that is theirs. 

In an article in The Lancet of Nov. 9th Sir 
Arbuthnot Lane discusses the sexual and repro¬ 
ductive functions from the point of view of the 
health of the progenitor, rather than of the claims 
of posterity. Yet it is obvious, of course, that in a 
perfect scheme of sexual opportunity the generations 
to come need not suffer; indeed, with sexual prohibi¬ 
tions as well as sexual facilities considerable benefit 
might accrue. Sir Arbuthnot Lane, however, is 
chiefly concerned with the health of the women of our 
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civilisation. He draws attention to his own valuable 
work on the secondary structural characteristics of 
Woman, and he refers to well-known facts con¬ 
cerning the thyroid gland and its relation to the 
genital functions in the female. Other evidence, 
too, concerning the correlation of most, if not of all, 
of the internal secretions in their influence on the 
sexual characteristics and functions might well be 
adduced ; but in the present day it is not necessary 
to labour the question of sex-differences — physical, 
physiological, and psychological—for they may 
safely be accepted. ' Sir Arbuthnot Lane raises 
interesting physiological considerations in regard 
to the sexual relations between Man and Woman. 
His statements indicate that intercourse and ges¬ 
tation are beneficial to Woman. This is certainly 
true, though the measure of the truth is probably 
proportionate to the exact differentiation of the 
individual into male and female. All medical men 
know how different in health and outlook may be the 
unloved woman from the happy wife and mother; 
yet many can recall instances in which celibacy 
has left apparently unaffected both the physiology 
and psychology. Yet most normal, healthy women 
become more womanly, more composed and happy, 
and their vital organs more vigorous as the result 
of gestation and lactation. But this effect will take 
place in proportion to the distinct sexual divergence 
already mentioned, which is present in the individual. 

But apart from conception and its results, is 
there any evidence to show that sexual inter¬ 
course is beneficial to Woman ? Sir Arbuthnot 
Lane says that there is, and we are inclined to 
agree with him, but not on the ground stated 
namely, that the prostatic secretion is absorbed by 
the female and is “ far-reaching and active in its 
results.” With regard to the male, the prostate is 
said to be an organ of internal secretion that acts 
as a 41 powerful stimulant.” With this statement, 
too, we find it difficult to agree. The glands in the 
prostate are developed from the epithelium of the 
urogenital sinus in close relationship with the 
urethra. In the female the homologue of the 
prostatic glands is to be found in the para urethral 
glands. Castration produces atrophy in the prostate, 
but recent observations—experimental and clinical 
—indicate that prostatectomy does not lead to 
retrogressive changes in the testes, as originally 
stated by Serralach and Pares. Further, it is 
unlikely on phylogenetic grounds that the prostate 
is an organ of internal secretion, for even in the 
lowest mammals—a late stage of evolution—there 
is no prostate, nor are there vesiculae seminales; 
indeed, until the urethral canal, through which 
both urine and semen are voided, is formed, this 
gland is not developed. It is probable that the 
prostate subserves only the functions and require¬ 
ments of the spermatozoa—that is to say, the 
external secretion keeps active the male sex-cells, 
and by the production of a ferment known as 
“ yesiculase ” causes temporary coagulation of the 
fluid from the vesiculre Beminales after ejaculation, 
a condition that prevents the easy escape of the 
semen from the vagina. The absorbent properties 
of the vagina have not been sufficiently studied, 
but in view of its structure these cannot be great. 
The benefits, then, that a woman derives from 
sexual intercourse, apart from the advantages of 
conception, are mechanical, sensory, and psycho¬ 
logical, and these, it is true, may greatly affect her 
normality and well-being. Hence the importance 
of what we may call the “sexual complement,’’which, 
as Sir Arbuthnot Lane indicates, is frequently not 
available in the present state of civilisation. 

^nnatatians. 

“ Ne quid nimlB.” 

THE MENTALITY OF THE WAR PRISONER. 

Prisoners’ camps in all parts of Europe are being 
broken up, and the early return of our own 
prisoners of war and of civilian internes from 
enemy countries is expected. Much has been 
written, but little is definitely known, about 
their mental well-being, and we welcome a little 
pamphlet 1 of 50 pages by Dr. A. L. Vischer, of Basle, 
devoted to the study of the psychology of prisoners 
of war, and especially to what was first called the 
“barbed-wire disease” in an agreement for ex¬ 
change made between this country and Germany in 

July, 1917. Dr. Vischer is a surgeon in Basle, 
and does not claim for himself special expe¬ 
rience in mental affections, but he has himself 
spent much time in various prisoners’ camps in 
different countries (he was attached to the Swiss 

Consulate in London), has conversed with hundreds 
of prisoners, and learned to know many of them. 

His experience is therefore first-hand, and he claims 
that it is important owing to the fact that 

4 or 5 million men have been kept in confinement 
in enemy countries, and that many of them will 
return with impaired mentality to their homes. 

Dr. Vischer is well read in his subject and accepts 

Dr. F. W. Mott’s dictum (The Lancet, Jan. 26th, 

1918) that hysteria and severe neurasthenia are 
seldom seen in prisoners’ camps; but he draws a 
picture of a mentality characteristic of prisoners of 
war, to which the majority fall victim within two or 
three months and from which few escape completely. 

The factors in its causation he considers to be 
partly the monotonous and scanty food-supply, the 
absence of fresh air, the circumstances of their 
incarceration, the loss of personal freedom, and the 
loneliness; summing up in one sentence the three 
basal factors as follows — loss of liberty for an un¬ 
known period in close company with many others. 

The result is a continual longing with entire 
inability to perform. The factor of loneliness in 
the midst of company he illustrates from writings 
emanating from various camps? A little poem 
entitled “Lagereinsamkeit,” from Knockaloe, begins 
with the stanza — 

Rein Pliitzchen in der Hiitte, 

Rein Fuss breit Platz im Freien, 

Wo du nur auf Sekunden 

Mai konntest einsam sein — 

which may be compared with a passage from 

Gaston Riou’s “ Journal d’un Simple Soldat,” which 
runs: — 

“ vivre entre hommes, rien qu’entre homines, tons les 

jours, toutes les nuits, coeur A ooeur, bee A beo, griffe A 
griffe, sans activity sans solitude, sans la compagnie de 
femmes — o’est autre solitude, — oui,o’est cela le purgatoire l ” 

And in the midst of this loneliness “the barbed 
wire draws itself like a red thread” through his 
whole world of thoughts. Not only so, but it impels 
him to resistance. The prisoner finds himself 
obliged to kick against the pricks. He is always 
on the defensive, and begins to complain not only 
of the management of the camp, but also of his 
friends and relatives, and this not only in word but 
in writing. The camp magazines of all countries 

i —------- 

i i Die Stacheldrsht-Kr&nkhelt: Beitriige zur Psychologic dea Kriega- 

gefangenen. 1918. Raacher and Cle., Zurich. Fr. 1.60. 
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show a marked resemblance in this respect. In the 

German camps the prevailing feeling is one of 
mistrust, which especially takes the form of 
suspecting those who bring the post. In camp 
jargon, the postal officials are supposed to be 
always “ trying it on,” which is an inadequate trans¬ 
lation of the German “ Schiebung.” The word con¬ 
stantly recurs in the records of the camp satirists. 
Briefly, the camp community consists of people 
who hope and wait together, and in so doing 
become wearied in mind and soul. Some find outlet 
in gambling, many in the familiar occupation of 
“grousing.” Rumour plays a large part in camp 
life. Reports which are not at first actually believed 
circulate freely, so that the whole camp popu¬ 
lation may pack their things at night in pre¬ 
paration for a departure on the morrow, of which 
there was no reasonable prospect. Ruhleben has 
been described by an inmate as the “ City of 
Futility.” Even the best-educated has to struggle to 
perform mental work of any kind. Concentration 
becomes ever more difficult. Restlessness 6ets in, 
with mental fatigue, on the slightest exertion, 
whether of mind or body. Lack of memory 
is a frequent complaint. The depression as it 
increases involves disinclination to speak, and 
gradually the full picture develops of what 
is called “ Stacheldraht-Fieber,” and familiarly 
“ grauer Vogel,” or in French “ cafard.” Dr. 
Vischer found many grades of the affection, but 
is unable to give any idea of the proportion 
of severe cases. He instances 3 out of 30 in one 
hut, 50 out of several hundred in one camp. 
Cases are more marked as well as more numerous 
among internes than prisoners of war for the 
reason, Dr. Vischer thinks, that the former are 
often people who left their homes in order to find 
a freer existence elsewhere, and are therefore 
peculiarly intolerant of restraint. His statement 
is noteworthy that bad and even brutal treatment 
does not produce the disease, while good treatment 
does not keep it in check. Even a charming site 
for the camp is no prophylactic, as those will guess 
who have had to deal with sick folk kept for long 
periods away from home in beautiful surroundings. 
In regard to recovery he can say but little, except 
that the condition is not cured at once on leaving 
the camp. When *it is in any way highly marked 
recovery may require a long time. Many of the 
internes gave him the impression of broken people. 
An old general who visited a number of his own 
officers and privates interned in Switzerland 
frankly admitted that he could not understand 
them, nor they him. .The latter part of Dr. 
Vischer’s monograph is given up to an interest 
ing comparison of barbed-wire disease with 
other similar conditions. Napoleon in St. Helena 
suffered from an “irritation nerveuse considerable.” 
The “ mentalite gregaire ” of isolated military 
colonies, the mass illusions of seamen becalmed on 
the equator, the trivial quarrels of polar explorers, 
the frequent neurasthenia noted in the French 
maritime service: all these he finds nearly akin. 
In all may appear the irritability, the ideas of 
suicide and persecution, the various obsessions, and 
the desire for solitude and isolation. The polar 
explorer has the most intimate points of similarity 
with the prisoner of war, with the great difference 
that his incarceration is voluntary. Dr. Vischer 
concludes with an expression of thankfulness 
at the share which Switzerland has taken in 
mitigating the prolonged isolation of the war 
prisoner. 


THE MEDICAL SERVICE OF* THE ROYAL AIR 
FORCE. 

Me publish in another column a letter from Sir 
Arbuthnot Lane, Dr. G. A. Sutherland, and Mr. 
Joynson-Hicks, M.P., calling attention to the 
announcement made in Parliament last week by 
Major Baird, Under Secretary of the Air Ministry, 
in respect of the appointment of the Medical 
Administrator of the Medical Service of the Royal 
Air Force. The letter exposes exactly a situation 
of considerable anxiety. Not a word in it suggests 
that the appointment has been offered to an officer 
who has not the proper qualifications, and as a 
matter of fact the record of the officer in question, 
Colonel Fell, R.A.M.C., is favourably known. But 
Sir Arbuthnot Lane and his co-signatories call 
attention to the fact that no guarantee is forth¬ 
coming either from Colonel Fell himself or from 
Major Baird, speaking for the Royal Air Force, that 
under Colonel Fell’s administration the scientific 
prospects of the Medical Service of that Force will 
be maintained in the promising position laid down 
by the newly devised conditions of the Service. 
These conditions were published in The Lancet, 
Sept. 28th, and were read with high satisfaction by 
the medical profession as representing an improve 
ment from the scientific point of view upon any terms 
which have hitherto been offered to the medical 
profession when engaged on naval, military, civil, or 
administrative work. Our remarks upon the con¬ 
ditions might well have formed the text for the 
letter in our columns from Sir Arbuthnot Lane, 
Dr. Sutherland, and Mr. Joynson-Hicks. The con¬ 
ditions of the Royal Air Force Medical Service, 
following on the Report of the Watson Cheyne 
Committee, make proper room for the allocation of 
all the medical officers of the new Service to 
occupations for which they are fitted, and secure 
the promotion by selection of particular men for 
particular work. To say, as Major Baird did in 
Parliament, that Colonel Fell will be guided by 
the principles of the Watson Cheyne Report is 
not enough. An excellent set of conditions has 
been devised by a strong Committee, has received 
the approval of the sister services and scientific 
laymen; to learn that they may form a guide to 
the conduct of the Service is to arouse a very 
natural suspicion that the Report of the Com 
mittee is going to be set aside, how, when, and 
where it may suit the incoming administration. 
Why can this natural suspicion not be removed ? 


RECONSTRUCTION IN NEUROLOGY. 

Our present ideas upon biological evolution have 
resulted in large measure from the work of Darwin 
and Spencer. Shortly after the publication of their 
writings workers in all branches of science —* 
zoology, physiology, sociology, clinical medicine, 
and the rest—began to see the application of the 
principles of progressive change and evolutionary 
adaptation to their own particular problems, but 
until recently little coordination of the results 
obtained along these various lines of investigation 
had taken place. Few clinicians, for example, were* 
conversant with the works of Marshall Hall, Balfour, 
Foster, Lankester, and Gaskell, whilst to laboratory 
workers the generalisations of Anstie, Laycock, and 
Hughlings Jackson from cases of disease were 
almost unknown. In the “ seventies ” and “ eighties” 
the English school of neurology was still dominated 
by physiological conceptions, but with the dis¬ 
coveries of motor cerebral localisation and its 
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implications by Ferrier, Horsley, Gotcb, Mott, and 
others anatomical and structural conceptions gained 
the upper hand. Now, however, the pendulum is 
swinging back again, and principles deduced from 
careful clinical investigations correlated with the 
findings of experimentalists are taking their 
proper place. This subtle change in the attitude 
of the neurologist not only to disease but also to 
its general effect upon the patient is ably described 
by Dr. Henry Head in his presidential address before 
the Neurological Section of the Royal Society of 
Medicine, which we print on another page. This 
change, in which Dr. Head has himself played no 
mean part, really began with the foundation by 
Michael Foster of the Cambridge School of Physio¬ 
logy. A band of workers whom he collected around 
him devoted themselves to the problems of nervous 
activity, but for many years to the bulk of the 
medical profession their findings remained a 
closed book. Even now few practitioners are 
fully aware of the light which the experi¬ 
ments of Gaskell, Sherrington, Anderson, Langley, 
Dale, Keith Lucas, and others throw upon the 
every-day problems of general practice; the 
essential message of Hughlings Jackson’s writings 
in The Lancet and Brain was not intended to 
have special appeal, but thirty years ago the general 
audience must have been small. To Jackson the 
inner meaning of disordered process was of 
greater importance than the obvious disability. 
Following him, English neurologists are beginning 
to see the fundamental importance of the 
functional adaptation shown in the integrative 
action of the nervous system and mind, and in 
dealing with the injuries, diseases, and disorders 
of the nervous system resulting from the stresses 
of war, the universal application of this principle 
has forced itself upon our notice. Nervous, mental, 
psychological, and sociological problems all illus- 
• trate the principles of incomplete adaptation. Dr. 
W. Aldren Turner, in his paper bn the Neuroses 
and Psychoses of War, published in last week’s 
issue of The Lancet, stated that all neuroses, 
whether of the individual or of the nation, are the 
consequences of a failure of psychological adapta¬ 
tion or readjustment to environmental conditions. 
Such functional failure of adaptation can only be 
properly faced when the principles underlying it 
are kept constantly in view. No static solution 
of these problems is possible, and no scheme can 
command success which does not allow of pro¬ 
gressive evolutionary change towards more complete 
adaptation. This principle also has its application 
in the wider fields of national reconstruction. 


BOTULISM DUE TO CANNED VEGETABLES. 

The form of food poisoning known as botulism 
was first described in Germany, where it was found 
to be due to infection of meat or fish with the 
Bacillus* botulinu8 % ham or sausage (as the name 
implies) being the usual source of the poisoning. 
In the Journal of the Canadian Medical Association 
tor October, Captain E. C. Dickson, C.A.M.C., has 
published an important paper from the Laboratory 
of Experimental Medicine, Stanford University 
Medical School, San Francisco, in which he shows 
that since December, 1913, it has been recognised 
in the United States that botulism may be due to 
vegetable foods. In that month, as already recorded 
in The Lancet of August 24th, p. 246, an outbreak 
of food poisoning of the botulinus type occurred 
at a " Sorority house ” at Stanford University, in 


which 12 persons were poisoned by eating a salad 
prepared from home-canned beans. It was not 
proved that the beans were infected with 
the B. botulinus , but a series of experiments 
were made which showed that the toxin of the 
bacillus may be formed in mediums prepared from 
peas, beans, corn, asparagus, artichokes, peaches, 
pears, apricots, and prunes. Records were then 
collected of a series of outbreaks in which 
poisoning was caused by one or other of these 
vegetables or fruits, in all cases home canned. 
Botulism differs from the usual type of food 
poisoning in that the central nervous system 
is essentially involved. It is not an infection 
but an intoxication, being due to a toxin some¬ 
what analogous to the toxins of diphtheria and 
tetanus, which is formed in the food before it is 
eaten. It is never formed in the body as the 
optimum temperature for the bacillus is 24° to 28° C., 
and the toxin is not formed at 37‘5°C. (the normal 
body temperature). The prevalence of the toxin in 
American home-canned vegetables and fruits is 
due to the fact that methods of sterilisation are not 
sufficient to kill the spores. The common practice 
is to immerse the filled jar in boiling water in a 
wash boiler for from two to three hours. But 
experiments show that emulsions of the spores 
resist immersion in boiling water for more than 
two hours. Very few outbreaks have been due to 
commercially canned vegetables, because in the 
United States vegetables are sterilised with steam 
under pressure at a temperature of 240° to 250° C. 
In all the cases of poisoning the food was not 
cooked before it was eaten. It has been shown 
that the toxin is destroyed if heated to the boiling- 
point, and that contaminated food is safe, so far aa 
botulism is concerned, if cooked before it is eaten. 
In a number of instances portions of contaminated* 
food have been cooked and eaten without ill-effect, 
while the remaining portion has been served as a 
salad and caused fatal poisoning. It appears that 
food which shows signs of spoilage, and for this very 
reason may be canned, is particularly dangerous. 
The process of home canning is not common in this 
country, which perhaps accounts for immunity from 
this form of food poisoning. 


THE EFFICIENT TEACHING OF NURSING. 

Dame Ethel Becher was only voicing the general 
feeling of the nursing world when, at a recent 
complimentary luncheon, as matron-in-chief of 
Queen Alexandra’s Imperial Military Service, she 
spoke of the high ideals which the nurses of this 
country have always kept before them. It is in 
the translation of these ideals to actual practice 
that the difficulty is encountered. At present, 
apart from the lectures given by the medical 
staff, instruction in nursing methods is largely 
of a haphazard character and left to tired ward- 
sisters and over burdened matrons, the results 
naturally being often disappointing to pupil 
and teacher alike. Matrons and sisters often do 
not know how to teach because they have not 
themselves been taught. The appointment of 
sister-tutors in connexion with training schools 
would ensure efficient, instruction in nursing 
methods, and the College of Nursing, Ltd., has 
been enabled to offer through the Nation’s Fund 
for Nurses three studentships, valued at 100 
guineas each, in order to facilitate these appoint¬ 
ments. Many hospitals and Poor-law infirmaries 
are prepared to appoint nurse-instructors or 
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sister-tutors, and it is to be part of the construc¬ 
tive work of the College of Nursing to qualify the 
trained nurse for these posts. Delay in State 
registration need not prevent progress in the 
direction of desirable constructive work. There 
is ample reason why it would be better to offer 
these studentships rather than to await the actual 
end of the war, or the great processes of rearrange¬ 
ment that will follow, yet for the moment prompt 
action has debarred nurses on active service 
from competing. The training schools have lost 
some of their best teachers, and the probationers 
are already suffering from this loss. The Entrance 
Examination for the studentships was held at King’s 
College for Women on Sept. 3rd, 1918, and included 
two papers, one on general knowledge and the 
other on purely nursing topics. Two of the success¬ 
ful candidates come from a London school, the third 
from the Royal Infirmary, Manchester. The course 
at King’s College for which the studentships are 
granted is an experimental one, subject to 
improvement from year to year. The nurses will 
derive benefit from working in the College with 
students of wider outlook, and the contact will 
help to break down the too cloistered attitude of 
the nurse’s mind. We welcome the institution of 
these studentships and hope that next year they 
may be increased. Lady Cowdray has offered 
special studentship for Aberdeen nurses. 


Professor J. G. Adami, Colonel, C.A.M.C., has been 
appointed one of the Canadian representatives upon 
the permanent Inter-Allied Committee for the Treat¬ 
ment of the Disabled Soldier, and is attending the 
Conference now sitting in Paris. 


The death is announced, at the advanced age of 
94 years, of Sir Hermann Weber, who graduated 
in medicine at the University of Bonn in 1848 and 
became a Fellow of the Royal College of Physicians 
of London in 1859. To him we largely owe the 
beginnings of the modern science of climatotherapy. 


The fourth annual report of the Medical Research 
Committee of the National Health Insurance has 
just been issued in the form of a pamphlet of 
80 pages (Cd. 8981. Price 4 d.). The report covers 
the work of the year ending Sept. 30th, 1918. We 
are indebted to the Committee for a further 
summary of work done abroad on the epidemiology 
and bacteriology of influenza. . 


A MEMORANDUM ON INFLUENZA 

FROM THE ROYAL COLLEGE OF PHYSICIANS OF 
LONDON. 


In view of the alarming and contradictory reports of the 
present epidemic of influenza that have appeared in the 
public press, the Royal College of Physicians of London has 
made the following authoritative statement in the public 
interest: — 

[Mkmorahdum.] 

The past few weeks have now afforded sufficient experience to 
permit some positive statements to be made. Though the epidemic 
shows signs «*f abatement in London, it is still severe elsewhere; 
moreover, its after-effects call for intelligent anticipation. 

The present epidemic is virtually world wide, irrespective of race 
community, or calling. Similar world-wide epidemics occurred In 
1803, 1833, 1837, 1847, i890. The long intermlasioh since 
spread epidemic had already made an early reappearance probable, but 


the conditions of epidemic prevalence of influenza are too obscure to 
allow of precise prediction. 

This outbreak is essentially identical both in itself and in its compli¬ 
cations, including pneumonia, with that of 1890. The disproportionate 
occurrence of a special symptom, a well-recognis-d phenomenon in the 
case of epidemics-as. for exa nple, nose bleeding in the present 
epidemic -does not invalidate this statement. The present epidemic 
has no relation to plague, as some have suggested. 

Although there oan be no question that the virus of Influenza is a 
living organism, and capable of transference from man to man, yet the 
nature of the virus is still uncertain. It Is posnbly beyond the preseut 
range of microscopic vldon. The bacillus discovered by Pfeiffer 
commonly known as the influenza bacillus, has in the past been 
regar led ns the prob »ble cause, though on insufficient evidence. There 
Is doubt as to the primary part it plavs in the disease. Important though 
it probably is as a secondary infecting agent. Pfeiffer’s bacillus, the 
pneumococcus, and above all In this epidemic the streptococcus, seem 
t • be responsible for most of the fatal complications of influenza. 

Infection is conveyed from the sick to the healthy by the secretions 
of the respiratory surfaces. In coughing, sneezing, and even in loud 
talking the»e are transmitted th ough the air for considerable distances 
in the form of a fine sprky. The chaanels of reception are normally 
the nose and throat. J 

It is manifest chat the closer the contact the more readily will this 
transmission occur; hence the paramount importance of avoiding over¬ 
crowding and thronging of every sort, whether in places of public 
resort, public conveyances, factories, camps, dwelling rooms, or 
dormitories. 

The sum of available evidence favours the belief that the period of 
incubation is about 48 hours or even somewhat less. 

The dangers of influenza are gravely increased by the complications, 
and much can be done to avoid or to mitigate these. Such complica¬ 
tions may develop insidiously, and without previous signs of severe 
illness. 

Carefulness does undoubtedly decrease, and carelessness increase, both 
morbidity and mortality ; it is important, therefore, that the public 
should have a clear idea of auca measures of personal proohyiaxis as 
are available against infection; larger measures of public health, 
administered by Government or local authorities, stand outside the 
scope of the present Memorandum. Tne individual must be taught to 
reali-e and acquiesce in his duty to the community. 

Well-ven* Hated airy rooms promote well-being, and to that extent, 
at any rate, are inimical to infection; draughts are due to unskilful 
veutilatlon and are harmful; chilling of the body surface should be 
prevented by wearing warm clothing out of doors. 

Good nourishing food, and enough of 11, is desirable; there ls no 
vlnue in more than this. War rations are fully adequate to the 
maintenance of good health, though they may not afford just the par¬ 
ticular articles that each fancy demands. Alcoholic excess invites 
disaster. Within the limits of moderation each pers »n will be wise to 
maintain unaltered whatever habit experience has proved to be most 
agreeable to his own health. 

The throat should be gargled every four to six hours, if possible, or 
at least morning and evening, wirh a disinfectant gargle, of which one 
of the most potent is a solution of iiO drops of liquor soda ch orlnata in 
a tumbler of warm wa»er. A a .lutlon of common table salt, one tea- 
spoonful to the piul of warm water, is suitable for the nasal p*s«age; 
a little may be poured Into the hollowed palm of the hand and tnuffed 
up the nostrils two or three times a day. • 

Since we are uncertain of the primary cause of influenza no form of 
Inoculation can be guarantee 1 to protect against ihe disease itself, 
rrom what we know as to the lack of enduring protection after an 
attack, it might in any case be assumed that no vaccine c mid protect 
for more than a short period. But the chief dangers of influenza lie in 
its complications, and It Is probable that much may be done to mitigate 
the severity of the affection and to diminish its mortality by raising 
the resistance of the body against the chief secondary infecting agents. 
No vaccines should be administered except under competent medical 

No drug has as yet been proved to have any specific influence as a 
preventive of influenza. 

At the first feeling of illness or rise of temperature the patient 
should go to bed at once and summ m his medical attendant. 

The early stages of an attack are the most Infective, but Infection 
may persist throughout the illness, and segregation should be main¬ 
tained at le.ast, till the temperature Is uormal. 

Relapses and complications are much less likely to occur if the 
patient goes to be i at once and remains there till all fever has gone for 
two or three days; much harm may be done by getting about too 
early. Chill and over-exertion during convalescence are fruitful of evil 
consequences. 

The virus of influenza is very easily destroyed, and extensive 
measures of disinfection are not called for. Expectoration should 
b« received when possible in a glazed receptacle in which is a solution 
of chloride of lime. Discarded handkerchiefs should be immediately 
placed in disinfectant, or if of paper burnt. 

The liability of the immediate attendants to Infection may be 
materially diminished by avoiding inhalation of the patient’s breath, 
and particularly when he is coughi .g, sneezing, or talking. A hand¬ 
kerchief should be held before the mouth and the be*d turned aside 
daring coughing or sneezing. The risk of conveyance of infection by 
the lingers must be constantly remembered, and the hands should be 
washed at once after contact with the patient or with mucus from the 
nose or throat. 

Kach case must be treated, as occasion demands, under the direction 
of the medical attendant. 

No drug has as yet been proved to have any specific curative effect 
on influenza, though many are useful in guiding its course and mitigating 
its symptoms. 

The Memorandum closes with the statement that in the 
uncertainty of our present knowledge considerable hesitation 
must be felt in advising vaccine treatment as a curative 
measure. A warning is added that a period of enfeeblement 
following an attack of inflnenzi should never be disregarded, 
as it is apt to mask the presence of other morbid conditions. 
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Camspnbente. 

'* Audi alteram partem.” 

THE MEDICAL SERVICE OF THE R.A.F.: 
PRINCIPLES OF PROMOTION. 

To the Editor of The Lancet. 

Sir, —Major Baird’s statement in the House of Commons 
on Nov. 4th that the appointment of Director of the Medical 
Service had been offered to Colonel Fell, who would act on 
the principles of the Advisory Committee’s Report, hardly 
coincides with the position as we see it at the moment, 
and the matter is of such vital importance, not merely to the 
future of the Air Service, but to the whole medical situation 
throughout the country, that we enture to trouble you with 
the following remarks. 

The Report of the Flying Services Medical Advisory 
Committee, to give it its full title, was a long and carefully 
considered document, unanimously passed on Nov. 29th, 
1917, not only by the civilian members, but also by the 
representatives of the Admiralty, the War Office, and the 
Air Service. Put shortly, the whole object of this Com¬ 
mittee in formulating their scheme for an Air Medical 
Service was that promotion should be by medical efficiency, 
and not, as in the R.A.M.C., by administrative capacity. 

The most important proposal involved the formation of a 
service in which specialisation and efficiency, assisted by a 
wise system of competition, would afford to the State a body 
of expert medical men who would iise in rank independently 
of the necessity of discarding the practice of their profession 
in order to assume administrative duties, which system 
prevails in the existing medical services. -—J 

The Report further contemplated the appointment of three 
Medical Officers for Training, for Air Command, and for 
Hospital Work, and four officers for the supervision of general 
pathology, sanitation, statistics, and medical supplies. 

We will not trespass upon your space to describe in 
detail the proposals of the Committee ; suffice it to say that 
in our opinion the ground was laid for a Medical Service 
superior to that of any existing force. 

As part of these proposals a Medical Administrative Com¬ 
mittee was instituted in order to assist the Medical Adminis¬ 
trator of the Air Force in carrying into effect the principles 
of the Report. They have devoted nearly a year to this 
work, which is now to be thrown on one side. 

It is known, moreover, that after the war the medical 
administration of the three Services will in all probability 
be amalgamated into one Imperial Medical Service, and it is 
of the highest importance from every point of view that the 
administration of this united Service should be scientific in 
the best sense of the term. Moreover, it is more than prob¬ 
able that the new Civilian Medical Service, which will 
presumably be the outcome of the Ministry of Health, will, 
in fact must, be founded on either the lines of the R.A.M.C. 
or the lines of the Air Force Medical Service, and again we 
suggest that it is of vital importance to such Civilian Service 
to commence on what we conceive to be the right lines. 

Now, however, the work of the Advisory Committee is 
being undone by the Air Council. The office of Medical 
Administrator has apparently been offered to Colonel Fell 
(a gentleman of whose administrative abilities we say 
nothing, but who, during the war, has occupied himself 
simply and solely with administration in various areas), with 
freedom from the control of the Medical Administrative 
Committee. It is possible that he may work on the principles 
of the Report, but it is hardly likely, particularly as Major 
Baird admits that the Administrative Committee has as such 
been dissolved, and we can find no trace of its retention in 
an advisory Capacity as suggested by the Under-Secretary ; 
in fast, at the last meeting of the Committee on Oct. 2l9t 
the chairman stated that the Committee was automatically 
dissolved and that there would be no further meeting. 

Surely the Air Board will not, without consulting the 
Committee, which took so much pains to lay the proper 
foundations of the Medical Service, tear up all its work and 
lose the opportunity of founding a really scientific Medical 
Service for the new Air Force.—Yours, &c., 

W. ARBUTHNOT Lane, \ Members Medical 
G. A. SUTHERLAND, j Advisory Committee. 

W. Joynson-Hicks, 

Nov. 7th, 1918. Chairman. Parliamentary Air Committee. 

THE TREATMENT OF INCIPIENT MENTAL 

DISEASE. 

To the Editor of The Lancet. 

Sir, _Among the proposals for reconstruction wnich are 

to the fore is one for legalising treatment of persons who 
are suffering from incipient mental disease. The Board of 

Control have devoted some space to the subject in their 
fourth annual report recently issued, where they suggest 
(amongst other things) the amendment of the present law 
(1) to enable incipient cases of mental disorder to receive 
treatment in general or special hospitals, mental institu¬ 
tions, &c., for not more than six months without the neces¬ 
sity for certification under the Lunacy Acts; (2) to permit 
the establishment at general hospitals of sections for both 
in- and out-patients for the early diagnosis and treatment of 
incipient cases ; and (3) to extend to public asylums the 
principle of voluntary admission which now obtains with 
respect to private asylums. 

It does not appear to be generally known that the London 

County Council has already to some extent anticipated the 
first and third at least of these suggestions in connexion 
with its proposed use of the Maudsley Hospital at Denmark 

Hill. This hospital, originated by the late Dr. Henry 

Maudsley, towards the erection of which by the Council he 
generously contributed the sum of £30,000, is designed for 
the early residential treatment of acute cases of mental dis¬ 
order and for the provision of advice and treatment for 
out-patients. It has not yet been used for the purpose 
intended, for it was taken over by the War Office before the 
building was completed, and is now being used for treatment 
of neurasthenic and shell-shock cases arising from military 
service. In anticipation of its use, however, upon the lines 
originally laid down, the London County Council, in its 

General Powers Act, 1915, obtained authority to receive 
and treat voluntary boarders at the hospital. The powers 
obtained were somewhat restricted, but they will permit the 

Council, when the hospital reverts to the use for which it was 
designed, to receive as patients persons who desire volun¬ 
tarily to submit themselves for treatment. It is the fervent 
hope of many who are associated with the care and treatment 
of mental cases that this power, together with the establish¬ 
ment of a clinic at the hospital, will afford means of 
early treatment, which may avoid the necessity for sub¬ 
sequent certification in many cases, and will further help to 
spread a general knowledge of mental diseases which is 
often, for a variety of reasons, not found to-day. 

I am, Sir, yours faithfully, 

R. J. Cooper, 

Chairman of the Asylums and Mental Deficiency Committee 
of the London County Council. 

County Hall. Spring Gardens, London, S.W., Nov. 6th, 1918. 

To the Editor of The LANCET. 

Sir,—O n Oct. 5th you published a letter of mine dealing 
with the early diagnosis and treatment of the insane. 

Judging by private correspondence and conversation which I 
have had since then, I think I ought to explain in more 
detail what I intended. I pointed out the difficulties that 
beset the general practitioner in the diagnosis and treatment 
of insanity in its early stages. When the reform of lunacy 
practice comes about I hope that it will be found possible to 
provide expert assistance for the general practitioner. What 

I would suggest would be that in any case of suspected 
insanity the practitioner in attendance should have the right 
of calling in an appointed specialist, just in the same way as 
he can now do in the case of suspected tuberculous disease. 

In this case it should be arranged that the medical 
attendant would actually meet the specialist in consulta¬ 
tion* The medical attendant would then have the advantage 
of a really useful clinical lecture, and the advantage 
would extend not only to the patient, but to the expert who 
would often see what he now seldom has an opportunity of 
seeing—the patient in the early stage of his illness in his 
usual and ordinary surroundings ; and he could not fail to 
gather useful information as to the cause of his attack and 
guidance for treatment, which must vary with the circum¬ 
stances of different patients. 

I do not see what other chance there is for a specialist to 
get these patients at this stage at a clinic where he could 
demonstrate their condition to the practitioners who are 
anxious to be taught. It has always seemed to me that, in a 
very large proportion of diseases, a clinic in a patient s 
natural and usual surroundings must have a great advantage 
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over any other form of teaching. A question might arise as 
to who should be the expert. The answer to this is not the 
intention of my letter, but I would suggest that the most 
suitable person to call in would be the medical superintendent 
of the county asylum of the area in which the patient is 
residing. It would be impossible for any local authority to 
suspect him of having any sordid interest in any treatment 
he might recommend.—I am, Sir, yours faithfully, 

Bradford-on-Avon, Oct.28oh, 1918. CflAS. E. S. FLKMMING. 

THE VISITS OF CONSULTANT PHYSICIANS TO 
PRIVATE SERVICE LUNACY PATIENTS. 

To the Editor of The Lancet. 

Sir,—I have been in practice now for 45 years and have 
done consulting work in mental medicine for over 32 years. 
During the whole of that period I have seen many patients 
at the request of their relatives in public asylums, registered 
hospitals, licensed houses, private care, and in many nursing 
homes, and until this case ray visits have never been opposed 
but rather welcomed, and I can look back to many very 
happy hours spent in some of these institutions. I fear 
from what I hear from several medical men this has not 
always been the case in their experience. 

Not long ago I was asked by a brother of a private service 
patient in a county asylum to visit and report on his brother’s 
case. I agreed to make this consultative vbit and asked him 
to write to the medical superintendent of the said institution 
asking for permission for such visit. I also wrote asking the 
medical superintendent for permission to visit this patient. I 
received a letter from the medical superintendent stating that 
such a visit of an outside practitioner to any patient in his 
asylum would be creating a precedent and that he must refuse 
permission. I at once pointed out Sec. 47 of the Lunacy 
Act which dealt with this question and also wrote to the 
Board of Control. The brother of the patient wrote to the 
Board also, pointing out the same section, and referred to 
the report of the Select Committee on admission of friends, 
relatives, and medical men to patients in institutions for the 
insane. The Board of Control refused to intervene on the 
ground that it would create a precedent for an outside prac¬ 
titioner to visit any patient in a public asylum. To this a 
solicitor replied, saying that unless an order was given for 
my visit under Bee. 47 of the Act he should immediately 
apply for a mandamus. A similar request from the wife of 
the patient was enclosed. By return of post an order for 
my visit was sent. I wrote to the medical superintendent, 
telling him the day and time I was coming down, and 
asking him to let me see the entries in the case-books 
and the certificates upon which the patient was received 
as a private service patient. I also asked if he would 
kindly tell me the best means of getting quickly from the 
railway to the asylum. To this letter I received no reply. 

I arrived at the asylum at about the time stated in my letter, 
and was told by the head attendant that he had orders to 
allow me to see the patient. I asked that I might first see 
the entries in the case-book re the case, and also the certifi¬ 
cates upon which he was received. His answer was that he 
had orders not to show me these. I found the patient in 
bed. I asked why he was in bed. and was told, “To see 
you.” I examined him, and all I could get from him was 
that he wanted to get back to his wife and family, and to 
work for them ; that he had tried to commit suicide when 
in a hospital at Cambridge, and that he felt he was 
buried alive. I then asked several questions of the 
attendant in charge, who was unable to reply to them. The 
medical officer in attendance on the patient refused to see me. 

The solicitor then wrote to the Board of Control, telling 
them what had happened and asking for another order 
with special instructions that I was to see the entries in 
the case-book and the certificates in respect of the patient, 
and some medical man. To this letter the Board of Control 
answered that I had already visited the patient and that 
there was no reason for granting another order. The matter 
is now before counsel as to the next step to be taken. 

I admit that the Board of Control have the right to make 
the order for such visits as I proposed, and that they reserve 
that right lest undesirable persons should seek admission to 
patients in asylums, but I hardly see how a medical con¬ 
sultant can be considered an undesirable visitor. 

I am, Sir, yours faithfully. 

Lionel a. Weatherly, M.D. 

Winsley House, Bournemouth, Nov. 7th, 191B. 


PHTHISIS IN FACTORY AND WORKSHOP. 

To the Editor of The Lancet. 

Sir,— As chairman of the Subcommittee on Phthisis in 
Relation to Occupations appointed by the Medical Research 
Committee, I would point out that Dr. Benjamin Moore's 
article in your issue of Nov. 9th was a contribution to the 
work which is being carried out by this committee of the 
Medical Research Committee, which was started in 1914 
under the chairmanship of Dr. Addison, and the members of 
which now are Dr. Brownlee. Professor W. Bulloch, Dr. 
Edgar Coll is, Sir Walter Fletcher, Captain Major Green¬ 
wood, Dr. Benjamin Moore, and Dr. Leonard Hill. A report 
of the Subcommit'ee on the Boot and Shoe Industry was 
issued by the Medical Research Committee in 1914, and 
therein the idea of the factory sanatorium was put 
forward—an idea which arose out of a conversation 
between Dr. Edgar Collis and Dr. E-slemont. In 
a paper published in the Proceedings of the Tuber¬ 
culosis Conference at Leeds in 1913 Dr. Edgar Collis 
pointed . out that the incidence of tuberculosis among 
adult; males, as compared with that of females, suggested an 
industrial influence, and that the lack of this difference for 
males and females in agricultural areas supported this sug¬ 
gestion. Dr. Brownlee, in a report recently published by 
the Medical Research Committee, further and extensively 
examined the incidence of phthisis in rural and industrial 
districts. Dr. Benjamin Moore now concentrates attention 
on, and still further elucidates, this important matter. 

I am. Sir, yours faithfully, 

Loughton. Nov. 11th, 1918. LEONARD HlLL. 


DISPENSARY SUPERVISION IN PULMONARY 
TUBERCULOSIS. 

To the Editor of The Lancet. 

Sir. —Dr. Geo Jessel’s paper on the above subject in your 
issue of Oct. 26th raises the very important question, Are 
the tuberculosis dispensaries really doing anythiog to reduce 
tuberculosis ? Dr. Jessel does not, naturally, attempt to 
answer this question, but only claims that, in his experience, 
“dispensary supervision has resulted in a considerable 
measure of success.” What may be the kind and degree of 
this success is not made clear in his paper, as his own figures 
show that, with the same staff of nurses, the number of cases 
under observation increased from 1164 in 1916 to 1615 in 
1917. That this increase cannot be attributed to greater 
accuracy in notification Dr. Jessel has himself pointed out. 

Dr. Jessel assumes that the possession of a separate bed¬ 
room is synonymous with “complete isolation,” and from 
this concludes that “ home treatment is thus possible and 
safe in about 70 per cent, of cases occurring in the industrial 
areas of Lancashire at any rate.” Unfortunately, a long 
and intimate acquaintance with the industrial conditions of 
Lancashire has convinced me that this assumption is entirely 
fallacious. A consumptive who is not bedridden will, of 
course, make his way to the fire in the “ living-room,” and 
when he becomes bedridden the very warmth of Lancashire 
people’s family affection will effectually prevent his being 
left in “ splendid isolation.” 

The fact has to be faced that vital statistics show no 
decline whatever either in the incidence of tub-rculosis or 
the mortality from this cause, and if, as Sir James Barr 
asserts, our present methods are not only futile but mis¬ 
chievous, it will not do to hide our heads in the sand of such 
phrases as “studying every patient in relation to his environ¬ 
ment.” Dr. Jessel emphasises the importance of consulta¬ 
tion with the “general pracritioners,” and it is satisfactory 
to learn that the profession is thus giving a fair trial to the 
system. I have no doubt that such consultation with 
experienced practitioners must be of value to officials who. 
prior to the passing of the Insurance Act, were themselves, 
as a rule, either general practitioners or medical students. 

I am. Sir, yours faithfully, 

Fred E. Wynne, 

Medical Officer of Health, Wigan; President, N.W. Branch, 
Nov. 7th, 1918. Society of Medic*1 Officers of Health. 


The Royal Dental Hospital, Leicester-square, has 
received a donation of £300 from the Alexandra Day Com¬ 
mittee, being the amount allocated to this hospital from Her 
Majesty Queen Alexandra’s Special List. 
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Lieutenant-Colonel E. F. HARRISON, C.M.G. 

If the death of Colonel Harrison had occurred nine 
months ago his loss would have been a national disaster. 
As it is, worn out by unremitting toil of the last three and a 
half years, he has died in the moment of the victory in the 
winning of which he played so great a part. Only a few 
people, and the public not at all, have any idea of the 
immense debt that the country owes to Harrison. They have 
dimly apprehended the fact that very soon after the intro¬ 
duction of gas warfare the British established a preeminence 
in methods of defence whicn has been retained up to the end. 
In this work of gas defence Harrison was the guiding brain ; 
not only were the methods employed for the greater part his 
invention, but the enormous organisation necessary for their 
utilisation by our troops was due to his business capacity and 
brain po\ver. It is impossible to reckon the thousands of lives 
which have been saved by his work ; without this we might 
more than once have met with disaster under the influence of 
the new chemical poisons continually being introduced by our 
enemies. During practically the whole of this time Harrison 
was compelled to work in a subordinate position. Not till a 
week before his death, in the fifth year of the war, had he 
been appointed Controller of Gas Services. If this had 
happened only a year ago we should not have remained hope¬ 
lessly behind the Germans in our gas offensive, and under 
Harrison’s direction we might have achieved as notable a 
success in the offensive use of gas as we have throughout 
enjoyed in the defence against gas. 

Harrison was a man of acute brain, and with a wide know¬ 
ledge of his subject, endowed with the spirit of an investigator, 
he would have made a name for himself in pure chemistry 
had he elected to apply himself to research. Previous to the 
war, however, he had been engaged in work as an analytical 
chemist and was chiefly known to the public as the 
author of two works on “{Secret Remedies” which had 
been published by the British Medical Association. His 
training, however, had made him peculiarly fitted for the 
task to which he was called in the nation’s hour of trial. He 
had acquired technical skill, methodical habits of work, a 
great knowledge of chemical material, and a wide acquaint¬ 
ance with chemical processes and with sources of supply. 
Although endowed with indomitable resolution, he was 
modest aod unassuming in manner, so that he was able to 
get things done without giving offence to those whose 
deficiencies he had to supplement. This characteristic of 
his was invaluable to him in his dealings with the War Office. 
When met by the obstructions of slackness and incom¬ 
petence in other departments he slowly gained his way by 
steady, quiet persistence. Hindered again and again in the 
organisation of his department, and in obtaining the neces¬ 
sary personnel as well as the proper rank for them which 
would have enabled him to delegate part of his arduous 
duties, he got the essential work done by himself doing ihe 
work of two men. It is hardly to be wondered at that, 
when the stroke came in the form of an attack of influenza, 
it found his reserve forces exhausted and that the worn-out 
machine succumbed. 

Throughout his work Harrison was actuated by the purest 
patriotism, and there was never any trace of self-seeking or 
desire for honours. As soon as he recognised that the war 
was going to last some years he threw up his private work 
and enlisted as a private in May, 1915. With the formation 
of the Chemical Corps he was made a corporal in this corps. 
Almost immediately afterwards—in July, 1915—he was given 
a commission and appointed to work with a number of other 
chemists in the R.A.M. College. Here his first duty was to 
assist in the experiments being made at that time on 
the improvement of the gas helmet. In September 
he was appointed to act as head of the chemical depart¬ 
ment, and 12 months later was made officer in charge 
of the Anti-gas Department. When he came to the 
K.A.M. College the gas helmet tiad been recently intro¬ 
duced. Harrison, while working on the improvement of this 
helmet and at securing some standard of excellence in its 
manufacture, was continually striving to obtain a means of 
protection, not only against phosgene, chlorine, and similar 
gases, but also against all possible poisonous gas. The first 
result of his endeavours was the production of the large box 


respirator, often spoken of as ‘“Harrison’s Tower,” which 
was intended only for the use of the special Chemical Corps. 
The increasing concentration in the phosgene used by the 
enemy and the introduction of new poisonous gases made 
it evident that an equally complete protection would have to 
be provided for all the troops, and experiments carried out 
by Harrison and under his guidance finally led to the 
adoption of the present type of box respirator. Having 
settled upon the type, it was necessary to ensure the 
manufacture, not only of the chemicals, but also of 
the multifarious parts of each respirator on an enormous 
scale. The chemical protection involved first the working 
out of a method for making permanganate granules. 
Then it was necessary to discover the best methods 
of preparing charcoal, the absorptive powers of which 
may be altered 20 times according to the method of 
preparation. At first these substances were made by private 
firms, but their resources not proving adequate to the 
enormously increasing demands Harrison organised large 
factories where the process of manufacture was carried out 
under his direction. Every one of the parts had to be 
perfect, since any defect might lead to the loss of life of the 
soldier. Some idea of the magnitude of the task may be 
gleaned from the fact that, in addition to 15 000 workpeople 
directly under the Anti-gas Department, there were 120,000 
engaged in the manufacture of box respirators. The per¬ 
fection of the organisation and the'foresight employed can 
be gauged from the fact that at no time did Harrison fail to 
respond to any increased demand, however unexpected. 
When the Americans failed to turn out, as they had expected, 
sufficient box respirators in time to equip their troops 
Harrison was able to supply all deficiencies. In the spring 
of this year there was much anxiety lest the Italian Army 
should be knocked out by a eas attacx similar to that which 
initiated the disaster at Caporetto. A sudden resolution 
was adopted to equip the Italian Army with the British 
respirator, and within one month Harrison furnished the 
Army with a million of these respirators. 

Harrison had the satisfaction of the consciousness of 
work well done. Though he was the driving brain and force 
of the whole organisation of gas defence, he had only 
received the rank of Lieutenant-Colonel, and shared the 
honour of a C.M.G. with a host of mediocrities. And yet his 
part in gaining our complete victory has been .not inferior 
to that of any general in the field It is to be feared that, 
because he worked out of sight and because he was not a 
professional soldier, his great services may be forgotten. 
They will, however, always rank high in the memory of his 
friends and fellow workers, and in the proud remembrance 
of his children. _ E. H. Starltng. 


MEREDITH TOWNSEND, M.R.C S., L.S A., 

LATE MASTER OF THE APOTHECARIES’ SOCIETY. 

We regret to announce the death, from pneumonia follow¬ 
ing influenza, of Mr. Meredith Townsend, late Master of the 
Apothecaries’ Society of London, which occurred on Nov. 5th, 
at Barnes, in the house of Dr. M. Milton Townsend, his son. 

Mr. Meredith Townsend was born in 1847, the son of Dr. 
Henry Meredith Townsend, who practised in Clapham. He 
entered the medical school of St. Thomas’s Hospital on 
leaving school, and qualified as M R.C.S.Eng., LS.A.. in 
1868. Going immediately into practice in the south-west of 
London, he was for no less than 50 years medical officer to 
the Kensington guardians. He resided for many years in 
Upper Phillimore-place, and for 35 years he was surgeon 
to the F Division of the Metropolitan Police and public 
vaccinator for Kensington. In 1914-15 he was Master of 
the Worshipful Society of Apothecaries, and at the time of 
his death represented that corporation on the General 
Medical Council. He was also a very active member of the 
executive committee of the Belgian Doctors’ and Pharmacists’ 
Relief Fund, and through his energy the Apothecaries’ • 
Society allowed their premises to become a depot for 
surgical instruments which were distributed among the 
Belgian medical men. 

Mr. Townsend only retired formally from medical practice 
a few weeks before his death. His widow and ten children, 
four sons and six daughters, all survive him. 


Dr. O. Veraguth has been appointed Director of 
the Clinic for Physical Therapeutics m Zurich with the title 
of professor. 
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The Casualty List. 

The following medical officers appear among the casualties 
announced since our last issue :— 

Died of Wounds. 

Capt. J. J. Tough, R.A.M.C., qualified at Edinburgh in 1910. 
He held appointments at the Sick Children’s Hospital 
and at the Royal Infirmary, Edinburgh, and prior to 
joining the R.A.M.C. was in "practice at Accrington. 
Lieut. D. W. Sinclair, R.A.M.C., attached R. Scots. 

Capt. H. Dunlop, Canadian A.M.C, 

Previously Reported Wounded , now Reported Died of 
Wounds . 

Capt. N. H. Little, Canadian A.M.C. 

Capt. H. P. Whitworth, R.A.M.C., attached Scottish Bor¬ 
derers, was a student at Guy’s Hospital, London, and 
qualified in 1914. 

Died. 

Major D: Burrows, R.A.M.C., qualified at Glasgow in 1902. 
Prior to joining the R.A.M.C. he was in practice in 
Sierra Leone, where he was provincial medical offloer. 
He died at the War Hospital, Chester. 

Lient.-Col. J. T. McEntire, R.A.M.C., qualified at Dublin in 
1903 and joined the R.A.M.C. shortly afterwards. 

Capt. L. T. McClintock, R.A.M.C., qualified at Edinburgh in 
1901 and held an appointment at the Salop Infirmary. 
At the time of joining the R.A.M.C. he was in practice 
at Loddon, Norfolk, where he was medical officer to the 
Red Cross Hospital and to the workhouse, and was also 
public vaccinator for the district. 

Capt. C.H. V. Smith, Canadian A.M.C. 

Wounded. 

Capt. E.Rogerson, R.A.M.C., attached K.R. Rifles. 

Col. H. N. Dunn, C.M.G., D.S.O., R.A.M.C. 

Capt. T. L. Bomford, I.M.S. 

Capt. L. H. Fraser, Canadian A.M.C. 

Capt. J. Rowland, R.A.M.C. 

Capt. A. R. Hagerman, Canadian A.M.C. 

Capt. M. W. Thomas, Canadian A.M.C. 

Surg. D. L. Baxter, R.N. 

Capt. W. G. Shakespeare, R.A.M.C. 

Capt. E. T. Curran, Canadian A.M.C. 


Casualties among the Sons op Medical Men. 

The following additional casualties among the sons of 

medical men are reported:— 

Lieut. J. E. Stephen, The Buffs, attached Indian Infantrv, 
killed in action, only son of Temp. Lieut.-Col. G. N. 
Stephen, R.A.M.C., of the staff of the British Medical 
Journal. 

Lieut. H. A. Edridge-Green, R.W.F., attached R.A.F., died 
at Dover, only son of Dr. F. W. Edridge-Green, of 
Willesden, London, N.W. 

Lieut.-Col. A. Thorp, D.S.O., R.A., killed in action, eldest 
surviving son of the late Dr. C. W. Thorp, of Todmorden, 
Lancs. 

Acting Major E. H. 8. Chapman, Indian Cavalry, died abroad 
of inti uenza, only son of Dr. H. F. Chapman, of Rich mond, 
Surrey. 

Capt. C. B. Girvin, Royal Dublin Fusiliers, died in camp in 
Yorkshire, only son of Col. J. Girvin, A.M.8. 

Second Lieut. S. C. L. Guilding, R.F.A., died abroad of 
influenza, only son of Dr. L. M. Guilding, of Reading. 

Lieut. W. Adam, Yeomanry, attached Machine Gun Corps, 
died from influenza, following on wounds received in 
action, third son of the late Dr. J. Adam. 

Second Lieut. T. H. Hammond, M.G.C., killed in action, 
only son of the late Dr. T. Hammond, H.M. Prison 
Service, Liverpool. 

Lieut. H. T. P. Moore, M.C., R.F.A., killed in action, only 
son of Lieut.-Col. E. J. Moore, C.B., R.A.M.C., of 
Blackheath. London. 

Capt. H. P. D. Helm, R.A.F., late Border Regiment, eldest 
son of Dr. R. D. Helm. 

Lieut. L. T. D. Stables, Northamptonshire Regiment, killed 
in action, second Bon of Dr. W. W. G. Stables, of Upper 
Norwood, London, S.E. 


Repatriated Medical Officers. 


The following members of the R.A.M.C., who were 
prisoners in Germany, have now reached England :— 



Capt. C. B. Orowther; Capt. S. J. Darke, M.C. ; Capt. W. F. DuoIod ; 
Capt. J. G. Elder; Capt. M. S. Ksler : Capt. C. W. Fowler, M.C.; 
Capt. D. Gillespie; Capt. L. S. H. Glanville; Lieut.-Col. A. C. fl. 
Gray; Capt. P. H. Green: Capt. E H. Griffin, D.S.O., M.C. : Capt. 
R M. Haadtield Jones, M. J. ; Capt. W. G. Harnett; Capt. G. F. P. 
Heathcote, M.C. ; Capt. 4. C. Hepburn; Capt. R. W. Hodgson 
Jones; Capt. C. E. P. Husband; Capt. W. J. Isblster, M.O.; 
Cap*.. G, L. Jones; Lieut. J. W. Jones; Lieut.-Col. H. B. 
Kelly, D.S.O.; Major J. Kennedy; Major J. S. MiConnachie, M.C.; 
Lieut. A. M. McCormick; Capt. J. M Mackenzie, M C., Capt. L). 
Macnalr; Capt. H. C. Martin; Capt. W. T. P. M*ade- King; Capt. 
C. A. Meaden; Capt. C Mearns; Lieut. O Le F. Milburn ; Col. A 
Milne-Tnompson, C.M.G.. M.C. ; Capt. J. C. Muir; Capt. F. C. 
Nichdls, MCi; Capt. W. O Brian; LHut. F. B. O Dowd; Capt. 
R. W. Prarson, M.C.; Lieut. E. S. Phillips; Capt. S. V. P. Pill; 
Lieut. F J. Power; Capt. W. A. Rees; Lieut. D. Kobertson ; Capt. 
J. Ro-s, M.C. ; Lieut. W. H. Rowden; Cajt. A. B. Simpson; Capt. 
F. P. Smith ; Capt. R. M. Shames; Capt. J. Sullivan; Capt. J. Tate; 
Capt. F. R. Tickle; Capt. G. Torrence. M.C.; Capt, W. Warburton; 
Capt. D. A. Wilson; Capt. C. Witts, M.C. 


The Honours List. 

The following awards to medical officers are announced. 
All are members of the R.A.M.C. unless otherwise stated:— 
Bar to the Distinguished Service Order. 

Capt. (acting Lieut.-Col.) GEORGE PRirCHARD TAYLOR, D.S.O.. 
M.C.—For conspicuous gallantry and devotion to duty in arranging 
for clearing the wounded in tbe forward area during an attack. He 
personally reconnoitred the whole are* and arrauged relay posts for 
the bearer*. freely exposing himsalf in the front line to heavy fire 
while searching for wounded. Throughout the operations the wounded, 
thanks to his splendid zeal and devotion to duty, were cleared with 
remarkable rapidity. 

Distinguished Service Order. 

Major FREDERICK NEILL L« MB33URIBR, Australian A.M.G.- 
For conspicuous gallantry and devotion to duty. He was continuously 
in tbe front line during both stage* of an attack, assisting in collecting 
and arranging for the prompt disposal of the wounded to the rear. He 
behaved splendidly, and by his untiring efforts and a complete dis¬ 
regard of his own safety he greatly assisted the brigade throughout. 

Lieut.-Col. ARTHUR MITCHELL WILSON, Australian 4.M.C.- 
For conspicuous gallantry and devotion to duty during an attack while 
in charge or bearer divisions. He followed close on the heels of the 
Infantry Into captured villages, establishing bearer-posts, and effected 
the evacuation of the wounded with remarkable rapidity. He worked 
splendidly throughout, and by his untiring devotion to duty saved a 
number of lives. 

Second Bar to the Military Cross. 

Capt. JAMES ALWIN COLVILLE SCO IT, M.C.—For conspicuous 
gallantry and devotion to duty. He attended to a very Urge number 
of wounded in the open, under heavy fire from machine-guns and 
artillery, and it was largely owing to his skilful arrangements that the 
casualties were rapidly evacuated. Later on, while performing these 
duties, he was severely wounded by shell fire. Throughout the whole 
of the operations his courage and his example of self-sacrifice were 
worthy of high praise. 

Bar to the Military Cross. 

Capt. FRANK WILLIAM FAY. M.C., Australian A.M.C.-For con¬ 
spicuous gallantry and devotion to duty during an attack. He was in 
charge of motor ambulances, and before moving them forward he 
reconnoitred the roa<is at considerable risk in hi* car. He remained on 
duty continuously f ir four days, exploring each route and opening up 
new tracks for each successive advance. By his untiring zeal and devo¬ 
tion to duty he enabled the evacuation of the wounded of two divisions 
to be smoothly continued. 

Temp. Capt. ARTHUR WILMOT RAYMOND. M.C.-For con¬ 
spicuous gallantry and devotion to duty. Hearing that a number of 
wounded men were on an exposed ridge in front, he wem. forward with 
his stretcher par<y, and, in spite of heavy machine-gua fire, dressed 
and evacuated them all. This Incident was typical of his spirit, for 
throughout operations he displayed magnificent courage. 

Capt. ALEXANDER FRAZER WILSON. M.C.— For conspicuous 
gallantry and devotion to duty. He attended to the wounde i of a 
party which was caught in a sudden barrage of enemy high-explosive 
and gas shells, working in the open under heavy fire. He succeeded iu 
dressing their wounds and evacuating them to hospital. His coolness 
and disregard of his own safety w r ere worthy of great praise. 

Military Cross. 

Temp. Capt. LEO BLAKE.—During operations in connexion with a 
counter-attack he displayed great courage and skill in attending to the 
wounded at all hours of 'he day and uight. 

Temp. Capt. FERGUSON FITTON CARR HARRIS, D.S.O.—For 
conspicuous gillantry and devotion to duty during an attack. He 
aiteuded the wounded under heavy fire and organised bearer parties. 
It was due to his fine example under most difficult conditions that a 
large number of wounded were evacu ted from *• No M tn’s Land.” 

Temp. Capt. FR ANCIS WILLIA M CLARK.-He dresse 1 the wounded 
continually by day and by night, although his aid-post had no cover 
except small banks and be was constantly under heavy shell fire. His 
cheerful devotion to rtu'v was a spieo lid example to all. 

Temp. Capt. PERCY S8LWYN CLARKE—For conspicuous 
gallantry and devotion to duty. After an unsuccessful attack he 
went out into “ No Man’s Land ” and attended to many wounded, being 
exposed to heavy shell and machine-gun fire the whole time. His 
courage and coolucss were a fine example to the stretcher-bearers 
worklug under him, and encouraged them in their difficult and 
dangerous task. 

Capt. ELMER JOHN DICKINSON, Canadian A.M.C.-For con 
spicuous gallantry and devotion to duty. He attended to the wounded, 
both our own and those of our Allies, in a first aid post close to the 
enemy lines under heavy fire and aircraft attacks. On two occasions 
enemy aircraft flying very low fired Into the post, breaking the 
medicine bottles and causing casualties. He behaved with great cool¬ 
ness and courage, inspiring the men around him and keeping up tbe 
spirits of the wounded by his example. 





















Thb Lancet,] 


THE WAR AND AFTER.—URBAN VITAL STATISTICS. 


[Nov. 16, 1918 083 


Lieut. WILLI AM ALDRIDGE FRASER.-For marked courage and 
untiring zeal In carrying out his duties under heavy artillery and 
machine-gun fire. He inspire 1 all his staff by his energy in organising 
parties to bring in wounde t. thereby saving many lives. 

Temp. C*pt. JOHN WILLIAMSON FREW—For conspicuous 
gallantry and devotion to duty. During fwe days’ hard fighting he was 
indefatigable in attending to the wounded, leading his bearers forward 
under heavy fire to the regimental ali-p »sts, arranging for the evacui- 
tlon of casualties and maintaining the supply of medical necessaries. 
His example of disregard of dtuger greatly oacouraged his bearers, and 
his efforts undoubtedly save! many lives. 

Temp. Capt. FREDERICK WAISTBLL HIRD.—For conspicuous 

f 'allautry and devotion to duty. He remained for two and a half days 
n a vilUge that was being heavily *hellet an! many houses of which 
were in liames. and attended to a very large number of wounded from 
our own and Allied troops. When his aid-post was set on fire he was 
indefatigable in his eff »rts to rem >ve the w mnded to a wafer place. 
The excellent manner in which he organised stretcher parties under 
heavy fire undoubtedly saved many lives, and he set a splendid example 
to all who were working with him. 

Capt. WILLIAM JOSEPH LACY-HICKEY.—For conspicuous 
gallautry and devotion to duty. He worked for two days and two 
nights practically without sleep attending to the wounded in the field 
anl organising stritcher parties to evacuate the casualties. His 
work was carried out under the most difficult conditions, and be was 
under heavy fire the whole time. He set a very fine example of 
courage and endurance. 

Capt. ALGERNON GEORGE ROWLEY LILFORD. Australian 
A.M.C.—For conspicuous gallantry and devotion to duty. He remained 
at his post under gas-shell and H. B. bombardment which exploded gas 
shells near by. His cool example and energy caused the successful 
evacuation of patients and save l many lives. 

Lieut. GERALD ESMOND Mac ALEV BY.—For great gallantryand 
resource in evacuating casualties from rear aid-posts under heavy 
artillery and machine gun tire. Though frequently force! to move on 
account of hostile fire, he never lost touch with any of them, and it 
was entirely due to his untiring de/otion that all the casualties were 

safely cleared. __ 

Capt. DONALD WALTER McCREDIE, Australian A.M.C.-For 
conspl mou-i gallantry during an advance. His battalion was practi¬ 
cally isolated for two days, during which he tended wounded under 
fire. He continually crossed machine-gun -swept sp aces, after stretcher- 
bearers had been shot down, to attend wounded. Throughout he 
showed untiring energy and devotion to duty, and by his fine conduct 
saved many lives. 

Capt. JOHN CLARK MCCULLOUGH, Canadian A.M.C.—For con¬ 
spicuous gallantryand devotion to duty. Under heavy shell fire, and 
at great personal risk, this offi ;er continued to attend to tne wounded 
of his own and other units until he himself was seriously wounded. On 
previous occasions his tine work has resulted in the saving of many 
lives. 

Capt. (acting Major) GEORGE MORTIMER McGILLIVR AY.—For 
conspicuous gallantry and initiative during an attack. As officer in 
charge of bearers, he personally visited all regimental aid-posts and 
maintained a continuous evacuation of casualties. He also, under 
heavy fire, led a bearer party to clear a wood of wounded. He behaved 
splendidly and saved a large number of lives. 

Capt. MALCOLM ARCHIBALD McKBCHNIB. Canadian A.M.C.- 
For conspicuous gallantry and devotion to duty. He workei with un¬ 
tiring perseverance in evacuating the wounded from the field of action, 
under heavy lire, until he was seriously wounded himself. It was 
largely due to his efforts and seli-sa rlfice that the casualties were so 
succssifully and rapidly evacuated from the area. 

Temp. Capt. JA MES FRANKLIN McLAY.—For great courage and 
devotion to duty in tending co the wounded under heavy shell tire, 
His conduct was worthy of the highest praise. 

Temp. Capt. MICHAEL MURFHY. —For conspicuous gallantry and 
devotion to duty during an attack. He worked contlnu >uily for 
36 hours atteiiding the wounded under heavy fire and evacuated a large 
number of cases. It was due to hU splendid energy that the evacuation 
of the wounded was so successfully carded out. 

Capt. JOHN MILLIE PRINGLE.-For conspicuous gallantry and 
devotion to duty. He attended to the many casualties of two 
battalions, working in the open under heavy fire for 36 hours without 
rest. During 10 days’ hard fighting he was untiring in his efforts, 
and it was very largely due to his excellent organisation in one locality 
that the wounded of five battalions were successfully evacuated. He 
set a Bplerdld example. 

Temp Capt. D ANIEL FALCONER RIDDELL.-For conspicuous 
gallantry and devotion to duty in tending to the wounded under 
trying conditions. His skill and coolness uhdec fire undoubtedly 
saved m&nv lives. 

Temp. Capt. (acting Major) GAVIN STIELL.—For conspicuous 
gallantry and devwtion to duty. He went with a party of volunteers 
to an Allied field artillery p isltlon which w-is being heavily shelled 
the ammunition also of the dump in the vicinltv exploding, as it was on 
tire, and superintended the dressteg and removal of the casualties. He 
was quite r^g-trdless of his own safety, and worked with an energy and 
determination that und mbtedlv enabled the rapl 1 evacuition of the 
wounded to be complete!. He was eventually wounded himself. 

Temp. Capt. DENNIS JEFFCOTT STOKBS.-After a shell had 
burst In bn dug-out, killing or w funding all those present, he con¬ 
tinued without any hesitation to drees the woun-led, notwlthstindlng 
bis exposed position and the enemy artillery fire. His cheerfulness 
and courage were Instrument^ in saving many lives. 

Temp. Capt. WILLI vM HENRY SUTCLIFFE.-For conspicuous 
gallantry when acting as ambulance bearer officer. He superintended 
the clearing of wounded under hetvy fire, and successfully evacuated 
all casualties from the posts under very trying conditions. T lough 
»overal of his stretcher-bearers were wounded, he kept in constant 
touch with the uuits In the line. His untiring devotion was a splendid 
example t*the men. 

Temp. Capt. JOHN CHARLES WOOTON.—He attended to the 
wounded throughout the day, In spite of gas and h lavy shell fire. On 
one occasion the roof of tne aid post was blown in on the top of him. Later, 
when his aid-post was the furthest forward of any, he detlo with 
casualties under constant fire. His cheerfulness and confidence were 
an Inspiring example to all. 


Bar to the Distinguished Service Cross. 

Surgeon ALFRED ROBINSON MicMULLIN, D.S.O., R.N.-For 
services with tne 63rd (Royal Naval) Division in France. He worked 
unceasingly day and plght for three days to suocour the wounded. 
Times without number, when the enemy shelling and ratchlne-gun 
fire was at its worst, he walked about in the most exp *sed places 
attending to the wounded, being utte ly indifferent to his own safety. 
The result was that the lives of many men were save-! who might 
otherwise have been blown to pieces where they lay. Throughout the 
whole of the operations nil unflinching bravery won the admiration of 
all who saw him. _ 

The Contributions to Red Cross. 

M. Cambon, the French Ambassador, gave his support 
last week to the continued claim of the Red Cros9 upon the 
generosity of the nation. The occasion was the handing 
over to the French Red Cross by the Lord Mayor of London 
of a cheque for £355.530 collected on “ France’s Day.” The 
most difficult time in France, M. Cambon said, will be after 
the conclusion of peace, because there will then be a very 
expensive liquidation. Crowds of repatriated men, mutilated 
and invalid, will return from Germany, and France will have 
to care for a great number of cripples, of blind men, and of 
needy people of every kind. M. Cambon welcomed the 
comradeship of charity which has been established between 
the women of France and of England, and drew a picture of 
women in their h >mes teaching French children to love 
England and English children to love France. 

Medical Demobilisation. 

Many of the surgeons in the Royal Naval Volunteer 
Reserve and medical officers of the Special Reserve and 
Territorial Forces have served away from the area of their 
practices since the beginning of the war, and the Central 
Medical War Committee has made a recommendation that all 
such who were engaged in private practice at the time of 
mobilisation should be released before other medical officers 
serving temporarily with the Forces. A resolution to this 
effect has been forwarded to the Ministry of National Service 
for transmission to the Interdepartmental Committee on 
Demobilisation, the Ministry itself endorsing the principle. 
Further, the Army Medical Department has agreed that 
Territorial and Special Reserve medical officers who have 
served since the beginning of the war should be released 
first from the Army, and that temporarily commissioned 
R.A.M C. officers who hive served longest should have the 
first claim for early repatriation, while those who have 
qualified since the war should be withdrawn from the Army 
last. ^■■■■*■ 

URBAN VITAL STATISTICS. 

(Week ended Nov. 9th, 1918.) 

English and Welsh Towns.—In the 95 English and Welsh towns, 
with an aggregate civil population eitimited at 16.500,000 persons, the 
annual rate of mortality, wblcn had increased from 11^ to 43 0 In the 
six preceding w*eks, further rose to 43 - 8 per 1000. In London, with 
a population slightly exceeding 4,000,000 persons, the death-rate was 
55-5 per 1000, and coin dded with that recorded in the previous week ; 
among the remalnin : i iwns the rates ranged from 15'7 in Carlisle, 
16 2 in Exeter, and i ’•'> in Rochdale, to 63’8 in Swindon, 65 8 in 
Cambridge, 710 in G -t ngham. 74 6 in West Ham, and 75 9 in 
Soeffietd. The principal epidemic diseases caused 198 deaths, which 
corresponded to an an iaal rate of 0’6 per 1000, and included 
57 from diphtheria, 52 torn Infantile diarrhoea, 35 from measles. 
32 from whooping-cough, 1(5 from scarlet fever, and 6 from enteric 
fever. The dpaths from influenza numbered 7560 or 148 above those 
recorded in tne previous week, and included 2433 in London. 4'2 in 
Sheffield, 247 in Leeds 223 in W-st Ha n, 187 in Birmingham. 186 in 
Bristol, and 168 in Hull. The 1197 cases of scarlet fever aud 1155 of 
diphtheria under treatment in the Metropolitan Asylums Hospitals and 
the London Fever Hospital were 4 and 11 below the respective numbers 
remaining at the end of the previous week. , The causes of 75 deaths 
in the 96 towns were uncertified, of which 10 were registered in 
Birmingham and in Liverpool, 7 in Nottingham, 5 in Stoke-ori-Trent, 
and 4 in London. 

Scotch Towns.— In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500,000 persons, the annual rate of 
mortality, which had iucreased from 10 6 *o 30 5 in the eight preceding 
weeks, fell to 27 0 per 1000 Of the 1244 deaths from all causes. 
87 were classified to influenza, which was also stated as a contributory 
cause in 447 deaths classified to other diseases; in the previous week 
these numbers were 66 and 499 respectively. Tne 410 deaths in Glasgow 
c irresponded to an annual rate of 19 2 per 1000, and Included 4 from 
diphtheria, 3 from whooping-cough, an l 1 each from enteric fever and 
infantile diarrhoea. The 295 deaths In Edinburgh were equal to a rate 
of 46-2 per 1000, and included 2 each from scarlet fever and infantile 
dia^rhee *, and 1 from whooping-cough. 

Irish Towns.— Tne 459 deat.ns In Dublin corresponded to an annual 
rate of 60 0, or 5 5 per 1000 bnlow that recorded in the previous 
week, and included 204 from influenza, 5 from infantile diarrhoea, 
3 from diphtheria, and 1 each from scarlet fever " hoo P‘"8^ ou K b - 
The 256 leatbs in Belfast were equal to a rate of 34*0 per 10W, and 
Included 2 from Infantile diarrhoea. 
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gtetal Betas. 


Society op Apothecaries of London.—A t 
examinations held recently the following candidates passed 
in the subjects indicated:— 

Surgery.—XL. Glrgls (Sect. I.), Univ. Coll. Hosp.; O. Halstead 
(Sects. I. and II.), Guy's Hosp.; W. H. Haupt. (Sect. II.), Go *rge 
Washington Univ.; D. Men/.les (Sect. I.), St. Mary’s HoSp.: G. K. 
Sp«ro (Sect. I.), London Hosp.; and T. C. Stephen (Sects. I. and II.), 
Mancb»ster. 

Medicine.—XL. Ibrahim (Sect. I.), Middlesex Hosp. ; and T. A. Jordan 
(8ect. I.), Manchester. 

Forensic Medicine.— C. R. Cortield. Manchester; I. R. Florence, 
Guy’s Hosp.; H. B. Hyde. Middlesex Hosp. ; G. F. Smith and T. C. 
Stephen, Manchester; and J. L. Walker, Glasgow and Univ. 
C .1I. Hosp. 

Midwifery.— G. M. Beaven, St. George's Hosp. ; C. R. Cortield, Man¬ 
chester ; H. D. L. Jones, St Mary’s Hosp. ; and S. H. Robinson, 
Guy's Hosp. 

The D plotna of the Society was granted to the following candidates, 
entitling them to practise medclne, surgery, and midwifery: O. 
Halstead, W. H. Haupt, and T. C. Stephen. 

Medico-Psychological Association of Great 
Britain and Ireland.— The uext quarterly meeting of 
the association will take place on Tuesday, Nov. 26th, at 
11, Chandos-street, Cavendish-square, London, W., under the 
presidency of Dr. John Keay, at 2.45 p.m. Dr. David Orr 
and Dr. R. G. Rows will contribute a paper (illus¬ 
trated by lantern) entitled “The Interdependence of the 
Sympathetic and Central Nervous Systems.’’ 

Influenza in Ireland.— Our Dublin Corre¬ 
spondent writes: Like other large cities in the kingdom, 
Dublin has suffered heavily from influenza. For several 
weeks physicians and general practitioners have been over¬ 
whelmed with work, and many among them have suffered 
in their own persons, although up to the present only one 
member of the profession in Dublin, Mr. J. H. R. Holtby, 
chief demonstrator of anatomy in Trinity College, has lost 
his life. The labours of medical men were rendered much 
heavier by the present shortage of nurses. Fortunately, the 
past 10 days Bhow a great decrease in the number of 
cases, and few fresh cases are now occurring. The entire 
mortality of the disease appears to have been due to broncho- 
pneumonic complications. In the week ending Nov. 2nd 
501 deaths were registered as occurring in the Dublin 
registration area. This represented an annual rate of 
mortality of 65*5 per 1000 of the population. The annual 
death-rate for the 44 weeks ending Nov. 2nd was 22*3 
er 1000. Of the 501 deaths, 250 were registered as 
ue to influenza and 89 to pneumonia. It is prob¬ 
able that the great majority of cases of pneumonia 
Occurred in patients suffering from influenza. Our 
Belfast Correspondent writes : The influenza epidemic, 
after prevailing for about five weeks, is now very extensive 
in Belfast. Unlike the June visitation, which s'pread 
upwards socially from the workers, the present scourge 
attacked the better classes first, but has rapidly spread 
to all sections of the people, being in type, as a rule, 
mild, but with maDy deaths due to so-called pneumonia 
complications, which on post-mortem examination show 
the lungs filled with a hcumorrhagic exudate full of 
streptococci. The public health authorities have at last 
awoke (Nov. 7th), but their action is hopelessly belated. 
Indeed, the present situation would make thinking people 
very cynical were it not for the Hibernian sense of humour. 
Pasted in the windows of the tramcars is a public notice 
issued by the health committee, in which they “recommend 
all schools (both Sunday and day schools) and places of public 
entertainment be closed for at least ten days.’* As a result 
some of these places obev, others refuse ; indeed, one of the 
kinema managers, in refusing to close, announced in one of 
the Belfast papers his willingness to show on the screen 
remedies for the influenza, and gave one—“ phenol as a 

“sore and certain cure,” by the use of which, he wrote, 
his employees were immune. Some of the schools have 
closed, others are still open, the education auihorities 
concerned believing that to call on them to close these 
institutions while all places of amusement are allowed 
to be filled as usual is little short of a farce, and 
the public health authorities, it is reported, have no com¬ 
pulsory powers. The following precaution (suggested by 
the public health committee)—“avoid all crowded gather¬ 
ings ’’—appears -in the tramcars, but can only be read when 
these thronged methods of conveyance are free of the 
central strap-bangers. The public are becoming quite 
panicky, some calling out for injections of vaccine and 
others using remedies of which among the working 
classes the following is said to be the most popular : 
“ 24 drops of phenol to 8 ounces of water, two tea¬ 
spoonfuls of the dilution being a dose.” What amount 
of scheduled poison may thus be taken? Possibly an 
amount which in some people would cause carboluria. 


To crown all, owing to a strike of labourers in the 
house- and street-cleansing departments of the town 
council, the streets and back-yards of a great city with a 
population of 400,000 people have been left derelict for 
almost five weeks, so that from a sanitary point of view there 
is not at the present moment a more actually filthy city 
than Belfast. Everyone dreads—as a result—another 
epidemic which may be even worse than the influenza, 
though as I write (Nov. 12th) the strike has ceased. 


THE SERVICES 


ROYAL NAVAL MEDICAL SBRVICK. 

Surgeon Lieutenants to be Surgeon Lieutenant‘Commanders : S. W. 
Grimwade, B. Ta>lor, H. H. Ormhby, K. Moxon-Browne. and A. K. P 
l>eesman (acting Sur<eon Lieu^enant-C irnmanders), H. B. Perkins. 
B. C. llolt3m, C. F. Willea, J. G. D*nson, G. J. Carr. 

ARMY MBDICAL SBRVICK. 

Col. Sir William B Leishm&n to be Major-General, vice Major-Gen. 
Sir W. G. A. Bedford, retirtd. 

Col. R. H. Luce (T.F. Res.) to be temporary Major-General. 

ROYAL ARMY MBDICAL CORP3. 

Temp. Major W. Murray (Lieutenant Colonel, R.F.A , T.F.) to be 
temporary Lieutenant-Colonel. 

Majors relinquishing the acting rank of Lieutenant-Colonel on 
re-posting: T. b. Moriarty, C. G. Browne. 

To be acting Lieutenant-Col »nelsWhilst employed as Assistant 
Directors of Medical Servlc-s : Major (Bt Lleut.-Cnl.) II. V. Bagshawe . 
Temp. Capt. W. Angus. Whilst in command of Medical Units: Major* 
G. De la Cour, J. J. O’Keeffe, A. W. Gater ; Capts. A. C. Elliott, J. F. 
Grant. S. J. Higgins, 13. A. Strachan. 

Temp. C’apt. W. Edmondson to be acting Major whilst specially 
employed. 

To be temporary Majors : Temp. Major W. F. L A. Holcroft (from 
South African Medical Corps) and Major R. S. Wnite (from North 
Rhodesian Medical Corps). 

Captains relinquishing the acting rank of Major on re-posting: T. J 
Kelly and W. F. Christie. 

Teuip. Capts. C. L. T. Arthur and H. T. H. Butt relinquish the 
acting rank of Maj >r. 

To be acting Majors: Capts. P. A. Opie. F. P. Rankin. H. W. Carson. 
T. F. Kennedy, H. P. Rudolf, J. P. Litfc, C. K. G. Dick, D. W 
Pailtborpe, and H. Bedingfield; T*mp. Capts. P. McC.xrl (while 
spec ally employed), G. D. Laing, K. C Middlemiss, A E. Quine, R. B. 
Roe, W. W. Forbes G. F. Bird, J. S. Stewart, A. Hyland, and A B. 
Cardew; Temp. Lieut. T. K. * oulson. 

The undermentioned temporary Lieutenants to be temporary 
Captains: F. W. Maunsell, VV. D-tlgdesh, C. H. A. Aldertoo, J 
Robertson, W. O Pitt, J. B. Burt, R. E. Moves. H. Walker, V. T. P. 
Webster, J. J. Smith, M. J. Landy, J. M. Sheridan. W. T Thomson. 
F. J. Cutler, I. Feldman, W. Murray. E. Clarke, W. H. Richardson. 

B. A. Miller, J. McCausland, H. M. Gilbertson, A. Evans, F. W. K. 
Lawri*, W. S. Gibs *n. T. C. Graves, H. Love, W. H. Condeil, II. F 
Penman, VV. H Ogilvie, G. Hoffmann. 

To be temporary Captains: Capts. T. S. Keith (from Royal West 
Surrey Regiment. T.F ), A. Wallrugh (South African Medical Corps*. 

J. Humphreys, C. W. J. Dunlop, T. bheehan, A. B. Gravelle. C. V. 
Cornlsn. 

To be temporary Honorary Captains: D R. W. Crile. J. S. Burn 
(whilst employed with St. John Ambulance Brigade Hospital!. 

To be temporary Lieutenants: G. S. Livings?on,W. J. G. Johnson, T.W. 
Lum den, 3. A. Bontor, H. G. Watters, K. H rley. H. H. M Cle.laad, 
VV. J. N. Todd. A. Linn, M. Rust, S. J. Healv, P Carmll, G. A. Valentine. 
M. Cahdl, J. N. McTurk, C. A. D. Bryan, J Mo ton. W. U. M. Smith. 

C. B. Gervis, G. A. Fotberglll, R. J. Smith, T. T. Smith, J. D. B. 
Williams. A. Shearer, A. K. Ainscow, H. H. Patrick, S. T Rowling. 
W. u. Morton, B. Dunlop, D. A. Johnstone, F. Ander.on. D. M 
Barcroft. 

To be temporary Honorary Lieutenants : C. H. Backus, A. H. Miller 
(wnll-t serving with Welsh Hospital, Net ley). 

Officers relinquishing tnelr commissions : Temp. Major A. M. Leake, 
V.C ; Temp. Capts. (ac i g Major) C. Roche (on account of Ill-health 
contracted on active service, granted honorary rank ol Captain). L. G. 
While (on account of ill-boalth, granted honorary rank of Captain); 
Temp. Capts. M. J. Mulligan and W. H. Howat (on account of ill 
health contracted on active service, and are granted the honorary 
rank of Captain), «H. A. Cecil (on account of 111 health, and is granted 
the honorary rank of Lieutenant); Temp. Hon. Capt. A. Hensnaw (on 
ceasing to ba employed witu Welsh Hospital, Netley); Temp. Lieut. 
H. N. Marrett. 

Canadian Army Medical Cory*. 

Temp. Major J. S. Carruthers to be temporary Lieutenant-Colonel. 
Temporary CaptHns to be temporary Majors: T. L Towers, H.W 
Whytock, (acting Major) J. R. Goodall, G. B. McCartney, (acting Major. 
U. J. Williamson. 

lerap. Capt. R. N. W. Shlllington to be acting Major while specially 
employed in a Hospital Snip. 

Temp. Capt. W. A. Wllion to be acting Major while specially 
employed at a General Hospital. 

Temp. Capt. (acting Major) C. F. Martin to be acting Lieutenant 
Colonel while specially employed as Officer In Charge of a Medical 
Division. 

Hon. Capt. H. J. Tesfcar to be Honorary Captain, with pay ao<1 
allowances. 

ROYAL AIR FORCE. 

Medical Branch.— F. F. Muecke (temporary Major, R.A.M.C.) is. 
granted a temporary commission as Major and to be acting Lieutenant- 
Colonel whilst employed as Lieutenaut-Colonel. I ho undermentioned 
are granted temporary commissions as Captains: G. C. Hall (Surgeon- 
Captain, retired, I.M.S.) and R. J. Aherue (late temporary Captain. 

K. a M.C.). E. T McBlligottand W. C. A. Ovey are granted temporary 
commissions as Lieutenants. 

Dental Branch —The undermentioned are granted temporary com 
missions as Lieutenants: W. J. Singleton, J. Smith. 
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NOTES ON CURRENT TOPICS. 

Parliament and the Armistice. 

The Prime Minister on Monday, Nov. 11th, read to the 
House of Commons the Armistice terms which the German 
delegates had signed that morning. The House adjourned 
immediately thereafter to a service of thanksgiving at 
St. Margaret’s Church. 

Ministries of Health Bill. 

This measure was introduced by Dr. Addison, the Minister 
of Reconstruction, under what in Parliamentary procedure 
is known as the “ ten minutes’ rule.” Ten minutes are 
Allotted to the Minister for his introductory speech, and only 
one speech, similarly limited in time, is allowed of com¬ 
ment. Several Members rose to speak, but only one of them, 
Mr. Hogge, had the opportunity of offering remarks on the 
measure. The Bill was formally read a first time, but there 
are now two motions for the rejection of the Bill on second 
reading. One stands in the name of Mr. Hogge, the other 
in the name of Sir Edward CARSONi The motion of the 
latter is in the following terms :— 

** That this House declines to proce“d with a measure dealing with 
public health which excludes Ireland from the benefit of its pro islons.’ 

It is now announced that the Ministries of Health Bill will 
not be proceeded with this session. The text of the measure, 
however, is published. 

Clause 1 sets out that for the purpose of promoting the 
health of the people throughout England and Wales, a 
Minister of Health may be appointed. 

Clause 2 defines the general powers and duties of the 
Minister. It runs: — 

It shall bo the duty of the Minister to take all such steos as may be 
desirable to secure the effective carrying out ant coordination of 
measures conducive to the health of the people. Including measures for 
the prevention and cure of diseases, the treatment of physical and 
mental defects, the codection and preparation of information and 
statistics relating thereto, and the training of persons engaged In 
health services. 

Clause 3 deals with the transfer of powers and duties to 
and from the Minister. It is as follows : — 

(1) There shall be transferred to the Minister (a) all the powers and 
duties of the Local Government Board; (6) all the powers and duties 
of the Insurance Commissioners and tne Welsh Imuran e C »m- 
Tulssioners; (c) all the powers of the Board of Bdu *atlon with respect 
to attending to the health of expectant mothers and nursing moth-srs 
and of children who have not attained tin age of 5 years and are not 
in attendance at schools recognised by the Board of E lucation; ( d ) ail 
the powers of the Privy Council and of the Lord President of the 
Council under the MMwives Act, 1902; (c) such powers of supervising 
the administration of Part I. of the Children Act, 1908 (wnich relates 
to Infant life protection) as have heretofore been exercised by the 
Secretary of State. 

It is, however, provided that the power conferred on the 
Insurance Commissioners of retaining and applying for the 
purposes of research sums mentioned in the Insurance Act 
shall not be transferred to the Minister, but the duties 
performed bf the Medical Research Committee shall be 
-carried on under the direction of a Committee of the Privy 
Council. The clause proceeds 

(2) It shull be lawful for H s Majesty from time to time by Order in 
Council to transfer to the Minister: a) all or any of the powers and 
■duties of the Board of Education with respect t» the m-»di impeo 
tlonand treatment of children and young persons; (6) all or any of the 
powers and duties • f the Minister of P«snsi >ns with respect to the 
health of disabled officers and men after they have left the service, 
<c) all or any of the powers and duties of the Secretary of S ate under 
the Lunacy Acts 1890to 1911, and the Mental Deficiency Act 19li. 

Power is taken to transfer to other Government depart¬ 
ments certain subjects such as public libraries, museums, 
and gymnasiums, fire brigades, an J other matters now uuder 
the administrative supervision of the Local Government 
Hoard. 

Clause 4, which authorised consultative councils, is to the 
following effect :— 

(1) It shall be lawful for Ills Majesty by Order in Council to establish 
-oon*ulta»ive councils f.»r giving In accordance with the provision* oi the 
Order advice and assistance i i connexion with such matM'*« effecting 
or Incidental to the health of the people as may be referred to in such 
Order. (2) Every sujh council shall inclu le persons of booh sexes, an i 
atiall consist of persons having practical experience of tue matters 
referred to the Council. 

Prowers are taken to carry out from au office in Wales the 
powers and duties transferred from the Welsh Insurance 
Commissioners. 

Clause 9 constitutes a Scottish Board of Health which shall 
take up in Scotland the duties which in Eagland and Wales 
fall on the Minister of Health. It will consist of not more 
than six members, one of whom must be a medical man 
holding a Public Health Diploma. The Board will act under 
the directions of the Secretary for Scotland. The clause 
contemplates the appointment of a Scottish Parliamentary 
ITnder-Secretary. 
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Under Clause 10 the National Health Insurance Joint 
Committee shall consist of tne Minister of Health, who 
shall be chairman, the Secretary for Scotland, and the Chief 
Secretary for Ireland, together with one other person ap- 

f jointed by the Minister, bein^a person having special know 
edge and experience of national health insurance in Wales. 
There are other provisions of the nature of machinery in 

the Bill. - 

HOUSE OP COMMONS. 

Wednesday, Nov. 6th. 

Influenza Epidemic at the Crystal Palace. 

Answering Mr. Chancellor. Mr. Macnamara (Secretary 
to the Admiralty) said : Since the present influenza epidemic 
broke out there have been 784 cases at the Crystal Palace; 
558 were treated at the Palace, 233 were transferred from the 
Palace to local hospitals, and none were sent home for treat 
ment. I should add, however, that 442 cases have been 
reported to us of men contracting influenza at home while 
on leave. As regards the number of deaths during the 

{ jresent epidemic, 3 died at the Crystal Palace, 93 died in 
ocal hospitals, and 10 died as their own homes. 

Influenza at Bland ford Camp. 

In reply to Mr. W. Anderson and Sir G Greenwood, who 
asked for information regarding Blandford Camp Major 
Baird (Under Secretary to tne Air Ministry), said: The con¬ 
ditions at Blandford Camp have been receiving the close 
attention of the Air Council. Personal inspections have 
been made by Sir Humphry Rolleston, a member of the 
Medical Administrative Committee, by the inspector of 
hospitals, and by the medical administrator. Additional 
doctors and nurses have been sent there, the hospital 
accommodation has been materially extended, and the camp 
has been kept well supplied with all necessary medical stores 
and equipment. The total number of men who now are or 
have been stationed at Blandford from Sept. 2ist to Nov. 2nd, 
1918, is 32,593. The total number of deaths has been 78. Of 
these 77 were dae to influenza or pneumonia consequent on 
influenza. The percentage of deaths is therefore 0 24 per 
cent, and the weekly average 13*5. The average daily 
number of men under canvas for this period has been 6611. 
The namber has been steadily redaced, and it is hoped that 
all the men will be in buildings by to-night. From now on 
no recruits will be pat under canvas. 

Local Government Board and Medical Research. 

Sir William Collins asked the Parliamentary Secretary 
to the Local Government Board what was the total sum 
expended on auxiliary scientific investigations and medical 
research from the establishment of the Board to the present 
time.—Mr. 8 . Walsh replied: The grant for auxiliary 
scientific investigations concerning the causes and pro¬ 
cesses of disease was transferred from the vote for the Privy 
Council Office, to that of the Local Government Board in 
the year 1877-78. From that year to the present date sums 
amounting to £77,258 18s. have been paid for those investiga 
tions. In addition sums amounting to £15,361 3«.3d. have 
been expended by the Board in respect of their pathological 
laboratory which was established in 1910. 

Thursday, Nov. 7th. 

R.A.M.C. Officers in Ireland. 

Answering Mr. Lardner, Mr. Macpherson (Under 
Secretary for War) said: A small namber of officers of the 
Royal Army Medical Corps with recruiting experience have 
been employed in Ireland to assist the National Service 
Board. These officers are liable for service abroad if 
physically fit. 

Dental Treatment of Discharged Soldiers. 

Mr. Pennefather asked the Financial Secretary to the 
War Office wnether he would consider the advisability of so 
extending Army Council Instruction 1187 of 1918 as to include 
provision, if desired, for dental treatment prior to discharge 
of all soldiers returning from abroad whose teeth had 
deteriorated during their period of active service, and also to 
provide for the dental treatment, if desired, of all returned 
prisoners of war whose teeth had deteriorated during 
captivity.—Mr. Forster answered: This suggestion is not 
free from difficulty, but I will consider the question. 

Medical Research Committee. 

In reply to Sir William Collins, Sir E. Cornwall 
1 representing the National Insurance Commissioners) wrote : 
The total sum expended up tj the present time under my 
sanction and that of my predecessors under the National 
Insurance Act, 1911, by the Medical Research Committee 
has amounted to about £247,000. 

Ministries of Health Bill. 

Dr. Addison (Minister of Reconstruction) moved for leave 
“to bring in a Bill to establish a Ministry of Health and a 
Board of Health to exercise in England and Wales and in 
Scotland respectively powers witn respect to health and 
local government and for purposes connected therewith.” 












PARLIAMENTARY INTELLIGENCE. 


686 The Lancet,] 


[Nov. 16, 1918 


He said: The war has revealed in a very striking manner 
what a good many of us have been calling attention to for 
many years—namely, the need for improvement in the 
health of our people. After the war the need will be 
greater almost than daring the war for making the best use 
of all our powers and resources, and it is very certain that in 
the time of reconstruction we shall not be able to afford anv 
waste either of material or of human power. The late Lord 
Rhondda, when he was President of the Local Government 
Board, invited me to take charge of an inquiry into this 
matter, and during recent months I have had very mauy 
consultations with the local authorities of this country, with 
medical men, and with representatives of the great insurance 
organisations, and the measure which I ask leave to intro¬ 
duce represents, except in some unimportant particulars, a 
common measure of agreement. 

Mr. Booth : No. 

Dr. Addison: The honourable Member not having seen 
the measure is not in a position to say. There is unanimity 
on the part of all who have examined this topic that steps 
are necessary and that it is impossible in this country 
either to prosecute a vigorous health policy or to secure 
efficient administration of it until we have brought about in 
the first place the consolidation of those Government 
authorities who have charge of it. For example, with 
respect to woman and her child, the Local Government 
Board, the Insurance Commission, the Home Office, 
and the Privy Council are all involved in various 
matters concerning the health of the mother and her child. 
I could, of coarse, furnish many illustrations, but it is 
obvious to anyone who has knowledge of public adminis¬ 
tration in this country that it is impossible to expect any 
progressive and continuous development of ynproved service 
‘while you have this overlapping in the central departments, 
and the main purpose of the Bill is to bring together, under 
one body of men and one Minister, the chief Government 
departments concerned in matters affecting the health of 
the people. Until that is achieved I am convinced that it 
is hopeless to expect any real and substantial improvement. 
This Bill does not provide medical treatment for any indi¬ 
vidual. It does not affect the functions of any local authority 
of any kind. It is purely concerned with bringing together 
the responsibilities of the different Government departments, 
both in England and in Scotland, which are concerned with 
health matters. The Bill brings together under one Minister 
the powers and duties of the President of the Local Govern¬ 
ment Boardaud the Health Insurance Commission of England 
and Wales. It brings in also the powers and duties of the 
President of the Board of Education with regard to the 
health of mothers and infants, the duties of the President 
of the Council with regard to mid wives, and the Home 
Secretary with regard to the protection of infant life. 

Sir E. Carson : Does the Bill apply to Ireland? 

Dr. Addison: I will deal with that presently. It unites 
those in one health department and then we take power in 
the Bill to bring in, as and when it is possible, other con¬ 
siderable health duties—namely, the medical inspection and 
treatment of school children, at the present time under the 
charge of the Board of Education. Further, all the health 
duties of the Ministry of Pensions as regards the treatment 
of sick soldiers and, finally, the powers of the Secretary of 
State for the Home Department with regard to lunacy and 
mental deficiency. It is not proposed to consolidate these 
latter powers at this stage. They are involved in various 
administrative arrangements which it would take some 
ears at least to disentangle. A good deal of misappre- 
ension exists with respect to this Bill owing, perhaps, to the 
fact that we have not been able to bring it forward earlier in 
consequence of the association of these health services with 
the present Poor-law duties discharged by boards of guardians 
who are responsible to the Local Government Board. 

I may say that the bringing together of the different services 
whicn I have mentioned in no way fixes to these services any 
Poor law taint whatever. It is separate from them here¬ 
after as it is now, for example, from the sanitary services of 
the local authorities. We have bad an important committee 
presided over by the Deputy Chairman of Ways and Means, 
and I am authorised to say that the report of the Local 
Government Committee presided over by Sir Donald Maclean 
on the transfer of the functions of Poor-law authorities in 
England and Wales has been carefully considered by the 
Government, and that the Government accepts the recom¬ 
mendations of the committee that all services relating to 
the care and treatment of the sick and infirm should not 
be administered as part of the Poor-law, but should 
be made a part of the general health services of the 
country, and that the Government regards it as a matter of 
urgency that effect should be given to these recommenda¬ 
tions as soon as possible. The Government accepts the 
principle that the remaining functions of the Poor-law 
authorities should be transferred to other bodies, bat 
are not in a position to formulate precise proposals 
at the present time. Any approach to the complete 
application of the scheme recommended by the committee 


will involve a considerable length of time, and must be pre¬ 
ceded by further inquiries into certain questions with regard 
to detailed matters. The Government recognises its 
responsibilities for making proposals on these subjects as 
soon as the exigencies of the Parliamentary situation permit 
of their doing so. I should like to say here that those 
enthusiasts for a Health Ministry who say we must wait 
until we have reformed the Poor-law are thoroughly 
impracticable people. The Poor-law will require manv 
years of steady effort, both in this House and in connexion 
with administration, wholly to diseutangleand to bring about 
the reforms which many of us desire, but we are not pre¬ 
pared to postpone until that is achieved the necessary con¬ 
solidation of these important health services. With regard 
to Scotland, the Bill brings together in precisely the same 
way as in England these different health services under a 
board—a Board of Health—which is responsible to the 
Secretary for Scotland, who has had chargeof this part of the 
Bill in the course of its formation. With regard to Ireland, 
we have not extended our proposals therein view of the possi¬ 
bility, as we hope soon, that Ireland may administer her 
affairs herself. But it is proposed to leave the position of 
the Irish Insurance Commissioners as far as possible un¬ 
changed. We do provide,' however, for the continuance of 
the Joint Committee Similar to that which is nowin exist¬ 
ence representing the four countries with regard to financial 
matters. 

Sir E. Carson : Is that all there is about Ireland in the 
Bill? 

Dr. Addison : Another important feature of the Bill is 
that we provide advisory or consultative councils as part of 
machinery of the Ministry. This proposal has been a good 
deal criticised in many quarters, and I for one thoroughly 
believe in having at my elbow expert critics. I believe it 
will have a very wholesome effect on administrative work, 
certainly in the development of the health services of this 
country, if we have a live active body of this kind in 
existence. 

Mr. Chancellor: Are they to be empowered to go over 
the heads of the Ministry? 

Dr. Addison : Certainly not. The Ministry must be 
responsible. In order that it may be made clear what 
the functions of these advisory councils are I propose 
to lay on the table of the House a draft Order in 
Council, which sets out their functions and which has 
been agreed to by all concerned. They deal with matters 
referred to the Ministry. They are to be able to make 
suggestions to the Ministry on subjects that may be referred 
to. They are also on their own initiative to make recom¬ 
mendations. We bring together, therefore, under this 
Bill all the important Government services which are con¬ 
cerned with health, and we thereby also bring under one 
Ministry the surveillance of all the local health services of 
the country. If this is achieved we believe that it will be 
possible to expect real progress with respect to the improve¬ 
ment in the health of the people. It is essential to take 
this step first because the legislation necessary to provide 
for the full development of the health services of the country- 
may be controversial and certainly will be difficult and 
involved. Therefore it is necessary to take it rn two stages. 
I believe that if we acquire the powers sought in this Bill we 
may for the first time in this country be able to develop 
and ultimately to apply scientific, well-thought-out and 
thorough health measures for the benefit of our people. 

Mr. Hogge gave certain reasons why he opposed the 
introduction of the Bill. In the first place, it attempted 
to take away from the National Health Insurance Com¬ 
missioners in three parts of the kingdom their existing 
rights to deal with questions of disease and ill-health. He 
also opposed the Bill because there was associated with it 
the administration of the Local Government Board, which 
administered the Poor-law. If the right honourable gentle¬ 
man had acquainted himself with the views held by large 
bodies of Approved Societies in England, Wales, and Scotland 
with regard to the inclusion of the functions of the National 
Health Insurance under any Government department asso¬ 
ciated with the Poor-law, he would have known the strength 
of the opposition to it. He knew that the right honourable 
gentleman had not taken the trouble. 

Dr. Addison : That is entirely incorrect. I have consulted 
scores of representatives of authorities and of Approved 
Societies. 

Mr. Hogge said that he knew that as far as the National 
Health Insurance Commissioners in Scotland were con¬ 
cerned, they had never been asked their views at all on the 
question of a Ministry of Health and how far their functions 
snould be roped in under the new arrangement. Moreover, 
in Scotland there was a demand for a separate Bill dealing 
with a Ministry of Health for Scotland. In these declining 
days of Parliament it was absurd to bring in what was really 
an electioneering measure. 

Leave was given, and Dr. Addison formally brought in 
the Bill. He intimated that it was k> backed ” by Sir George 
Cave (the Horae Secretary), Sir Auckland Geddes (Present 
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of the Local Government Board), Mr. Munro (Secretary for 
Scotland), and Sir E. Cornwall (the representative of the 
National Insurance Commissioners). 

The Bill was read a first time. 

Tuesday, Nov. 12th. 

Medical Women and Army Service. 

Answering Mr. W. Thorne regarding the suggestion to 
give commissions to- medical women, Mr. Macpherson 
(Under Secretary for War) said : I am informed that even if 
the Government entertained the proposal there is no 
possibility of the neceseary legislation being introduced 
this session. 

Wednesday, Nov. 13th. 

The Shortage of Medical Men. 

Major Edward Wood asked the Representative of the 
National Insurance Commissioners whether his attention 
had been called to the difficulty experienced by many 
persons in country districts owing to the shortage of medical 
officers during the present epidemic of influenza in securing 
the certificate of a medical officer necessary to obtain sick 
benefit under the National Insurance Act; and whether he 
could make provision by which money to which such 
persons were entitled might be more easily and expeditiously 
obtained.—Sir E. Cornwall replied: I am aware of 
and am giving careful attention to the serious difficulties 
under which the medical profession are striving to 
carry out their duties just now with their numbers 
so depleted by the demands of the Army for medical 
men and the great aggravation of these difficulties by 
the present epidemic, and I trust that Approved Societies 
generally are showing all possible consideration for these 
conditions in their dealing with sicknesB benefit claims from 
their members. But I am advised that a general relaxation 
of the requirement of periodical medical certificates as 
evidence of incapacity for work would be open to grave 
objection as tending to destroy the administrative basis 
requisite for financial stability. 

Replying to a supplementary question, Sir E. Cornwall 
stated that negotiations were now being carried on with a 
view to bring home medical men to this country as rapidly 
as possible. ^^ • 

gtebical $iarg for % ensuing Meek. 

SOCIETIES. 

BOYAL SOCIETY, Burlington House, London, W. 

Thursday. Nov. 21st.—Papers:—Mr. W. Stiles and Dr. F. Kidd : (1) 
The Influence of External Concentration on the Position of the 
Equilibrium attained in the Intake of Salts by Plant Cells ; (2) 
The Comparative Rate of Absorption of various Salts by Plant 
Tissue.—Q. Marinesco: Recherches Anatomo-Cliniqucs sur les 
Nevromesd’Amputations douloureux— Nouvelles Contributions 
a I’Etude de la Hegeneration nerveuse et du Neurotroplsme 
(communicated by Prof. F. W. Mott). 

BOYAL SOCIETY OF MEDICINE, 1, Wlmpole-street, W. 1. 
Tuesday, Nov. 19th. 

GENERAL MEETING OF FELLOWS: at 5 p.m. 

Ballot for Election to the Fellowship. (Names already circulated.) 
MEETINGS‘OF SECTIONS. 

Tuesday, Nov. 19th. 

PSYCHIATRY (Hon. Secretaries—Bernard Hart, G. F. Barham): 
at 4.30 p.m. 

Presidential Address: 

Dr. William McDougall. F.R.S.: The Present Position in Clinical 
Psychology. • 

Wednesday, Nov. 20th. 

HISTORY OF MEDICINE (Hon. Secretaries—Charles Singer, Arnold 
Chaplin): at b p.m. 

^SrTWymond Crawfurd: Antonius Musa—his Practice and his 
Patterns. 

Dr. Cumston: A Note on Celsus’ Operation of Lithotomy. 

Thursday, Nov. 21st. 

DERMATOLOGY (Hon. Secretary—S. K. Dore): at 4.30 p.m. 

(. axes will be shown. 

Friday, Nov. 22nd. 

DISEASE IN CHILDREN (Hon. Secretaries—G. E. C. Pritchard, 
H. C. Cameron, C. P. Lapage) : at 4.30 P.M. 

Cases will be shown. 

Notes on a case of Chronic Nocturnal Priapism. 

BOYAL SOCIETY OF ARTS, John-street, Adelphi, W.C. 

Wednesday, Nov. 20th.—4.30 p.m., Inaugural Address ;-Mr. A. A. C. 
Swinton : Science and the Kui ure. 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

J?OST-GRADUATE COLLEGE, West London Hospital, Hammersmith 

r °Clinica each week-day at 2 P.M., Wednesday, Friday, and Saturday 
also at 10 a.m. . . . 

(Details of Post-Graduate Course were given In issue of Nov. 2nd.) 
UNIVERSITY COLLEGE, LONDON, Gower Street, W.C. . 

Two Lectures on Wound Shock. 

Friday, Nov. 22nd.-5 i*.m., Prof. W. M. Bayliss. (Lecture I.) 


ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37. Russe 11-square, W.C. 

Course of Lectures on Public Health Problems under War and After- 
war Conditions (each Lecture will be followed by a Discussion) :•»- 
Wednesday, Nov. 20th.— 4 p.m., Lecture VII.: Sir John Collie, 
C.M.G.: The Care of Pensioners and Disabled Combatants in 
Relation to National Health and Wealth. 


Ormiston, Isabel, M.B., has been appointed Medical Inspector of 
Schools of Health under Egyptian Government. 

National Hospital for the Paralysed and Epileptic.— Physician 
for Out-patients-. Holmes, Gordon M., C.M.G., M.D., F.R.C.P. 
Lond. Registrar: Yealland, Lewis R., M.D. Ontario. Resident 
Medical Oflicer: Blandy. M. A., M.B. House Physicians: 
Kivington, Kvkleen B. G., M B., B.S., Gainsborough, Richard, 
L.R.C.P., M.R.C.S. L . 

St. Thomas's Hospital. — Casualty Officers and Resident Anaesthetists -. 
Benaroya, M., Foss, R. S., Goolden, G. A., M.R.C.S., L.R.C.P. 
Lond., MacDonnell, J. J., Palmer, W. H , M.R.C.S., L.R.C.P. 
Lond. Resident House Physicians : Hull, G. R.. Walker, R. A., 
Ward, A. E., Williams, P. Lloyd. Resident House Surgeons : 
Anthony, W. M., Macdonald, E. K., McLean. C. F., Spoor, A. T. 
House Surgeon: Calvo, R., M.R.C.S.. L.R.C.P. Lond. Obstetric 
House Physician : Huggett, A. St. G., M.R.C.S., L.R.C.P. Lond. 


flacanrits. 

For further information refer to the advertisement columns. 

Birkenhead Borough Hospital.— Jun. H.S. £170. 

Bristol Royal Infirmary— H.P. and H.S. £120. 

Cater ham Asylum. Caterham , Surrey— Temp. Asst. M.O. £7 7«. p.w. 

Clifton, Yorks, North Riding Asylum— Locum Tenens M.O. £1010«. w. 

Derbyshire County Council.— Tuberc. Officer £500. 

Devonport, Royal Albert Hospital.—Res. H.S. £200. 

Dorchester, Dorset County Council Education Committee— School 
Dentist. £350. 

Essex County .—M.O.H. £1000. ; . __ _ 

Glasgow District Mental Hospital. Gartloch.-A.Bat. M.O. 

Grosvenor Hospital jor Women, Vincent-square, S. W. —Hon. Path. 

Glasgow, Lightburn Joint Hospital, Shettleston.— Rea. Phys. Sup. £300. 

Liverpool, Brovmlow Hill Poor-law Hospital —Asst. M.O.’s as Locum 
Tenens. £7 Is. per week. 

London County Council Evening Institutes.- Lecturers. 1 g. a lecture. 

Monmouthshire County Council. —Female Aest. M.O. £400. 

Perth, James Murray's Royal Asylum.— Phys.-Superintendent. ££00. 

(iueen's Hospital for Children. Hackney-road, London, A.—H P. £100. 

Roll oj Honour Hospital for Children, 688, Harrow-road, IT.—Female 

Royal College oj Surgeons of England— Election to the Court of 
Examiners. ,, 

St. Helens Lancs, Pilkington Special Hospital.—Hen. M.O. £500. 

St. Peter's Hospital for Stone, As., Henrietta-st., W. C’.—Jun. H.S. £75. 

Sheffield Jessop Hospital for Women— Junior Female H.S. £150. 

Sheffield Royal Infirmary.— Two H.8.'s. £150. 

Shrewsbury Dispensary, 1*2. St. John’s-MU, Shrewsbury.— Locum M.O. 

York City Asylum, Ftujord.— Temp. Asst. M.O. £350. 

The Chief Inspector of Factories, Home Office, S.W., gives notice of a 
vacancy for a Certifying Surgeon under the Factory and Workshop 
Acts at Daw ley, Salop. 

$irifcs, marriages, aitb Jeatfcs. 

BIRTHS. 

Kelly.— On Oct. 31st, at The Orchard. Bushey Grove-road, Bushey, 
Herts, the wife of Lieutenant-Colonel W. D. C. Kelly, D.S.O., 
R.A.M.C., of a daughter. , _ 

Lee.— On Nov. 5th, at Prlnce’s-gate, the wife of Captain Harry Lee, 
F.R.C.S., R.A.M.C. (T.F.), of a son. 

Payne.— On Nov. 5th, at Glengarry, Park-hill, Ealing, W., the wife of 
Surgeon-Lieutenant R. W. Payne, R.N.. of a daughter. 

Reynell.— On Nov. 6th, at High week, Newton Abbot, the wife of 
Captain R. W. Reynell, R.A.M.C., of a daughter. 

MARRIAGES. 

Collet—Tydd.— On Nov. 6th, at All Saints’ Church, Ascot, Lieutenant- 
Colonel G. G. Collet, R.A.M.C., to Gertrude Kulalie, daughter of 
Mr. and Mrs. George B/Tydd, of Burleigh Lodge, Ascot. 

Green — Garlick. —On Nov. 8th, at St. Saviour’s Church, Eton-road, 
N.W., Philip W'ithers Green, Captain, R.A.M.C. (T.), to Florence 
Hester, eldest daughter of the late George Garlick, M.D., of 
Gordon-square, and Mrs. Garlick, of Steele’s-road, Hampstead. 

DEATHS. 

Dawnay.— On Nov. 8th, at March wood-crescent, Ealing, of pneumonia 
following influenza, Archibald Hugh Payan Dawnay, F.R.C.S. 

Dickey.— On Nov. 4th, at Oakham, J. 8. P. Dickey. M.A. Oxon., M.B., 
Ch.B. Edin., in his 36th year. , . 

Fisher.— On Nov. 6th, at King s Langley, Frederick Charles Fisher; 

• F R.C.8., aged 60. 

Logan.— On Oct. 31st, at Stone, Aylesbury, from influenza, Thomaa 
Stratford Logan, L.R.C.P. & L.R.O.S. Edin., D.P.H. Lond., Assistant 
Medical Offioer, Bucks County Asyluip, elder son of the late 
William Logan, i^.D., and of Mrs. Logan, Whitehead, co. Antrim. 

N.B.—A fee of 5s. is charged Jor the insertion of Notices oj Births, 
Marriages, and Deaths. 
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States, SJrorf Comments, anb Jnskrs 

to Correspondents. 

• ■ 

INFLUENZA DISINFECTION AND THE ROLE OF 
THE CARRIER. 

On Nov. 6th, at the Royal Institute of Public Health, 
Professor J. M. Beattie delivered the fifth of a course of 
lectures on Public Health Problems Under War and After 
War Conditions. He began by referring to the work that 
had been done in regard to typhoid carriers. Many such 
were found among persons who showed no clinical symptoms 
of the disease. Cure was a difficult matter, and all workers 
recognised intermittent discharge at long intervals of patho¬ 
genic organisms in the faeces. Men were discharged as 
“ cured ” who still had bacteria in their urine. Such unsus¬ 
pected carriers distributed among the population might 
become serious centres of infection. The same applied 
to the pneumococcus, the diphtheria bacillus, meningo¬ 
coccus, &o. An important matter seemed to the lecturer to 
have been neglected by sanitary authorities. In the act 
of flushing a water-closet spray is produced which may 
easily spread bacteria to the immediate surroundings, but 
in how many cities is the public closet disinfected after use? 
In the case of typhoid and dysentery carriers clothing and 
hands readily become infected and provide a fruitful source 
for the spread of disease. Infections of the upper air- 
passages are easily spread by the spray produced in 
coughing, more especially when overcrowding is also 
present, as was unavoidably the case in the present 
epidemic of influenza, where, owing to war conditions, 
a lowered resistance of the body was an added factor. Pro¬ 
fessor Beattie described a spray of electrolysed 3 per cent, 
saline solution to be used for disinfecting soldiers on a large 
scale. Although certain mechanical difficulties at present 
stand in the way of its .use for the general public, an 
ordinary hand spray can be used. Disinfection of the throat 
is one of the most important factors, both in checking 
the carrier-rate and the actual spread of many common 
infections. It should be a routine practice in fever hos¬ 
pitals to disinfect the nose and naso-pharynx at leust once 
every day, while in schools a daily nose and throat drill is 
to be desired. Children should thus learn that cleanliness 
of the mouth and upper air-passages is as important 
as that of hands, face, and teeth. In dysentery cases 
thorough washing out of the bowel is required. Cases 
of infantile and summer diarrhoea treated on these lines 
had produced striking results in the lecturer’s hands. In 
the discussion which followed the lecture Professor J. R. 
Simpson urged that influenza should be made a notifiable 
disease, and Dr. T. N. Kelynack instanced an open-air 
sanatorium of 100 beds, not far from London, with visitors 
constantly coming and going, where no cases had occurred. 
The same was the case with a children’s sanatorium, 
although cases had occurred among the outside staff, while 
another institution for children not far away, where open- 
air treatment was not in force, had had half its inmates in 
bed. Professor Beattie, in reply to questions, considered 
that influenza probably conferred a certain amount of im¬ 
munity, but for a brief period only. Vaccine treatment, if 
practised at all, should, he thought, be on the lines sug¬ 
gested by the recent War Office conference (see The Lancet, 
Oct. 26th, p. 565). Notification of influenza was a difficult 
task. 

THE INSTITUTE OF HYGIENE. 

This Institute proposes to build a Temple of Hygiene 
in the centre of Lqndon in order to provide better facilities 
for its work. Sir Malcolm Morris is acting as chairman of 
a committee to promote the scheme. Sir Samuel Scott, 
Bart., M.P., is the honorary treasurer. 

THE LEBANON HOSPITAL FOR MENTAL DISEASES. 

During the four years of war the Lebanon Hospital for 
Mental Diseases, near Beyrout, founded in 1896 by the late 
Theophilus Waidmeier, has been allowed to carry on its 
beneficent work without cessation under the care of the 
British director, Dr. H. Watson Smith. The work of the 
hospital has necessarily had no publicity given to it during 
recent times, and this has made it a difficult matter to keep 
up the necessary remittances for its maintenance. This has 
been done, however, through the kind offices of America. 
The Turks at one time desired to commandeer the institution 
for military purposes, but found that it was doing such good 
work amongst people of all races and creeds that they decided 
to leave it, ana Djemal Pasha even presented 100 sacks of 
wheat at a time of difficulty. 

The way is now clear and money can be sent through to 
Beyrout. The hospital needs help badly; food and other 
necessaries have been, and are, very expensive; added to 
this, when details are received it will be found that repairs 


are needed after the four years of war conditions. The diffi¬ 
culties have been many and formidable, but Dr. Watson 
Smith and his helpers have been able in a wonderful way to 
“ carry on.” The committee appeals for wider interest and 
for financial help to bring the hospital, which is the only one 
of its kind in the country, fully up to date. Information 
will-be given by the general secretary, Lebanon Hospital 
Office, 35, Queen Victoria-street, London, E.C. 4. 

THE MEDICAL MAN’S INCOME TAX. 

To the Editor of The Lancet. 

Sir, — In the article by Mr. John Burns on the above 
subject, published in your columns of Oct. 19th, it is stated, 
with reference to taxable income, that the deductions per¬ 
missible include “ professional subscriptions and literature.” 
I have inquired of the Surveyor of Taxes whether a subscrip¬ 
tion of 3 guineas to the Royal Society of Medicine and 30$. 
to The Lancet may be deducted, and have received the 
following reply: — 

“ In reply to your letter of the 28th Inst., I beg to inform you that 
subscriptions to medical societies are not admissible deductions for 
income tax purposes. 

With regard to your claim to deduct the coat of literature, the 
matter appears to be governed by the case of Charlton v. Commissioners 
of Inland Revenue, 1890, 17 R. 785, in which it was decided that a 
minister assessed under Schedule B. was not entitled to a deduction in 
respect of cost of books purchased in connexion with his profession." 

I enclose my card.—I am, Sir, yours faithfully, 

Nov. 5th, 1918. Medical Superintendent. 

•** Income-tax interpretation is not an exact science, and 
its practical application varies in. different parts of the 
country. Whilst the purchase of a professional library 
would not be permitted as a legitimate deduction, replace¬ 
ments are generally allowable, and should be claimed. 
Subscriptions to medical societies should also be claimed, 
despite the opinion expressed in the letter of the Surveyor of 
Taxes above.— Ed. L. 


Communications, Letters, &c., to the Editor have 
•been received from— 


R.A.M.C.; Lt.-Col. A. P. Hurst, 
R.A.M.C. 


A—Dr. 8. H. Appleford, Hoddes- 
don ; Mr. A. Z. Abushady, Lond.; 
Dr. W. Allingham. Orsett; Sir 
R. Armstrong-Jones, Lond. 

B. —Mrs. T. R. Beale-Brown, An- 
doversford; Mr. G. G. Bonser, 
Sutton-in-Ashfield ; Prof. W. B. 
Bell, Liverpool; Mrs. G. C. 
Brownson, Bristol; Mr. W. H. 
Baxter, Bournemouth ; British 
Science Guild, Lond., Sec. of; 
Dr. L. T. Burra, Aylesbury ; Dr. 
A. Balfour, C.tf.G., Lond.; Sir 
John Byers, Belfast; British Fire 
Prevention Committee, Lond.; 
Mr. J. L. Balderston, Lond.; Dr. 
G. P. Buchan, Lond.; Dr. M. K. 
Barradah, Cairo ; Dr. G. Blacker, 
Lond.; Mr. H. Blakeway, Lond.; 
Dr. B. Baskett, Rayleigh; Prof 
P. Boverl, Milan. 

C. —Mr. R. P. Cooper, Lond.; Mr. 
R. I. da Costa; Lt.-Col. A. 
Caatellani, Lond.; Dr. J. G. 
Copland, Huddersfield. 

D. — Decimal Association, Lond.; 
Mr. K. J. Dougall, Lond.; Mrs. 
C. Duggan, Lower Broadheath. 

B.—Mr. D. B. B. Bricson ; The 
English woman Exhibition, Lond., 
Sec. of; Miss B. L. C. Eden, 
Lond.; Major-Gen. G. J. H. 
Bvatt. C.B.; Dr. H. A. Bills, 
Middlesbrough; Miss Eden,Lond.; 
Mr. A. B. Elliott, Abergele. 

F. —Lt.-Col. F. B. Fremantle, 
R.A.M.C.(T.); Hon. Surg.-Lt.- 
Com. P. Pildes, R.N.V R.; Dr. 

E. L. Fisk, New York; Dr. R. B. 
Ferguson. Lond.; Mr. C. Franks, 
Lond.; Mr. W. Fleming, Loud. 

G. — Capt. D. Guthrie, R.F.A.; Mr. 
W. Greig, Lond.; Mr. E. H. 
Glenny, Lond. 

H. —Mr. J, H. Hart, East Molesey; 
Mr. W. J. Hall, Brighton; Sir 
Thomas Horder, Lond.; Mr. H. B. 
Hill, Biton; Capt. F. Heatherley, 


I. —Incorporated Institute of Hy¬ 
giene, Lond., Sec. of. 

J. —Mr. M. H. Judge. Lond. 

K. —Dr. F. Knight, Lond. 

L. —Dr. R. A. Lyster, Winchester ; 
Dr. A. Latham, Lond.; Messrs. 
J. B. Llppincott, Philadelphia; 
Major T. Lewis, R.A.M.O.(T. > 

M. —Dr. C. B. Macnamara, Aber- 
dovey; Dr R. O. Moon, Lond.; 
8ir Henry Morris, Bart., Lond.; 
Medical Research Committee. 
Lond., Asst. Sec. b of; Messrs. 
Masson et Cle, Paris; Medico- 
Psychological Association of 
Great Britain and Ireland; Mr. 
J. Murray, Lond. 

N. —National League for Heatth, 
Maternity, and Child Welfare, 
Lond.; Sir A. Newsholine. Loud.; 
National Union of Trained 
Nurses, Lond. 

P.—Dr. A. A. Parson. Lond.; Dr. 
A. S. Percival, Newcastle-on- 
Tyne. 

a .-Q. B. D. 

.—Royal Earls wood Institution, 
Redhill, Medical Superintendent 
of ; Religious Tract Society. 
Lond.; Dr. R. R. Rentoul, Liver¬ 
pool ; Royal College of Physicians, 
Lond.; Royal Dental Hospital, 
Lond. 

S.-Capt. F. N. Smith. R.A.M.C.; 
Society of Public Analysts, Lond., 
Joint Hon. Sec. of; Dr. C. F. 
Sonntag; Mr. J. C. Spensley, 
Lond.; Dr. W. Spettigue, Wel¬ 
lington. 

T.—Dr. J. M. Taylor, Philadelphia; 
Dr. F. H. Teale, Lond.; Dr. J. 
Tatham, Oxted. 

W.—Dr. C. D. Wood, Frimley; 
Messrs. Watson and Sons, Lend.; 
Dr. F. B. Wynne, Wigan: Dr. 
L A. Weatherly, Bournemouth; 
Rev. G. A. Weekes, Cambridge; 
Capt. G. Ward, R.A.M.C. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2. 
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EPIDEMIC CATARRHS AND INFLUENZA. 

Delivered at the Discussion on Influenza, at the Rinjal 
Society of Medicine , Nov. 13th, 1918 , 

By Sib ARTHUR NEWSHOLME, M.D., K.C.B., 

MEDICAL OFFICER TO THE LOCAL GOVERNMENT BOARD. 


r Mr. President and Gentlemen, — When I promised to 
■open this discussion it could not be forecasted that we were 
about to experience our national share of a pandemic of 
influenza unexampled both in distribution and severity. 
Under present circumstances a discussion on influenza will 
necessarily include consideration, so far as our lack of know¬ 
ledge will permit, of the circumstances leading to the minor 
epidemics with which in recent years we have been fairly 
familiar, and those leading to the mysterious occurrence of 
the wider pandemics, such as those of 1890 and of the 
present year. 

It is necessary, in my view, to consider these minor 
■epidemics and the endemic prevalence of influenza in this 
■country in relation to bronchitis and pneumonia, which year 
by year cause a much heavier toll on health and life than is 
demanded by influenza. I have little hope of success of any 
personal or public measures against influenza which will not 
influence even more favourably the incidence of bronchitis 
and pneumonia. It is not improbable, in fact, that the 
influenza problem may be most successfully attacked when 
influenza is not epidemically prevalent. 

Etiology. 

The first difficulty is to define influenza. Is it one disease, 
or a group of diseases ? And is the disease now prevailing 
the disease which prevailed in the spring, and still more in 
July, of this year ? These two questions cannot easily be 
separated. The symptoms were usually milder in the earlier 
than in the present outbreak, but that may be due to the 
very exceptional culmination of the epidemic in the summer 
months. War conditions prevented civilian bacteriological 
work on the disease on a considerable scale, but I am hoping 
that this discussion will elicit contributions as to the 
bacteriology of the July and the present outbreak, and 
that later the results will be available of the inquiries by 
the Medical Research Committee, who hare been collating 
evidence from military as well as civilian outbreaks, and 
making independent inquiries. 

The report of the Influenza Committee of the Advisory 
Board to the D G., Medical Department, France, 1 shows 
that influenza has occurred at intervals among our forces 
in France, and that a serious epidemic occurred in the 
spring of this year. The known facts bearing on the 
position of Pfeiffer’s influenza bacillus as the cause of the 
epidemic are well summarised in this report. This bacillus 
cannot be said to have established its position, nor can it be 
•disregarded ; for even if some other organism be the essential 
virus of influenza, the Pfeiffer bacillus is probably one of the 
chief sources of the damaging complications of this disease. 

From this country, from France, and from America there 
is evidence that occasionally influenza kills rapidly by 
toxiemia, but more often by pulmonary complications ; and 
that in producing these complications hscnaoJytic streptococci 
have been predominating organisms, the Pfeiffer bacillus and 
the pneumococcus also being found in a varying proportion 
of cases. The increase in virulence in streptooooci in 
animal passage is well known. There can be no doubt that 
all these bacteria, often acting in conspiracy, have contri¬ 
buted greatly to the recent mortality from influenza, but 
whether there is in addition a hitherto undiscovered virus to 
which influenza is primarily due is still a moot point. 

The occurrence of such mixed infections is well known in 
other diseases ; it is a chief source of mortality in measles, 
.and success In the sanatorium treatment of tuberculosis 
■depends l .rgely on the elimination of secondary infections ; 

* And this points to oral, naso-pharyngeal, and dental hygiene 
^nd lif . under improved sanitary conditions as at present 
.amonf, the most hopeful lines of action in diminishing the 

i Brit. Med. Jour., Nov. 9tb, 1918. 

No. 4969 


mortality from bronchitis, pneumonia, and influenza in the 
general population. 

Influenza as a Clinical Entity. 

In view of the uncertainty in the bacteriological diagnosis 
of influenza, can this disease be recognised as a clinical 
entity? In typical cases it can, but certainly not in a very 
large proportion of atypical and modified attacks. In France, 
for instance, it has been found difficult to diagnose influenza 
from trench fever when the latter is unaccompanied by 
relapses. The main diagnostic evidence of the presence of 
influenza is its occurrence epidemically or pandemically. 
Diagnosis by this means is not helpful in prophylaxis, and 
there is the further possibility that other catarrhal infections 
may—though there is little evidence of this—take on trans¬ 
continental travels. This probably happens with the meningo¬ 
coccus, causing in most recipients little or no evidence of 
disease. 

But the facts remain that influenza is a specific disease 
recognisable in severe outbreaks, and that it is a disease 
which, with the exception of plague and cholera, has on 
occasion travelled further and more rapidly over the world 
than any other recognised disease. It differs from these two 
diseases in that their pandemic course can be stayed by 
organised measures which are well within human capacity. 
I know of no public health measures which can resist the 
progress of pandemic influenza. It is noteworthy that the 
relative failures of preventive medicine and public health 
to secure control over disease have been concerned with 
diseases in which infection is received by the respiratory 
tract—especially influenza, bronchitis, pneumonia, measles, 
and whooping-cough. 

Death-rates from Chief Catarrhal Diseases. 

We need further knowledge—epidemiological, pathological, 
and bacteriological —of all these diseases before they, and 
especially before influenza, can be brought within the scope 
of preventive medicine. Acute respiratory diseases, chiefly 
bronchitis and pneumonia, cause approximately one-sixth of 
the deaths from all causes; and this does not include the 
deaths in measles .and whooping-cough chiefly caused by 
respiratory com¬ 
plications, and the 
deaths under the 
heading of other 
diseases in which 
respiratory com¬ 
plications turn the 
balance against 
recovery. 

In Fig. 1 is 
shown the general 
course of the 
death-rate in this 
country since 1881 
from the three 
chief fatal catar¬ 
rhal diseases. The 
death - rates are 
given as relative 
figures, all the 
rates being re¬ 
duced to the same 
magnitude bo that 
a comparison may 
be made of the 
percentage varia¬ 
tion under each 
heading. 2 The 
variations in the 
death-rate from 
influenza are evidently greater than those for pneumonia and 
bronchitis, though in nearly every instance they are in the 
same direction in any given year. The deoline of the death- 
rate from bronchitis without corresponding inorease of 
pneumonia points to the conclusion that much of the decline 
under the first heading is real and not due to changing 
fashion in certification. 

In Figs. 2 and 3 this comparison between deaths in London 
from influenza, bronchitis, and pneumonia is pursued further, 

a It shouM be noted that even in years in which influenza is epi¬ 
demic bronohit's and pneumonia cause several times as many deaths aa 
this disease. Probably many of these deaths are secondary to influenza. 


Fig. 1. 
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the four-weekly incidence of mortality from each of these 
diseases being shown on the graph, for the four years 1889-92, 
in three of which influenza was epidemic, and for the four 
years 1915-18. in each of which some rise of the influenza 
curve occurred. In three of these last years the rise followed 
the almost universal rule of winter or spring incidence, the 
exception being the larger peak of July, 1918, and the still 
higher present peak. Several important points may be 
gathered from these graphs. Pneumonia and bronchitis 
nearly always have their maximum mortality in the winter 
months. In 1891 excessive mortality from both bronchitis 
and pneumonia was prolonged into the late spring, 
coincidently with a spring epidemic of influenza. In 1918 
the summer outbreak of influenza was not associated with 
marked increase in the pneumonia death-rate, though it is 
likely that the excessive pneumonia mortality characterising 
the whole of 1917 and 1918 was associated with fairly wide¬ 
spread prevalence of influenza. 

Mortality from Influenza since 1847. 

The course of influenza in this country from 1847 can be 
gathered approximately from the annual death returns 

as displayed in 
Fig. 4. A pre¬ 
liminary remark is 
required. Our 
national death 
statistics are the 
least imperfect in 
the world ; but the 
accuracy must 
always necessarily 
be limited by the 
extent to which 
medical certifica¬ 
tion of the cause 
of death is satis¬ 
factory. In the 
earlier epidemics 
of influenza, in¬ 
cluding the out¬ 
breaks of 1890-93, 
there is strong 
reason for con¬ 
cluding that 
deaths from in¬ 
fluenza were certi¬ 
fied under the 
heading of the 
pneumonia or 
bronchitis second¬ 
ary to influenza in 
a much higher 
proportion than in 
recent years. This 
probability is in¬ 
creased by the 
large mass of 
endemic influenza 
revealed in Fig. 4 
from 1890 onwards, 
but almost absent 
in earlier years. 
The difference in 
part is probably a 
real difference, 
though probably 
not entirely so. 
Although much 
of this increased mortality registered from influenza may 
not really be this disease, we must, I think, assume that 
conditions since 1890 have become more favourable than 
in earlier years for the continuous prevalence of influenza 
endemically on a considerable scale. 

Influenza, Cerebro-Spinal Fever, and Pneumonia. 

I have introduced into Fig. 4 (scale five times that for 
influenza) a further curve showing the annual death-rate 
from cerebro-spinal fever since 1881. It is suggestive that 
this disease scarcely maintained a footing in England during 
1881-1914. but since then has prevailed each winter 
epidemically, although each case as a rule occurred 
sporadically, in the sense of not being traceable to any 


Fig. 2. 
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Fig. 3. 

(Peaths from Influenza Bronchitis and P*«uH*onia m London 
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other case of the same disease. This difference in the* 
annual curves of influenza and cerebro-spinal fever does not 
appear to support the seductive hypothesis of Dr. Hamer 
that both these diseases may be diverse manifestations of 
the same virus. “ 

On the other hand, Fig. 5 may be examined. This gives 
a comparison between the four-weekly incidence of cases of 
cerebro-spinal fever and of pneumonia in the British Army ia 

Fig. 4. 
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the United Kingdom during the four years 1915-18. This curve 
is introduced by permission of the Director-General of the 
Army Medical Department. The two diseases are plotted 1 
out on the same scale, the scale being omitted. The cases 
are enumerated as first notified without subsequent correc¬ 
tion, but this does not detract materially from the general 
value of the curves for comparative purposes. On the 
same diagram I have plotted the number of deaths from 
influenza in four-weekly periods in London. The k two 
sets of figures, 

although derived FlG. 5. 

from different 
sources, may be 
regarded as 
roughly compar¬ 
able. 

There is shown 
a close corre¬ 
spondence in the 
curves of these 
three diseases 
during three out 
of the four years 
and there can be 
little doubt that 
the same winter 
and spring condi¬ 
tions favour excess 
under all three 
headings. The ex¬ 
perience of 1918 is 
instructive. I n 
this year influenza 
had an epidemic 
peak in July, and 
the deaths from 
pneumonia in 
the Army 
showed a corre¬ 
sponding peak. 

Cerebro-spinal fever, however, did not follow the two- 
other diseases. 

Course of Influenza Mortality in London. 

The course of influenza in this country from year to year 
has been shown in Figs. 1 and 4. Its weekly course, judged by 
weekly deaths from influenza registered in London, is shown 
in Fig. 6. Prior to 1890 deaths from influenza scarcely 
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figured in the death returns. From this year the course of 
events may be briefly summarised thus:— 

1890. —An epidemic culminated in the third week of 
January. The epidemic peak occupied about five weeks, 
the excess of influenza gradually tailing off subsequently in 
this and in the later epidemics shown in Fig. 2. Between 
the peaks of this and of the next epidemic 70 weeks elapsed. 

1891. —An epidemic occurred culminating in the twentieth 
week of the year. The epidemic peak occupied eight to ten 
weeks. Between the peaks of this and of the next epidemic 
36 weeks elapsed. 

Fig. 6 a. 
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1892. — An epidemic 
occurred culminating in 
the third week of January. 
The epidemic peak occu¬ 
pied six to eight weeks. 

1893. —No great epidemic 
occurred, but some excess 
of mortality from influenza 
for several weeks in the 
early spring. A smart 
epidemic culminated in 
the fiftieth week of the 
year, the epidemic peak 
oocupying about seven to 
nine weeks. 

1894. —No epidemic, ex¬ 
cept the one beginning in 

1895. —A large epidemic 
culminated in the tenth 
week of the year, the epi¬ 
demic peak occupying 6-8 
weeks. 

1896. —No epidemic. 

1897. — No considerable 


Fig. 6 B. 


1910, 1911,1912.—No epidemics. 

1913. —An epidemic of low range occurred with a maximum 
mortality in the twelfth week of the $ear. 

1914. —No epidemic. 

1915. —An epidemic similar to that of 1913 occurred, the 
low maximum being reached in the eighth week of the year. 

1916-17.—A considerable low ranged increase of mortality 
was visible in the early part of 1916, followed by a relatively 
small epidemic, culminating in the last week of the year and 
terminating early in 1917. 

In the previous statement deaths only are dealt with, and 
I have selected the metropolis because for it we have an 
uninterrupted statement of weekly deaths from various 
causes for a long series of years. It will be noted, how¬ 
ever, that London is a densely populated province, and 
that its epidemic curves represent the smoothed-out results 
of many local outbreaks which have rapidly become 
general. 

The Pandemic in 1918. 

Reference to Fig. 6 c shows that influenza during this'year 
has followed a course never previously experienced. Until 
towards the end of Jane the London curve showed scant 
mortality from influenza, the number of weekly deaths 
between the eighteenth and twenty-fifth weeks varying from 
5 to 10. There is evidence that prior to this influenza had 
been fairly widely prevalent, as it could not fail to be, 
inasmuch as during the spring of this year influenza pre¬ 
vailed seriously among both the Allied and enemy troops, 
and in Spain the epidemic of influenza had got well ahead 
in May. In July influenza was widely prevalent and was 
causing excessive mortality (see Fig. 5) not only in England^ 
but also all over Europe, in the United States, in the great 
cities of India, and elsewhere. 

I have not found another instance of a widespread epidemic 
culminating in the summer months (i.e., after June 22nd). 
The London curves, with this single exception, show that 

Fig. 6 c. 
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epidemic. 

1898. —An epidemic occurred which reached its rather low 
maximum in the fifth week of the year. Its duration was 
somewhat protracted. 

1899. —A somewhat similar epidemic to the one in 1898 
culminated in the eleventh week of this vear. 

1900. —An epidemic occurred in December, 1899, and 
January, 1900, the greatest mortality occurring in the second 
week of January, 1900. The peak of this epidemic occupied 
six weeks, the mortality slowly tailing off. The interval 
between this and the preceding peak was 42 weeks. 

1901. —No epidemic. 

1902. —A small epidemic reaching its maximum in the 
eighth week of the year. The epidemic lasted six to eight 
weeks. An interval of over two years had elapsed between 
this and the last previous epidemic. 

In 1903, 1904, and 1905 no epidemic of influenza occurred, 
though occasionally the weekly deaths from this disease rose 
slightly above the usual inter-epidemic level. 

1906-7.—An epidemic occurred in December, 1906, and 
January, 1907, of low magnitude and somewhat protracted 
duration. 

1908. —A smarter epidemic of influenza occurred, cul¬ 
minating in the ninth week of the year. Its duration was 
six to eight weeks, the tailing off commonly seen in other 
epidemics being shown in the curve. 

1909. —An epidemic occurred with its maximum in the 
twelfth week of the year, similar in course and duration to 
tbe epidemic in 1908. The interval between these two 
epidemic peaks was 55 weeks. 


since 1881 epidemic peaks have always occurred in winter or 
spring. Even in the epidemic culminating in July last 
streptococcal infection had been noted by various observers ; 
and it is noteworthy that in American accounts of outbreaks 
of influenza in camps and in the civilian population of 
America during both 1917 and 1918 there were reports of 
this same preponderant occurrence of haemolytic streptococci 
in the lesions and secretions. During the spring and 
throughout the summer of this year the usual endemic 
influenza probably was being almost constantly replenished 
by more virulent infection on a very large scale from over¬ 
seas from both the American and European continents. 

The further course of influenza in this year presents 
altogether exceptional, if not unique, features. 

The curve shows clearly that in London after an epidemic 
causing excessive deaths during some six weeks in July and 
August—weekly deaths from influenza 10 (25th week), 67, 
218, 287, 192, 86, 38 (31st week)—the weekly deaths declined, 
the deaths in each of the following weeks being 21, 20, 12, 12, 
12, 14, 9,17, 17. 

In the 41st week occurred a sudden increase of deaths to 
80, and then in following weeks the deaths numbered 371, 
1256, 2458, and 2433. 

Reference to Fig. 6 c shows that this experience, as already 
stated, is different from the experience in any preceding 
year. 
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The interval between the peak of the July epidemic of 1918 
and of the smaller epidemic in 1916-17 was 80 weeks ; the 
corresponding interval between the July and the October to 
Novem ber epidemic peaks in this year was about 16 weeks. This 
last-named interval is less than half of the interval elapsing 
between any two previous epidemic peaks of influenza in the 
metropolis, the nearest approach being 35 weeks’ interval 
between the epidemic peaks of 1891 and of 1892. 3 

The Question of a Secondary Wave. 

The Secretary of the Medical Research Committee in the 
British Medical Journal of August 10th, at the end of an 
annotation headed “ Bacteriology of the Influenza Pandemic,” 
asked bacteriologists in this country to send results of their 
observations during the epidemic— 

“ In order that the results gained here may be collected, with a view 
to the organisation of such coordinated work ns may be found possible 
for the study of the secoudary waves of infection that are to be 
expected.” 

This statement was, I fear, overlooked by many bacterio¬ 
logists as it was by myself; otherwise many who did not 
know would, I am confident, have sent contributions for the 
common stock. But in some journals an attempt has been 
made to show on the strength of the above quotation that 
public health authorities, central and local, did not take all 
possible steps in anticipating and mitigating the present 
major epidemic of influenza. 

Furthermore, in an answer to a Parliamentary question, 
the above cautious statement has been asserted to have 
included also a forecast that ( a ) the secondary waves 
would occur in the autumn , and (£) they would' be more 
severe in character than the “ primary wave of last spring.” 

No such forecast as ( a ) was made, and it would have been 
a foolishly wild guess, inasmuch as the present secondary 
wave occurred more than twice as early as any previous 
Ht secondary wave ” recorded in the history of the metropolis. 
(I know of no other place for which equally minute and 
accurate statistics are available.) 

That this is so is further shown by the following statement 
taken from the monthly Medical Supplement compiled by 
the Medical Research Committee, dated Oct. 1st, 1918 : — 

“ If' !•» unfortunately, only too certain that a second and more severe 
wave of influenza will spread over Europe ia a few months.” 

No special foresight i9 needed to anticipate that influenza, 
if it recurs in winter, will be a more serious disease than in 
July ; but when this last statement, which, it may be observed, 
is inconsistent with other published statements, was made 
the “secondary wave” already was well on its way to an 
unexampled maximum, having caused during September 
serious mortality in South Africa, the United States, India, 
^nd some parts of Europe. 

If the forecast in the last quotation is to be verified it will 
mean a further epidemic of influenza which has not yet 
materialised. 

Difficulty of Preventive Measures in War Time. 

The point would not be worth pursuing, except for the 
implication that more could have been done to avert the 
present pandemic; and it is only to elucidate this point that 
I make a further observation. Warnings of possible 
“secondary waves” in the presence of much endemic 
influenza, or immediately after a superadded epidemic has 
declined, would be useful if a prophylactic were available 
(none except one in the early experimental stage has been 
suggested), or, if by issuing advice the progress of an 
epidemic could be stayed. Neither of these conditions can 
be fulfilled. We are at present unable to prevent the spread 
of influenza by communal means, and the experience of every 
family invaded by influenza demonstrates the difficulty, 
amounting almost to impossibility, of preventing the spread 
of infection in the domestic circle. 

Notwithstanding this, I did in my official capacity prepare 
in July last a memorandum for public use, but on the 
balance of considerations its distribution was not considered 
expedient at that time. There are national circumstances 
in which the major duty is to “carry on,” even when risk 
to health and life is involved. This duty has arisen as 

3 I notice that Captain Orpenwood. in Phb Lafcsct of Nov. 9tb, 
quotes the solitary experience of a small agricultural district iu 
Weardaie in as a further example of a July epidemic followed by 
an October outbreak. The scattered character of this district Is more 
consistent with the view that two independent outbreaks occurred ; 
furthermore, we are not concerned with village outbreaks, but with the 
general trend of national events. 


regards influenza among the belligerent forces, both our own 
and of the enemy, milder cases being treated in the lines ; 
it has arisen among munition workers and other workers 
engaged in work of urgent national importance ; it has arisen 
on a gigantic scale in connexion with the transport during 1918 
of many hundreds of thousands of troops to this country 
and to France from oversea. In each of the cases cited 
some lives might have been saved, spread of infection 
diminished, great suffering avoided, if the known sick could 
have been isolated from the healthy ; if rigid exclusion of 
known sick and drastic increase of floor-space for each 
person could have been enforced in factories, workplaces, 
barracks, and ships ; if overcrowding could have been 
regardlessly prohibited. But it was necessary to “carry 
on,” and the relentless needs of warfare justified incurring 
this risk of spreading infection and the associated creation 
of a more virulent type of disease or of mixed diseases. 

The same problem has arisen in connexion with crowded 
trains, trams, and buses. These doubtless are proliflo 
sources of infection, but the service cannot immediately be 
increased, and meanwhile the vast army of workers must not 
be impeded by regulations as to overcrowding of vehicles in 
their efforts to go to work and to return home, and I have 
had no hesitation in recommending the Local Government 
Board to advise police authorities to this effect. 

The Problem of Preventive Measures in Times 
of Peace. 

But we may consider the preventability of influenza from 
the standpoint of possibilities in time of peace, and ask 
whether we are prepared to pay the heavy price in personal 
restrictions which its prevention— if even then it be possible 
— will necessarily imply until further means of prevention, 
so far undiscovered, become available. 

The problem of preventing influenza U part of the wider 
problem of the prevention of the entire group of catarrhal 
diseases, with the added problem as to whether the occult 
causes of pandemicity of influenza can be discovered and 
their action averted. Hitherto we have no cine to these, and 
our only hope of improvement lies in means to be devised for 
preventing catarrhal diseases, by diminishing infection, by 
reducing susceptibility, or both. 

The measure of our present impotence is given by the 
inability of medical science to ensure ns against acute naso¬ 
pharyngeal catarrh or a “ common cold.” I do not overlook 
the occasional “hits” of autogenous inoculation. A “common 
colc^ ” does not appear in our national death statistics ; but 
probably it is a more trequent cause of diminished efficiency, 
if not also of death, than any of the acute infections diseases, 
with the possible exception of measles and whooping-cough, 
not only by occasionally initiating ear abscesses, purulent 
infections of the bony cavities of the skull and face and 
meningitis, but especially because of its common ending in 
chronic bronchitis, and bepause it opens the way for meningo¬ 
coccal, pneumococcal, streptococcal, and tnberculous infec¬ 
tions. And yet we have no entirely trustworthy means of 
preventing common colds. The nearest approach to a general 
truth in regard to these colds is that life continuously in the 
open air secures relative immunity from attack. 

An initial practical difficulty in such prevention is that the 
patient far several days may not fully recognise his condition, 
and it seems likely that infection is chiefly spread during 
these earlier stages. It remains true, however, as stated in 
my recent official Memorandum, that — 

** If every person who is suffering from . catarrh . took Jill 

possible precautions, the present disability and mortality from catarrhs 1 
epidemics would be materially reduced." 

Unknown Causes of Pandemics. 

I have referred above to the unknown causes which, for 
instance, in 1803, 1833, 1837, 1847, 1890, and again this 
year, have beqn responsible for world-wide spread of 
influenza, limited in its rapidity only by the speed of human 
travel, and multiplying so rapidly as to create the illusion of 
almost simultaneous origin in many countries. 

One somewhat improbable hypothesis is that nearly simul¬ 
taneous enhancement of the potency of endemic inflaenxa 
virus occurs throughout the world. A fair working hypothesis 
is to regard influenza as a specific infectious disease which is 
always present sporadically in urbau communities, wide¬ 
spread epidemics of it only occurring when a more exalted 
strain of the same virus is introduced from without. 

The source of the more exalted virus can only be guessed. 
If we were to confine our outlook to the present pandemic it 
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would be easy to blame the vast meeting of men of different 
nations under circumstances of overcrowding in large masses 
in this and other countries, some of whom had had no pre¬ 
vious opportunity of acquiring even temporary immunity. 
But such an explanation fails to explain the earlier pandemics, 
which spread apart from exceptional world movements. 

In the 1890 epidemic foreign origin and rapid spread of 
imported infection undoubtedly occurred in this country ; it 
is highly probable that in the present year events have 
pursued the same course. 

It has been surmised that the accidental contact of the 
hypothetical influenza virus with a native population which 
has not had the opportunity to acquire relative immunity 
from attack or death leads to an enhancement of the 
virulence of the contagion, and that it is thus enabled to 
commence its travels. This hypothesis does not appear to 
me to be satisfactory. The initial experience of the Fijians 
in 1 regard to measles will be quoted in support; but those 
who re-read Dr. Corney’s original account of that outbreak, 
as I have recently done, will note that the early cases in this 
first outbreak in the islands of Fiji were mild in character, 
and that among portions of the population who were under 
hygienic and medical control the fatality was low at other 
stages of the devastating outbreak. Experience of measles 
in armies is that it-is sometimes as serious as on “virgin 
soil.” It was so in the war of North v. South, and it has 
been extremely severe in the present war. It is possible 
that this has occurred especially in New Zealand and other 
troops from the remoter parts of Britain and of Greater 
Britain ; but the same troops were simultaneously suffering 
from massive invasion by Pfeiffer’s bacillus, by streptococci, 
and by pneumococci. The excessive fatality of measles in 
warfare is explicable by the combined invasion of several 
viruses, without need for recourse to the hypothesis of a 
specially unprotected population. 

The measles problem is very similar to the influenza 
problem. In both, so far as our present knowledge goes, the 
chief hope of saving life lies in preventing, or in diminishing, 
the mortality from the streptococcal and pneumococcal 
pneumonia in these diseases, and research work in these 
directions is greatly needed. 

It is evident that we are ignorant of the causes of 
pandemics of influenza at irregular intervals, and their 
occurrence has never, so far as I know, been anticipated. 

We are still obliged to think of unknown factors ; and I 
can repeat the admission of similar ignorance in regard to 
cerebro-spinal fever made by me elsewhere : 4 

In epidemic times “strains make their appearance which possess 
greater intrinsic capacity for invading the tissues thin the strains 
current in non epidemic seasons As epidemics are intermittent, tta's 
emergence of more virulent strains must be due to intermittent 
causes ; and it is still necessary to assume the action of some unknown 
Influence, telluric, climatic, or other, which becomes operative under 
conditions of which we remain ignorant." 

Influence of the War. 

But although no satisfactory explanation is known 
of the causes exciting either the minor or the major 
epidemics of influenza, there can be no doubt that the 
movements of the recent war have been responsible on a 
large scale for its increased virulence. During the summer 
months of this year migration from country to country, from 
America, Canada, Australia, New Zealand, and South Africa 
to England and France, was occurring each month to an 
extent of several hundred thousand persons ; and migrations 
in the opposite direction were also taking place on a large 
soale. The voyages of these troops occurred at a time of 
submarine dangers with a necessarily limited supply of ships ; 
furthermore, influenza and streptococcal pneumonia were 
previously prevalent in oversea camps ; and it would have 
been surprising had not this marvellously rapid and 
successful transportation of troops been carried through at 
a heavy cost in communicable disease. There is no reason¬ 
able doubt that through these months contagia possessing 
enhanced virulence were being brought into this country. 
The circumstances, in tact, bear a close resemblance to those 
under which cerebro-spinal fever first became considerably 
epidemic in this country in 1915 

In attempting to trace the course of influenza in the 
present year it must be noted that the story cannot be told 
completely until Army and Navy statistics and civilian 

4 Preface to Reports on Cerebro-Splnal Fever (Local Government 
Board, N.3., No. 114;. • 


statistics for many countries become available, and any 
views now stated may need revision as ttie result of further 
national and international information. 

Increasing Control of Disease. 

It will be evident that we have a long road to travel 
before acute catarrhal affections can be brought within 
human control. The list of preventable and curable diseases 
has steadily lengthened. A first group of these comprises 
typhoid and typhus fevers and small-pox, which are entirely 
controllable and in large measure controlled. Dysentery, 
cholera, malaria, and plague also have their place iu this 
group. A second group of partially controlled diseases 
comprises diphtheria and scarlet fever, although, like 
rheumatic fever, these diseases are subject to cyclical changes 
in distribution related to years of relative drought. Tuber¬ 
culosis and syphilis are in the same group, and there is no 
adequate reason against their early transfer to the first 
group. 

Measles, whooping-cough, acute poliomyelitis, and cerebro¬ 
spinal fever form a group in which infection appears to arise 
similarly to that of ordinary catarrhs and influenza, and their 
prevention so far similarly is only possible to a limited 
extent. For measles, whooping-cough, catarrhs, and in¬ 
fluenza the chief present hope consists in attempts to 
diminish attack by or death from pulmonary complications. 

Desiderata. 

I may in conclusion indicate a few early desiderata in the 
investigation of influenza. 

1. It would greatly facilitate further investigation if 
epidemic catarrhs, whether influenzal or other, were studied 
bacteriologically, especially in their early stages in selected 
populations—e.g., of institutions -and if a similar study were 
made of cases of bronchitis and of pneumonia in different 
localities and for a series of years. The work already begun 
by the Medical Research Committee will doubtless be of 
great value in this and other directions. 

2. If such collective informatiou is to have its maximum 
utility it will be necessary to ensure that observations by 
different bacteriologists are made by comparable methods. 

3. The study of the epidemiology of influenza during the 
present war has been hampered by the necessary secrecy as 
to military and naval outbreaks, and by the failure of the 
ordinary international information coming into our official 
possession from consuls, foreign journals, &c. It will be 
possible partially to piece together the story of the present 
outbreak from the reports which medical officers of health 
have been requested to prepare ; but information from the 
services will be needed to furnish a less incomplete story. 

The civilian reports from different districts, so far as they 
have reached me, show a remarkable change in the age 
incidence of deaths from influenza during the present year ; 
so much so as to have led to a not infrequently expressed 
opinion that we must be concerned with a different disease. 
Dr. Stevenson, in his contribution to the present discussion, 
will throw further light on this and other points. 

Possibilities of Control. 

The control of epidemic catarrhs may be considered from 
the point of view of the prevention of attack, or the preven¬ 
tion of complications. The possibilities of prevention of 
attack pending further medical discovery are limited ; but 
under peace conditions the avoidance of aggregation of large 
units, especially for sleeping, are among the obvious indica¬ 
tions. Whether persons affected with catarrh will in the 
future submit to wear veils or respirators is doubtful ; but 
nurses of influenza patients should adopt this precaution. 
The utility of prophylactic vaccines remains to be demon¬ 
strated. 

The prevention of pneumonia by vaccines is a more hopeful 
possibility ; and it is possible that greater attention to the 
hygiene of the mouth and naso pharynx both before and 
during attacks of influenza would have good effect. The 
gentle irrigation of nose and throat with a weak saline or 
antiseptic solution appears to have succeeded in diminishing 
pulmonary complications in measles, and might be equally 
beneficial in influenza. 

The present pandemic will not have been suffered in vain 
if intensive investigation is pursued on catarrhal diseases in 
general, and if these great causes of national disability and 
mortality are brought more nearly under control. 
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GENERAL PRINCIPLES IN THE TREAT¬ 
MENT OF INFLUENZA, 

WITH SOME DETAILS APPROPRIATE TO TYPES OF 

CASES OCCURRING IN THE PRESENT EPIDEMIC. 

By Sir THOMAS HORDER, M.D. Lond., 

ASSISTANT PHYSICIAN TO ST. BARTHOLOMEW'S HOSPITAL, ETC. 

The treatment of influenza by specific inoculation, by 
immune sera, and by specific drugs is very much a matter of 
tot homines tot sententxae. Time alone can adjudicate upon 
the claims made for a variety of remedies that are on trial 
during the present epidemic. I am not here concerned with 
any discussion or advocacy of these measures. More 
important for the time being, probably, than any one or any 
number of them is the promptness with which the general 
conduct of the case is established and the thoroughness with 
^vnich it is carried out. Not only may these things be of 
vital importance to the individual patient, they are also of 
great importance to the uninfected public. Every case of 
the disease treated upon sound general principles is a contri¬ 
bution to preventive medicine. And every case in which these 
principles are neglected is a threat to public safety. In so 
far as the individual case is concerned, promptness and 
thoroughness do more than meet the actual indications of 
the moment; they give the patient confidence that he will 

44 win through,” and they often prevent by anticipation those 
dread complications, shorn of which the disease is not really 
alarming in its nature. The treatment of influenza, despite 
specific efforts at aborting the course of the disease, must be 
regarded as an “ expectant” treatment. But in medicine 
expectancy should not connote inactivity nor an attitude of 
“wait and see.” The line of treatment advocated in this 
short article claims no originality. It is merely an attempt 
to put in writing the actual plan of campaign resulting from 
an individual experience gained entirely at the bedside of a 
considerable number of patients, concerning whose treat¬ 
ment the writer has deliberated jointly with a number of 
colleagues. It is obviously open to much criticism, but it 
may be useful to some, not because their experience has 
been less, but because they may like to know the practice of 
someone else and compare it with their own. The dogmatic 
mode of setting down some of the points in the scheme of 
treatment is adopted merely for the sake of brevity and 
precision. 

With the mild cases and, whether mild or not, with the 
cases running a brief and favourable course of two or three 
days, I shall not concern myself. Inasmuch as no one can 
possibly foretell which cases are going to follow this benign 
course, the treatment of the more severe type covers them. 
And it is well to enforce the warning that wisdom lies in 
considering any case at its period of invasion potentially a 
severe one, not to say potentially a desperate one. If this 
principle were followed, both by the patient before he seeks 
advice and by the doctor after he has first given it, the disease 
would lose much of its terrors. Handicapped as the practi¬ 
tioner is just now by great dearth of efficient nurses, and over¬ 
loaded himself by work owing to the paucity of doctors left 
in charge of civilian practice, it must needs be that treat¬ 
ment is much less adequate than is desirable. It is all the 
more important to give precise directions to the friends, and 
to such nurses as may be available, including definite 
instructions as to what they should not do. I shall consider 
the principles of treatment and some details under four heads 
which are, I think, sufficiently clear not to require 
explanation. 

(i.) Severe Cases roitkout Pulmonary or other Serious 
Complications. 

With the first symptoms of the disease order the patient 
to bed and keep him there until a week after his temperature 
has become normal, and only allow him to get up then if 
examination of the heart and lungs reveals no signs of 
disease. Ohoose the largest available room that is provided 
with good-sized windows and clear out of it all superfluous 
furniture. If the patient is found to have gone to bed in a 
very small room and a larger room near by can be used as 
the sick-room move him into the latter as soon as possible. 
Open the windows widely day and night, bad atmospheric con¬ 
ditions notwithstanding. Dispense with blinds and curtains. 
Disregard “ light restrictions. ” Fortunately the authorities 

have now waived these. Despite this fact, however—so hard 
a thing is habit—it is quite common to find the benefits of 
an open window largely neutralised by a blind, and perhaps 
by a heavy curtain as well. Regard all screens with distrust, 
and arrange the bed near the centre of the room, far away 
from all cul-de-sacs. Aim at a room temperature of 60° F., 
obtained by an open fire if central heating is not employed. 

If the ideal of free ventilation with warmth cannot be 
secured, then warmth must be sacrificed rather than ventila¬ 
tion. Not only does the neglect of proper aerotherapy seriously 
prejudice recovery in the event of pulmonary complications , it 
undoubtedly tends much to induce these. It is the most im¬ 
portant point in the treatment of all cases. Adjust the tel- 
clothes to the patient’s temperature. Use sheets and blankets 
only ; disallow down quilts and counterpanes ; it is wise not 
to tempt the nurse or friends by leaving such things in the 
room. 

Confine the diet to hot fluids, given frequently, and do not 
aim at 41 feeding up ” the patient. Avoid meat extracts and 
strong broths. Thank the friends for their offers of turtle 
soup, advise acceptance of the gift, but keep it in reserve 
for the period of convalescence. Do not give alcohol during 
this early stage of the disease ; in a simple febrile attack it 
is not required at all unless the patient is elderly. See that 
the bowels are well opened by a double dose of the patient’s 
customary aperient; if he has none, give calomel gr. i 
every hour for four doses and follow this by a hot saline. 

Sponge the patient all over with warm water twice daily. Put 
no faith in drugs as specific measures, whether quinine, salicin, 
or what not. Give aspirin and Dover’s powder, aa gr. x., as 
early as possible, and repeat in six or eight hours. Follow 
this by a simple diaphoretic mixture. If headache is severe 
in spite of this treatment, give phenacetin gr. v. with caffein 
gr. ii. four-hourly for four doses. If the stomach % ives trouble 
and the tongue is foul, order sod. bicarb, and sod. sulphocarb., 
aa gr. x., with glycer. acid, carbol. nix. and aq. menth. 
pip. ad J i. six-hourly, and be sure that the feeds are well 
diluted. For vomiting , when this is a feature of the case, 
reduce all feeds to a minimum, or abstain from them 
altogether for 48 hours, give minim doses of tr. iodi in 
one drachm of water hourly for six doses, and inject a pint 
of normal saline into the rectum twice or three times during 
the period of starvation. 

The distressing and ofttimes ceaseless cough is generally 
the most difficult problem. A host of remedies is in use ; the 
fact that they are legion is the best proof that none of 
them is very useful. Do not forget that local applications 
to the chest (rirfe? (ii.)) are often of service in allaying cough. 

Remember also that when the origin of the cough is 
irritability of the upper air-passages inhalations of tr. 
benzoini co. (4 parts) with menthol or eucalyptus (1 part) 
are useful. Failing this a spray containing chloretone and 
menthol, aa 2 per cent., in liquid paraffin, may be used 
to the nose and throat. But these local measures are of 
little avail in the essential cough of the disease. I have 
found syr. coccillanm co., syr. codeiae, and linct. terp. heroin 
co. of some value. In the most intractable cases I prescribe 
syr. chloral 5 SS » ammon. brom. gr. x., ext. glycyrrhiz. liq. 
in xx., &c., four-hourly for four doses. 

Sleeplessness calls first of all for a general review of the 
programme of treatment: ventilation of the room, control 
of pyrexia, posture in bed, the question of stimulants, See. 

If none of these points seems capable of better adjustment, 
try a sedative draught containing ammon. brom. gr. xx. and 
tr. valeiian. ammon. in xx. If not successful, I use 
paraldehyde in drachm doses twice or three times during 
the night to secure a good sleep. The best cloak for its 
unpleasant taste is tr. quillaiae and tr. aurantii aa m xx. 
with water to one ounce. If vomiting is present, give the 
paraldehyde 3^- * n normal saline solution gii. as a rectal 
injection. As a last resort I use chloral hydrate gr. xx. 

(with ammon. brom.), believing it to be of less prejudice to 
the heart than any members of the veronal group and more 
efficacious than either trional or sulphonal. I avoid morphia 
for the treatment of sleeplessness or delirium ; and the result 
of hyoscine, upon the only occasion I saw it used for the 
control of these troubles, was such as to put the drug 
wholly out of court as a therapeutic agent of service in this 
disease. 

If, now, defervescence takes place, by crisis or by lysis, 
further treatment resolves itself into taking care to avoid 
re apse and into measures designed to restore nerve and heart 







wr 

The L4S0BT,] DR J. McINTOSH : INCIDENCE OF B. INFLUENZA IN PRESENT EPIDEMIC. [Nov. 23 1918 693 

strength. These will not be discussed here. Bnt there are 
two other possible types of case, over and above (i.), both of 
which tax the practitioner to the utmost. In some cases the 
two types are superimposed. 

(ii.) Intensely 44 loxio ” Cases , Tending to, or Actually 
Exhibiting , Hyperpyrexia. 

All the emphasis laid upon free ventilation must now be 
redoubled. Cradle the patient, as was formerly customary 
in typhoid fever with persistently high temperature. Failing 
this, insist upon very little bedclothes. Remember , and 
teach the nurse or friends, that tue thermometer , and not the 
patient's sensations , is the true guide to the amount of bed - 
clothes and the presence or absence of hot-water bottles. 
Sponge the whole body frequently with tepid water, and if 
the temperature is unaffected by this, use water at room 
temperature, or cooled below this point. Prevent the 
piling on of blankets after the sponging, because it is during 
the first hour or two after the sponging that the chief fall 
in the temperature occurs. Even good nurses often fail to 
understand this, and will complain that the sponging was 
ineffectual, the while one finds the patient’s complaint of 
chilliness has led to the use of several blankets and some hot- 
water bottles. 8hould the temperature be obstinate yet— . 
and in every case where it is 106° or higher—proceed direct 
to the cold pack, which must, if necessary, be prepared with 
ice-cold water, and repeated as often as is indicated by the 
thermometer. Do not fear 44 shock to the heart ” ; there is 
probably no shock to the heart so great as a continued state 
of hyperpyrexia. Even if pulmonary congestion is present, 
which, indeed, it usually is in all these severe cases, this 
treatment is not contra-indicated. Hot drinks are given 
frequently during tLese processes, and volatile stimulants 
including brandy or whisky. Aspirin and all so-called 
febrifuge drugs must be rigidly excluded from the treatment 
during this phase of the disease. Perseverance with 
these hydro-therapeutic measures, whose virtues have un¬ 
fortunately been lost sight of to a great extent by the present 
generation of practitioners, will often be rewarded by great 
improvement in the facies, pulse, and nerve tone of the 
patient ; it is certain that one of the gravest dangers in the 
disease may be largely averted by their means. Most of these 
cases require brandy or whisky to counteract circulatory 
failure, and nearly always they suffer from troublesome in¬ 
somnia, which should be met as advised under (i.). Should 
the state of the heart give anxiety, the measures referred to 
under (Hi.) in connexion with this organ must be resorted to. 
This type of influenza, occurring quite frequently during the 
present epidemic, responds in most encouraging fashion to 
prompt and careful handling. 

(iii. ) The Pulmonary Type. 

The treatment of those complications of influenza which 
affect the respiratory organs — catarrh of the upper respira¬ 
tory tract, bronchitis, lobar pneumonia, and pleurisy— 
follows in the main the usual practice when these diseases 
occur independently of influenza. By the “pulmonary 
type ” of case I mean that class of patients in whom there 
develops quite early in the disease, even from the invasion 
stage in fulminating cases, intense acute congestion of the 
bases of the lungs, with cyaposis, persistent cough, the 
spitting of pinkish frothy mucus (it may be in large 
quantity), and cardiac embarrassment. So soon as the 
beginning of this trouble is detected it is well to use large 
local applications wh ch combine moist heat with counter- 
irritation. If nursing help is available nothing is better than 
linseed meal and mustard poultices (linseed meal 8 parts, 
mustard 1 part), renewed every four to six hours until the 
skin is reddened. Choose the most congested part for the 
application, but ensure freedom of respiration by avoiding 
tight bandaging. Antiphlogistine is also good, as are 
equivalent preparations now obtainable at the chemists. 
The well-known Gamgee jacket thoroughly deserves its 
popularity, and, if properly made and fitted, it enables the 
patient to remain in a full current of air without fear of 
“chills.” Requiring less skill than poultices, but not to be 
despised, are stimulating liniments, like camphor, chloro¬ 
form, and turpentine, diluted with an equal quantity of oil, 
and used liberally. Do not wait for the arrival of signs of 
consolidation of the lung before embarking upon these local 
measures. In this type of case volatile stimulants, sedative 
expectorants, and diaphoretics are the most helpful drugs. 
Such are sp. aetheris co., the iodides in small amount, 
bromide and chloride of ammonium, tr. senegae, tr. bella- 
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donDae. and liq ammon. acetatis. Avoid drugs that are apt 
to be depressing, such as antimony and ipecachuana. In 
most of these cases brandy or whisky is indicated in small 
and periodic doses. All feeds must be warm, despite the 
desire that patients sometimes show for cold drinks and for 
ice. The use of ammon. carb. is a vexed point ; in any but 
small doses it sometimes tends to increase cough, and when 
there are little or no sputa the drug is of doubtful value. 

The treatment of cough has been considered already 
(vide (i.)). Oxygen should be given in all severe cases of 
this type of the disease, warmed by passage through hot 
water or alcohol. 

The condition of the heart must be estimated more by the 
general state of the patient (facies, cyanosis, dyspnoea, 
delirium, posture) than by the pulse frequency. If unsatis¬ 
factory the volatile stimulants already employed must be 
supplemented by strychnine (gr. 1/30) and by camphor in oil 
(gr. iii. in 15 minims), injected alternately, the former sub¬ 
cutaneously, the latter intramuscularly, every six, four, or 
even two hours, according to the severity of the condition. 

If still further suoplementary measures are needed the best 
appears to be strophanthin, gr. 1/500 in 15-20 minims of 
sterile normal saline solution, injected slowly into a vein of 
the ante-cubital fossa. This may be repeated in 8-12 hours. 

In both of these severe types of the disease, (ii.) and (iii.), 
reliance must not be placed upon aperients to ensure good 
evacuation of the bowels. Enemata should be used daily, 
with as little disturbance of the patient as possible, and 
avoiding injections of large bulk. In this way the intestine, 
often in a state of paresis, is cleared of much toxic material 
and the patient’s heart is relieved from the strain of an 
ordinary stool. 

(iv.) The Stage of Exhaustion. 

The fever having subsided and the acute symptoms passed, 
there is seen in many cases a state of extreme cardiac and 
nervous fatigue. This state requires great caution. If the 
patient attempts to overcome the condition by effort he risks 
either a relapse of his disease or an attack of heart failure, 
either of which may be very serious, btrict recumbency, per¬ 
severance with stimulants, and gradual increase in the 
quantity and quality of the food are the only measures needed 
to ensure complete recovery ; at least, so far as the dangers 
of the disease are concerned. For even in the cases of 
extreme bradycardia that are occasionally seen (and the writer 
has met with a pulse of 30 persisting for five days in a boy 
of 17 years) the prognosis does not appear to be other than 
favourable. 

THE INCIDENCE OF BACILLUS 
INFLUENZA (PFEIFFER) IN THE 

PRESENT INFLUENZA. EPIDEMIC. 

By JAMES McINTOSH, M.D. Aberd.* 

(From the Bacteriological laboratory of the London Hospital , 

Professor W. Bulloch, F.K.S.) 

Since the discovery of the bacillus of influenza by Pfeiffer 
in 1892, towards the end of the 1889-92 panepidemic, 
there has been a considerable amount of discussion as to 
whether this bacillus is or is not the etiological agent of 
acute influenza. This controversy has continued during the 
present epidemic owing to the failure to demonstrate the 
organism in typical cases. 

Cause of Conflicting Results. 

An able and elaborate review of the investigations in 
this direction has appeared in the Medical Supplement 
to the Daily Review of the Foreign Press for October, 

1918, 1 which clearly shows the widespread failure to 
demonstrate the bacillus of Pfeiffer with any degree of 
constancy. In fact, so numerous have been the failures 
that grave doubts are cast on the part played by the 
influenza bacillus as the causative agent of the present 
epidemic. Out of a large number of workers few found the 
bacillus with any degree of constancy. Matthews, 3 how¬ 
ever, isolated the bacillus in every case (12) examined ; 

Dietrich found it in his first seven post-mortem examina¬ 
tions ; Bergmann isolated it in 15 out of 20 sputa examined. 

Since the a r *ove review was written, however. Eyre and Lowe 

* Working on behalf of the Medical He-eareh Committee. 

1 Medical Supplement (compiled bv the Medical Kesearch Com¬ 
mittee) to the Daily Review of the Foreign Press. Oct.1st, l91o. 
a The Lancet, July 27th, 1918. 3 the Lancet, Oct. 12th, 1918. 
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isolated it from 12 out of 14 sputa, while in Germany Neufeld 
and Papamarku, 1 Pfeiffer, Gotschlich, and Uhlenhuth report 
that in the more recent cases they have found the bacillus 
not infrequently. There are two possible factors concerned 
in the production of the negative results ; either the bacillus 
of influenza is not present in the majority of cases or the 
methods and media used for its isolation are at fault. From 
the results given below we can at once dismiss the first con¬ 
tention ; for the second there is more to be said, as the 
B. influenzae belongs to the delicate group of haemophilic 
bacteria which require special media for their isolation. Up 
to the present it has generally been supposed that ordinary 
laboratory media to which some blood had been added w ere 
sufficient. In fact, Davis stated that as small a quantity as 
1 in 180,000 of haemoglobin was all that was necessary. 

Characteristics of B. influenzae. 

The bacillus of influenza is one of the smallest microbes 
visible, measuring 1 to 2/a in length ; it possesses a consider¬ 
able degree of “ ple'unorphism.” At times it appears as a 
short thin rod with rounded enls, while at others it is so short 
that its appearance is that of a small coccus. The bacillus is 
Gram-negative and does not stain well with the majority 
of bacterial* stains, best results being obtained with 
carbol-fuchsin. The bacillus will not grow on ordinary 
medium until blood or hasmoglobin has been added, and if 
the medium has been made slightly alkaline good growths 
can be obtained. In sputum large numbers of the micro¬ 
organism may be present and at times almost uncontaminated 
with other bacteria. Often the bacilli are arranged in small 
groups, which are very characteristic. But a microscopic 
diagnosis of B. influenza is far from satisfactory, and in my 
experience only possible on a few occasions. At times the 
bacillus may present a bipolar appearance owing to the 
centre part not having taken up the stain properly. The 
colony on suitable medium may vary from a fraction of a 
millimetre to 2 or 3 millimetres in diameter. It is circular, 
flat, and translucent, in subcultures the growth is often coo- 
fluent, and on trypsinised blood medium possesses a brown 
appearance. On pigeon blood agar the growth is much 
whiter. Then, unless the strain is suboultured at least every 
second day, there is a great tendency for it to die out. 

I have thought it necessary to mention the above charac¬ 
teristics of the B. influenzae in order that it may be seen 
what I have considered as its criteria. Forms which do not 
come up to the above standards have been rigorously 
excluded, and on this account it is quite possible that some 
of the larger forms rejected are really the so-called pseudo- 
influenzal forms of the B. influenzae. 

Present Investigation. 

In the early summer of 1918 when the disease first 
assumed epidemic form in London material from a small 
number of cases and from post-mortem examinations was 
examined with unsuccessful results as regards the presence 
of B. influenzae. In these investigations ordinary blood-agar 
(human blood) was employed. From this it was concluded, 
perhaps rather rashly, that B. influenzae did not play an 
important part in the causation of the epidemic, and the 
matter was not pursued further. No single type of bacterium 
was found with any degree of constancy ; in some it was 
streptococci, in others Gram-negative bacilli similar to the 
B. bipnlaris equisepticus , and in a few a pleomorphic micro¬ 
coccus morphologically and culturally identical with the 
coccus which Rosenow has described as constantly present 
in poliomyelitis. With the recrudescence of the epidemic 
this autumn, and bearing in mind the results achieved by 
Matthews with trypsinised blood, it was resolved again to 
investigate the condition. The successful results obtained 
with this medium are detailed below. 

Media Employed. 

For the isolation of the bacillus I have used exclusively 
trypsinised blood-agar made according to the formula supplied 
by Captain S. R. Douglas. The directions are as follows : 
In a series of test tubes, containing 8 c cm. of sterile normal 
saline solution to which has been added 0 25 per cent, of 
anhydrous sod. carbonate, is placed 0-5 c.cm. of sterile 
trypsin (Allen and Hanburys). The tubes are incubated to 
test sterility, and, if sterile, 2 c.cm. of blood are added to 
each. The tubes are t hen placed in the incubator and shaken 
from time to time until the blood is completely digested and 

♦ Deut. mod. Wocb., Oct. 24th, 1918. 


of a brown colour. This will take at least 48 hours. The 
trypsinised blood-agar is then prepared by adding 1-2 c.cm. 
of the digested blood to 5 c.cm. of 3 per cent. agar. 

For the purpose of growing the B. influenzae in subcultures 
this medium is excellent, but for the purpose of isolation the 
blood must be digested for a longer period, as it is only after 
10-14 days incubation that the medium will be found to have 
developed its full inhibitory properties as regards the growth 
of other bacteria. This inhibition of other bacteria, as 
pointed out by Matthews, is, in my opinion, one of the most 
useful features of the medium. In fact, without this 
prop u rty the isolation of the B. influenzae from post-mortem 
material on ordinary blood-containing media is almost 
impossible owing to its overgrowth by the other bacteria 
present. The selective power of this medium must be 
regarded as comparable to that of Loffler serum for the 
bacillus of diphtheria or milk for the bacillus of Welch. 

Trypsinised blood medium has the disadvantage, however, 
that the influenza bacillus tends to die out on it very easily. 
For the purpose of keeping the strains going I have found 
pigeon’8 blood-agar most suitable. Pigeon’s blood is added 
to sterile distilled water in the proportion of 1 to 10 and then 
1 c.cm. of a sterile { per cent, solution of anhydrous sodium 
carbonate added. The agar is prepared by adding 1 c.cm. of 
this laked blood to 5 c.cm. of melted agar. 

Technique of Isolation. 

For the isolation of the B. influenzae from sputum, pus, or 
other pathological exudate a small platinum loopful of the 
material should be spread over a couple of trypsinised blood- 
agar slopes. In the case of throat swabs, the swab should 
be rubbed gently over a plate or a couple of tubes. The 
tubes or plates are then examined after having been incubated 
overnight, and the likely colonies picked off and subcultures 
and film preparations made. On this medium the young 
isolated colonies have a characteristic appearance and so can 
be picked off with considerable facility. For the purpose of 
identification the appearance of the bacillus, its size, the lack 
of affinity for stains, and the inability to grow on non* 
hicmoglobin-containing media were considered sufficient. 

Types of Material Examined. 

In this paper I have considered it unnecessary to give full 
descriptions of the individual cases examined, as it is pro¬ 
posed to do so later when a full acount of the investigations 
is made. A resum6 of the main features of the types dealt 
with is given below. 

(1) Broncho-pneumonic cases.—(a) Post-mortem material : 
In the first instance, examinations were confined to material 
obtained from post-mortem examinations. Samples for 
bacteriological investigation were taken from bronchial pus 
and from the affected lung tissue. In the majority of 
instances the lungs showed extensive changes. They were 
greatly congested and showed numerous broncho-pneumonic 
areas. The bronchial mucous membrane also showed con¬ 
siderable changes, while the smaller bronchi usually con 
tained a certain amount of pus. The most striking feature 
is undoubtedly the great congestion of the lung tissue, and 
the areas of actual htemorrhage. In fact, the whole appear 
ance might be in most instances regarded as a haemorrhagic 
broncho-pneumonia. 

(2) Acute broncho-pneumonia .—In these cases the sputum 
was examined when obtainable and also any pathological 
exudate such as pleuritio fluids. The sputum from the 
different cases showed considerable variation, in some being 
thin and watery, although in the majority it was thick, 
mucoid, and tenacious, only in a few was it muco-purulont. 
In a large number it was distinctly rusty in colour. From a 
certain number of these cases blood cultures were made. 
The material was collected only from those cases which had 
a temperature varying between 100° and 103° F. 

(3) Acute uncomplicated cases .—In this article the results 
given are limited to those cases where the posterior naso¬ 
pharynx was examined. Swabs were taken and incubated 
on haemoglobin-containing media. The great majority 
of these cases were in the acute stage of the disease, before 
any definite pulmonary complications had developed. There 
was fever varying from 101 o -104 o F., great prostration, 
flushed face, suffusion of the eyes, but in no case was there 
coryza, although some had an irritating cough. 

Results of Bacteriological Examinations. 

(1) Broncho-pncumonic Cases.— (a) Post-mortem material. 

Case No. 1 2 3 6 9 12 13 14 15 16 20 23 25 26 30 31 33 34 60 

Result... + + + + 0 0+ + +0 + 0+ + +0 + 0 + 
Total = 19 cases examined, positive 13 (68*3 per cent..). 

+ = Positive as regards the demonstration of B . fluenzse . 

0 = Negative as regards the demonstration of B. influenza-. 
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(b) Sputum. 

Case No. 4 5 7 17 18 19 21 22 24 27 29 32 47 

Result... + + ++ 0 + + + + + + + 0 

Case No. 48 49 50 51 52 53 55 56 57 58 59 62 

Result... 4- 0 + + + + + + + 0 + 4- 

Total of 25 cases examined, of which 21 cases were positive, making 
a percentage of 84*0. 

(o) Blood Cultures—Blood cultures were done on some ten 
of the above cases, and all proved negative as regards the 
presence of B. influenza. In two cases done shortly before 
death bacterial growths were obtained—in the one a strepto¬ 
coccus and in the other a Gram-negative coccus. 

(2) Acute Influenza.—In this instance the posterior naso¬ 
pharynx only was examined. 

Case No. ... 35 36 37 38 39 40 41 42 43 41 45 46 
Result ...,.. + 0 0 + + + + + 0 + + 0 
Total 12 cases, of which 8 give positive results (66'8 per cent.) 
Altogether 56 unselected cases have been examined to 
date, and from these the bacillus of influenza was cultured 
on 42 occasions (75 0 per cent.). 

Discussion of Results. 

As regards the mere association of the bacillus of influenza 
with the cases examined the results speak for themselves. 
The percentage of positive results over the whole series was 
74*5, although in the different groups the figures vary 
somewhat. In the case of the sputum from broncho- 
pneumonic cases the percentage was 84 5; in the post¬ 
mortem material obtained from a similar series of cases it was 
68'3, while in the naso-pharynx of the acute uncomplicated 
cases the figure was 66 8. With more prolonged investiga¬ 
tions I am sore the number of positive findings of the bacillus 
of influenza could be increased, as under the conditions of the 
present time one could only spare the minimum amount of 
time and labour necessary. In addition, there is the pro¬ 
bability that a number of the clinical diagnoses may have 
been at fault as well as the pathological, which would tend 
to lower the percentage. The later error, however, can be 
adjusted when histological examination of the post-mortem 
material has been completed. 

Relative Frequency of Other Bacteria. 

In this article it will be sufficient to indicate the relative 
frequency of the other bacteria found in the cases. On the 
whole, film examinations have given the impression that 
Gram-negative bacteria have a tendency to predominate in a 
good number of the cases, and cultural examinations have 
confirmed this. Gram-negative diplococci were present on 
numerous occasions ; while cultures showed that some of 
these belonged to the meningococcus type, more frequently 
these cocci were of the Pharyngis siocus type. In others 
large Gram-negative bacilli belonging to the coliform group 
were present, some of which proved to be the Bacillus 
proteus and others the Bacillus pneumonia (Friedliiuder). 
In addition, especially in the naso-pharynx of acute cases, 
a small Gram-negative bacillus rather larger than the 
influenza bacillus was isolated. This bacillus was identical 
with one isolated during the summer epidemic, and was 
distinctly bipolar in type, with rounded ends. At times the 
stained bacillus presented an appearance not at all unlike 
that of the Bacillus pestis. 

Of the Gram-positive bacteria, the most frequent were 
staphylococci, both aureus and albus, then streptococci, and 
lastly pneumococci. In this series a marked feature has been 
the absence of pneumococci in the various sputa examined, 
and in not more than two cases were they present in such 
numbers as to lead one to infer that they played an 
important part in the process. Of four pleuritic fluids 
examined two gave growths of a fine streptococcus, one a 
pure culture of pneumococcus, and one a pure growth of 
B. influenza. The slimy condition which the lungs develop 
in many cases after a short exposure to the air is apparently 
due to the B. proteus. 

The Role of the Bacillus in Etiology. 

Unlike the influenza bacillus, these various other bacteria 
do not predominate with anything like the same degree of 
constancy. These results, however, do not in themselves 
prove that the B. influenza is the cause of influenza, but only 
that this bacillus is present in the majority of the cases. 
One must bear in mind that the mere association of a micro¬ 
organism with a particular disease does not entitle one to 
describe it as the cause. For the purpose of illustration it 


is sufficient to mention the Bacillus suipestifer and hog- 
cholera, or Bacillus proteus (Strain X.) and typhus fever. 
The constant presence of the bacillus of influenza is sug¬ 
gestive that it plays an etiological r61e in the production of 
the condition known as influenza. Conclusive evidence 
can only be produced as the result of further experimental 
work. 

In acute influenza there is probably an invasion of the 
respiratory tract by the influenza bacillus, their growth is 
accompanied by the production of toxic bodies, which injure 
the mucosa and on absorption produce a general malaise. In 
the more severe cases the fine bronchi and the alveoli 
of the lungs are affected. In the latter the walls of the 
capillaries, as well as the walls of the alveoli, are injured, 
with the result that a serous exudate takes place. In parts 
this exudate completely fills up the alveoli, and on this 
account sections of the affected lung produce a picture 
strikingly like that produced by phosgene poisoning. The 
second stage of the disease consists of an infection of the 
damaged tissues and serous exudate, with one or several of 
the pathogenic bacteria which are to be found normally in 
the respiratory tract. Thus a secondary septic broncho¬ 
pneumonia is set up. 

In conclusion, one must admit that the almost constant 
presence of the bacillus of influenza is suggestive of an 
etiological role, and that prophylactic inoculations against 
this organism might be successfully employed to combat the 
disease. 

Furtner, I wish to express my indebtedness to Professor 
Bulloch for his interest and advice on many points. 
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The arrival and progress of the influenza pandemic in 
London appears to have been unexpected among the popula¬ 
tion and to have caused a certain extent of dismay. The 
curious isolation of different communities due to the difficulty 
of travel and the absence of press facilities has put back the 
distribution of common knowledge to what it was a hundred 
years ago. It is possible to read about occurrences in South 
Africa or Bombay, but news from towns in this country only 
filters through gradually and often in a distorted form. Thus, 
while the influenza epidemic has been proceeding sporadic¬ 
ally or acutely in Portsmouth for months, the fact has 
hardly been referred to outside. 

Here in Portsmouth the disease has been more or less 
endemic since the outbreak of “Spanish influenza” in the 
spring. Pneumonia since that time has been prevalent 
in the Navy, but since that time it has been certainly 
more prevalent than usual, and has been the subject of 
considerable inquiry and study. The number of cases of 
empyema was remarkable. In these were found not only 
pneumococci, but also in many cases haemolytic streptococci, 
which gave all the ordinary reactions of Streptococcus 
pyogenes. 

The general opinion at that time was that the cases were 
due primarily to either of these organisms or, indeed, to 
other “ respiratory ” organisms, sinpe Streptococcus viridans 
and Streptococcus mucosus were sometimes met with. It was 
the general impression that “ respiratory ’ bacteria had taken 
on an increased virulence, owing to the somewhat unsatis¬ 
factory weather and the presence of large numbers of young 
“new entries” in the barracks. The cases were very 
largely confined to these young “ new entries.” 

The question of influenza as a factor in the disease was 
discussed and studied, but owing to the complete absence of 
bacteriological support the causative importance of this 
bacillos was discredited. 
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At the end of August, however, an acute alteration took 
place in the aspect of the disease. The cases among “ new 
entries ” became more and more numerous and the clinical 
aspect more and more acute. It became obvious that a 
serious epidemic bad broken out. Large numbers of cases 
of acute pneumonia were admitted to hospital, and among 
these the death-rate was very high. Localising signs such 
as empyema became less frequent; indeed, death occurred 
before these could develop. The outstanding feature of the 
disease was an acute septicaemia of a particularly fulminating 
type. 

At that time the epidemic was very largely confined to 
the young naval “ new entries,” and this fact, together with 
the unusual symptoms, led to all manner of curious sug¬ 
gestions as to its origin. It was even suggested that the 
disease might be pneumonic plague, while, of course, the 
foolish sei/.ed upon “ vaccination ” or “inoculation” as the 
cause, without considering whether either of these protective 
measures had been already carried out or not. 

As the epidemic progressed the age-incidence became 
widened and all types of men became affected, and finally, 
as was inevitable, the civil population came under its 
influence. Clinically, it became more obvious that the 
acuter symptoms were nearly always preceded by “ catarrh,” 
and the question of influenza as the initial infection again 
came into prominence. Bacteriologically, however, we were 
unable to obtain any evidence of this ; neither in the sputum 
nor in throat swabs could we find influenza bacilli. Large 
numbers of cultures and microscopic examinations, post 
mortem, were equally unsuccessful. In the trachea, lungs, 
and blood we now found almost exclusively the same 
hmmolytic Streptococcus pyogenes. 

We were therefore inclined to the view that this must be 
a primary streptococcal pneumonia, although it was obvious 
that the objections to such a view were serious. On the 
other hand, we were conscious of the fact that the demon¬ 
stration of influenza bacilli is at all times difficult, and 
particularly so under the septic conditions which were before 
us, and therefore when Dr. John Matthews 1 published his 
technical method for growing B. in/lucnza we at once went 
into the question further. 

Among the first cases examined with a digested blood 
medium comparable to Matthews’s, we obtained cultures of 
B. influenza mixed with large numbers of streptococci from 
the tonsil after death. In subsequent investigations, using 
a medium founded upon that of Levintbal (which we refer to 
as “ K ” medium) we have found influenza bacilli in so many 
men suffering from influenza without pneumonia, and in the 
organs of men dying from pneumonia, that we are of opinion 
that it is unnecessary to look further than this organism for 
the cause of the epidemic, the streptococci and the other 
organisms which have been mentioned being only secondary 
infections upon lungs already affected by B. influenza. 

The difference in the bacterial flora obtained by the use of 
these media is so remarkable that we are prepared to admit 
that our earlier conclusions were incorrect, and that 
B. influenza was probably the real cause in most of the 
cases of pneumonia which have been occurring during the 
last six months. Under these circumstances it may be an 
assistance to those who still implicate various streptococci 
or who are discussing the possibility of an “invisible virus ” 
to have our tentative results so far as they can be carried 
when half our staff is sick. 

Ante-mortem Findings. 

We have examined the naso-pharynx in 15 cases of 
influenza in whom there were no obvious signs of pneumonia, 
and in 12 have isolated B influenza. Several of these 
patients later developed a fatal pneumonia, but, unfortu¬ 
nately, no autopsy was permitted. In each case we have 
made only one culture, and the number of positive results 
would, undoubtedly, have been much higher if we had made 
several examinations or if we had been working the whole 
time with a satisfactory medium. Sometimes the growth 
has been profuse, but more often a few colonies only 
develop among the numerous Gram-negative cocci, pneumo¬ 
cocci, and streptococci. 

We have also examined the naso-pharynx of 71 men who 
were apparently healthy and obtained 1.5 positive cultures 
This finding has an epidemiological interest. 

Single samples of sputum have been examined from 
106 cases and B. influenza has been found in 45. 

1 Tu* Lahcet, 1918,11,104. 


Influenza bacilli can often be cultured from sputa in 
which it is difficult or impossible to recognise them micro¬ 
scopically. In a small number, however, bacilli were so 
numerous and pure that they could hardly be missed even 
by Gram’s stain, and we are satisfied that we did not over¬ 
look cases of this type in the earlier months of the epidemic. 
In the great majority of the sputa, including those in which 
copious growths are obtained, the microscopic picture is 
inconclusive so far as B. influenza is concerned, but 
pneumococci and streptococci abound as usual. It is true 
that with a very intense stain, such as that which we call 
“ multicolour blue,” a few minute bacilli may be found, often 
in clumps, but we very seldom get a picture which convinces 
us that influenza bacilli are present, and the subsequent 
copious growths are often surprising. 

We have made blood cultures from a number of men with 
pure influenza with negative results, and similar negative 
results have been obtained with the urine. 

Post-mortem Findings. 

(a) Macroscopic pathology. —The post-mortem appearances 
of a rapidly fatal case will best indicate the type of disease 
with which we have been dealing here. 

Externally : The body of a well-developed muscular young 
man, aged 18; marked cyanosis of lips and finger-nails; a 

uantity of blood exuding from mouth. Thorax: 200 c.cm. of 

eeply blood-stained watery fluid in left pleural cavitv. A 
trace of similar fluid in right chest. The parietal pleura 
on both sides is injected and shows scattered purpuric 
patohes. The pericardium contains a little clear blood-tinged 
fluid. The heart shows nothing remarkable beyond hsemo- 
lytic staining of the endocardium ; the heart-muscle is firm 
and appears in good condition. Left lung : The lower lobe is 
a dark purple colour and shows a fine fibrinous roughening 
in places; it retains its shape on removal and is heavy; it 
feels soft and jelly-like, with several firmer areas 2 or 5 cm. 
in diameter scattered about in the lung substance. The 
upper lobe is similarly affected in its posterior part, but 
in the anterior portion it is spongy ana feels aerated. On 
section the lower lobe is dark-red colour and airless, being 
full of a thin haemorrhagic exudate which flows out from 
the cut surface. In the places corresponding to the firmer 
portions described above there are found solid, dark-red, 
rather dry areas. Some of these extend to the surface of the 
lung and resemble infarcts in appearance ; others, however, 
are more or less spherical masses situated centrally in the 
lung. The lower part of the upper lobe is similarly infil¬ 
trated by a thin haemorrhagic exudate, but the upper part is 
aerated and shows a congested spongy lung substance. The 
right lung is less affected than the left, the upper lobe 
being aerated and showing a red spongv surface. The 
bronchial tree throughout the lungs is* intenselv in¬ 
jected and contains bloody fluid which pours out into 
the trachea. The naso pharynx, pharvnx, larynx, and 
trachea are much injected. This injection is most 
marked in the trachea, especially in the lower part, 
which is a dark purple colour. The tonsils are pro 
minent and injected and contain a few beads of pus. 
The cervical and paratraoheal glands are injected, the latter 
being a dark purple; the gland below the tracheal bifurca¬ 
tion is enlarged and very soft and haemorrhagic, as are the 
glands at the hila of the lungs. Abdomen : Peritoneum 
and intestines appear normal. Spleen not enlarged. On 
section, slightly swollen red pulp. Kidneys : Cortex rather 
opaque in appearance, slightly swollen, no haemorrhages or 
other abnormalities detected. Suprarenal* show dark plum- 
coloured medulla?, the left being the most affected. Bladder. 
d'C. : Nothing remarkable. Brain : Some injection of 
smaller vessels upon the cerebral cortex. No sigus of 
meningitis. No haemorrhage. 

The above is a rapidly fatal case showing no reaction to 
the infection. The patient appears to have been drowned 
by the exudate into the lungs rather than killed by the 
septicaemia. 

In cases of longer standing there has been, in addition to 
the haemorrhagic condition, a marked broncho-pneumonia 
with pus in the smaller tubes, and sometimes areas of grey 
hepatisation, as seen in lobar pneumonia. In several cases 
there has been a purulent bronchitis and peri-bronchitis, the 
lung presenting a marbled appearance owing to the puru¬ 
lent infiltration of the bronchial walls; the purulent 
infiltration can also be seen on the surface of the lung 
as a white peri-lobular network. Empyema is very common, 
there being, as a rule, a thin yellowish opalescent fluid with 
a sediment of thicker pus in the most dependent part. 
Pyopericardium is fn-quent. The spleen shows evidence of 
reaction, being enlarged and having a swollen, often 
diffluent, creamy or dark-red pulp. The kidneys often show 
severe parenchymatous degeneration, but In only one c&se 
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has there been an obvious nephritis. In a few cases dying 
ten days or so after the onset of the disease the heart 
muscle appeared considerably affected, being very flabby 
and having the appearance of parenchymatous degeneration. 

(b) Bacteriology .—The organism which is immediately 
responsible for the above pathological picture is a haemo¬ 
lytic streptococcus ; it does not ferment inulin, and grows 
in long chains as a sediment in broth. It is found in enormous 
numbers in the lungs and in the pleural and pericardial pus 
when this is present. From the blood it can be obtained 
post mortem, usually in pure culture. The coccus, though 
forming long chains in fluid exudates, often shows diplo- 
coccal forms in the tissues, so that it cannot always be 
recognised as a streptococcus in films. At the beginning of 
the epidemic this streptococcus was the only organism of 
importance which could be recovered from the tissues or 
blood of the cases examined ; when, however, the new media 
became available for the investigation of the cases it was 
possible to prove, what had already been suspected, that the 
influenza bacillus was the real cause of the disease. 

Previous to the adoption of these media much time was 
spent examining films from the lung exudates, scrapings 
from the trachea, &c., without obtaining any evidence of 
the presence of the influenza bacillus In the first case 
in which the bacillus was demonstrated it was found in pus 
from the enlarged tonsils, and in this it could be seen, 
with appropriate staining as described elsewhere, in 
large numbers, chiefly intracellular. Although in this case 
films from all parts of the respiratory tract were examined, 
the bacilli could not be detected anywhere else and strepto¬ 
cocci in enormous numbers dominated the picture. At the 
present time we are obtaining cultures of B. influenza from 
every post-mortem examination upon these pneumonia cases. 
In the lungs the bacilli are obtained with certainty only 
from the most healthy parts; the obviously diseased portions 
are so full of cocci that the bacillus has apparently been 
exterminated and its detection has generally been impossible. 
It is obtained fairly constantly from the trachea and bronchi; 
in the case of the bronchi those in the healthier parts of the 
lungs yield the best results. Pus from the deeper parts of 
the tonsils gives on culture scattered colonies of B. influenza 
amongst innumerable streptococci. In one case a culture 
from blood taken from the jugular vein yielded a few 
colonies of B. influenza and a copious growth of 
streptococci. 

When now these bacteriological findings, ante- and post¬ 
mortem, are reviewed as a whole, taking into consideration 
the essentially superficial nature of many of the examina¬ 
tions and the difficulties met with in the preparation of a 
very delicate medium, it appears justifiable to us to suggest 
that B. influenza is very frequently present in the respiratory 
passages before death, and is present in the lungs and some¬ 
times the blood after death so frequently as to suggest that 
the disease is constantly associated with and due to a 
B. influenza infection. 

The Cultivation of B. influenzae. 

The classical blood-agar medium for the growth of influenza 
bacilli has been practically useless to us under the conditions 
met with. 

We have already mentioned that we first used a digested 
blood medium akin to Matthews’s, but we gave it up in favour 
of Levinthal’s, which is simpler to prepare. We have had 
no opportunity to study the original description of this 
medium, but have worked entirely upon the reference to it in 
the Medical Supplement to the Daily Review of the Foreign 
Press (Oct. 1st, 1918) compiled by the Medical Research 
Committee. The principle of this medium is the addition of 
fresh blood to a flask of melted agar in a proportion of 
1 in 20. The medium is brought to the boil and the coagulum 
aseptically filtered off “ through gauze or paper.” 

There are factors in the preparation of this medium which 
are still obscure. We have several times made up batches 
which are entirely useless; indeed, we have made up two 
batches from the same materials and at the same time, and 
one has been excellent and the other useless. We are almost 
satisfied that the factor in these cases is the filtration 
through “gauze or paper.” Neither of these substances 
should ever be used, but glass-wool only , presumably because 
the paper absorbs the essential “vitamins ’’(Jordan Lloyd). 

We have not yet decided whether the blood must be fresh. 
We use citrated ox or sheep blood and find this to be satis¬ 
factory if collected once a week. Whether a “stock” 


citrated blood, laked with distilled water and sterilised with 
chloroform, according to the technique of one of us, is suit¬ 
able we are not yet certain. 

The technique of preparation of “ K ” medium is simple. 

A flask of ordinary 2 per cent, meat agar is melted and 
reduced to 55° C. The agar need not have been “ egged ” or 
cleared in any way. One part in 20 of whole blood is then 
added and the flask placed in a water bath at about 60° C. 
The flask is constantly shaken while the water rises to the 
boil, and when this occurs it is left at rest for 10 minutes at 
the boiling point. In the meantime a flask carrying an 
ordinary filter funnel lightly packed half full with glass 
wool has been autoclaved. The boiled agar-blood mixture 
is poured through this wool without shaking and, if 
necessary, left in the steamer. Usually the filtration takes 
only a minute or two and the medium is then poured 
aseptically into a number of sterile tubes and sloped. No 
contaminations need arise during these manipulations. 

The effect of this medium upon the growth of B. influenza 
is very remarkable. This bacillus is familiar to us as 
producing characteristic pin-point colonies on blood agar. 
The colonies grow no larger and seldom coalesce. On 
ordinary agar, the bacillus does not grow at all, but 
merely by adding the soluble products of a small quantity 
of boiled blood the growth on agar becomes as profuse 
and as confluent as the growth of typhoid. The size 
of the colony depends entirely upon the spacing. The 
common size is 2 mm., but when colonies are well isolated 
they often attain no less than 5 mm. The growth recalls 
that of meningococci on serum agar, but is more transparent. 
Against a dark background the colonies are also somewhat 
bluer. They are very easy to distinguish from streptococci 
or pneumococci. The growth is very readily emulsified to 
form a stable suspension. 

The Identification of B. influenzae. 

The microscopic appearance of B. influenza upon “K” 
medium is very characteristic. It is very small and thin. 
The bacillus is usually so short that it resembles a coccus. 
The longer bacillary forms which are familiar upon blood 
agar do not develop on “K” medium. Films made from 
the larger colonies a few days old show a curious degenera¬ 
tion of the bacteria. They have largely broken up into an 
amorphous debris in which individual bacteria are hardly 
recognisable, but subcultures from such colonies yield 
normally profuse growths. The viability of these bacteria 
appears to be quite prolonged. Even on slope cultures on 
“ K ” they live for several days, sometimes for as much as a 
week, and in capped “ stab ” cultures in “ K ” all our strains 
survive 15 days at least. 

The affinity of B. influenza for stains is feeble, and this 
constitutes one of the chief difficulties in its demonstration. 
It is, of course, negative to Gram, but the affinity for the 
counter stain is so feeble that this method is useless for its 
detection in pathological material. The stain which we 
have found most satisfactory is a methylene blue preparation 
akin to polychrome-methylene blue, which we call “multi¬ 
colour blue.” We made this stain by dissolving 10 g. of 
methylene blue in a litre of 1 per cent, sodium bicarbonate 
solution and steaming for two hours. A few drops of this 
stain are placed upon the slide and this is then heated until 
steam arises. In the case of a pure culture the stain is then 
rinsed off and the slide dried, but when dealing with a 
pathological exudate the slide, after rinsing, should be 
momentarily placed in alcohol which contains one drop of 
glacial acetic acid per 100 c.cm. It is then rinsed and 
examined. 

There are at present no specific tests which can be applied 
to identify B. influenza. We rely upon the morphological 
appearance and the growth on blood agar, with an absence 
of growth on ordinary agar. Most strains grow with the 
typical discrete, pin-point colonies on blood agar, but some 
develop rather larger confluent colonies up to 1 mm. The 
bacillus is, of course, non-motile. Fermentation reactions 
are now being studied and attempts are being made to 
prepare agglutinating serum. Rabbits will tolerate very 
large doses, even two slope cultures of living bacilli. 

Prophylaxis of Influenza. 

It appears to us that the only practical measure which is 
likely to be effective to control the present epidemic is a 
prophylactic vaccine treatment. In instituting such a 
measure it is necessary to decide whether it is more 
profitable to attempt to prevent the onset of influenza or to 













700 The Lancet,] MR. J. W. G. GRANT: MALIGNANT DISEASE OF THE UPPER EXTREMITY. [Nov. 23, 1918 


prevent the complications which are the cause of death. 
On all grounds we consider that the former is the more 
satisfactory aim, since if the influenza can be prevented the 
complications will not arise. Therefore, we consider that 
B. influenza should be the main basis of the vaccine. We 
have already prepared large quantities of this vaccine and 
have experimented with it on volunteers. 

The question of the dose to be employed must be governed 
by several factors. It must not be so large that a danger of 
a pronounced negative phase will arise, because this would 
be dangerous when the epidemic is already present and 
sources of infection are universal. Neither must it be 
too small to be effective. Further, it is undesirable 
to produce marked local reactions, since these would 
create too much dislocation in the carrying on of employ¬ 
ment. We are not in favour of giving two doses only, 
because if these are large enough to be effective a negative 
phase may follow. We therefore subdivide the first dose 
into two and give three. 

The spacing of doses which we have adopted for the 
moment is fairly short. The lirst dose is given on the first 
day and the others on the fourth and eighth. The quantities 
given are 50 million, 166 million, and 500 million. The 
second dose gives rise to some local reaction, and it is possible 
that the third will have to be reduced. 

It has been decided that these vaccines shall be used only 
upon volunteers, and. since the allegations which have 
already appeared in certain sections of the press will prob¬ 
ably militate against men coming forward, we wish the 
immediate effects of the vaccine to be as mild as possible ; 
otherwise we are afraid that this process, which may well be 
followed by excellent results, will be discredited and never 
receive an adequate trial. 


THREE CASES OF MALIGNANT DISEASE 
OF THE UPPER EXTREMITY. 

By J. W. GEARY GRANT, F.R.C.S. Eng., 

ACTING ASSISTANT 8UBGEON, KING EDWARD VII. HOSPITAL, CABDIFF. 


The following cases of malignant disease in the region of 
the shoulder present, I think, some points of interest. 

Case of Berger's Operation. 

The first case, one in which several limited operations had 
been performed for an epithelioma of the hand, where 
ultimately the disease had extensively involved the axillary 
glands and lymphatic vessels, demonstrates the advantages 
which Berger’s operation gives in sweeping away, without a 
difficult, tedious, and possibly incomplete discretion of the 
axilla, all possibly infected tissues. 

Case 1.—Patient aged 43. In 1894 suffered from abscesses 
about both ankles, presumably tubercular. Various opera¬ 
tions were performed at different hospitals, and in 1898 a sore 
formed on the back of the left thumb, which he attributes to a 
scratch becoming infected whilst dressing his foot. In 1902 
the left foot was amputated at Bristol by Mr. R. G. P. 
Lansdown, and he has had no further trouble with the lower 
extremities. The sore on the thumb refused to heal, and in 
October, 1907, X ray treatment was begun and continued at 
the various places where he resided for over a year. In all, 
some 50 exposures were given. In February* 1909, he con¬ 
sulted me, and as far as I remember now, there was an 
indolent ulcer with smooth red surface on the terminal 
phalanx of the left thumb on its dorsal aspect, the surround¬ 
ing skin showing numerous minute telangiectases. The sore 
healed under applications of scarlet red ointment. In 
October, 1913, it again broke down, and in May, 1914, as it 
showed no signs of healing, I amputated at the inter- 
phalaogeal joint by a palmar flap. He had no further trouble 
until October, 1916. when a blister formed at the end of the 
stump. Early in 1917 it showed the obvious appearance of 
the epitheliomatous ulcer, and was amputated through 
the carpo-metacarpal joint. Recurrence promptly followed 
in the scar, and a hard cord was foimd running up the 
lower part of the palmar aspect of the forearm on the 
radial side, which on examination was found to be a 
lymphatic vessel filled with carcinoma cells. The original 
ulcer on examination was a squamous-celled carcinoma. I 
then amputated the forearm just below the elbow, removing 
all the fat and the epitrochlear gland. Glands from the 
axilla and the cephalic gland, removed for examination, 
showed no signs of malignancy. In May, however, glands 
were felt in the axilla. He was admitted to the King 


Edward VII. Hospital aDd operated on with the intention of 
clearing the axilla, but as soon as an incision was made it 
was obvious that this was impossible. There was an 
extensive glandular involvement and a large thrombosed 
lymphatic vessel the size of a large crow-quill was found 
running by and adherent to the axillary vein. His consent 
to amputation had not been obtained, and the wound was 
closed. I felt that a Berger’s operation held out the best 
chance of a radical operation and I decided to perform a 
fore quarter amputation. 

Three days later, under open ether, and after a preliminary 
injection of morphia, I made an incision over the clavicle 
and resected the middle third with a Gigli’s saw. The 
pectoralis major was separated and the subclavius divided 
and the neuro vascular bundle exposed. The artery was 
ligated at the junction of the axillary with the subclavian 
(this was lower than it should have been). The arm was 
elevated to empty it of blood, and the vein secured at the 
same level. The* three cords of the brachial plexus were 



Fig. 1.—8 how a smooth roundel outline of shoulder with almost linear 
scar, well on trout of chest owlnrf to absence of pectoro-axillary flap. 


injected with a 4 per cent, solution of novocaine, and after a 
few minutes divided. The original incision was carried out 
along the acromion and spine, and then down to the posterior 
axillary fold. This was joined by another passing from the 
mid point of the clavicle in a curve with the concavity out¬ 
wards so as to leave practically no anterior flap, the object 
being to get as far away as possible from the infected 
axillary contents. Similarly, the pectorals were divided 
well inwards and reflected with the fascia over the 
serratus magnus, which was divided a little further out. The 
cervico-dorsal flap was then reflected, the trapezius, levator 
anguli, and muscles attached to the posterior border of 
the scapula divided, the transversalis cervicis and supra¬ 
scapular arteries secured, and the limb removed. In spite 
of the absence of the pectoro-axillary flap there was ample 
Bkin covering. There was very considerable shock, which 
was treated by continuous rectal saline and the usual 
methods, and the next day bis condition was very good. The 
wound healed by first intention. 

A month later, glands having been found in the neck, an 
incision was made from the mastoid to the clavicle and 
outwards to the trapezius, which was partially reflected, and 
the whole of the fat and glands removed en bloc. These 
showed evidence of infiltration with carcinoma. At the end 
of August a small lump was found near the anterior border 
of the trapezius and was removed. From June to the 
present date ho received 25 exposures to X rays. So far no 
further signs of the disease have manifested themselves, 
and he has been for the past six months carrying on his 
ordinary duties. Fig. 1 shows his appearance. 

Case of Amputation at the Shoulder . 

About the same time I had the following case in hospital. 

Case 2.— Patient had a very extensive carcinomatous ulcer 
arising in the scar of a large burn involving the greater part 
of the skin of the right upper arm. I amputated at the 
shoulder, haviDg to make irregular flaps extending on to the 
chest, as the scar trenched on the axilla and chest wall. The 
skin covering was not adequate, and part of the wound 
healed by granulation. The difficulty of feeling sure the 
axilla was completely cleared in this case afforded a marked 
contrast with the last, where everything was swept away 
en bloc , without a tedious dissection. Here one had to think 
about getting flaps to cover the stump of the scapula and 
acromion. The shock was certainly not so great, but I 
feel that Berger’s operation would have been the better 
procedure. 

Tne man received seven exposures to X rays in as many 
months, the limited number being due to the distance as 
wnich he lived. He reports that he is in perfect health at 
present. 
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Berger's Operation. 

In Berger’s operation fat. glaDds, and muscles with their 
fascial lymphatic network are swept away in one piece, and 
this entails the minimum risk of cutting through infected 
tissues, and therefore fulfils the principal canon in the 
surgery of malignant disease. The cosmetic result (which, 
as a matter of fact, should not enter into consideration) is, I 
think, at least as good as in amputation at the shoulder joint, 
and retention of the shoulder-girdle is of no functional 
importance. In either case if an artificial limb is worn it 
is for appearance only. 

The operation itself, a somewhat formidable one, has, 
according to Keen, a mortality of 6 per cent. The indica¬ 
tions given by Jacobson and Rowlands and in other works 
are (1) certain cases of malignant disease too extensive for 
amputation at the shoulder; (2) certain cases of injury; 
(3) gangrene and infections. In the latter two I should 
imagine the operation mortality would be very much higher. 
I have not seen records of its use in military surgery, but 
conceivably it might be indicated in spreading gangrene as a 
very heroic measure. 

As regards the steps of the operation, these are fully 
described in the text-books, but certain points are worthy of 

note. 

1. A free removal of the clavicle facilitates finding the sub¬ 
clavian artery and vein, and also assists in securing the 
transverse cervical and suprascapular arteries with their 
veins, which may give considerable trouble. Le Conte dis¬ 
articulates at the sterno clavicular joint for this reason, but 
one would imagine this procedure, laying bare the great 
vessels at their emergence from the thorax, a more 
dangerous procedure. 

Sir F. T. Chavasse divides both pectorals near the chest, 
turns them outwards, and uses the loop of the anterior 
thoracic nerve as the guide to the axillary artery. By this 
means and by dividing the serratus magnus close to its 
origin from the ribs, and later the latissimus dorsi, the 
axilla can be removed with its contents intact. 

2. Methods to diminish shock. Blocking bvCrile’s method 
each cord of the brachial plexus with a 0 5 per cent, solution 
of cocaine as soon as they are exposed and before ligation of 
the vessels is of great value. It might also be worth while 
to block the descending branches of the cervical plexus by 
injecting them at their point of emergence at the middle of 
the posterior border of the sterno-mastoid. This would 
render the whole skin incision anaesthetic. 

3. Farabeuf’s pectoro axillary flap seems unduly full, and 
baggy flaps favour sepsis. With no anterior flap in this oase 
there was abundant covering. 

Case of Removal of Scapula. 

The third case is one of a round-celled sarcoma of the 
scapula. 

I Case 3.—Patient, aged 29, in September, 1916, commenced 
to have pain in his left shoulder, which he thought was 
rheumatism. Later a swelling the size of a golf ball 
-appeared, which gradually increased in size. Dr. R. 
Cameron, under whose care he was, found the Wassermann 
test negative, and sent him to the hospital with the 
diagnosis of sarcoma. An aspirating needle only drew a 
little blood. 

On March 30th, 1917, under open ether, I made an incision 
in the axilla with a view to ligature of the subscapular 
artery as the first step in removal of the scapula, when 
numerous small glands of a dusky purple colour were 
encountered. These were removed as high up as practicable 
without division of the pectorals and the subscapular 
vessels were ligated. 

A T-shaped incision, one limb passing along the acromion 
and spine, the other along the vertebral border of the 
3 capula, was made, and the corresponding flaps reflected. 
In exploring the growth with a view of seeing whether a 
partial removal was practicable, in separating the infra¬ 
spinatus from the spine, the finger passed through an 
opening in the venter iDto the subscapular fossa. The 
trapezius and deltoid were separated from the attachments 
to the spine and the base of the acromion sawn through 
with a Gigli’s Baw. The muscles attached to the vertebral 
border, the scapular muscles, and the long tendon of the 
biceps with the capsule were divided, and the base of the 
coracoid cut through with bone-pliers, thus preserving the 
origins of the short head of the biceps and the coraco- 
brachialis. The scapula was then removed after dividing 
the teres major and subscapularis. The trapezius and 
deltoid were sutured together. 

(There was considerable shock, and he was placed on con¬ 
tinuous saline and the usual measures. Stitches were 
removed on the ninth day and primary union was obtained. 


An attempt was made to keep the limb in abduction on a 
Jones’s abduction splint, but he could not be induced to keep 
this on, unfortunately, or he would have retained much more 
power of abduction. 

On May 18th he was readmitted, a large mass having 
formed in the axilla, and two days later the axilla was 
cleared with division of the pectorals, which were sub¬ 
sequently sutured. 

On June 13th, glands having appeared above the clavicle, 
a further operation was performed. The posterior triangle 
was exposed by an incision from the mastoid to the clavicle 
along the posterior border of the sterno-mastoid and 
outwards along the clavicle, and the whole of the fat from 
this space, from the mastoid to the clavicle and from under 
the trapezius, which was partially reflected, to the carotid 
sheath, was removed. 

From April 30th he had received daily injections of Coley’s 
fluid, starting with £ minim and increasing by £ minim 
until with 3* minims he had a fairly severe reaction. It was 
intermitted for a few days and then resumed. In all I think 



Pig. 2.—Showing full Am>unt of voluntary abduction at false joint 
between head of humerus and chest wall. Range of active move¬ 
ment 45°. 


about 15 injections were given, but I have not the record by 
me. Prophylactic X ray exposures were given by Captain 
Owen LI. Rhys at weekly or bi-weekly intervals, and up to 
the present date he has received 25 exposures. His present 
condition is shown in Fig. 2, and so far he appears in perfect 
health and shows no signs of recurrence. He has a very 
useful arm, except that voluntary abduction is limited to 
about 45°, and there is some limitation of both antero¬ 
posterior and rotatory movements. In view of the known 
malignancy of round-celled sarcoma of bone and the exten¬ 
sive invasion of glands that occurred, I cannot but think 
that the combination of Coley’s fluid »nd X ray exposures 
had something to do with freedom from recurrence up to 
the present (November, 1918). 

I have had several other cases where I adopted this com¬ 
bination of post-operative treatment, but the time that has 
elapsed has not been sufficient to warrant any conclusion 
being drawn, although so far the results have been hopeful. 

As regards the steps of this operation, which entails 
considerable shock, the following points may be noted 

To use all ordinary measures for preventing shock, and 
possibly blocking the descending branches of the cervical 
plexus, might be worth trying, although this would only 
affect the skin incision. Preliminary ligature of the sub¬ 
scapular vessels should be done, and if there is any reason 
to suspect glandular involvement the pectoral muscles 
should be divided and the whole axilla cleared, as in a 
breast operation, with subsequent suturing of the muscles. 
Sarcoma of bone is prone to affect the glands, and if it is 
possible this should be done in all such cases. 

Ligature of the suprascapular and posterior scapular 
vessels as soon as they can be exposed by reflecting the 
trapezius will save hsemorrnage in the later steps of the 
operation. 

It can seldom be safe to leave the glenoid process, and it 
is doubtful if any better functional result will be secured by 
so doing, as all the surrounding muscles are divided and 
adhesions would form. It is, however, most important at 
an early stage to adopt some means to keep the arm in 
abduction to a right angls. 

Cardiff. 
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THE ERGOESTESIOGRAPH: 

AN APPARATUS FOR THE GRAPHICAL REPRESENTATION 
OF THE MUSCULAR APTITUDE OF 
CANDIDATES FOR AVIATION. 

By G. GALEOTTI, 

PROFESSOR OF PATHOLOGY AT THE ROYAL UNIVERSITY OF NAPLES, IN 
CHARGE OF THE PSYCHO-PHYSIOLOGICAL LABORATORY 
FOR AVIATION. 


It is well known how much uncertainty still exists in 
regard to the senses (muscular, articular, tendinous sense, 
and more generally deep sensation) that allow us to appreciate 
the amount and strength of our movements so as to regulate 
them according to the intended aim. This uncertainty 
includes the fundamental scientific points of view as well 
as the method of investigations. 

We know by daily observations that the degrees of 
muscular coordination • of individuals are very different. 
Some people can execute with great adroitness and perfection 
all their movements, regulating in a precise way the con¬ 
tractions of their muscles, so as to attain their object. Other 
people are not able to attain a precise control of their 
movements and to adjust them to the end they strive to 
attain. Training will modify the muscular coordination 
capacity of these persons, but still we can assume that good 
muscular aptness is a congenital gift and depends on 
complex constitutional conditions of the musculo-nervous 
system and of the central organs. 

Whilst employed in the physiological selection of candi¬ 
dates for aviation I thought of finding a way to investigate 
muscular aptness, since it is easy to see how necessary it is 
to select pilots among people who are able to control their 
movements with absolute exactness. 

Description of the Apparatus. 

To this end I have worked out the apparatus which I have 
named ergoestesiograph. Its object is to record graphically 
the individual manipulative ability in counterbalancing 
variable resistances. 

The instrument is shown in Fig. 1. On a strong low table 
is pivoted a lever with unequal arms. On the long arm, A 
(60 cm. length), there slides a sleeve, b, which carries a 
hook, to which is attached a weight and a rod, c. The rod 



Fig. 1.—The crgoestesloKrapb. 


serves to slide the sleeve and weight along the arm. On the 
short arm of the lever another small rectangular lever 
works, to which a handle is attached. A glance at the figure 
will show how, by pushing the handle forward, the arm a 
of the principal lever will rise. To this lever is attached a 
writing style, E, which traces on the revolving cylinder the 
oscillations of the lever. Another style, g, is attached at 
right angles to the rod F ; this oscillates, and by means of a 
wire-and-pulley transmission traces on the same cylinder, 
according to the movements of the sleeve b, the displace¬ 
ments of the weight, and therefore the variations of the 
resistance. 

Tne candidate and the observer are situated as shown in 
Fig. 2. The observer, by means of the rod c, slowly slides 


the sleeve b. The candidate, blindfolded, holds the handle, 
and Jecling the variation in resistance, due to the sliding of 
the ‘weight, tries to oppose it, and so to regulate his own 
muscular force as to keep the lever A always horizontal. 

On the cylinder the writing styles trace two curves : one 
with large regular oscillations, which represent the variation 
of the resistance, and this I name resistance curve ; the 
other represents the vibrations, uncertainties, and jumps of 
the muscles which attempt to compensate the variations of 
resistance ; this curve may be called the muscular curve. 



Fig. 2.—An experiment with the ergoestesiograph. 


The experiment is usually conducted in two ways. 

(1) The candidate places himself as shown in Fig. 2, and 
the slight movements he makes with his forearm are in the 
same plane of the lever A. I have named this first position. 

(2) The candidate places himself laterally to the table; the 
plane in which the lever A moves is perpendicular to the 
forearm. I have named this second position. In this way the 
aptitude for forward and back movements, as well as for side 
movements, can be recorded. 

In the first position the experiment is easier for the can¬ 
didate, and the muscular curves are always more regular 
than those obtained in the second position. 

Othe" data regarding these experiments are the following: 
The weight is 2 kg. for the first position and 1 kg. for the 
second. The variation of the resistance goes from 12 kg. 
(lowest apex in the curve of the resistance) to 2 kg. (highest 
apex in the same curve) in the first position; from 6 kg. to 
1 kg. in the second. The displacing of the weight is so done 
that each oscillation has a period of about 10 seconds. 

Results of Observations with the Instrument. 

With this instrument I have already obtained a great 
number of tracings, and it may be saul that these tracings 
have a personal type, like the ergograms obtained with 
Mosso’s instrument. 

I have experimented with various people—with individuals 
not accustomed to any kind of muscular work, with persons 
accustomed to various sports which require skill and exact¬ 
ness of movements, e.g., with horsemen, motor cyclists, 
automobile drivers, and aviators. Naturally, I specially 
concentrated my attention on the latter, and I have been 
able to experiment on a certain number of pilots. I have 
ascertained with satisfaction to myself that the best curves 
have been given by aviators who have shown the best records 
in flying, while curves not so good were obtained fiom 
untrained pilots and candidates still under instruction. 1 
have also obtained quite good tracings from good riders, 
probably because they are trained to keep the reins in a state 
of correct tension by an adequate contraction of the muscles 
of the arm and forearm. 

Thus, in this respect the instrument has shown itself to 
correspond to the aim for which it has been constructed— 
viz., to place on record evidence of the good or bad muscular 
coordinations of the individuals subjected to the experiment 

Theoretically, from an individual with perfect neuro¬ 
muscular mechanisms—that is, from a man capable of com- 
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pensating at every instant the variation of the resistance by 
an adequate contraction or relaxation of his muscles—a 
horizontal line should be obtained. But in practice that 
does not take place, and each subject will follow somewhat 
the oscillations of the resistance, so that even a very good 
muscular curve shows an undulating aspect. 

Types of Curves Obtained. 

The collected material, although not quite sufficient for 
allowing definite conclusions to be drawn, permits me, how¬ 
ever, to give some hints on various types of curves obtained 
with my instrument. In these curves it may be noticed :— 

(a) In the best cases the muscular curve maintains itself 
in a middle zone of the tracing ; that means that the person 
subjected to the experiment can appreciate and maintain the 
horizontal position of the lever. In other ca«es some people 
make curves which regularly and continually descend ; these 
persons do not feel that the tension of their muscles is 
gradually giving way ; other people instead make curves 
which continu*lly rise— that is, they react to the variation 
of the resistance with an increasing muscular effort. 
Generally, the descending or ascending type remains with 
the same person, even if the experiment is repeated many 
times. 

(b) The best curves are those in which the principal 
oscillations are uniform and. not very high. Moderately 
good curves are those in which the principal oscillations, 
though uniform, are rather high; this meins that toe 
candidate follows the variations of the resist, nee too easily— 
that is, he is not able to compensate them in a quick and 
exact way. Bad curves are those in which the oscillations 
are not uniform and vary very much in height. 

(a) The presence of notches and jumps is the most 
important point to be considered. In very good curves 
the notches are very small and there are no jumps of the 



lever. This means that the candidate can augment and 
diminish in a uniform and steady way the contractions of 
bia muscles. When he cannot do this there are vibrations 
and sudden strengthening and oollapsing of the contractions 
—that is, the individual does not regulate his muscles 
evenly, and we have then those very irregular tracings 
which are characteristic of awkward persons. 

These conclusions may be summarised as follows :— 

(a) Good curves which show excellent muscular coordina¬ 
tion : the curve remains in a middle horizontal zone ; 
principal oscillations are uniform and low, with few small 
notches and no jumps. 

(b) M >derately good curves: ascending or descending 
carves ; curves with principal oscillations rather high and 
not uniform ; curves with many and pronounced notches. 

Bad curves, which show poor aptitude to regulate the 
muscular activities: uneven, irregular curves, with large 
notches and jumps. 

As an example, in Fig. 3 a very good curve is reproduced, 
obtained from one of our best pilots, and in Fig. 4 a very 
t&jci curve, made by a person who possesses neither precision, 
skill' nor agility of movement, and therefore would never be 
a t>le to become a safe aviator. 


NEURASTHENIC AND HYSTERICAL CASES 
IN GENERAL MILITARY HOSPITALS. 

By R. H. TROTTER, M.D. Manch., 

MAJOR, K.A.M.C. (T.C.); OFFICER IN CHARGE, MEDICAL WARDS, 
HUDDERSKiF.LD WAR HOSPITAL. 


By Army Council Instruction 712 of 1918, paragraph 4— 

*• Cases which it may not have been possible to send to one of the 
special hospitals mentioned in para. 2, and all other cases occurring in 
otner central and auxiliary hospitals, will be transferred to one <>f (hose 
special hospitals as soon as the necessary accommodation is available.” 

Hysterical and neurasthenic patients, therefore, should 
only be found in the wards of a general hospital when they 
are awaiting transfer to a special hospital, or when they are 
suffering from some physicopathic condition which so far 
overshadows the psychopathic element in the case as to cause 
this element to be readily overlooked, or, if it is recognised, 
to be relegated to a secondary place. 

Importance of Early Diagnosis and Treatment. 

The object of the present contribution is to enforce the 
importance of being constantly on the look-out for such 
symptoms in patients admitted for physical disease, and, in 
cases admitted as neurasthenia, of adopting such treatment 
as is possible in a general hospital pending transfer, instead 
of leaving the patient untreated. 

A vicious neuropathic habit speedily becomes fixed, and 
few cases coming within the scope of medical treatment 
partake more of the nature of those pathological emergencies 
which are usually supposed to be the exclusive property of 
the surgeon. It is, indeed, but a mild exaggeration to assert 
that early treatment in the psychoneuroses of war is as 
important as prompt surgical interference with the course of 
acute appendicitis. Yet there is a tendency, as soon as thy 
diagnosis of neurasthenia or hysteria is made or confirmed 
after reception of a case so diagnosed overseas, to mark the 
patient for transfer to a neurological centre, and then to 
take little further interest in him, even though the interval 
before transfer takes place is occasionally extended to 
several weeks. There is also, perhaps as a part of the 
recent disposition throughout the profession to exalt surgery 
at the expense of medicine, an inclination in the surgical 
wards of all hospitals, both civil and military, to lose sight 
of the patient in striving after the extension of the field of 
surgery and the attainment of perfection in technique. 

Though for continued treatment and complete cure of 
most of the motor, sensory, and visceral psychoneuroses, and 
of nearly all the psychical neuroses, the mental atmosphere 
and the facilities for subsequent open-air employment found 
in the neurological centres may be essential, the essentials 
f->r emergency treatment should be at hand in every general 
hospital. These essentials are accurate diagnosis, confident 
prognosis, understanding sympathy, and inexhaustible 
patience. Given these, many cases developing hysterical 
conditions whilst under treatment may be cured at once 
(a common example being hysterical aphonia and photophobia 
after gas poisoning), and other patients definitely hysterical 
may be transferred to the neurological centre when the 
vacancy is notified already on the high road to recovery. 

Method of Treatment. 

In the treatment of motor psychoneuroses I have followed 
lines similar to those suggested by Major A. F. Hurst. 

The patient is subjected to partial isolation in a special 
case ward, but any irksome restriction is avoided. The 
nature of his ailment is explained to him in accordance with 
his capacity for understanding such an explanation, an 
exhaustive examination having preceded the diagnosis of a 
pithiatic condition. He is confidently assured of an early 
and complete recovery. If the motor psychosis takes a 
| spastic form passive movements are performed until relaxa- 
I tion of the muscles is secured. If the “palsy” is flaccid 
the manipulation is carried on until a flicker of muscular 
contraction is elicited. During the manipulation the 
patie.pt is assured with monotonous reiteration that 
recovery is about to take place and that it is a matter of 
absolute certainty, and any objections and difficulties are 
met and answered. At the least sign of muscular contrac¬ 
tion he is urged to resist the passive movements, and often 
hours elapse before the muscular resistance becomes powerful 
enough to retain the “ palsied ” limb in a momentary rigidity. 
The manipulation is then suddenly interrupted, and the 
man, taken by surprise, maintains the limb for a second or 
two in the posture in which it has been suddenly abandoned 
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by the manipulator. From this point further progress is 
rapid, as the least intelligent subject can now be readily 
convinced of the unreality of his supposed paralysis. The 
principal danger if he has to wait some time before being 
passed to a neurological centre is the development of one of 
the fantastic habit gaits so easily acquired by recovering 
pithiatic paraplegics, but this is readily avoided by a little 
supervision. Exercise and such employment as is available 
should be resorted to at once, for to leave the patient with 
an idle brain is to court a relapse or a psychical neurosis. 

Psychical neuroses are frequently amenable to a psycho¬ 
analytical talk, resolving doubts and difficulties and leading 
the sufferer back to a normal outlook upon life. Mild degrees 
of this condition are very common in the medical diseases 
of war. The pitient confined t> bed with an ailment which 
does not eliminate his neuropathic potential by overwhelming 
it with pain has time to think over his war experiences, and 
in this instance Cowley’s lines— 

" Things which offend when present and affright 
In memory, well painted, move delight"— 
are very far from the truth. 

In the surgical injuries of war, on the other hand, the 
pithiatic symptoms are frequently determined by the surgical 
lesion, and tend to develop along the lines of motor and 
sensory psychoneuroses. It is an interesting speculation 
how far the reflex contractures of Babinski and Froment 
would be prevented by early neuropathic treatment. 
Certainly unceasing vigilance is called for in the surgical 
wards of a general military hospital to prevent development 
of neuropathic conditions. 

Visceral neuroses are often aggravated by essays in abdo¬ 
minal surgery, though sometimes a temporary improvement 
may follow the operation. 

Illustrative Cases. 


The following cases recently coming under observation are 
illustrative of some of the foregoing remarks :— 

1. 8. B., aged 3*. Pleurisy and acute rheumatism with endocarditis. 
In bed four month* for this condition. Walked badly on getting up 
and when at an auxiliary hospital fell on uneven ground and became 
paraplegic. When I undertook treatment of the ptraplegla he had 
been In H a further four months. After two and a half hours of 
manipulation combined with vigorous persuasion he got out of bed un¬ 
assisted, and with some education recoverv of walking power ensued 
The V.D. B. necessitated hla discharge from the Service. 

2. E. H. R , aged 45. Transferred from Fr.rce after attack of acute 
yout in foot. Diagnosis, “ myalgia." Mother was paraplegic two and a 
half years, and man was confident that his condition resembled hers. 
Had been in bed five weeks when treatment undertaken, and recovery 
of walking power was effected after three-quarters of an hour. 

• f X 'T *?}' Sent hom* from India with debi'Uy and chronic 
intestinal obstruction following dysentery. Had trench fever in France 
before going to the Bast and had 4 terrible pains in the legB" ever 
since. The shin pain was a t.ypioal algla and disappeared almost at 
once under vigorous persuasion. He had b en in bed nine months and 
believed that he would never walk again, but recovered the use of bis 
legs after the usual treatment, and was walking about unaided 14 davs 
after admission. J 

4.0. Paralysis (unable to flicker a toe) oj both lower 

limbs and left arm. Anklet supported by stirrups from thighs and air- 
cushion in use to prevent bed-sore. Passed as permanently unfit by a 
board in the Bast and disability estimated at 100 per cent. Been in 
bed eight months. As there was no immeflate vacancy at a neuro¬ 
logical centre I undertook treatment at once, and after some hours' 
treatment, as described, he was able to stand and walk, and within 
14 davs of admission was going out alone on pass. 

6. T. S., aged 22. Sent home from the Bast diagnosed “ effects of heat." 
with history of -ever© sunstroke, but opinion expressed that part of the 
condition was functional. Total flaccid paraplegia and paralysis of 
left upper limb; athetosis like movements of left side of eight months' 
duration; absolutely bedridden for six months. There being no 
immediate vacancy in a neurological centre treatment was undertaken 
hve days after admission. In half an hour the athetosis had dis¬ 
appeared. In an hour the left upper limb was moving normally, and in 
three hours the patient walked into the hospital grounds with me. 

6. B. U.. a ed 21. Fractured pelvis seven months ago. Never walked 
since, save with crutches, and then with difficulty. Performed all 
movements of limb and walked with stick after half an hours 
treatment. 

7. J. L., aged 35. P.U.O. Complained of depression and had marked 
tremor when under observation. Elicited that after being bombed 
when carrying comrades to a place of safety this incident had remained 
as a painful impression, repressed during waking, but recurring 
nightly In dreams Urged to familiarise himself with every detail 
of the Incident in his waking hours and to discuss with other men. In 
a fortnight all psychasthenic symptoms had disappeared. This case is 
tyuioal of many. 

8. W. L. M., aged 19. Mutism. Eight days before admission from 
overseas a shell burst close by when he was lying down waiting to 
attack. He remembers nothing further until he found hlmselfTn a 
trench with three wounded men of his company who had carried him 
thither. Has never spoken since. No external injury. Communicates 
by signs and writing. Treatment undertaken day after admtssl n. 
Explanation, manipulation, and persuasion. Speech restored In half- 
an-hour. 

The list could be extended, but I have said enough to show 
that by simple methods early cases developing in hospital can 
be cured at once, and established cases awaiting transfer 
need not necessarily be allowed to drift. 


Stoical Societies. 
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Presentation of the Diploma of Honorary Fellowship to 
Sir Alfred Keogh, O.C.B. 

A general meeting of the Fellows of the Royal Society 
of Medicine was held on Nov. 14th, Sir Humphry 
Rolleston, K C.B., the President, being in the chair, when 
the President presented the diploma of Honorary Fellowship 
to Sir Alfred Keogh, G.C.B., late Director-General of the 
Army Medical Service. 

In presenting the diploma the President gave a brief 
sketch of Sir Alfred Keogh’s career, pointing out his con¬ 
nexion with the R A.M. College, his organisation of the 
Territorial R.A.M C., and his truly Herculean task of 
creating an efficient medical service on a war basis, showing 
his wisdom by the free utilisation of available civil talent in 
the form of consultants and experts, successfully blending 
them with the Regular Service. 8ir Alfred Keogh was the 
fifty-seventh British Honorary Fellow, there being but 146 
Honorary Fellows since the establishment of the Medical 
and Chirurgical Society in 1805. 

Discussion on Influenza. 

Sir Arthur Newsholme, K.C.B., opened the discussion 
on Influenza. His paper will be found in full on p. 689 of 
our present issue. 

Epidemiology. 

Dr. T. H. O. Stevenson exhibited charts showing the 
difference in the age distribution in this and the earlier 
epidemics, in the July and September 1918 outbreak a very 
small proportion of cases occurring amongst old people. The 
same held good for Paris. A large number of cases occurred 
in persons between the ages of 25 and 35, and this would be 
still more marked if the military deaths were included. 
The ratio of pneumonia to bronchitis had greatly increased 
in this epidemic compared to those of former years. 

Captain Major Greenwood showed a chart which 
illustrated the symmetrical curve obtained in the Munich 
outbreak and other charts exhibiting a similar symmetry in 
primary outbreaks in England and asymmetry in the secondary 
outbreaks. He did not regard food shortage as a cause; 
there was no previous gradual morbidity rise, as would be 
noticed if this were the case, and the troops both of our¬ 
selves and our Allies were well fed. Overcrowding, both at 
work and at home, and possibly fuel shortage were more 
likely to be accountable. Authorities at munitions factories 
had been advised to take precautions regarding a possible 
(not a probable) epidemic, so that seriously ill cases could be 
properly looked after and hospital accommodation provided. 

Dr. W. H. Hamer drew a distinction between two things. 
As to the first, there was apparently agreement, it being 
now admitted that there was a close relationship between 
outbreaks of cerebro-spinal fever, poliomyelitis, and polio¬ 
encephalitis, and outbreaks of influenza, bronchitis, and 
pneumonia. As to the second, there was not, perhaps, the 
same general consensus of opinion. It was claimed not 
only that these diseases prevailed in the same communities, 
either concurrently or in closely related sequence to one 
another, but also that two or more of them might, in 
certain phases of epidemicity, simultaneously affect members 
of the same household or other associated groups of 
persons. Work which had been done on the subject (of 
which he gave a brief review) pointed to a common 
cause operating in the epidemic diseases in question, 
but whilst some held that this cause was the same 
living organism, others maintained that the nexus which 
bound cerebro-spinal fever, poliomyelitis, polio-encephalitis, 
and encephalitis lethargica together with influenza, bronchitis, 
pneumonia, and epidemic catarrh was merely predisposing 
(telluric, climatic, &c.) and not an actual causal influence 
exerted by one and the same infecting agency operating 
in ail of them. * Sir Arthur Newsholme had added measles 
and whooping-cough to the group, but distinction should be 
made between these two diseases and those just enumerated ; 
detailed evidence as to a very remarkable association of 
outbreaks in respect of their time distribution and of the 
presence of the several disease types in households and 
in groups of associated persons had been adduced in 
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the case of the former, but no similar intimate inter¬ 
relationship between them and measles and whooping- 
cough had been demonstrated. He called attention 
to the fact that an important argument in favour of 
a common infecting agency in the first-named influenzal 
group of diseases was forthcoming in applying the principle 
known as the law of parsimony. Tne hypothesis that 
there was one common infecting agency fitted the facts and 
greatly simplified the necessary assumption. He pleaded 
for the application of William of Occam’s razor— Entia non 
sunt multiplicanda vraeter necessitatem— to the present case. 
The use of this instrument would not only reduce by some 
millions in London alone the number of carriers of the causal 
agent, many or all of whom were regarded by whole-hearted 
supporters of the healthy carrier doctrine as persons who 
should be segregated, but it would also enable a consistent 
workable theory of the case to case spread of influenza to be 
formulated. It would, by focussing attention upon one 
single cause instead of upon a congeries of secondary 
invaders, give research workers and statisticians a chance of 
studying the laws of influenzal epidemicity, and at the same 
time relieve preventive medicine of the need of carrying on 
its shoulders an impracticable working hypothesis. 

Colonel Soltau said that influenza had been present 
in the Armies in France all during the war on a small scale. 
Trne bacteriological influenza was always present in the 
winter. The epidemic broke out in the first week in April 
in the Army in Northern France and spread to other areas. 
The spread was most marked amongst men who were 
sleeping or messing together. It was a mild form, there 
were no fatalities, and no cases had to be evacuated. It 
continued during May and broke out afresh in June, and 
continued during June, July, and August. This epidemic 
was very severe numerically, virulence increased steadily 
from the middle of J une, and the proportion of respiratory 
complications rapidly increased, pulmonary complications 
being particularly fatal. Many patients had slumbering or 
latent nephritis lighted up, and of these the majority died. 
Post-mortem examination showed evidence of loDg-staoding 
renal degeneration, both macroscopically and microscopic¬ 
ally. Of 3000 men in Captain Charters Symonds’s casualty 
clearing station admitted for influenza, 22 developed renal 
disease. 1 The epidemic was serious from a military point of 
view at the time when an attack was expected, but the 
German Army was also severely affected, whole divisions 
being withdrawn owing to sickness. 

General W. S. Thayer, U.S M.C., of the Johns 
Hopkins Hospital, said that the American Army had had a 
similar experience, the epidemic bursting out at several 
different camps at the same time, and not starting from a 
single centre. It occurred in a mild form, with a three or 
four days’ fever, no complications, very few respiratory 
symptoms, and no mortality except in the case of men who 
had been subjected recently to phosgene gas by the Germans, 
and who developed pneumonia. In the latter part of 
September a more severe type broke out, with severe 
respiratory complications, almost entirely pneumonia, and a 
pneumococcus pneumonia almost universally. There was a 
simultaneous outbreak in camps in America, and many men 
developed the disease on board ship on their way over. 

Surgeon-Lieutenant E. L. Sturdee. R.N., gave his experi¬ 
ences at a naval depot. From July to September the epidemic 
never quite stopped, and about Sept. 27th there was a sudden 
rise in the numoer of cases. Deaths almost entirely occurred 
amongst men of 18 to 20. The pneumonia in the second 
epidemic seemed to be a secondary and entirely epidemic 
infection, coming on while the men were recovering, and 
rapidly spreading from one to another. 

Bacteriology. 

Surgeon-Captain P. W. Bassett-Smith spoke of the 
Plymouth epidemic, which was associated with pleuro¬ 
pneumonia as a secondary infection of a very virulent type, 
that and empyema being very frequent. Examination of the 
sputum showed the presence of the Pfeiffer bacillus, the 
pneumococcus, and streptococcus. The streptococcus was the 
most virulent organism in that particular locality at this 
time, but the pneumococcus had been obtained in relatively 
large numbers from the blood in cases occurring at another 
port, and either the streptococcus or the pneumococcus 
might be the cause of death. 


1 The Lancet, 1918, It., 664. 


General Thater gave the results of studies of the disease 
which were collected at the Central Laboratory. In some 
instances the influenza bacillus was present in the nasal 
secretion, and in these there were few respiratory complica¬ 
tions. Later, as respiratory symptoms became more 
common, the influenza bacillus was discovered in a larger 
number of cases than at first. The organism was found in 
the upper part of the respiratory tract and less commonly 
in the lung. In certain early cases a small Gram-negative 
diplococcus had been found. The complicating organism 
varied. With regard to the respiratory complications, he 
said that the pneumonia which followed influenza had 
been with the American Army pneumococcus pneumonia, 
though isolated instances of streptococcus pneumonia had 
been seen. In other instances streptococci had occurred in 
connexion with pneumococci—mixed infection—but in the 
majority of cases it had been a pure pneumococcal pneu¬ 
monia. The pneumococcus as found in the camp hospitals 
was, for the most part. Types 4, 3, and 2; there were rela¬ 
tively few cases of Type 1. There was a great rise in the 
number of cases of meningococcal meningitis associated 
with the outbreak, and in several different points in con¬ 
nexion with the pneumonia observed, meningococci had been 
cultivated from the lung tissue. The general feeling had 
been that it was a secondary factor. 

Investigation of Cases at Royal Herbert Hospital , Woolwich. 

Sir Kenneth Goadby gave an account of the study of a 
number of acute cases of the prevailing epidemic of influenza 
in the wards of the Royal Herbert Hospital, Woolwich. 
About 1000 cases were admitted, with a mortality of about 
5 per cent. The majority of the cases were characterised 
by acute onset of malaise, with pain in limbs and frontal 
headache. Some of the cases had practically no lung 
symptoms, but a large number developed an acute broncho¬ 
pneumonia, commencing at the base of the lung and asso¬ 
ciated with blood-stained sputum of a salmon-pink colour; 
very few showed the rusty sputum common in lobar pneu¬ 
monia. Epistaxis was a common feature, and a proportion of 
the cases showed a cyanosis of a curious type not directly attri¬ 
butable to consolidation of the lung. He had made a bacterio¬ 
logical examination of 30 cases at various periods after the 
onset from the first to the seventh day. Seven cases had 
consolidation of the lung, 27 had epistaxis, and 27 had 
broncho-pneumonia with red-stained sputum. A short 
diplo-bacillus had been found, but not in pure culture. It 
grew on blood agar only, was Gram-negative, non-motile, 
extremely short, and showed a tendency in individual 
cultares to considerable alterations in morphology. Strepto- 
bacilli containing 7 or 8 elements and even threads had been 
noticed, as well as shorter, somewhat swollen forms of an 
oval clostridial type. The organism corresponded with the 
description and characters originally given by Pfeiffer, was 
present in the films of the sputum in 27 cases, and was 
isolated in pure culture in 18. In addition the pneumo¬ 
coccus and streptococcus occurred with considerable fre¬ 
quency. Gram-positive diplococci with capsules were found 
in 22 of the sputa examined microscopically, and were 
isolated in 21. The streptococcus was seen in 14 of the 
sputa examined microscopically, and was obtained in pure 
culture in 19 ; it was strongly haemolytic. Various types of 
the Gram-negative cocci of the Micrococcus catarrhalis group 
were observed, and in the last series of cases examined a few 
showed the presence of Gram-negative bacilli of the Fried- 
lander type. The Gram-negative bacilli of the influenza 
class were present in greatest numbers in the sputa exa¬ 
mined in the early stages of the disease, especially 
when blood staining first appeared. Blood culture was 
attempted in 6 cases, 2 of which proved positive, the 
organism isolated being in both cases the streptococcus of 
strongly haemolytic type. No Gram-negative bacilli were 
found. In the 30 cases examined the bacteriology of the 
fatal and non-fatal cases appeared similar. The haemolytic 
streptococcus was recovered from the sputum of 6 of the 10 
fatal cases, and was not present in the remaining 4. A 
blood examination was made in 8 of the cases, 3 of which 
were fatal. The outstanding feature was a leucopenia. In 
no case was leucocytosis observed. In the differential count 
there was a relative polymorphonuclear leucocytosis in 
3 cases, 2 of which were fatal. The recovering case was an 
extremely grave one, in which a vaccine was used, which 
might possibly have complicated the issue. A differential 
count of Arneth’8 type showed a large increase in the 
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horseshoe and rod-shaped nuclear cells and a diminution 

in the trilobed nuclear. There was no appreciable 
increase in the quantity of large mononuclear or small 
mononuclear cells, except in 1 fatal case. The high 
relative proportion of rod-nuclear and horseshoe-nuclear 
cells appeared of decided prognostic significance. The 
fact of the occurrence of plasma cells was also striking. 
Whatever its pathological significance, he thought there 
was no doubt that a short Gram-negative bacillus was 
associated with the early acute stage of the present epidemic 
in all the cases which he had examined. 

'Account of Another Investigation. 

Captain H. E. Whittingham. R.A M.C. (T.), attached 
R.A.F., gave an account of investigations which were under¬ 
taken by him and Dr. Carrie Sims to ascertain whether the 
present October “influenzal” epidemic and the July 
“Spanish plague” were due to one and the same micro¬ 
organism or group of organisms. That the causal organisms 
were not the same in both cases was suggested by the 
distinct difference in the signs and symptoms. Pharyngitis 
and laryngitis, with marked nervous prostration, distinguished 
the earlier epidemic; bronchitis and broncho-pneumonia, with 
septicaemia, the plague now with us. Over 100 cases were 
examined as regards the micro-organisms present in the 
posterior nasal swabs and sputa. The urine of these cases 
was also examined on several occasions. Blood cultures 
were performed on the first 50 of the cases admitted to the 
two hospitals in which he and Dr. Sims worked, and they 
had based all their figures on these 50 cases ; but taking each 
case as admitted, whether mild or severe, would give as 
fair a picture as possible of the pathologioal findings of 
the disease. Blood cultures were performed on 50 cases. 
Positive results were obtained in 7 (or 14 per cent.), and of 
these the streptococcus was found in 5, the pneumococcus 
in 1, and a Gram-negative diplococcus in 1, this organism 
being isolated by them twice in the July epidemic. Three 
of these streptococci boemolysed distinctly and 2 slightly. 
Death occurred in 6 of the 50 cases, 4 of the deaths (or 
57 per cent.) occurring amongst those patients with a positive 
blood culture, the other deaths being due to purulent 
bronchitis and cerebro-spinal meningitis respectively, in 
which cases blood cultures proved negative. The death-rate 
among the patients with a negative blood culture was 4 per 
cent. The day of disease on which the various blood cultures 
were taken and the results of culture were shown in a table, 
the percentage of cases showing positive blood cultures 
increasing as the disease progressed, all cases showing posi¬ 
tive cultures on the sixth and seventh days. Throat sivabs 
and sputum. —Posterior nasal swabs were examined from the 
50 cases, and the sputum of 23 of these. The chief micro- 
organisms present were as follows : Streptococcus was found 
in 80 per cent., pneumococcus in 66 per cent., M. catarrkalis 
in 72 per cent., staphvlococcus in 54 per cent., B. influenza 
in 48 per cent., B. septus in 20 per cent., pneumo-bacillus in 
16 per cent., and meningococcus in 8 per cent, of the cases. 
Captain Whittingham then gave a detailed description of the 
micro-organisms found. Streptococci were the predominant 
organisms in 30 per cent, of the cases, pneumococci pre¬ 
dominated in 26 per cent., M. oatarrhalis in 34 per cent, 
(being very similar to those isolated so frequently in the 
previous epidemic), B. influenza in 1 case (though found 
usually in small numbers in many of the cases), staphylo¬ 
coccus in 8 per cent, (most frequently Staphylococcus aureus ). 
Meningococci were isolated from the posterior nares in 4 
cases ; 2 of these developed typical cerebro-spinal fever, 2 
failed to show meningeal signs, and were apparently carriers. 

Post-mortem examination —Of the 50 cases dealt with, 
there were 6 deaths, or 12 per cent. Post-mortem examina¬ 
tions were performed on 5 cases, the pathological findings 
being more marked in those who died later in the course 
of the disease. The principal findings were as follows. 
The trachea showed acute congestion, more marked in the 
lower part, and in 2 of the cases greenish-yellow pus 
filled the lumen of the tube. The bronchi were congested, 
and pus filled them in the 2 cases in which it was found 
in the trachea. Lungs. —In the 2 cases which died on the 
fifth day there were marked congestion and cederaa of both 
lungs ; in the other cases there was double lobar pneumonia. 
The pleurae showed inflammation. In 2 cases blood-stained 
inflammatory exudate was found in both pleural sacs; 
left unilateral empyema was present in 2 other cases. 
Pericardium. —Ser^-fibrinous pericarditis was present in 1 
case. In the 4 other cases the pericardium was normal. 


Heart. —In all cases there were more or less dilatation of the 
right heart, ante-mortem clot in the right auricle and ventricle, 
and pallor of the cardiac muscle. The bronchial lymph 
glands were enlarged, soft, and congested in 3 of the 
cases. Peritoneum. — Petechial haemorrhages were found in 
all the cases ; fibro-purulent peritonitis was present in 1. 
The liver showed early fatty changes throughout. The spleen 
was somewhat enlarged, congested, soft, and pulpy in 4 
cases. Kidneys. — Slight fatty changes occurred in 1 
case, 2 showed marked congestion, and 2 distinct toxic 
nephritis. Stomach and intestines showed submucosal 
haemorrhages in 2 cases. Brain. —Distinct congestion 
of meninges and grey matter of the cortex was present 
in 2 cases. Ventricular fluid was normal in all. 

Bacteriological examination of material taken at the post¬ 
mortem showed that the B. influenza was present in the 
bronchial discharges and lungs of 1 case only. Pneumococci 
were present in the bronchial discharges, lung smears, and 
pleuritic fluid of all cases, in every instance accompanied by 
streptococci and in 2 cases by Staphylooocous aureus. On 
one occasion pneumococci were isolated from the pericardial 
sac. Streptococci were present in the bronchi and lungs of all 
cases, in the pleuritic fluid of 4, in the heart’s blood and spleen 
of 3, and peritoneal fluid of 1 case. The cocci conformed to 
the haemolyticus type in all except 1 case. Pneumo-bacilli 
were isolated from the lungs of 2 cases and Streptococcus 
aureus was found in the bronchi and lungs of 2 cases 

Urine. — As in the July epidemic, albumin was present 
in a high percentage of cases, 100 per cent, on the 
second day of the disease. Casts and renal epithelium 
undergoing granular degeneration were present in 50 per 
cent, on the third to fifth day. Granular casts and renal 
cells were the commonest, hyaline casts were frequently 
present, and in some of the more severe cases epithelial 
and even blood casts were found. On the whole the kidney 
changes were greater in the present outbreak. The albumin 
continued to be present over a longer period, in some 
instances not clearing away before the twenty-first day, 
and where it had disappeared it often returned when the 
patient was given an increase of diet or was allowed out 
of bed. Patients had even returned to duty only to relapse, 
with distinct albuminuria and oedema of the eyelids. It was 
of the utmost importance that all influenza cases should be 
free from exposure to the elements and hard work for at least 
three weeks after the acute symptoms had subsided. 

Leucocyte count. — Daily total and differential leucocyte 
counts were done on 12 cases over a period varying from 
4 to 21 days. The results obtained showed three distinct 
types of leucocytic curves in the present “influenza” 
epidemic: Type 1, influenza uncomplicated; Type 2, 
pneumonic form ; and Type 3, the lethargic form. The 
influenza type showed a total leucocyte count a little below 
normal in the early days of the disease and a leucocytosis of 
moderate degree (10,000 to 15,000 per c.mm.) from the 
fifth to the seventh day. In the pneumonic type there 
was a distinct leucocytosis (from 15,000 to 30,000) from 
the onset, and the total white count never fell below 
the normal unless death occurred, when either a leucocy¬ 
tosis or leucopenia might supervene. In the lethargic form 
there was an absolute decrease in the leucocytes (2000 to 
3000 per c mm.) from the first, which lasted 7 to 12 days. 
With convalescence the total number of white corpuscles 
increased (10.000 to 15,000 per c.mm.), but in cases where 
death took place the leucopenia became more and more 
pronounced ; all the normal varieties of white corpuscles 
showed an absolute decrease in their numbers during this 
leucopenia. 

The Epidemic at Aldershot. 

Captain Hallows spoke of his experience of the epi¬ 
demic at Aldershot, where there were a number of mild 
cases in June of this year. In these cases he had found a 
diplo-streptococcus, and from wet swabs of the posterior 
nares in about 50 per cent, he had found the B. influenza. 
During the present phase of the epidemic he had examined 
about 35 to 40 cases post mortem with Colonel French’s help, 
taking cultures from the spleen, blood, kidneys, and in 
some cases from the internal ear, and from any other local 
lesions which presented themselves, and in about three out 
of four cases got a positive culture from the heart blood. 
Those cultures were usually a diplo-streptococcus, in a very 
few cases the pneumococcus, and in fewer still the pneumo¬ 
coccus and the diplo-streptococcus. In 10 per cent, only of 
cases had he got a culture from the spleen. He had 
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got no growth from the kidneys or urine, even though 
albumin, casts or transitional epithelial cells had been found. 
He regarded the diplococcus as a pathogenic streptococcus, 
as the dominant organism in causing the complications of 
this disease—those complications which we regard as being 
septicaemic, such as capillary broncho-pneumonia or capillary 
bronchitis. The fact that it was grown from the heart’s 
blood, from the spleen, and from the lung, and many 
other parts of the body, he regarded as proof of its being 
septicaemic. He had found in some cases a very definite 
collection of pus in the sphenoidal sinus, the growth there 
giving in some instances the B. influenza, and in all cases 
the diplococcus. He thought the initial infection was due 
to B. influenza , but the diplococcus soon got a hold and 
became septicaemic, and gave rise to other conditions of the 
body, the lung condition being purely secondary to the 
general septicaemia. 

Cases on a Transport . 

Captain J. G. Hopkins, U.S.M.C., gave an account of a 
number of cases which came in entirely from one transport 
and were divided among a number of different hospitals. As 
the epidemic went on the pathological findings presented a 
different picture. In the autopsies on the first series of cases 
the influenza bacillus was found alone in 13 cases, mixed 
with other infections in 24, the pneumococcus in 15. Later, 
in two widely separated hospitals, out of 55 cultures the 
Streptococcus hamolytious was found in 33 p^jr cent. ; 
in another hospital, out of 22 autopsies the pneumo¬ 
coccus, Type 4, was found in 22, or 100 per cent., 
and the streptococcus in 4 per cent. In other words, 
though the original infection was in all cases the same, yet 
in one hospital there was a preponderance of cases infected 
with Streptococcus hamolytious , whereas in another there 
were 100 per cent, of ca*es with the pneumococcus. They 
concluded that the pneumococcus, the streptococcus, the 
staphylococcus, and meningococcus were probably secondary 
infections. Whether the influenza bacillus was the primary 
cause or also a secondary invader it was difficult to 
determine, but we had to bear in mind that these bacterial 
infections were superimposed on one another. 

Major Little, Surgeon-Lieutenant G. Roche Lynch, 
R.N., Captain Archibald Mallock, C.A.M C., and Captain 
W. E. Carnegie Dickson also spoke on the bacteriology of 
the disease. _ 

SECTION OF OBSTETRICS AND GYN.ECOLOGY. 

A meeting of this section was held on Nov. 7th, Mr. J. D. 
Malcolm, the President (and later Dr. Amand Routh), 
being in the chair. 

Presidential Address. 

The President, in his address, reminded his audience of the 
methods of the followers of Lawson Tait, who administered 
purgatives soon after the operations and forbade the giving 
of opium, but who scoffed at the germ theory and the use of 
carbolic acid. Their fatalities, he said, were chiefly from 
septic peritonitis. If they had brought their new methods 
into harmony with Lister’s teaching they would have 
advanced almost at a bound to our modern technique and 
would easily have shown a superiority over the methods 
practised by the followers of Lister. But they missed a great 
opportunity. In 1884, said Mr. Malcolm, operations were 
hardly ever undertaken when acute inflammatory conditions 
existed, but now a great part of our work was essentially 
preventive. Operations anticipating complications were 
extraordinarily successful, especially in connexion with 
intestinal work. The principle of anticipating trouble had 
been introduced into the war surgery of the abdomen with 
great advantage to the patients. The death-rate from abdo¬ 
minal operations at the Samaritan Free Hospital had been 
reduced from 14 per cent, in 1884 to less than 4£ per cent, 
in 1916 (the last year available), and this although the area 
of operative work was much larger and more dangerous in 
recent years. Finally, it was urged that as hostilities would 
soon cease the section should endeavour to throw off the 
inertia which had overtaken its work as a consequence of 
the war and should resume its meetings regularly every 
month. 

Treatment of Ante-natal and Post-natal Syphilis. 

Mr. John Adams said that the Local Government 
Board had made an order that the Metropolitan Asylums 
Board should arrange with the City of London guardians 
to receive and treat parturient women suffering from 


venereal disease, the actual cost being made a charge on 
the metropolis generally; and, as a result, the Thavies 
Inn Venereal Centre for Pregnant Women was equipped and 
opened on Sept. 1st, 1917, and a matron, sister, nursing 
staff, and himself as medical officer in charge were appointed. 
The institution provided for 20 beds, and contained an 
accouchement-room and an operating theatre; it was 
managed by the guardians of the City of London, who took 
a keen and progressive interest in its working and results. 
Since its opening 30 cases of pregnant syphilitic women had 
been admitted. He gave a detailed account of each case, in¬ 
cluding the details of the treatment before and after delivery, 
the treatment of the baby, and the results, as far as they 
could be ascertained, during the short time the centre had 
been opened. 

On admission a Wassermann test is made by Dr. A. E. 
Stansfeld, of St. Bartholomew’s Hospital, on the blood 
of every patient suspected of suffering from syphilis, and 
recently he had had the test made in every case admitted. 
Immediately on the birth of the child the Wassermann test 
is done on the blood of the mother, and on that obtained 
from the vessels of the divided umbilical cord, and a portion 
of the placenta is examined for spirochaetes. As soon as 
syphilis is diagnosed in the mother weekly doses of the 
salvarsan substitutes are administered intravenously, 
beginning with a small dose and increasing till nearly 
the maximum dose is reached ; intramuscular injec¬ 
tions of grey oil, 40 per cent. B.P.C. emulsion, are 
given in 1 g. doses on the same day as the salvarsan. 
Galyl and novarsenobillon are used, galyl in glucose solution 
exclusively for the babies. He considered mercury extremely 
important for the cure of syphilis, and thought that adminis¬ 
tration by the mouth (as a pill of hyd. c. cret. with equal 
parts of pulv. ipecac, co., as advocated by the late Sir 
Jonathan Hutchinson) was the most convenient method, 
especially in the case of patients who could not be under 
continual supervision. He preferred galyl to novarsenobillon, 
and had once had a case of severe dermatitis whilst using 
the latter drug. He calculated the dose of galyl for a baby 
by comparing the babies’ weight with that of the mother, 
of which it i9 about 1/17, so that he gave the babies an intra¬ 
muscular injection of galyl in doses beginning at 2 eg. and 
increasing to 5 eg., and mercury in doses of \ to i gr. or 
more. The intramuscular injections were given anywhere 
along the middle third of a line drawn from the anterior 
superior spine of the ilium to the commencement of the 
gluteal fold, and the mercury and galyl could be given the 
same day on opposite sides and repeated after an interval of 
a week to 10 days. 

Reviewing the cases, he said that out of 30 cases 
6 babies had been born free from any evidence of 
syphilis, having a negative Wassermann reaction at birth 
which continued on future examination of the blood, 
although the mother had still given a positive reaction for 
a considerable time after delivery. It had been found that 
those babies who had at first a positive reaction generally 
yielded a negative reaction after treatment sooner than their 
mothers. Up to the present he had not found any case in 
which a baby who had become negative had later developed 
a positive Wassermann reaction. The average number of 
doses of galyl required to bring about a negative reaction 
had been 6*5, and the amount per case 30 15 eg. In 
every instance it had been found that the child gained 
regularly in weight and showed no further signs of syphilis. 
Owing to the limitation of accommodation at Thavies Inn 
cases could not be admitted before the sixth month of 
pregnancy. He was of opinion that with a large hospital 
and earlier treatment fewer syphilitic children would be 
born dead, a larger proportion of them would go to full term, 
and if not free from syphilis at birth they could by treat¬ 
ment soon become so. 

Mr. Adams’s conclusions were as follows: 1. Syphi¬ 
litic pregnant women could be treated with salvarsan, 
even up to the day of their confinement, with every 
advantage. 2. A mother whose blood gave a positive 
Wassermann reaction might, after treatment, be delivered 
of a child whose blood gave a negative reaction. The child 
might continue to thrive and give a negative blood test. 
3. Syphilitic children could safely be treated by salvarsan 
immediately after birth. 4. Salvarsan, combined with 
treatment by mercury, had a more certain and quicker action 
in producing a negative Wassermann reaction in the child 
than in the mother. 5. In nearly all syphilitic children born 
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alive, treatment could convert a positive Wassermann re¬ 
action into a negative, aDd such children appeared to become 
healthy and showed a regular weekly gain in weight. 
Between a syphilitic mother and a child who gave a negative 
Wassermann reaction at birth the placenta appeared to act 
as an intercepter of syphilitic virus, probably brought about 
by the chorionic ferments, as shown by Dr. Amand Routh. 1 * 

Discussion. 

Dr. Amani> Routh said that according to the Johns Hopkins 
Hospital reports, apart from deaths at labour due to com¬ 
plications. 25 per cent, of stillbirths were due to syphilis, and 
amongst illegitimate babies double that number. He was 
struck by two important things : (1) how it was that any 
child infected at fertilisation was born alive ; and (2) that a 
number of cases of children of syphilitic mothers stood a 
good chance of being born healthy. It seemed that there 
must be some force controlling pregnancy, and from the 
beginning of pregnancy to childbirth he believed that the 
chorionic ferments did produce something which could 
control the situation to some extent. They were no doubt 
scattered throughout the mother’s body and rendered her 
immune from active propagation of spirochaetes during 
pregnancy. Women after many pregnancies might become 
cured of syphilis. He had seen cases of this kind in which 
a mother had first a miscarriage, then a stillborn baby, then 
a full-term infected child, and later children who showed 
infection some time after birth. 

Mr. W. G. Spencer remarked on the value of in-patient 
treatment, which should be increased so that very active 
treatment could be given in a way which was impossible in 
out-patient practice. The two medicines must be used, the 
one which got rid of the manifestations, and the other which 
got rid of the disease. 

Dr. M. Handfield-Jones asked what care should be taken 
of women in subsequent pregnancies. He had known of a 
case in which the woman had given birth to a macerated 
foetus. She was treated with mercury during the second 
and third pregnancies. At the fourth pregnancy she was 
considered cured and was not treated, but at the eighth 
month movements stopped. 

Captain W. Girling Ball said that the great difficulty was 
to get syphilitic mothers early enough. Cases were treated 
from the sixth month, but more prolonged treatment ought 
to have better results on the child. A negative Wassermann 
reaction was produced after 12 doses of salvarsan and 
mercury in the majority of cases, and in many after six 
doses. We could never get rid of syphilis if out-patient 
treatment only were available. Men were more irregular 
than women in attending. It was waste of these expensive 
drugs if treatment was not carried out as advised. A large 
central institution was needed. 

Dr. W. H. Kelson said it was necessary to follow up results, 
especially as regarded future pregnancies. 

Dr. A. E. Stansfeld drew attention to the short time in 
which the Wassermann reactions changed from positive to 
negative in Mr. Adams’s cases. This was not noticeable in 
older children, and showed a good case for prolonged treat¬ 
ment of babies after birth. 

Mr. Adams briefly replied, and remarked that if babies 
were treated early enough (at the latest on the second day) 
there was no secondary eruption. 


SECTION OF ELECTROTHERAPEUTICS, CLINICAL 
SECTION, SECTION OF MEDICINE, AND SECTION 
OF SURGERY. 

Examination of the Vermiform Aprendix by X Roys. 

A meeting of these sections was held on Nov. 15th, Mr. 
Cecil R. C Lyster, the President of the Section of Electro- 
Therapeutics, being in the chair. 

Dr. E. I. Spriggs read a paper on the Examination of the 
Vermiform Appendix by X Rays, and showed photographs 
and drawings by Mr. O. A. Marxer, radiographer, Duff 
House. After a summary of the literature of appendix 
radiography, in which indebtedness to American workers 
was acknowledged, a description was given of the methods 
found of value. The patient was prepared with castor 
oil and given a meal, similar to that recommended by 
George and Gerber, 8 consisting of J of a pint of buttermilk 


i The Lancet. 1918, i.. 47. 
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and 150 g. or less of barium sulphate. Careful screening 
with suitable manipulation was needed to observe the 
mobility of the appendix and the presence or absence of 
active movements or of tenderness. Photographs must also 
be taken freely, as the chief points which helped to decide 
whether the appendix was healthy or diseased—namely, the 
filling and emptying of the appendix, its position, and 
its outline—are observed best on the photographic plates. 
The manipulations which had been found most useful were 
detailed. The following figures were given. The first 
hundred cases in which was observed the passage of an 
opaque meal through the alimentary canal were left out of 
account, as the ileo-caecal region was not examined with 
such care as is now given to it. Of the next two hundred 
cases, wiih a standard meal, in many of which castor oil 
was also used, the append x was seen clearly in a few. Then 
was begun the use of the barium and buttermilk meal after 
preparation by castor oil. In the fourth hundred cases the 
appendix was seen 24 times ; in the fifth hundred 35 times ; 
then 54 times ; then 72 times ; and in the eighth and last 
hundred 86 times. An account was next given of the radio¬ 
graphy of the normal appendix, and photographs were thrown 
on the screen. The paper then described the examination 
of cases of appendicitis. In acute appendicitis the patient 
was not usually fit to be X rayed, neither was such a 
method of diagnosis needed. In chronic appendicitis 
X ray examination had been found of great value, 
especially in the subjects of vague abdominal sym¬ 
ptoms of unknown cause. In 36 cases a diagnosis of 
chronic appendicitis had been made and confirmed by 
operation. Radiograms of many of these were shown, 
accompanied by coloured drawings of the appendixes after 
removal. The chief points to which attention should be 
paid were: 1. The filling and emptying of the appendix; 
delay. 2 Shape; constriction and dilatation. 3. Faecal 
concretions; vacuoles. 4. Mobility. 5. Hyperactivity; 
spasm. 6. Tenderness. 7. Position. These features were 
placed in the order of their importance in a series of cases. 
Each was illustrated by lantern slides and clinical details. 
The signs of present inflammation were, in addition to pain 
and other clinical symptoms: a tender point (though tender¬ 
ness required care in its interpretation) and varying dilatation 
of the lumen from hyperactivity and spasm ; whilst evidence 
of former disease, recent or remote, was given by concretions, 
abnormal outline, delay in filling or emptying, adhesions, 
severe kinks, and, in certain cases at least, by the absence 
of a shadow. The proportion of cases in which no barium 
sulphate entered the appendix was small when the methods 
described were used ; but it was not thought justifiable 
in the present state of our knowledge to assume that an 
appendix was abnormal because it did not fill, though it 
should be regarded with suspicion, especially if the 
observation were repeated. The paper was founded on the 
study of the photographs of about 300 appendixes. 

Mr. A. C. Jordan discussed the paper briefly, and showed 
some photographs of appendixes in a few of his own cases. 


A clinical meeting of the North London Medical 
and Chirurgical Society was held at the Great Northern 
Central Hospital on Nov. 14th, Mr. Arthur Edmunds, the 
President, in the chair. Dr. Alexander Morison and Mr. 
Fred. Stoker presented medical and surgical matters for dis¬ 
cussion. There was a considerable attendance of North 
London medical practitioners. 

Irish Ophthalmological Society.— The opening 
meeting of this society was held in Dublin on Nov. 8th, after 
the Montgomery lecture by Dr. Euphan Maxwell, Mr. James 
Craig (Belfast) being in the chair.—The rules were drawn np 
and adopted and the following were elected to hold office 
for one year:—President: Mr. A. W. Sandford, Cork. 
Council: Mr. J. B. 8tory, Mr. L. Werner, Mr. 0. A. Craig, 
Mr. H. C. Mooney, Mr. JF. H. Crawley. Honorary secretary 
and treasurer: Lieutenant-Colonel T. H. Delany, I.M.S. 
(retired), 29, Upper Fitzwilliam-street, Dublin.—Mr. Werner 
exhibited lantern slides of a case of Cysticercns published 
in the Transactions of the Ophthalmological Society of the 
United Kingdom, vol. xxiii., p. 193, and Mr. 8tory exhibited 
charts of Fields of Vision in Glaucoma.—Next morning 

g itients were shown at the Royal Victoria Eye and Ear 
ospital, amongst others, a patient whose case was 

S ublisbed in the Transactions of the Ophthalmological 
ociety, 1891, p. 127, of detachment of the choroid ; also two 
cases of fat implantation, one in Tenon’s capsule and the 
other in the sclerotic after evisceration, the eye in each oase 
being buphthalmic. 
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T Yar Surgery from Firing Line to Bate . By Basil Hughes 

and H. S. Banks. London : Bailliere, Tindall and Cox. 
1918. Pp. 623. 33*. net. 

A book such as this will serve as an excellent record of 
the work as carried out by the men who wrote it and of the 
method that they have chosen as the best for dealing with 
the wounds of war. The authors have had a considerable 
experience in war surgery both in France and Salonika, and 
as a result thereof have come to the conclusion that the 
best method of obtaining a rapid sterilisation of wounds 
is by the Carrel-Dakin method, thus allowing of the 
performance of secondary suture with the consequent 
early restoration of function of the part affected. They 
are insistent, and quite rightly, that in order to obtain 
good results the method should be rigidly carried out 
after the fashion originally described by the originators. 
The authors have been fortunate in being able to organise 
their methods in a given area from the firing line to the base, 
and thus maintain a continuity of treatment which is not 
often possible in many of the theatres of war. Under these 
conditions it is interesting to find that the results that they 
have obtained correspond to those of others who have 
adopted the same methods ^ there are so many difficulties in 
carrying out the treatment efficiently, combined with the 
large amount of bacteriological investigation necessary, that 
the authors are to be congratulated on the results of their 
efforts. It is with these methods, as applied in their bands 
to lesions in various parts of the body and in different areas 
of fighting from the firing line to the base, that this book 
is largely occupied, and the description is done well. 

It is a little disappointing to find, however, that so little 
attention has apparently been paid to the methods of 
primary and delayed primary suture, which have so largely 
supplanted the necessity of secondary suture during the last 
two years of the war. These methods are coming to the fore 
as results become better known, and in a book such as this the 
newest line of treatment should be encouraged. There is 
also a tendency to decry the value of certain drugs, such as 
flavine and bismuth-iodoform paste, which in the hands of 
many have met with considerable success. These are details, 
however, as compared with the general principles which are 
laid down and well described in this book. Considering the 
great difficulties under which the authors must have laboured, 
far away from books of reference and skilled artists, the 
production of this work has many remarkable features. 

The illustrations, mostly photographs, are numerous and 
topical ; it is a little difficult to account for the comic 
element displayed in certain coloured drawings, unless it 
is to remind the surgeon of the wonderful manner in which 
the soldier puts up with the manipulations that he is com¬ 
pelled to undergo at our hands and the trials that he has to 
pass through in tropical climates. We should add that the 
humorous effect is happily obtained. The experience of the 
authors is emphasised by the description of the methods of 
treatment of all kinds of wounds in the various fields of war¬ 
fare, firing line, field ambulance, C.C.S., and base hospital. 
And to those accustomed to work in France the completeness 
of the experience with regard to wounds in all parts of the 
body as embodied in the text will seem remarkable. Not 
only is the general technique of the treatment of wounds 
by the Carrel-Dakin method carefully detailed with regard 
to wounds in general, but its application to wounds of 
the head, chest, abdomen, bones, and joints (the latter 
an excellent article) is minutely gone into. Naturally 
the effort is unequal, but for the most part the principles are 
sound. Was it necessary to include in the volume a con¬ 
densation of a text-book on bacteriology ] This section, 
however, will serve a purpose in making complete a book 
which is the only volume of its size dealing with surgery 
such as we know it in this war, and will complete a vade 
mecum to those unfamiliar with the methods described. 


The Canadian Medical Week. Published under the auspices 
of the Ontario Medical Association. Toronto: The 
Macmillan Company of Canada, Ltd. 1918. Pp. 338. 
$3.00. 

This stately volume is a worthy record of the Canadian 
Medical Week, held at the beautiful city of Hamilton, on 
Lake Ontario, from May 27th June 1st last. It is dedicated 


to the graduates and undergraduates in medicine of the 
Canadian universities who have fallen during the war, and 
on the frontispiece is primed Colonel John McCrae’s haunting 
poem, “In Flanders’ Fields.” Physicians from every part 
of Canada and from the Uaited States attended the gathering 
and discussed many of the burning issues of contemporary 
medicine. Dr. L. F. Barker’s address on the Significance of 
Heart Murmurs in Recruits, Dr. R. A. Bolt's paper on the 
E iucation of the Medical Student in his Relation to Child 
Welfare, and Dr. T. H. Ames’s contribution to the Prevention 
of War Neuroses, as well as others in the volume, merit a 
wide circulation. It is noteworthy that the book only con¬ 
tains advertisements “censored by a Special Committee 
appointed for that purpose. ” 

Anatomy: Descriptive and Applied. By Henry Gray. 

Edited by Robert Howden, M.A., D.Sc. Twentieth 

edition. London : Longmans, Green and Co. 1918. 
Pp. 1324. 37*. 6 d. 

“Gray’s Anatomy ” maintains its popularity in the hands 
of its present editor, only 18 months having elapsed since 
the appearance of the previous edition. About 60 new illus¬ 
trations have been added and the text is carefully revised. 
To remind readers of the original author, a short biography 
of Henry Gray, F.R.S., F.R C.S , 1827-1861. is given, as well 
as the names of later collaborators : Timothy Holmes, 
T. Pickering Pick, and. finally, Professor R. Howden, with his 
two associates, A. J. Jex-Blake and W. Fedde Fedden. The 
new terminology, introduced in 1913 with the eighteenth 
edition, is retained presumably until a terminology satis¬ 
factory to English-speaking anatomists has been formulated. 
To this end cooperation with anatomists of America and of 
the Dominions is most desirable. In the meantime for the 
sake of the perplexed student, the old terminology is inserted 
in brackets and both sets of names are indexed. 


JOURNALS. 

Military Surgeon (Washington, D.C., U.S.A.).—The issue 
for September has the first instalment of an article on 
Communicable Diseases in the U.8. Army, bv Colonel 
V. C. Vaughan and Captain G. T. Pratt of the U.S. Army. 
The principal acute diseases which occurred last winter in 
the Army in the United States, in the course of which respi¬ 
ratory symptoms were seen, were pneumonia, meningitis, 
measles, scarlet fever, and diphtheria. Pneumonia stauds 
out with a sinister pre eminence. It caused 60 per cent, of 
the total deaths, meningitis 12 per cent., measles 1*1 (but 
many of the pneumonias followed measles), scarlet fever 2, 
and diphtheria i per cent. Deaths from pneumonia were 
more frequent than usual among the civil population during 
that hard winter, but the death-rate in tne Army (ages 20 
to 30) was ten to twelve times that in civil life at the same 
ages. Men from rural communities and men from the South 
were found to suffer most, because, it is suggested, they are 
less immune to “ crowd n bacteria, which flourish among 
the denser populations, who therefore grow up with 
an acquired immunity, a theory which gains support from 
the accurate observations of Dr. J. W. H. Eyre and Captain 
C. E. Lowe on New Zealand troops in The Lancet of 
Oct. 12th. As to prevention, vaccination is asked for, and 
no reference is made to Colonel Munson’s report on the pro¬ 
phylactic value of ventilating tents in the preceding winter 
amongst the U.S. troops in Mexico. “ Baith is best ” is an 
old Scots proverb, and though we trust antityphoid vacci¬ 
nation, we yet strive to give men always clean water.—There 
is a long paper by Captains W. E. Lee and W. H. Furness, 
U.8.M.C., on the Evolution of Dichloraraine-T as an Anti¬ 
septic in Wound Treatment. At the beginning of the war, they 
say, aseptic primary closure of wounds was attempted, but 
gas gangrene and other infections occurred so frequently 
that that procedure was forbidden. Then surgeons tried anti¬ 
septics of all sorts—salt packs, flavine, the Reading bacillus, 
“ last and least of all, soap and water,” and all this time 
military arrangements were improving, so that the wounded 
came more quickly under treatment and the technique of 
that treatment also improved, so results became wonderfully 
better. In 1916 wounds were being excised, for it had been 
realised how much tissue around a wound had been contused 
to death by the mechanical injury. Besides that, projectiles 
and fragments of clothing are apt to be infected, and must 
be removed to prevent harm, so also must splinters of bone 
or cartilage, severed from their blood-supply, dead, and now 
only a ready nidus for bacterial growth. Thus the gas 
bacillus lives and grows in dead muscle. Even with 
excision not all sepsis can be excluded. If an ordinary 
wound is treated within three hours so little bacteriw 
growth has occurred that the wound may be safely closed, 
the tissues being able to deal with the few germs there are. 
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Hence the need for speedy first-aid organisation. After 
three hours the wound will require some antiseptic. The 
authors have worked with Dakin’s solution introduced by 
Carrel, who found the extreme of surgical care insufficient 
unless assisted by an antiseptic. The original antiseptic 
being Labarraque’s solution, it was found, however dilute, 
gravely to irritate the skin, so Dakin made a neutral 
solution with 0*5 per cent, chlorine equivalent, which did 
not irritate the tissue cells but inhibited bacterial growth. 
This neutral solution was very unstable, so had to oe pre¬ 
pared daily. It had a weak antiseptic value, soon passing off, 
and had to be applied to the wound therefore iu quantities 
frequently. Carrel and Dehelly devised the system of cbn- 
tainers and tubes which require care, time, and money. In 
answering the question why the skin was irritated but not 
the raw surface, it was found that the chlorine with the 
proteids in the serum of the wound formed amines, which 
further research showed could be synthetically prepared, 
would act as well as the hypochlorite and would not irritate 
the skin. Chloramine-T was the first of these, a dichlor¬ 
amine from toluol. It is soluble in water and so becomes 
diluted in the discharge. Dichloramine-T, however, is only 
soluble in oils and persists longer in the wound as an 
antiseptic. A suitable oil solvent was hard to find ; euca- 
lyptol was used, chlorinated to prevent it from decomposing 
cfichloramine-T, but chlorcosane (a chlorinated paraffin wax) 
makes a more stable solution, 5 per cent, to wounds, 2 per 
cent, for throat and nose sprays. It is decomposed by 
water or alcohol or exposure to light, but keeps well in 
dry brown bottles in the dark. 19,000 cases have been 
treated with this in the United States in the last 
18 months with every satisfaction. Burns and open wounds 
are covered with a single layer of mosquito netting 
soaked in diohloramine-T paraffin wax, whose open 
meshes permit discharges to pass through into a couple 
of layers of sterile gauze laid over it. Tnese are changed 
when required, the paraffined mosquito-net probably after a 
week. No bandages cover the surface, and cages keep the bed¬ 
clothes off. But it is the first essential that the case shall be 
treated as an operation case from the first, and that no 
precautions of the antiseptic technique be omitted at sub¬ 
sequent dressings. Dichloramine-T is also recommended as a 
deodorant in malignant ulcerations, and so used gives great 
satisfaction in the Oncological Hospital in Philadelphia. 


Jttto Jnbentions. 

A PORTABLE “606” OUTFIT. 

For the administra'ion of “606” outside an institution 
where this work is routine the usual apparatus is rather 



inconvenient, being bulky and difficult to pack into a hand¬ 
bag. In addition to these disadvantages the setting up of 


the apparatus usually takes an amount of time which cannot 
well be spared, and for casual work of the kind mentioned 


Fig. 2. 
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the surgeon is apt 
to prefer “914,” 
which can be given 
with a Record 
syringe but, given 
intravenously, i s 
not so permanent 
in its effects. In 
order to overcome 
these disadvan¬ 
tages I have devised 
an apparatus that 
can be made much 
more portable on 
the lines suggested 
in Fig. 1, and the 
whole outfit is con¬ 
tained in two boxes 
which can easily 
be slipped into an 
ordinary surgical 
bag and set up 
at the bedside in 
a few minutes. 

Fig. 1 shows a 
‘6 6” and saline 
funnel, such as is 
used i n military 
hospitals sus¬ 
pended on a frame 
carried on a tele¬ 
scopic stand which 
is screwed into 
the hinged end 
of the box. The 
funnels are set up at home with the straining gauze in 
position at the top of-each and the rubber tubing attached. 
The stand is collapsed and the whole turned into the 
box, which is closed and sterilised in a steamer. At the 
bedside the box is opened and its hinged end carrying the 
apparatus turned down and fixed in position by two sliding 
bars in the bottom of the box. The telescopic stand is then 
extended to its full length and the apparatus is ready. The 
other box (Fig. 2) contains, a, three Soxhlet bottles of 
250o.cm. capacity fitted with Eyre’s special rubber caps which 
are designed to permit of sterilisation without the necessity 
of opening and closing the bottle; one of the bottles is 
graduated and is used for mixing purposes, the other two 
are for saline ; b. two spare funnels; C, a cylinder with foot, 
fitted with a graduated pipette and c mtaining caustic soda 
solution ; D, an iodine pencil as devised by Major C. F. 
White for sterilisation of the puncture site ; and E, two 
needles in alcohol. In the remainder of the space are 
packed ampoules of “606,” a small dressing, and a 
tourniquet. A. B, and C are sterilised in a steamer and, 
thanks to the special caps on A, these can be carried quite 
safely in the box provided. The “606” is mixed in the 
graduated bottle, which should contain about 50 c cm. sterile 
distilled water, the cap being removed, the powder poured 
into the water, and the cap replaced for shaking. The soda 
is then added to alkalise and the necessary amount of saline 
to bring to the required dilution, leaving enough saline for 
the saline funnel. 

The apparatus is made by the Holborn Surgical Instru¬ 
ment Company, London. 

L. W. Harrison, 

Koobeater-row. Brevet-Colonel, R A H.O. 



Guy’s Hospital : Medical Research Fellow¬ 
ship.— a fellowship, to be known as the “ Hilda and Ronald 
Poulton Fellowship,” has been founded at Guy’s Hospital in 
memory of the late Lieutenant Ronald William Poulton 
Palmer, B.A., Royal Berkshire Regiment, the International 
Rugby footballer, killed in action in Flanriers on May 5th, 
1915, and of his sister, the late Mrs. Emily Hilda Ainley 
Walker, who died in August, 1917. The object of the fellow*- 
ship will be to investigate the origin, progress, treatment, and 
cure of obscure diseases in man ; its annual value will be 
£150. It may be held simultaneously with a teaching post 
at the medical school, with the condition that the fellow 
devotes at least half his time to research. 
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THE LANCET. 


LONDON: SATURDAY, NOVEMBER S3, 1918. 


The Work of the Medical Research 
Committee. 

The end of the war marks an epoch in the work 
of the Medical Research Committee set up under 
the National Health Insurance Act of 1911. The 
Committee did not actually come into being until 
September, 1914—that is to say, the end of the first 
month of the war—and its fourth annual report, 
which we have before us, therefore comes at the 
end of the fourth year of war. The Committee has 
so far lived under exceptional conditions. But, 
while the war has closed, the Committee’s work 
goes on, and not the least interesting part of the 
report is its concluding paragraph in which the 
conditions of peace and war are compared. It is 
only long familiarity which has deadened our sense 
to the volume of avoidable suffering and economic 
loss arising from disease in civilian life, and the 
Committee justly counts this volume of suffering 
in the same order of magnitude as the appalling 
casualties and diseases of warfare. The Com¬ 
mittee looks forward eagerly in the report to 
the ending of hostilities and to the oppor¬ 
tunity which will then arise of bringing State 
resources to the assistance of medical science 
as a whole. But at the same time an optimistic 
note is struck in regard to the lessons learned 
during the four terrible years which are past. The 
violent disturbance of the peaceful course of 
scientific work has not been without compensa¬ 
tion. Only during the war has the principle gained 
general acceptance that action to be effective 
requires guidance in the light of knowledge gained 
by scientific inquiry. The service of bacteriology 
to medicine was well recognised before the war, 
and it has continued throughout the war to rise 
in esteem, yet physiology during the same period 
may be said to have found itself—or rather to have 
obtained immediate and practical objectives. The 
physiologist has brought his knowledge to bear 
upon the urgent needs of warfare. The names 
and constitution of the various special com¬ 
mittees, dealing with such wide subjects as 
shock, chemical warfare, air problems, indus¬ 
trial fatigue, which we take the opportunity of 
printing on another page, are the best testimony 
to this fact. These special committees have been 
largely in the nature of round tables at which 
discussion on methods has elicited mutual criticism 
and help. Defects have been promptly cleared up 
by frank discussion instead of by lengthy argument 
or polemic in print. Some may think that in 
avoiding the washing of dirty linen in public these 
committees have also concealed from their medical 
brethren the interesting stages by which results 
have been reached, but of the value of the final 
results no one can stand in doubt. The work of 


these committees is analogous to that of certain 
informal clubs composed of young medical men 
keen on problems whose pursuit was not bringing 
material reward. Such clubs were in existence 
before the war, and they have been too few 
among us. 

But the research work planned by the Com 
mittee to bear upon the welfare of the civilian 
community has, of course, suffered, and suffered 
grievously in its four early years of existence. 
Nevertheless, in two directions at least—namely, 
tuberculosis and rickets—this work has gone on 
during the war, although in decreased measure. 
Dr. J. Brownlee’s study of the epidemiology of 
phthisis has recently been completed and issued 
as Special Report No. 18, and the work of the 
committee on the relation of phthisis to particular 
occupations has been taken up again, and will soon 
form the subject of a further report, of which 
Professor B. Moore’s contribution to The Lancet 
of Nov. 9bh may be considered as an advance 
instalment. A report upon the influence of social 
conditions on rickets has already been summarised 
in our columns, while Dr. E. Mellanby has con¬ 
tinued his studies of the dietetic factors which 
play a part in its production. This work also is 
now ready for publication. We hope that the 1914 
programme may soon be resumed in its entirety 
and in more favourable circumstances. 

Even an incomplete summary such as this of the 
work of the Medical Research Committee cannot 
conclude without an expression of heartfelt satis¬ 
faction at the establishment of a Centralblatt . The 
Medical Supplement of the Official Review of the 
Foreign Press is its present cumbrous title, and the 
first number, which appeared on the opening day of 
the present year, was felt to supply a want patent 
to every scientific worker in medicine. Distributed 
at first among military hospitals and laboratories, 
the Medical Supplement was soon issued for sale by 
H.M. Stationery Office, and no one who has had 
an opportunity of comparing the abstracts with 
the original articles can fail to be struck by the 
fairness and the ability with which the work has 
been done and by the absence of that tendencious- 
ness which is incompatible with the true scientific 
spirit and which has estranged so many from the 
Centralblatt on the German model. At the same 
time, the Committee permits itself to observe with 
satisfaction that no striking gains in our know¬ 
ledge or in our methods appear to have come to ua 
from enemy sources. Although we have been 
modestly willing ab hosti doceri the gain in 
alleviation of the sufferings of war seems to have 
been largely on the other side. Possibly the enquiry 
into the epidemiology and bacteriology of influenza, 
abstracted on another page of our present issue, 
may have its practical lessons for us. This work 
of the Medical Research Committee is, we think, 
likely to develop as time goes on, especially in view 
of the facts that under the terms of the Ministries 
of Health Bill the Committee’s work will be carried 
on directly under the Privy Council and that the 
Committee itself proposes to work in close 
cottperation with the Advisory Council of Scien¬ 
tific and Industrial Research established in 1915. 
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The Medical Parliamentary 
Committee. 

A meeting of the medical profession was held at 
Steinway Hall, London, on Oct. 1st, having for its 
object the acquiring of more adequate repre¬ 
sentation of the medical profession in Parliament. 
The meeting, the proceedings at which were 
reported in The Lancet, was summoned informally 
and was well attended. Sir Henry Morris, who 
presided, set out the various arguments for believing 
that the time had arrived when the medical profes¬ 
sion should take steps to show its corporate value to 
the public and the State through the presence in 
Parliament of competent members of the profession. 
Mr. E. B. Turner followed with an eloquent exposi¬ 
tion of the influence that the doctor must have with 
the public when setting out in plain terms the real 
meaning of medicine and the aims of scientific patho¬ 
logy. Dr. Christopher Addison, Minister of Recon¬ 
struction, moved at the meeting a successful resolu¬ 
tion to the effect that “ in the interest of national 
health it is essential that the considered views of 
the medical profession should be voiced by repre¬ 
sentative medical men in the House of Commons.” 
A desultory debate followed, when a committee was 
formed by the meeting, having a general mission to 
consider the claims of medical men for election to 
the House of Commons. It was agreed that this 
committee should report at a later stage to the 
whole constituency upon any steps taken. The 
constitution of the committee, as indicated in our 
report of the proceedings of the meeting, included 
representatives of the British Medical Association, 
but in deference to the views of the Council of the 
Association, such representation has now been with¬ 
drawn. 

Several meetings of the committee have been 
held, the proceedings at which will be laid later 
before a general meeting of the medical profession ; 
but it seems right that the gist of the work done 
should be published without further delay, having 
regard to the fact that a General Election is 
upon us. The committee, now known as the 
Medical Parliamentary Committee, has conse¬ 
quently provided itself with the names of medical 
men who are already willing to place them¬ 
selves at the immediate disposal of the Whips 
in the unforeseen event that between now and 
Dec. 14th any one of these doctors may be adopted 
as an official candidate for a seat. It is, of course, 
extremely unlikely that this contingency should 
occur, as in those localities where elections are being 
fought the contesting parties have long ago chosen 
their champions. Moreover, it is easy to see that the 
names which the Medical Parliamentary Committee 
may be able to send in to the Whips must constitute 
a short list, for few medical men who could have a 
chance of being selected by the Whips to fight even an 
off-chance will be found able to lay their professional 
interests aside at a moment’s notice and plunge 
into the whirl of a contested election. The work 
done by the Medical Parliamentary Committee must 
be considered merely preliminary, although the 
slight chance of some immediate accomplishment 
has been prepared for. What the Committee 

requires now is, first, adherents to the movement; 
and, secondly, a list of medical men who at future 
elections will be willing to place themselves at the 
disposal of Party Whips to contest constituencies. 

The introduction of the word “party” will make 
all medical men wince, but it should not make 
them stand aside from an effort to do public good, 
for the Medical Parliamentary Committee professes 
to make an organised attempt to give the opinions 
of the medical profession a right influence in 
public affairs. The medical profession agrees that 
it requires a louder and clearer Parliamentary 
voice; it must also agree to obtain that voice in 
accordance with prevailing customs. No man 
will get into Parliament on his medical 
claims. And from our point of view the ideal 
medical mau in Parliament should not repre¬ 
sent medicine only; he should be the inter¬ 
preter of medical thought and aims to his fellow 
legislators. This he can easily be while assenting 
to a general party creed, provided that in every 
word that he utters, and in every idea that he 
supports, the predominant claims of national health 
are obvious. Such a legislator can conform to 
party politics and can keep his necessary 
pledges to his constituency and to his political 
organisation, while remaining faithful to ideals 
outside and above such pledges; and his presence 
in Parliament upon such terms might be a 
great destroyer of the evil influence of party. 

For granted that the health of the people is 
equally wanted by all political divisions and sub¬ 
divisions, the medical man in Parliament who, 
while belonging to a party, was known to place 
the general weal above the party tactics would be 
an excellent type to imitate. The democracy of 
the future is sure to make increasing use of special 
knowledge directed to generally benevolent ends, 
while setting a decreasing value upon political 
machinations. The doctor in Parliament, as we 
have drawn him, fits such a picture exactly. 

At the meeting at Steinway Hall Sir Watson 

Cheyne indicated how useful it would be to such 
members of the medical profession as happened 
to be in Parliament if a considered view of medical 
questions were placed at their disposal by an autho¬ 
ritative body. The Medical Parliamentary Com¬ 
mittee by the strength of its adherents should grow 
into such a body, and we can conceive its utility 
to the nation as thus becoming something very 
large indeed. No individual Member of Parliament, 
even though a medical man, can possibly follow 
the operations of an elaborate Bill as it may affect 
the medical profession directly, and therefore as it 
may affect the whole of the country indirectly. He 
wants counsel, as Sir Watson Cheyne suggests, 
and a Medical Parliamentary Committee on whicb 
there sat men, medical Members of Parliament 
among them, who could assemble, codify, and 
articulate a real medical view upon general 
questions at issue, would be of the first value to tHe 
country. In an interesting article which appeared 
in the St. Bartholomew's Hospital Journal for 
September Sir Wilmot Herringham, himself a 
candidate for Parliamentary honours, speaks of tlie 
medical Members of Parliament forming themselves 
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into a private committee. Such an advisory board 
might be of no great weight scientifically — for 
no man, to repeat ourselves, can enter Parliament 
on hi6 medical claims — unless reinforced from 
without. But from a Medical Parliamentary Com¬ 
mittee, such as could be formed if all medical 
men would help in its promotion, the medical 
advice would be of the highest worth. Now to 
constitute a Medical Parliamentary Committee of 
this order will need the cooperation of all the 
medical profession, whose powers should be set in 
action from as many directions as possible. The 
Parliamentary Elections Committee of the British 
Medical Association will, we trust, be willing to 
join a movement whose main objectives must be 
identical with their own, and which by the 
elasticity of its constitution can enter into wide 
public relations while retaining the essential 
medical spirit._ 


Jnndatioits. 

" Ne quid nimls.” 

THE WAR CASUALTIES. 

Mr. Macpherson, Under Secretary for War, made 
a statement on Tuesday last in the House of 
Commons concerning the British casualties in the 
war, including Dominion and Indian troops. The 
figures, which were up to Nov. 10th, 1918, are 
necessarily incomplete, but the totals for all 
theatres of war were given as follows:— 


Officers. Men. 

Rilled (including died from wounds 

and other causes) . 37,876 620,828 

Wounded . 92,664 1,939,478 

Missing (including prisoners) . 12,094 347,051 


Totals. 142,634 . 2,907,357 


Grand total . 3,049,991. 

An analysis of these terrible totals will be found in 
our Parliamentary report. 

REHABILITATION OF THE DISABLED SOLDIER 
IN THE U.S.A. 

A systematic attempt is being made in the United 
States of America to rehabilitate their soldiers who 
have been disabled in action in the European war 
44 to the point of maximum functional restoration, 
both mental and physical.” An educational section 
in the office of the Surgeon-General of the American 
Army supplies the means to enable every returned 
soldier to add to his knowledge, technical or 
general, so that on return to civil life he will have 
at his command the necessary mental equipment 
to carry on. The section is in close touch with the 
medical and surgical staffs of the general hospitals. 
The medical staff is able to indicate the muscular 
re-development desired and to supervise the 
restoration of function, so that excessive strain 
may not provoke harm. At the same time the 
educational director and his assistants fire the 
patient’s ambition, show him what he can do, 
explain the means of doing it, and lead him step 
by step to the finished product of his mind or hand. 
There are four main groups in this Educational 
Service. One centres on the problem of preventing 
a disabled soldier from training for a job which his 
qualifications and aptitudes do not meet; it seeks 
to stop him from aiming too high or too low. 


Another provides instruction in elementary, high 
school, and professional subjects. In the third 
group are technical subjects, such as engi¬ 
neering, agriculture, and commerce. The fourth 
is concerned with recreation and physical 
training ; it supervises games, prescribes mili¬ 
tary drill, and arranges entertainments in which 
the disabled men are actors as well as spectators. 
From simple games and light manual tasks the 
patient is gradually led to some form of effort 
demanding thought and care. Most of this pre¬ 
liminary work is under the direction of the recon¬ 
struction “ aides,” who are women specially trained 
for this work. Then in turn come tasks in the 
ward, followed by others in class-room, shop, or 
garden. The work is growing. At the present 
time more than 300 disabled men are taking bed¬ 
side and ward occupations, and more than 1500 are 
busy in shops or learning trades. In not a few 
instances, when finally discharged from the Army, 
they will be found to have increased their previous 
earning capacity. The ground work is thus being 
laid on which to build an efficient economic unit. 


SERGENT’S ‘‘WHITE LINE” IN SUPRARENAL 
INSUFFICIENCY. 

Dr. E. Sergent was the first to draw attention to 
the presence of a white line on the skin produced 
by pressure as an indication of impaired function of 
the suprarenal capsules. He made this discovery 
by accident (Presse Medicate , Nov. 25th, 1903) while 
endeavouring to elicit the “ red flush ” in a case of 
meningitis, and he interpreted its occurrence as a 
condition of arterial hypotension with consequent 
dilatation of the peripheral capillaries, in which a 
mechanical stimulus to the skin produces local 
reflex vaso-constriction. The importance of the 
sign lies in its alleged appearance in suprarenal 
derangement, even when the melanodermia typical 
of Addison’s disease is not present. The study of 
the phenomenon has led, in fact, to a recognition 
of the frequent occurrence of suprarenal insuffi¬ 
ciency in various morbid conditions, especially in 
infective diseases and intoxications. A bronzed 
skin does not constitute in itself the whole supra¬ 
renal pathology; it is neither necessary nor suffi¬ 
cient to establish the diagnosis of a capsular lesion, 
while asthenia is of primary importance in the 
symptom-complex of suprarenal insufficiency, and 
this asthenia is usually associated with hypo¬ 
thermia and arterial hypotension. According to 
Dr. Sergent, the sign of the white line, when it is 
present in a characteristic form in the course of an 
infective malady or acute toxaemia, associated with 
asthenia and arterial hypotension, indicates changes 
in the suprarenal cellules; the greater the hypo¬ 
tension the more the line is distinct, broad, and 
lasting ; and it is especially in cases of typhoid fever 
that these characteristics are most marked. The 
suggested cause of this sign finds its confirma¬ 
tion in the fact that adrenalin administered to the 
patient causes the disappearance of the white line, 
together with the hypotension. Further observations 
on Dr. Sergent’s white line have called forth much 
criticism as regards its inconstancy or its absence 
in many cases of suprarenal insufficiency, or its 
true interpretation. Professor R. Massalongo, 1 of 
Verona, has done some service in investigating a 
large number of cases with a view to clearing 
up these points of difference. He studied the 
phenomenon of the white line, produced not by 

1 La Rlforma Medica, August 24th, 1918. 
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scratching the skin with the nail, but by rubbing it 
lightly with the finger tip or some blunt rounded 
instrument. Out of 400 cases of various diseases 
he found the white line in an unequivocal form 
only in 30 cases, and even then often in a transitory 
and irregular manner; and of these, 22 were cases 
of typhoid and paratyphoid fever, which constituted 
120 of the whole number. His observations led 
him to the conclusion that diminution of the 
angiotonic function and cardiotonic power may 
exist without the presence of the white line and of 
other symptoms of suprarenal inadequacy, and that 
arterial hypotension, asthenia, and collapse are 
not the exclusive function of this inadequacy, 
since they occur in the course of acute infective 
diseases independently of it. He found the presence 
of the line always associated with arterial hypo¬ 
tension and frequently with other symptoms attri¬ 
butable to suprarenal derangement, which, on the 
other hand, may exist without its presence. Hence 
by its rarity, inconstancy, and transiency, by its 
presence or absence in equal proportion in cases 
where changes in the suprarenal capsules were 
indisputable, the white line can only be credited 
with a relative diagnostic importance and signifi¬ 
cance and cannot be considered as pathognomonic. 
It has, however, some value from a prognostic 
point of view, since its maximum frequency is met 
with in cases of serious import with almost 
invariably a fatal issue._ 

HORMONES IN THE CLIMACTERIC. 

The work of Seitz, Wintz, and Fingerhut has 
led them to believe that ovarial extract is only 
potent in so far as it contains certain chemical 
bodies present in the corpus luteum. Two of these 
have been isolated, luteolipoid and lipamin, both of 
which have a specific influence on menstruation, the 
one acting as a haemostatic, the other encouraging 
the flow of blood. The firm of “ Ciba, M in Basle, 
has put preparations of both of these drugs on 
the market in tablet form—“ sistomensin ” con¬ 
taining luteolipoid and “ agomensin ” containing 
lipamin. In the Com'espond.bl . f, Schw. Acrzte for 
Oct. 26th Dr. O. Burckhardt-Socin, of Basle, records 
his experience of sistomensin in five severe cases 
of climacteric disturbance—flushing, palpitation, 
sweats—and in two cases of excessive loss at the 
onset of menstruation in young girls. In each case 
the symptoms were rapidly relieved, and success in 
these led the author to try the drug in a case of 
bleeding fibroid which he would otherwise have 
sterilised with X rays. Bleeding and pain were both 
rapidly relieved, and Dr. Burckhardt-Socin recom¬ 
mends a trial of the hormone to his colleagues in 
similar cases. If further experience should prove 
the truth of these observations this method of 
treatment may prove of great value. It is 
important, however, to remember that there are 
many authorities who maintain that the internal 
secretion of the ovary is manufactured not only by 
the corpus luteum but also by the atretic Graafian 
follicle cells which have a structure identical with 
that of the lutein cells. For this reason it would 
appear probable that preparations made from the 
whole ovary are more likely to give constant results 
than those made only from the corpora lutea. As 
we are quite ignorant whether the secretion of the 
ovary acts directly on the organism or acts by 
balancing or influencing the secretion of other 
internal glands, any conclusions drawn from clinical 
experience possess many possibilities of error. A 
further serious drawback hitherto has been our 
ignorance of the chemical nature of the secretion 


of the ovary. If the bodies now isolated can be 
shown to have a fixed composition, and the results 
obtained are found to be constant, a very definite 
addition will have been made to our knowledge. 
It is interesting to note that some gynaecologists 
are in favour of ovarian extract from which the 
corpus luteum has been entirely excluded. Indeed, 
one of the difficulties in admitting the action 
claimed for the corpus luteum extract lies in 
determining in what degree of development the 
corpus luteum is at any given time, as it is im¬ 
possible to tell by inspection whether a corpus 
luteum is in process of formation or of involution 
and disintegration. Many observers, in treating 
the symptoms of vasomotor disturbance following 
the removal of the uterus, have been struck by the 
conflicting results obtained in different cases by 
the administration of corpus luteum extract, a 
result which may be explained by the antagonism 
of the two Substances now isolated if one or other 
happens to be in excess. We hope that other 
practitioners who have an opportunity of using 
these preparations will publish their results, so that 
further light may be thrown upon this interesting 
method of treatment. 


THE OBSERVATION OF THE LIVING NERVE 
FIBRES OF THE CORNEA. 

Dr. J. Strebel, of Lucerne, claims, in a recent 
number of the Corresp.-bl. f. Schw . Aerzte (p. 1442) 
that he can demonstrate the nerve fibres of the living 
cornea by means of focal illumination with a Nernst 
lamp and a corneal microscope. They appear as very 
fine, silver-grey, opaque, round little bundles in the 
depth of the corneal parenchyma, at the limbus; 
they run a wavy course, coming nearer and nearer 
to the surface as they extend into the cornea, until * 
they end immediately under the conjunctiva. A 
certain number branch dichotomously at nodes, the 
branches forming an angle of from 40° to 50°. 
Occasionally the bundles are surrounded for the 
first millimetre or two of their corneal course by a 
sort of sheath-like appearance which is sharply 
separated from the nerve bundle. Strebel recognises 
this to be the medullary sheath. He therefore 
challenges the statement that the nerves always 
lose their medullary sheath before entering the 
cornea, and recalls the fact that in some cases the 
fibres of the optic nerve likewise retain their white 
sheath after entering the eyeball. The nerves 
cannot, he says, be mistaken for obliterated vessels 
by anyone who observes them carefully. Their 
opaque, silver-grey look, their wavy course, and 
their dichotomous branching, when it occurs, are 
all characteristic features. Although this observa¬ 
tion dates back to 1913, no notice seems to have 
been taken of it in this country. 


EXTENSIVE OPERATIONS ON THE UPPER LIMB. 

In our present issue Mr. J. W. Geary Grant 
records three cases in which he performed extensive 
operations on the upper limb for the removal of 
malignant disease. In one he performed Berger’s 
operation, or removal of the whole upper limb with 
the scapula and half the clavicle. In the second 
case he amputated at the shoulder-joint, and in tlie 
third case he removed the scapula. Berger’s opera¬ 
tion, or interscapulo-thoracic amputation, is a very 
extensive procedure and the resulting shock is 
often extreme, though this may be mitigated to 
some extent by Crile’s method of “nerve-blocking. 
All the modifications of the operation which have 
been introduced are intended mainly to diminish 
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the amount of shock. In disarticulation at the 
shoulder-joint there is much less shock, but the 
bony surfaces left, notably the prominences of the 
acromion and the coracoid process, present a very 
awkward shape. Excision of the scapula is of the 
greatest value only in cases where the growth is 
strictly confined to that bone, but in the case 
recorded by Mr. Grant the glands of the axilla were 
affected, so that not only at the primary operation 
but also at two subsequent operations glands were 
removed from the axilla and from the posterior 
triangle of the neck. The choice between these 
various operations is generally dictated by the extent 
and the limitations of the disease, which clearly show 
how much must be removed. Though the shock is 
great with Berger’s operation, yet the clean sweep 
made of the contents of the axilla is in marked 
contrast to the slow dissection necessary when the 
axillary glands have to be removed without injury 
to the vessels and nerves. There is a further 
point in Mr. Grant’s cases worthy of note, and this 
is that in each case a number of exposures to 
X rays were given to the affected part, either for 
the removal of recurrent nodules or for a pro¬ 
phylactic purpose. The benefit of the use of X rays 
in the prophylaxis of recurrence of malignant 
disease cannot be considered to be proved, but the 
method has logical reasoning behind it, and time 
will show its real value. Mr. Grant is to be con¬ 
gratulated on the results obtained in all of his cases. 


GLANDULAR TUBERCULOSIS IN RELATION TO 
PHTHISIS. 

Wallgren 1 has made an inquiry as to the fate of 
over 500 patients at the surgical clinic of Upsala, 
Sweden, operated on in the period 1885-1905 for 
tuberculosis of the lymphatic glands; the inquiry 
bore special reference to the subsequent occurrence 
of pulmonary tubercle. He was successful in 
getting particulars of 224 out of the 500. The 
number becoming tuberculous was found to be 62— 
46 from pulmonary phthisis, 9 from miliary tuber¬ 
culosis, and 7 from tuberculous meningitis. This 
proportion—over a quarter—is obviously greater 
than the incidence of pulmonary tubercle in the 
general population. The disproportion must be 
discounted a little because 29 of the 224 had 
signs of tubercle in their lungs while in the 
clinic. This group showed very heavy after¬ 
mortality. But of another group in which the case- 
notes contained express mention of the lungs being 
healthy, 11 per cent, became consumptive. The 
writer concludes that, on the whole, individuals who 
have had adenitis are more likely than indifferent 
persons to get consumption, although he does not 
deny that occasionally, in particular cases, an attack 
of adenitis may even confer a certain amount of 
protection against the more serious disease, a 
species of immunity which has been invoked by 
Marfan and others. Lastly, those individuals whose 
adenitis recurred after treatment became consump¬ 
tive oftener than did the rest. It is a pity that 
enquites such as the above are not made oftener, 
since they have an actuality, an a posteriori quality, 
which is denied to laboratory experiment. So far 
as the above investigation goes, it confirms the 
praiseworthy caution of the attitude which refuses 
to act on the assumption that tuberculosis in early 
life confers later protection, and builds rather on 
tlie obvious facts that infection with tuberculosis 
Having once taken place is extremely likely to 
recrudesce even after long periods of apparent cure. 

1 Wallgren: Contralblatt fur die gesamte Taberfculoae-Forschung, 
j uly 31st. 1918. 
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Appointment of Commission. 

In June, 1917, Sir Reginald Wingate, the Egyptian High 
Commissioner, took the prescient step of appointing a Com¬ 
mission to inquire into the Public Health Department of 
Egypt, f° r the present condition of this Department was, in 
his opinion, capable of improvement, while its futare 
organisation offered problems of a difficult administrative 
and scientific character. 

It was not, however, until June of this year that the 
preliminary arrangements were completed and the terms of 
reference settled, when the Commission was duly appointed, 
as was announced in The Lancet, with the following 
composition : President, Lieutenant-Colonel Andrew Balfour, 
R.A.M.C., Director-in-Chief, Wellcome Bureau of Scientific 
Research ; members, Lieutenant-Colonel G. E. F. Stammers, 
R.A.M.C.: Mr. E. S. Crispin, Director of the Medical Depart¬ 
ment of the Sudan Government; and Dr. Charles Todd, 
Director of Laboratories in the Egyptian Public Health 
Department. 

The terms of reference of the Commission were: (1) To 
con*ider the organisation and duties of the Public Health 
Department and its relations with other departments con¬ 
cerned in public health; (2) to make in general terms 
suggestions for increasing the efficiency of the Department; 
(3) to indicate the nature and number of the official appoint¬ 
ments to the Department which seem to be required, without 
nominating persons to fill them. To these ends the Com¬ 
mission was empowered to call the necessary evidence 
and have access to documents in framing a report to be sent 
to the Prime Minister or President of the Sultan’s Council. 

The Commission got to work in a practical manner, deter¬ 
mining to make themselves personally intimate with all the 
existing details and conditions. They instituted a series of 
inspections in Cairo, Alexandria, and the provinces, thus 
familiarising themselves with the varying aspects of the 
work discharged by the Public Health Department. They 
met on 76 occasions, and the result is the return to the Prime 
Minister of a very outspoken series of findings. 

Report of Commission: Scheme of Central Health 
Organisation. 

The Report begins by recording the impression that the 
general plan devised by the Public Health Department for 
dealing with the many and difficult health problems of 
Egypt was a sound one. It had been valuable in checking 
the spread of cholera, plague, typhus, and relapsing fever ; 
it had none of the haphazard character with which it is 
generally credited ; and for future needs its scheme is well 
fitted both for adaptation and development. The Com¬ 
mission finds, in fact, that the future needs of the country from 
the health point of view have also received great attention, 
while they single out for special and favourable mention the 
last Assistant-Director of the Department, Dr. Cyril Goodman. 
But the Report states that the Department suffers from 
having no proper official status; being not an entity but a 
branch of the Ministry of the Interior, it has no direct 
official access to the High Commissioner, while the channels 
—namely, the Adviser or the Under-Secretary of State for 
the Interior—are without the necessary technical training to 
understand the needs of the Public Health Department. 
Upon the outbreak of war the efficiency of the Public Health 
Department, already hampered by the multifarious nature 
of its duties, was gravely affected, says the Report, by the 
fact that its officials were allowed to be seconded for duty 
with the troops at the very moment when the personnel of 
the Department should have been strengthened instead of 
weakened, although effective organisation managed to avert 
any disaster. With general reference to the present-day con¬ 
ditions in Egypt so far as they have a bearing on public health, 
the report is sanguine. Developments in roads, railways, and 
canals will occur, having regard to the successful issue of 
the war, while education in modifying the outlook of the 
Egyptian peasant and rendering the future of sanitation 
more hopeful is expected to have a powerful effect. “It is 
obvious,” says the Report, “ that the signs are propitious, and 
though, owing to the war, the time may not yet be actually 
ripe for extensive modifications in health organisation, yet 
it is clear that the present period of change and advance 
offers special facilities for the consideration of a scheme of 
reform.” But immediately afterwards the Report speaks in 
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almost unmeasured language of the plague of filth in Egypt, 
and the first section concludes by unanimous agreement that 
a Ministry of Health is essential for securing proper sanitary 
reform in the Protectorate. 

A scheme for a central health organisation is then outlined. 
It commences with the statement that the Ministry of Health 
must be a separate bureau with an Under-Secretary of 
State at its head as President. Immediately below him it is 
suggested there should be a Director-General of Health, who 
is intended to be the main driving force in the Ministry, as his 
duties will require him to coordinate the work of important 
subordinates as well as to prepare the annual Budget. The 
President will also have the advantages of a Technical Adviser, 
who, under the alternative title of Director of Medical Intelli¬ 
gence, will conduct a bureau of information, control the labora¬ 
tories and research work, keep in touch with scientific develop¬ 
ments in other countries, and be resp msible for an educational 
museum. The Central B >ard of Health, it is suggested, will 
be completed by seven officers appointed as directors respec¬ 
tively of Sanitary, Epidemic, and Medical Services, of 
Lunacy, Medical Eiucation, Public Health Laboratories, and 
Sanitary Engineering. The first three of these Directors 
being designated as ex-ofti>rio members of the Board, it would 
seem that it is intended to co-opt the others as occasion 
requires. A Secretary-General is added not only to manage 
the records and deal with all questions relating to subordinate 
personnel but also to sift the work of the Director-General, 
who might otherwise become overburdened with detail. The 
Report goes very carefully into the separate and combined 
duties of these various important central officials, indicating 
that technical inspection will undoubtedly be needed in many 
directions, as for provincial and ophthalmic hospitals and 
pharmacies, schools, and food and water control. The 
establishment of a chair of Hygiene in the Kasr-el-Aini 
School of Medicine and of a Diploma in Public Health is 
strongly advocated. The Report then passes to the con¬ 
sideration of the provincial organisation of public health in 
Egypt. 

Provinoial Administration. 

The Report becomes very detailed in character when 
dealing with provincial organisation for the public health of 
Egypt, for here, rather than in central administration, are the 
chief defaults to be found, and here reform will get its 
quickest returns. The first weakness noted in provincial 
administration is the paucity of British Provincial Inspectors. 
These officers are few in number, do not live permanently in 
their districts, and are kept so constantly moving about by 
the multifarious nature of their duties that they rarely get 
into close touch with any section of the population. “ A 
good type of man,” says the Report, “ has undoubtedly been 
an officer of the Royal Army Medical Corps, possibly in part 
because he has received a special training in hygiene and 
understands discipline. This source of supply should be 
readily available in the future.” Reference here must 
clearly be made to medical men who have received 
temporary commissions in the Royal Army Medical Corps 
during the past four years, because there could not possibly 
have been any successful demand made previous to the 
war upon the Royal Army Medical Corps, whose cadre was 
then lamentably short. The Report continues : “The posts 
should be filled by men of about 25 years of age, and they 
should preferably have held some hospital appointment 
before joining the service of the Ministry. It would be a 
distinct advantage if they possessed diplomas in public 
health or in tropical medicine and hygiene.” Such men 
will not be found in any quantity relinquishing at the age 
of 25 the Royal Army Medical Corps, but it seems possible, 
if the Egyptian bureau of health comes into rapid being, 
that British Provincial Inspectors might be obtained from 
among those who have held temporary commissions. The 
sort of work indicated should be quite attractive to many 
after their military experiences, but if Egypt is to get any 
large supply the conditions of service must be inviting. 

The Report indicates that these Divisional Inspectors, 
as they are officially called, should be first placed under 
a senior officer so as to become familiar with Egyptian 
manners and to acquire Arabic, while arrangements, it 
is proposed, should be made whereby they can visit 
Cairo in rota and get an insight into the higher machinery 
of the service. The general duties of a Divisional Inspector 
may be described as those of a medical officer of health of the 
Mudiria (province or county). The Report recommends not 
only that there should be many more Divisional Inspectors, 


but that they should be better paid and that there should be 
a chance for Health Inspectors in the Mudiria (who are 
Egyptian doctors and next in rank to Divisional Inspectors) 
being raised to the position. Below. the Mudiria Health 
Inspectors comes the Markaz doctor, on whom at the present 
moment, and for very low pay, there fall the private practices 
in the Markaz as well as much public health work, care of 
schools and prisons, registration duties, and medico legal 
work. A Markaz, it may be said, is a district of a province, 
and may contain many large villages. Some of the Markazes 
have, we understand, as many as 80,000 inhabitants. 
The Commission responsible for the Report have perhaps 
devoted more time and thought to the remedy of the Markaz 
conditions than to any other part of their work. They 
obtained valuable evidence and arrived at the conclusion 
that the best course to pursue eventually would be to divide 
the Markaz doctors into two categories according to their 
work, (a) Sanitary and (k) Medical. The (a) Markaz doctor 
would under the scheme be in sanitary charge of public 
works, excluded from private practice, and be responsible 
for general sanitation, notification and public treatment of 
communicable disease, vaccination, quarantine, and care of 
pilgrims. The (k) Markaz doctor would be in charge of the 
medical side of some of this work—namely, the treatment of 
communicable disease, the medical work done in prisons 
and schools, the examination of prostitutes, and all medico¬ 
legal work. He would be, of course, allowed private practice, 
which would, as stated, be denied to the (a) Markaz doctor, 
to whom, however, promotion to the Mudiria Health Inspector¬ 
ships would be open. The Commissioners recognise that at 
the present time this scheme is not feasible, but suggest that 
it be given a trial in certain suitable areas. To meet imme¬ 
diate needs they propose a large increase in the number of 
Markaz doctors, whose duties would thus be lightened in 
some measure. A notable recommendation in the Report is 
the introduction of qualified British sanitary inspectors—-i.e., 
men of the N.C.O. class—both in the case of the provinces 
and the large towns. In the former they would be attached 
directly to the British Divisional Inspectors and would 
supervise the work of the Egyptian inspectors of nuisances, 
who at present do not exist in the provinces, and whose 
creation is strongly urged. 

Provision is made in the Report for the institution of 
training centres in the large towns, where the methods and 
appliances of sanitation can be taught to these inspectors of 
nuisances. An eloquent plea is here founded on Lord 
Kitchener’s latest work for village sanitation service. The 
authors of the Report protest against allowing the fellaheen 
to live under existing sanitary conditions. Proper village 
water-supplies, incinerators, latrines, and conservancy 
systems are required to make Egyptian village life less of a 
sanitary scandal. 

Concluding Remarks. 

The various departments of medical service receive detailed 
notice—the department of epidemic service, of hospital 
management and inspection, of police, prison, and railway 
medical service, of school inspection and other subdivisions 
of medical work are all carefully noticed in the Report, as 
well as such subjects as medical schools and research 
laboratories, public health laboratories, and vaccination 
institutions. A special section of the Report is devoted to 
the public health of Alexandria, Cairo, and other large towns. 
We hope that the Report will soon be printed and available for 
the study of the profession. It is an outspoken document, 
covering a large amount of ground and giving information 
in a readable and intelligible form, which is valuable to all 
sanitarians as well as to those whose interests lie specially in 
Egypt. We trust, therefore, that the Report will not share 
the ill-fortune of many of its similars and remain the mere 
literary record of an ideal. It can easily be understood that 
the unification of health activities in such a country as 
Egypt constitutes a grave problem, but it is exactly the sort 
of problem which the British mind is best fitted to tackle. 
If those in authority are prompt in translating the recom¬ 
mendations of this Report into the legislation of the Pro¬ 
tectorate their reward, in the future saving of trouble, will 
be very great. 


Miss Gladys K. M. Simmons, who died of pul¬ 
monary tuberculosis at Bournemouth on Nov. 15th on the 
eve of her 27th birthday, had for the last two years been a 
valued helper in the editorial work of The Lancet, although 
confined to her bed. 
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A MEMORANDUM ON INFLUENZA. 

FROM THE MEDICAL RESEARCH COMMITTEE. 


The secretary of the Medical Research Committee has sent 
us for publication the following summary of recent work done 
in foreign countries on the epidemiology and bacteriology of 
influenza. 

Etiology and Clinical Course. 

At a meeting of the Greifswald Medical Society on 
July 18th, Friedberger 1 * stated that the term “grippe” was 
of French origin, being derived either from “gripper,” to 
“seize,” or from an insect called “grippe” which was 
regarded as the cause of the disease in the middle of the 
eighteenth century. The name “influenza” originated 
from the expression ab occulta coeli influentia used by the 
Greifswald physician, Calenus, in 1597. In a note on the 
history of influenza in Schleswig-Holstein, Hanssen, 3 of Kiel, 
states that he has found records of a “ Spanish sickness ” in 
1566. 1580, and 1592, when the disease spread very rapidly 
and claimed many victims. 

Orticoni, Barbie, and Leclerc, J in a note on the microbial 
flora of influenza, state that in addition to the usual micro¬ 
organisms of acute respiratory affections, such as pneumo¬ 
cocci, streptococci, and pneumobacilli, they were able to 
isolate Pfeiffer's bacilli from the blood and pleural fluid from 
a certain number of influenza patients. It was chiefly 
towards the end of the disease and in the severest cases 
that Pfeiffer’s bacilli were found, and almost always in 
association with other micro-organisms. Further investiga¬ 
tions are needed to determine whether Pfeiffer’s bacillus 
plays the principal role or is only of secondary importance 
in the etiology of influenza. 

Florand 4 records cases tending to show that the present 
epidemic, which at first was so mild, is assuming a much 
graver character, especially as regards its pulmonary, broncho¬ 
pulmonary, pleural, and cardiac manifestations. The mild 
nature of the early cases in contrast with the severity of the 
later ones is also emphasised by Morelli infra). Lampe 5 * 
states that while the disease in the majority of cases observed 
in the Dresden Municipal Hospital ran a rapid and favourable 
course, 34 per cent, were complicated by severe diseases of the 
lungs and pleura. The frequency of cardiac dilatation and 
neurasthenia as sequelae of influenza is noted by Espina. ,! 

The Disease in Italy. 

The high incidence of the disease in the Italian Army is 
shown by the fact that in some divisions the sick-rate was 
90 per cent., and in one field hospital 40 per cent, of the 
staff went sick (Pavesi 7 8 ). 

Morelli, s in charge of a military hospital at Forli, states that 
the disease first appeared towards the end of April, and pro¬ 
gressively increased in frequency until it reached its height in 
the last week of May and the first week of June, and then 
declined until it had almost disappeared in July. The first 
attacks were so mild that the men were able to keep on duty, 
but the subsequent cases were obliged to take to bed owing 
to the severity of the symptoms Morelli distinguishes 
three groups of cases : 1. Very mild, ambulatory, 

almost abortive attacks, the symptoms consisting almost 
exclusively of an exanthem, enanthem, and slight general 
symptoms, such as headache, malaise, and a subfebrile 
temperature. 2. The ordinary type. 3. Severe cases with 
localisation of the infection chiefly in the respiratory tract. 
Gastro-intestinal symptoms were never prominent, but 
involvement of the nervous system was shown by headache, 
convulsions, and fainting, and in two cases by nuchal rigidity 
and Kernig’s sign. The most characteristic feature of the 
disease was an exanthem which was present in almost all 
the cases at an early stage. It was polymorphous in character, 
sometimes assuming a diffuse erythematous form, varying 
from a bright red to a pale pink, localised on the face, trunk, 
and upper limbs, but hardly ever on the hands and rarely 
on the lower limbs. In some cases it closely resembled 

1 Friedberger: Med. Klin., Berl. u. Wien 1918, xiv., 922. 

3 Hanesen : Deutscheraed. Wchnschr., Berl u. Leipz., 1918 xMv., 1030. 

3 Or iconi. Barbie, et Leclerc : Pres*e med., Paris, 1918. 508-9. 

♦ Florand, A.: Bull, et Mem. Soc. Med. des Hop. de Paris. 1918,3o Ser., 
*1H., 753-55. 

5 Lampe, R.: Med. Kiln., Berl. u Wien, 1918, xiv., 858-60. 

^ Repina: Slglo med.. Madrid. 1918, lxv., 704. 

7 Pavesi, C. M : Polidin.. Roma, 1918, xxv.. Bez. prat., 931-5. 

8 Morelli, GK : Policlin., Roma, 1918, xxv., sez. prat., 926-931. 


measles but was not followed by desquamation. In other 
cases it assumed the form of urticaria or erythema nodosum 
or affected the distribution of a prodromal rash of small¬ 
pox in the axillae, hypochondria, and groins. An enanthem 
was present in all cases and consisted of an erythema 
involving the soft palate, uvula, and pillars of the fauces. 

Influenza in Switzerland and Spain. 

In a letter from Zurich, published on Sept. 8th, 
Hiiberlin 9 states that the Swiss Army has suffered severely 
from the influenza epidemic, not only the troops at the frontier 
being affected, in whose case defective hygiene might be 
held responsible, but also mobilised divisions in the country, 
where accommodation was good, and even recruits in 
barracks. Only isolated cases occurred in June, but towards 
the middle of July the epidemic broke out with great 
violence, so that 50 per cent, and more of the men con¬ 
tracted the disease in a few days. Many severe and 
fatal cases were observed both in the Army and in the 
civil population. Young persons were much more fre¬ 
quently attacked than the older generation, which had gained 
immunity from the 1889-90 epidemic. In not a few cases the 
infection ran a fulminating course, proving fatal in one or 
two days with all the signs of septicaemia. Many cases 
which at first seemed mild suddenly developed broncho¬ 
pneumonia just after convalescence had set in. In some 
troops three-quarters of the effectives fell sick. The number 
of fatal cases in the Army was about 500. Medical men 
formed a relatively high percentage of the victims, espe¬ 
cially young doctors attached to hospitals or in the Army. 
Berne suffered most from the epidemic and the various 
places in the Bernese Jura, as well as some internment 
camps, such as the Chateau d’Oex. 

On a discussion on the prevailing epidemic held at the 
Spanish Royal Academy of Medicine, ttanz 10 stated that 
among 120 cases under his care, 17 were of a hypothermic 
form, the characteristic features of which were not only the 
absence of fever but the persistence of a subnormal tempera¬ 
ture, a scarcity of respiratory symptoms which were usually 
confined to the upper respiratory tract, intense pain in the 
fauces, aphonia, and a paroxysmal cough accompanied by 
spasm of the glottis. Intestinal disturbance was occasionally 
present at the onset. He had observed three varieties of 
nervous complications in this epidemic :— 

1. Meningtal. In two cases in which lumbar puncture 
was performed the tension of the cerebro-spinal fluid was 
four times higher than the normal. 

2. Neuralgic syndrome, chiefly assuming the form of 
sciatica or trigeminus neuralgia. In all the cases the 
neuralgia appeared at the onset of the disease and lasted 
throughout the febrile period. 

3. Psychical syndrome, such as mental confusion and 
melancholia. 

Description of a Sign.—Influenza Spondylitis.—Effect on 
Kidneys. 

In a paper on a typical tender spot in influenza, Boeckler 11 
draws attention to a sign which, in his experience, is never 
absent in true influenza, and the absence of which excludes 
the disease. This tender spoil, which is usually bilateral, 
but may be present on one side only, is found as follows. A 
horizontal line is drawn two finger-breadths above the 
highest points of the iliac crests, with the patient in the 
vertical position. The point where this horizontal line inter¬ 
sects the outer border of the longissimus dorsi is the charac¬ 
teristic influenza tender point, which corresponds, according 
to Boeckel, to the space between the third and fourth lumbar 
vertebrae. This sign is often the only objective finding present 
at the beginning of the disease, and sometimes persists after 
all the other symptoms have disappeared. Boeckel has never 
found it present in any other disease, and considers that its 
constant presence in influen za proves that a more or less marked 
neuritis is constant in this disease, affecting all the branches 
of lumbar segment, and the fourth most of all. This hypo¬ 
thesis accounts for the pain in the back and legs and also for 
the giving way of the knees so frequently observed in 
influenza, as the fourth lumbar nerve sends motor fibres to 
the inner side of the leg. 

A case of influenza spondylitis resembling typhoid spine 
and giving rise to lordosis is reported by Bregman. 13 X rays 

9 Hiiberlin : Med. Klin., Berl. u. Wien. 1918, xiv., 897-8. 

10 Sanz, F. .- 8iglo m4d., Madrid, 1918. lxv., 704-5. 

Bofckler: Med. Klin.. Berl. u. Wien, 1918. xiv., 860-1. 

” Bregman, L. B. • Med. Klin., Berl. u. Wien, 1918, xiv., 912-14. 
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showed considerable widening of the lumbar intervertebral 
spaces, but no important changes in the bodies of the 
vertebras. Recovery took place in three months under 
treatment by salicyl preparations and electric-light baths. 

According to the official report quoted by Knack 13 on the 
epidemic of influenza in the German Army in 1889-90, among 
55,263 cases there were only 10 instances of serious renal 
disease which did not differ in any respect from that occurring 
after other infectious diseases. Subsequent experience has 
confirmed that of the 1889 epidemic, and recent text-books 
state that post-influenzal nephritis is uncommon. During 
the present epidemic Knack has found a trace or cloud of 
albumin almost invariably present in mild and moderate 
cases of uncomplicated influenza. The albuminuria usually 
appeared during the first few days of the disease, and dis¬ 
appeared with, or shortly after, the fall of the temperature, 
but in rare cases it persisted for several weeks. From 
examination of the urinary sediment Knack has occasionally 
found focal and diffuse glomerulo-nephritis, and in rare cases 
nephrotic and purulent renal changes. An outbreak of 
influenza in the department for war nephritis gave Knack 
an opportunity of studying the effect of influenza on pre¬ 
existing renal disease. In many cases the kidney did not 
show any reaction, and in others there was a more or 
less pronounced but transitory exacerbation of the renal 
condition. 


THE MEDICAL RESEARCH COMMITTEE: 

COMMITTEES FOR SPECIAL PURPOSES. 


In the fourth annual report, just issued, of the Medical 
Research Committee (Cd. 8981. Price 4 d.) an appendix is 
devoted to the constitution and personnel of the various 
committees for special purposes which have arisen during 
the war. We reproduce this appendix for the benefit of 
our readers. 


(1) The Incidence of Phthisis in Relation to Occupations. 

To Investigate an<1 report upon the incidence of phthisis in relation 
to particular occupation*, and to prepare and suggest schemes for 
special research work in connexion therewith. 

Dr. Addison (chairman); Dr. John Brownlee; Professor William 
Bulloch, F.K.8. ; Dr. E. L. Collis; Dr. M^jor Greenwood; Dr. Leonard 
Hill, F.R.S. ; Dr. Benjamin Mo ire, F.K.S.; with Sir Waller M. 
Fletchtr, F.K.S. (secretary to the Medical Research Committee). 

(2) Surgical Shock and Allied Conditions. 

To undertake the coordination of inquiries into surgical shock and 
allied conditions, with a view to the better correlation of laboratory and 
clinical observations. 

Professor W. M. Bayllss, F.B.8. (chairman) ; Professor F. A. 
Baliibridge ; Professor W. 0. Cannon (Harvard); Colonel T. R. Elliott, 
F.K.S. ; Dr. John Fra*er; Colonel H. M. W. Gray; Dr. P. P. Laldlaw; 
Professor A. N. Richards, Ph D. (Pennsylvania) ; Profestor C. 8. 
Sherringt n, F.R.S. ; Professor B. H. Starling, F.RS. ; Major- 
General Cutbbert Wallace; Dr. d. H. Dale, F.K.S. (secretary). (With 
corresponding members in France, Italy, and America.) 


(3) Standardisation of Pathological Methods. 

To consider how far it may be practicable and desirable to obtain 
standardisation of routine pathological methods, and to report upon 
thli. The Committee are empowered to cobpt additional members for 
particular divisions of their subject. 

Professor J. G. Adaral, F K.S. (chairman); Professor F. W. Andrewes, 
F.K.S.; Professor W. Bulloch; Captain 8. R. Douglas (secretary). 
Additional members for particular divisions of the subject: Colonel 
L. W. Harrison; Dr. C. fl. Browning; Dr. J. W. H. Eyre. 


(4) Salvarsan. 

To consider the methods of manufacture, biological testing, and 
clinical administration of sal-arsan and its substitutes used in this 
couniry, and the results of these, and to propose sped tic Investigations 
aimed at improving those methods and results. 

8ir Hum. hry D. KollesLon (chairman); Professor F. W. Andrewes : 
Professor William Bulloch; Dr. F. J. H. Coutts (secretary); Dr. d. H. 
Dale; ColonelL. W. Harrison; Surgeon Commander D.W. Hewitt, H.n! 


(5) Chemical Warfare Medical Investigations. 

Appointed by the Director-General, A-my Medical Service, with the 
concurrence of the Controller of Chemical Warfare, to prepare reports, 
based upon information received from all sources at the Chemical 
Warfare Department, for submi-si.m to him with a view to their 
distribution to those concerned, to make suggestions for further co¬ 
ordinated medical investigations that may seem desirable, and to 
advise him generally in respect of the scientific medical aspects of 
chemical warfare. 


Professor A R. Cushny, F.R.S. (chairman); Mr. J. Barcroft, F.R.S.• 
Professor W. M. Ba>li*-s; Professor A. E Boycott, F K 8 * Dr H H* 
Dale; Dr. J. S. Bdkins (sec-eUry); Sir Walter M. Fletcher; Dr. J. s! 
Haldane, F.R 8.; Dr. Leonard HHI; Lieutenant-Colonel J. C. Meaklns. 
C.A.M.C.; Major H. S. K^per. R A.M C.; Dr. Frank Shufflob .thara ; 
Colonel A. B. Soltau. (With corresponding members in Fiance, Italy 
and Bngland.) J1 


11 Knack, A. V.: Med. Klin., Berl. u. Wien, 1918, xiv., 902-4. 


(6) Anaerobic Bacteria and Infections. 

With a view to the better coordination of inquiries Into the 
characters of anaerobic organisms, with special reference to the bacteri¬ 
ology of anaerobic wound inieciions, the Me-Hoal Research Committee 
Invited the following to serve as a Special Investigation Committee 
for this purpose. 

Professor William Bulloch (chairman); Dr. W. E Bullock; Captain 
S. R. Douglas; Dr. Herbert Henry; Dr. James McIntosh: Dr. K. A 
O'Brien ; Miss Mur'el Robeitson, M.A. (secretary); Dr. 0. G. L. Wolf. 
(With corresponding members in France.) 

(7) Accessory Food Factors (“ Vitaminen”), 

Appointed by the Medical Research Committee jointly with the 
Lister Institute of Preventive Medicine to consider and advise upon 
the best means for advancing a id coordinating the varioun lines of 
inquiry Into the modes of action of the factors In metabolism which 
are independent of the pr--vision of energy. 

Professor F. Gowlatid Hopkins, F.R.S. (chairman); Miss Harriette 
Chick, D.Sc. (secretary); Dr. J. C. Drummo -d; Professor Arthur 
Harden, F.R.S.; Dr E. Mellanby. (With corresponding members with 
the Forces in the East and in America.) 

(8- Air Medical Invesli alion. 

The Medical Administrative Committee of the Air Ministry in con¬ 
sultation with the Medical Research Committee, and with the con¬ 
currence of the Air Council, appointed the following Committee:— 
(a) To prepare reports for submh-slon to them with a view to their dis¬ 
tribution to those concerned, [b) To make suggestions for further 
codrdiuated medical Investigations that may see u desirable, (c) To 
advise them generally in respect of the scientific medical aspects oi 
aeronautics. 

Dr. Henry Head, F.R.S. (chairman); Sir Walter M. Fletcher; Dr. M. 
Greenwood; Dr. Leonard Hill; Dr. W. H. R. Kive r s. F.R.S.; Professor 
C. 8. Sherrington; Professor C. B. Spearman Ph.D. : Colom-1 Martin 
Flack, R.A.P. (secretary); the secretary, Medical Administrative Com¬ 
mittee (ex-offlclo). Corresponding members in France: Major J. L. 
Birley ; Captain C. II. D. Coibett; Lieutenant-Colonel G. Dreyer; Mr. 
Sydney Scott. 

(9) Dysentery , 

In May, 1918, the following Committee was appointed by the 
Direct or-General, A.M.S., for the purpose of Investigating prob ems in 
c- nnexion with the incidence and segregation of cases of amoebic and 
bacillary dyt-entery more especially with relation to the disposal of 
carriers, and such other problems as may be placed before it. 

Sir William LeUbman, F.R.n. (chairman); Professor F. W. Andrewes; 
Dr. G. 8. Buchanan; Mr. Clifford Dobell, F.R.S.; Sir Walter M 
Fletcher ; Dr. G. T. Western (secretary). 

(10) Industrial Fatigue Research Board. 

Appointed in June, 1918, by the Department of Scientific and 
Industrial Research jointly with the Medical Research Committee to 
consider and investigate the relations of the hours of labour and of 
other conditions of employment, including meth <ds of work, to the 
production of fatigue, having regard both to industrial efficiency and 
to the preservation of healtn among the workers. 

Profess-»r C. S. Sherrington (chairman); Dr. E. L. Collis; Sir Walter 
M. Fletcher; Mr. W. L. Hicbens; Mr. Edward Hopklnson, D.Sc.; Dr. 
M. T. Legge ; Mr. D. R. Wilson (secretary). (The appointments to the 
Board are not yet completed.) 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


A meeting of the Execntive Committee of the Fund was 
held at the offices of The Lancet on Nov. 18th, when 
the position of the Fund was considered, having regard to 
the gradual reclamation of Belgium from the German 
occupation. 

Sir Rickman Godlee, the Chairman of the Committee, said 
that after inquiry he found that no definite announcement 
could yet be made as to when prompt intercommunication 
between the Committee of the Fund and the Comit6 Mixte 
sitting in Brussels could he made. The feeling of the 
Committee was that, with regard to the money remaining 
in their hands, as well as future subscriptions, some direct 
communication with the Belgian body would now be 
useful. Ic was decided that steps should he taken 
to obtain through the Commission for Relief in Belgiam 
a statement from the Comit6 Mixte, representing 
the medical and pharmaceutical professions in Belgium, 
as to the present position. The Committee noted with 
pleasure that the subscriptions to the Second Appeal of the 
Fund were still coming in, the North of England Branch of 
the British Medical Association, through Dr. J. Don, the 
honorary secretary of the Branch, having been notably 
generous. Relying on two things—namely, the subsidy 
until the end of the year of £200 a month from the American 
Red Cross, and the recurring generosity of the medical pro¬ 
fession—it was decided to resume the mensuality of £800 
per month. 

The Committee formally expressed deep regret at the 
death of Mr. Meredith Townsend, who had been an aotive 
and assiduous member of their body, and through whose 
instrumentality a varied and valuable assortment of medic&I 
instruments had been distributed from the Apothecaries’ 


















Thb Lanobt,] 


URBAN VITAL STATISTICS.—THE WAR AND AFTER. 


[Nov. 23, 1918 719 


Hall, London, to Belgian doctors, both in this country and 
fighting with the Belgian Army. 

Subscriptions to the Second Appeal. 

The following subscriptions have been received up to 
Monday last, Nov. 18th :— 


£ s. d. 

North of England Branch 
B.M.A (per Dr. J. 

Don, Bon. Sec.)— 

Dr. James Hudson ... 5 5 0 

Dr. J. Wishart . 110 

Dr. J. H. R. Garson ... 110 

Dr. J. McDonald ... 2 2 0 

Dr. T. G Ainsley ... 5 5 0 

Dr. O. BiHAD . 110 

Dr. F. Horseman ... 10 0 

Dr. James Don. 5 5 0 


£ s.d. 

Dr. A. Livingston ... 5 5 0 

Dr. A. C. Bunnell ... 5 5 0 

Dr. Allred Cox (monthly) 110 
Dr. J Herbert Sanders 
(per Sir Rickman Godlee) 1 10 10 

Dr. R. H. Western. 20 0 0 

H. L. .. 5 0 0 

Sydenham District Medi¬ 
cal Society (per Dr. 

F. G. S wayne) . 7 7 0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, 8 VV. 1, and should be made payable to the Belgian 
Doctors* and Pharmacists’ Relief Fund, crossed Lloydp 
Bank, Limited. _ 


URBAN VITAL STATISTICS. 

(Week ended Nov. 16th, 1918.) 

English and Welsh Towns.—In the 98 English and Welsh towns, 
with an aggregate civil population estimated at 16.500.000 persons, the 
annual rate of mortality, which had Increased from 11‘4 to 43'8 Der 1000 
In the seven preceding weeks, declined to 38*7 per 1000. In London, 
with a population slightly exceeding 4,000.000 persons, the death-rate 
was 44*0 or 11*5 per 1000 below that, recorded in the previous week; 
among the remaining towns the rates ranged from 14 8 in Bournemouth, 
14 9 in Southampton and in Wallasey, and 15 0 in Portsmouth, to 62 0 
in Oldham 68 4 in Coventry. 68*7 in Nottingham, 7C*2 in Nor *1ch, and 
84 6 in Rotherham. The principal epidemic diseases caused 186 deaths, 
which corresp »nded to an annual rate of 0‘6 per 1000, and included 
61 fiom Infantile diarrhoea. 53 from diphtheria, 31 from whooping- 
cough. 26 from meades, 9 from scarlet fever, and 6 'mm enteric 
fever. The deaths from influenza numbered 5916, or 1644 below those 
recorded in the previous week, and Included 1665 in London, 246 in 
Birmingham, 241 in Sheffield, 235 in Manchester, 2)8 in Leeds. 198 in 
Nottingham, and 161 in West Ham. The 1171 cases of scarlet fever 
and 1086 of diphtheria under treatment in the Metropolitan Asylums 
Hospitals and the London Fever Hospital were 27 and 69 below the 
respective numbers remaining at the end of the previous week. The 
causes of 74 deaths were uncertified, of which 10 were registered in 
Nottingham, 6 each in Birmingham and South Shields, and 5 each in 
London, Liverpool, and Gateshead. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality was 23 9, against 30 5 and 27’0 per 1000 in the two prec ding 
weeks. Of the 1103 deaths from all causes. 46 were cla-sifled to 
influenza, which was also stated as a contributory cause in 331 devths 
classified to other diseases; in the previous week these numbers were 
87 and 447 respectively. The 404 deaths in Glasgow c ^responded to an 
annual rate of 18 9 per 1000, and Included 5 from diphtheria. 3 from 
whooping-cough, 2 from infantile diarrhoea, and 1 from scar'd, fever. 
The 234 deaths in Bdlnburgh were equal to a rate of 336 per 1000, and 
Included 4 from whooping-cough. 2 each from diphtheria and Infantile 
dlarthoes, and 1 from scarlet fever. 

Irish Towns.— The 349 deaths in Dublin corresponded to an annual 
rate of 45 6, or 14 4 per 1000 b**low that recorded in the previous 
week, and included 141 from influenza, 4 from Infantile diarrhea, 
3 from diphtheria, 2 from scarlet fever, and 1 each from enteric fever 
and messles. The 412 deaths in Belfast were equal to a rate of 54 7 
per 1000. and included 3 from infantile diarrhoea and 1 each from scarlet 
fever and diphtheria. 


Literary Intelligence.— A work on “ Dr. John 
Fothergill and His Friends,” by Dr. R. Hingston Fox, will 
shortly be issued by Messrs. Macmillan. It will give a 
picture of the Quaker physician, and his iulluence on the 
advanco of therapeutics in the eighteenth century. The 
book will deal with Fothergill’s large contributions to botany, 
his work in education and politics, and especially his rela¬ 
tions with the American provinces. Portraits of Fothergill, 
Dimsdale, Lettsom, Franklin, and others are included. 

Coal for Invalids.— lb has been reported to the 
Coal Controller that local fuel overseers are receiving very 
many medical certificates authorising additional coal rations 
to householders on account of illness in the family. Many of 
these medical certificates have been given, in the opinion of 
the Coal Controller, without the necessary consideration of 
the serious coal shortage, and with this view he is drawing 
the attention of medical men to the necessity of grantiog 
these certificates only in cases of real hardship. The only 
condition under which a medical certificate for an extra coal 
ration on account of illness should be given is, says the Coal 
Controller, where the patient is to remain in bed and where 
a fire in the bedroom is necessary for recovery; and he states 
that “one cwt. to one and a half cwt. a week can be allowed 
for bedroom fires in these circumstances and only for the 
time the patient remains in bed.” The notice to medical 
men is accompanied by an unfortunately worded threat of 
ignoring medical certificates unless the real hardship ol the 
case is clear to his department. 


Cjje Mar anb ^fter. 


The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Died of Wounds. 

Capt. J. Gaston, M.C., R.A.M.C., attached Suffolk Regiment, 
qualified at Belfast in 1906, and prior to joining the 
R.A.M.C. was in practice at Clonghmills, co. Antrim. 
The award of the Military Cross was recorded in 
The Lancet of August 4th, 1917, p. 175. 

Lieut. P. R. 8hannon, R.A.M.C., came over as a member of 
the Canadian Expeditionary Force, and later was 
attached to the R.A.M.C. 

Died. 

Capt. R. S. Cocke, R.A.M.C., was a student at King’s College 
Hospital, London, and qualified in 1900. He held 
appointments at the Cambridge Hospital, Aldershot, at 
King’s College Hospital, and at St. Pancras Infirmary. 
Prior to joining the R.A.M.C. he was in practice in 
Wimpole-street, and was on the staff of the Royal Ear 
Hospital, Soho, and of King’s College Hospital. He died 
in London of disease, contracted whilst on active service 
in the East. 

Capt. L. A. Winter, R.A.M.C., was a student at St. Bar¬ 
tholomew’s Hospital, London, and qualified in 1892. 
He held appointments at the East London Hospital for 
Children, at the Kent and Canterbury Hospital, and at 
St. Bartholomew’s Hospital. Prior to joining the 
R.A.M.C. he was in practice at Sheerness, where he was 
medicul officer to the Post Office, divisional surgeon to 
the St. John Ambulance Brigade, acting commandant 
and medical officer to the local V.A.D., and civil surgeon 
to the Well Marsh Military Hospital, Sheerness. He 
died in France of pneumonia. 

Capt. H. G. F. Spurrell, R.A.M.C., was educated at Oxford 
and at the London Hospital, and qualified in 1907. 
Daring 1916-17 he was temporary medical officer at 
ObuasT, South Ashanti, and later joined the R.A.M.C. 
He died at Alexandria of pneumonia. 

Col. S. C. Pbilson, A.D.M.S., R.A.M.C., was a student at 
King’s College Hospital, London, and qualified in 1883. 
He joined the R.A.M.C. shortly afterwards. 

Capt. A. M. Jukes, I.M.S., was a student at St. Bartholo¬ 
mew’s Hospital, London, and qualified in 1906. Prior to 
joining the I.M.S., in which at the time of his death he 
was Deputy Sanitary Commissioner of the Presidency 
Circle, Bengal, he held appointments at Shillong, 
Assam, and at the Royal Infirmary, Hull. He died in 
Egypt of neuritis and heart failure following rheumatic 
fever. 

Lieut. J. Dow, I.M.S., qualified at Aberdeen in 1914, and 
after holding an appointment at the Aberdeen Royal 
Infirmary he joined the R.A.M.C., and later transferred 
to the I.M.S. 

Capt. J. M. Downie, R.A.M.C., was educated at Cambridge 
and at Glasgow Universities, and qualified in 1916. After 
holding an appointment at the Western Infirmary, 
G’asgow, he joined the R.A.M.C. 

Lieut.-Col. J. E. Hodgson, R.A.M.C., was a student at Owens 
College, Manchester, and qualified in 1898. He held an 
appointment at Barnes Convalescent Hospital, Cheadle, 
and joined the R.A.M.C. in 1899. He died at Salonika of 
pneumonia following influenza. 

Capt. C. D. Hamilton, Canadian A.M.C., qualified at McGill 
University, Montreal, in 1911, and prior to joining the 
Canadian Contingent was in practice in Cornwall, 
Ontario, Canada. 

Lieut. W. McL. McLeod, Canadian A.M.C. 

Lieut. R. H. Lalande, Canadian A.M.C. 

Wounded. 

Capt. A. Hunter, R.A.M.C., attached Royal Engineers. 

Capt. A. U. Millar, R.A.M.C. 

Capt. P. G. Leernsn, R.A.M.C. 

Capt. J. Manuel, M.C., R.A.M.C. 

Major W. H. Morrison, R.A.M.C. 

Capt. C. H. G. Prance, R.A.M.C. 

Capt. I. W. Jones, R.A.M.C., attached Indian Army. 

Capt. R. Rodger, R.A.M.C., attached Indian Army. 

Major D. H. Russell, M.C., R.A.M.C., att. Northumberland 
Fasiliers. 

apt. C. N. Coad, M.C., R.A.M.C. 

Capt. J. Pryce Davies, R.A.M.C., attached R.F.A. 

Capt. J. Scott, R.A.M.C., attached Manchester Regiment. 

Major H. J. D. Smythe, R.A.M.C. 
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Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 

medical men are reported :— 

Lieut. J. E. C. MacYicker, R.A.F., reported missing, now 
believed to have been killed, eldest son of Dr. C. G. 
MacVicker, J.P., of Street, Somerset. 

Capt. E. V. Morse, M.C., The Raffs, killed in action, second 
son of Mr. T. H. Morse, F.R.C.S., of Deal. 

Lient. J. Webster, M.C., R.A.F., killed in action, only son of 
Dr. J. A. Webster, late of Launceston and Sorell, 
Tasmania. 

Capt. J. C. Woollett, R.A.F., died of pneumonia, son of Dr. 
C. J. Woollett, of Streatham, London, S.W. 

Second Lieut. J. W. B. Rowland, R.F.A., killed in action, 
only son of Dr. E. D. Rowland, I.S.O., British West 
Indies Medical Service. 

Col.S. C. Philson, A.D.M.8., R.A.M.C., died of pneumonia 
at Karachi, India, son of the late Dr. W. Philson, of 
Cheltenham. 

Capt. A. M. Jukes, I.M.S., died of heart failure after 
rheumatic fever, only son of Dr. A. Jukes, of the Church 
Missionary Society. 

Lieut. E. L. Prichard-Evans, R.A., died at King’s Lynn of 
pneumonia, youngest son of the late Dr. E. Prichard- 
Evans, of Mountain Ash, Glam. 

Capt. H. S. Lyle, M.C., Canadian Mounted Rifles, killed in 
action, third son of the late Dr. R. C. Lyle, of Dunmow, 
Essex. 

Gunner C. G. Kelly, R.F.A., killed in action, son of the late 
Dr. B. Kelly, of Rotherhithe, London, S.E. 

Driver W. Marshall, R.H.A., died abroad of influenza, son 
of Dr. J. Marshall, of Wickford, Essex. 


The Honours List. 

The following appointments of medical officers to the 
Order of the British Empire are announced : — 

Officers : Capt. D. H. Fraser, M.C.. R.A.M.C. (for an act of gallantry 
not in the presence of the enemy); Temp. Capt. D. F. Borrie, R. A. M.C.: 

Mai S I? Phvlof AnhAwa D T 1." ¥ L' ^ iir r\_« _ VI a me 


W. D. Miller. South African M.C. ; Lie it.-Col. B. R. Rost, f M s.: 
Ma.j. B. L. Scott. M.C., I.M.S.; Maj. C. E. Southon, I.M.S.; Capt. R 
Bury, Nyaaaland M.8. ; Temp. Capt. G D. H Carpenter. I gandaM.S.; 

W. H. Elliott, R.A M.C. (Spec. Res.); Capt G. B. Fleming, 

R.A.M.C. (T.F.); Capt. W. H. Kauntz. East African M.8.; Temp. Capt. 
D. McIntyre. R.A.M.C.; Maj. E. Gibbon, R.A.M.C.; Mr. A. H. 
Spurrier, C.M.fr., L.R.C.P., attached Sanitary Service, East African 
Force. 


Foreign Decorations. 

French. 

Lfoion d’Honneur: Croix de Chevalier —lA.Col. J. H. Hugo, 
D.S.O., I.M.S* 

Croix de Ciuerre. -Maj. C. E. W. S. Fawcett, R.A.M.C.; Lt.Col. 
P. G. Brown, Canadian A.M C.; Lt. Col. R. D. Campbell, D S O., 
Australian A.M.C. ; Maj. (Temp. Lt. Col.) R. T. Collins. D.8.O., 
R.A.M.C.; Capt. W. P. Oroker, R.A.M.C.; Capt. (Acting Maj.) J. Dale, 
R.A.M.C. ; Temp. Capt. J L. Jackson, R.A.M.C.; Lt.-Col. A B. Lvon, 

R. A.M.C.; Lt.-Col. A. H. Marks. D.SO., Australian A.M.C.; Capt 
(Acting Maj.) G. S. Parkinson, D.S.O., R.A.M.C.; Capt. (Temp. Col.) 

S. M. Smith, C.B., R.A.M.C. and A.M.S. ; Lt.-Col. (Temp. Col.) A. B. 
Soltau, C.M.G.. R.A.M.C. and A.M.S. ; Maj. (Temp. Lt-Col.) V. O 
Sta.‘y, Australian A.M.C.; Maj. (Acting Lt.-Col.) C. G. Thomson, 
D.^O. R.A.M.C.; Lt.-Col. J. Tobin, R.A.M.C. ; Capt. (Acting Lt.-Col.} 

T. B. Wol-tenholme. R.A.M.C.; C«pt. W. L. K. W.»ol, M.C., R.A.M. :.; 
Col. R J. Black ham, C.M.G., C.I.E., D.S.O., A.M.S.; Temp. Lt. (Acting 
Maj.) II. Goodman, R.A.M.C.; Temp. Capt. (Acting Maj.) H. B. G 
Russell, R.A.M.C.; Senior Asst. 8urg. E. V. Duckworth, I.S.M.D. 


Released Medical Officers. 

The following medical officers have been released from 
captivity in Turkey :— 


R.A.M.C. —Lieut.-Col. E. Bennett, Capt. J. S. Startin, Capt. T. E 
Osmond, C*pt. B. G. S. Cane. 

„/• * ‘Lieut.-Col B. r. B. Baines, Maj. S. G. 8. Haughton, Maj 
W. M. Pearson, Capt. C. Newcomb, Gapt. M. L. Puri, Capt. LAP 
Anderson. 


First British Ambulance Unit for Italy.— 

The value of the unit's work, which is to terminate at the 
end of the year, has been publicly recognised by the Italian 
Red Cross in the award of three Croce Rosea silver medals 
with certificates, one of them to Dr. George S. Brock, who 
was for a long time in medical charge of the Villa Trento 
Hospital, at Gorizia. The unit, after many stirring episodes, 
lays down its work in the now Italian seaport of Trieste. 


OBITUARY OF THE WAR. 


ROGER DAWSON BROWNSON, B.A., MB., B.C.Camb., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain R. D. Brownson, who died at Peshawar on 
Oct. 21st, was only son of the Rev. F. Brownson, of 
Compton Greenfield, Gloucestershire. He was educated at 
Warwick and St. John’s College, Cambridge, going on to the 
London Hospital. He took the Conjoint diplomas in 1908 
and the M B., B.C.Camb. in 1911. For two years he 

practised at Hamp¬ 
stead, and on the 
outbreak of war he 
volunteered for active 
service and received 
a commission in the 
R.A.M.C. In Febru¬ 
ary, 1915. he was 
sent out to France, 
where he was 
attached to the 1st 
Norfolks, and while 
with them he was 
gassed. After re¬ 
covery he was given 
home service with an 
R E Bridging Train 
at Plymouth. In 
January, 1916, he 
was sent to India, 
attached to the 
King’s Own at Pesha¬ 
war, where he soon 
became Staff Surgeon, an appointment which he held until 
his death, which was the result of influenza. Captain 
Brownson was a keen sportsman and a regular follower of 
hounds at Peshawar. He married in 1911 the Hon. Gwenllian 
Rice, third daughter of the late Lord Dynevor, and leaves a 
widow and one daughter 3 years old. 



FRANK PEARCE POCOCK, M.R.C.S. Eng., 


DISTINGUISHED SERVICE; OR"EK, MILITARY CROS9, 
TEMPORARY SURGEON, R.N. 



Surgeon F. P. Pocock, who died of wounds on Sept. 29th. 
at the age of 27 years, was younger surviving son of Charles 
Wellesley Pocock, of Portishead. He was born at Harrow 
and educated at Durston House, Ealing, Ripley Court, 
Surrey, and St. Paul’s School, where he gained an open 
s iholarship to Westminster Hospital He qualified M.R.OS. 

Eag. in 1913 and then 
held the post of house 
surgeon at his hospital. 
On the outbreak of war 
he offered his services 
to the Navy, and for 
the first 14 months was 
posted to a battleship 
on the North Sea. He 
was then transferred 
to the Royal Naval 
Division and saw service 
in the Eastern Mediter¬ 
ranean and afterwards 
in France as M.O. to 
the Drake Battalion. In 
the autumn of 1916 he 
was awarded the M.C. 
He was invalided home 
in November, 1917. He 
served with the Royal 
Marines as surgeon on Iris II. in the Zeebrugge raid of 
April last, and for his services on this occasion was awarded 
the D.S.O. He returned to the Drake Battalion in August 
as M.O., and was mortally wounded himself as he was going 
to the assistance of a wounded man. Letters from his friends 
indicate the affection and esteem in which Surgeon Pocock 
was held. An old college friend writes: “He wa 9 one of 
the most popular and best-loved men who have been 
through the hospital for many years. 0 
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GEOFFREY ALWYN GERSHOM BONSER, B.A. Camb., 
M.R.C.S. Eng., 


CAPTAIN, ROYAL ARMY MEDICAL CORPS. 



Captain G. A. G. Bonser, who was killed in action in 
France on Sept. 29th at the age of 30 years, was only son 
of G. G. Bonser, J.P., of Sutton-in-Ashfield. Educated at 
Brighton College and Worcester King’s School, he entered 
St. John’s College, Cambridge, taking honours in the Science 
Tiipos, and going on to St. Thomas’s Hospital, London, for 
his clinical work. His tastes were literary and poetical, 
with a passionate love of music, and while at St. Thomas’s 
he edited the hospital gazette. After obtaining the diplomas 
of the Conjoint Board he joined the Territorials in 1915 

while preparing for 
the Third M.B. Exa¬ 
mination at Cam¬ 
bridge, and was 
attached to the 
Eastern General Hos¬ 
pital, assisting the 
staff at Adden- 
brooke’s Hospital 
until he sailed for 
Egypton Easter Day, 
1916. There he 
served on both 
fronts, going through 
many hardships in 
the Palestine cam¬ 
paign and spending 
Christmas in Jeru¬ 
salem. Last May he 
was transferred to 
France, and coming 
home on leave for 
the first time in July 
he was married to Miss Lilian Prime, to whom he 
had long been engaged. Two months after his return 
to France he was killed instantaneously by a shell 
while attending wounded. A letter from his colonel 
contains the sentence : “ Captain Bonser's death is a great 
loss to the battalion; from all who knew him well I have 
heard nothing but praise.” The utmost sympathy will be 
extended to his young widow. 


GEOKGE FINCH, M.R.C.S. Eso., D.P.H. Oxf., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain G. Finch, who died at Basra on Oct. 8th, aged 
nearly 46 years, was only son of the late George Finch, of 
Kensington. He was educated at Bedford Grammar School 
and at Weimar, studied engineering at University College, 
London, and afterwards was engaged on the construction of 
the Central London Tube Railway. An illness turned his 
thoughts towards medicine, and he began a medical course 
at Leeds University, finishing it at St. Thomas’s Hospital, 
London, from which he took the Conjoint diplomas in 1905. 
Five years later he obtained the D. P. H. Oxford. After a series 
of resident hospital appointments in London he was ap¬ 
pointed in 1911school 
medical officer for 
the East Sussex 
County Council. 

When war broke out 
he was assistant to 
the county medical 
officer of health for 
East Suffolk and 
resided at Ipswich. 

He immediately 
volunteered and re¬ 
ceived his commis¬ 
sion in the R.A.M C. 
before the end of the 
first week of the war, 
and was attached to 
the 3rd East Anglian 
(Howitzer) Brigade of 
the R.F.A. (T.F.). 

Later he was trans¬ 
ferred to the military 
side of St. Thomas’s 
Hospital, and thence to the 3rd London General Hospital. 
Wandsworth. In July, 1916, he was one of the hospital 
unit chosen for Mesopotamia by Colonel Bruce-Porter. 
Shortly after arriving at Basra he was appointed port health 
officer there, and held this appointment until his death from 
pleuro-pneumonia in the officers’ hospital. 

Captain Finch’s heart was in his public health work, 
evidence of which may be seen in his contributions on school 
inspection and on the feeding of infants and children in the 
Child and in our own columns. He leaves a widow, the second 



KENNETH McALPIN ROSS, M.B., Ch.B. Glasg., 


daughter of Professor G. Carey Foster, F.R.S., and a daughter 




2 years old. - 

GIDEON HENDRIK VAN ZYL. L.R.O P. Edin., 

LIEUTENANT-COLONEL, SOUTH AFRICAN MEDICAL CORPS. 

Dr. G. H. van Zyl, who died of pneumonia at Wynberg in 
his forty-second year, was son of the late William van Zyl. 
He was educated at 
Robertson and 
Wellington High 
Schools and at E iin- 
burgh, where he took 
his medical diplomas 
before returning to 
South Africa, where he 
started in practice at 
Zand Vliet, in the 
district of Robertson, 
in September, 1905 
Dr. van Zyl was a 
diligent citizen of 
Robertson ; he was on 
the executive of the 
local agricultural 
society and a member 
of the Turf Club and 
Masonic Lodge. He 
married in June, 1905, 

Frances, daughter of the late Edward Allsopp, by whom he 
bad two children. - 

Captain Thomas Reginald Guilfoyle, C.A.M.C., who 
died on Oct. 29th, at the age of 26 years, was a native of 
Lucan, Ontario. He graduated in medicine at the Western 
University, London, Ontario, in 1914, and came to England 
in July, 1916, serving with a stai ionary and a general hos¬ 
pital in England until last February, when he was invalided 
back to Canada. He returned again to duty in England in 
July, serving as S.M.O. 


CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain K. Me A. Ross, who died of wounds on Sept. 17th 
at the age of 26 years, was second son of the late Dr. William 

Ross, of Glasgow, 
and was educated at 
Bellahouston Aca¬ 
demy, where he was 
a prominent swim¬ 
mer and footballer. 
He graduated M.B., 
Ch.B. at Glasgow 
University in 1915, 
immediately obtain¬ 
ing a commission in 
the R.A.M.C. He 
went out to France 
in the following year 
as medical officer to 
a battalion of Lanca¬ 
shire Fusiliers, and 
was invalided home 
in 1917. In the 
present year he 
volunteered again 
for service, and in 
July was attached to 
a Scottish regiment, with which he received a fatal wound 
at Moevres. He leaves a widow and a wide circle of friends 
to lament his loss. - 


Captain James Grant Macneill, M.C., C.A.M.C., who 
was killed in action on Oct. 12th, was 25 years of age and a 
native of St. Stephen, N.B., Canada. He graduated in 
medicine at Queen’s University in 1916 and left Canada in 
Alay of that year. Crossing to France in August, 1916, he 
served with a field ambulance and as regimental M O. He 
was awarded the Military Cross last July. 




















722 The Lanobt,] THE MEDICAL SERVICE OF THE ROYAL AIK FORCE. [Nov. 23, 1918 

Ccmspnbmt. 

" Audi alteram partem. " 

THE MEDICAL SERVICE OF THE ROYAL 
AIR FORCE. 

To the Editor of The Lancet. 

Sir, —With reference to the annotation under the above 
heading in your issue of Nov. 16th, it may be pointed out 
that as the period of compulsory service for medical men in 
the armed forces is now drawing to a close it will be neces¬ 
sary to obtain some definite statement as to the above 
service if medical men of ability are to remain in it or be 
attracted to it. A scheme for this service drawn up by the 
Medical Advisory Committee of the Flying Services still 
holds the field, although it has not yet been called on for 
active duty while the “duration of the war” compromise 
known as the Medical Administrative Committee has ceased 
to exist. 

It should be made widely known that the scheme of the 
Medical Advisory Committee was designed pro bono publico 
and not pro bono medioo. At the same time, it was kept in 
mind that an efficient medical service for the Air Force could 
only be carried on by efficient medical men. So far the 
principles of the scheme have met with general approval, 
but the only application of them has been as a soothing 
syrup for anxious inquirers in the House of Commons. Nine 
months ago Major Baird, Under-Secretary of State for the 
Air Ministry, expressed -the hope that the newly appointed 
Medical Administrative Committee would be able to carry 
out the principles of the scheme. A fortnight ago he 
expressed the hope that the newly appointed Director- 
General would be guided by the principles of the scheme. 
Major Baird’s hopefulness is no doubt useful in Parliament 
but does not help members of the medical profession desirous 
of joining the Air Force, and they will be well advised to 
wait until it is known whether the Air Board have definitely 
adopted and guaranteed the principles of the scheme. 

An important recommendation in the scheme was the 
appointment of a Medical Advisory Committee, meeting once 
a month, to aid the Director-General. It was to cinsist of 
the Director-General, his chief medical officers, and a strong 
civilian element. Although the functions of this committee 
were to be advisory only its influence in securing a high 
standard of professional work promised to be very great. 
The presence of experts on medical subjects drawn from the 
civilian population would undoubtedly strengthen the hands 
of the Director-General in maintaining an up-to-date medical 
service. I am, Sir, yours faithfully, 

Wimpole-street, W., Nov. 17th, 1918. G. A. SUTHERLAND. 

MEDICAL DEMOBILISATION. 

To the Editor of The Lancet. 

Sir, —Referring to the letters in your issue of Nov. 9th on 
the subject of damaged and lost practices, it is beyond 
question that many men have lost everything by joining the 
Service early in the war, relying on their “ indispensaole ” 
neighbours to look after their practices in their absence. 
Demobilisation of the Array abroad will take many months 
Let me make the following suggestion : Now that all danger 
from shell fire or gunshot is past, let the “ indispensables ” 
be mobilised to release those who have served long to return 
to their practices and undertake the reconstruction of their 
own and the looking after of the former “ indispensables’ ” 
practice in the same manner as they have been “ done” by. 

I am. Sir, yours faithfully, 

Pembroke, Nov. 12th, 1918. A. HURRELL STYLE. 

To the Editor of The Lancet. 

Sir,— 1 noticed your article of recent date which 
dealt with the demobilisation of the medical services. I 
gathered that the principle to be adopted was to demobilise 
those who have had the longest service, and those who 
joined the services last were to be retained until the last. I 
agree that in many ways this is a good method to adopt, 
but I cannot accept it as by any means the fairest and most 
just. 

I would point out most emphatically that there are a large 
number of medical officers in the R.A.M.C. who have done 

long service at the base and on lines of communication in 
comfort and ease. These medical officers have had all the 
advantages of hospital appointments and have been able to 
retain their medical and surgical knowledge, and, most 
important, have kept their methods up to date. On the 
other hand, there are a very large number of medical officers 
who have spent the greater part if not the whole of their 
service in the front areas with field ambulances and regiments. 

These medical officers (in contrast to their more fortunate 
brothers at the base, &c.) have had all the discomfort of the 
front line and dangers of the battlefields. Above all, they 
have been entirely cut off from the medical world, and have 
most naturally lost much of their former knowledge, as the 
medical work in the front areas consists almost entirely of 
first aid and evacuation of wounded and the treatment of 
slight sickness. 

I think without a doubt that no one could disagree that 
these latter medical officers with front-line services to their 
credit should be demobilised before those with base-work 
service. In writing t3 you I am voicing the opinion of many 
others, and I feel sure that those responsible will fully 
consider this aspect with every care. 

I am, Sir, yours faithfully, 

France, Nov. 18th, 1918._ LONDON. 

To the Editor of The Lancet. 

Qir, —All ^temporary and Territorial officers of the 

R.A.M.C. who have been serving abroad will surely endorse 
the view put forward by “ Lieut.-Colonel, R A.M.O. (T.F.)’' 
in the letter which appears in your issue of Nov. 9th. 

Eminent consultants, who will have an assured position 
under any conditions of State service, are surely not the 
best advisers as to what form such a scheme should take 

Those who have left their practices to serve should be 
assured of a good billet when peace is signed. Even in that 
case they would lose the capital value of their practices, 
whilst those medical officers who have been able—as many 
officers of the T.F. have—to attend to their practices whilst 
performing their military duties are not under the same 
disadvantages. 

Some steps should certainly be taken to recompense 
medical officers who have been compelled to leave their 
practices, through their own patriotism, for the unenviable 
position in which they will find themselves after the war, 
and under any scheme of State service they should have 
preferential treatment. 

I am, Sir, yours faithfully, 

Nov. 12th. 1918. Temp. Capt., R.A.M C. 

THE ETIOLOGY OF INFLUENZA. 

To the Editor of The Lancet. 

Sir. —For some time previous to the appearance of the 
epidemic in Reading I have had occasion to examine many 
sputa from men who had been “ gassed ” in France. These 
sputa were generally submitted to culture, and in the course 
of this work it became evident that one particular type of 
organism was occurring with almost mechanical frequency. 

Since the epidemic broke out in this neighbourhood I have 
recovered apparently the same organism in pure culture from 
the blood of a patient with practically no physical signs iD 
the chest, from the pleural fluid of another case, and I have 
isolated it from a throat swab culture as well as from sputa 
from civilian cases. 

Oae case, however, which came under my notice seems to 
me to possess a special interest. The patient was said to 
have had an attack of influenzal broncho pneumonia on the 
way across from America. While convalescing near Reading 
he suddenly developed a temperature and was admitted under 
the care of my colleague, Major G. S. Abram, R A.M.C. (T). 

The patient had enlarged glands in both groins and in the 
left axilla without any obvious l*»cal irritation to account for 
them. The possibility that it might be a case of plague 
presented itself, and I was asked by my colleague to make a 
bacteriological investigation. From one of the glands 1 
extracted a few drops of blood-stained fluid with which 1 
inoculated two guinea-pigs intraperitoneally. The animals 
remained fairly well for a week, but were found dying on the 
eighth day. One of them had apparently been passing blood, 
as its hind parts were blood-stained. On making a post¬ 
mortem examination I found the peritoneal cavity of each 
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animal to contain a large quantity of blood-stained fluid. 
Cultures made from these animals have yielded a pure growth 
of an organism apparently identical with that found in 
influenzal and in “gassed ” cases. There was no evidence of 
true plague. 

In another case, as the sputum contained pestis-like 
organisms, I again inoculated guinea-pigs. One of them was 
found dead in 48 hours with acute general peritonitis. 
Cultures made from the heart blood and from the peritoneal 
fluid yielded a pure growth of the organism under discussion. 
Films made from the peritoneal fluid, however, showed 
enormous numbers of Gram-positive diplococci, apparently 
capsulated and resembling pneumococci. They differed 
however, in being larger, less pointed, and more of an ovoid 
shape. 

The organism has the following characteristics :— 

It grows well on agar containing sheep’s washed blood corpuscles and 
in blood-gtuoose broth. On the former the colonies are round, slightlv 
dome-shaped, translucent, and posse-s a sharply delined outline. They 
are very minute, and a hand lens may be necessary to enable them to 
t>e examined. Where they are less closely sown the colonies are larger 
and distinctly flat, and chow considerable variation in appearance. 
Some possess a central depression of varyinit sue. others present an 
even surface, while still others show a central eminence. Broth Is 
rendered tuibld and contains very tiny floccull, which do not altogether 
disappear on shaking. 

In films made from blood agar or from blood broth the organism 
shows considerable diversity ot form. Very long chains predominate. 
These are composed of diplococci, ovoid rather than lanceolate- 
shaped. In the course of a chain may be seen other coccal 
elements, reminiscent rather of a large size of catarrbaiis than 
of pneumococci. Isolated diplococci of both types are numerous 
and possess an apparent capsule. Involution forms are common — 
e.g.« giant cocci, balloon-shaped forms, and even bacillary ttpes. 
The latter, however, can frequently be seen to be actually 
made up of coccal elements which have remained united. Young 
cultures and cultures made on blood media stain very intensely with 
Oram’s st-tin, but in*certain media they rapidly lose this power, 
passing through an Intermediate stage in which Oram-positive and 
Oram-negative elements exist side by side and even in the course of 
the same chain, and finally become for the most part frankly Oram- 
negative. In the latter stage forms can be seen which bear a distinct 
resemblance to the bacillus of plague. This is interesting when we 
remember that pestis-like forms may be seen in Bputuaa films. The 
Oram-negative elements soon become mis-shapen, stain feebly with 
the counter-stain, and appear to be in process of dissolution. What 
determines these rapid changes I have not yet decided, nor have I 
worked out all the cultural characters. 1 he organism does not appear 
to be a typical pneumococcus nor yet a typical streptococcus, 
although it resembles each in certain particulars. Its behaviour in 
oulture gives one the impression of its being highly unstable owing 
to the rapid changes in its morphology a'd staining power. This may 
account for the fact that it is difficult to find the organism in stained 
films made from sputa, a« it does not extst there, as a rule, in the 
typical form met with in cultures, but, having once studied the forms 
in laboratory culture, it is not difficult to recognise fairly accurately 
when the organism is present. This can only be accurately determined, 
however, by culture. 

The fact that this organism has been got from the sputum 
of practically every case examined here as well as from the 
blood, &c., and in the absence of any other organism common 
to all, renders this organism worthy of being regarded as the 
possible etiological factor. A study of its somewhat erratic 
morphological changes, &c., furnishes a reason why it has not 
received more attention, especially as in many instances the 
sputa are merely examined microscopically, and without an 
idea of its cultural characters it might be difficult to trace a 
definite bacterial connexion between various sputa. In view 
of the tendency to hsemoptyses and to epistaxis, charac¬ 
teristic of many cases in this epidemic, the post-mortem 
findings in the case of the guinea-pigs inoculated with gland 
juice seem somewhat significant Mixed sensitised vaccines 
containing amongst other things some of thi9 particular 
organism have been used in treatment with good results in 
several cases. It now remains to be seen if a sensitised 
vaccine made from this organism alone will influence cases 
of the so-called influenza where no apparent respiratory 
trouble exists. 

The work is only fragmentary at present, but enough has 
been done to justify to some extent the claim to consideration 
which I make on behalf of this particular organism, which for 
the time being we may call a pneumo-streptococcus. In view 
of the urgency of the occasion I feel that others who are work¬ 
ing on the problem of the epidemic may have the opportunity 
to corroborate or otherwise my findings. Pfeiffer’s bacillus I 
have generally found to be absent, and if the causal factor 
were a filter-passer, while the secondary complications were 
due to streptococci or pneumococci, why should one particular 
type of organism having the characters I have already 
mentioned be so invariably present ? 

I am, Sir, yours faithfully, 

Robert Donaldson, 

Heading, Nov. 12th, 1918. Pathologist, Royal Berkshire Hospital 


VARIETIES IN INFLUENZA. 

To the Editor of The Lancet. 

Sir,— May I call attention to a few facts which, taken 
together, appear significant 1 

(1) The present pandemic of influenza is characterised 
especially by pulmonary symptoms. 

(2) Pandemics of a malady clinically very similar have 
occurred at intervals of about a generation for many hundreds 
of years. There was one in 1890, and another in 1847. 

(3) If my memory serves me right, this type of influenza 
lingered in rapidly diminishing epidemics for a very few 
years after 1890. It was subsequently replaced by annual, 
very minor, and clinically very different epidemics, in some 
of which the pharynx and nose were especially affected. 
Early in the summer of the present year an epidemic 
occurred among troops in my charge. Hundreds of men 
were affected, but none showed any symptoms beyond the 
ordinary accompaniments of pyrexia (rigors, headaches, and 
the like). All recovered within a week. 

(4) The 1890 pandemic differed strikingly from the present 
one in that, while in 1890 people of all ages were equally 
attacked and elderly people perished in great numbers, in 
the present epidemic elderly people have very generally 
escaped. 

If the foregoing is correct it seems probable (a) that under 
the term “influenza” are grouped not several types of the 
same disease, but several distinct diseases ; and ( h ) that one 
attack of that disease which has occurred in great pandemics 
(and which is that described in the text-books as “ influenza ”) 
confers on the individual an immunity which is usually per¬ 
manent. I do not know how else can be explained the very 
unlike clinical manifestations of the minor epidemics, or the 
fact that in the present pandemic, which is separated from 
its predecessor by 28 years, elderly people have been very 
generally spared, whereas in the 1890 pandemic, which was 
separated from its predecessor by 43 years, elderly people 
suffered severely.—I am, Sir, yours faithfully, 

Soutbsea, Nov. 17th, 1918. G. ARCHDALL REID 


THE APOPLECTIFORM VARIETY OF EPIDEMIC 
ENCEPHALITIS. 

To the Editor of The Lancet. 

Sir,—O ne clinical variety of epidemic encephalitis, 
although mentioned by some of the speakers in the dis¬ 
cussion at the Royal Society of Medicine, appears hardly to 
have received the attention which it deserves. The “ new 
syndrome,” in which lethargy or stupor and plastic tonicity 
of the muscles are combined with palsy of the ocular, facial, 
or other cranial nerves, is sufficiently well known to ensure 
its recognition. When the disease appears in other guise its 
true nature is apt to be overlooked ; this is particularly the 
case with what may be designated the apoplectiform variety. 
In this—sometimes after such prodromal symptoms as slight 
headache or malaise, sometimes after a premonitory seizure 
which in minor degree resembles the one which succeeds it, 
sometimes without any warning at all—the patient, suddenly 
stricken down with agonising pain in the head, becomes 
collapsed and unconscious. The seizure may be accom¬ 
panied by vomiting, twitchings of the limbs, or epileptiform 
convulsions, but this is not always the case. Unconscious¬ 
ness lasts a variable period, but is not necessarily prolonged. 
On recovery, patients have likened their pain to a sudden 
blow with a stick on the occipital region or inside the head. 
After subsidence of the acute symptoms of onset an extensor 
response may often be obtained from one or both soles, the 
abdominal reflexes may be absent, and the pupils sluggish, 
sometimes unequal. Definite paralysis of the limbs and face 
may occur. Curious disturbinces of the pulse and respira¬ 
tion may be present in the earlier stages, the breathing being 
alarming in its infrequency and accompanied by yawning, or 
definitely of the Cheyne-Stokes type. The pulse may be slow 
or rapid or irregular, with numerous extra-systoles. The 
blood pressure may show such wide variations within a few 
moments that its determination is impossible. Forced 
attitudes are noticeable in some, the head being forcibly 
deviated towards one or other shoulder and kept in this 
position. Rushing noises in the ears, vertigo, apparent 
movement of external objects, and dimness of vi-ion may one 
or all be present, but apparently subside very soon. Incon¬ 
tinence of faeces and urine has been observed. Fever is often 
present and transient albuminuria, sometimes in marked 
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degree. The fluid obtained by lumbar puncture shows no undue 
pressure, but traces of blood are too constantly present to be 
accidental. S unetimes there is a lymphocytosis in addition. 
In favourable cases recovery may occur very rapidly, so that 
the patient is about again in a few weeks. 

The symptoms of onset clearly suggest cerebral haemor- 
rhage, and post-mortem examinations show that, in some 
instances at all events, this has occurred. When we bear in 
mind the frequency with whioh haemorrhagic foci are com¬ 
bined with the perivascular lymphocytic infiltration of 
epidemic encephalitis, the occurrence of vascular symptoms 
is not surprising. Some of the specimens examined suggest 
that the gross lesion may at times be rather of the nature of 
a haemorrhagic infarction than a true extravasation, and it is 
conceivable that the perivascular exudation might itself lead 
to vascular strangulation or thrombosis The haemorrhagic foci 
in the fatal ca^es appear to originate in the grey matter, and 
have been found, sometimes in the cerebral cortex, sometimes 
in the vicinity of the basal ganglia, sometimes in the brain 
stem, and occasionally in the cortex or dentate nucleus of 
the cerebellum. These cases are likely to be confused with 
cerebral haemorrhage of the ordinary type, but are mostly 
distinguished from this by the a*e incidence and by the 
absence of any signs of cardio-vascular degeneration or of 
chronic renal disease. The cerebral haemorrhage of ulcera¬ 
tive endocarditis and of haemorrhagic blood conditions may 
be excluded by the absence of the physical signs of these 
diseases. Moreover, the epidemic cases tend to occur when 
encephalitis of other types is prevalent, and show in many 
instances a decided tendency to spontaneous recovery. 

I am, Sir, yours faithfully, 

Devonshire-place, W.. Nov. 16th, 1918. CHARLES R. BOX. 


EXAMINATIONS FOR AMCEBIC DYSENTERY 
INFECTIONS. 

To the Editor of The Lanoet. 

Sir, —In your issue of Feb. 16th, which has recently come 
to hand, there appears a letter by Mr. Clifford Dobell 
criticising some observations of mine on the results of an 
investigation on Entamoeba histolytica infections among 
British troops in India and Mesopotamia, a full report of 
which had appeared in the Indian Journal of Medical 
Research , 1917, vol. v., p. 239, and a precis of which had 
been published by you in your issue of Jan. 5th last. 
Mr. Dobell’s criticism is almost wholly directed to the 
deductions I have drawn from the figures of his 
statistical essay published by the Medical Research 
Committee, 1 as applied to the results of our inquiry 
conducted on troops of the Mesopotamian Field Force. 
Nothing was further from my intention than any mis¬ 
interpretation of his figures, and I feel indebted to Mr. 
Dobell for having taken the time and trouble to point out 
wha r - he conceives to be their misuse and their application 
under conditions which, in his opinion, no longer render 
them admissible. 

The main point at issue turns on the fact that while Mr. 
Dobell’s figures are confined to the question of how many 
protozoological examinations are required to discover all 
cases of infection, my remarks were directed to the number 
of examinat«ons required to detect merely cases of heavy 
infection. The curve showing the rapid decline in the per¬ 
centage of positive findings obtained after three examinations 
per case, to which Mr. Dobell takes exception as completely 
misinterpreting his figures, appears, however, to obtain his 
explicit approval where he says; “When only some three 
examinations per case are made, those cases which pass 
cysts regularly are detected and those which are frequently 
negative, are overlooked ” (p. 40 l ). And this to my mind is 
the only question of practical importance when dealing with 
a body of men among whom small or intermittent infections 
were found to be so common in the detection and segregation 
of the gross carriers. 

No one will differ from Mr. Dobell when he says that it is 
impossible to state precisely, as a result of examining only 
single samples from a series of cases, what the real incidence 
of infection is, and my use of the term “ Dobell’s figures for 
correction ” doubtless tends to clothe the figures with a 
mathematical accuracy which is unwarranted. However, Mr. 
Dobell, by very careful deduction and analogy, had come to the 
conclusion : “ The chances against detecting the infection by 

1 Medical Research Committee, Special Report Series No. 4,1917. 


any one examination of the average infected case are nearer 
2 :1 than 3:2” (p. 42). I felt myself justified in making use 
of his lower figure in calcula'ing that in a series of cases in 
which 13 6 per cent, of infections were detected by one 
examination, the true incidence of infection was approxi¬ 
mately 34 per cent. It has to be remembered that those 
examinations and the deductions therefrom were made at a 
time when none of the papers on the carrier question as it 
affects the tropics had been published, and an official 
request had been made to me for an opinion on the disposal 
of such cases. The positive findings obtained on the single 
examination method were so numerous that more frequent 
examinations per case of the non-dysentery patients were 
not required to prove how general histolytica infection was 
among the men being invalided from Mesopotamia for other 
than intestinal diseases, and how futile it was to attempt to 
deal with any but the gross type of carrier. 

Although the factors to be considered in regard to the 
clearing of histolytica infection in England may be some¬ 
what different from the conditions of the tropics. Mr. 
Dobell will no doubt agree with me as to the marked effects 
of diet and conditions of life in leading to a return of intes¬ 
tinal irritation and to the possible reappearance of cysts in 
the stools. Hence the importance of “ clearing ” patients 
when living under other than hospital conditions. It was to 
direct attention to such details that a considerable portion 
of my criticism was intended, because, as I think my results 
conclusively prove, the conditions of life under which 
potential carriers are living at the time of examination 
appear to be of greater importance than the actual number 
of examinations carried out. 

I am, Sir, yours faithfully, 

On Service In the Far East. Wm. MACADAM, 

May 26th, 1918. _ Captain, R.A.M.C. 


THE SEXUAL COMPLEMENT. 

To the Editor of The Lancet. 

Sir, —Your leading article on the sexual complement which 
appeared in The Lancet of Nov. 16th raises many questions 
of great biological and clinical interest. As you have stated, 
the profound mental and physical modifications which in 
many women follow quickly upon marriage are matters of 
common observation. They are attributable to the altered 
life attendant on the married state, which involves change 
of action and environment each moment of the day from one 
sunrise to the next. It is beyond the skill of man to 
apportion justly amongst the several elements of change 
introduced the various modifications which are wrought. Is 
it not possible, however, to separate from the complex some¬ 
thing which is due to the action of the prostatic secretion on 
the woman 7 

Your leading article aptly marshalled the knowledge 
of the physiologist and comparative anatomist but 
ignored completely the evidence to be found by clinical 
observation. Medicine owes great debts to physiology, 
especially in the domain of internal secretions, but at 
various times portions of the debt have been repaid. We 
should know but little of the action of the thyroid gland on 
the eyebrows or on the subcutaneous tissue had we relied solely 
on laboratory studies of health. It was only by its therapeutic 
administration in disease that the gland was seen to stimulate 
scanty eyebrows to luxuriant growth and to reduce thick 
myxoedematous tissues to due proportions. This is only one 
of many instances in which clinical medicine has lightened 
the dark places of physiology. 

When the prostate gland substance, in tablet form, is 
taken by the mouth by unhealthy women quite definite 
results follow. Normal breast tissue is soft and of a 
velvet-like consistency. Such breasts are not common 
amongst women with systemic disease. With the develop¬ 
ment of even minor degrees of chronic intestinal stasis the 
mammary tissues begin to feel granular when palpated 
between the fingers and thumb, and are tender at the 
menstrual epoch. After a time the hardening becomes 
greater, the granularity coarser, and the tenderness more 
continuous, until the condition is recognised as chronic 
mastitis. Sir Arbuthnot Lane described this sequence many 
years ago, and more recently in Lis article in The Lancet 
of Nov. 9th, where he also pointed out that the prostate 
gland has the power of diminishing the granularity and of 
abolishing the pain and tenderness of such breasts. Of this 
fact there can be no doubt, because the effect is pro- 
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duced even when the prostate is administered by the 
mouth in tablet form. The evidence is not merely 

.that of an altered symptom, but also that of .an 
altered physical 8ip:n observable by simple palpation. One 
-of the most convincing cases which I ever observed 
was that of a woman whose breasts were so tender that she 
dreaded to enter any crowded place because of the intensity 
of the pain induced by any slight accidental pressure. I 
gave her dried prostate gland in tablet form, and the con¬ 
dition was completely controlled. After a time she ceased 
to take the tablets continuously and used them only when 
tenderness threatened to recur. 

The secretion of the male organ is, therefore, clearly 
useful to the diseased female in this respect. It 
eeems justifiable to suggest by analogy that it is capable 
of effecting other changes in other tissues and may be 
responsible for the improved state of nutrition and many 
other chemical and structural changes which follow upon the 
consummation of the sexual functions. A most fascinating 
biological principle is thus vindicated. The prostate gland 
stands pre-eminent as an organ found in one sex only, but 
producing a secretion needful to the complete well-being of 
the opposite sex, an organ possessed by one to be shared by 
two, and serving as a biochemical keystone linking comple¬ 
ment to complement. I am, Sir, yours faithfully, 

LondoD, W., Nov. 16th, 1918. N. MUTCH. 


The undermentioned on transfer to R.A.F. : Temp. Capts. W. H. 
Anderson. F. H. Bowen, E. Brown, J. D. Bridger, H. R. Bastard, 

L. C Blaekstone, W. Bannerman, J. K. Cable, J. E. Cox, E. P. Chenuells, 
K P. Carmody, G. W. CWrk, L. G. Davies, A. J. Davoren, R. H. 
Dixon, R. A. G. Elliott. J. Gardner, H. M. Holt, P. H. Hadfield, H. 
Harvey, It. J. Hearn. A. K. F. F. Huntsman. T. R. Hunter, F Irvine, 
F. C. Jobson, W. M. Jeffreys, J. Keenan, W. R. Kemp. A. Lindsay, 
K. W. Longden. W. B. Loveless, G. Lewln, C. E. Lowe, T. E. Mulvanev, 
F. C Morgan. A. K. McCulloch, P. W. McKeag, W. It. Nasmyth H. J. 
Orr-Ewing, J. J. O''Mullane, W. H. Payne. A. W. P. Plrie, H. W. Pigeon, 
T S RIpdou, H. Y. Riddell, J. I. Russell, A. F. Rook, L. C. Rivett, 
R. H. Robbius, A. B. Rooke, T. K. Regan, R. L. Roe, D. Ranken, 
J. J. Sinclair, H. B. Smith, C. Sa’keld, J. B. Stevenson, A. K. B. 
Sim. W. A. Simpson. F. O. Spensley. C. B. Thwaltes, A. Thompson, 
C. Visger, A. W. Weston. A. J. O Wigmore. D. Wilson, J. L. 
Whatley, W. F. Walker, H. E. Whittingham, H. N. Wright. L. A. 
Walker, W. P. Wippoll, A. H. Wade, M. R. Dobson, M. Hocken, 
O. Mav, C. Peacock, C. P. 8trong, A. H. L. Thomas ; Temp. Lleuts. 
C. J. Miner, C. T. Costello, J. A. Johnson, P. M. Roberts. 

Queen Mary’s Army Auxiliary Corps. 

To be Controllers of Medical Services: Jaue H. Turnbull, Laura S. 

^To be Medlcal Controllers : Irene C. D. Eaton, Mabel A. D. Crawford, 
Cicely M. Peake, Grace E. Soltau. Mary G. McCullough, Katherine J. S. 
Clark, Alise Stalker. Eleanor K. Bourne, Agnes H. Nicholl. 

To be Recruiting Medical Controllers: Adeline M. Roberts, Julia \. 
Christie. Anne M. Watson, Elizabeth Budd, Eleanor A. Montgomery, 
Hester M. Henderson, Mary B. Ferguson, Amy Hodgson, Charlotte A. F. 

St To f he Medical Officials : Hannah K. Alton, Marjorie McMullen, Celia 

M. C. Maonell, Amy F. Nash. Adeline H. Campbell, Alice Rattray, 
Stephanie P. L. H. T. Dauiel. Margaret E. Douglas, Olive M. Anderson, 
Annie S. Robertson. Lilian M. W. Grant, Agnes M. Cowan, Rosalie 
Holmes. Hilda W. Esson, Jessie H. Gellatly. 


RECONSTRUCTION IN NEUROLOGY. 

To the Editor of The Lancet. 

Sir, — I n the annotation under this heading in your issue 
of Nov. 16th you observe that Dr. Aldren Turner stated in 
bis paper on the Neuroses of the War that all neuroses are 
the consequence of a failure of psychological adaptation. 
The wording suggests that Dr. Turner is responsible for this 
view, and I am sure that it was not intended to convey this 
meaning. The view that neuroses are failures of adaptation 
is one that was coming to the forefront long before the war 
started. I quote the following observation of Dr. Jung, in a 
paper read before the Seventeenth International Medical 
Congress in London, 1913 : — 

“ The psychological trouble in neuroses, and neurosis itself, can be 
considered as an act of adaptation that, has failed. This formulation 
might reconcile certain view's of Janet's with Freud’s view that a 
neurosis is—under a certain aspect— an attempt at self-cure; a view 
which can be and has been applied to many diseases.” 

I am, Sir, yours faithfully, 

Maurice Nicoll. 

Empire Hospital for Officers, Westminster, S.W., Nov. 16th, 1918. 

Captain Nicoll is right in believing that our words 
were not intended to make any such claim. — E d. L. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SKRVICH. 

To be temporary Surgeon-Lieutenants: J. H. Sheldon, J. T. Johnston. 

ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. H. P. W. Barrow relinquishes the temporary rank of Colonel 
on rr-posting. 

Temp. Major R. H. Cooper and Capt. F. C. Moore to be temporary 
Lieutenant-Colonels whilst specially employed. 

Temp. Capt. W. B. Davy to oe acting Ma jor whilst specially employed. 

To be acting Lieutenant-Colonels whilst In command of a Medical 
Unit: Temp. Capt. (acting Major) F. R. Thornton, Lieut, (temp. Capt.) 
A. J. Hickey. Temp. Capt. L. G. Brown, Temp. Major C. V. Mackay, 
Major F. A. Stephens. 

Temp. Capt H. Dodgson to be temporary Major. 

To relinquish the acting rank of Major on re-posting ; Temp. Capts. 
H. F. Wilson, W. S. Martin, T. P. Cole; Capt. E Catford. 

To be acting Majors: Temp. Capts. D. MacIntyre, H. J. Pickering, 
C- S. E. Wright, R. G. Riches, J. S. Hall, G. H. Darlington and P. A. 
Leighton (whilst specially employed), W. A. Clayton (whilst com- 
onaudlng troops on a Hospital Ship); Capt. D. C. G. Balllngall. 

Lieutenants (temporary Captains) to be Captains: J. M. McKenzie, 
3i. R. Thompson, (acting Major) A. E. Richmond, (acting Lieutenant- 
0>i-nel) A. J. Hickey. 

Temporary Lieutenants to be temporary Captains: J. B. J. L. Dalby, 
F. G. BeaLy, J. Walker, H. A. R. E. Unwin, A. Y. Hutchison, D. A. H. 
Moses, E. Evans, C. Watson. 

A. D. Clinch, late temporary Captain, is granted the honorary rank 
of Ca tain. 

1 emp. Capt. B. H. Mellon, from A.V.C., to be temporary Captain. 

Officers relinquishing their commissions: Temp. Capts. W. H. 
Wiahart (on account of ill-lieilth, and is granted the honorary rank of 
Captain), V. G. Best, T. B Sellors, P. A. Hall, G. R. Gray, J. Welsh (on 
accciudi of ill-health contracted on active service, and is granted the 
hon Jiary rank of Captain).; Temp. Hon. Lieut. S. A. Moor. 


8PE0U.L RESERVE OF OFFICERS. 

Major G. Lane is placed on the Retired List on account of Ill-health 
contracted on active service. . „ . 

Capt. R. L. Newell relinquishes the acting rank of Major on 

Officers' relinquishing their commissions : Capts. R. G. Bannerman 
(on account of ill-health contracted on active service, and Is granted 
the rank of honorary Captain) and D. Dempster (on account of ill- 
health caused by wounds, and is granted the honorary rank of Captain). 

Captains to be acting Majors : A. F. L. Shields, A. Picken. 

Lieutenants to be Captains: C. M. Titterton, R. N. Mackenzie, J. I. 
Watson, H. Taylor, C. Shaw-Crisp. . 4 

To be Lieutenants: J. M. Melvin and C. O. Anderson (from Glasgow 
University Contingent, O.T.C.), G. H. Middleton (from Edinburgh 
University Contingent, O.T.C.), 6. K. Critchley (from Manchester 
University Contingent, O.T.C.). 

TERRITORIAL FORCE. 

Lieut.-Col. (Hon. Surg.-Col.) A. Thorne is retired on completion of 
tenure of command, and is granted permission to retain his rank and 
to wear the prescribed uniform. . . .. 

Maior A. J. Hall to be Lieutenant-Colonel and Is restored to the 
establishment. . . . , 

Major A. H. Buck relinquishes his commission on account of ill- 
health, and is granted the honorary rank of Major. 

Capt. J. M Bowie to be Major. 

Temp. Capt. W. H. Broad to be Major (temporary). 

Capt. J. P. I. Harty is secon ted for duty wltn the R.A.F. 

Capt. N. Milner is restored to the establishment. 

Capts. L. Rawes. H. F. Bverett. J. B. F. Wilson, J. McL. Macfarlane, 
and A. Rodger to be acting Majors whilst specially employed. 

Capt. (temp. Major) F. D. S. Jackson relinquishes his temporary 
rank, and is restored to the establishment. ... 

Capt. (acting Major) G. L. Chlene relinquishes his acting rank and is 
restored to the establishment. . .. , 

Capts. F. M. Robertson and F. R. H. Laverick relinquish their com¬ 
missions on account of ill-health contracted on active service, and are 
granted the honorary rank of Captain. 

Capt. A. H. Evans Is seconded. 

Capt. (Brevet Major) H. F. Horne to be Major and to remain 
seconded. 

Capts B T. Roper and M. W. Williams relinquish their commissions 
on account of 111-health, and are granted the honorary rank of Captain. 

Capts. (acting Majors) W. T. Torrance and G. A. Auden relinquish 
their acting rank on ceasing to be specially employed. 

Capt. F. C. Moore Is seconded whilst holding a temporary commission 
in the R.A.M.C. 

Capt. A. J. Walton Is seconded for duty overseas. 

TERRITORIAL FORCE RESERVE. 

Capta. R. J. McConnell (from a Field Ambulance), N. P. Lalng 
(from Attached to Units other than Medical Units), J. McG. Deuchars 
(from R.A.M.C.) to be Captains. 

Canadian Army Medical Corps. 

Temporary Captains to be temporary Majors: J. L. Tower, K. E. 

^Temporary Captains to be acting Majors while specially employed : 
J H Moore (as Surgeon at a General Hospital), H. H. McIntosh (on 
X Ray Work). _ 

INDIAN MEDICAL SERVICE. 

Lieut.-Col. J. L T. Jones is retired In consequence of ill-health. 

Capts. C. R. O’Brien, N. H. Hume, and D. M. C. Church to be Majors. 

ROYAL AIR FORCE. 

Medical Branch.— Major (acting Lieut.-Col.) H. C. T. Langdon retains 
the actiug rank of Lieutenant- 1 Jolonel whilst employed as Lieutenant- 
Colonel, from (S.O.). J. T. T. Forbes is granted a temporary com¬ 
mission as Lieutenant 

Dental Branch — J. Jones and J. Wren are granted temporary com¬ 
missions as Lieutenants. 
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Spiral Betas. 


Royal College of Surgeons of England.—A n 
ordinary meeting of the Council was held on Nov. 14th, Sir 
George Makins, the President, being in the chair.—It was 
resolved that Diplomas of Membership should be granted to 
94 successful candidates; also that Licences in Dental 
Surgery should be granted to 19 successful candidates.—Mr. 
William 8. Haslam was re-elected a member of the Com¬ 
mittee of Management.—In June last the President called 
the attention of the Council to the heavy rate of rejections 
at the Primary Examination for the Fellowship, to the dis¬ 
satisfaction with which the examination was -regarded by 
many, and suggested that it would be desirable to take into 
consideration the possibility of altering the subjects and 
character of the examination with a view to making it of 
more practical value as a test for surgeons likely to 
become chiefly engaged in operating practice. The 
matter was referred to the Nomination Committee, 
and a report from that committee was now presented, 
approved and adopted. It was to the effect that: (1) The 
Primary Examination for the Fellowship is an honours 
examination and should be continued as such ; and (2) all 
the questions set should bp relevant to the science of 
surgery.—The President reported that, in accordance with 
Article 6 of the Regulations for the award of Sir Gilbert 
Blane’s prize medals, which provides that “ if the unadjudi¬ 
cated medals should exceed four their value is to be given to 
the Supplemental Fund for the Children of Medical Officers,” 
he had sent a cheque for £42, the amount of four years' 
income from the Blane Medal Fund, to the honorary 
treasurer. Naval Medical Compassionate Fund, Admiralty 
Medical Department, 12, Charfes-street, Berkeley-square.— 
A letter was read from the Board of Soientiflo Studies 
forwarding a copy of a report by a committee of the Board 
favouring the introduction of a metric system of weights 
and measures in this country, and asking for the comments 
of the College in reference* thereto. The consideration of 
this matter was postponed.—8ir George Makins and Sir John 
Bland-Sutton, were re elected as representatives of the 
College on the Board of Scientific Studies for the year 1919.— 
The President reported that the vacancy on the Court of 
Examiners occasioned by the expiration of Mr. W. G. 
Spencer’s term of office would be filled at the ordinary 
meeting of the Council on Deo. 12th. Mr. Spencer is not 
applying for re-election.—The President reported that he 
had granted the use of the lecture theatre on Nov. 13th, 20th, 
and 27th, and Dec. 4th and 11th, for five lectures by Dr. E. 
Mellanby, acting superintendent of the Brown Animal 
Sanatory Institute. 

At the Primary Examination for the Fellowship, held on 
Nov. 6th, 7th, and 12th, 35 candidates presented themselves, 
of whom 15 (including six women) were approved and 20 
were rejected. The following are the names and medical 
schools of the successful candidates :— 

Arthur Silver Burnt, McGill Univ.; H*»ttv Ethelberta Claremont 
and Edith Marian Evans, Lond. School of Med. for Women; 
Sidney Forsdlke, Middlesex Hosp.; Ada Marion Freeman, Lond! 
School of Med. for Women; Henry Albert Harris. Univ. Coll.; 
George Franklin Wise Howarth, Middlesex Hosp.; Hajl Hyderali 
Khan, Bombay Univ., Middlesex and Guy’s Hasps.; Reginald Cyril 
Bell Ledlie, Guy's Hosp.; Sybil Grace Mocatta, Lond. school of 
Med. for Women; William George Rose, St. Mary s Hosp.; Harry 
Splbey, Cambridge Univ.; Mildred Warde, Manchester Univ. and 
Lond. School of Med. for Women; Agnes Kdla Westwood, Lond. 
School of Med. for Women; and Frederick Arnold Williamson, 
Cambridge Univ. and St. Mary's Hosp. 

Royal Colleges of Physicians of London and 
Surgeons of England.— At a meeting of Comitia of the 
Royal College of Physicians of London ou Oct. 31st and of 
the Council of the Royal College of Surgeons of England ou 
Nov. 14th diplomas of L.R.C.P. and M.R.C.S. were respec¬ 
tively conferred upon 94 candidates (including 11 women) 
who have passed the Final Examination in Medicine, 
Surgery, and Midwifery of the Conjoint Board, and have 
complied with the requisite by-laws. The following are the 
names and medical schools of the successful candidates :— 
John Binford Barnett, Birm. Univ. ; Lewis Henry Bartram, Camb. 
Univ. and St. Bart b Host).; Frederic James Bennett, Camb. and 
Manch. Univs.; William Leslie Berry, Camb. Univ. and St. Bart.’s 
Hosp.; Moshek Zelmauovltch Bochenek, Land. Hasp.; John 
Clifford Brown, Birin. Univ. ; John Maurice Brydaon, Lond. 
Hosp.; Henry Cecil Herbert Bud, Camb. Univ., Lond. and St. 
Georges Hosps ; Frederick Thomas BurkiLt, Camb. Unlr. and 
St. Bari, b Hosp.; Charles Reginald Cade, Guy’s Hosp.; Duncan 
Campbell. New Y'ork Univ.; Walter Mattocks Casper, St. 
Bart.‘a Hosp.; Cecil Belfield ClarLe, Univ. Coll. Hosp. ; 
Cvril George Coombs. Guy’s Hosp.; Eric Ashley Cro»k! 
Oxford Univ. and St Bart’s. Hosp.; William Davies. Cardiff Univ. 
and Lond. Hosp.; Mary Day, K .yal Free and St. Ma*-v’ s Hosps. ; 
Charles Cottrell Ralph Downing, Camb. Univ. and Univ. Coll. 
Hosp. ; Clarence Franklin Kmknson, Charing Cross Hosp. ; David 
Washington Evans. Land. Ho*p.; John Harold Kwen, St. Mary's 
■Hosp. ; Paul Faracl, Beirut Med. Coll, and Middlesex Hosp.; 


Donald Charles Farquharson, St. Mary’s Hosp. : George Annesle^ 
Fisher, Camb. Univ. and St. Bart.’s Hosp.; Lilian Mabel Fiaher r 
Royal Pree Hosp. ; John Turnbull Thomson Forbes, Guv’s Hosp. ; 
Richard Gainsborough, Oxford Univ. and Guy’s Hosp. ; George* 
Anthony Goolden, Camb. Univ. and St. Thomas’s Hosp.; Lome 
Benjamin Graham. Toronto Univ. ; Clermont Grantham-HUl, 
Camb. Univ. and Lond. Hosp ; Denis Paul Guilfoyle, St. Bart.’s 
Hosp.; Albert William Holgate. Univ. Coll. Hosp.; Eric Theodore- 
Holden, Birm. Univ.; Arthur St. George Joseph McCarthy 
Huggett. St. Thomas’s IIosp. ; Cori McColm Jones, Camb. and' 
L’verp. Univs. ; Robert David Jones, Llverp. Univ and St. Bart.’s- 
Hosp.; Edward Gordon Joseph. Kdin. Univ.: Florenoe Malt by 
Kerruiab. Llverp. Univ.; James Kyle, Guy's Hosp.; Victor J -ha 
Frederick Lftck, Lond. Hosp.; Louis Jacques Maurice Laurent, Univ_ 
Coll. Ho«p. ; Horace Sharman Le Marquand, St. Th onus’# H«*sp. - 
Allan Wellesley Lewis, St. M&rv's Hosp.; George Strickland- Lewis, 
Bristol Univ.; Sidney Simon Lindsay, St. Thomas's Hosp.; Tudor 
David Llewelyn. Cardiff Univ. and St. Thomas's Hosp.; Grnrge 
L7on Lyon-Smith, Camb Univ and 8t. Birt.’s Hosp.; Hector 
Clive McAlister, Toronto Univ.; Kathleen McCrlo MeKeown, Royal 
Fr^e Hosp.; Donald G-egory Macpherson, New Z lalan l Univ. and 
Univ. Coll. Hosp.; Walter Edgar Masters, Load. Hosp.; ?ordoi» 
Millar, 3t. Bart.’s Hosp.; Reginald Stanley Millar. Durh. Univ. and 
Guy’s Hosp. ; Arthur Richard Neckles, Guy’s Hosp.; Wilfrid O ts. 
Camb. Univ. and St. Thomas's Hosp.; Harry Palmer. Lond. 
Hosp.; William Hotson Palmer. Camt>. Univ. and 3t.. Thomas'®. 
Hosp. ; *4erath Narayanan Nanoo Panlkker, Elln. Univ. ; William 
Alfred Whitehouse Parkes, Birm. Univ.; Robert Hughes Parry,. 
Middlesex Hosp. ; Frederic Paul Nigel Par on®, Camb. Univ and 
Univ. Coll. Hosp.; Eugene Arthur Pearson, Lond. Hosp. ; Evan 
Albert Idris Phillips and Montagu Cecil Polhill, Univ. Co I H»wp.; 
Thomas Dawson Pratt, Leeds Univ.; Hubert Llewellyn Prirtham, 
St. Bart.'s Hosp ; Ronald Seton Ralph and Francis Wdliam Reitz^ 
Guy’s Hosp.; Theod ire Ernest Roberts. Glasg. U »lv.; Ronall 
Henry Otty well Betham Robinson, Camb. Univ. and 8t. Thom »s’e 
Hosp. ; Joan Margaret Kos«, St. Mary’s Hosp.; Chare* Cecil 
Rowland, Lond. Hosp ; Elizabeth Dill Russell, Royal Free Hosp.* 
Joseph Harold Shelton, Kings Coll. Hosp,; Hilda Nom Shuffle- 
botham. Brm. Univ.; Arthur Herbert John Smart, Camb. Univ. 
and St.Thomas’s Hosp.: France* MinnieSplckett. Royal Free H *-p.i 
Jacques Splra, Brussels Univ. and St. Thomas's H »sp.; Frank 
Hugo Stuttaford, St. Mary's Hosp. ; Graham McKim Thomas. 
Guy’s Hosp ; Edward Sherman Toogood, Univ. Coll. Hosp. ; Norau 
Edith Tn.uton, St. Mary's Hotp.; R >bert Hugo Turner, Bristol 
Univ. and Univ. Coll. Hosp.; Martin Baird Moore Twee! «n1 Jtcob- 
Ktiza De Vllllers van dar Merwe, Guv's Ho*p.; Donald Walllee,. 
Camb. Univ. and Lond. Hosp.; Hugo Pen lefather Warren. L»nd_ 
Hosp ; tThomas Dkgbv Wheeler, Manitoba Univ.; Alice WhPeand 
Ethel White, Sheffield UnD.; Julius Maurice Wlnnett. L -nd. Hosp ; 
Geoffrey Winter. Birm. Univ.; Robert Wolff, Middlesex Hosp. - 
Sidney Carver Wood house. Loud. Hosp. 

* M.R C.S. Diploma alone conferred, t M.R.C S. Diploma conferred 
ou Oct. 10th. 

National Council for Combating Venereal 
Diseases: Glasgow Branch.— A course of lectures (illus¬ 
trated by diagrams and lantern slides) will be delivered on the 
following Fridays, at 8 p.m., in the Berkeley Hall, Berkeley- 
street, Glasgow. Nov. 22ad : Professor F. O. Bower. F.R.S., 
Sex in Animals and Plants. Nov. 29th and Dec. 6th : Professor 
Thomas H. Bryc9, F.R 8., Reproduction in Mimmals. 
Dec. 13th : Professor Robert Muir, F.R.8., Microbic Infection 
in Venereal Disease. Dec. 20th: The Effects of Venereal 
Disease on the Body. Admission is free, and all engaged 
in teaching and social work are specially invited. 

Influenza in Leicester.— The epidemic, which 
was of a very severe nature, now appears to be waning rapidly 
so far as fresh cases are concerned. Although the death-rate 
is still high, many of the deaths notified are of persons who 
have been seriousfy ill for some time. To combat the epidemic 
doctors and nurses usually connected with infant welfare, 
tuberculosis, and school inspection were diverted from their 
work. V. A.D. and other voluntary workers were also utilised. 
Some 60 beds were cleared at the isolation hospital by send¬ 
ing out scarlet fever and tuberculosis cases in order to- 
provide the institutional treatment which was urgently 
needed, and over 70 cases have been treated there. 

Donations and Bequests. — The late Mr. James 
B. Dugdale, of Warebam, Dorset, has left by will £5000 to 
King Edward’s Hospital Fund and £1000 each to the Dorset 
County Hospital anu the Victoria Hospital, Bournemouth.— 
Under the will of the late Miss Emily C. Talbot, of 
Glamorgan, the testatrix has left £1000 each to King 
Edward VII.’b Hospital, Cardiff, the Swansea General and 
Eye Hospital, the University College of South Wales and 
Monmouthshire, and the Rest (seaside) Convalescent Home* 
at Porthcawl and Southerndown. South Wales; and £300 to 
the Gower Nursing Association of Queen Victoria’s Institute 
for Nurses.—By the will of the late Mrs- Jessie M. Smith, of 
Pollokshields, the testatrix left £10,000 to the Glasgow Royal 
Infirmary ; £5000 each to the Western Infirmary and the 
Victoria Infirmary, Glasgow ; £2000 each to the Ayr County 
Hospital and the Royal Samaritan Hospital for Women, 
Glasgow ; £500 each to the Glasgow Magdalene Hoeoitai, 
the Mission to the Outdoor Blind of Glasgow and the West 
of Scotland, and the Glasgow Society for the Education of 
the Deaf and Dumb.—The late Mrs. Hannah Derbyshire, of 
Oldham, has among other legacies left £1000 to Oldham 
Roval Infirmary.—As a peace thaokofferiog Mr. W. T. Farr„ 
of Mumbles, has given £5000 to the Swansea General 
Hospital. 
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NOTES ON CURRENT TOPICS. 

The General Election. 

This Parliament comes to an end this week, and a General 
fi£leotion will follow immediately. The voting takes place 
<jn Saturday, Dec. 14feh. The counting of the votes is post¬ 
poned until those recorded by the soldiers who are in 
Belgium and France can be received. 

The War Casualties. 

Mr. Macpherson, Under Secretary of State for War, 
stated last Tuesday that the figures available of the British 
'casualties during the war were necessarily incomplete. Up 
to Nov. 10th, however, the following were the figures, 
(including Dominion and Indian troops, for the various 
(theatres of operations :— 


Theatre 

of 

; Killed (In¬ 
cluding died 
from wounds 
and died Iron) 
other causes). 

Wounded. 

Missing 

(Including 

prisoners). 

Totals. 

opdniti^nB. 

Officers. 

Other 

1 ranks. 

Officers. 

Other 

ranks. 

1 

Officers. 

Other 

ranks. 

Officers. 

u * 

■ 2 

If 

Prance... 

32,769 

526,843 

l 

83,142 

1,750,2(3 

10,846 

315,846 

126,757 

2.592,8^5 

Italy ... 

86i 

941 

' 324 

4,612 

38 

727 

458 

6,280 

Dardan- 1 
eUea ... f 

1,785 

1 31,737 

I 3,010 

75,5C8 

258 

7,431 

5,053 

114,676 

'Salonika 

285 

7,330 

818 

16,058 

14 

2,713 

1,217 

26,101 

M*»sopo- \ 
taraia... ) 

1,340 

29,769 

j 2,429 

48,686 

566 

14,789 

4,335 

93.244 

(Egypt... 

1,098 

14,794 

2 311 

35.762 

183 

3,7(5 

3,592 

54,261 

Bast Africa 

380 

! 8,724 

478 

7,276 

38 

929 

896 

16,929 

Other ^ 
theatres s 

133 

690 

142 

1,373 

51 

| 908 

32* 

2,971 

Totals ... 

37,876 

1620,628i 92,664 

1,939,478 

12,094,347.051 

142,634 

2.907,357 


Grand total . 3,049,991 


‘The numbers “ missing ” include 6741 officers and 164,767 
other ranks known to be prisoners of war, and also over 
30,000 officers and other ranks whose deaths have been 
accepted for official purposes. In addition to the above 
figures there have been 19,000 deaths from various causes 
;among troops not forming part of any of the Expeditionary 
Forces. _ 

HOUSE OF LORDS. 

Wednesday, Nov. 20th. 

Prevention of Venereal Disease. 

Lord Sydenham asked His Majesty’s Government wbat 
<3teps were being taken to prevent the spread of veuereal 
disease during and after demobilisation. He said that after 
previous wars this disease had entailed effects upon the civil 
population which were existing to this date. At the present 
ttfme there were conditions which were even more favourable 
to the spread of the disease than those which existed in the 
past, and from personal study he was in a position to state that 
tiolees measures were taken quickly to combat the evil it 
would lead to most serious results. Legislation to deal with 
xt had been too long delayed. Nothing had been done 
^except the passing of a Bill to deal with quacks and quack 
remedies. That Bill had done good, but not as much as it 
■might have done, and quacks and quack remedies were still 
in existence in some places. Many more treatment centres 
-on the lines of those which hail already been set up by the 
Local Government Board would be needed throughout the 
<3onntry when demobilisation commenced, and time was 
runping very short. The Criminal Law Amendment Bill 
toad been held up, and he assumed that the Joint Select 
•Committee would be discharged, though he hoped that its 
flavours would not be wholly thrown away. He conld not 
understand why the Government had not proceeded with a 
sBill which was so urgently needed. He pressed that it 
■should be re-introduced and passed into law as quickly as 
possible. It would be a disgrace to humanity if Clause 5, 
which made it a crime knowingly to communicate venereal 
disease, were not enacted. Such an offence might easily 
too worse than murder, for it might not only wreck one 
life, but young lives as yet unborn. Regulation 40 D, he 
toe4ieved, would shortly be abolished. He did not think that 
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it had done any real good, but its disappearance left the 
country without any protection against tne wilful spread of 
the disease. He hoped that a number of points of special im¬ 
portance would be dealt with. First of all it was required 
that no soldier or sailor should be discharged while in an 
infected state. He was sorry to say that the total number of 
infected men was very formidable. Considerable strengthen* 
ing of the medical provision for dealing with the civil popula¬ 
tion was also necessary, as the present line of defence 
against the disease was not sufficient. The Prime Minister 
had laid great stress the other day upon the vital necessity of 
raising tne standard of public health in the country. He 
(Lord Sydenham) hoped the Prime Minister realised that 
the conditions he deplored were largely due to the ravages 
of venereal disease, that paost insidious enemy of the 
national vigour and the cause of immense economic loss. 
He pressed the Government to give an undertaking that 
they would grapple with the peril which would become 
acute when demobilisation came. 

Lord Muir-Mackenzie said that the danger regarding the 
present situation was that it looked like a deadlock, liis 
opinion from his‘work on the Joint Committee was that 
prompt measures were required. A disastrously long period 
of time had been allowed to elapse between the sending of 
the Bills to the Joint Select Committee. He did hope that 
the Government would not let the labours of that Committee 
be thrown away. 

Viscount Peel (replying for the Government) said that # 
the reason why the Criminal Law Amendment Bill had not 
been proceeded with was the Parliamentary difficulties 
arising from a crowded session. In judging the future 
attitude of the Local Government Board towards this 
subject it was only fair to remember what they had done in 
the past. Arrangements were made as long ago as April 
last between the Local Government Board and the Army 
Council that soldiers about to ^ be discharged should be 
examined, and that if they were suffering from venereal 
disease they should be detained in the military hospitals until 
such time as the disease had disappeared. A fresh situation 
might arise on demobilisation, but the Local Government 
Board were fully aware of the dangers which might 
arise from the release of infected men from the Army 
and Navy, and at the present moment discussions 
were taking place with the War Office with a view 
to preventing infected men being let loose among the 
civil population. Lord Sydenham might be interested to 
learn that some 130 treatment centres for venereal disease 
had already been established in England and Wales. If this 
was not enough allowance must be made for the shortage of 
medical staff and other difficulties created by the war. 
The Local Government Board together with the Ministry of 
National Service were arranging for the releaseof army doctors 
and naval surgeons who had specialised knowledge of venereal 
disease, and it was intended to press upon local authorities 
the necessity for establishing further treatment centres and 
clinics, especially in the evening. He could give a general 
assurance that the whole matter was being not only examined 
hut dealt with. 

The Archbishop of Canterbury deplored the delay in 
dealing with tbe subject. Several proposals had been made 
and successively tinkered with, but tbe matter remained in 
a state of confusion. He strongly urged that legislative 
action should be taken to combat the evil at tbe earliest 
possible moment. 

Lord Sydenham thanked the Government for their reply 
and said that the most important thing, in his opinion, was 
that there should be cooperation between the Local Govern¬ 
ment Board and the naval and military authorities. 


HOUSE OF COMMONS. 


Wednesday, Nov. 13th. 

Influenza in the Army. 

Viscount Wolmkr asked the Under Secretary for War 
(1) how many cases of influenza in the British Army in 
France and England were reported during the months of 
September and October, 1918; what hospital accommodation 
was there to cope with these cases ; whether any fresh hos- 

E ital accommodation was provided ; and, if so, how many 
ed8*, and (2) how many officers and men of tbe British 
Army died in England and Frauoe respectively from 
influenza or pneumonia during the months of September 
and Ootober, 1918.—Mr. Macpherson replied: I regret that 
the figures for the Uuited KiDgdom for the month of Ootober 
are not yet available. The figures for September are:— 
Influenza.. Pneumonia. 


Admissions. 

Officers. 110 .. 

Otber ranks ... 2791 


Deaths. Admissions. Deaths. 

Nil. 20 . Nil. 

18 . 361 . 75 


I cannot give the figures in the detailed form desired in 
the case of France. In September there were 92 admissions 
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to hospital on account of uneumonia and 24 deaths. The 
figures for October are: 2702 admissions to hospital and 
1044 deaths due to pneumonia, and 24,894 admissions to 
hospital and 421 deaths due to influenza. As regards 
hospital accommodation on Sept. 1st there were 96,000 
vacant beds in hospitals in the United Kingdom, and since 
•that date an additional 8000 beds have been provided. 

Viscount Wolmer : Is the right honourable gentleman 
taking steps to have the mortality statistics of the Army 
compared with the civilian statistics ?—Mr. Macpherson: 

I cannot say whether we are doing that now, but I will see 
that it is done. 

Viscount Wolmer asked whether the right honourable 
gentleman had received complaints in regard to the over¬ 
crowding of hospitals; and whether steps had been taken 
in all those hospitals in which influenza or pneumonia 
cases were numerous to reduce the number of inmates. — 
Mr. Macpherson answered : No complaints have been 
received regarding overcrowding in hospitals. It is impos¬ 
sible in every case to reduce the number of inmates owing 
to the widespread and very extensive nature of the out¬ 
break, and the fact that the hospitals are at present strained 
to the utmost by the arrival of wounded from overseas. 

Viscount Wolmer asked how many cubic feet of air space 
per patient was considered necessary by the military autho¬ 
rities for patients in military hospitals suffering from 
influenza and pneumonia.—Mr. Macpherson replied: At 

• present 600 cubic feet of arir space has been provided as a 
minimum in every hospital, and with adequate ventilation 
and efficient warming there is no evidence that this is in¬ 
sufficient for ordinary cases. It is recognised that cases of 
influenza and pneumonia require additional air space, and 
this is given whenever practicable. 

Colonel McCalmont : Is it not the case that in many 
districts where there has been this epidemic the figures 
have been very much lower for the troops than for the 
civilian population?—Mr. Macpherson : That is so. 

British Columbia Medical Degrees. 

Mr. Cecil Harmsworth asked the Colonial Secretary 
whether he was aware that under existing conditions medical 
men from British Columbia were prevented from registering 
in Great Britain unless they took a British degree; whether 
this was in consequence of arrangements made by the 
Foreign Office with one or more foreign and Allied 
countries; and whether any such regulations could be 
suspended in view of the present great lack of medical 
men.—Mr. Long replied: The difficulty in question arises 
from the fact that it had not been possible to arrange for 
such reciprocity between the United Kingdom and British 
Columbia as is considered to be necessary before an Order in 
Council can be issued applying the second part of the 
Medical Act, 1886, to that Province. 

Thursday, Nov. 14th. 

Medical Service of the Air Force. 

Mr. Joynson-Hicks asked the Under Secretary to the Air 
Ministry whether he was aware that at the last meeting of 
the Medical Administrative Committee they unanimously 
reaffirmed their view that the new medical administrator 
Bhould be willing to accept the principles laid down in the 
Medical Advisory Committee’s report, on the ground that 
unless this step were taken all the work of such 
Committee might be undone to the detriment of the 
Air Service ; and whether the new administrator 
was prepared to accept such resolution.—Major Baird 
answered: The reply to the first part of the question 
is in the affirmative. The offer of appointment was 

• made to Colonel Fell on the recommendation of the 
Medical Administrative Committee, which had not ascer¬ 
tained whether he concurred in the report of the Medical 
Advisory Committee. One of the conditions of the offer made 
to Colonel Fell is that he should be guided by the principles 
laid down by the Watson Chevne Committee, subject to 
certain amendments as regards principles of administration. 

Rabies in Devon and Cornwall. 

Answering Mr. Carew, Mr. Prothero (President of the 
Board of Agriculture) said : So far there has been no spread 
of rabies beyond the two counties (Devon and Cornwall) in 
which it was originally found to exist. But the period of 
incubation of rabies, though usually one.of days, may be 
one of months, and it is always possible that the disease may 
have been carried to another part of the country in a dog 
which has not yet developed it. I trust, however, that the 
measures which are being taken against the disease in the 
two counties are such as to insure its final eradication after 
all the present sources of infection have been brought to 
light. I am informed by the Local Government Board, who 
deal with hydrophobia, that there have been no cases of 
that disease, and consequently no deaths. The number of 
persons known to the department to have been bitten or 
scratched by rabid or suspeoted dogs is 25. 

Utebical far tjje ensuing ®Eeek. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street. W. L 

MEETINGS OF SECTIONS. 

Monday, Nov. 23th. 

ODONTOLOGY (Hon. Secretaries—F. N. Doubleday, G. Paton Pollitt, 

J. Howard Mummery): at 8 P.M. 

Casual Communication by Mr. J. Howard Mummery. 

Papers : 

Mr. Cole and Mr. C. H. Bubb: Bone Grafting In Un-unlted Fracture* 
of the Mandib'e, with Special Reference to the Pe dicled Graft. 

The Royal Society of Medicine keeps open house for 

R.A.M C. men and M.O.’s of the Dominions and Allies. The 
principal hospitals in the metropolis admit medical officers 
to their operations, lectures, &c. Particulars on application, 
to the Secretary at 1, Wimpole-street, London, W. 1. 

MEDICAL SOCIETY OF LONDON, 11. Chandoe-st., Cavendlsh-sq.,W. 

Monday, Nov. 25th.—8.30 p.m., Paper:—Prof. J. D. Adami, Col. # 

C.A.M.S.: Inheritance and Acquirement of Disease, a Study of 
tbe Rejected. 

Owing to the declaration of the suspension of hostilities, the 
meeting of the Society for Monday. Nov. 11th, was adjourned until 

Monday, Dec 2nd, at 8.30 p.m., when Col. H. J. Waring will open 
a discussion on Reconstruction in Medical Education ana Practioe. 

ROYAL SOCIETY OF ARTS, John-street, Adelphi, W.C. 

Wednesday, Nov. 27th.—4.30 p.m.. Lord d’Abemon, G.C.M.G. 

Drink Control in Various Countries. 

Thursday— 4.30 p.m., Bhupendranath Basu: Some Aspects of 

Hindu Life. 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Clinics each week-day at 2 P.M., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Post-Graduate Course were given In issue of Nov. 2nd.) 

THB THROAT HOSPITAL. Golden-square, W. 

Monday, Nov. 25th. —5.15 p.m., Special Demonstration of Selected 

Cases. 

Thursday.—5.15 p.m., Clinical Lecture. 

UNIVERSITY COLLEGE. LONDON, Gower Street, W.C. 

Two Lectures on Wound Shock. 

Friday, Nov. 29th. -5 p.m., Prof. W. M. Bayliss. (Lecture II.) 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37, Russell-square, W.C. 

Course of Lectures on Public Health Problems under War and After¬ 
war Conditions (each Lecture will be followed by a Discussion) 

Wednesday, Nov. 27th.—4 pm.. Lecture VIII.:—Alderman C* 

Spencer : National Kitchens and the National Health. 

NATIONAL ASSOCIATION FOR THE PREVENTION OF INFANT 
MORTALITY, at Dr. William’s Library, Gordon-square, W.O. 

Three Lectures on the Feeding of Children :— 

Tuesday. Nov.28th.—5.30 p.m., Lecture III.:— Dr.E.Pritchard: Tbe 

Drawing up of Diet Sheets. 

$aantms. 

For further information refer to the advertisement columns. 

Ashton under Lyne District Infirmary.— Sen. H.S. £250. 

Barnstaple, North Devon Infirmary.-H.S. £150. 

Birkenhead Borough Hospital.— Jun. H.S. £170. 

Bridgend, Glamorgan County Council.—Temp. Asst. M.O. 6 gs. p.w. 

Bristol Royal Infirmary.—H.P. and H.S. £120. 

Carlisle. Cumberland Infirmary. — Female H.P. £250. 

City of London Hospital for Diseases of the Chest, E— Res. M.O. 

Derbyshire County Council.— Tuberc. Officer. £500. 

Devonport, Royal Albert Hospital. —Res. H.S. £200. 

Dorchester, Dorset County Council Education Committee.— School 

Dentist. £350. 

Dorset County Counc /.—Female Temp. Asst. M.O. £400. 

Elizabeth Garrett Anderson Hospital, Euston-road.— Female H.P. Also 

Obst. Asst.. Two H.S s. £5). Also Cdn. Assts. Also Res. M.O. at 

Houss of Recovery, New Birnet. £60. 

Essex County. — vf.O li. £1000. 

Forest Gate, Sick Home— L.T. 7 guineas per week. 

Glasgow District Mental Hospital, Gartlnch.— Asst. M.O. 

IMlingly, East Sussex County Asylum —Temp. Asst. M.O. 7 gs. p.w. 

Leeds Hospital Jor Women and Children.— Hon. 8. 

Manchester, Baguley Sanatorium.— Med. Supt. £550. 

Monmouthshire County Council.— Female At>st. M.O. £400. 

Nottingham General Hospital.— Female H.P. and H.S. £250. • 

Queen's Hospital for Children. Hackney-road, E.— Temp. Assist. P. £25. 

Royal College oj Physicians , Pall Mali £a*f.— Milroy Lecturer. 

Royal Free Hospital, Gray’s Inn-road, W.C.— Female Medical and 
Gynaecological Registrar. 

St. Helens Lancs, Pilkington Special Hospital.—Rea. M.O. £500. 

St. Peter's Hospital for Slone, Ac., Henrietta-st., W.C— Jun. H.S. £75. 

Sheffield, Jessup Hospital for Women.— Hon. Asst. M.O. 

Sheffield Royal Infirmary.—Two H.S.'s. £150. 

Shrewsbury Dispensary , !£, St. John's hill, Shrewsbury.— Locum M.O. 

The Chief Inspector of Factories, Home Office, S.W., gives nottoe of 
vacancies for Certifying Surgeons under the Factory and Workshop 

Acts at Biggar (Lanara), Pontymister (Monmouth), and Wdtney 
(Oxford). 
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$irfys, Starriages, attb i|eaf|js. 


BIRTHS. 

Dutton.— On Nov. 16th, at 8t. Petersburgh-place, Bayswater, the wife 
of Surgeon Lieutenant P. B. Dutton. M.B., K.M., of a daughter. 
Mitchell.— On Nov. 16th. at Lelntwardine, the wife of Major Wright 
Mitchell, R.A.M.C., of a daughter. 

Quack enbos —On .Nov. 20th, at a nursing home in Taunton, the wife 
of Maxwell Quackenbos, M.D., of a son. 


MARRIAGES. 

Axlf.n Mauger.— On Nov. 12th, at Rouen, T. Stevens Allen, 

F. R.C.S. Ed., Captain. R.A.M.C.. son of Mr. and Mrs. T. Stevens 
Allen, of “ Tenchleys,” Forest Hill, to Elisabeth, daughter of the 
late Mons G. L. Mauger and Mme. Georges Mauger, of Rouen. 

Wiltshire— Monck-Mason.— On Oct. 26fh, at Alexandria, Captain 
H. G. Wiltshire. R.A.M.C., to Eileen, daughter of the late Colonel 

G. G. Monck-Mason, R.A., and Mrs. Monck-Mason, of St. Jean 

de Lux. - 

DEATHS. 

Cocke.— On Nov. 16th, at Wimpole-street, W., of disease contracted on 
active service, Robert Sturgeon Cocke, F.R.C.S., Captain, R.A.M.C., 
aged 44. 

Joites. —On Sept. 30th, killed in action, Captain Bvan Lawrence Jones, 
R.A.M.C.. attached 2nd H.L.I., aged 30. 

Jukf.8.— On Oct. 18rh, in Egypt, of neuritis and heart failure after 
rheumatic fever, Captain Andrew Monro Jukes, M D., I.M.S. 
Philson. - On Nov. 13th, at Karachi, India, Colonel S. C. Phllson, 

A.D.M.S.. R.A.M.O., aged 58. 

Spurrell.— On Nov. 8th, at the 19th General Hospital, Alexandria, 
Captain Herbert George Flaxman Spurrell, R.A M.C., aged 41. 
Winter.— On Nov. 15th, at the 20th General Hospital, France, Captain 
Laurence Amos Winter, M.D., R.A.M.C., aged 50. 

Woo. —On Nov. 15th, at South Devon and Hast. Cornwall Hospital, 
Frederick Joseph Woo, M.B.,Ch.B., F.R.C.S. Edin., aged 27, House 
Surgeon of the Hospital, from pneumonia following influenza. 
N.B.—A fee of 5a. ia charged. Jor the insertion of Notices oj Birthr. 
Marriagea. and Death*. 


EDITORIAL NOTICE. 

Ik is especially requested that early intelligence of local 
events having a medical interest, or whioh it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. _ 


Communications, Letters, &c., to the Editor have 
been received from— 


A. —Dr. W. Alllngham, Orsett; 
Admiralty,Lords Commissioners 
of the, Lond.; Dr. F. W. Alex¬ 
ander, Lond. 

B. —British Commercial Gas Asso¬ 
ciation, Lond.; Lt.-Col. H. W. 
Bayly, R.A.M.C.(T.); Sir John 
Byers, Belfast; Dr. G. S. Brock. 
Lond.; Messrs. Banton, Mackrell, 
and Co., Lend.; Mr. W. P. Bet- 
tany, Lond.; Dr. C. R. Box, 
Lond.; Dr. R. A. Bennett, Tor¬ 
quay; Capt. P. H. Babr, D.S.O., 
R.A.M.O.; Mr. J. L. Balderston, 
Lond. 

C. —Mrs. S. H. Connolly, Lond.; 
Canada, Overseas Military Forces 
of, D.G.M.8. of; Dr. J.T. Clarke, 
Ip'ih; Mr. W. J. B. Carter, 
St. Albans ; Dr. P. J. Cammidge, 
Lond.; Coal Control Office, 
Director of Publicity of, Lond. 

D. — Dr. R. Donaldson, Reading; 
Mr. H. Dickinson, Lond.; Mrs. 
C. Duggan, Lower Broadheath. 

E. —Dr. H. A. Ellis. Middlesbrough. 

F. —Dr. R. B. Ferguson, Lond.; 
Hon. Surg.-L1.-Com. P. Fildes, 
R N.V.R.. Factories, Chief In¬ 
spector of, Lond. 

G. Dr. A. K. Gordon, Shering- 
ham; Mr. H. B. Grimsdale, 
Lond.; Great Northern Central 
Hospital, Lond.; Capt. J. A. 
Glover. R.A.M.C. 

H. — Lt.-Col. C. B. Harrison. I.M.S. 
(retd.); Sir Thomas Horder, 
Lond.; Capt. F. Heatherley, 
R.A.M.O.; Capt. A. Hines, 
R.A.M.C.; Dr. H. N. Hardy, 
Croydon; Major W. K. Home, 
R.A.M.C. 

I. —Irish Ophthalmologlcal Society, 
Dublin, Hon. Sec. of. 

L.—“ London Local Government 
Board. Lond., Sec. of; London 
Dermatological Society; Messrs. 
Longmans, Green, and Co., 
Lond.; Dr. R. B. Low, Lond.; 
Mrs. O. Langmead, M.D.,Lond. 


M. —Medica Research Committee, 
Lond.; Lt.-Col. J. L. A. Mackay; 
Mr. J. McLaggan, Torphins; 
Duchess of Marlborough, Lond.; 
Bde.-8urg. Lt.-Col. A. B. R. 
Myers, Lond.; Dr. C. K. Millard, 
Leicester.; Mr. J. B. Macalpine. 
Manchester; Medical Society of 
London; Mr. W. Martindale, 
Lond. 

N. —National Union of Trained 
Nurses. Lond.; Capt. M. Nicoll, 
R.A M.C.; National Baby Week 
Council, Lond. 

O. -Mrs. S. O. O'Reilly, West 
Wellow. 

P. -Capt. J. Pringle, R.A.M.O.; 
Mr. J. Phillips, R.A.M C. 

R. — Royal Microscopical Society, 
Lond.; Royal Statistical Society, 
Loud.; Royal Mail Steam Packet 
Co., Lond., Capt. C. H. L. Rixon, 
R.A.M.C.; Mr. Ernest E. Roye, 
Southampton; Royal Medical 
Benevolent Fund, Lond.; Royal 
Institution, Lond.; Royal Society 
of Arts, Lond.; Mr. D. D. 
Robertson, Lond.; Royal Society, 
Lond. 

S. —St. Bartholomew's Hospital 
Journal, Lond., Eiitorof; Mr. 
A. H. Style, Pembroke; The 
Sphere , Lond , Editor of; Mrs. 
F. O. Slade. Lond ; Dr. G. A. 
Sutherland, Lond., Seal a Theatre, 
Lond.; Dr. C. G. Seligman, 
Maghull; Scottish Universities 
Parliamentary Association, Lond., 
Chairman of. Dr. E. Stolklnd, 
Lond : Capt. C. P. Symonds, 
R A.M.C. 

T. —Tasmania. Agent-General for, 
Lond ; Dr. J. M. Taylor, Phila¬ 
delphia ; Capt. E. Thorp, 
R.A.M.C. 

V. —Veterans’ Association, Lond., 
Organising Sec. of. 

W. —Mr. W. W. Smith, Dublin; 
Dr. F. P. Weber. Lond. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2. 


gtotes, SJjort Comments, &nb Jnskrs 
to Correspondents. 

THE TUBERCULOUS SOLDIER. 

Dr. Jane Walker, at the Royal Institute of Public Health 
on Nov. 13th, described the problem of the tuberculous 
soldier as one of the most pressing before the country. 
Owing to the lowered standard of health demanded from 
recruits in the later days of the war many conscripted men 
were, she said, unfitted*for the duties imposed upon them, and 
as a consequence became broken in health. More especially 
had this been the case with the tuberculous. The medical 
profession, Dr. Walker continued, were not in the best posi¬ 
tion to deal effectively with tuberculosis, since what Sir 
George Newman had described as “the wben? the how? 
the what? and the why?” of treatment had not formed 
part of the training * of the medical student, who- 
received practically no instruction at all in prognosis. 
Tne omission to instruct medical students in the beginninga 
of disease was specially disastrous in the case of tubercle. 
The average case which the student saw in hospital was so- 
advanced that even the man in the street could recognise it 
as tuberculous, but even these cases were seen in small 
numbers, as they were not admitted to the wards of general 
hospitals. Was it therefore to be wondered at, the lecturer 
queried, that so many practitioners failed to recognise early 
tuberculosis? While, on the one hand, this failure to 
recognise early cases had led to the admission of advanced 
cases to the Army, on the other hand many men had 
received exemption, as the result of X ray shadows, who 
were quite normal. Dr. Walker described the failure 
of sanatorium benefit under the National Insurance 
Act as scandalous. In London large numbers of patients 
were waiting for treatment, beds were few, and the 
period of treatment granted to each patient had been 
reduced to six weeks, a time totally inadequate to deal with 
the disease. Naturally, under such circumstances, sana¬ 
torium treatment was* a failure. The time to deal with 
the tuberculous soldier was in peace. In the lecturer's 
experience the relaxation of military discipline resulted in 
the ex-soldier running amok for a time and taking no 
interest in work. This constituted a great difficulty in the 
after-care of the tuberculous soldier. Much of the value of 
sanatorium treatment was thrown away by allowing the 
patient to return home without supervision and without 
occupation. At Nayland Sanatorium a school had been 
set up for instruction in sheet-metal work and 
silver jewelry making. These trades had been selected to 
fulfil three conditions: (1) the tuberculous workman to 
be his own master; (2) not to work against time; and 
(3) to obtain an income sufficient to keep him. The man 
was instructed how to keep a village shop, and was taught 
clock and watch cleaning as a fill-up for his time. The 
discussion which followed the lecture centred round the 
desirability of life in the Dominions, especially South Africa, 
for the tuberculous soldiers, provided that they were welcome 
gnests, and the necessity of preventing by legislation the 
production of new slums to take the place of those that had 
been swept away. 

PUBLIC HEALTH IN BOMBAY. 

Several circumstances have combined to render the 
health conditions of Bombay abnormal during the past three 
years, chiefly on account of the war. There has been an 
increase in the population owing to high wages and 
abundant employment; increase in the birth-rate and in 
the mortality ; overcrowding in every direction ; increase in 
rents and food prices; lastly, increase in income for most 
of the labouring classes, as well as for the richer people 
engaged in commerce, while for the salaried and official 
classes and for persons of small fixed incomes there was a 
virtual reduction owing to taxation and increased cost of 
living. The enormous traffic through this city by sea and 
land, particularly in connexion with the war, adds to the labour 
and difficulty of health administration, and a special assistant 
health officer was appointed, and the conservancy staff 
strengthened, on the suggestion of the chief medical 
officer, Dr. J. A. Turner. 

The health conditions of the city, as set out in Dr. Turner’s 
report for 1917, taking everything into consideration, com¬ 
pare favourably with the normal before the war. Calculated 
on a population of 979,445 (that of the census of 1911), the 
total death-rate was 34'09 per 1000, but Dr. Turner considers 
the population to have really numbered over 1,100,000. 
There was no epidemic of any disease except plague, and 
that only to a small extent. The causes of the infant 
mortality (304 par 1000 births) are considered at length : 
respiratory diseases, debility, and convulsions acoount for 
four-fifths of the whole. Much good work has been done 
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'fry Lady Willingdon’s organisation for securing proper 
treatment for women during confinement and for their 
infants after birth. There are 12 lady health visitors to 
^supplement the work of the corporation midwives, as well 
as three maternity homes with an infant milk depcit for each. 
'The death-rate in Bombay from all causes (34 09 per 1000) in 
1917 was in excess of that for the preceding year (3121), but 
•slightly below the decennial average (1907-16) of 34 59. The 
'highest ratio was that for respiratory diseases (11-46 per 
1000), showing considerable increase over the decennial 
average of 8*81; nervous diseases (210) were also slightly in 
excess of the average (2 01), but in all other important affec¬ 
tions there was a decrease in mortality. The cholera ratio 
was 0*06, compared with 0/33 ; that for plague was 1-74, com¬ 
pared with 3*52 ; and that for small pox 0*27, compared with 
0 59. Zymotic diseases generally showed a ratio of 6-03, 
-compared with 9-22 for the decennium, a very noticeable 
improvement. The death-rate from all causes varies very con¬ 
siderably according to caste or race. For Hindus, who con¬ 
stitute the large majority of the population, the ratio was 
34-46; for Mussulmans, 33-31; for Parsees, 19 81; for 
Europeans, 2185 per 1000. 

Plague has been cont inuously present in Bombay since 1836—that is, 
for 21 years. In 1903 it caused 20.788 deaths, or 26*78 per 1000 of the 
population ; in 1915 there were onlv 599 deaths (0'61 per 1000). in 1916 
the ratio was 2 02, and tn 1917 there were 1706 deaths (T74 per 1000). 
There were attacks aud deaths in each month throughout the year 
1917. and from March to the beginning of June it was epideintc. being 
worst in April as usual. The two Colaba wards suffered^raoBt (6*25 and 
•f>"78 deaths per 1000). Inoculation and rat destruction were carried out 
•vigorously; 501,632 rats were examined st the Parel Laboratory, of 
m bich 2 22 per cent, were found to beinfectel. In April the percentage 
infected was 5*1. Wherever a plague case occurred, or an infected rat 
was found, the place was disinfected throughout with pesterine, as 
well as all neighbouring gullies and passages. The total cost of dis¬ 
infectants used was 20,930 rupees. 

Cholera prevailed sMghtlv throughout tho year, there being 74 cases 
and 61 deaths, but did not became epidemic at any time. Tne death- 
rate was 0‘06 per 1000, compared with a decennial average of 0 38. 

Tuberculosis.—The mortality fro n tuberculosis, 216 per 1000, was 
•higher than in any of the three years immediately preceding, hut 
tower; than the decennial average (1907-ln). which was 2 58. The 
apparent increase over the years 1914 to 1916 is considered to have 
%een due to increased accuracy In diagnosis, many cases that would 
formerly have been returned as fever or bronchitis being now correctly 
^Hagiiosei and returned as tuberculosis. Moreover, the facilities provided 
•by the tuberculosis dispensaries for advice and treatment have brought to 
light many oases that would otherwise have been undetected. Port. 
Southern Section, had the aopareutly enormous tuberculosis death- 
rate of 14-44 per 1000. but of 50 deaths from this cause 43 occurred in 
<>he Lady Hardinge Hospital, leaving only 7 deaths (2’02 per 1000) to be 
•debited to the section. Tho Vntl-Tuberculosls League provides two 
dispensaries, each with a medical officer and three nurses. All cases 
*re reported to the health officer and disinfection of the homes Is 
-carried out. A sanitarium is about to be established by the leAgue for 
treating early cases, segregating advanced cases,’ dealing with 
-glandular tuberculosis In children, and to be utilised as an open-air 
school. 

Enteric/ever .—A considerable increase In enteric fever occurred among 
the civil population In 1917, commencing in June ; during this month 
and the three months following there were 189 cases and 96 deaths. The 
tsause or causes could not be discovered with certainty. Abolition of the 
open system of drainage, of the basket privy, and of the night-soil depbt 
Is recommended, and increase in fac litie* for removal of house refuse and 
accumulations of manure, so as to diminish breeding places of house¬ 
flies, and, perhaps most important of all, early notification. 

This most interesting report is accompanied by valuable 
'appendixes of statistical data and is illustrated by many 
-admirable diagrams. If a plan of Bombay could also be 
inserted we feel sure that it would be appreciated by students 
•of public health and municipal administration. 

THE TALE OF A CONVOY. 

Sir John Bland-Sutton had the good fortune to travel with 
a convov made up of many and various ships, and as he 
travelled in the escorting oruiser he learned to understand 
4 he difficulties over which the British Navy has had to 
triumph in shepherding its awkward but willing flocks 
across the Atlantic and into safety. The text of his story 
•entitled “ The Tale of a Convoy ” (London: Adlard and Son! 
£>P- 39), is Mr. Kipling’s cry of the big steamers . 

“Send out your big warships to watoh your big waters. 

That no one may stop us from bringing you iood. 

For if anyone hinders our coming you'll starve.” 

The instinct of a naval captain is to make his ship do 
precisely what the other ships in the fleet are doing, so 
keeping her relatively to the other ships always in the same 
<spot. The merchant captain is ever an individualist, and 
his ship generally gives him little help when he tries to sail 
her in a fleet. She goes her own gait steadily, she only with 
-difficulty accommodates her course to that of others. But 
use becomes second nature, and the captains became quite 
•good at station-keeping in the fortnight they spent together 
with the escorting cruiser every now and then sailing rings 
count! them and making caustic signals to the laggards aud 
-wanderers. Sir John Bland-Sutton recognises the alert 
•devotion to their multifarious duties given by all the officers 
sand men of the big cruiser, the readiuess with which they 


turn oat in alarms, the zeal with which a destroyer rushes 
out to protect one of its charges, the variety of the methods 
of attack prepared for meeting submarines. In fact, the 
landsman who rfcads this little pamphlet does well, for he 
will learn from it to realise how many are the professions 
included amongst the personnel of a ship of war. 

The author does not forget to emphasise an appeal that 
has often been made in The Lancet. “ Great ingenuity ia 
exercised to increase the carrying capacity of cargo ships 
and enable the owners to become richer, but little con¬ 
sideration is given to make the quarters for sailors, firemen, 
and stewards comfortable.” Surely at the end of this war 
the country, mindful of the Bplendid help it has had from 
these devoted seafaring men, will see to it that they are at 
least as well protected as their brethren who work in 
factories. No one who reads this little book and its stories 
of the sufferings endured by the sea-folk in the war can ever 
but be grateful to them for the invaluable help they have 
doggedly gone on giving to the country, above all, perhaps, 
the engineers. Tne book is written in a pleasant style, 
which makes the pictures live before us, and even if the 
account of the Thibetan hell in the last chapter makes ti 9 
shiver—well, that was intended. Sir John Bland-Sutton is 
to be congratulated on the interest of the story he bad to 
tell and on the skill of bis narration. 


THE CHILDREN’S JEWEL FUND. 
To the Editor of The Lancet. 


Sir,— The Administrative Committee of the Childrens 
Jewel Fund (a subcommittee of the National Baby Week 
Council) is anxious to make the best possible distribution of 
the money which has so far been collected or raised by the 
sale of jewels by the Appeal Committee. Grants* are 
available for the inception of new infant welfare centres and 
day nurseries, or towards certain new developments in con¬ 
nexion with existing institutions of the same kind. To the 
committees of voluntary institutions grants up to 50 per 
cent, may be given, while the committee is willing to con¬ 
sider applications for small grants towards the initial 
equipment of entirely municipal undertakings. Grants 
amounting to£5099 3s. have already been allocated to London, 
whilst Greater London and the Provinces have received 
£5015 5s. 


Full information may be bad on application to the 
Secretary to the Administrative Committee, 27 a. Cavendish- 
square, W. 1. Jewels and money should be sent to me at the 
offices of the Appeal Committee, 175, New Bond-street, W.l. 
I am, Sir, yours faithfully, 

Consublo Marlborough, 

Honorary Treasurer, Administrative Committee 
Nov. 16th, 1918. of the Children's Jewel Fund. 


PRECAUTIONS AGAINST FIRE. 

We have ofteu called attention to the warnings issued by 
the British Fire Prevention Committee in regard to the 
accidental occurrence of fires at celebrations and entertain¬ 
ments. The approach of the festive season, which the happy 
issue of the war is likely to make more festive, makes their 
repetition desirable. The general precautions suggested 
are 

Flags and bunting. -All kinds of h inting should he kept well deer of 
open lights and fires, and away from electric switch-boards aud fuses 

Evergreens -All dry shrubs are easily Ignited, especially the lir-tree* 
used in the winter, as they contain a considerable quantity oi resin 

Celluloid , being a highly inflammable material, should not be used In 
decorative schemes. 

Tissue paper (unless properly treated) should not ho used as a decora¬ 
tion or covering for illuminated globes. 

Paper lanUrjis.— All paper and similar lanterns should be hung by 
wire, and during the period they are lighted should be watched to see 
they do not swing, a swinging “ Chinese lantern ’* easily catches fire. 

Candles are easily bent out of shape, even by the alight heat ■>( 
another light below. Bent candles drop down and set things alight. 
If used for window illumination, curtains, Ac., must be well ued bncfc 
and raised blinds securely faateued. 

Electric wiring.—Do not make the slightest change in electric wiring 
without consulting a com.ret cut olectriclao or an electrical inspector. 
With additional Christmas precautions as follows:— 

Christmas trees should not be placed near window curtains or in 
positions in which a dr night may cause Inflammable draperies, Ac., to 
be blown on to the lights. 

Cotton-wool (unless properly treated) should not be used to represent 
snow, as it is highly Inflammable. Asbestos fibre or slag wool are good, 
substitutes. • 

Matches should not be put within the reach of childreu. Children 
should not be allowed to light Christmas tree or other candles unless 
adults are present. They frequently set fire to their clot hlng Instead. 

Buckets of water should always be available, also buckoes 
or bins of dry sand with scoops where oil or spirit is used. 
Stout blankets are useful for smothering incipient fires. 
Copies of this warning (No. 33) may be obtained gratuitous!v 
on written application, enclosing postage, to the Committee 
at 8, Waterloo place, Pall Mall, London, S.W.l. 


lVidli t\—The medical practitioner in question would regard 
the humorous criticism as a deeply-thought-out insult. 
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FOR A MORE RIGOROUS STANDARD OF 
CURE IN 

THE TREATMENT OF GONORRHlEA. 

By E. R. TOWNLEY CLARKSON, M.A., 
M.R.C.S.. L.R.C.P., 

SENIOR CLINICAL ASSISTANT, MALE GONORRHIK AL SECTION OF THE 
GENITO URINARY DEPARTMENT, LONDON HOSPITAL; HONORARY 
MEDICAL SECRETARY, NATIONAL COUNCIL FOR COMBATING 
VENEREAL DISEASKS; ADDITION AL DEMONSTRATOR OF 
HUMAN ANATOMY, UNIVERSITY OF CAMBRIDGE. 

With a 

SUGGESTED SCHEME AS REGARDS TESTING 
FOR CURE IN GONORRHOEA, 

By A. Malcolm Simpson, B.A., M.B., D.P.H. Cantab., 

«LTRGEON OUT-PATIENTS. ST. PAUL’S HOSPITAL; SENIOR CLINICAL ASSIST¬ 
ANT, GENITOURINARY DEPARTMENT (WOMEN), LONDON HOSPITAL. 

AND 

E. R. Townley Clarkson. 


In the past (a very recent past) the task of examining a 
patient suffering from gonorrhoea before discharging him 
as cured generally fell upon the medical man who had 
treated the case. To-day his responsibility is a great one, 
but one which is more easily discharged. It is in many 
cases a comparatively simple matter to send the patient to 
a Local Government Board clinic with a request for a 
thorough examination to be made as to whether he is cured. 
Such a test should be carried out at least on two separate 
occasions, after a due cessation of treatment. 

It is true there are still towns and large country areas 
without a clinic. It is impossible to over-estimate the 
crass lack of prevision on the part of the responsible 
municipal or other authorities who thus fail to make pro¬ 
vision for the reduction of suffering and disease among their 
fellow-creatures. 

It is impossible to conceive of any adequate explanation ; 
it is equally impossible to think that public opinion will 
allow national health thus to continue to be menaced by 
such factors as pseudo-religion or meticulous municipal and 
other jealousies, which thus stand in the way of normal 
hygienic development. 

Venereal disease has been a sociological problem ; it is 
now becoming a biological factor. In passing, I would 
quote from Norris :— 


Introduction. 

AN increase of venereal disease (V.D.)was formerly one 
of the aftermaths of war. “Post bellum Venus venit.” 
This statement now requires some qualification. Gonorrhoea 
and her grim sister syphilis are even now striding throughout 
the land, and I believe with increasing vigour, while the 

battle still rages. 1 . Tr , . 

A further increase in the victims of V enus when peace is 
declared is inevitable. The emotional condition of the 
nation will be intensely susceptible to various stimuli, and 
correlated to this there will be a widespread outburst of 
promiscuous sexual activity, with much resultant venereal 
disease. The pathological aggregate will be further 
augmented by the influx into this country of thousands of 
men and women, many of whom will be suffering from these 
disorders in a chronic and, in their estimation, in a non- 
inf ectious condition. Here is a menace to the national 
health the immensity of which cannot be realised. The 
number of such cases no man can forecast, but of necessity 
it will be great. 

It is obvious that many practitioners will be called upon 
in the immediate future to treat V.D. to whose purview in 
the past such cases have never or only rarely been 
presented. Upon such will rest a great responsibility—the 
responsibility of deciding whether patients suffering from 
V D. are in a condition to assume or resume conjugal rela¬ 
tions Upon their dicta will also hang the fate of thousands 
of other men and women. If their verdicts be carelessly 
passed large numbers of the unmarried, fallaciously 
encouraged by the verdict of “ cured,” will pass from con- 
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suiting-rooms and clinics as disseminators of the disease 
of. which they believed themselves to be cured. The 
responsibility applies in cases of syphilis and gonorrhoea, 
bat I am more immediately concerned with the question of 
the latter. For reasons I need not enunciate, I am convinced 
that the national health will be endangered to a far greater 
extent by the latter rather than by the former. 

To treat imperfectly or to discharge prematurely a patient 
suffering from pneumonia may imperil his health and possibly 
cause his death. Similar neglect with regard to a case of 
venereal disease must imperil the health and may cause the 
death of many individuals. ' 

Apart from the purely human factor reference should be 
made to the great economic saving which the nation would 
achieve if every case of gonorrhoea was searchingly tested 
before being “discharged as cured.” . Not only would the 
expense incurred by the community for further treatment, 
involved by the recrudescence of the disease after the pseudo- 
cure had taken place, be saved, but many thousands of new 
cases infected by the imperfectly cured would never ensue and 
the cost of their treatment would thus be obviated. If the 
reduction in efficiency of these individuals were taken into 
account in terms of work-days lost, it would be realised how 
great a national gain would thus be achieved. 

i This was written before the cessation of hostilities. 
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“There is probably no other disease known to medical 
science that has caused as much suffering and sorrow 
throughout the civilised world as has gonorrhoea. Neisser 
states that, with the exception of measles, gonorrhma is the 
most widespread of all diseases. It is the most potent 
factor in the production of ‘ race suicide.’ and, by sterilisa¬ 
tion and abortion, does more to depopulate the country than 
does any other one cause. The number of deaths annually 
that can be traced directly to this disease is difficult to 
estimate, but it is undoubtedly large. The majority of 
deaths due to this disease are usually under other headings 
in mortality statistics.” (Norris on “ Gonorrhcea in 
Women.”) 

These words are as a trumpet-call to efficiency of treat¬ 
ment. It is in the atmosphere they conjure up that I 
venture to submit the following fundamental principles for 
consideration in relation to a disease which is essentially a 
curable and almost entirely a preventable one. 

I. On the Necessity of Exercising the Most Rigorous 
Standard of Cure 

It is but the enunciation of a platitude to state that the 
standard of test for cure is a variable one. The verdict of 
cured is given at times solely on the grounds that there is no 
discharge (with or without a macroscopic examination of the 
urine). Between this the lowest rung of the ladder of tests 
and the highest in the shape of the scientific and relatively 
exhaustive “marriage tests” there are many intermediate 

In gonorrhoea the most rigorous test possible should be 
utilised. If such a test was always insisted upon the verdict 
“ cured ” would not result in the tragedies which too often 
follow in its train. 

The appreciation of the abstract is sometimes more easily 
realised by a statement of the concrete. With a view to 
pressing home an insistent plea for the universal application 
of a higher standard of cure, I will deal with a case which 
may be regarded as typical of a lamentably large group of 
patients. A man who is suffering from gonorrhcea is put 
through a certain course of treatment. As a result the 
disease is apparently cured, inasmuch as the standard of cure 
set up by his medical attendant has been attained. In the 
course of time—and here it is most important to point out 
that the intervening time may be one of months or of years 
the man marries. Between his “cure ” and marriage there 
has been no exposure to a fresh infection. Shortly after 
marriage he discovers that he is suffering from the old 
complaint. Now comes the tragedy. He is forced to arrive 
at a conclusion which he would give all he possesses to 
forgo. What are his data ? He was told that he had been 
cured of his previous attack, he knows he has been leading 
an absolutely chaste life. He is now suffering from the 
same disease. The only conclusion to which he can come 
(with his limitation of knowledge) is that his wife has 
lapsed from the paths of virtue and, having contracted the 
disease herself, has now handed it on to him. Here we 
see the elements in an inexpressibly sad and terrible 
domestic drama, all too frequently enacted. Ine man 
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forced by apparently irrefutable reasoning to the above con¬ 
clusion, the wife convinced of her own integrity, no mediator 
to explain and heal the breach. Apart from pathological 
results, there follows either a. life-long separation with all its 
attendant temptations and disabilities, or a continuation of a 
so-called union, which, beginning with a lack of faith and 
continued in an atmosphere of mutual recrimination, must 
almost necessarily result in a permanent wreckage of happi¬ 
ness. What is the explanation ? It is as simple as it is 
tragic. 

The standard of cure which was originally set up and 
which had been attained was a superficial one, and there¬ 
fore imperfect one. The examination on which the verdict 
of “ cured ” was based was insufficiently searching to 
discover the inimical gonococci. In one or both of the 
vesiculae seminales these had lingered in apparent quiescence 
during the months and possibly during the years, only then 
to break out from their lurking place with renewed 
virulence on the consummation of marriage. The husband's 
bridal gift to his wife was, indeed, a terrible one, and the 
infection which she derived she has handed back (in some 
cases with interest) to her all unconscious spouse. If at the 
time of “cure” the contents of the vesicles had been 
expressed and examined the danger would have been detected 
and eventually all would have been well. 

I need but merely refer to pyosalpinx, sterility, gonococcal 
rheumatism, and chronic invalidism as other lesions which 
may accrue from the non-insistence upon the most rigorous 
test as to cure. It is stated that whereas syphilis con¬ 
stitutes a third of pathology, gonorrhoea is a causal factor in 
nearly half the total number of cases suffering from diseases 
peculiar to women. It is surely unnecessary, in the light of 
such a statement, to debate upon the grave responsibility 
which presses upon all of us to find out the most stringent 
standard of cure known to science, and, finding it, to 
use it. 

For information as to the nature of such a standard of 
cure I must refer my readers to the suggested scheme at the 
end of this article. 

II. The Most Rigorous Standard of Cure Must be 
Applied to Every Type of Gonococcal Disease. 

There is no doubt that an insistence upon utilising the 
highest standard of cure does obtain amongst certain 
members of the profession. It is, however, a remarkable 
fact that a certain proportion of these penultimists fail to 
carry out their practice to a logical conclusion. These 
practitioners insist that before a married patient be allowed 
to resume marital relationship, or a bachelor on the verge 
be permitted to contract marriage, he should be run through 
the gamut of urinary, urethral, prostatic, and vesicular 
examinations. 

But what of the bachelor who determines as such to 
remain ? And here is my point: in nearly every instance he 
is discharged as “cured ” after an essentially less stringent 
test than is insisted upon by our idealists when dealing with 
the husband actual or potential. Why is the married man or 
matrimonial candidate so rigorously overhauled ! Because 
he may infect his wife that is or is to be. It is, indeed, a 
terrible fate for a married woman to develop a pyosalpinx as 
the result of an infection contracted from her husband. It 
is surely more terrible if many women contract the same 
hideous complaint, for without cynicism one must admit 
that in many instances such will be the result of pre¬ 
maturely discharging as “cured" the amorously flitting 
bachelor. Whether the suffering woman be a matron of 

virtue or the mistress of many is possibly beside the point _ 

from the logical purview ; from the sociological the latter is 
undoubtedly the more serious. 

A rigorous test is imperative for the married man in order 
to protect his wife ; for the bachelor it is necessary in order 
to safeguard society. I submit that in every case of 
gonorrhoea the most rigorous test known should be applied 
irrespective of the patient’s actual or potential matrimonial 
position and irrespective of the apparent lightness or severity 
of the disease. If this is not carried out the apparently 
cured will act as venereal emissaries in the dissemination 
of disease. 

Let us remember that, in urging the necessity of the ideal 
standard of cure, we are not only making for the reduction 
of suffering and the prevention of domestic tragedies, but 
we are working for the repopulation of England. By the 


prevention of gonorrhoea we prevent a large proportion of 
that sterility by which countless women are robbed of their 
potential offspring, and England of innumerable citizens, at 
a time when we shall need them most. 

III. The Standard of Cure should be Systematically 
Employed. 

Amidst the multifarious activities and tensions thrust upon 
us we have not fully realised the value of the admirable 
machinery set up by the Local Government Board in the 
shape of venereal cliniques. I believe that history will show 
the initiation of such a scheme to be one of the greatest 
pieces of public health work ever originated. 

As a result of this organisation a far-reaching series of 
statistics, medical and sociological, should be at our disposal. 
But unless a uniform standard of cure be systematically 
used the data from various institutions would not be com¬ 
parable, and it would be impossible to appraise scientifically 
the value of the various methods of treatment employed. 
Moreover, a fallacious index of the efficiency of different 
institutions will originate—for the clinique with a low 
standard of cure will have many cures to its credit, whilst 
the one with an ideally stringent standard will have but few. 
We have blindly worshipped too long and will continue to 
worship at the shrine of numbers—let us make certain that 
our numerical basis be a sure one. 

Let it not be thought that by suggesting that any 
particular “standard of cure” should obtain in all clinics 
I am advocating a policy which might result in a stereotyped 
conservatism. The standards of to-day are unfortunately 
in many cases the standards of yesterday, but there is no 
reason why those of to-morrow should be identical with those 
of to-day. 

Let us, however, be certain that the standard of to-day be 
the most rigorous one possible. It is easy to assent to such 
a statement, but difficult to'secure that any given standard is 
the most perfect. The underlying fundamental principle of 
such a test is that every weapon in the antigonococcal 
armoury should be utilised in order to dislodge that inimical 
micro-organism from every conceivable lurking place. From 
this it follows that every possible lair of a glandular nature 
should be most thoroughly explored by a searching examina¬ 
tion of its expressed secretion. 

How are the various standards to be compared ? I 
would tentatively suggest that in one group of clinics a 
certain standard of cure should be employed, whilst in 
another group another standard should be initiated. Care 
should be taken that the nature of the cases and the treat¬ 
ment administered should be as similar as possible. After 
a given period the number of cases which had been dis¬ 
charged as cured and which had returned for further 
treatment (a new infection being eliminated) should be com¬ 
pared. The comparison instituted therefrom should give 
evidence with a fair amount of scientific verity of the 
validity of the varying standards employed in the two 
groups of cliniques. In the case of large cliniques such 
an experimental method could be utilised with still greater 
advantage. 

I fully realise the difficulties which exist in these times of 
levelling up standards in medicine as in other spheres, but 
in this instance there is a peculiar necessity, eugenic and 
economic, incident to the present condition of affairs, which 
calls for the exercise of every possible endeavour in this 
direction. 

In these days of ubiquitous venery it is for us to know how, 
and knowing how, to act in such a way as to cripple, if not 
eventually to destroy, the luxuriant and deadly growth of this 
particular upas tree in the forest of disease. 


SUGGESTED SCHEME AS REGARDS TESTING FOR 
CURE IN GONORRHCEA. 

By Malcolm Simpson and E. R. Townley Clarkson. 

In the interest of the public health it is imperative that the 
most stringent standard of cure should be employed before a 
patient who has suffered from gonorrhoea is ‘ 1 discharged as 
cured.” If such a practice does not obtain many patients 
will be set at liberty with a fallacious sense of security. In 
this way venereal clinics and practitioners will be acting 
as distributing agencies of disease. 

We venture to suggest below a course of procedure to be 
followed before a patient is discharged. The method is 
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necessarily a tentative one. It is one which is used in the 
coarse of our hospital and private practice. We are aware 
that many may regard it as unnecessarily rigorous. We hope 
that with the lapse of time and the ingress of new ideas it 
may be improved by the introduction of more searching 
methods, but we must state our belief that the adoption of 
any standard of a less rigorous nature would be fraught With 
great individual and therefore sociological dangers. 

I. Males. 

1. Suspend treatment for at least one week. Patient 
should be advised to take alcohol as a provocative stimulant. 
If for any reason this should be considered inadvisable, 
the alcohol may be administered as a non-recognisable 
constituent of some palatable mixture. 

2. Patient to present himself for examination, having if 
possible refrained from micturition all night, or, at least, 
from four to six hours. Meatus examined and urethra 
“milked up” from bulb. The bacteriologist takes meatal 
drop on platinum loop, him is made, culture-tube is then 
inoculated. If no meatal drop then platinum loon is to be 
passed into urethra, and mucous membrane stroked forward, 
and film made and tube inoculated from wire. Patient 
micturates first portion of urine into sterilised vessel, which 
bacteriologist examines in culture media. Centrifugalisa- 
tion to be carried out or not as seems desirable. Any threads 
or deposit examined in film and culture. Gians penis is 
cleansed with soap, and later on with sterilised water, fore¬ 
skin retracted, ana urethra washed out with sterilised water, 
and patient placed in knee-elbow position ; the glans penis 
is not to be touched; shake out last drop of fluid in urethra. 
Systematically palpate prostate and vesicles, special atten¬ 
tion to be made to anv feeling of abnormality—e.g., thick¬ 
ened or occluded vesicles or nodules in prostate. Massage 
prostate and vesicles till a drop appears at meatus or 
presents itself after milking urethra forward from the bulb. 

N.B.—The drop may be either like white of e#g—l.e., slightly 
opalescent and homogeneous—or in marked cases turbid, yellow, or 
granular. 

Films are then made of the prostatic and vesicular fluid 
and culture-tubes inoculated. 

The glycerine drop is a product of the anterior urethra, and 
indicates that the prostatic or vesicular secretion has not presented 
Itself at the meatus. 

Finally, a urethral examination should be made, prefer¬ 
ably by Wyndham Powell’s instrument with magnifying 
eye-piece. The instrument having been passed, the anterior 
urethra from the bulb forwards is carefully examined in 
order to ascertain its condition as regards (a) hard or soft 
strictures or infiltrations; (h) intra-urethral warts; (c) 
infected follicles; ( d ) any abnormal congenital condition, 
e.g., angiomata. At the same time the roof and the floor 
should be carefully palpated over the urethroscope tube in 
order that any peri-urethral infiltrations present may be 
discovered. 

The glans penis is to be examined for para urethral 
follicles, especially in the cases of patients exhibiting a 
hypospadiac or epispadiac condition. The perineum should 
be examined with a view to discovering the presence of 
cowperitis and perineal abscess, <fcc. 

II. Females. 

Suspend treatment for at least one week. Patient should 
be advised to take alcohol as a provocative stimulant. If for 
any reason this should be considered undesirable the alcohol 
may be administered as a non-recognisable constituent of 
some palatable mixture. Examine as soon after menstrual 
period as possible. It is advisable to always wear gloves 
during examination of females. An abdominal examination 
should be made with the object of noting any abnormality. 
The patient should be examined in the dorsal position, lean¬ 
ing back in a urological chair, with the thighs flexed on 
abdomen and knees supported in crutches. The examiner 
wears a suitable head lamp. 

Method of Examination. 

1. Remark presence or absence of discharge, and, if any, 
note quantity, consistency, and colour. 

2. Vulva .—Vulva is to be cleansed and Bartholin’s glands 
to be carefully examined; note specially redness around 
opening of same—squeeze out contents if possible; resultant 
fluid to be placed by bacteriologist on film or culture-tube. 

3. Urethra .—The meatus is to be examined for the presence 
of pus. The floor should be pressed forward by nnger in 
vagina and film should be made and culture-tube inoculated 
with the secretion expressed. If no drop expressed, platinum 
wire passed into urethra, and mucous membrane stroked 
forward, slides should be made and tubes inoculated from 
wire. Crypts in vestibule around meatus urinarius should 
be carefully looked for and notice taken as to infection. 
Small retractor speculum should be introduced and the 
urethra examined thereby, especially as regards infected 


Skene’s tubules. Patient micturates; culture-tubes to be 
inoculated; centrifugalisation if deemed necessary. 

4. Vagina . — A speculum, preferably Cusco’s or Ferguson’s, 
is to be introduced and an examination made of the vagina. 
The cervix is to be exposed and any pathological appearance, 
such as erosion, polypi, cysts, or ulcer, noticed. If secretion 
(either the normal ropy mucous secretion or pus) issues 
from the cervical canal a film is to be made and a culture- 
tube inoculated. If none is seen, then gentle pressure 
should be made by means of a blunt sponge-holder forceps 
in an antero posterior position so that the contents of tne 
deeper cervical glands may be expressed. A film should be 
maae and a culture-tube inoculated with any secretion so 
obtained. 

5. A bi-manual examination of the uterus and adnexa 
should be made, so that evidence of any disease may be noted. 

The above should be carried out on two occasions at 
intervals of a month. 

Note.— It is Advisable that the bacteriologist should be present him¬ 
self and take his own specimens. 

No mention has been made of the place of provocative 
vaccines and the complement-fixation test in connexion with 
testing for the presence of gonococci. We realise the 
potentialities associated with these methods, but we do not 
at present regard their efficacy as sufficiently proved to 
justify their inclusion in a routine scheme. 

We take this opportunity of thanking Dr. G. T. Western 
and Dr. P. N. Panton, of the London Hospital, for their 
advice as to the bacteriological points involved in the 
foregoing scheme. 


A NOTE ON 

THE USE OF “ANTIGENS" IN DIAGNOSIS 
BY THE WASSERMANN REACTION: 

THE NECESSITY FOR FURTHER INVESTIGATION.* 
By C. H. BROWNING, M.D. Glasg., D.P.H. Oxon., 

DIRECTOR, BLAND-SUTTOX INSTITUTE, MIDDLESEX HOSPITAL; 

AND 

E. L. KENNAWAY, M.D. Oxon., D.Sc. Lond., 

CHEMICAL PATHOLOGIST, BLAND-8UTTON INSTITUTE, MIDDLESEX 
HOSPITAL. 

(From the Bland-Sutton Institute of Pathology of the 
Middlesex Hospital .) 

There can be no doubt that the adoption of a “ standard ” 
antigen would introduce a valuable simplification into the 
performance of the Wassermann reaction. It is the object 
of the present note, however, to draw attention to limitations 
of antigens in common use, which should preclude the 
adoption of any single one as a standard. 

The property which a substance or a mixture must possess 
in order to be termed a syphilitic antigen is that when mixed 
with syphilitic serum (heated at 56° C.) in suitable propor¬ 
tion and added to fresh guinea-pig’s serum it deprives the 
latter of its hsemolytic or complementing power ; a necessary 
corollary is that the same amount of “ antigen ” along with 
non-syphilitic serum shall be, in comparison, practically 
devoid of this action on complement. 

Stages in Evolution of Syphilitic Antigens. 

Tho following stages may be traced in the evolution of 
knowledge as to the syphilitic antigen :— 

(1) The demonstration that a watery saline extract of 
certain congenital syphilitic livers possessed this property 
(Wassermann, Neisser, and Bruck), which has subsequently 
been found to depend on autolysis rather than on the presence 
of abundant spirochnetes. 

(2) The proof that alcoholic extracts of normal tissues also 
yielded a syphilitic antigen (Levaditi and Yamanouchi, 
Porges and Meier, Ac.). As commonly UBed, such extracts 
contain alcohol, which is by no means a negligible factor in 
the production of the antigenic effect. 

(3) The demonstration that the property resides to a con¬ 
siderable extent in the ether-soluble, acetone-insoluble 
fraction of such alcoholic extracts (Noguchi), even granting 
that, as McLean states, the antigen is not “ lecithin,” but 
something which is precipitated along with it. 

(4) The observation (Browning, Cruickshank, and 
Mackenzie 4 ) as to the enhancement of antigenic power con¬ 
ferred on such lipoid mixtures by the addition of cholesterol; 
also the evidence subsequently afforded that crude alcoholic 
extracts could be enhanced in a similar fashion (Sachs). 


* A Report to the Mertical Research Committee. 
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The question as to which is the ‘ ‘ best ” antigen has 
received attention since an early period of such investiga¬ 
tions. For practical purposes it is desirable that the quanti¬ 
tative difference between a negative and a positive serum, as 
measured by the excess of the amount of complement which 
the serum-antigen mixture will inactivate in the latter as 
compared with the former case, should be as great as 
possible, since this is the only index of positiveness which 
exists. Accordingly, extracts of a variety of more or less 
normal organs have been examined and it has been found in 
general that alcoholic heart extracts possess this property to 
an outstanding degree ; thus human heart extract has been 
recommended by Michaelis and has been employed as 
syphilitic antigen for routine purposes by Thomsen and Boas, 1 
and a similar extract, with the addition of cholesterol, has 
been recommended by Fildes and McIntosh/ 7 who are sup¬ 
ported by Walker and Swift. 9 

Browning, Cruickshank, and Gilmour/ in their examina¬ 
tion of the ether-soluble, acetone-insoluble fractions of 
various animal tissues, found that the heart “lipoids” 
(from the ox) constituted a more potent antigen than similar 
products derived from ox-liver and kidney and egg-yolk, but 
they observed that ox-heart lipoid plus cholesterol, when 
mixed with certain normal sera (one being that of a labora¬ 
tory worker who habitually used his own serum as negative 
control), led to a very great inactivation of complement, 
which was not attended by a particularly high anticomple¬ 
mentary property of the lipoid mixture by itself. Thus they 
did not feel justified in adopting it for purposes of diagnosis. 
They therefore continued to use liver lipoid in the full know¬ 
ledge that the liver-lecithin plus cholesterol, as compared with 
certain other antigens, caused less complement fixation along 
with most syphilitic sera. 3 This deficiency was, however, 
considered to be compensated for, to a great extent, by the 
fact that when using the liver lipoid in parallel series with 
lipoid plus cholesterol, if a serum caused more complement 
to be inactivated in the cholesterol series than in the series 
without cholesterol, this was an indication of its syphilitic 
character and could be utilised in the diagnosis of weakly 
reacting sera. 

Heart Extract plus Cholesterol Antigen. 

The tendency of crude heart extracts plus cholesterol to 
cause a considerable amount of complement fixation with 
non-syphilitic sera has been recorded by a number of 
observers, especially in America (e.g., Bronfenbrenner and 
Schlesinger/ Smith and McNeal 8 ). On the other hand, the 
use of such an antigen, as first advocated by McIntosh and 
Fildes, has found much favour and neither these workers 
nor certain others have found non-specific effects, which 
doubtless depends on the criteria of a positive result which 
they have adopted. The popularity of this antigen is 
evident from the fact that of the four methods of perform¬ 
ing the test recommended in the Interim Report on the 
Wassermann Test of the Special Committee upon the 
Standardisation of Pathological Methods of the Medical 
Research Committee/' three employ this antigen and it is 
stated that (p. 37)— 

“ Antigen or Extract.—Of the various extracts which have 
been recommended at one time or another, that prepared 
from heart and reinforced with cholesterol, as recommended 
by Molntosh and FildeB, will be found simple to prepare 
and as satisfactory as any in use at the present moment.” 

The evidence as to the pre-eminent value of this antigen 
appears to rest on the extensive tests carried out by Fildes 
and McIntosh 7 which led them to the following conclusion, 
which is also quoted in the Interim Report by Harrison :— 

“ Since no antigen gave a positive reaction in any case in 
which heart-cholesterin gave a negative, the results have 
been tabulated as comparisons between heart-cholesterin 
and the other antigens.” 

Liver-lecithin plus Choleiterol Antigen. 

This, however, ceases to be the case when the liver- 
lecithin plus cholesterol antigen is used under optimum 
conditions (see Table). McIntosh and Fildes instituted a 
comparison between heart-extract, heart-extract plus 
cholesterol, Wassermann-Meier’s foetal syphilitic liver 
antigen, and the liver-lecithin plus cholesterol antigen of 
Browning, Cruickshank, and Mackenzie. It is important 
to note, however, that as regards the liver-lecithin plus 
cholesterol antigen, these observers, actuated by theoretical 
considerations, employed it in a dilution (1 : 20) much 
exceeding the optimum which was recommended by the 


original workers (viz., 1 : 8). Hence what McIntosh and 
Fildes really determined was the unsuitability of this antigen 
when employed under the conditions which they adopted, 
and not the inferiority of the method including the use of 
liver-lecithin plus cholesterol as originally put forward. 
Walker and Swift/ from their results, consider that the 
antigenic property of cholesterol-heart-extracts is especially 
evident when testing sera from late (treated) cases of 
syphilis. 

Results of Investigation by Authors . 

Recently we have carried out a series of parallel tests, 
employing liver-lecithin plus cholesterol, according to the 
usual method (Medical Research Committee’s Interim 
Report on the Wassermann Test, p. 27), and also McIntosh 
and Fildes’s heart-extract plus cholesterol under the precise 
conditions laid down by these workers as regards dilution and 
volume of antigen and amount of patient’s serum. We have 
always used varying amounts of complement in both series 
so as to obtain a quantitative estimate of the complement 
fixation. The results, while confirming our earlier observa¬ 
tion that the liver-lecithin plus cholesterol antigen with 
many positive sera gives a smaller amount of complement 
fixation than do certain other antigens, e.g., heart-cholesterol, 
have also shown that with a proportvm of sera which is by 
no means negligible (nearly 6 per cent.), the liver-lecithin- 
cholesterol antigen leads to greater complement fixation than 
does the heart-cholesterol antigen. \ (See Table.) 


Table showing Results with the Two Antigens. 
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II II 

H 

r-i 


? 


Difference of result in 

- or ? 

+ 

21 = 58# f 

17 per cent. 

- 

? 

24 = 66% J 


Total ... . 

.. 360 



We have examined several such sera repeatedly with 
different specimens of complement and with three different 
liver products (Thomson, Skinner, and Hamilton’s batches iii., 
vi., and vii.), so that the result may be accepted as of general 
application. Thus certain sera will be recorded as positive 
with liver-lecithin plus cholesterol and not with heart- 
cholesterol, while other sera will be more positive with the 
latter antigen. 

A further point which it is of importance to bear in mind 
in connexion with further work on antigens, is that not 
merely may one antigen differ from another as regards 
optimum concentration, but also that the amount of serum 
necessary to elicit the maximum complement fixation may 
vary. Thus, with the heart-cholesterol antigen reduction in 
the amount of serum, recommended by McIntosh and Fildes, 
leads to a striking reduction in the amount of complement 
fixation, whereas a similar reduction does not lead to this 
effect when liver lecithin-cholesterol is used as antigen. 

These results have led us to adopt the following procedure 
in conducting routine Wassermann tests. For each serum 
two series of three tubes each are set up : ( a ) containing liver 
lecithin-cholesterol (1 : 8 turbid emulsion) 0*3 c.cm. plus 
0-025 c.cm. patient’s heated serum ; and (6) heart extract 
plus cholesterol (1 : 30 rapidly mixed emulsion) 0*5 c.cm. 
plus 0 05 patient’s heated serum, along with increasing 
amounts of complement in each series. Thus the procedure 
is practically the same as that described by us in the Medical 
Research Committee’s Report except that the heart extract 
plus cholesterol is substituted for the emulsion of lecithin 
alone. 

We would strongly urge that the uncertainty which 
at present exists with regard to the significance of the 
behaviour of certain sera can be best cleared up by a collec¬ 
tive investigation concentrated on such cases, and that three 
classes of material are required : (1) cases of syphilis known 
to have reacted positively, in which the reaction is becoming 
extinguished as the result of treatment ; (2) untreated cases 

t Case 7—see Medical Research Committee’s Special Report, Series 
No. 21— (penile chancre supposedly of 18 days’duration) which reacted 
positively with liver-lecithin plus cholesterol, but was “ practically 
negative ” when tested with heart-cholesterol, illustrates this very well. 
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of congenital syphilis in which other children of the family 
or the mother are definitely positive ; and (3) cases in which, 
although there is no clinical suspicion of syphilis, suspicious 
or positive reactions have been obtained. An extensive 
selection of negative controls is also highly desirable ; these 
might best be obtained voluntarily from among laboratory 
workers. 

Conclusion. 

In the absence of an ideal antigen the present results 
indicate that a proportion of weak positive reactions will be 
missed if only a single antigen be employed in performing 
the Wassermann test. Hence it is advisable always to use 
both antigens. Since all laboratory tests are productive of 
the most valuable results when the clinician and the labora¬ 
tory worker collaborate intimately, the desirable procedure 
would appear to be that, where tests are performed with only 
one antigen, all sera should be preserved (e.g., by freezing), 
so that if a positive reaction fails to be obtained in cases 
which are clinically suspicious, the test may be repeated with 
the other antigen. Of course, when the reaction is being 
tested for the control of treatment both antigens should be 
employed. 
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THE RELATIVE CONTENT OF 

ANTISCORBUTIC PRINCIPLE IN LIMES* 
AND LEMONS,! 

TOGETHER WITH SOME NEW FACTS AND SOME OLD 
OBSERVATIONS CONCERNING THE VALUE OF “ LIME 
JUICE” IN THE PREVENTION OF SCURVY. 

A .—EXPERIMENTAL INQUIRY,\ 

BY HARRIETTE CHICK, E. MARGARET HUME, AND 
RUTH F. SKELTON. 

, B.— HISTORICAL INQUIRY ,, 

By ALICE HENDERSON SMITH. 

(From the Lister Institute , Director s Department .) 


Introduction. 

A belief in the antiscorbutic virtue of the preserved juice 
of the West Indian lime has long been cherished by the 
public. Such a faith is, however, not universally shared by 
those having experience, in recent years, of the value of 
lime juice for prevention or cure of scurvy. This scepticism 
is first found in the writings of the Arctic explorers at the 
end of the nineteenth century (see Jackson and Harley, 
The Lancet, April 28th, 1900). It has also been expressed 
recently by many observers who, confronted with scurvy in 
one or other of the recent theatres of war, have declared 
that they found lime juice of no avail as a prophylactic or 
therapeutic agent. Nevertheless, the literature 1 upon this 
subject appearing in the eighteenth and early nineteenth 
century is full of the praises of “lime juice,” and there 
appears to be every reason for believing that the use 
of so-called lime juice was responsible for the disappear¬ 
ance of scurvy from the British Navy in the first decade of the 
nineteenth century. The naval records of the period have 
been caref ully searched and the result of the inquiry forms the 
subject of the second section of this paper. A sufficient 
explanation of the anomaly will be found to lie in the fact 
that at this early date the term “ lime juice ” included the 
juice of lemons from the Mediterranean, whereas for the 
last 50 or 60 years it has been applied to the preserved juice 
of the West Indian lime. 

A .—Experimental Iru/uiry. 

A study of lime juice has formed an important item in a 
comprehensive investigation of the antiscorbutic properties 
of various foodstuffs which has been carried out by a group 

n atrus medico, var. acida . t Citrus medico,, var. limonum. 


of workers in this institute during the past two years. a This 
inquiry has confirmed and extended the researches of Holst 
and his co-workers, 3 published in 1912. Scurvy, in accord¬ 
ance with the view of ancient tradition, has been shown to 
be a deficiency disease, occasioned by absence in the diet of 
an unknown accessory food factor, or “vitamine.” This 
factor is present in living vegetable and animal tissues, in 
largest amount in fresh fruits and green vegetables, to a less 
extent in root vegetables and tubers. It is present in small 
amount in fresh meat and milk, and has not been detected 
in yeast, fats, cereals, pulses. The antiscurvy food factor is' 
sensitive to high temperatures and suffers destruction when 
the living tissues in connexion with which it is produced are dis¬ 
organised by drying and otjaer methods of preservation. The 
expressed juices of fresh vegetables rapidly become impotent 
in respect of antiscorbutic properties, but Holst andFrohlich 
(1912) detected a distinctly greater stability in this respect 
in the expressed juices of acid fruits. 

Experimental . 

In studying the distribution of the antiscurvy vitamine 
among the various foodstuffs the general aim of the experi¬ 
mental work has been to assign to each a definite quantita¬ 
tive value in respect of its antiscorbutic properties. The 
work has been done mainly with guinea-pigs, though 
later confirmatory experiments have been made with 
monkeys. 

Young, growing guinea-pigs, 300-350 g. in weight, 
were selected for the work. If all greenstuff is removed 
from the diet, and they are nourished on grain (oats and 
bran) alone, symptoms of scurvy appear after 10-20 days 
and death takes place in about 30 days. If, in addition, 
they receive a daily ration (60 c.cm.) of milk, heated 
at 120° C. for one hour to reduce its original antiscurvy 
value to a minimum, the general condition of the animal is 
much improved and growth is maintained for 15-20 days; 
the onset of scurvy is not, however, materially influenced • 
and death takes place after 30-40 days. (See Chick, Hume, 
and Skelton, 1918. 4 ) The value of fruit juices and 
their preparations was estimated by adding them in various 
amounts to this “scurvy diet” of oats, bran, and auto¬ 
claved milk, and determining the minimum daily ration 
required to maintain the animal in health and prevent 
occurrence of scurvy for a period of 90 days. At the end 
of this period the animals were killed with chloroform and 
careful post-mortem examinations were made, followed by 
histological study of the bony tissues. 

There is evidence that the guinea-pig is more susceptible 
to scurvy than many other mammals, including both monkey 
and man, and needs a greater proportion of anti¬ 
scorbutic food in its diet to obtain adequate protection from 
the disease. But there is every reason to believe that the 
relatwe value of different foods, as determined experimentally 
by this means, will remain the same for all, and the results 
obtained with guinea-pigs have found abundant confirmation 
in the available historical records of the worth of human 
diets from the standpoint of antiscurvy value. 

Preserved lime juice .—Four samples which had been 
supplied for official use were placed at our disposal at 
different times by the authorities. Two were the purified 
juice of West Indian limes preserved with rum (14 per cent.), 
one contained no preservative, and the fourth was a sample 
of Bombay lime juice, preserved with salicylic acid and 
alcohol. To our great surprise we were unable to detect any 
significant protection in a daily ration of from 5 to 10 c.cm., 
which was as large a dose as could be tolerated. It was 
possible that the age of the samples might be responsible for 
their inefficiency. The process of “ purification ” consisted 
of a lengthy sedimentation and a separation of all pulpy 
matter expressed from the ripe fruit; this alone involves 
several months, a fact which, when added to the length of 
time taken in transport, &c., renders it likely that this lime 
juice, when consumed, may be many months, even years, old. 

Crude lime juice .—Accordingly a series of samples of crude 
juice were examined ; the samples were cloudy and contained 
a considerable proportion of oily and pulpy matter. They 
were of various age, but some, at least, were fairly fresh and 
were examined immediately on their arrival in this country. 
In two samples only was any antiscorbutic value detected, 
and in these instances partial protection only was conferred 
by a daily ration of 5 c.cm. 

Fresh lime juice .—In order to eliminate the question of 
age and to obtain a satisfactory basis for comparison we 
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investigated the juice of the fresh fruit expressed in the 
laboratory. This we were enabled to do through the kindness 
and generosity of Messrs. L. Rose and Co., who supplied us 
with regular monthly supplies of fresh fruit, specially imported 
for the purpose. The fresh, ripe fruit J was cut in half and the 
juice pressed out by hand upon an ordinary glass lemon- 
squeezer, there was little admixture of rind products. It 
was used as fresh as possible, being kept in a refrigerator. 
On the arrival of the next consignment of fruit the remainder 
.was rejected and the fresher juice employed ; the expressed 
juice was never more than two months old when administered. 
Protection from scurvy was obtained with a daily ration of 
10 c.cm. ; with doses of 5 c.cm. and 2 5 c.cra. a definite 
degree of protection was manifested, but it was neither con¬ 
stant nor complete. The details of the above results are all 
summarised in Table I. 

Table I. — Antuoorbutic Value of Lime (Citru s Medica . 
var. Adda) Juice and Lemon (Citrus Medica , var. Limonum) 
Juice. 

Experiments with guinea-pigs.— Cabbage was removed from 
the normal diet of oats, bran, and greenstuff and replaced 
by the fruit juioea investigated. A daily ration of 60 c.cm. 
cow’s milk (heated to 120° C. for one hour to destroy anti- 
scurvy properties) was added to improve the nutritive 
value* of the diet. 
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t Limes imported moutbly from Dominica, squeezed in laboratory, 
and preserved In refrigerator. 

Uk., Unknown. Sal. acid., Salicvlic acid. 
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1 These limes were about 4 to 8 weeks In transit owing to war condi¬ 
tions of transport, and it has been suggested to us that this duration of 
time may have influenced the condition of the fruit unfavourably. 
We hope In the future to investigate the juice of limes only 2 to 3 weeks 
old, in order to see if the minimal protective dose for guinea pigs may 
not be lowered a little with juice obtained from fresher samples of 
fruit. It is unlikely that any significant alteration in the anti¬ 
scorbutic value of the juice will be obtained, as all the fruit employed 
in the above experiments appeared to be in sound condition. Never¬ 
theless, the point seemed to merit investigation. 


Fresh and preserved lemon juice. —Fresh lemon juice was 
found to be much more potent in respect of antiscorbutic 
properties. Marked degree of protection was discovered by 
a daily ration of only 0*5 c.cm., and this was almost com¬ 
plete in some cases with a dose of 1*5 c.cm. With a daily 
ration of 2*5 c.cm. complete protection from scurvy was 
attained. The value of fresh lemon juice was therefore 
estimated at about four times that of fresh lime juice. 
The lemon juice was roughly of the same age as the lime 
juice in the above experiment. The lemons were squeezed 
in the laboratory, the juice was kept in a refrigerator, and 
its age varied from a few days to two months. 

Our experiments with preserved lemon juice are still 
incomplete, but it appears probable that preservation with 
sulphite will prove satisfactory in retaining a considerable 
measure of the original antiscorbutic value. One sample of 
imported lemon juice from Messina, kindly provided by 
Messrs. L. Rose and Co., was found to afford distinct pro¬ 
tection from scurvy in a daily dose of 5 c.cm. when at least 
7 months old. 

Experiments with Monkeys. 

The question was of sufficient importance to warrant a 
series of experiments with another experimental animal, and 
young growing monkeys were selected. After observation 
for a month or more, to be assured that they were in normal 
satisfactory health, they were placed upon a generous diet, 
consisting of various cereal foods with nuts and abundant 
autoclaved milk, the antiscorbutic element being provided 
solely by the ration of fresh fruit juice provided. In case 
of limes the whole fruit was minced in order to include all 
constituents and the resulting mass squeezed in strong 
muslin of coarse mesh, yielding a somewhat thick liquid 
containing pulpy and oily matter. This was done imme¬ 
diately after delivery and at the same time, fresh lemons 
were procured and their juice expressed. Both supplies were 
kept in a refrigerator room, until the arrival of the next con¬ 
signment of limes, when a fresh supply of lemon juice was 
also prepared. It was thus arranged that the lime and lemon 
juice used in the experiments (detailed in Table II.) should 
be comparable as far as possible. 

Table II. 


Experiments with monkeys. —The diet consisted of wheaten 
biscuit, peanuts, boiled rice, wheat germ, and autoclaved 
milk (120 J C. for one hour) ad libitum. The antiscurvy 
food factor was provided only by the ration of fresh fruit 
juice. 
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c.cm. 

10 

K- 
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8 

c.cm. 

10 

R. 

1660 


2 

10 

2010 

91 

9 

10 

3130 

92 

3 

10 

3500 

64 

10 

5 

1900 

49 

4 

5 

3650 

115 

11 

5 

3500 

171 

5 

35 

2620 

120 

12 

5 

1750 

66 

6 

25 

1910 

101 

13 

2*5 

2010 

122 

7 

2*5 

2010 

163 

14 

2*5 

2030 

123 


Results of Experiments in Table II. 

Fresh Lime Juice. 

1. Good health, until sudden death from acute, undiagnosed Illness. 

2. Poor health, no symptoms of scurvy, death due to dysentery. 
P.M. no macroscopic signs of scurvy, histological evidence of slight 
scurvy. 

3. Good health. 

4. Acute scurvy, symptoms first noticed 49th day ; cured with daily 
dose of 5 c.cm. lemon juice, beginning 115th day. 

5. Scurvy, symptoms first noticed 45th day. 

6. Incipient scurvy. Death from dysentery complicated by a worm, 
infection of large intestine. P.M. definite signs of slight scurvy, 
hemorrhage in synovial membrane, incipient periosteal hemorrhage. 

deformity of rib-junctions. 

7. Slow chronic scurvy, complicated with intestinal worm infection. 

Fresh Lemon Juice. 

8 to 14. Good health. 

The fruit juice was, as a rule, acceptable to the moo keys, 
and the necessary ration, diluted with water and sweetened, 
with sugar, was readily sacked from the nozzle of 
syringe. This was not always the case with lime juice, 
the animals sometimes grew tired of it, and some coaxing- 
was necessary in order to get the ration successfully 
administered. 
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The experiments are set forth in Table II., and the results 
may be summarised as follows : with young, growing monkeys, 
of 2000-3500 g. weight, daily rations varying from 
2 5 c.cm.-lO c.cm. lemon juice never failed to prevent 
scurvy over periods of time as long as 4 to 7 months. The 
animals were in excellent health and spirits, and grew in a 
normal manner. 

In case of lime juice the result was otherwise, and the 
general health of the animals was distinctly inferior. In 
one case a ration of 10 c.cm. lime juice daily afforded 
protection from symptoms of scurvy for as long as 
three months. At the end of this time, however, the 
animal died of dysentery, and a histological examination of 
the bony tissues revealed some degree of abnormality. 
In Experiments 4-7, where the daily ration was 5 c.cm. to 
2*5 c.cm., scarvy to a more or less severe degree ensued 
in every case. Most of these experiments are still in 
progress. 

Experiment 4 is of particular interest. In this case very 
severe scurvy developed, accompanied by progressive loss in 
weight. The lower limbs became helpless, wrists and 
ankles were swollen and tender, the teeth became loose, the 
gums spongy and hmmorrhagic, and there were distinct 
follicular haemorrhages on the face at the base of the 
whiskers. Finally, blood was passed m the stools and death 
appeared to be imminent. The lime-juice ration was 
changed to an equal ration of lemon juice of equal age. In 
7-14 days the teeth became firm ; gradually all tenderness 
vanished in the limbs ; the animal regained activity and 
improved in weight. The cure was slow, but the curative 
dose of lemon juice was small in comparison with the 
severity of the case. 

The relative value of these two fruit juices, deduced from 
the trials with monkeys, is therefore in accord with that 
obtained in the experiments with guinea-pigs — i.e., the valve 
of fresh lemon juice is approximately four times that of fresh 
lime juice. 

In conclusion, our best thanks are due to Messrs. L. Rose 
and Co. for generously providing us with a regular supply of 
fresh lime fruit from Dominica, in spite of the difficulties of 
transport, &c., occasioned by war-time conditions. We desire 
also to record our appreciation of their willing cooperation 
in supplying numerous special samples of crude and pre¬ 
served juices, and for the accurate and detailed records made 
on our behalf of the methods used in their preparation. 
Without this assistance the above research would have been 
impossible. 

B. — Historical Inquiry, by Alice Henderson Smith. 

The lime juice now issued to the Navy and Army for their 
use as a preventive of scurvy is the juice of the sour lime 
(Citrus medioa , var. acida ) grown in the West Indies. To it 
has long pertained the reputation made in the Navy 125 
years ago by the “lime juice” used then. But that “ lime 
juice ” was not the juice of the sour lime. 

The citrous fruits first used by the Navy came from the 
Mediterranean, largely from Spain. They did not include 
the sbur lime, which is not grown in Europe; they did 
probably include the sweet lime ( Citrus medica , var. limetta ), 
but consisted principally of lemons ( Citrus medioa , var. 
limonum). In 1796 the war cut off Spain as a source of 
supplies and lemons were brought from Lisbon ; the supply 
was uncertain, insufficient, and very expensive until 1803, 
when contracts were first made through the naval repre¬ 
sentative at Malta. Thereafter, for many years, an annual 
contract secured an ample quantity of the juice of lemons 
grown in Malta and Sicily. This enabled the Admiralty to 
employ “lime juice” much more widely than had been 
done before, and for some years the issue was a general one 
and not confined, as before, to the sick and to the crews of 
ships on foreign service. Together with the improvement 
in victualling and in the general conditions of living on 
board ships of war this was successful in expelling scurvy 
from the Navy in the course of a very few years, and 
by 1810 the records of scurvy cease. From that time 
the disease has occurred only in isolated and exceptional 
cases. 

Before the middle of the nineteenth century complaints 
were made about the quality of the lemon juice sent from 
Malta, but by that time opportunities for the trial of it thera¬ 
peutically were rare in the ordinary service of the Navy. On 
the return of Sir James Ross from the Arctic regions in 1849, 
however, it was shown what disastrous results might follow 
from a deficiency in the supply. In order that other ships 


then about to leave England on Arctic service should be 
assured of a reliable protection from diseases the Medical 
Director-General caused lemons to be squeezed at Deptford 
for them, and this provision proved fully adequate. Arrange¬ 
ments were made for the careful supervision thenceforward 
of all lemon juice bought in Malta. 

About 17 years later, when the development of the lime 
cultivation in the West Indies made available a quantity of 
lime juice, the Admiralty transferred its contracts, and 
thereafter issued the juice of limes instead of that of lemons. 
The essential inferiority of limes to lemons in antiscorbutic 
power was not suspected, and the new supply was believed 
to be far better than the old. It was produced by English 
firms under such conditions as would secure its soundness 
and purity. 

Polar exploration again provided the test of its value ; 
and by comparing the experience of the ships provided with 
the pure lemon juice in 1850 with that of the first Arctic 
expedition that took out West Indian lime juice we get a 
very satisfactory human experiment, demonstrating the 
relative value of the two fruits. The setting of the com¬ 
parison is made more precise than is generally to be looked 
for in historical evidence by the following facts. 

The lemon juice for the 1850 expedition was prepared at 
Deptford, and much attention was paid to the best method 
of preserving it and for obtaining its maximum value when 
consumed at sea. The juice was issued to the ships under 
regulations which insured accuracy and definiteness in the 
quantity consumed by each member of the crew. The daily 
ration, 1 oz., was issued to each man individually, and drunk 
by him in the presence of an officer. In 1875, when Sir 
George Nares’s ships, the Alert and the Discovery , sailed to 
discover the North Pole, Sir Alexander Armstrong, who had 
been medical officer on the Investigator , was Medical Director- 
General of the Navy. So satisfied had he been with the 
results of lemon juice during the voyage of the Investigator 
that he gave directions that the juice should be issued in 
precisely the same way on the Alert and the Discovery 
as on the previous expedition, that is, in the same quan¬ 
tities, and with the same safeguards against any varia¬ 
tion in the consumption of it. But the juice issued 
to Nares’s ships was the “lime juice” from the West 
Indies. 

The two expeditions were so near to one another in time 
that the general conditions of diet, icc., were very similar ; 
but the later one did enjoy certain improvements of diet 
suggested by accumulated experience, including double 
vegetable and fruit rations, additional meat, sugar, &c., and 
a reduction in the amount of alcohol allowed. In casual 
supplies of fresh game and herbs there was no outstanding 
difference. Indeed, every detail of the conditions is very 
nicely adjusted for the comparison, any difference there was 
being in favour of the lime juice ships. 

And the result was not only clear, but emphatic. Nares’s 
ships, supplied with West Indian lime juice, went out in 
May, 1875 ; they had their first case of scurvy in January, 
1876. Premonitory scorbutic symptoms showed themselves 
in a further number of the crews in early spring, but they 
were not recognised, as scurvy was never thought of as a 
possible danger. With the starting of the sledge expeditions 
early in April, 1876, scurvy developed with great severity in 
the sledge crews and three deaths occurred ; concurrently 
there was a development, only less serious, among the men 
who remained on the ships. The expedition came home to 
England in October, 1876. 

On the other hand, the Investigator , supplied with lemon 
juice, left England in January, 1850, and got into the ice 
during the following summer. Throughout the next winter 
and the spring sledging she had no scurvy. In autumn, 
1851, her rations were reduced to two-thirds and her lemon- 
juice ration was halved, and she still had no scurvy through 
the following winter and spring. Only in May, 1852, her 
first case developed, 27 months after leaving home and after 
seven months of short rations and reduced lemon juice. 
Other 15 months passed before her crew were rescued, and 
in that whole period of three and a half years she had three 
deaths from scurvy, the same number that occurred on 
Nares’s ships within one year. 

The conclusion suggested by the history of this long 
immunity from scurvy during the voyage of the Investigator 
is supported by the history of other ships of her time, while 
the failure of the lime-juice ration to prevent scurvy on the 
Alert and the Discovery is repeated in later cases where it 
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has been relied on as a protection. In the absence of any 
other satisfactory explanation of the contrast afforded by 
the experience of these two expeditions — and the prolonged 
examinations of the Scurvy Commission of 1877 5 discovered 
none— it must be accepted at a very convincing piece of evi¬ 
dence that lemon juice is far more effective than lime juice in 
the prevention of scurvy. It fully confirms the results of the 
laboratory experiments which have determined more exactly 
their relative value for this purpose. 

Summary. 

1. The antiscorbutic value of the juice of fresh limes 
(Citrus medica , var. acida) has been compared experimentally 
with that of fresh lemons ( Citrus medica , var. limonum) and 
has been found to be distinctly inferior. Volume for volume 
fresh lime juice possesses a potency of about one-fourth that 
of lemon juice. In one instance severe scurvy developing in 
a monkey on a diet containing a small daily ration (5 c.cm.) 
of fresh lime juice was cured by an equal ration of fresh 
lemon juice. 

2. Preserved lime juice was found useless for the preven¬ 
tion of scurvy by the method employed. Experiments with 
preserved lemon juice are still in progress, but give promise 
of better results. 

3. The experimental results are fully confirmed by a 
historical study of 44 lime juice ” in connexion with human 
scurvy. At the period when scurvy was eliminated from the 
British Navy by its agency the term was used to express the 
juice of lemons, and it was not until the second half of the 
nineteenth century that the juice of West Indian limes was 
adopted in the Navy and Mercantile Marine. The history of 
two Arctic expeditions, that of the Investigator , 1850, and 
that of the Alert and Discovery , 1875, has been carefully 
investigated. The former, supplied with lemon juice, expe¬ 
rienced remarkable immunity from scurvy during the first 
two years of great difficulty and privation ; the latter, 
supplied with lime juice, suffered severely from scurvy at the 
end of the first winter spent in the Arctic regions. 

It should be noted in connexion with these facts that 
scurvy is a disease with a long period of development. As 
much as four to eight months upon a defective diet 
may elapse before definite symptoms of scurvy can be 
observed. 
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A CASE OF REPEATED CESSATION OF 
THE HEART BEAT. 

By E. P. POULTON, M.D. Oxon., F.R.C.P. Lond., 

ASSISTANT PHYSICIAN, GUY’S HOSPITAL ; 

AND 

H. M. STEWART, M.D. Camb. 

ArrEst of the heart for so long as 30 seconds is very 
uncommon ; we have only been able to find an account of 
one case in which the heart stopped repeatedly . 1 The notes 
of our case are given below. 

The patient, a man, aged 67, was seen by us on March 27feh, 
1918. He had been healthy all his life; had recently been 
excited over the war. He had been in the habit of taking 
plenty of exercise, bicycling up hills, &c. Just before his 
illness he was carrying some heavy portfolios about the 
house. No history of specific disease. On March 13th he 
complained of giddy attacks. His pulse was noticed on one 
occasion to be 30. He stayed in bed two or three days, but 
then he got up feeling quite well, but stayed upstairs. 
During this time he was having two or three short fainting 
attacks each day. On March 25th, at 2.30 p.m., he began 
having repeated fainting attacks till 4.30 p.m. The attacks 
began again at 5.30 and lasted till 7.30. He then got some 
sleep, but the attacks began again at 10 p.m. and lasted 

i Neubiirger and Bdinger : Berl. klin. Woch. (1893), xxxv., p. 69,100. 


nearly without intermission till his death in the afternoon 
of March 28th. During the fainting attacks the heart 
stopped beating. 

Clinical features of the attacks .—Between the attacks the patient was 
sitting up in bed talking perfectly normally. The pulse was bounding; 
radial artery palpable, but not calcified. On one occasion the pulse- 
rate was counted at 84 per minute, soon after it had recommenced 
beating after an attack. It remained at this rate for about 50 or 60 
seconds and then it gradually became slower, the rate falling to about 
60 or slightly less, the strength being fully maintained. In 86 second* 
from the start the pulse suddenly stopped. Immediately the patient 
grew pale and there was slight cyanosis. The patieut went on talking 
for 2 or 3 seconds, but then fell back on to his right side with a groat. 
In 5 to 7 seconds consciousness had certainly been lost, but It was 
impossible to be certain exactly how much earlier this had occurred. 
Loss of consciousness was followed by contractions of various muscles, 
and there were involuntary movements of the limbs. 

Breathing became gradually deeper and more convulsive, all the 
accessory muscles of respiration being brought into play. After about 
20 seconds the respiration was at the rate of 44 per minute and was 
extremely deep. This rapid deep breathing w'as the most noticeable 
thing about the case at this period. It was more marked than we have 
either of us evor observed in other pathological conditions. It can 
only be compared with the convulsive panting which occurs in the 
severest kind of muscular work. The patient’s face was livid and pale. 
There was no corneal reflex or light reflex. 

After 39 seconds, during which no pulse had been felt at all, 
it suddenly started again, at first rather weakly, but in 5 or 10 
seconds it had regained its normal strength, the rate being sometimes 
over 80 and sometimes between 75 and 80. Within two or three beats 
the face flushed bright red, and beads of sweat were visible, the 
conjunctive were congested, and there was excess of lacrymal 
secretion, and very soon afterwards consciousness was completely 
restored. 

The total length of the cycle was on this occasion 125 seconds. On 
other occasions it was 115 seconds. Roughly it ma 3 ? be said that during 
every two minutes the pulse completely-stopped for 40 seconds. This 
sequence of events continued with regularity all the time we were 
examining the case, some 45 minutes. 

There was no obvious abnormality about the heart. 

The patient was emphysematous and the apex beat barely palpable. 
There were no murmurs. When the pulse stopped no beat of the heart 
was audible with the stethoscope ; nor was there any sound suggestive 
of auricular beats. No venous pulsation in the neck was observed. It 
was unfortunate that no polygraph tracing could be obtained in 
this case. 

Various attempts were made to interrupt the events of the 
cycle. The patient was told to take some deep forced 
breaths during the conscious period, but without effect. He 
then breathed backwards and forwards through a piece of 
hose pipe, so as to increase the dead space and increase the 
CO 2 content of the lungs which might stimulate the heart; 
but again there was no effect. Firm pressure was exerted 
on the vagi in the neck, smelling salts were applied to the 
nostrils while the patient was unconscious but without 
effect. Sal volatile diluted with an equal volume of water 
was administered by the mouth. Vomiting was produced 
and the attacks ceased for about 20 minutes, but tnen they 
recurred. He died with signs of cardiac failure. 

Post-mortem —Lungs; Congested and oedematous. Aorta: Atheroma, 
particularly in descending thoracic part. Ileart: Hypertrophy of 
both left and right ventricles; they conralned rather more blood clot 
than usual. The heart muscle was rather mottled, but did not look 
very unhealthy; some moderate degree of fibrosis was suspected. The 
coronary arteries were atheromatous but patent. The aortic and mitral 
valves were slightly thickened. 

Brain .—-The vertebral, basilar, internal carotid, and cerebral arteries 
were all very atheromatous. The brain substance looked healthy. 

The abdominal viscera were not examined. 

Dr. P. P. Laidlaw very kindly examined some microscopic 
sections for us. 

Sections of the medulla were cut at the middle and upper part of the 
vagus nucleus. Numerous small hemorrhages were found throughout 
the sections, but they were more striking in the immediate neighbour¬ 
hood of the vagus nucleus. One in particular involved the nucleus 
itself, but had not destroyed the nerve cells at this point. The vagus 
nerve cells showed very poor Nlssl bodies and the nucleus was occa¬ 
sionally excentrlc. A few of the cells were vacuolated. The cells 
form a very great contrast to those of the hypoglossal nucleus along¬ 
side. It is doubtful, however, if the appearances indicate a nuclear 
lesion, since the apparent chromatolysis and the position of the 
nucleus are both conditions so frequently found in the vagus nucleus 
that they can be termed normal post-mortem appearances. The 
vacuolation is. however, abnormal. 

81nce the haemorrhages are numerous it is suggested that they are 
secondary to the repeated asphyxlal periods which occurred before 
death and are not primary. It is impossible to be certain on this 
point. The arteries at the base of the medulla showed a little 
atheroma, but this did not appear very advanced, and the smaller 
vessels appeared normal. 

Sections were also taken at regular distances over the lower part of 
the medulla. No abnormality was seen, and there was no appearance 
seen similar to those in Neubiirger and Bdinger’s case. 

Sections of the vagus nerve trunk did not show any sign of degenera¬ 
tion or any cellular infiltration suggestive of neuritis. 

Sections of the heart muscle which were cut failed to show the 
auriculo- ventricular bundle. It Is thus impossible to say whether thia 
was normal or not The heart muscle showed a little fibrosis at the 
upper part of the interventricular septum The largest artery in this 
region showed considerable fibrosis of the muscle and also some lntim&l 
overgrowth. 
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Discussion. 

The case published by Neuburger and Edinger was as 
follows :— 

The* patient was a man of 46, who had attacks of unconsciousness 
which came on after straining at stool. The attacks were of short 
duration and often repeated. Later on, the free intervals became 
shorter. The pulse was counted at 12 to 16 for some minutes and it 
became slower before stopping altogether. On restarting the pulse 
was more rapid to begin with. The sequence of events was compared 
with stimulation of the vagus in animals. The post-mortem disclosed 
congenital absence of the right cerebellar lobe. The myocardium was 
healthy. The vessels in the neighbourhood of the accessory fibres on 
one side of the medulla were dilate! and varioose. These fibres, 
according to Heidenhain, probably contain the inhibitory fibres to 
the heart. 

In the present case the fact that no venous pulsation was 
noticed in the neck, and that there was complete silence on 
auscultation of the prsecordium, suggests that there was 
complete arrest of the whole heart. The gradual slowing 
beforehand strongly suggests vagal action. However, this 
slowing was not so marked as in Neuburger and Edinger’s 
case. A pulse of 30 was noticed some three days before 
death before the repeated fainting attacks began, and this 
probably means that there was complete heart-block. This 


may have been a temporary condition, and may have been 
followed by attacks of arrest of the whole heart. 

Previous descriptions have laid stress on the convulsions 
that occur after the cessation of the heart beat. So far as 
we know, no previous description has been given of the 
enormously increased respiration that we observed. One of 
us (E. P. P.*) has found that the ventilation of the lungs 
in the severest cases of air-hunger is always less than 
20 litres a minute; but in severe muscular work four 
times this amount has been noted. The respiration 
observed in this case was quite comparable with the huge 
ventilation due to muscular work. A similar effect is 
noticed on ligaturing the carotids in animals. It is pre¬ 
sumably due to the stasis of 00 2 in the respiratory centres 
associated with a lack of oxygen, and since the blood 
normally arrives at the centre almost fully saturated with 
oxygen, it would require some seconds after arrest of the 
heart for the lack of oxygen to be felt. The rapid onset of 
dyspnoea also suggests a local action on the centres, and it 
may well be, as Haldane and Douglas have suggested, that 
the lack of oxygen acts by forming lactic acid locally in the 
respiratory centre. 


THE SPACING OF INJECTIONS IN THE 
MAINTENANCE OF A PNEUMOTHORAX. 
By CLAUDE LILLINGSTON, M B. Cantab. 


In a retrospect of the development of collapse therapy in 
pulmonary tuberculosis since it was started in England in 
1910 one fact stands out prominently. There has been no 
great teaching centre or standard work from which the 
beginner could learn and to which he could subsequently 
turn for help in difficult cases. The recently published text¬ 
book by Dr. Clive Riviere on this subject has therefore met 
a want. It says much lor the intrinsic value of this treatment 
that it has survived these early vicissitudes. Particularly 
with regard to the spacing of refills and the total duration of 
the treatment are the effects of the inadequate teaching of 
collapse therapy in this country evident. The decision when 
to discontinue the injections for good requires so much 
general experience and knowledge of the individual case that 
it is unsuitable for discussion in a short paper. But the 
publication of the following case may, perhaps, be useful as 
a warning against too long intervals between refills. 

A man, aged 23, pre¬ 
sented on Jan. 14th, 1918, 
signs of extensive disease 
of the right lung. The left 
lung was intermittently 
crepitant in the second and 
third intercostal spaces. 

Sometimes no moist ad¬ 
ventitious sounds were 
audible over this lung. On 
Jan. 31st the first injec¬ 
tion of gas was given, and 
by the end of February 
the clinical signs indicated 
practically complete col¬ 
lapse of the right lung. 

A few days after the 
ninth injection, given on 
March 1st, an acute inter¬ 
current infection sent the 
temperature vaulting. On 
this account, and because 
any extra activity seemed 
undesirable for the left 
lung at this critical stage, 
the next injection was 
deferred till March 15th, 
by which date the tem¬ 
perature had become prac¬ 
tically normal. After such 
a comparatively long inter¬ 
val it was anticipated that 
space for a large quantity of gas would be found. But after 
only 300 c.cm. had been introduced there was a pressure of 
4 - 8 cm. of water on expiration. There were no signs of a 
pleural effusion, but from the root of the lung to its base and 
round to the axilla and front of the chest respiratory sounds 
were plainly audible. In the hope that the lower part of 
the mng had become only loosely adherent to the 
chest wall, and that the adhesions would give way 


if a hjgh intrapleural pressure were maintained, injec¬ 
tions of gas were frequently repeated, and as high a 
pressure as -1- 16 cm. of water was created. With each 
injection it was, indeed, possible to reduce the air entry on 
the right side, but not for long. Even the development of a 

E leural effusion late in April failed to compress the lower 
alf of the right lung, and after May llfch no further 
injections were given. 

This was deplorable, and the only consolation to be 
extracted from my mistake was the reflection that, owing to 
the activity of the disease in the left lung, the patient would 
probably in any case have ultimately fared badly. There 
are few experiences more disheartening in collapse therapy 
than to find an otherwise promising case ruined by re- 
expansion of the lung and its adhesion to the chest wall 
for lack of timely refills. It is fatally easy to be caught 
napping when a pleural effusion has developed, particularly 
when the pneumothorax is incomplete. For as the fluid is 
reabsorbed the adherent section of the lung appears to act 
as a base from which adhesions spread to the previously free 
surface of the lung. But even without a pleural effusion 
the lung may, as in this case, flap against the chest 
wall and adhere there, despite every effort to detach it. 
Looking back on an experience of about ten years and of 


March 



In the chart * indicates injection of gas. In the following table are stated (1) ex; 
and inspiratory pressures before injection; ( 2 ) after injection ; and (3) c.cm. of gas injed 


- 

Jan. 

31st 

Feb. 

1st 

4th 

7th 

9th 

13th 

15th 

22nd 

March 

1st 

15th 

16th 

18th 

20th 

23rd 

(1) 

-7-11 

-5-15 

-4-12 

-5-16 

-2-12 

0-14 

-2-10 

-2-11 

-1-12 

-1-10 

0-12 

+2- 6 

-2-12 

-1-8 

(2) 

-5-10 

-2-10 

-2- 9 

-1- 5 

+2- 6 

+3- 6 

+ 2- 4 

+2- 4 

+6- 2 

+8- 5 

4-16+10 

+16+10 

+6- 0 

+ 7-2 

(3) 

300 

300 

500 

600 

500 

450 

50C 

400 

300 

300 

400 

400 

600 

650 


several hundred injections, I cannot remember a single 
case under my own care or that of colleagues in which 
refills were given too frequently. Error to the opposite 
extreme is, I believe, common, and many a patient’s 
prospects of permanent recovery have been irrevocably 
impaired. My grateful thanks are due to Dr. Esther Carling 
for permission to publish this case. 
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BLUE SCLEROTICS, 

IN CONNEXION WITH OTHER HEREDITARY OR 
CONGENITAL ABNORMALITIES. 

By Dr. N. VOORHOEVE, 

LECTURER ON ROENTGENOLOGY AT THE UNIVERSITY OF AMSTERDAM. 

Early in 1916 I had the opportunity of examining a father 
(C. W.)and his two daughters, in whom I found the following 
abnormalities. 

Description of Abnormalities. 

1. Brittle bones (fragilitas ossium).—The individuals were 
normal and full-grown at birth ; they exhibited no abnormali¬ 
ties, and particularly did not suffer from rickets. They 
enjoyed good health until at two or three years of age the 
first bone fracture occurred after a very slight trauma. This 
was soon succeeded by numerous other fractures; the father 
had 5 and the daughters 13 and 15 respectively. With 
puberty the frequency diminished and bone fractures only 
occurred sporadically. Nearly all the fractures healed with¬ 
out leaving any inconvenience; a few healed in a bad 
position or did not sufficiently consolidate. 

With the X rays the entire skeleton exhibited the same 
abnormalities—viz., a very thin cortex, which stood out 
sharply from the surrounding tissues ; further, it only con¬ 
tained a slight proportion of lime salts and showed a 
v rarefaction of the bone supports and an absence of every 
rachitical alteration. In certain fractures little or no 
endosteal, but very strong periosteal, callus had been 
formed. 

We have here characteristic cases of osteopsathyrosis 
infantilis. As to the cause opinions are still divided. 

2. The blue sclerotios. —In the two girls the dark grey- 
blue colour of the sclerotics immediately attracted ray 
attention ; in the father they were concealed by pingueculse. 
In both the father's eyes was a very marked arcus senilis. 
Closer examination by Dr. Smit disclosed no further abnor¬ 
malities in the eyes. It is quite possible that the father, 
who has an exophthalmia of his left eye, has only his thin 
sclerotics to thank for it. This exophthalmia showed itself 
when, about 6 years old, he suffered from “ glands in the 
eye. ” He now has besides maculfe corneae with consequent 

# irregular astigmatism, a myopia of 10 D., and a small sickle 
in the fundus. 

3. The father suffers from haemophilia. The two girls 
do not. 

Hereditary Inferiority of Mesenchyme. 

Recapitulating the a cove, we have three hereditary abnor¬ 
malities which find expression in the inferiority of three 
systems of organs — viz., the skeleton, the sclerotics, and the 
blood-vessels or blood. We now put forward the hypothesis 
that we have here to do with an hereditary inferiority of the 
mesenchyme. On looking up the literature I found that 
several writers had conjectured that fragile bones and blue 
• sclerotics point to an inferiority in the constitution of the 
fibrous tissue. Definite proofs were, however, entirely absent 
and the question has never been clearly postulated or looked 
into. The organs and tissues descended from the mesen¬ 
chyme are shown below. 

Ectoderm.—Epidermis with its derivatives; central and peripheral 
nervous system ; epithelium of the sense organs ; lens. 

Mesoderm.—Back segments (voluntary muscles); side plates (all 
epithelium of urogenltary system, epithelium of pleuro-perltoneal 
cavity). 

Entoderm.—Epithelium of entire intestinal canal with appendages 
Giver, pancreas, lungs, Ac.); epithelium of bladder ; gustatory papillae. 

Mesenchyme.—Skeleton; sclerotics; heart, blood-vessels and 
blood, ? spleen, ? lymph glands and vessels; fibrous tissue, ligaments, 
involuntary muscles. 

The question arises whether the patients exhibit other 
phenomena which would point to abnormalities in, or to 
inferiority of, the mesenchyme organs. In the father we 
find a premature degeneration of the corneae (arcus senilis) 
and of the blood-vessels (severe arterio-sclerosis at 54 years of 
age), besides which the ears stand right out from the head. 
In the elder daughter the jaws are too small and the lateral 
incisors are planted inwards. Both little fingers are in 
radial adduction to the metacarpo-phalangeal joint. All 
three patients are of slender build and small size and the 
palate is very high. No further abnormalities were found 
in the patients, who are very intelligent. The father has 
scars of tuberculous fistulas in the neck and shows retraction 
of the top of the left lung. 


Inquiry into the Members of the Family. 

The patient could furnish information concerning no 
fewer than 244* members of his family, extending over five 
generations. Consanguinity did not occur nor any trace of lues. 

Of the 244 members of the family 59 are here represented 
in a genealogical tree. I was enabled personally to interro¬ 
gate or examine 40 of them. In order not to impede the 
general view the Groups (#), (ft), and (c) have not been included 
in the diagram. 

Group (a) : Containing father and mother of (a), his brothers and sisters 
and their descendants. Information could be got about 83 individuals 
of this group. Among them I mention: It hicmophUia (son of 
daughter of ancestors); It epilepsy ; 7 cases of tuberculosis. 

Group (6)Containing father and mother of (b), her brothers and 
sisters, and their descendants. Information could be got about 69 
individuals of this group. Among them I mention: If congenital 
deformity of heart (grandchild of ancestors); It bom lame.lt dwarf 
(great-grandchildren of ancestors); 1 hunchback; 6t tuberculosis. 

Group (c); Containing father and mother of (c), her brothera and 
sisters, and their descendants. Information could be got about 
individuals. Among them I mention : 2 hunchback (children of 
ancestors); 3t lymph gland tuberculosis (2 children and 1 great-grand¬ 
child of ancestors); 1 severe rachitis (grandchild of ancestors). 

Observations with regard to Groups (ft) and (d) I shall omit. 
In Group (a) —that in, the grandfather of my patient and his 
descendants, excluding the branch of my patient’s father— 
there is an individual, the son of a daughter of the sire of 
the family, who died from haemophilia at the age of 8. We 
may assume that Group (a) conceals even more individuals 
suffering from haemophilia, but in any case the haemophilia, 
which recurs in later generations, is due to the ancestral pair 
which head this group. 

A list is given of the various congenital and hereditary 
abnormalities exhibited by the individuals in this genealogical 
tree. 


(1) C. W„ + brothers and staters. (2) C.W. + 3 children. (3) 59members 
of the family (including C.W. and children). (4) 33 members of the 
family (excepting C.W. and childreu). 


— 

(1) 

(2) 

(3) 

1 

(4) 

Number of Individuals. 

61 

41 

59 

33 

Blue sclerotics.. . 

1 

3 

4 

1 

(Blue sclerotics*) . 

(3) 

— 

(7) 

Cl) 

Brittle bones . 

1 

3 

3 I 


Haemophilia . 

2 

1 

4 

3 

Cong. vit. cord. 

— 

— 

1 

1 

Cleft palate . 

1 

— 

1 

1 

Rachischisis . 

— 

— 

1 

1 

Total abnormalities . 

5(8) 

7 

14 (21) 

7 (14) 

Individuals affected . 

5 

1 3 

9(16) 

6(13) 

Abnormalities per individual 

0*84 (1*33) 

1*75 

0-24 (0-36) 

0*13 (0*28) 


* In the cases of blue sclerotics given in brackets the discolouration 
was less intensive. 1 Examined. 

This number is a minimum and would probably prove 
even greater after a very careful examination. Two 
individuals who each had a bone fracture (at 12 and 
44 years respectively) are not indicated as suffering from 
brittle bones. Two individuals are marked as having 
suffered from severe rachitis ; it is not at all impossible 
that it was some other, perhaps hereditary, abnormality of 
the skeleton, and we may also ask whether severe rachitis 
does not point to an inferiority in constitution of the 
skeleton. It was my intention only to employ the fixed 
minimum of the certain cases of inferiority as the basis for 
my remarks. 

The table proves the enormous number of congenital abnor¬ 
malities of the mesenchyme organs in this family. We have 
before us a family in which haemophilia occurs hereditarily. 
But the inferiority of blood and blood-vessels is not seen 
exclusively in the presence of haemophilia; a congenital 
defect of the heart shows in what a labile equilibrium the 
constitution of this organic system is found. Brittle bones 
do not yet occur, but the constitution of the skeleton already 
shows signs here and there of labile equilibrium ; the cleft 
palate and rachischisis are there to prove it. Blue sclerotics, 
although less intensive than in my patients, are already 
found in several individuals, and one of them has, besides, 
an embryotoxon. 

Ail the abnormalities above described relate to the 
mesenchyme organs, but of certain mesenchyme organs no 
abnormalities are here mentioned. These are the spleen, 
the lymph glands and vessels, the fibrous tissue, the liga¬ 
ments, and the involuntary muscles. The descent of the 

* Infant* that died before attaining the age of 2 year* are not taken 
Into consideration. 
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spleen from the mesenchyme-is very doubtful, and we know 
so little about its physiology that it would not be surprising 
if an inferiority of this organ had not been found clinically. 
As to the lymph glands and vessels, the number of cases of 
lymph-gland tuberculosis in this family is striking, whereas 
the relation of frequency between tuberculosis of the lymph 
glands and that of other organs is very large. Possibly the 
diminished resistance of these organs against infection with 
the bacilli of tuberculosis must be considered as a sign of 
inferiority. Finally, it is not remarkable if inferior tissues 
concealed in the body, when their functions are not of great 
importance, do not show any appreciable abnormality. 
Further, I need only mention that many women, and also 
some of the men, belong to the type of the so-called habitus 
atonicus, without deciding whether this should be considered 
as a proof of congenital inferiority of the ligaments. 

On summing up the above, I am of opinion that the 
grounds here developed form a strong support for the 
hypothesis of an hereditary inferiority of the mesenchyme. 


that, together with de Kleyn, he had discovered deafness as an 
accompanying symptom of brittle bones and blue sclerotics. 
Professor Burger examined the ears of two of my patients 
and of two members of their family. All four suffer from 
typical labyrinthine deafness , an hereditary ailment par 
excellence , but an affection of an ectoderm organ.- On the 
other hand, van der Hoeve and de Kleyn and also Bronson 
found in their patients otosclerosis (mesenchyme), although 
both the two former and the latter observed in one patient 
a combination of otosclerosis and labyrinthine deafness. 
According to the investigations of Kishi, Quix, and van 
Lennep the atrophy of the Cortian organ in certain laby¬ 
rinthine abnormalities (in the dancing mouse, for instance) 
is most probably caused by a primary affection of the stria 
vascularis, a product of the mesenchyme. The possibility is, 
at any rate, presented that the affection of the labyrinth in 
my patients is a further proof of an inferior mesenchyme. 

This example shows that an examination based on this 
working hypothesis may present difficulties, and there is no 


Genealogical Chart Illustrating the Inheritance of Blue Sclerotics , dc„ through Four Generations . 
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A possible objection is that the inferiority of these systems 
of organs was due to some deficient organ or other. The 
thought of an organ with an internal secretion naturally 
suggests itself. Such an organ is, however, not only 
unknown, but its existence is improbable. Moreover, even 
after a very careful examination of these patients no single 
abnormality of any of the blood-glands was discovered. 

Significance of the Hypothesis. 

The presence of an hereditary inferiority in one of the 
four groups in which the embryonal cells are differentiated 
in the very earliest stage of development is of far greater 
general significance than to give an explanation of the 
origin of the abnormalities found in this family. It is a 
working hypothesis. It seems to be very important to 
follow up the combinations of hereditary abnormalities with 
other symptoms of degeneration in one and the same family. 
Have such hereditary inferiorities of the whole or of the 
greatest portion of the mesenchyme been known to occur ? 
Can they likewise be restricted to one germinal layer to the 
exclusion of the mesenchyme and of the two other germinal 
■ layers? Numerous examples appear to point that way. 

Among many questions I shall only mention one more: 
How far can the degeneration of a germinal layer or of the 
mesenchyme proceed in a family before the other germinal 
layers also begin to degenerate ? In January, 1916, Professor 
van der Hoeve stated at the Medical Society at Groningen 


Loubt that their number will not be small. I need only 
uention the critical classification of congenital and 
lereditary abnormalities, of symptoms of inferiority in con- 
titution and pathological abnormalities sensu strictiori , 
(specially when these occur in the individual in the 
imbryonal stage. Further, a high degree of discernment 
rill be required to distinguish between an abnormality and 
ts inevitable result on the one hand and two consequences 
if one and the same cause on the other. Moreover, descrip- 
ive embryology has yet many secrets to reveal and the 
ixperimental branch of this science is still in its infancy, 
whereas anatomy, physiology, and pathology will but too 
requently be unable to furnish the so ardently desired 
nformation. But this is no reason why one should allow 
he explanation of the spontaneous experiments exhibited 
n nature to pass by with a non possumus. If the inductive 
nethod does not lead us to the goal, we may at least expect 
hat the deductive method will create numerous questions 
ind points of view the answer to which will add an induce- 
nent to prosecute the search. If this hypothesis, even if ft 
hould prove to be incorrect, can in any way further this 
md it will not have been fruitless. 
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Hemmed Discussion on Influenza: Morbid Anatomy. 

In continuing the discussion on influenza which was 
reported in The Lancet of Nov. 23rd (p. 704), Dr. B. H. 
Spilsbury, discussing the morbid anatomy of the condition, 
gave an account of the post-mortem findings of 20 fatal 
cases, 15 occurring in persons between 10 and 37 years of 
age, the remainder being infants. The most constant con¬ 
dition found was acute inflammation of the air-passages of 
the vivid “flaming” variety, with abundant purulent 
exudate in the upper air-passages. He had found an 
organism having the morphological characters of Pfeiffer's 
bacillus in the air-passages in 12 out of the 20 cases. In 
16 cases there was acute broncho-pneumonia of two types. 
The first variety was a typical acute suppurative broncho¬ 
pneumonia, with a tendency to abscess formation and the 
constant presence of a streptococcus. In the other, 
which he called the haemorrhagic variety, there was 
(microscopically) haemorrhage into the alveoli, with little or 
no fibrin formation, and the pneumococcus was constantly 
present. In only one case had he found Pfeiffer’s bacillus in 
the pulmonary alveoli, and he regarded the pneumonias as 
caused by either a streptococcus or pneumococcus. He 
regarded the condition as a primary infection of the air- 
passages by Pfeiffer’s bacillus, the failure to find this 
organism in 40 per cent, of the cases being due either to 
the search not being sufficiently thorough, or because the 
organism had disappeared before death. Following this 
infection an invasion of the air-passages and lungs occurred 
by pneumococci or streptococci, one of these organisms being 
responsible for the pneumonias. The changes found else¬ 
where in the body were due to acute toxaemia, and in no case 
had he found either a pyaemic or septicaemic condition. 

Captain J. G. Hopkins, U.S.M.C., showed specimens of 
some of the American cases. The striking thing in the early 
cases was the intense haemorrhagic type of the bronchitis, 
and, connecting these bronchi, an area of most intense 
haemorrhagic consolidation. In other cases abscesses had 
been found, and they had had a number of cases with small 
miliary abscesses. In streptococcal cases there was a 
tendency to empyema. In one case of subcutaneous 
emphysema they thought they could trace the origin of 
the emphysema to a subpleural rupture. 

Captain C. F. Graham, U.S.M.C., said that out of 723 
cases clinically diagnosed as influenza 239 developed pneu¬ 
monia, all characterised by an intense cyanosis, frequent 
jaundice, high fever, and extreme prostration. The patho¬ 
logical findings in the whole series of cases showed an 
intense congestion of the lung and the respiratory tract, the 
pharynx and larynx, down to the very smallest bronchioles, 
approaching in the lungs themselves almost to the state of 
haemorrhage. The very frequent presence of the hasmolytic 
streptococcus gave rise to their conception of the situation— 
that the streptococcus was the organism most commonly 
concerned. Clinical Picture: Bacteriology. 

Surgeon-General Sir Bertrand Dawson, speaking from 
the clinical side, said that although the onset was generally 
acute it might be subacute or insidious, and the disease 
might start in the throat and not in the nose. The graver 
form might come on immediately or as late as the sixth day. 
The seriousness of the cases depended for their characteristics 
upon the relative prominence of (1) the septicaemia, and 
In that of the septicaemic cases the patient is in the lying 
(2) the amount of involvement of the respiratory tract and 
its nature. In each type the clinical picture is distinctive, 
posture, breathing quickly, and of a blue colour approaching 
heliotrope, but there is no true dyspnoea; the patient is 
fully aware of his surroundings ; the heart is rapid and the 
blood pressure low ; there are no physical signs in the lungs 
except perhaps a few scattered rhonchi, and there is no 
sputum. There may be purpuric patches and perhaps sub¬ 
cutaneous emphysema. The pulmonary varieties include 
the broncho-pneumonic cases, haemorrhagic or suppurative, 
with dullness, tubular breathing, and increased vocal 
resonance. Where bronchitis dominates the patient looks 
obviously ill and suffers from respiratory distress ; in the 
lungs there are scattered rhonchi and large areas of 


silence; the percussion note is high-pitched and resonant, 
and the patient is sucking in the lower intercostal spaces ; 
the bronchi are filled with purulent glutinous exudate. In 
the pulmonary type the findings are the same as in lobar 
pneumonia. He thought that the difference in the result of 
bacteriological investigation was due in part to the different 
methods employed, the difficulty in finding Pfeiffer’s bacillus, 
and the date of the disease on which the examination was 
made. Evidence tended to show that Pfeiffer’s bacillus did 
play a dominant part; its role was a pioneer one in that it 
prepared the way for other organisms. Its habitat was 
limited, but it might penetrate deeply, though not to any 
great extent. With regard to the other organisms, their 
morphology mattered less than their virulence. In the 
virulent cases the streptococcus was more often found than 
the pneumococcus. Diplococci were also found in some 
cases, and sometimes, on frequent subculture, returned 
gradually to the pneumococcal form. 

Colonel H. French’s pictures, which were taken at 
Aldershot, were then exhibited, showing the flushing and 
cyanosis. Experience of U.S. Medical Oflicers . 

General W. S. Thayer said that in the early epidemic the 
onset was sudden, more sudden than in any malady with which 
he was familiar ; a man could tell the exact moment at which 
he felt ill. Headache was complained of, sometimes chilliness, 
and pains in the limbs and body. Prostration was rapid, 
with rise of temperature. The pulse and respiration were 
not much accelerated; there were much flushing and 
injection of conjunctivas; the expression was dull and 
heavy ; there were little cough and few respiratory symptoms. 
Nose-bleed at the outset was very common ; sometimes there 
was slight coryza or pharyngitis. After 2 to 4 days the 
temperature fell by crisis to normal. There was no mortality 
and few or no complications in these early cases, which 
strongly reminded him of the outbreak in 1889-90. As he 
had said before, the only group in which complications 
occurred was among the men who were convalescing from 
phosgene gas, when there were 20 to 30 severe cases of 
pneumonia. The epidemic subsided, but there were still 
a few cases, which gradually grew more severe. Chills 
were more common at the onset and nose-bleed was 
very common. Herpes, coryza, and dry pharyngitis 
occurred. There was little expectoration at first, but it was 
more frequent later. Diarrhoea was usually present. The 
illness was severe, lasting 5 to 6 days, and pseudo-crises were 
not infrequent. Most of the men, if immediately hospitalised, 
recovered without complications, though there might be 
persistent bronchitis. When they had to be evacuated, even 
a short distance, the proportion of complications was much 
greater. Subcutaneous emphysema was always seen in a 
certain number of each group of cases, commencing in the 
neck and spreading downwards, and was probably due to 
escape of air from alveoli. 

Colonel W. Longcope, U.S.M.C., spoke of the epidemic 
as it occurred among U.S. troops in France, and emphasised 
the outstanding features—flushed face, puffy eyes, tracheitis, 
pains in back and in joints and bones and occasionally in 
muscle, the tenderness of the leg muscles being extremely 
noticeable. He had the impression that there were two 
infections — a primary infection and an infection of the 
respiratory tract, usually pneumonia. He drew attention to 
two other features. The patients at Brest, who had just 
landed from the boats, were emaciated, cyanosed, delirious 
or in coma, and always died. This was probably due to the 
difficulty in treating on board. In the subacute cases niles 
and expectoration (purulent) persisted, though the patients 
were much better. X rays showed scattered shadows through¬ 
out the lung. These patients might possibly recover, though 
some bronchiectasis would remain. Immediate hospitalisa¬ 
tion was necessary. Segregation and isolation were equally 
important, by means of which hospitals had been able to 
prevent the spread of the disease. In one hospital the 
patients were segregated according to the germ found. 
They were at first isolated, and those in whom streptococci 
or pneumococci were found were placed in another room, as 
a result of which very little pneumonia developed. 

Etiology. — Pulmonary Tuberculosis as a Late Complication^ 

Mr. Herbert Tilley said that in other epidemics 
pneumonia was regarded as a secondary infection, spreading 
from the upper air-tracts, whereas in this epidemic he had 
seen very few cases of complications in the upper respiratory- 
tract, although pus had been very frequently found post 
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mortem in the sphenoidal sinus. He thought that Pfeiffer’s 
bacillus opened the way in the upper air-passages, and then 
the pneumococcus, which was always present in the healthy 
nose, spread to the lungs. 

Dr. R. Murray Leslie said that practically no refer¬ 
ence had been made to a very formidable late com¬ 
plication—pulmonary tuberculosis. A large number of 
cases occurred exhibiting symptoms and signs of 
tuberculosis, including positive bacillary sputum, some 
months after an attack of influenza. He had had under his 
care at a metropolitan military hospital during the past few 
months young soldiers who showed symptoms and signs of 
tuberculous disease within periods varying from a fortnight 
to four or five months after an attack of influenza, some of 
the influenzal histories coinciding with the April and June 
epidemics at the front. He thought that true influenza often 
acted as the spark which lights up the conflagration, and 
that it was a wise precaution to be doubly careful in the 
convalescent stage of influenza in the case of patients with 
a constitutional or family predisposition to tuberculosis. In 
a few instances influenza might actually determine the onset 
of a fresh infection, though in most cases it might merely 
light up old quiescent or latent disease. Its action was 
comparable to that of measles and whooping-cough in 
children. A series of curves similar to those shown by Sir 
Arthur Newsholme and Dr. T. H. 0. Stevenson, showing the 
incidence and mortality from tuberculosis, taken at monthly 
or three-monthly intervals after the recent epidemics of 
influenza, might throw valuable light upon the actual rela¬ 
tionship between influenza and tuberculosis, and t>he degree 
of importance to be attached to this acute disease as the 
determining cause of tuberculosis. 

Major F. Meader, U.S.M.C., said that Transport No. 56 
left the United States on Sept. 14th and arrived at port of 
debarkation on the 21st, with 5951 troops. On the day the 
transport arrived 574 cases of acute respiratory disease began 
among the troops. Debarkation wap completed on Sept. 25th, 
and by Oct. 25th 1688 cases had developed. This was about 
28 per cent, of the total number of troops. Of those who 
became ill, 534 developed pneumonia, or 32 per cent. Of 
those who developed pneumonia 317 died ; this was 19 per 
cent, of the total number of cases and 59-3 per cent, of the 
cases of pneumonia. 

Experience with "Mixed Influenza Vaccine .” 

Captain W. E. Carnegie Dickson gave an account of his 
experience in the use of his “mixed influenza vaccine.” 
This was made from about 50 cases, throat swabs being 
taken from some 20 cases with high temperature before the 
onset of complications, and washed sputum and throat 
mucus from about 30 cases with bronchitis, broncho¬ 
pneumonia, &c. Its approximate composition, taking the 
whole at 20, was: streptococci, 5 parts; staphylococci, 
5 parts; pneumococci, 3 parts; minute Gram-negative 
influenza-like bacilli, 3 parts ; Friedliinder’s bacilli, 2 parts ; 
other organisms (AT. catarrkalis, &c.), 2 parts. For pro¬ 
phylactic use 60, 100, and 150 millions were given to adult 
males at weekly intervals, 40, 60, and 100 millions to adult 
females, and the amount of reaction produced by these 
doses tappeared suitable in the majority of cases. After 
testing the dose on healthy persons it was tried on 
influenzal cases with temperature but no pulmonary 
complications. The results were considered beneficial, in 
most cases apparently the disease was shortened and the 
occurrence of complications was prevented. The vaccine 
was then tried on cases of purulent bronchitis, broncho¬ 
pneumonia, &c., beginning with doses of 20, 40, 60, 80 
millions, at intervals of 3 to 4 days according to the severity 
of the case, with some success when the patients were not 
actually moribund, though there were not yet a sufficient 
number of cases upon which to base a scientific opinion. 
He had given the vaccine prophylactically to about 150 
persons, and, so far as he could ascertain, only two had 
developed anything resembling influenza, and these were 
doing well. Captain Dickson also referred to the question of 
the influenza carrier. In his hospital practice one of the 
most noticeable features was the frequent occurrence of 
small Gram-negative influenza-like bacilli in many of the 
cases of chronic bronchitis in which, clinically, the sus¬ 
picion of the presence of influenza had not arisen. They 
conformed culturally and morphologically with Pfeiffer’s 
bacillus, and these patients constituted, he was convinced, 
-the reservoir of influenzal infection in this country. 

Prophylactic Vaccination. 

Surgeon-Captain P. W. Bassett Smith, R.N., gave an 
account of the prophylactic vaccine which had been pre¬ 
pared in quantity at the Royal Naval College, Greenwich, 
and distributed to the depots and to ships of the Grand Fleet 
to be given to all on a voluntary basis. Its composition was 
as follows :— 

B. influenzae (3-5 strains) . 60 million per c.cm. 

Streptococci ( »» ) . 40 „ „ 

Pneumococci ( ,, ) . 200 „ •• 

Dose : 1st Inoculation, 0 5 c.cm. ; 2nd inoculation, 1 c.cm. 

In sending out the vaccine directions were given that it was 
not to be used if acute catarrhal symptoms or fever were 
present. One medical officer reported that in the coarse of 
the inoculations 10 cases occurred. Four of these had 
received one dose on the day of onset only. All ran a very 
mild course. Of the 6 not inoculated 2 were mild and 4 
severe, with one death. This pointed to the value of the 
vaccine even in the early stage. At Greenwich 1000 boys at 
the Royal Hospital School had received both inoculations 
and no case had occurred among them, though the disease 
was prevalent in the district. Amongst the thousands who 
had been inoculated the reaction, with one exception, had 
been slight, and there had been no evidence of an increased 
susceptibility or negative phase. 

Further Investigations of Prophylactic and Curative 

Vaccination. 

Captain H. E. Whittingham gave an account of the vaccine 
prepared by him and Dr. Carrie Sims and the results of 
treatment with it. It was made from organisms isolated 
from severe cases in the present epidemic and was 
used as a prophylactive and as a curative vaccine. 

It consisted of the following organisms : Streptococcus, 

50 million per c.cm. ; pneumococcus, 50 million per c.cm. ; 

Miorooooous catarrhalis , 50 million per c.cm. ; meningo¬ 
coccus, 20 million per c.cm.; and Bacillus influenza, 20 million 
per c.cm. The first dose was \ c.cm., the second, given 

7-10 days later, 1 c.cm. The curative dose was made up 

1/10 of this strength and given daily in some cases, in others 
every second day. The prophylactive vaccine had been 
administered to several hundred people, the local and 
general reaction being slight. In one institution 156 people 
were inoculated, 149 were uninoculated — total 305. The 
case incidence of the inoculated was 8 in 156 (i.e., 5 per 
cent.), amongst the uninoculated 18 in 149 (12 per cent.). 

All the inoculated persons who developed influenza had only 
slight attacks, the febrile period terminating in 48 hours and 
convalescence being well established by the end of a week. 

The 18 uninoculated persons who fell victims to the disease 
had typical attacks with a 5-7 day course in the milder and 
a more prolonged one in the complicated cases. Pulmonary 
involvement was distinct in seven of the cases. They did 
not claim that the vaccine was an absolute preventive, but 
thought that it would abolish or modify considerably the 
toxic type of the disease. The dose used as a curative vaccine 
was in all cases 1 c.cm., containing 5 million each of 
streptococcus, pneumococcus, and M. catarrhalis , and 

2 million each of meningococcus and B. influenza. The 
first injection was given as soon after admission as possible 
and repeated daily until the temperature fell to normal. The 
results showed that cases which were seen early might have 
their course cut short by a large dose of the vaccine before 
toxmmia had time to set in. In toxic cases, or those with 
high pyrexia, antistreptococcal serum 20 c.cm. was given, 
and 10 c.cm. thereafter daily for 3 to 4 days ; vaccine might be 
given also. As regards serum treatment, cases treated early 
in the disease had a far greater chance of recovery than 
those treated late. All cases were severe. Of those injected 
with serum before the sixth day all recovered — i.e., 6 out 
of 6, whilst those injected after that day—6 all told—died. 

Serum Treatment. — Salicin .. 

Major G. Nbwton Pitt, R.A.M.C., said that hromorrhagic 
sputum occurred with streptococcal infection, rusty sputum 
with pneumococcal, and purulent sputum was invariable with 
streptococcal infection combined with that of B. influenza. 

He regarded the toxic and lethargic cases as almost hopeless 
from the first. He had seen some benefit occasionally in 
the lethargic and toxic cases from antistreptococcal serum, 

20-40 c.cm. 

Lieutenant-Colonel C. E. Cooper Cole, C.A.M.C., spoke 
of 125 cases treated by polyvalent antistreptococcal serum 
as supplied by Burroughs and Wellcome or Parke, Davis & Co. 
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The best time for administration was the earliest possible 
after onset. Early mild cases cleared forthwith. In 
extremely toxic cases there appeared to follow a reduction 
in the toxaemia ; many patients who appeared about to die 
in two or three days held on for about ten days. 

Mr. E. B. Turner gave his experiences of treatment by 
salicin, which seemed to have a remarkable effect in cutting 
short the disease, preventing complications, and destroying 
the infectivity of the patient. The longer the treatment was 
delayed the longer the disease lasted. Very large doses 
were necessary (ordinary doses being quite useless), so that 
from the beginning the patient was drenched with salicin. 
He began by giving 20 gr. hourly for 12 hours. Less than 
this was of no value. It was best given in a cachet. He 
had tried salicylate of soda, but the effect was not so 
good. • There was buzzing of the head and sometimes 
delirium. He had used these large doses of salicin in 
patients with heart disease with no ill-effects whatever. 


MEDICAL SOCIETY OF LONDON. 


Inheritance and Acquirement of Disease: A Study of the 
Rejected. 

A meeting of this society was held on Nov. 25th, Dr. A. F. 
Voelcker, the President, in the chair, when Colonel J. G. 
Adami, C.A.M.C., gave an address on the Physical Census. 

With the onset of the war, Professor Adami said, we were 
fully prepared for the preliminary physical examination of the 
would-be soldier, and when from voluntary we passed to 
what may be termed, if not “impressed,” certainly 
“ impressive ” service, and from this to conscription of all men 
of serviceable age, it was scarcely noticed that at a bound 
we had established, under the Ministry of National Service, 
a physical census of the active manhood of the British Isles, 
and in November, 1917, for the first time, had placed ourselves 
in a position to gain a comprehensive grasp of the quality 
of that manhood, of its efficiency and its deficiencies. 
No civilised country has so dense a population, and none so 
large a section of population which for an equal number of 
generations has led a factory existence with all its known 
attendant effects upon the physical well-being of the indi¬ 
vidual and his offspring. The figures collected have not 
yet been fully analysed, but certain National Service Com¬ 
missioners have already made the necessary analyses for 
their districts, showing results gravely below the average. 
Thus for a small West Midland group of those of 18 years 
one Commissioner finds 660 per mille in Grade I. From a 
Northern city another obtained 531; in a busy manufacturing 
town of the Midlands the number was 573 ; whereas in 
certain Midland country districts it rose to 805 and 819 per 
1000.^ With such figures as these last it cannot be said that 
Dr. Keith has placed too high his * 4 Bogey, ” based on an 
analysis of the measurements of 1000 Cambridge students. 1 

Statistics of a Representative Section of England. 

I am indebted to Sir James Galloway for the monthly 
statistics for the first half of this year of all the districts in 
a representative section of England—representative in that 
it embraces areas which are some of them predominatingly 
agricultural, others mining, others industrial, among the 
latter one of the greatest textile centres, and one of our 
most noted centres for munition factories and workers in 
metal; along with these there is an important seaport. 
Taking the Grade I. men alone for April, we have the 
following figures : — 


# 

No. 

No. Grade I. 


examined. 

per mille. 

A mining area. 

A munition (metal work) area. 

7030 

703 

8919 

660 

An industrial area (cotton, jute, Ac.) 

5295 

623 

An agricultural area . 

2871 

613 

A seaport and shipping area .. ... 

A textile area (woollens) . 

1238 

491 

5001 

405 

A textile area ( ,, ) . 

2933 

384 


Here, granting that we deal with men of the same age- 
period, we have indications to an even greater extent of the 
loss of effective man-power in certain classes of the com¬ 
munity, and these indications are supported by the fact that 
it is not in one month’s returns only, but month after 
month the proportion of Grade I. men are materially 


lower in certain districts than they are in others. The 
indications are those of a condition so serious that 
for this reason alone it is essential that the Ministry 
of National Service continue its work after the war, 
if only to probe thoroughly into this matter of the 
relative health and efficiency of our manhood in 
different districts engaged in different occupations. As 
a basal investigation it is evident that whac is now 
needed is an analysis of the medical history sheets for 
1918, if not of the whole country, at least of areas devoted 
to special pursuits, or, better still, of those engaged in 
special occupations, in order to observe the primary condi¬ 
tion of those engaged and the progressive effect of those 
occupations upon the physical state of the workers. We 
need an analysis of the physical state of, say, 1000 workers 
in each important occupation belonging to the quinquennia 
18-23, 23-28, 28-33, and so on. With this we will 
possess a sound foundation, and provided with this 
we will for the first time be able to make positive 
statements regarding the state of our adult population. 

Causes of Rejection in an Industrial Area. 

Between Jan. 1st and June 30th, 1918, 24,281 men between 
the ages of 18 and 51 were examined in a large Yorkshire 
town. Of these. 1770 (or 72 8 per mille) were placed in 
Grade IV. There were in addition 74 class M. men so 
“ obviously unfit ” that medical examination was dispensed 
with. It is to be noted that in this area several thousands 
of miners were called up for examination up to the age of 
35 years, and the Deputy Commissioner calls attention to the 
fact that the majority of the rejections occurred between the 
ages of 20 and 30. I have arranged his data, not as he did 
according to relative frequency, but in classes according to 
the cause of rejection. 

Analysis of Main Headings of Causes of Rejection i/t 1844 
Cases in an Industrial ( Mining) Centre. 


I.— Infectior\8 and their Results. 


- 

No. of 
cases. 

Percentage 
of rejec¬ 
tions. 

Percentage 
of total 
examined. 

Tuberculosis . 

584 

31 6 

2*3 

(Pulmonary tuberculosis, 468 cases 
or 25*3 per cent.) 

Valvular disease of heart . 

188 

90 

07 

Infantile paralysis . 

69 

3-7 

0-29 

Otorrhoea . 

41 

2 2 

017 

Chronic bronchitis. 

39 

21 

015 

Rheumatoid arthritis . 

26 

1*4 

0T 

Disordered action of heart . 

10 

0-5 


Totals. . 

957 

50-5 

— 


II.— Injuries and Occupational Conditions. 


Amputations . 

104 

56 

0-42 

Varicose veins. 

98 

5*3 

04 

Injuries (head, back, and ex- ( 
tremities) .) 

81 

4-9 

0*33 

Opacity of cornea . 

12 

06 

0*04 

Miner's nystagmus. 

11 

— 

_ 

Flat foot .. 

11 

0-6 

0 04 

Hallux valgus . 

11 

0-6 

004 

Ventral hernia (post-operative) ... 

7 

0*4 

0-02 

Totals . 

335 

18*0 1 

_ 


III.— Nutritional and Chronic Disorders and Intoxications. 


Chronic nephritis . 

1 48 

2*6 

0*19 

Knock-knee . 

11 

0*6 

0*04 

Cataract (excl. congenital) . 

10 

0*5 

0*03 

Amblyopia and amaurosis . 

6 

0*3 

0*02 

Exophthalmic goitre . 

1 

— 1 


Totals . 

76 

4*0 

_ 


IV .—Conditions in the Main of Antenatal and Natal Origin . 


Epilepsy, major and minor. 

70 

3*7 

0 29 

Idiocy and arrested mentality ... 

53 

2*8 

02 

Talipes. 

18 

0*9 

1 0*07 

Myopia. 

18 

0*9 

0*07 

Dumbness. 

10 

0*5 

0*n3 

Diabetes . 

6 

0*3 

0*02 

Neurasthenia . 

Other inherited and congenital ( 
conditions .1 

5 

11 

0*2 1 — 

0*6 j - 

Totals. 

191 

10*0 1 — 


V .—Conditions in Part of Antenatal Origin, in Part Nutri¬ 
tional , Occupational , or Infective. 


Qprvature and deformity of spine 

Poor physique. 

Inguinal hernia . 

34 

30 

11 

1*9 

15 

0*6 

I oo 

1 KS 

Totals . 

75 

4*0 

— 


1 The Lancet, Oct. 19th, p. 542. 
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The outstanding feature in this analysis is that eminently 
preventable causes constitute much the greater portion of 
the headings. Infectious disorders and their results consti¬ 
tute more than half, tuberculosis of all orders roughly one- 
third, pulmonary tuberculosis just over one quarter. Here in 
an industrial centre injuries and amputations constitute one- 
tenth of the causes. What I would urge as the programme 
for the new future is: Continue the physical examination of 
young manhood ; from its results determine where we are at 
fault, ruthlessly wage war against those conditions which 
lower the vitality of our people, and thereby raise the general 
level of health and strength of our people. And with this, 
by the establishment of adequate grading, recognise and 
encourage the best and strongest among our people to the 
end that, mating worthily, they may propagate a sound, 
strong stock, and lead in the improvement of the race. 

Discussion. 

Sir Jambs Galloway referred to the need for secrecy 
during the war concerning the strength of the drafts for the 
front which the country was able to send, for no civil 
department’s information would have been of more value 
to the enemy. The facts supplied to the Premier, on 
which he based his remarks on the nation’s physique, may 
have been given with the same predominant idea, though 
Mr. Lloyd George’s instinct enabled him to approach 
surprisingly near to the truth. At that time, however, 
our enemies were too much concerned with the immediate 
prospect to pay much attention to that declaration. Now 
that hostilities were at an end the information which had 
been collated during recruitment, .and which was now being 
collected and analysed by the Scientific Committee of the 
Advisory Board, should be presentable to the nation, and he 
hoped these statistics would form one of the most useful 
bodies of figures for the hoped-for Ministry of Health. Sir 
James Galloway described the way in which the National 
Service medical boards were set up and the careful selection 
of examiners for the work was made. A very workable 
scheme of codification had been set up as a result of 
12 months’ industry, and he distributed among Fellows 
copies of the schedule in which this was set forth. He spoke 
also of the work of examination of women in the W.A.A.O. 

_a less numerous body—under Miss Turnbull, who was 

assisted by Miss Cameron. A special type of medical man 
and woman was needed for this work, and those selected had 
had 12 months of careful training. Consequently, informa¬ 
tion of vital character was available for to 3 million 
people. Concerning many of the results obtained, the 
Premier’s terra “appalling” was not in any way too 
strong, though the results and the proportions of 
fit men varied very steadily with the kind of occupa¬ 
tion followed. Among colliers 72 per cent., 77 per cent., 
and in one case 81 per cent, were Grade I. men—i.e., 
men of military age. In contrast to these gratifying figures, 
cotton weavers yielded 19 6 per cent. Grade I., while 
Grades III. and IV. amounted to 58*2 per cent, of the whole. 
In view of the unexpected nature of these figures, a visiting 
commissioner was sent down, and he reported that the 
grading carried out by the Board was, in general, correct. 
Of one day’s batch of 69 men only three were found to be in 
fairly good physical condition. The people here were said 
to be hard-working and industrious from an early 
age ; they had no time for games, and were content to 
be earning good money. Tuberculosis, rheumatism, and 
valvular disease of the heart were very rife. The people 
worked in a heated and vitiated atmosphere, and on emerg¬ 
ing into the outer air easily became subject to bronchial and 
other troubles. Of 470 examined between two dates 218 
were found to have unsuspected tuberculosis. These figures 
Sir James Galloway further elaborated from his returns. 
All this surely emphasised the need for carrying on this 
work of examining and codifying, and he would like to see 
an examination made of all at about 18 and again when 
they had had eight or ten years’ experience of their life’s 
work. He hoped the medical profession would do their best 
to make this effort a success. 

Mr. D’Arcy Power spoke of the ease with which thorough 
examinations could be made. The Special Appeal Board on 
which he sat was able to make difficult examinations in eight 
to ten minutes. No provision was made in Sir James 
Galloway’8 schedule for mental conditions, but perhaps 
that would be provided for. 


Professor F. W. Mott spoke of his work on the mental 

side. He was surprised to find among the inhabitants of 
a large asylum that 3’5 per cent, were so closely related 
as parent and offspring, brothers and sisters. One-seventh 
of the discharged men from the Army were released because 
of psychoses or neuroses. 

Sir Robert Armstrong-Jones spoke of the great im¬ 
portance of drill in young life, as shown by the remarkable 
fitness of the inmates of Dr. Barnardo’s Homes. 

Dr. E. C. Morland, referring to the suggestion that two 
or three generations of industrialisation damaged the germ 
cell, asked whether Professor Adami considered such damage 
to be permanent or was it redeemable. 

Sir StClair Thomson also commented on the importance 
of the work, of which the medical profession had long been 
well aware. 

Professor Adami replied. 


London Association of Medical Women.— 

The meeting adjourned from Nov. 5th was continued on 
Nov. 19th. — After a resolution had been unanimously passed 
that Regulation 40 D of D.O.R.A. was useless for the 
purpose of diminishing venereal diseases, constructive pro¬ 
posals were discussed, having as their object the arrest of 
the present widespread increase of these diseases. The pro¬ 
posals included : regulations for keeping the public thorough¬ 
fares free from solicitation by either sex and the knowing 
transmission of venereal diseases, the raising of the age of 
consent, the registration of lodgings for young people, com¬ 
pulsory secondary technical education for young people 
under 18. The punishment of brothel-keepers by imprison¬ 
ment without option of fine, the provision of adequate 
numbers of women police and the presence of women in 
police-courts when cases concerning women and children 
were being taken were also strongly urged. The conclusions 
reached by the association are being sent to the general 
meeting of the Medical Women’s Federation. 


aito JjUtfos of $ooks. 


Emergency Surgery. By JOHN W. SLU8S, A.M., M.D. r 
F.A.C.S., Associate Professor of Surgery, Indiana Uni¬ 
versity School of Medicine ; ex-Superintendent, Indiano- 
polis City Hospital; Surgeon to the City Hospital. Fourth 
edition. London : William Heinemann. (Rebman, Ltd.) 
Pp. 848. 17a. 6d. net. 

A BOOK on Emergency Surgery may attempt either to 
include an account of all surgery of an urgent nature, or to 
limit itself to such of the emergencies of surgical practice as 
may reasonably be undertaken by the general practitioner. 
Can it be doubted that the latter is the more useful inten¬ 
tion, as it will be the easier of accomplishment? For such 
a volume is essentially one for the use of the general practi¬ 
tioner, the circumstances of whose work may necessitate his 
undertaking at short notice, and perhaps far from expert 
assistance, operative or other treatment *hich, but for the 
urgency of the case, he would be glad to leave to others. If, 
on the other hand, the author is to concern himself with 
every surgical emergency his book will be loaded and its 
more important parts obscured by descriptions of cases so rare 
that no practitioner may expect to meet with them, or of 
operations so intrinsically difficult that the danger of inexpert 
performance of them may be actually greater than the risk 
incurred in waiting for the arrival of one whose training and 
experience in general surgery fit him for the treatment of 

such cases. _ „ , . 

In our opinion the volume under consideration falls short 
of success by attempting to be too comprehensive; its 
author clearly stated, in the preface to the first edition, that 
“ this is surgery for the general practitioner,” and so little 
knowledge is assumed that even a method of making an 
incision is described and figured, and some of the most 
ordinary bandages are shown (though we see no reference to 
the useful many-tail). But, on the other hand, we find 
accounts and figures of operations so difficult as exposure 
and suture of the heart and as cervical cesophagotomy, and of 
such magnitude as amputation at the hip-joint; or, again, 
of so little urgency as wiring of the patella. Yet there are 
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omissions, and the reader will search in vain for guidance 
in a case of perforation of a gastric or duodenal ulcer. 
While much of the matter is admirably sound and sufficiently 
lucid, much, again, is too superficially dealt with to be very 
helpful. Considerable attention has been devoted to the 
section on military surgery. The book is profusely and 
for the most part well illustrated, but gains nothing from 
the inclusion of the coloured figures 420 and 432. 


A Preliminary Course of Surgery. By R. L. SPITTEL, 
F.R.C.S. Eng., Surgeon to the General Hospital, 
Colombo ; Lecturer on Operative Surgery, Ceylon Medical 
College. With 111 figures in the text. London : 
Butter worth and Co. 1918. Pp. 466. Rs. 6.6. 

This book is intended to set forth for the student the first 
principles of surgery, and to be an introduction to the 
subject for those beginning their studies. Its author hopes, 
however, that, as almost the entire field of general surgery 
has been covered, it will serve as a text-book of surgery for 
that class of student in India and Ceylon whose limited 
years of apprenticeship preclude him from the study of 
larger works. This hope, we think, is too ambitious for 
fulfilment by the book in its present form ; no reasonable 
limitation of a student’s years of study, even though the 
standard aimed at be not a very high one, should prevent his 
acquaintance with larger works than this. For the repre¬ 
sentation of the principles of surgery in this volume is too 
superficial to be either clear or interesting, while the 
development of those principles in the later chapters form 
little more than a collection of lecture notes. 


The Practical Medicine Series. Comprising Eight Volumes on 
the Year’s Progress in Medicine and Surgery. Vol. II. : 
General Surgery. Series 1918. Edited by Albert J. 
Ochsner, M.D., F.R.M.S., LL.D., F.A.C.S. ; Major, 
U.S. M.R C. ; Surgeon-in-Chief, Augustana and St. Mary’s 
of Nazareth Hospitals ; Professor of Surgery in the Medical 
Department of the State University of Illinois. Chicago : 
The Year-Book Publishers. Pp. 627. $2.50. 

This volume contains a comprehensive review of the 
literature on general surgery for the year 1917. The pub¬ 
lishers call attention to the fact that although the series 
is intended primarily for the general practitioner, yet the 
arrangement in several volumes enables those interested in 
special subjects to buy only the parts they want. And this 
volume is well worth buying, either by the general practi¬ 
tioner or by the professed surgeon, for few, especially in 
these busy times, are so well up in surgical literature as to 
have no need of such a r6sume as this. 

We have said that the book is comprehensive ; in addition 
to that it is excellently arranged, with a good table of 
contents and an index ; it is of convenient size, well got up, 
and with no less than 231 reproductions of figures and 
49 plates. The volume is cheap at the price and is cordially 
to be recommended. 


Simple Experimental Hygiene , Physiology , and Infant 
Management fof the Use of School Teachers. By K. M. 
Curwen. London: Charles Griffin and Company, Ltd 
1918. Pp. 352. 6s. 

Miss Curwen possesses varied qualifications as a teacher; 
she was at one time headmistress of a provincial girls’ school 
in Egypt, and has also been a lecturer in hygiene for the West 
Riding Education Committee, Her book admirably serves the 
purpose for which it is intended—namely, to assist teachers 
to make their hygiene lessons appeal forcibly to their pupils. 
Dr. G. W. Reid, who contributes a preface, tells us that Miss 
Curwen was one of the pioneers in the movement for making 
hygiene a live subject in elementary schools. The book is 
divided into five parts dealing with (1) the body, (2) food 
and clothing, (3) the house, (4) vaccination and the pre¬ 
vention of consumption, (5) the care of infants, and an 
appendix gives some practical hints for laboratory technique. 
A large number of line drawings illustrate the text, and 
here we believe that the author would be well advised to 
obtain a collaborator who will in a future edition make the 
pictorial part of the book as practical and up to date as the 
letterpress. We find specially helpful the description of 
apparatus required at the beginning of each chapter and the 
blackboard summary at the end. Into a book covering so much 


ground it is inevitable for a few questionable statements to 
slip. The infant mortality-rate is now, thank Heaven, not 
“ 160 to 170.” We do not know what is the “ wrong kind of 
sugar ” in tinned milks. The child of 12 months age would, 
we feel sure, be better for some “ hard food.” And one or 
two names are wrongly spelled. But the whole book gives 
evidence of great care and accuracy, and we can cordially 
recommend it to school teachers, whether elementary or 
higher. 


Applied Anatomy : The Construction of the Human Body 
considered in Relation to its functions , Diseases , and 
Injuries. By Gwilym G. Davis, Pennsylvania. Fifth 
edition. London and Philadelphia: J. B. Lippincott 
Company. 1918. Pp. 630. 30#. 

The object of this work is to show the relation of structure 
to function, whether it is normal function or function dis¬ 
turbed or impaired by injury or disease. The present-day 
medical student is greedy of the practical application of 
his theoretical studies, and Dr. Davis's book satisfies this 
praiseworthy greed in complete fashion. The errors and 
omissions in the book when it first appeared have been 
more than made good in the later editions, and we can 
cordially recommend the work to medical students who wish 
to vivify their anatomical studies, and to practitioners for the 
purpose of recalling a sound anatomical basis for their 
practical deductions. 


A Junior Course of Practical Zoology. By the late A. Milnes 
Marshall and the late C. Herbert Hurst. Eighth 
edition. Revised by F. W. Gamble, D.Sc., F.R.S. 
London : John Murray. 1918. Pp. 515. 12#. 6d. 

All Manchester medical students and many others were 
brought up on “ Marshall and Hurst,” and the book in Pro¬ 
fessor Gamble’s hands meets their need now as completely as 
did the first edition 32 years ago. The war has even intro¬ 
duced a little romance into the study of biology by stopping 
the usual supplies of material, and Professor Gamble has 
found, as might have been expected, that the study of 
unhackneyed types has a stimulating influence on learners 
and teachers. For instance, the fluke to be found in the 
frog’s intestine now replaces the liver fluke. 

The book is an admirable introduction to the study of 
zoology ; whether an elaborate study of selected types is 
precisely the kind of introductory biological course for 
medical study is another matter. 


Ifafo Jnfreittiffits. 

A NEW LARYNGOTOME AND TRACHEOTOME. 

This instrument is a modification of Fuller’s bivalve 
tracheotomy tube. One valve made of the hardest steel is 

rendered 5/16 of an 
inch longer than the 
other and the concave 
edge of this prolonga¬ 
tion is ground to form 
a “scalpel-edge.” All 
the remaining borders 
are rounded off in the 
usual way. The tip 
of the smaller valve is 
made to fit accurately 
into the groove of the 
larger valve of the 
instrument. The inner tube projects slightly beyond the 
outer, which then lies in close apposition to it, so that, with 
the inner tube in place, the “ scaJpel-edge ” is thrown com¬ 
pletely out of action. The object of the instrument is to do 
away with the interval between the tracheal or laryngeal 
incision and the insertion of the tube, thus rendering the 
operation far more rapid, and consequently less dangerous to 
the patient. It prepares and accurately fits its own incision, 
thus allowing no escape of air or blood, and no ill-effects 
have been found to follow its use. 

The laryngotome is made by Messrs. A. E. Braid and Co., 
Ltd., Gower-place, London, W.C. 

A. Lawrence Abel, M.B. Lond., 

Temporary Surgeon, R.N. 
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insufficiency, even when diastolic pressure remains invariable, 
relative systolic hypertension is the rule. 19 This technique 
has permitted him, with Babinski, to pursue his research on 
circulatory disturbances in paralysis of a reflex nature. 20 

Arrhythmia. 

The graphic method should be reserved for the study of 
arrhythmia It is regrettable that we cannot employ an 
apparatus as ingenious, portable, and practical as that of 
Mackenzie, the readings of which are practically sufficient. 
We remain faithful to Marey’s polygraph, which has at once 
the precision and the faults of a laboratory apparatus. The 
excellent instrument recently designed by Mougeot, 21 with 
rectilineal tracing, may be substituted for it with advantage. 
The precise measurements of tracings which it is possible to 
obtain by means of a sliding-rule have furnished Mougeot and 
me 21 with information, as faithful as that of an electro-cardio¬ 
gram, on cardiac energy, on the nature of extrasystoles or 
of bradycardia, and on the existence of scarcely perceptible 
alternations. Funetional Test!. 

The defaults of methods of investigation has brought 
back into favour a series of tests the inexactitude of which 
was long ago pointed out by Merklen 23 and Vaquez, 24 based 
on modifications in the state of the pulse and arterial 
tension provoked by effort. Martinet, 25 Lian, 20 and Aubertin, 27 
after a course of work agreed upon, drew up the curves of 
the acceleration of the pulse, of hypertension, and of return 
to the normal, the slowness of which would be the objective 
criterion (at once safe and simple) of the insufficiency of the 
heart and of the circulation in reserve energy. 

Vaquez and Donzelot, 2 * to whom military fitness as con¬ 
cerns the heart is determined from the combination of facts, 
do not share this enthusiasm. Lidy and the present writer, 29 
in applying these tests to normal subjects and to others 
suffering from various heart affections, have observed contra¬ 
dictory and paradoxical results which have caused me to 
accept it with reserve. Tachycardia and arterial tension 
result from conditions too numerous to draw from their 
variations an absolute conclusion on the functional capacity 
of the heart. Vaquez and Donzelot add judiciously that one 
could do so were it not that information merely relating to 
insufficiency of the left ventricle cannot furnish an indica¬ 
tion of cardiac insufficiency. These authors, though less 
eclectic than ourselves, like us, accord a certain value to 
functional tests on condition that they are interpreted in the 
light of a comparison with other factors. In a concise 
critical study Esmein 30 justly points out that they have 
reference to a limited and special effort. The results are 
inevitably inferior to those that our English colleagues 
obtain in their training centres and those that a wise medical 
man may observe in a field of manoeuvres or in a barrack yard. 

Braohyoardia and Taohycardia. 

In diagnosis of brachycardia, for the graphic method should 
be substituted the atropine test or amyl nitrite (Josu6), 
injection of the former or inhalation of the latter producing 
acceleration of the heart in the case of brachycardia of 
nervous or sinus origin. FrSdericq criticises these methods 
in favour of experimental tests. 31 Josue and Belloir, 82 while 
recognising the justice of his line of argument, nevertheless 
maintain that a positive reaction to amyl nitrite indicates 
the excitation of a wave, that it results in total brachy¬ 
cardia, or in exceptional cases of dissociation, and that a 
negative reaction is proof of a lesional or toxic myocarditic 
brachycardia. More recently Loeper 33 used the vaso-constric¬ 
tive properties of adrenalin, measuring the degree of cardiac 
resistance by the modifications of volume, registered by an 
orthodiagram, which followed upon a subcutaneous injection, 
and Mougeot has made attempts in the case of tachycardia 
with moderating injections of eserine, which promise well. 34 

Organic Cardiopathy in relation to Military Service. 

The war has confirmed in an astonishing manner the fact 
of the remarkable tolerance of organic cardiopathy in regard 
to excessive fatigue. Aubertin 35 first drew attention to this 
in the matter of aortic insufficiency and has since confirmed 
it in cases of all varieties of chronic endocarditis. 30 Doctors 
who have been able in their hospitals at the front or at home 
to bring together a number of cardiac cases have drawn up 
suggestive statistics in this connexion (P. E. Weill, 87 
Etienne, 3 * Ch. Laubry 33 ). 

In spite of the conclusions to be drawn therefrom, which are 
all the more reassuring because dealing with aortic or con¬ 
genital affections (Grenet, 40 Aug6 and NoWcourt, 41 Ch. Laubry 


and Marre 42 ), it would appear that the authors agree in omit¬ 
ting to study the bearing, and in neglecting the existence of 
a valvular lesion in estimating fitness for military service. 

As a sequel to the recent communications of Lafosse, 41 
Clerc and Aym6, 4 ‘ and Gouget, 13 a discussion took plade at 
the Soci6t6 M6dicale des Hdpitaux, and all agreed in 
excluding cases of valvular affection of the heart from active 
service; but some, judging by experience and allowing for 
certain conditions of adaptation, advise for heart cases 
modified auxiliary service; others, having regard to the 
difficulties of a rational method of recruiting these cases, 
request that they should be discharged. 

The gravity of a valvular lesion at the front lies less in 
the cardiac miopragia, which is often nil or negligible, than 
in the vulnerability of a case of endocarditis to rheumatismal 
relapse, and also to all kinds of infectious attacks. One 
heart, the lesion in which has been definitely determined, 
will behave like the normal; with another, apparently less 
acutely affected, progressive palpitation, whether obvious or 
insidious, warrants a grave prognosis. 

Relation between Injections and Cardiac Lesions. 

In connexion with their genesis acute articular rheumatism 
is of the first importance, inasmuch as it has grave effects 
in an endemic condition, and is prevalent in trench warf&ie. 
Sometimes its onslaught is evident, at others it is masked by 
manifestations whose rheumatismal nature is less apparent— 
e.g., angina, gastric deraugment—while yet at other times 
cardiopathy alone exists or develops, affected by salicylate 
(Josu6, Parturier, and Berrut 49 ). One of the predisposing 
forms, according to Nob6courtand Peyre, 47 is cervical rheuma¬ 
tism associated with sciatic neuralgia, in the course of which 
almost invariably an augmentation of volume by dilatation of 
the heart is discernible, either isolated or acco opanied by 
endocarditis or acute endo-pericarditis. 4 * 

Scarlatina does not spare the heart, and its cardiac mani¬ 
festations are as frequent among the military as among 
children. They may supervene in the course of a rheu¬ 
matismal complication (Nob6court, Jurie des Camiers, and 
Tournier, 41t Nob6court and Gimbert, 50 Florand and Merklen 51 ), 
or they may appear at the outset (Nobecourt, 52 Florand and 
Paraf, 53 de Massary 5 ‘). They are marked by abnormal and 
persistent acceleration of the pulse(NobGcourt and Gimbert 55 ), 
by endocarditis, especially mitral, occasionally by peri¬ 
carditis, with the myocardiac syndrome uncertain. 

The epidemics of typhoid fever which raged at the 
beginning of the war have confirmed the gravity and the 
persistence of cardiac disturbances which are frequent sequelae 
thereof. 19 They similarly accompany complications of para¬ 
typhoid, but in this case are more benign and superficial, 
being limited at the acute stage to feebleness and inequality 
of the pulse and dullness of the sounds, with embryocardia 
(Minet 57 ), rarely deep-seated, accompanied with phlebitis 
(Nob6court and Peyre, 5 ' Parisot and Orticoni, 53 Etienne 90 ). 
The grouping of these cardio-vascular lesions is the subject 
of a notable memoir by Carles and Marciand. 01 

In typhus, on the other hand, severe cardiac symptoms 
are the rule and myocardiac insufficiency and arrhythmia of 
unfavourable import. We owe to Danielopol a complete 
account of them, with successful attempts at treatment with 
strophanthin and adrenalin. 02 

Finally, mention must be made of infectious endo¬ 
carditis. One form of this, which is less known in France 
and to which Osier in England had the distinction of draw¬ 
ing attention—the subacute or chronic form—has been the 
subject of numerous publications. Debr6, 03 Denechau and 
Picard, 04 Fayolle, 63 Roger, 60 have observed cases which they 
have studied from a clinical, anatomical, and bacteriological 
point of view, of which Debr6 gives a general summary. 97 
Achard and Foix 99 have emphasised the anaemic form. 
Claude 09 the nervoufe form, of the affection. Lastly, 
Vaquez, 70 by means of copious valuable documentary evidence 
and statistics of 17 cases, brings into prominence the fatal 
prognosis at the expiration of a period varying from 4-14 
months and two years. During the war the relation between 
infection and cardiac lesions, especially valvular, has been 
established and confirmed. 

Effect of Traumatisms. 

Traumatisms, in spite of their frequency and their violence, 
play only a negligible part in the etiology of heart disease. 
As a result of violent disturbance aortic insufficiency may be 
seen to develop (Bensaude, 71 Alex. Cramer, 72 Brossard and 
Heitz, 78 ), but these cases, which seem bona fide , are excep- 
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tional. The questioD may always be asked, in the absence 
of necropsic findings, whether the traumatism has acted by 
damaging the tissues or by encouraging a latent infection, as 
in traumatic aneurysms or syphilis is nearly always the case. 
In this sense traumatic pericarditis without tissue damage 
has been mentioned 71 ; the accuracy of this view is doubtful. 

Functional Disturbances. 

Acute diseases may not only create grave and distinct 
cardiac lesions, valvular or otherwise, but especially may 
cause a series of functional disturbances which will increase 
or diminish according as the soldier is exposed anew to the 
fatigues of the military life or is exempted from them. He 
enters in that case into the huge group of cases of palpitation 
or tachycardia through the gateway of infection. But that 
is far from being the only way of access. Sometimes it is a 
case of over-exertion and of an actually over-worked heart; 
at others the organ, affected by a violent disturbance, 
becomes henceforth continuously tachycardiac (Dejerine and 
Gascuel , 7 , Laignel-Lavastine, 76 Charon and Halberstadt 7T ); 
again, the action of asphyxiating gases may be in question 
(Heitz, 78 Lian 79 ); while yet again, emotions whose repetition 
may act as a substitute for acuteness may produce progres¬ 
sively a condition which the emotion produced at the outset/ 0 

The war has by no means created this category of patients 
in its entirety, as Gallavardin has justly remarked/ 1 It has 
often merely revealed them. In time of peace these cases 
existed, but the subjects adapted themselves to their hearts ; 
they adjusted their efforts and occupations to their functional 
capacity and thus experienced no need to have recourse to 
medical aid. We considered them as emotional and unstable 
folk ; we recognised willingly the sincerity of their sufferings. 
But in the absence of any objective symptom we supplied a 
favourable prognosis and gave them as sole treatment con¬ 
genial and comforting assurances. The new and onerous 
obligations of military life have literally encumbered the 
hospitals with these types of neglected cases, and on account 
of their frequency it has been urged that they should no longer 
be viewed with scepticism. In England they have called forth 
discussions and been the object of an authoritative report by 
Dr. Thomas Lewis (see The Lancet, 1917, i., 580). 

In France, too, there have been attentive observers to 
whom the only reproach that can be addressed is that they 
have not coordinated their efforts or classified their conclu¬ 
sions. One may recall the works of Martinet, 82 Lian, 8 * 
Aubertin, 81 Clerc and Aym6/ 5 and especially the critical 
review of Gallavardin/* 7 in which the eminent cardiologist 
of Lyons does not merely analyse in detail the work of 
Lewis, but also furnishes a personal study, a model of 
brevity and modesty. Arterial hypertension appeared to 
Gallavardin to occur more frequently than Lewis had sug¬ 
gested, a view with which Aubertin agrees/ 7 as also Du Castel 88 
and especially Merklen,” who makes of it the characteristic 
of the syndrome and a factor in classification. It is, in fact, 
a contingent symptom which we have never been able to dis¬ 
tinguish clearly, and which appears to us fleeting, transient, 
and often as unstable as the heart itself. When it exists it 
is systolic tension alone which is the cause, for we refuse to 
admit to this group, as Merklen does, the cases of minimum 
tension remaining raised in a perceptible and permanent 
manner. It is a question from that time of true hypertension, 
from varying causes, which has become tachycardiac/ 0 

Diagnosis of Disturbances of function. 

It is necessary to obtain for each patient, as Gallavardin 
advises, with minuteness and patience a series of curves 
which will demonstrate the manner of the rhythm, normal 
curve, curve of situation, nycthemeral curve, and even the 
curve of emotivity. By means of this analytical study, 
somewhat opposed to the synthetic study, the problem 
of aptitude is solved, not mathematically, but clinically, 
in accordance with Lewis’s recommendations. By making 
use, as I did in the hospital of Professor Vaquez, with 
the’cooperation of my collaborators, Esmein, Mougeot, and 
Bordet, of a thorough clinical and radioscopic examination 
of the heart, by hunting out thus the cases of slight endo¬ 
carditis, incipient valvular lesions, isolated dilatations of the 
cardiac cavities, myocarditis in course of development, which 
in cases over 40 years of age frequently conceals itself under 
a mask of tachycardia, and by eliminating cases of true and 
permanent hypertension, we concentrated our attention on a 
OTonp of pure instabilities whose importance was easily 
established, and our military decisions are rarely nullified 
"by the subsequent conduct of the subject. Our decisions are 


also in agreement with the discreet conclusions of Gallavardin, 
Clerc and Aym6, and Aubertin/ 1 We decide upon discharge, 
auxiliary service, or modified active service either with 
mounted troops, or in training under surveillance, according to 
the gravity or persistence of the tachycardia, or to the degree 
of instability which is either calmed definitely by rest or in 
a period of a few seconds changes its rhythm in a disconcert¬ 
ing manner. For each case it is a question of the species of 
disturbance, and it is the same from the pathogenic stand¬ 
point. It must be ascertained whether the disturbances of 
function arise from an infection, from slight myocarditis 
(Lian 92 ), from toxaemia, or from nervous loss of equilibrium, 
either constitutional or acquired, which is itself controlled 
by a disturbance of the internal secretory glands. In con¬ 
sidering merely the polymorphism of the etiological factors, 
the dissimilar indirect elements of a syndrome, which is only 
uniform in appearance and of which ultimate research should 
tend to dissociate the constituents, the divergence of authors 
and the impossibility of adopting a uniform theory become 
comprehensible. 

Tachycardia is not the only form of cardiac instability 
that concerns the soldier. On the other hand, arising from 
the same origins, but not on so vast a scale, is brachycardia 
analogous to the brachycardia of convalescence. It should 
end in recovery after a sufficiently long period of time 
(Binet/ 3 Gouget/ 1 Hirtz 93 ). Several forms of this, as we 
have observed with Esmein, 98 are the expression of a total 
and persistent atrio-ventricular dissociation. 

Progress of Current french Work on Cardiao 'Pathology. 

The advance in cardiology brought about by the war, of 
which we have attempted to sketch the amplitude in outline, 
has but momentarily and feebly disturbed the normal current 
of French work on cardiac pathology. After a stationary 
period brought about by events there have appeared memoirs 
on the vexed questions of the physiology of the heart, its 
functional localisations, and the pathogenesis of certain forms 
of arrhythmia, as well as of others more exclusively clinical or 
therapeutic, and of others in which the mechanical point of 
view is abandoned for the humoral. It concerns us less here 
to analyse them than to allude to them briefly. 

Petzetakis has studied the effect of the section of the 
cervical marrow on the rhythm, 07 and, pursuing his observa¬ 
tions of arrhythmia, has demonstrated the possibility of an 
inverse cardiac conductibility with retrograde extrasystoles 
and post-extrasystolic ventricular automatism/ 8 Pezzi, 9 by 
registering graphically the effects of ocular compression, 
has remarked the production of extrasystoles, thus contri¬ 
buting to the elucidation of the mechanism of the latter, 
which the experimental research of Pletnew has since 
crystallised. 100 We owe, further, to Pezzi’s work a new 
interpretation of the gallop rhythm and the rolling sound 
of Flint—viz., aortic insufficiency—which he attributes, on 
the evidence of the tracings, to auricular hypertrophy. I 
will pass over the numerous irregularities which occupy so 
much space in the periodicals, while mentioning the form of 
cardiac inversion reported by Clerc 101 in a discourse on 
pathogenesis and embryology, which exhibited the peculiarity 
of not being accompanied by visceral transposition. 

The variations of azotaemia among cardiac cases may arise 
from simple oliguria or from defective functioning of the 
kidney or liver. Josu6 and Parturier, 102 for instance, have 
described an azotaemia from oliguria without affection of 
the kidney, a renal azotaemia, as well as azotaemia from 
relative oliguria among cardio-renal cases and also among 
cardio-hepatic cases oliguria without azotaemia. The first 
naturally subsides under the influence of digitalis. 105 

Ch. Achard and Leblanc, 101 who have given attention to 
the same phenomena, assign a rdle to the variations of renal 
concentration, the stasis when prolonged diminishing tem¬ 
porarily the concentrating power of the kidney. 

In conclusion, Vaquez, in elaborating his treatise on 
“ Diseases of the Heart.” adds to his records the most original 
chapters on his conception of angina pectoris, 105 on the 
symptoms of resorption of an oedema, 196 in which he traces 
the effect of phenomena, not merely mechanical but also 
toxic, analogous to anaphylactic shock, and has recently 
produced his “Introduction to the Study of Diseases of 
the Heart.” 107 ^ , . , 

This documented review of the men and methods wmcn 
have gradually transformed cardiac pathology could not be 
better concluded than by recalling the new therapeutic 
methods of Vaquez. For the efficacious but dangerous 
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intravenous injections of strophanthin Vaquez has substituted 
Arnaud’s injections of “ onabaine,” extract of strophanthus 
kombe, and has made from it an active medicament, not 
destined to supplant digitalis, but having, along with it, its 
proper indications, represented by a rational appreciation of 
the insufficiency which it is intended to combat, and which 
is more especially insufficiency of the left heart. 108 
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METHODS OF ESTIMATING AUGMENTATION 
IN DEPTH OF VOLUME OF LEFT VENTRICLE. 

By Dr. Bordet, 

DIRECTOR OF THE RADIOLOGICAL LABORATORY OF THE CENTRE OF 
CARDIOLOGY OF PROFESSOR VAQUEZ, HOPITAL ST. ANTOINE. 


If it is usually easy to determine by percussion the area of 
cardiac dullness and to estimate the degree of augmentation 
of the left ventricle in cases of considerable hypertrophy of 
this cavity, it is often impossible to obtain by clinical means 
a satisfactory estimation of the volume of the heart when it 
has only suffered slight modifications. Radiological methods 
of precision—i.e., radiography at a distance of three metres— 
and orthodiagraphy are the only means of obtaining informa¬ 
tion of great exactitude. 

The augmentation of the longitudinal diameter of the cardiac 
area, the lengthening of the left margin and the accentuation 
of its convexity, the globular appearance of the point and 
its depression constitute objective si^ns of left ventricular 
hypertrophy. These signs may always be insufficiently 
characterised, and may occasionally be lacking when there 
does, in fact, exist a certain degree of hypertrophy. If, 
therefore, it escapes radiological investigation it is because 
it is not sought in the part of the organ where it manifests 
itself anatomically. The anterior or posterior view of the 
cardiac shadow indicates the dimensions of the heart in a 
longitudinal and transversal direction ; it does not reveal its 
development at all in an antero-posterior direction. Thus, 
if it is taken into account that the left ventricle occupies 
hut a narrow strip of the left margin and that it is situated 
almost entirely on the posterior portion of the organ, the 
conclusion suggests itself that it is in depth that this cavity 
develops when it becomes augmented in volume. Every 
method, therefore, which has for its aim the determination 
of the variations in volume of the left ventricle, in the 
direction of its principal development, will lead to the 
recognition of cardiac hypertrophy as early as possible after 
its commencement. Professor Vaquez and I 1 make use of 
the two following radioscopic methods :— 

1. Estimation of the angle of the disappearance of the apex 
of the heart in the right posterior oblique position .—In exa- 
mining an individual on the screen, placed in the dorsal 
position, if the body is made to describe a rotatory move¬ 
ment from right to left the pictures of the heart and the 
vertebral column travel in an inverse direction ; the former 
is displaced towards the right, the latter towards the left, 
and a moment arrives when the external profile of the apical 
zone before disappearing becomes level with the spinal 
apophyses. The angle at which the shadow of the apical zone 
disappears increases with the extent of the globular condi¬ 
tion of the apex of the heart and its development in depth. 

To calculate this angle a goniometer is used, which gives 
the degree of obliqueness of the bi-scapular line with the 
margin of the screen. Multiple observations have led us to 
the conclusion that the angle of disappearance in normal 
individuals is 25-30°. Beyond 30° authorises the conclusion 
that there is an augmentation of the ventricular volume. 

2. Ascertaining the index of depth. —This method does not 
require the use of any special measuring apparatus. The 
patient to be examined is placed in the direct anterior 
position, the region of the sternum in contact with the 
screen. The normal projection of the apical zone of the 
heart and its deformation by an oblique ray resulting from 
the lateral displacement of the tube over a fixed distance are 
marked off successively. It is a method well known to 
radiologists for the locating of foreign bodies. The condi¬ 
tions necessary for the experiment are obtained by a fixed 
screen placed at a certain distance from the tube. The 
greater the depth of the ventricular development the sooner 
will the oblique ray meet the posterior contour of the heart 
and the further from the normal point will its projeotion be. 
The distance between the two points of projection, marked on 
the screen by a pencil, constitutes the index of depth. It 
varies among normal adults from 7-14 mm., the screen 
being at 60 cm. from the focus and the displacement of the 
tube 10 cm. Beyond 14 mm. the development of the depth 
of the left ventricle is exaggerated. In cases of acute 
hypertrophy it reaches 20, 25, or 30 mm. 

These two methods give analogous indications. They 
exercise mutual control, and recourse should always he had 
to one at least to complete a volumetric examination of the 
heart. The measurement of the index, on account of its 
great rapidity, appears to us a very advantageous method in 
a military centre of cardiology, where numerous radioscopic 
examinations must be effected daily. 

Reference.— 1. Vaquez and Bordet: Le Coeur et l’Aorte, Etude de 
Radiologle Clinique. Balllldre and Son, Paris. 1918. Second edition. 
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The Antiscorbutic Factor. 

We publish this week a Memorandum on Food 
and Scurvy issued by the Food (War) Committee of 
the Royal Society. Comment has already been 
made in these columns on the practical manner in 
which the highest scientific authorities in this 
country have placed their special knowledge at the 
disposal of the Government, and the Memorandum 
is one instance of many which show how valu¬ 
able the services so rendered have been. 
This document has been based chiefly upon 
investigations which have been carried out at the 
Lister Institute, and the statement as to the cause 
of scurvy has nothing new about it save the 
definite recognition of the presence in many foods 
of certain accessory basic substances the exact 
nature or composition of which remains obscure, 
but whose benign influence is indubitable. These 
substances are present in a number of fresh 
foods and are a special characteristic of oranges, 
lemons, and fresh green vegetables, though 
swedes, potatoes, and other roots and tubers 
contain them ; they are present in traces 
also in fresh meat and milk. They are deficient 
in all dried and preserved foods, and they are 
destroyed, we are reminded in the Memorandum, by 
prolonged heating. It is further pointed out that 
there is no association between scurvy and tainted 
food, and that as alkalies destroy antiscorbutic 
properties soda should not be added to the water 
used for the cooking of vegetables. The one new 
observation by the Committee with regard to the 
cause of scurvy, it will be observed, is an omission 
and not an assertion; in discussing etiology the 
word “ limes ” is absent. This is significant, 
because the popular view, and one endorsed until 
lately by the medical profession, has been that lime 
juice, as ordinarily prepared, is a specific; it is 
now found to be useless for the prevention of 
scurvy in the preserved form which it usually 
takes in the Navy. 

Such, at any rate, are the irresistible conclusions 
of the interesting communication entitled “ The 
Relative Content of Antiscorbutic Principle in 
Limes and Lemons,” which we publish this week, 
by Dr. Harriette Chick, Miss E. Margaret 
Hume, and Miss Ruth F. Skelton on the 
experimental side of the question, Mrs. Alice 
Henderson Smith contributing a historical report. 
The work emanates from the Lister Institute, 
Director’s Department, and is, in fact, the careful 
and illuminating investigation upon which the 
Memorandum of the Food (War) Committee of the 
Royal Society is based. It was found that when 
the antiscorbutic value of the juice of fresh limes 
was compared experimentally with that of fresh 
lemons the former fruit was distinctly inferior. 
The experiments were made on guinea-pigs and 


monkeys. Volume for volume fresh lime juice 
possesses, we are told, a potency of about one-fourth 
that of lemon juice, and in one instance severe 
scurvy, which had developed in a monkey on a diet 
containing a small daily ration of fresh lime juice, 
was cured by an equal ration of fresh lemon 
juice. Preserved.lime juice was found quite useless 
for the prevention of scurvy, even when the dose 
was pushed to the toleration limit. The experi¬ 
ments allow that here the age of the samples 
might have been held to account for their in¬ 
efficiency. Experiments still in progress with pre¬ 
served lemon juice have given promise already of 
good results. 

A reference to the history of the treatment 
human scurvy completely confirms the experi¬ 
mental findings, and Mrs. Henderson Smith is to 
be congratulated on a valuable and amusing piece of 
research. At the period when scurvy was elimi¬ 
nated from the British Navy by the agency of “ lime 
juice’’that term was applied to the juice of lemons, 
and it was not until the second half of the nine¬ 
teenth century that the juice of West Indian limes 
was adopted in the Navy and Mercantile Marine. 
In her historical inquiry Mrs. Henderson Smith 
quotes the history of two Arctic expeditions— 
that of the Investigator in 1850 and that of 
the Alert and Discovery in 1875. The former, 
supplied with lemon juice, experienced remarkable 
immunity from scurvy during the first two years 
of great difficulty ~ and privation; the latter, 
supplied with lime juice, suffered severely from 
scurvy at the end of the first winter spent 
in the Arctic regions. The cooperation of the four 
authors completely establishes their theses, so 
exactly does the historical evidence bear out the 
biological research. And once again we are 
reminded that man is not a steam engine, 
though in discussions on diet the comparison is 
generally convenient. The calorific value of 
food rightly enough claims first consideration 
when discussing questions of efficient dietary, 
but it is clear that the calorie avails nothing 
without the cooperation of accessory substances. 
This is where the analogy between the require¬ 
ments of the human machine and the steam engine 
breaks down. 


The Inheritance of Abnormalities. 

Day by day cripples almost beyond number are 
leaving hospital or returning from distant prison 
camps. Some of them are already married men; 
many of the remainder will have the immediate 
opportunity of marrying. Doubt has been widely 
expressed in regard to the effect of such unions 
on the coming generation. Few, even of the 
uninformed, think that a wooden leg or a 
glass eye is handed on to offspring, but ignor¬ 
ance is widely spread in regard to the in¬ 
heritance of abnormalities, and the present is 
a suitable time for re stating our knowledge 
on the subjOct. We take as our text the 
interesting communication which appears on 
another page from Dr. Voorhoeve, of Amsterdam, 
on a pedigree showing hereditary abnormalities of 
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several kinds—blue sclerotica, brittle bones, haemo¬ 
philia, and others. Dr. Voorhoeve suggests as a 
tentative hypothesis that all these abnormalities 
are due to congenital inferiority of the embryonic 
mesenchyme, leading to abnormal effects of different 
kinds in the several members of the family. Whether 
this hypothesis is well-founded or not, the pedigree 
is undoubtedly of great interest, as showing the 
manner in which several uncommon congenital 
defects are transmitted. In recent years much 
work has been done on the inheritance of 
•congenital abnormality, and the excellent pedi¬ 
grees collected, for example, by Nettleship 
in various affections of the eye, Drinkwater 
and others in brachydactyly, and those issued 
under Professor Karl Pearson’s direction in 
the “ Treasury of Human Inheritance,” show that 
quite a considerable number are inherited 
according to Mendel’s law. Those that do so 
fall into three classes : (1) those in which the 
defect behaves as a Mendelian dominant; (2) those 
which are recessive; and (3) those which are “ sex- 
limited” in transmission. A dominant character 
is transmitted only from an affected parent, and 
when the other parent is normal the expectation is 
that it will appear on the average in half the 
children. Examples of this class are brachydactyly, 
M split-foot,” congenital cataract, retinitis pig¬ 
mentosa, and a number of other abnormalities are 
almost certainly transmitted in the same way. In 
none of these does an unaffected member of an 
affected family ever transmit the defect. Reces¬ 
sive characters, on the contrary, only appear if 
the “ factor ” for the defect is received by the 
child from both parents. Each parent may thus 
unwittingly bear the “ factor ” without showing 
any trace of it, but if the germ-cells which unite 
in fertilisation both possess it, the child will show 
the defect. The best-known example of this class 
is albinism; others that are said to be transmitted 
in the same way are some forms of deaf-mutism, 
hereditary epilepsy, and insanity. Rare affections 
•of this class are liable to appear most commonly 
in the children of first-cousins, for it is more 
likely that the factor will be present in both parents 
if each receives it from a common ancestor. Affec¬ 
tions of the third group, showing sex-limited 
transmission, occur chiefly in males, very rarely in 
females, and are transmitted from an affected 
man through his daughters to half their sons. 
The sons of an affected man are normal and do 
not transmit; his daughters appear normal, but on 
the average half their sons are affected and half 
their daughters are again transmitters. Only if an 
affected man marries a transmitting woman can 
the affection appear in a female. The best known 
examples of this class of hereditary defect are 
green-red colour-blindness, horizontal nystagmus 
associated with deficient pigment, night-blindness, 
and haemophilia. 

In addition to the abnormalities which are 
certainly or probably inherited, according to 
Mendel’s law, there are a number of others, 
such as, if we are not mistaken, hare lip and cleft 
palate, which are undoubtedly hereditary, but which 
are irregular in their appearance, being sometimes 
transmitted direct from parent to child, and some¬ 
times appearing in the children of normal persons 
who belong to affected families. It is not impossible 
that the explanation of this irregularity is that the 
character requires for its manifestation the 
presence of two independent hereditary “factors,” 
neither of which alone is sufficient to produce it. 


When such a condition exists in animals or plants 
it is easy by experimental breeding to demonstrate 
that the cooperation of two factors is required, but 
when our only means of investigation is limited to 
the collection of pedigrees the analysis of such 
examples is fraught with considerable difficulty, 
and in many instances no definite solution can yet 
be offered. Only by the collection of carefully 
verified pedigrees can a complete analysis be hoped 
for, and for that reason especially we welcome Dr. 
Voorhoeve’s contribution. His family illustrates 
one of these anomalous cases. The blue sclerotic 
is transmitted sometimes direct from parent 
to child, but there are two instances in which 
members of the family recorded as unaffected 
have affected children. Since the abnormality 
is mentioned as varying in intensity it is possibly 
irregularly dominant, or dominant only when some 
other factor is present in addition. The brittleness 
of bones is recorded only in persons having blue 
sclerotics, and is transmitted direct from parent to 
child, but there are a number of persons with 
blue sclerotics and no bone-brittleness. Another 
interesting feature is the manner of occurrence 
of haemophilia. This pedigree supplied by Dr. 
Voorhoeve resembles the classical examples in 
showing the disease confined to males, but differs 
from them in the manner of its transmission. 
The disease presumably came into the family 
through the male ancestor, since one of his 
sister’s sons is recorded as being affected, and yet it 
appears in his sons and is also transmitted through 
one of his grandsons to a male child. Evidently, 
therefore, haemophilia in this family is not trans¬ 
mitted according to the normal rule of sex-limited 
inheritance in which an affected man never 
transmits either to, or through, his sons but 
only through his daughters. Experiments on 
animals, especially those of T. H. Morgan on the 
fly Drosophila , have shown that characters which 
superficially are so alike as to be easily confused, 
may be inherited quite differently, and from this 
and other anomalous cases that have been recorded, 
it seems not improbable that there are at least two 
forms of haemophilia, due, perhaps, to different 
ultimate causes, and differently inherited, but 
clinically showing similar symptoms. Only the 
careful collection of pedigrees by qualified observers 
can elucidate such problems as these. The invita¬ 
tion to further research is pressing. 

About the origin of these inherited defects 
nothing is known. It may be safely asserted that 
mutilations are never transmitted, and most 
biologists would say with equal confidence that 
no effects impressed on the body from without can 
influence the offsprings. A few keen observers find 
contradiction here in the depreciation of human 
stock under industrial conditions. Speaking on 
Monday evening at the Medical Society of London 
of the painful impression left on his mind when 
visiting the industrial centres of northern England 
after a long absence, Professor J. G. Adami went on 
to say: 

The stunted appearance of the workpeople in spite of 
apparently abundant food, and of cottages no longer back to 
back, but in fair sanitary condition, lead to the conclusion 
that we have to deal, not with a condition of individual 
acquirement, but with a germinal defect: fathers and 
mothers engaged day in, day out, at indoor occupations, 
undergo a slow sapping of their strength and a low form of 
intoxication which tells on the germ cells as on the body in 
general, so that the offspring comes into the world in an 
enfeebled condition and with incomplete endowment of 
cellular activity. 
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Experiments like those of Stockard on the produc¬ 
tion of defective descendants from guinea-pigs 
treated with alcohol also suggest that it may happen 
that toxic substances circulating in the body will 
so affect the germ cells as to give rise to abnor¬ 
malities which reappear, sometimes even inten¬ 
sified, in later generations. But whether such 
causes as these, or accidental abnormalities in the 
nuclear division of a germ cell, are responsible for 
the first appearance of congenital abnormalities is 
at present entirely beyond our knowledge, and is 
one of the most pressing problems which biology 
has to face. _ 


^nnotatians. 

M Ne quid nlmls.” . 

UNIVERSITY REPRESENTATION. 

It is clear that there can be no representation of 
the medical profession in Parliament as a pro¬ 
fession, but university constituencies are the ones 
which, on the one hand, are most likely to send 
Members to Parliament who understand medical 
questions in relation to general sociology, and which, 
on the other hand, offer the best chance to the 
medical man of election in recognition of his 
equipment. It appears that there will be con¬ 
tests in all the university constituencies in 
Great Britain. In the University of London there 
are four candidates for the single seat—Sir Philip 
Magnus (Coal. U.), Mr. Sidney Webb (Labour), Mr. 
A. A. Somerville (Teachers), and Major-General Sir 
Wilmot Herringham, physician to St. Bartholomew’s 
Hospital and consulting physician to the Forces in 
France, who declines to label himself as of any party, 
but who will support the present Government in its 
efforts to complete the war. For the three seats of 
the four combined Scottish universities there are 
seven candidates—Sir Henry Craik and Sir Watson 
Cheyne, the sitting Members, are again candidates, 
as well as Dr. P. Macdonald and Mr. T. M. Watson, 
of the Labour Party, Mr. D. M. Cowen, of the 
Council of Teachers, and Professor W. R. Smith. 
There are several medical men who would be 
willing to stand even at this late hour if con¬ 
stituencies were available, but the lateness of the 
attempt to organise medical candidatures prevents 
assistance being rendered, while the candidates for 
university suffrage have been arranged. The 
Medical Parliamentary Committee is endeavouring 
to arrange for a supply of medical speakers to 
assist candidates as required, and to this end the 
cooperation of the British Medical Association, the 
National Medical Union, and the Medico-Political 
Union has been invited. 


THE PROBLEM OF A CLEAN MILK-SUPPLY. 

It has been demonstrated again and again that 
our milk supplies are collected and delivered under 
most reprehensible conditions, and yet no serious 
step has been taken towards reform. But the 
urgency of the problem has, at all events, received 
the recognition of the Ministry of Food, which has 
recommended the Government to take over the 
wholesale distribution of milk, a proceeding which 
ought to result in the delivery of a clean supply. 
The Manchester City Council are contemplating 
dealing with that city’s milk-supply in the 
same way, and under the instructions of a sub¬ 
committee appointed by the sanitary committee 
of the council Professor S. Delepine has presented a 
report on two important matters connected with the 


problem. These are (1) the best method of deter¬ 
mining the degree of contamination of samples of 
milk for administrative purposes; and (2) the actual 
state of the Manchester milk-supply. Taking the 
second point first because it can be dismissed in a few 
words, the results shown by Professor Delepine as 
regards contamination by dirt of Manchester miik 
“ are deplorable.” The contamination progresses 
from collection to delivery. Seriously contaminated 
at the stations, the condition of the milk is 
much worse by the time it gets into the shops 
and worse still by the time it arrives at the 
actual consumer. In deciding upon the best 
administrative procedure for determining the 
purity of the milk-supply Professor Delepine is led 
to recommend two methods : (1) the counting of the 
number of bacteria per c.cm. of milk, which, of course, 
involves time and the services of a skilled bacterio¬ 
logist; and (2) an incubation method in which is 
recorded the time required for the milk to go sour 
under certain conditions. It is suggested that this 
latter method, if worked out and standardised, 
might provide a reliable test as to the purity of the 
milk, which could be carried out after a short 
period of training by almost unskilled persons. We 
believe this to be a valuable suggestion, for in this 
way the farmer who is anxious to supply a clean 
article might be furnished with a reliable and com¬ 
paratively simple test and means of control. Par¬ 
ticulars are set out by Professor Delepine as to how 
and why contamination takes place at the farm, on 
the railway, at the dealer’s shop, and during distribu¬ 
tion, and the steps that should be taken to prevent 
contamination at all points are described. The 
report, enforced by much painstaking work, presents 
the results of very careful and extensive scientific 
investigation. _ 

TREATMENT OF GANGRENE OF THE LUNG BY 
INDUCTION OF PNEUMOTHORAX. 

The treatment of gangrene of the lung remains 
disappointing, in spite of much research given to it 
both on the medical and surgical side. Excision 
has proved too dangerous even in the most skilful 
hands. At a recent meeting of the Academie de 
Medecine of Paris M. P. Emile Weill claimed good 
results from the induction of pneumothorax. This 
procedure, which has found an assured place in 
dealing with caseating lung tissue, is alleged to act 
on the gangrenous focus by causing its discharge 
with formation of a cavity, the walls of which 
subsequently adhere to one another, the patient 
being cured in a short time. For the practice 
of this treatment it is necessary, as soon as 
the diagnosis is made, to examine the affected 
lung with the X rays, which will show the position 
of the focus and the condition of the pleura. In 
one of M. Weill’s cases there was a large serous 
effusion, but usually the pleura contained only a 
few cubic centimetres of serous or sero-heemor- 
rhagic fluid. It is then easy to remove the fluid 
and insufflate under the control of the screen. 
In the rare cases in which the pleura has not 
reacted with effusion nitrogen is injected into the 
potential pleural cavity under manometric control 
in the same way as for the treatment of pul¬ 
monary tuberculosis. If there are pleuritic adhesions 
the injection would be performed at a point where 
the lung is not adherent, and it probably would 
not be difficult to break down fresh adhesions. 
M. Weill generally found it necessary to renew the 
pneumothorax after a few days. This is not sur¬ 
prising in view of the fact pointed out in our present 
issue by Dr. Claude Lillingston that irreparable 
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harm may be done by too long spacing of the 
injections, while their frequent repetition appears 
to be quite free from risk. In pulmonary gangrene 
when a complete pneumothorax is produced M. 
Weill finds that the temperature falls, the expectora¬ 
tion dries up, the fee tor of the breath disappears, and 
a complete cure, functional and anatomical, which 
may be followed on the screen, is brought about in 
less than a fortnight. Even when other gangrenous 
processes complicate the pulmonary gangrene tem¬ 
porary improvement results. The temperature then 
falls for a short time but rises again, in spite of the 
cessation of the expectoration and feetor, and 
the fatal progress is resumed. It is therefore im¬ 
portant to diagnose pulmonary gangrene early, and 
to intervene before complications have transformed 
a curable into a fatal malady. The method may be 
assisted by the usual medical treatment. In the 
case of a man suffering from pulmonary gangrene 
complete radiographic and clinical cure was pro¬ 
duced in 11 days. Pneumothorax was twice induced 
at an interval of five days. The first operation led 
to the formation of a cavity with fall of tempera¬ 
ture, the second to cessation of expectoration 
and apyrexia. In another case there were the 
complications of serous pleurisy and gangrenous 
pericarditis. The pneumothorax suppressed the 
pulmonary disease, cicatrisation of which was found 
beginning at the necropsy, but the cardiac com¬ 
plication was not influenced, and, after a brief 
improvement, it proved fatal. Gangrene of the 
lung is fortunately a rare condition, but M. Weill’s 
experience should direct attention to a possibly 
effective method of dealing with it. 


LIGHT AND HEALTH. 

In Switzerland cow-byres are lighted by elec¬ 
tricity. Some of the pig-styes are also so lighted, 
presumably more for the convenience of the care¬ 
takers than of the actual inhabitants. In the 
rural parts of our own country such amenities are 
not available even for the human population. The 
horrible darkness of the country is, indeed, the 
townsman’s chief complaint when he is forced to 
live under rural conditions. Darkness cripples all 
his activities and reduces him to a partial state of 
hibernation. The inability of the town-dweller to 
see in the dark constituted a grave difficulty in the 
training of troops for trench warfare, where to 
take prompt advantage of the slightest glimmer 
of light is a military asset of enormous import¬ 
ance. Possibly the troops now returning home may 
have learned their lesson so well that darkness will 
no longer be a serious bar to rural life—possibly, too, 
the born countryman may scarcely be conscious of 
the drawback—but since the population is so largely 
urban we are in entire agreement with Sir H. Rider 
Haggard, who, in a letter to the Tunes of Nov. 19th, 
ascribes the desertion of the- rural districts in 
large part to their appalling darkness during 
the long winter months. If it is technically 
possible, there seems no conceivable reason why, 
in fairness to the rural dweller, the village 
street and the village house should not be as 
brightly lighted as those of the towns. If it is 
merely a question of distribution, the problem has 
long been solved in other countries by the over¬ 
head conduction of high-tension current. The 
plea of danger has been negatived by experience. 
No Swiss village is without its brilliant electric 
illumination, while every tenth house has its 
telephone, by means of which conversation can be 
carried on with neighbouring valleys which might 


take 10 or 12 hours to reach by rail or road. But 
Swiss boys, although no mean climbers of electric 
standards, are not electrocuted, and even birds 
perch unscathed. If it is a question of quantity of 
current and of resulting cost, then the towns might 
well spare some of their garish brilliancy to the 
villages. Natural water-power, as everyone knows, 
answers many questions about cost, but surely we 
need not stand with folded hands neglecting all 
things because one natural advantage is denied us. 
We do not know whether it would be possible to 
light country highways, but short of this the 
finger-posts at corners should be made easily read¬ 
able by night as by day and all dangerous crossings 
illuminated. Some may hold that these are merely 
questions of convenience, but the effect of light on 
health is one that cannot be gainsaid. The winter 
gloom of day-time in Marylebone and Kensington, 
in Lancashire manufacturing centres, and on the 
dockyards of the Clyde must result in a general 
lowering of vitality which predisposes to disease— 
we are not referring to the artificial darkness of war¬ 
time, but to the climatic amenities of these islands. 
It is not direct sunlight alone which is beneficial; 
bright diffused light invigorates even when the sun 
itself is obscured. The “ artificial sun ” of the 
mercury-vapour lamp has been shown to take the 
place in part of the real orb. Brightly lighted play 
centres for town children will probably demonstrate 
the same truth. Something should be done, and 
done quickly, to remove the day-time gloom of our 
cities and the night-time gloom of our villages. 
They constitute one of the greatest impediments 
to healthy outdoor life in the long winter months. 
We commend the subject to the consideration of 
those who are planning central power-stations. 


THE MEDICAL INSURANCE AGENCY. 

A meeting of the committee of the Medical 
Insurance Agency was held at 429, Strand, on 
Thursday, Nov. 21st, under the chairmanship of Dr. 
G. E. Haslip. The financial position was found to 
be quite favourable, the prosperity of the committee 
having been well maintained in the last year of 
the war, while promises of future development are 
sound. The committee decided, having regard to 
the funds at their disposal, their commitments on 
the one hand and their impending receipts on the 
other, that a further distribution of £500 should 
be made to medical charities. This is the same 
sum, it will be remembered, as was dealt with 
in the interim distribution in May of this year, 
the result being that the Medical Insurance 
Agency has been able in the fourth year of 
the war to give £1000 in aid of first- 
class medical charities while continuing rebates 
to their clients of a highly satisfactory nature. 
The second £500 was allocated as follows: Royal 
Medical Benevolent Fund, £100; Royal Medical 
Benevolent Fund Guild, £1C0 ; Epsom College Bene¬ 
volent Fund, £100; Royal St. Ann’s School, £100; 
War Emergency Fund, £50; Birmingham Medical 
Benevolent Society, £25; and the Royal Medical 
Benevolent Fund of Ireland, £25. As a result of this 
distribution the total of sums allocated to medical 
charities has reached £4405. In the course of 
the meeting the chairman stated the position 
that had arisen between two medical charities— 
the Royal Medical Benevolent Fund and Epsom 
College—in regard to difficulties arising over 
testamentary benefactions. When the exact dis¬ 
tinction of bequests by will has been made 
doubtful between these two bodies by the wording 
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of the testator’s wishes, legal trouble has arisen 
and much expense has been incurred for legal costs, 
all of which was a dead loss to one or other or 
both parties. On the suggestion of the Medical 
Insurance Agency a joint committee has now been 
formed comprising three representatives of each 
party, and it may be confidently hoped that the 
deliberations of this committee will lead to satis¬ 
factory arrangements. The chairman reported to 
the committee with great regret the death of one 
of their members, Major Betham Robinson, and 
the acting secretary of. the agency was asked to 
express to Major Robinson’s relatives the sym¬ 
pathy and the real sense of loss felt by the 
committee. _. 


THE MICHELL CLARKE MEMORIAL FUND. 

A strong Appeal Committee has been formed 
with the object of raising a fund to be entitled 
“ The Michell Clarke Memorial Fund,” and to be 
used in behalf of the Medical Library now controlled 
by the University of Bristol and the Bristol Medico- 
Chirurgical Society. The late Dr. John Michell 
Clarke was a distinguished native and citizen of 
Bristol, who for 30 years worked at the Bristol 
General Hospital as physician, investigator, and 
teacher; he was Pro*Vice-Chancellor of the 
University, as well as joint Professor of Medi¬ 
cine. His energies were largely devoted to 
the cause of medical education, and the Appeal 
Committee feel that his memory can be best 
perpetuated by identifying the Fund with 
that cause. One phase of higher medical 
education—to which, moreover, Michell Clarke 
attributed great importance—is the provision of 
the best medical literature for the use of practi¬ 
tioners and students. But the Bristol Medical 
Library, though serving the locality to the top of 
its powers, rests upon no specific endowment, and 
the provision of such, it is believed, would fulfil 
Michell Clarke’s wishes. A sum of £2500 will be 
necessary. Mr. James Rafter, M.A., Registrar of 
the University, is acting as honorary treasurer, and 
subscriptions should be forwarded to him at the 
University, cheques being made payable to the 
“ Michell Clark Memorial Fund.” 


THE ETIOLOGY OF OVERLAYING. 

Dr. F. J. Waldo, coroner for the City of London 
and borough of Southwark, in his annual report to 
the corporation of the City, calls attention to the 
inquests held by him upon the bodies of children 
suffocated while in bed with their parents or 
others. These inquests were seven in number, 
verdicts of accidental death being returned in 
all cases and the fact of death being due to 
suffocation proved by post-mortem examination. 
Dr. Waldo makes a practice of ordering such 
examinations upon all occasions when suffocation 
has apparently taken place owing to the child not 
having been provided with a cot, and it is perfectly 
clear that he is right. Without post-mortem exami¬ 
nation there can be no certainty that the child did 
not die from natural causes; while, in instances 
where there is evidence that the adult occupant or 
occupants of the bed were intoxicated when the 
death took place, an undeserved charge of man¬ 
slaughter might follow. It is an opinion held by Dr. 
Waldo that the intoxication of parents is seldom the 
cause of infants being overlaid, and naturally it is a 
matter as to which proof is not always forthcoming. 
In this connexion, however, it may be pointed out 


that a post-mortem ^examination not having taken 
place when parents have been committed for trial 
for manslaughter, might lead to the acquittal 
of guilty persons, as counsel for the defence at 
their trial would hardly fail to notice the omission 
of an inquest and to take full advantage of it. It 
is satisfactory to note that the increased use of 
cots for their children at night by the humbler 
classes has led to a very appreciable diminution in 
the inquests held upon deaths ascribed to suffoca¬ 
tion in bed. The number of inquests of this class 
in England and Wales declined from 1660 in 1904 
and 1098 in 1914 to 585 in 1917. 


A RETURN TO WHITE BREAD. 

There is evidence, at all events from some 
quarters, that the bread supplied now is getting 
increasingly yvliite in appearance. If that is so, 
the decisions of the Cabinet announced by the 
Food Controller in the House of Commons a week 
ago as to allowing a reduction in the percentage 
of flour to be abstracted from wheat are* being 
acted upon. Mr. Clynes explained that this 
step had been taken as a result of the relief 
of the tonnage situation and because it would 
release approximately 18,000 tons of offal weekly 
for farmers, pig-keepers, and others to feed their 
animal stock, and a certain amount of barley. 
An economic necessity appears, therefore, to have 
led the Food Controller to revert to the old order 
of things in regard to the malting of bread from 
wheat flour, which was alluded to by the Govern¬ 
ment’s own scientific authorities, who, in an official 
statement issued to the public, said:— 

“We have become accustomed to eat bread made from the 
inner two-thirds of the wheat grain, the outer third having 
been given to animals. But at the present time it is import¬ 
ant to use as much as possible of the grain for human food, 
so that wheat flour is ground to contain four-fifths or more 
of the whole grain. This is an advantage, not only because 
we get more food, but because the part of the grain which 
was formerly rejected contains valuable flesh-forming 
material and salts.'* 

There is a contradiction here in theory or in 
action which will need further explanation. 


FIRST-AID IN ORDINARY LIFE. 

During the summer we reported briefly in these 
columns a series of lectures, delivered at the 
College of Ambulance by representative medical 
men, the purpose of which was to show the 
advantage to the community of first-aid on the 
farm, in the factory, and, generally, in mitigating 
the results of accidents to life and limb in daily 
life. In factories and workshops such provision 
is obligatory under the terms of Home Office 
regulations, but apart from organised industry, how 
few are the facilities provided for emergency treat¬ 
ment before the doctor’s arrival, even though delay 
in their application may well make the difference 
between life and death. We heartily endorse, 
therefore, the plea of the St. John Ambulance 
Association that every encouragement should be 
given to those who desire to gain a competent 
knowledge of first-aid, home nursing, and hygiene, 
the Association expressing its willingness to hold 
classes wherever there is a demand for them. AVe 
should like, too, to emphasise the fact that with 
the cessation of hostilities the knowledge of first- 
aid and elementary nursing acquired by V.A.D/s 
and thousands of others should not be cast off as 
a garment, but rather put to the gentler uses of 
peace. 
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MEMORANDUM ON FOOD AND SCURVY. 

BY THE FOOD (WAR) COMMITTEE OF THE 
ROYAL SOCIETY. 


In view of the fact that outbreaks of scurvy have occurred 
at various times, both in this country, and abroad in His 
Majesty’s Forces, and in order to guard against a recurrence 
of such outbreaks, especially at places far removed from 
sources of supply, the Royal Society Food (War) Committee 
have issued the following Memorandum, based chiefly upon 
investigations carried out at the Lister Institute :— 

The Cause and Prevention op Scurvy. 

1. Scurvy, like beri-beri. Is. a “deficiency disease,” and is due to the 
long-continued consumption of food lacking in an accessory food 
substance or vitamlne. The view that scurvy is due to tainted food 
must be abandoned. 

2. This vitamine Is contained in a number of fresh foods : in largest 
amount in oranges, lemons, and fresh green vegetables ; in considerable 
amount in roots and tubers, such as swedes, potatoes, &c. ; and in 
small quantities in fresh meat and milk. It is deficient in all dried 
and preserved foods. 

3. It is destroyed by prolonged heating, such as takes place during 
stewing. Thus, potatoes in stews would be devoid of vitamlne, but if 
boiled rapidly will still contain some quantity. Alkalies rapidly 
destroy antiscorbutic properties. Soda should therefore not be added 
to the water in which vegetables are soaked or boiled. 

4. Before the onset of definite symptoms of scurvv there Is a period 
of debility and weakened resistance to disease. The occurrence of 
oases of debility in anybody of troops without sufficient cause should 
at once direct the medical officer’s attention to the sufficiency of the 
diet. 

Prevention of Scurvy. 

5. West Indian lime juice, as ordinarily prepared, 1 b useless for the 
prevention of scurvy. Fresh limes have an antiscorbutic action, 
but their efficiency is only one-fourth that of lemons. The so-called 
“lime juice,” by the regular administration of which scurvy was 
eliminated from the Navy during the first half of the nineteenth 
century, was really lemon juice obtained from the Mediterranean. The 
history of Arctic exploration affords numerous examples in which 
scurvy was prevented for long periods of time by theagenoyof lemon 
juice regularly taken. Nares’s expedition of 1875, notorious for the 
serious outbreaks of scurvy encountered, was the first to be provisioned 
with “ lime juice ” prepared from West Indian limes. Orange juice is 
as effective as lemon juioe. 

6. Potatoes and root vegetables have a distinct value in the prevention 
of scurvy, much less, however, than green vegetables or fresh fruit 
juices. A daily ration of 14 oz. of potatoes, boiled rapidly but not 
stewed, will suffice to prevent scurvy. 

7. Pulses, beans, peas, and lentils in the dried condition have no anti¬ 
scorbutic properties. If, however, the dried seeds are soaked in water 
and are allowed to germinate for a short period, one or two days, they 
develop the antiscorbutic vitamine. At the same time these pulses 
are also rich In the vitamine which prevents beri-beri, and are, more¬ 
over, valuable foods. 

The method adopted for germination is as follows. The beans, peas, 
or lentils are soaked In water at room temperature (60° F.) for 24 hours. 
The water is then drained away and, to permit germination, the soaked 
seeds are spread out In layers, not exceeding 2 to 3 inches in depth, 
and kept moist for a period of about 48 hours at ordinary room 
temperature (60? F.). They should not be allowed to dry after this 
operation, but should be cooked as rapidly as possible (lentils, 
20 minutes; peas. 40 to 60 minutes). 

8. The antiscorbutic value of fresh meat is very low in comparison 
with that of fresh vegetables and fruit. If fresh meat is consumed in 
large quantities, 2 to 4 lb. a day, scurvy will be prevented. Tinned 
and preserved meat possess no antiscorbutic value. Frozen meat, 
while more valuable than preserved meat, must be considered inferior 
to freshly killed meat in this respect. 

Methods of Cooking. 

9. The destruction of the antiscorbutic properties depends rather 
upon the time than the temperature employed. All foods, especially 
vegetable, should be cooked for as short a time as possible at boiling- 
point. Slow methods of cooking, such as stewing with meat or 
simmering below boiling-point, should be avoided. Potatoes should be 
plunged into boiling water and the boiling continued for 20 to 30 
minutes after the boiling-point has again been reached. Frozen meat 
should be roasted when practicable. 

The Memorandum closes with a summary of measures 
recommended for the prevention of scurvy when fresh 
vegetables are unobtainable: (a) The lime-juice ration 
should be replaced by lemon juice ; the ration should be 
1 oz. daily served with sugar, (b) Cooked germinated peas, 
beans, or lentils should form part of the regular daily ration. 
(o) Attention should be paid to the methods of cooking 
employed, as set forth under 9. 


The Parliamentary Representation of the 
Scottish Universities.— Professor William R. Smith 
requests us to intimate that he will address the graduates 
of the Scottish Universities at the Royal Institute of Public 
Health, London, to-day (Saturday) at 4 p.m. 


Carnspnbeiut. 

“ Audi alteram partem." 

DISPENSARY SUPERVISION IN PULMONARY 
TUBERCULOSIS. 

To the Editor of The Lancet. 

Sir, —I can cordially endorse everything written in the 
article under this heading by Dr. G. Jessel published in 
your columns on Oct. 26th. This may possibly be the more 
valuable as the experience which endorses it is obtained in 
the county borough of Middlesbrough with a population of 
126,000 in an area of 6J square miles against Wigan’s 40 square 
miles. The same method of home treatment with dispensary 
attendance and constant nursing supervision has been in 
operation here for the last four years, and the nursing 
element is continually growing and still insufficient, although 
we have three dispensary nurses employed. Recently we 
have instituted monthly nursing reports on all insured cases, 
however well they are, with most valuable results. This has 
been specially demonstrated in controlling the tendency to 
deteriorating health in the two influenza epidemics. We 
have also recently added three weeks’ holiday in a suitable 
locality, when needed, paid for by after-care scheme, which 
is really an essential in those stabilised, if home treatment is 
to be efficiently carried out. The result of this experiment was 
very interesting; at first it seemed rather a failure, but a 
review of the cases two months after demonstrated its 
unexpected value. The disappointment was due to the fact 
that only 60 per cent, of the cases sent away were imme¬ 
diately benefited ; the unexpected and gratifying result was 
that in the two months’ revision subsequent to their return 
75 per cent, were benefited, and this in spite of the fact that 
we went through the first “ flu ” epidemic during the holiday 
period. As this result is rather opposed to sanatorium 
results the suggestions are very interesting. 

There is one other matter suggested by Dr. Jessel’s article. 
During the reconstruction period after the war, with its large 
housebuilding schemes, it would be worth while considering 
whether it would not be advisable, when so many of the 
houses in which the tuberculous live are so unsuitable for 
their residence, for the local authorities who are rebuilding 
to reserve certain houses in each area, to be let at a lower 
rental if necessary to* those tuberculous families in need of 
other quarters, as one of the most economic expenditures in 
the control of tuberculosis. It is not suggested that these 
houses should be segregated, unless the local bodies were 
prepared to spend an extra sum on the beautifying of the 
area to overcome the natural tendency there would be to 
consider it a leper area, and so defeat its own ends. May I 
say that home treatment, to be properly carried out, needs 
a home, not a hovel, and tuberculosis does not require this 
more than other diseases. 

For home treatment to be successful there must be constant 
supervision according to the requirements of the case, reason¬ 
able freedom from anxiety, and a possibility of removal to 
a sanatorium, when the extra rest there obtained is an 
essential consideration. In Middlesbrough the results are 
fully justifying the idea that the only real way in which 
tuberculosis can be controlled is by making home treatment 
and supervision the foundation-stone of the whole structure. 
Sanatoria, hospitals, and farm colonies should be only 
separate rooms in the structure for special use ; home treat¬ 
ment and supervision must be the foundation of the whole. 

I am, Sir, yours faithfully, 

H. A. Ellis, 

Middlesbrough, Nov. 16th, 1918. Tuberculosis Medical Officer. 

PS. — Since writing the above I have read Dr. F. E. 
Wynne’s letter in your issue of Nov. 16th. Surely he 
hardly makes out a case. While admitting the failure in 
present methods of dealing with tuberculosis, as “ vital 
statistics show no decline whatever, either in the incidence 
of tuberculosis or the mortality from this cause,’' he 
depreciates a method which has at least demonstrated that 
it has attained the supervision of 1615 cases where before 
only 1164 were supervised, or that a third of the cases were 
previously not supervised. At least home supervision 
does away with many present extravagant and irksome 
methods, which apparently, in Dr. Wynne’s belief, are 
entirely useless. Whether home supervision and treatment 
















The Lancet,] 


TREATMENT OF INFLUENZA. 


[Nov. 30, 1918 757 


is the right path remains to be proved, and will in the very 
nature of things require about ten years to show results. 
My own, in spite of war food difficulties and influenza, show 
this year so far a reduction of 20 per cent, on the mortality 
of 1914, and the more serious cases are undoubtedly 
diminishing in the district. It is bad policy for those 
who have so far admitted failure to condemn a method 
before a reasonable test has been made. War should 
surely have taught us not to condemn new methods before 
trial where present procedures are not equal to the under¬ 
taking. I trust Dr. Jessel will continue and give tis the 
results of his increased home supervision. 


To the Editor of The Lancet. 

Sir,— Your issue of Nov. 16th contained an interesting 
letter from Dr. F. E. Wynne, medical officer of health 
of Wigan, on the subject of dispensary supervision in 
pulmonary tuberculosis. Dr. Wynne maintains that con¬ 
sumptives in Lancashire will not, or do not, carry out 
such common-sense hygienic methods as they have been 
taught to do. I have, of course, no knowledge of the 
county borough of Wigan, but as regards the administrative 
county as a whole I am convinced Dr. Wynne underrates 
the average intelligence of Lancashire men and women. 

It is a mistake to take dispensary supervision or any 
other single item in a comprehensive scheme and expect 
the death-rate from tuberculosis to be much raised or 
lowered as a consequence of its adoption. In Lancashire, in 
1917, no less than 256 persons died from pulmonary tuber¬ 
culosis who had not been notified, 19 died before receipt of 
notification, and 433 within three months of notification. 
Such a reservoir of infection, coupled with other war condi¬ 
tions, makes a much smaller death-rate compared with pre¬ 
war years most unlikely, but surely every effort to enable 
persons suffering from open consumption to have a separate 
bedroom, as carried out so admirably by Dr. Jessel and the 
other county tuberculosis officers in the county areas under 
their charge, helps in the right direction and not in the 
wrong —I am, Sir, yours faithfully, 

G. Lissant Cox, 

Central Tuberculosis Officer. Lancashire County Council; 

Medical Adviser, Lancashire Insurance Committee. 

County Offices, Preston, Nov. 25th, 1918. 


TREATMENT OF INFLUENZA. 

To the Editor of The Lancet. 

Sir, —Sir Thomas Horder’s stimulating article upon the 
treatment of influenza in your issue of Nov. 23rd will, no 
doubt, have been read with interest by many of those who 
are engaged in dealing with the epidemic from the purely 
clinical side. He rightly points out that there are no 
reliable short cuts in the treatment of these cases, and 
emphasises the great importance of skilled nursing and 
efficient treatment on general lines, especially in the manage¬ 
ment of the more serious type of case. He speaks of the 
importance of “the promptness with which the general 
conduct of the case is established and the thoroughness with 
which it is carried out,” and goes on to add that “every 
case of the disease treated upon sound principles is a 
contribution to preventive medicine.” The value of 
such observations cannot be overestimated. Sir Thomas 
Horder’s paper, however, would have been still more 
helpful if he could have formulated for us a work¬ 
able scheme for the handling of the many serious 
cases amongst the poorer classes of the community. His 
remarks and suggestions about aerotherapy, hydrotherapy, 
poultices, cradling, inhalations, Gamgee jackets, hypo¬ 
dermic and intravenous medication, to say nothing of the 
turtle soup, show that he is thinking rather of the patient 
who is already surrounded by conditions which in themselves 
tend towards a favourable issue. What, however, are we to 
do with the serious cases occurring amidst surroundings 
which from the start are all against recovery ? And I take 
it that these cases are in the majority. Many doctors have 
by this time realised the hopelessness of treating cases of 
influenzal pneumonia under such conditions. An abundance 
of fresh air has been almost unobtainable ; efficient nursing 
in 19 cases out of 20 out of the question, and for those cases— 
and there have been many of them—situated in houses where 
the majority of the domestic circle have been laid aside even 
the elementary requirements of sick nursing have been absent. 
The harassed doctor has been able to do little more than pay 
a hurried daily call, prescribe medicine, feel the pulse, and 


with a word of encouragement pass on to his next patient. 
Although district nurses have been here and there available— 
and they have done splendid work under trying conditions— 
yet for many cases an occasional visit from a kindly neigh¬ 
bour has been all that has been possible. The civilian 
population has suffered severely, not so much because we 
have been unable to make up our minds as to the actual 
causative agent of the disease, or whether one should 
administer a dose of 10 million or 500 million dead influenza 
bacilli, or even because we have been unable to provide a 
definitely curative agent against the virus, but rather owing 
to the distress and misery caused by the apparent helpless¬ 
ness of the public health, Poor-law, and hospital authorities 
to do anything adequate to deal with a situation where 
nursing and care of acutely ill people have been an urgent 
need. 

The difficulties, of course, have been great, but failure to- 
cope with the problem has obviously been due to want of 
organisation rather than of beds, doctors, and nurses. The 
war has clearly demonstrated that in the hands of a central 
authority organisation can overcome everything, and the 
medical and nursing professions have been able to success¬ 
fully meet situations of unparalleled difficulty. In one way, 
therefore, the epidemic has done good. It has proved the 
urgent need for an efficient State Medical Authority. The 
existence of such an authority would have made it possible 
for a clear-cut line of campaign to have been immediately 
instituted. It would have been possible for that authority 
to have at once ordered the closing of every hospital and 
infirmary bed to all but urgent cases. In this way wards 
could have been set apart and nurses set free for the care of 
large numbers of influenzal pneumonias. Under such con¬ 
ditions it would have been reasonably possible to attempt to 
carry out Sir Thomas Horder’s most excellent principles of 
treatment and so give the patients a better chance, and at 
the same time to have saved many families from the distress 
and misery produced by attempting to look after acutely ill 
relatives under conditions that are all against recovery. 

I am, Sir, yours faithfully, 

Leeds, Not. 25th, 1918._ O-W- VlNING - MD ‘ 

PARLIAMENTARY REPRESENTATION OF 
DUBLIN UNIVERSITY. 

To the Editor of The Lancet. 
wish to remind medical graduates of Dublin # 
University that by recent legislation all graduates who ’ 
register their names have the right to vote ; the franchise is 
not, as heretofore, confined to holders of the higher degrees. 
In order to register, a graduate not already registered should 
send without delay to the Assistant Registrar of University 
Electors, Trinity College, Dublin : (1) his name in full; (2) 
his address ; (3) the registration fee of £1; (4) a declaration 
that he, or she, is of the required age and a British subject. 
Women graduates have the same rights as men. 

Sir Robert Woods, who received wide support at the last 
election, has announced his intention of contesting the vacant 
seat. If Dublin University is to return a medical man as one 
of its Members it is incumbent on medical graduates to 
register as voters at once. It is not necessary to impress on 
readers of The Lancet the importance of returning an 
increased number of competent medical men to Parliament. 

I am, Sir, yours faithfully, 

Dublin. Nov. 25th, 1918. ROBERT J. ROWLETTE. 


THE INTRAMUSCULAR ADMINISTRATION OF 
NOYARSENOBILLON. 

To the Editor of The Lancet. 

Sir,— As the method which I have adopted of administering 
novarsenobillon intramuscularly appears to be practically 
painless, and as other practitioners may be interested, may I 
be allowed to state the technique employed ? The successful 
and comparatively painless administration of novarseno¬ 
billon depends in the first place upon a satisfactory solvent 
being used for the drug. Many solvents and methods were 
tried at St. Thomas’s Hospital, with the result that a 
solution of guaiacol in liquid glucose proved to be the most 
satisfactory. The solution is thus prepared 

Guaiacol . J- P ar J* 

Liquid glucose. ,52 parts. 

Water (recently sterilised) .to 100 parts. 

The water and glucose are sterilised and the guaiacol is 
added when cold. 
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It is to be noted that the solution is prepared without the 

addition of any anaesthetising agent, such as stovaine or 
novocaine. Experiments made with higher percentages of 
both guaiacol and liquid glucose were found to be 
unsatisfactory. 

There are many qualities of liquid glucose, varying in 
colour from dark brown to yellow, but the product used 
should, be the pure substance, which is clear and colourless. 
Of this solvent, 10 to 20 minims are taken and the 
novarsenobillon powder is dissolved in it, which it readily 
does, even when the dose is as large as 0 75 g. With this 
amount of liquid the injection is made. This amount is 
very small, which is of great importance, as the least bulk of 
fluid possible should be injected into the tissues. 

I do not consider the addition of a local anassthetising 
agent necessary, for with intramuscular injections pain 
makes no appearance until several hoars after giving the 
drug, and by that time the effect of a local anaesthetic has 
disappeared. If the injection is skilfully administered there 
is no pain at the time ^of administration and the insertion 
of the needle is not felt. 

The method recommended is to take a 1 c.cm. tuberculin 
or intramuscular syringe fitted with a fine intramuscular 
needle. Separating the needle from the syringe and hold¬ 
ing it between the thumb and forefinger, it is stabbed with a 
rapid movement of the wrist into the glutei in the upper 
and outer quadrant of the buttock, causing it to enter the 
tissues at right angles to the skin. The depth to which the 
needle is inserted—usually from three-quarters up to the 
hilt—can only be gauged by practice. The buttock should 
be carefully palpated beforehand to ascertain the best 
position for inserting the needle and the force requisite to 
drive the needle to the desired depth. When this has been 
done the syringe is fitted on to the needle, care being taken 
that the needle is kept stationary while it is in the tissues 
and while the plunger is being pushed down. The needle 
and syringe are then withdrawn as one, as rapidlvas possible 
to prevent any solution remaining along the track of the 
needle. The buttock is then gently massaged for five 
minutes. 

Although a few patients have complained of pain lasting 
for two or four hours this is exceptional. By this method I 
find that patients are spared the intense pain which often 
attends the administration of the drug with the solvents 
generally in use. 

I am, Sir, yours faithfully, 

Thos. An wyl-Davies, 

In charge of the Venereal Department, St. Thomas’s Hospital. 

13, Park-place, St. James a, S.W., Nov. 23rd, 1918. 


SECURITY OF TENURE FOR MEDICAL OFFICERS 
OF HEALTH AND INSPECTORS OF 
NUISANCES. 

To the Editor of The Lancet. 

Sir,— As the time is approaching when, I think, an appli¬ 
cation might be made to the Local Government Board for 
the issue of the Order referred to in the enclosed letters, I 
send you copies of the letters for publication. 

I am, Sir, yours faithfully, 

Nov. 23rd, 1918. PHILIP MAGNUS. 

# [Enclosures.] 

Local Government Board, Whitehall, S.W. 1 , 

__ _ ,, 30th December. 1915. 

My Dear Magnus,— In accordance with the decision of my pre¬ 
decessor, which was contained in his letter to you of February last my 
Department have prepared an Order giving security of tenure to whole- 
time medical officers of health and Inspectors of nuisances In the future 

I entirely agree with the decision at which Mr. Samuel arrived and 
am strongly in favour of security of tenure for these officers but I 
must confess that my own feeling is that the present is hardly the 
most appropriate time for the issue of such an Order, in view of the 
fact that so many of our best men have given up local work for service 
with the Army or Navy, and that the conditions are now quite 
abnormal. 

Perhajw you would kindly let me know what your views are and 
whether io the circumstances you would see any objection to the Issue 
of the Order being further postponed.—Yours sincerely, 

(Sgd.) Walter H. Long. 

Local Government Board, Whitehall, S.W. 1, 

My Dear Magnus,—M any thanks for your letters with respect to 
the tenure of office of medical officers of health and inspectors of 
nuisances. I felt sure you would agree that there were good grounds 
for postponing the Intended change. 

I see no objection at all to your publishing our correspondence. 

Yours sincerely, 

, . . . . . ( 8 «d-) Walter H. Long. 

I am very grateful to you for your most valuable aud friendly 
cooperation.—W. H. L. J 


Cjje Mar anb 


Summary of Total War Casualties. 

We gave last week Mr. Macpherson’s statement to the 
House of Commons regarding the total British casualties, 
including those of Dominion and Indian troops, up to 
Nov. 10th. This referred to land warfare. The Secretary of 
the Admiralty has issued a corresponding statement regarding 
naval losses. From the outbreak of the war up to Nov. 11th 
last there was a total of 39,766 casualties in the Roval Navy 
and Royal Marines, excluding the Royal Naval*Division 
(included in the War Office figures), but including the Royal 
Naval Air Service up to the end of last March. The figures 
also include a certain number of officers and men of the 
Mercantile Marine injured while serving on commissioned 
vessels. The total naval casualties are analysed as 
follows. Naval Losses. 

_ , „ . Officers. Men. 

Dead (including died from wounds and 

from other causes) . . 2,466 . 30 896 

founded . 805 4,378 

Missing. 15 32 

Interned and prisoners of war . 222 953 


Total . 3,508 . 36.258 

In addition to these, 14,661 officers and men of British 
merchant ships and fishing vessels have lost their lives 
through enemy action, and 3295 others have been captured 
and detained in enemy countries as prisoners of war. 


Canadian Losses. 

An official statement gives the total casualties to Nov. 5th 
last in the Canadian Overseas Forces as 213,268 : — 

Killed in action . 35,128 Missing 842 

Died of wounds . 12,048 Wounded. 154.361 

Died of disease. 3.409 Prisoners of war . 2,860 

Presumed dead . 4,620 2132® 

American Losses. 


In an interview given at Washington, General Peyton March 
gave the casualties during the war in the U.S. A. Army :— 

Killed or died of wounds 36,154 I Wounded. 179,625 

Died of disease. 14.811 Prisoners. 2,163 

Deaths uncertlhed. 2,204 | Missing . 1,160 


Indian Casualties. 

The total number of casualties among the Indian troops up 
to Sept. 30th last has been officially given as 101,439, viz. : — 


Killed. Wounded. 

In Mesopotamia . 14,742 . 30,589 

In Prance. 6,900 . 16.380 


The Casualty List. 

The following medical officers appear among the casualties 

announced since our last issue :— 

Killed. 

Capt. R. Clark, R.A.M.C., attached Hussars. 

Died of Wounds. 

Lieut.-Col. P. S. O’Reilly, C.M.G., R.A.M.C.. qualified in 
Ireland in 1899, and joined R.A.M.C. shortly afterwards. 
He took part in the South African War, and at the time 
of his death was senior medical officer at the Roval 
Arsenal, Woolwich. 

Died. 

Capt. M. W. Miles, R.A.M.C., qualified-in London in 1917, 
and thereupon joined up. He died in England of 
pneumonia following influenza. 

Capt. E. D. Keane, R.A.M.C., was a student at Aberdeen 
University and qualified in 1901. He held appointments 
at the County Asylum, at Chalmers’ Hospital, and at the 
Dispensary, Banff, and was in practice at Kensington 
at the time of joining the R.A.M.C. 

Major W. S. MacDonell, Canadian A.M.C. 

Capt. M. S. K. R. Rao, I.M.S. 

Major G. G. Anderson, R.A.M.C. 

Surgeon-Lieut. J. F. Howell, R.N. 

Surgeon Sub-Lieut. J. D. Gear, R.N.V.R. 

Wounded. 

Capt. J. J. B. Edmond, R.A.M.C., attached K.R.R.C, 

Capt. G. Robinson, R.A.M.C. 

Lieut. W. H. Ross, R.A.M.C., attd. Devonshire Regiment. 

Capt. A. W. Raymond, M.C., R.A.M.C., attd. Rifle Brigade. 

Capt. Santokh Singh, I.M.S. 

Capt. W. G. MacKenzie, M.C., R.A.M.C. 

Previously Reported Wounded , now Reported not Wounded. 

Capt. W. G. Shakespeare, R.A.M.C. 
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OBITUARY OF THE WAR. 


JAMES MURRAY MoLAGGAN, M.B., Ch.B. Aberd , 

MILITARY CROSS, 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. M. McLaggan, who was killed in action on 
Oct. 4th, was elder son of James McLaggan, of Torphins, 
Aberdeenshire. He was educated at Gordon’s College, Aber¬ 
deen, and graduated M.B., Ch.B. at the University in July, 
1913. He was then appointed house physician at the 

Royal Infirmary, and 
was holding this post 
when, at the outbreak 
of war, he received a 
commission in the 
R . A . M . C . After a 
period of service at 
Netley Hospital he was 
attached to the Royal 
Fusiliers, serving with 
his battalion in Egypt, 
Salonika, and France 
for three and a half 
years. At the battle of 
Loos he was awarded 
the Military Cross— 

*' For conspicuous gal¬ 
lantry and devotion to duty 
during the operations 27th 
to 30th September, 1915, 
when he attended to the 
wounded in the firing line 
under heavy shell and rifle 
fire. His coolness and skill undoubtedly saved many lives. For three 
days and four nights he worked incessantly with unflagging energy." 

He was killed by a machine-gun sniper. The A.D.M.8. of 
the division writes: “Captain McLaggan had a very high 
sense of duty, and his constant thought.was for the well-being 
of the men. The manner of his death was exactly like his 
life—with complete disregard of his personal safety he went 
to attend to his fallen C.O. when he himself fell a victim.” 


FRANK OSWALD SPENSLEY, M.R.O.S. Eng:, 

CAPTAIN, ROTAL ARMY MEDICAL CORPS. 

Captain F. 0. Spensley, who died at Weymouth on 
Oct. 23rd, at the age of 39 years, was youngest son of the 
late Rev. James Spensley, of Reeth, N. Yorks. Educated 
at Kingswood School, Bath, and at St. Thomas’s Hospital, 
London, he held a house appointment at Lowestoft Hos¬ 
pital before being appointed in May, 1908, assistant medical 
officer to the Darenth Asylum. Four years later came his 
promotion to the senior post. He was keenly interested in 
the scheme of industrial training for the feeble-minded, and 
assisted wholeheartedly in making Darenth a success as an 
industrial colony. His paper read before the Medico- 
Psychological Association was noticed in our columns 

(The Lancet, 1913, i., 
711). Volunteering for 
active service on the 
outbreak of war, he was 
at first rejected on 
medical grounds, but 
received a commission 
in the R.A.M.C. in 
November, 1916, and 
served for a year with 
the Salonika Force, 
when he was invalided 
home. After working 
at Aldershot and at 
Wareham he was 
attached to the R.A.F. 
at Blandford, where 
he was at work until 
Oct. 22nd. On the 
following day he 
died of pneumonia at 
the Borden Military Hos¬ 
pital, Weymouth. Captain Spensley s constant thought, both 
at Darenth and at the camp, was for his patients, by whom he 
was much beloved. His chief at Darenth writes : “He had 
qualities which eminently fitted him for that branch of work 
—I mean a large sympathy and a keen interest in the lives of 
the patients. He was consequently very popular among them. ” 


HUGH BERNARD GERMAN, M.R.C.8. Eng., 

MILITARY CROSS, 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major H. B. German, who was killed in action in France 
on Sept. 18th, was eldest son of the late George Alexander 
German, of Southsea. He was educated at Portsmouth 
Grammar School, where he was distinguished in games, and 
took his medical course at Guy’s Hospital, London, 
qualifying in 1904. He then entered the Royal Navy and 
was serving on H.M.S. Orontcs in the Mediterranean at 
t r »e time of the Calabrian earthquake, when he was in 
one of the first relief 
parties which reached 
the scene of disaster. 

For his services on this 
occasion he received 
the Messina Medal and 
the Order of the Crown 
of Italy. In 1913 he 
went into private prac¬ 
tice at Waltham Abbey, 
surrendering it in 1916 
when offered a tem¬ 
porary commission as 
captain in the Royal 
Army Medical Corps. 

He was sent to France 
attached to the 17fch 
Field Ambulance, was 
mentioned in despatches 
in 1917, and in Novem¬ 
ber of the same year was 
awarded the Military Cross for gallantry in the field, to 
which he added a bar in March, 1918. He met his death 
while going to the succour of a wounded officer. «His brother 
officers write of the esteem and respect in which Major 
German was held by all ranks. “ He was fearless and 
untiring in his effoits for the wounded.” 

JAMES HARRIS CONNOLLY, M.D. Edin., F.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. H. Connolly, who died on active service on 
Oct. 23rd, was second son of James Connolly, of Putney. 
He was educated at the Royal Academical Institution and 
at Queen’s College, Belfast, going on to Edinburgh Uni¬ 
versity, where he qualified M.B., Ch.B. in 1902 and M.D. 
with honours four years later. During these years he acquired 
his surgical experience, which was considerable, at the Devon- 
port and Chesterfield Hospitals. The next 18 months he 
spent at the Golden Square Throat Hospital, and his interest 
in ppecial surgery thus aroused he took his F.R.C.S., and 
was appointed honorary assistant throat and ear surgeon to 
St. Bartholomew’s Hospital, London, and to the Hackney 
Hospital for Children. He was securing a position a9 a 
consultant in this branch when, on the outbreak of war, 
he offered his services, 
and was at first placed 
in charge of wounded 
officers at the Royal 
Herbert Hospital, Wool¬ 
wich. He was in Egypt 
for some months, but 
for the greater part of 
the four years was 
working at a C.C S. in 
Franee, exposed to great 
climatic hardships. In 
March, 1917, he was 
invalided after a severe 
chill and later, having 
collapsed while operat¬ 
ing, was found to have 
albuminuria. After six 
months at the Acheson 
Hospital in London he 
returned to France and 
died of exhaustion at the 
C.C.S., where he was suigeon-specialist. Captain Connolly's 
friends one and all write of his forgetfulness of self and 
devotion to duty. His work always took the first place with 
him and he was a very skilful surgeon. “He was too much 
wrapped up in his work to have a large circle of friends, but to 
those with whom he was intimate he was geniality itself.” 
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MEDICAL NEWS. 


[Nov. 30, 1918 


Casualties among the Sons op Medical Men. 

The following additional casualties among the sons of 

medical men are reported:— 

Capt. H. P. D. Helm, R.A.F., late Border Regiment, died 
from illness contracted on active service, eldest son of 
Dr. R. D. Helm, of Carlisle. 

Lient. M. E. J. Moore, M.C., Royal Irish Rifles, died of 
wounds, onlv son of Dr. E. E. Moore, of Donegal 
Asylum, Letterkenny. 

Capt. H. T. F. Russell, M.C., R.A.F., late Royal Welsh 
Fusiliers, killed in an aeroplane accident, third son of 
Dr. W. F. Russell, of Holyhead. 

Lance-Corpl. T. P. Clark, Royal Fusiliers, killed in action, 
only surviving son of the late Dr. A. W. Clark, of 
Wisbech, Cambs. 

Lieut.-Col. A. Thorp, D.S.O., R.A., killed in action, eldest 
surviving son of the late Dr. C. W. Thorp, of 
Todmorden, Lancs. 


lltfc&kal Jjtetos. 


Royal College of Surgeons of England.— 
Licences in Dental Surgery were recently conferred upon 19 
candidates (including two women) who have passed the 
requisite examinations and have complied with the necessary 
by-laws. The following are the names of the successful 
candidates:— 

Douglas William Smale Adams and John Frederick Batsford, Guy's 
Hosp.; Isaac Myer Benischnwitz. Middlesex and Royal Dental 
Hosps.; Iris Elizabeth Gardiner. Royal Free and National Dental 
Hospe. ; Myer Garfinkel, Univ. Coll, and National Dental Hosps.; 
Mabel Francis Humby, Royal Free and Univ. Coll. Hosps.; John 
James and Elisha Clemens Keet, Guy’s Hosp.; Frank Lawrence, 
Lond. Hosp.; Harold James Lyon and Amin Maher. Guy’s Hosp.; 
Cornells Hermanua Oliver, Middlesex and Royal Dental Hosps.; 
Charles Lindley Donald Pasmore. Guy’s Hosp.; Clifford Thomas 
Plimsoll, Charing Cross and Royal Dental Hosps. ; Bertram 
Adolphe Siedle, Univ. Coll, and National Dental Hosps.; and 
William Wallace Harold Truscott, William Henry Turner, and 
Richard Murray Underwood, Guy’s Hosp. 


University of London.— At examinations held 
recently the following candidates were successful 

Third (M.B., B.S.) Examinatiox for Mkdical Degrees. 

Loveday Shackell Banes, St. Mary’s Hosp. and Lond. Sch. of Med. foi 
Women ; Irene Bastow, Lond. Sch. of Med. for Women ; Stanley 
Batchelor. Lond. Hosp.; Alethea Josephine Bolton, Birm. Univ. 
Philip Crawford Conran, Middlesex Hosp.; Hilda Margaret Denton 
and Susan Alfreda Finch, Lond. Sch. of Med. for Women 
Humphrey Leonard George Foxell, Univ. Coll. Hosp. ; Maud 
Gazdar, Lond. Sch. oi Med. for Women ; Johan Coenraad Gie, 
Guy's Hosp. ; Lionel Bernard Goldschmidt, King’s Coll. Hosp. 
Charles Hamilton Gould and Walter Heury Grace. Guy's Hosp. 
Blanche Aspasie Marion Henderson, Charing Cross Hosp.; William 
Broke Heywood-Waddington, St. Bart.’s Hosp.; Robert Haraei 
Hodges, King's Coll. Hosd.; Edwin Augustus Hutton-Attenborough, 
London Hosd. ; Muriel Elsie Landau, Lond. Sch. of Med. foi 
Women ; Janet McAllister McGill, St. Mary's Hosp. and Lond, 
Sch. of Med. for Women; Maurice William Holt Miles, St, 
Thomas’s Hosp.; Ludlow Murcott Moody, King’s Coll. Hosp 
Percival George Quinton and Walter Murad Abdul Rahman. Univ 
Coll. Hosp.; Olive Rendel, Lond. Sch. of Med. for Women 
(honours, distinguished in pathology); Enid Kleanora Sanger 
Davies, Lond. Sch. of Med. for Women ; Stanley Nahum Sennett 
London Hosp.; Joseph Harold Sheldon, King’s Coll. Hosp 
Aubrey Leonard Telling, Leeds Univ.; and Gladys Millicent 
Rutland Webater, Lond. Sch. of Med. for Women. 

B.S. Examixatiox. 

Thomaa Henry Sanderson-Wells, Middlesex Hosp. 

The following candidates have passed in one of the twe 
groups of subjects 

Group /.—Simon Cyril de Silva Wi jeyeratne, Univ. Coll. Hosp. • Alic* 
Muriel Griffiths and Mary Isabella Hounsfield, Lond. Sch. of Med 
for Women ; Francis Reginald Law, Leeds Univ. ; Annie Lloyd 
Lond. Sch. of Med. for Women; Thomas D*wson Pratt, Leedi 
Univ.; and Henry Bret Russell. 8t. Thomas’s Hosp. 

Gr J£W. IL—Charles Yarrow Eccles, St. Thomas’s Hosp.; Alberl 
William Holgate, Univ. Coll. Hosp.; Ifor Hughes Lloyd, West 
minster Hosp.; Alice Lloyd Lloyd-Williaras, St. Mary’s Hosp 
and Lond. Sch. of Med. for Women; Adeline Mabel Matland anc 
Enid Maud Pfeil. Lond. Sch. of Med. for Women; and Montagi 
Cecil Polhill, Univ. Coll. Hosp. ^ 


Society of Apothecaries of London—A t exa¬ 
minations held recently the following candidates passed in 
the subjects indicated 


Glrgia (Sect. II.), Univ. Coll. Hosp. ; D. M. Howa 
Durham 11 St " ^y’ 8 . flo8 P-; and T. T. Tiplady (Sect. 1 

MedMne.—D. M. Howard (Sects. 1. and II.), St. Mary’s Hosi 
8. Robinsou, St. Thomas’s Hosp.; S. H. Robinson (Sects.I. and II 
Guy s Hosp ; and G. E. Spero (Sect. I.), London Hosp. 

Forensic Medicine— D. M. Howard, St. Mary s Hosp. f W. A. Jom 

: H ’ Rob,nBon . Guy's Hosp.; and C. de B. Thomsc 

Middlesex Hosp. 


Midwifery. —R. A. D. J. Bernhardt, Middlesex Hosp.; J. Crawford, 
Royal Free Hosp.; D. M. Howard, St. Mary's Hosp. ; T. T. Tiplady, 
Durham ; and J. Yates, Manchester. 

The Diploma of the S xfiety was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwifery . M. Girgls 
and D. M. Howard. 

Royal Institution of Great Britain, Albemarle- 
street, Piccadilly, W.—A general monthly meeting of 
the members will be held on Monday, Dec. 2nd,* at 5 p.m. 

Royal Medical Benevolent Fund.— At a 
meeting of the committee, held on Nov. 8th, 30 cases were 
considered and £249 15#. voted to 24 of the applicants. The 
following is a summary of some of the oases relieved:— 

L.R.C.P. & S. Irel., aged 34, unmarried, and practised in India, where 
he contracted fever, and as a ship’s surgeon. Suffered from insomnia 
and bad to discontinue work owi.ig to the morphia habit. Now reported 
cured, and wishes to start a practice. Quite without means. Voted £5. 
—Widow, aged 47, of L.R.C.P. & S. Edin. who practised at Waltham¬ 
stow and died in 1916, and was an annuitant ot the Fund. Applicant 
left entirely without means, and finds it difficult to obtain suitable 
employment. Relieved three times, £18. Voted £12 In 12 instalments. 
— M.R.C.S. Eng., aged 49, married, and practised at Birmingham. 
Suffering from disseminated sclerosis. Has no income beyond 10#. a 
week from friends and 5s. a week earned by his wife by making shell 
jewellery. Rent £6 a year. One son. aged 11, a foundation scholar at 
Epsom. Relieved twice. £44. Voted £26 in 12 instalments.—Widow, 
aged 43, of L.R.C.P. Jt S. Edin. who practised in Ireland and died in 
1912. Applicant obtained a living by keeping a sweet shop, but owing 
to the war had to give it up. Now earns 10#. a week by sewing. Has 
three children, ages 13-18. The eldest In the Army, from whom she 
receives 3#. 6 d. a week, and a daughter aged 16, who earns 12#. a week. 
Recommended by the Edinburgh Branch of the Guild. Relieved 
twice, £25. Voted £15 in three instalments.—Daughter, aged 66, of 
L.F.P.S. Glasg. who J practised at Widnes and died in 1883. Applicant 
has two pensions bringing in £40 a year and has two unfurnished rooms 
rent free. Owing to the high cost of living unable to manage. 
Relieved five times, £25. Voted £5.—Widow, aged 55, of M.R. 
Aberd. who practised at Watllngton and died in 1912. Owing to 
ill-health unable to work. Sister-in-law allows 10#. a week. Rent 5#. 
a week. Relieved three times, £34. Voted £12 in 12 instalments.— 
Widow, aged 37, of L.R.C.P. Edin. who Dractlsed at Edinburgh and 
died in 1916. Applicant was left with very limited means with four 
children, now aged 4-12 years. Tries to supplement her income by 
taking in boarders. Relieved twice, £27. Voted £15 in 12 instalments. 
—Daughters, aged 56 and 44, of L.S.A. Lond. who practised in London 
and died in 1903. Both are chronic invalids and unable to work, and 
their joint income is less than £70 a year. Relieved ten times, £119. 
Voted £18 in 12 instalments.—Widow, aged 81, of M.D. Lond. who 
prihctised in London and died in 1895. Suffers from chronic rheumatism. 
Total income £44 a year. Relieved ten times, £65. Voted £10 in two 
instalments.—Widow, aged 73, of L.R.C.P. Edin. who practised in 
East London and died in 1913. Owing to long Illness of husband was 
left quite unprovided for. Has three daughters, but none able to help. 
Brother who used to help her now dead. Only Income a pension from 
a City Company. Relieved five times, £60. Voted £12 in 12 instal¬ 
ments.—Widow, aged 55, of M.D. Edin. who practised at Newcastle and 
died In 1896. Was left with one daughter entirely unprovided for. 
Has recently fractured her leg, which has prevented her from working. 
Receives a little help from daughter. Relieved four times. £48. Voted 
£12 in 12 instalments.—Daughters, aged 67 and 58, of M.R.C.S. Eng. 
who practised in Cornwall and died In 1873. Endeavour to make a 
living by taking in paying guests, but cannot make sufficient to pay 
expenses. Relieved nine times, £154. Voted £18 in 12 instalments. 

Subscriptions may be sent to the acting honorary treasurer. 
Dr. Samuel West, at 11, Chandos-street, Cavendish-square, 
London, W. 1. 

Central Midwives Board.— A special meeting of 
the Central Midwives Board was held at Queen Anne's Gate- 
buildings, Westminster, on Nov. 21st, with Sir Francis H. 
Champneys in the chair. Certain midwives were struck off 
the Roll, the following charges, amongst others, having been 
brought forward:— 

Being in attendance at a confinement, and the case being one of 
abortion, the midwife did not explain that the attendance ot a regis¬ 
tered medical practitioner was required, as provided by Rule K. 21 (2), 
and the case being as aforesaid she neglected to band to the hushand or 
the nearest relative or friend present the form of sending for medical 
help, properly filled up and signed by her, in order that this might be 
immediately forwarded to a medical practitioner or to an approved 
institution, as required by Rule E. 21.—A midwife when attending 
her patients did not wear a clean dress of washable material, as 
required by Rule E. 2; she did not take and record the pulse 
and temperature of her patients at each visit, as required by 
Rule E. 14 ; she did not enter her records of pulse and tem¬ 
perature in a note-book or on a chart carefully preserved, as 
required by Rule E. 14. and did not keep her register of cases as 
required by Rule B. 24. Medical aid having been sought for a patient, 
the midwife neglected to notify the local supervising authority 
thereof, as required by Rule E. 22 (1) (a) ; having been in contact with 
a patient suffering from puerperal fever, she neglected to notify the 
local supervising authority thereof, as required by Rule E. 6. A child 
suffering from Inflammation of. and discharge from, the eyes, the mid¬ 
wife did not explain that the case was one in which the attendance 
of a registered medical practitioner was required, as provided by 
Rule E. 21 (5). A midwife neglecting to disinfect her hands and fore¬ 
arms on each occasion before touching the generative organs of the 
patient, as required by Rule B. 4.; neglecting to wash the patient's 
external parts with soap and water and then to swab them with an 
efficient antiseptic solution on the occasions required by Rule E.8, 
and attempting to assist delivery of the placenta by traction on tbfr 
cord, being thereby guilty of malpractice within the meaning 
of Section 8 (2) of the Mid wives Act, 1902. A midwife being 
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drunk and incapable of giving proper attention to the patient; 
neglecting to examine the placenta and membranes and to 
satisfy herself that they had been completely removed, as 
required by Kule B. 10. That medical advice on account of serious 
akin eruptions having been sought for the infant children of 
three women upon whom she was in attendance as a midwife, the 
midwife neglected to notify the local supervising authority thereof, as 
required by Rule B. 22 (1) (a). That when called to a confinement 
the midwife did not take with her the appliances and antiseptics 
required by Rule E. 3. In disregard of Rule B. 12 the midwife dis¬ 
continued her attendance at a time when the condition of the child 
was not normal. 

At a meeting held on the same day a letter was read from 
the Local Government Board asking the Central Midwives 
Board to consider the advisability of framing a new rule in 
terms similar to the corresponding rule of the Central Mid¬ 
wives Board for Scotland, which required a midwife to notify 
the local supervising authority in the following case: 
“ Artificial feeding: Whenever under Rule 19 (b) she has 
advised the substitution of artificial feeding for breast 
feeding.” The Board decided that the Local Government 
Board be informed that the Central Midwives Board, having 
considered the question of framing a new rule in terms 
.similar to the corresponding rule of the Central Midwives 
Board for Scotland, is prepared to submit such a rule for 
the approval of the Privy Council.—A letter was considered 
from the secretary of the Four Boroughs Maternity Clinics 
bringing to the notice of the Board a scheme for the pay¬ 
ment of midwives for antenatal visiting. The Board 
directed that the secretary of the Four Boroughs Maternity 
Clinics be thanked for her communication, of which the 
Board takes note. The Board fears that any scheme by 
which additional payment is made to midwives for bringing 
patients to a clinic can hardly fail to be utilised for the 
notification of pregnancy, and therefore to prevent early 
engagement of midwives. It is strongly in favour, how¬ 
ever, of promoting the cooperation of midwives in antenatal 
and maternity care.—A letter was considered from the 
secretary of the National Poor-Law Officers’ Association 
asking the Board to amend Rule C. 1 (2) (b) by deleting the 
words “and maintaining a resident physician or house 
surgeon and a matron or superintendent nurse.” The 
Board decided that the secretary of the National Poor-Law 
Officers’ Association be informed that the Board is not 
repared to amend Rule C. 1 (2) (b) in the sense suggested 
y his letter. 

!TThe Insurance of Disabled Men.— The Govern¬ 
ment has decided to apply the Workmen’s Compensation 
Act to disabled sailors, soldiers, and airmen returning to 
civilian employment, it being understood that the State 
bears any increased charge incurred for compensation which 
arises out of the disability. The ordinary rates of insurance 
are to rule, the Government reimbursing the loss, if any, 
to the insurance company or to the large firm which under¬ 
takes the insurance of its own workpeople. All men in 
receipt of disability pensions from the Ministry of Pensions 
are regarded as disabled men for the purposes of the scheme. 
The details of the scheme are still to be published. 

Dearth of Women Doctors.—A scarcity of 
women medical assistants for maternity and child-welfare 
schemes is recorded by the Leeds Health Committee. There 
were only two applications in response to an advertisement 
for a woman medical assistant. Only one of the applicants 
was deemed suitable, but she failed to attend for an 
interview. The medical officer reported that Dr. Amelia 
Sharp had intimated her willingness to undertake a certain 
amount of work in connexion with infant-welfare centres, 
and the committee has agreed to ask her to attend at three 
afternoon clinics a week and to pay her at the rate of 1 guinea 
per clinic. The medical officer has been empowered to 
make such arrangements with other medical practitioners 
of carrying on the work at the centres temporarily at a 
similar rate of remuneration. 

Clerical, Medical, and General Life Assur¬ 
ance 8ociety.— The report of this society presented at the 
ninety-fourth annual general meeting, which was held 
at the Society’s office, 15, St. James’s-square, 8.W. 1, on 
Nov. 1st, showed a satisfactory development of the business 
and of financial progress during the year ending June 30th. 
The new assurances were 808, for a total sum of £1,122,937. 
The premium income was £476,311, Bhowing an increase of 
£7966, and the gross interest income rose by £7072 to £292,412. 
The claims by death, including £43,199 directly due to war, 
amounted to £323,633, which is £36,851 below the total 
recorded last year. The surplus income of the year’s trans¬ 
actions amounted to £217,150, and the life assurance fund 
was thereby raised to £6,312,720. The society has resumed its 
pre-war practice of granting whole-world and unconditional 
policies on the lives of civilians at the ordinary rate, and it 
also grants whole-world and unconditional policies at extra 
premiums on the lives of naval and military officers serving 
at home and abroad. 
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THE SERVICES. 


ROYAL AIR FORCE. 

A list of some 200 officers of different ranks in the Naval and 
Army Medical Services who have received temporary commissions in 
the Royal Air Force (Medical Branch) will appear in a subsequent 
issue of The Lancet. 

ROYAL NAVAL MEDICAL SERVICE. 

To be temporary Surgeon Lieutenants: J. Nlcol, A. W. McRorie. 

ARMY MEDICAL SERVICE. 

Col. J. Meek, C.B., is placed on retired pay. 

ROYAL ARMY MEDICAL CORPS. 

To be temporary Colonels whilst specially employed: Major G. R. 
Murray, R.A.M.C., T.F.; Temp. Lieut.-Col. E. F. Buzzard (Captain, 
R.A.M.C., T.F.). 

Major R. N. Hunt relinquishes the temporary rank of Lieutenant- 
Colonel on re-posting. 

Temp. Lieut.-Col. T. D. Acland (Major and Brevet Lieutenant- 
Colonel, R.A M.C., T.F.) relinquishes his temporary commission on 
re-posting. 

Capt. A. D. Fraser relinquishes the acting rank of Lieutenant- 
Colonel and reverts to the acting rank of Major. 

Major W. Davis to be acting Lieutenant-Colonel whilst In command 
of a Medical Unit. 

Temp. Capt. W. F. Nell and Capt. C. J. O'Reilly relinquish the acting 
rank of Major on re-posting. 

To be acting Majors: Capta. J. Y. Moore, W. F. Christie; Temp. 
Capts. S. J. L. Lindeman, W. G. Waugh, S. W. McLellan, A. J. M. 
Wright, R. E. Cree, N. S. Carmichael. 

Capt. (acting Major) A. G. Wells to draw the pay and allowances of his 
acting rank whilst specially employed. 

Temporary Captains to be acting Majors whilst specially employed : 

C. S. Gideon, R. W. Sutherland, L. J. Spence. 

The undermentioned late temporary Captains are granted the 
honorary rank of Captain: M. M. Townsend, T. B. Hammond, 
G. Holroyd. 

Temp. Hon. Lieut. J. R. Beaven to be temporary honorary Captain. 
Officers relinquishing their commissions : Temp. Major B. G. Elliott 
(on account of ill-health contracted on active service, and is granted the 
honorary rank of Major) ; Temp. Capta. (acting Major) W. P. Ker, 
N. C. Rogers, C. F. Curtis, H. Dearden (on account of ill-health caused 
by wounds, and is granted the honorary rank of Captain). W. Russell, 

D. G. M. Munro, J. W. O. van Mtllingen (on account of ill-health 
contracted on active service, and is granted the honorary rank of 
Captain), W. H. Bennett (on account of ill-health contracted on active 
service, and is granted the honorary rank of Captain), J. St. P. Knight, 
L. C. Smith (on appointment to R.A.F.), W. Allan (on account of ill- 
health contracted on active service, and is granted the honorary rank of 
Captain), T. B. Carlyon (on acoount of ill-health, and is granted the 
honorary rank of Captain). 

SPECIAL RESERVE OF OFFICERS. 

Capt. T. F. Corkill to be acting Major. 

Capt. J. A. L. Wilson to be acting Major whilst specially employed. 
Capt. J. MacD. Clark relinquishes his commission on account of ill- 
health contracted on active service, and is granted the honorary rank 
of Captain. 

To be LieutenantsL. Hardy. From University of London Con¬ 
tingent, O.T.O.: E. A. Clegg. A. Eidlnow, S. V. Goldhurst, G. G. 
Havers, W. S. Herman, O. P. Hines, C. G. J. Rayner, M. S. Thomson, 
J. Whittingdale. From Birmingham University Contingent, O.T.C.: 

E. E. R. Spurway. 

TERRITORIAL FORCE. 

Lieutenant-Colonels, from the Sanitary Service, to be Lieutenant- 
Colonels : P. C. Smith, J. R. Kaye, A. K. Chalmers, D. Smart, and 
C. Averill. 

The undermentioned Majors to be acting Lieutenant-Colonels whilst 
specially employed : W. H. M. Telling, W. Thompson, W. M. Stevens, 
P. R. Griffiths, B. Riddell, G. N. Biggs (to remain seconded), D. J. 
Graham, H. A. Ballauce, H. B. Roderick, and L. Humphry. 

Capt. (Brevet Major) E. H. Fenwick to be acting .Lieutenant-Colonel 
whilst specially employed. 

Captains to be acting Majors while specially employed: R. C. 
Els worth, W. J. Greer, T. M. Thomas, E. Reid, J. Henderson. H. J 
Gorrie, F. S. Carson, (Brevet Major) A. G. R. Foulerton, (Temp. Major) 
A. A. McW'han, J. H. Cobb, A. J. Jex-Blake, J. H. Thursfield, J. R. 
Levack, R. Ritson, J. Everidge, M. G. Foster, H. A. Cookson, R. 
Whittington, W. H. Bralley, A. L. Whitehead, L. R. Braitbwalte, R. A. 
Veale, C. W. Vinlng, A. H. Horsfall (to remain seconded). 

Lieut. C. H. Gibb to be Captain. 

Restored to the establishment: Major (Brevet Lieut.-Col.) T. D. 
Acland ; Capts. N. S. Finzi, A. McLennan. 

TERRITORIAL FORCE RESERVE. 

Capt. H. G. Butterfield relinquishes his commission on account of 
ill-health, and is granted the honorary rank of Captain. 

Capt. A. L. McCully, from Attached to Units other than Medical 
Units, to be Captain. - 

INDIAN MEDICAL SERVICE. 

Cols. 0. C. Manifold and P. Hehlr to be Major-Generals. 

Hon. Temp. Lieut. Behramji Pestonjl Sabawala to be honorary tem¬ 
porary Captain. 


The British Red Cross Society have conferred the honour 
of honorary life membership upon Mr. John Hatton, 
director of the baths of Bath, in recognition of the work 
done at the bathing establishment for wounded and invalided 
soldiers of all ranks. Immediately after the outbreak of war 
the Bath Corporation placed the facilities of the city’s 
bathing establishment at the disposal of the War Office and 
Admiralty. 


MEDICAL NEWS.—THE SERVICES. 
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THE GENERAL COUNCIL OF 
MEDICAL EDUCATION AND 
REGISTRATION. 

Tuesday, Nov. 26th. 

Tbe General Medical Council commenced its winter session 
at its offices, Hallam-street, \V., Sir Donald MacAlister, 
the President, being in the chair. 

Presidential Address. 

Sir Donald MacAlister opened his address with an 
expression of thanksgiving for the assured peace, and of 
grateful acknowledgment to those who by their devotion and 
sacrifice had redeemed civilisation from ruin. He continued :— 
Not least we recognise with pride the great part performed by the 
men and women of our profession, both at home and abroad, in preserv¬ 
ing the health of the Forces and of the people during the struggle. In 
the King’s words, they have made a “notable contribution to the 
common welfare.” "fearlessly exposing themselves to danger in their 
task of mercy.” The profession as a whole Is the nobler for their 
nobility, and will face the grave tasks of reconstruction with fresh 
courage, informed by their example and experience. 

Sir Donald MacAlister went on to mourn the loss to the 
Council in the death of Mr. Meredith Townsend, who joined 
the Council last year, and of his former colleagues, Mr. 
Brudenell Carter and Dr. Robert Saundby, each of whom had 
given many years of valued service before retirement. He 
reported the death, in advanced age, of Mr. James Robertson, 
Registrar of the Branch Council for Scotland. He regretted 
the absence of two members of the Council—Sir Frederick 
Taylor and Professor Symington—owing to ill-health. 

The Effects of the War and Reconstruction. 

The effects of the war, which were still felt by the medical 
profession, were then referred to. 

The Btrain upon medical men in civil practice, already severe 
enough, has been increased by the prevalence of epidemic Illness. 
There is good hope, he said, that this strain will speedily be relieved 
by the release of medical officers from military service at the rate of 
some hundreds every month. The Professional Committees in Great 
Britain, which, with the able guidance of members of this Council, 
have so effectively aided the Government in recruiting for the medical 
services during the war, are cooperating with the authorities * in 
solving the scarcely less difficult problems of demobilisation and 
resettlement. In particular, it has been arranged that the release of 
teachers in our medical schools and hospitals (shall have special con¬ 
sideration. The influx of students returned from active service, with a 
view to the early completion of their professional course, makes it 
urgent that the sadly depleted staffs of skilled Instructors should be 
reinforced without delav. 

Sir Donald MacAlister then referred to the census of 
medical students which was completed in Jane, recapitulat¬ 
ing the figures which have already appeared in our columns 
(The Lancet, July 27th, p. 113, August 31st, p. 308). On 
the basis of these figures he had suggested to the Minister of 
National Service that, so far as the immediate requirements 
for junior students were concerned, it was unnecessary to 
extend beyond the original term—namely, July 31st, 1918 — 
the instruction conferring exemption from military service 
on first-year men. This suggestion had been adopted. Sir 
Auckland Geddes had now, he added, become President of 
the Local Government Board, retaining the direction of the 
National Service Ministry for the present, and it was gratify¬ 
ing to the medical profession that during the period of tran¬ 
sition and rebuilding the responsible administrator should 
be a registered medical practitioner of high distinction as a 
teacher and an organiser. 

The number of newly qualified practitioners would this 
year be below the average, notwithstanding the steps taken 
to recall senior students from the Army to the medical 
schools. Somewhat tardy measures had been adopted to 
maintain the supply of senior dental students, but so far 
the qualified dentists added to the Dentists' Register had 
been few. The number attending the schools of dentistry 
with a view to qualification was also very small indeed. The 
prospect of a considerable addition to the ranks of qualified 
dentists, plainly required to meet immediate wants, was not 
encouraging. The Report of the Departmental Committee 
on the Dentists Act, which he had hoped might be before 
the Council this session, had not yet appeared. The problem 
the Committee was set to discuss did not become simpler 
with the rapid growth of the national demand for healthier 
conditions. A solution, Sir Donald MacAlister remarked, 
becomes every day more necessary. 


Ministry of Health.—Other Legislative Measures. 
Regarding the proposals for a Ministry of Health, he 
said:— 

The Lord President has been moved to forward, for the observations 
of the Council, the text of a Bill which proposes to establish a Ministry 
of Health for England and Wales and a Board of Health for Scotland 
for the exercise of powers with respect to health and local government. 
The Bill has been read a first time in the House of Commons, but will 
not be further proceeded with until the new Parliament meet*. I 
suggest that the Council should first consider in camerd the manner in 
w hich it may with most advantage conduct the discussion of the Bill, 
with a view to formulating such observations thereon as it may wish 
to submit to the Lord President. The Bill, it will be found, is rather 
an enabling than an enacting measure. Certain me iical functions of 
other departments are forthwith transferred to the new authority. 
Others may be transferred by Order in Council. Time will be 
given for the public discussion of such Orders before they take 
effect, and it is obvious that in many cases the terms of the Order 
may be of cardinal importance for medical science and practice. The 
Bill as it stands contains little that explicitly affects this 
Council, though I observe that it is made the duty of the Minister 
of Health to take steps for the effective carrying out of measures 
conducive to the health of the people, including " the training of 
persons engaged in health service.” It should, I think, be made ciear 
whether this phrase would or would not cover the functions exercis¬ 
able by the Privy Council and this Council in relation to medical and 
dental education, to public health diplomas, to rules framed by the 
Central Midwives Boards, and the like. I am advised that it would not; 
but the Council will, no doubt, consider the point to be of some 
importance. 

Other legislative measures were briefly alluded to :— 

The Midwives Acts for Scotland and Ireland, passed during the war 
as urgently necessary in the public interest, have now been supple¬ 
mented by an Act amending t he English Act of 1902. The amendments 
tend to harmonise the three laws and to fill up lacunae in the latter Act 
which experience of its administration had disclosed. In it provision 
is at length made for the remuneration of English practitioners called 
in to deal with emergencies arising in the practice of certified midwivea. 
The Central Mid wives Board for Ireland Ins framed rules for governing 
such practice in that country. The Privy Council, in accordance with 
the Irish Act and with the new English Act, has submitted the rules to 
the Executive Committee for comment. They follow, in the main, the 
pattern of the Scottish Board’s rules, which have been already approved 
by the Council. „ , ,, , , . 

Certain Bills have been before Parliament dealing with the grave 
question of venereal disease and its prevention. A Joint Committee of 
both Houses has been considering them in their bearing on the im¬ 
portant Act passed last year. You will remember that under its 
provisions the practice of unqualified persons professing to treat these 
diseases was legally prohibited lu certain areas. The Bills in question 
propose to extend the prohibition to all parts of the country, and to 
impose penalties on unqualified persons who publicly advertise them¬ 
selves as prepared to treat or to supply “cures” for this class of 
maladies. As your President I was asked to give evidence before the 
Committee, and testified to the various aspects of the matter brought 
to the notioe of the Council by Dr. Langley Browne’s Unqualified 
Practice Committee and otherwise; and to the enactment* of 
the Overseas Dominions respecting unqualified practice in general, as 
extracted from the Councils minutes. Although the Bills will not 
proceed this session of the Council, I understand the evidence given 
will be printed, and that the Committee will probably be reconstituted 
and report to the next Parliament. 

Examination in General Education. — Training in 
Preventive Medicine. 

The President then went on to record the progress made 
by the English Board of Education with the elaboration of 
its scheme for a general school examination to take the 
place of the multiple examinations in general education 
with which teachers and scholars have too long been 
burdened. Dr. Mackay, on behalf of the Education Com¬ 
mittee, is charged with a report on the subject. Meanwhile 
the four Scottish Universities had received from His Majesty 
in Council a new Ordinance which establishes a common 
Entrance Board, empowered to accept the leaving certifi¬ 
cates of the Scotch Education Department as the normal 
qualification for admission to the universities in all faculties. 
This would liberate the Faculty of Medicine from the 
obligation, hitherto imposed upon it by Ordinance, to 
accept a lower standard of preliminary education than that 
required for degrees in arts or science. “ l am,” he 
said, “sanguine enough to believe that the so-called 
‘ Junior ’ Preliminary Examinations for students of medi¬ 
cine will cease to be recognised in Scotland before they are 
extinct elsewhere." The large and indeed embarrassing 
affluence of students much below the age of 18 who were 
now entering the medical schools made the change more 
than ever expedient on educational grounds. 

Training in preventive medicine had been considered 
during the recess by the members of the Education Com¬ 
mittee, and proposals would be submitted. He called 
attention to the remarkable Memorandum on Medical 
Education in England, addressed to the President of 
the Board of Education by Sir George Newman, setting 
forth the changes that have gradually been made in tbe 
duties and responsibilities of the medical practitioner with 
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reference to public health and public administration, and the 
grounds for requiring that a corresponding change should be 
made in the manner and matter of his training for their I 
fulfilment. 

In forecasting the programme of the session Sir 
Donald MacAlister expressed gratification that com- | 
plaints of laxity in granting certificates had practically 
ceased, a testimony to the efficacy of the warning notices 
issued. 

Appointment of Officers. 

The names of Mr. Robert Howden, Dr. David Hepburn, Sir 
Bertram C. A. Windle, Dr. N. P. Walker, Mr. H. J. Waring, 


Mr. J. W. B. Hodsdon, and Sir Arthur Chance were added 
to the Anatomy Acts Committee. 

Dr. Norman Moore was appointed treasurer in succession 
to Sir Frederick Taylor, retired, and Dr. Norman Walker 
chairman of the Business Committee. 

Wednesday, Nov. 27th. 

The Council proceeded to the consideration of penal cases. 
At the conclusion of the sitting reports of the Public Health, 
Examination, and Education Committees were received and 
entered on the minutes, as well as a letter from the Privy 
Council asking for comment upon the Ministries of Health 
Bill, 1918. 


URBAN VITAL STATISTICS. 


VITAL STATISTICS OP LONDON DURING OCTOBER, 1918. 

Ix the accompanying table will be found summarised complete 
statistics relating to sickness and mortality in the City of London 
and In each of the metropolitan boroughs. With regard to the 
notified cases of infectious disease it appears that the number of 
persons reported to be suffering from one or other of the ten 
diseases specified in the table was equal to an annual rate of 
6*9 per 1000 of the population, estimated at 4,026,901 persons; in 
the three preceding months the rates had been 3-5, 3*2, and 4*7 per 
1000. Among the metropolitan boroughs the lowest rates from 
these notified diseases were recorded in Chelsea, the City of West¬ 
minster, St. Marylebone, Hampstead, and the City of London ; and 
the highest rates in Hackney, Bethnal Green, Stepney, Southwark, and 
Bermondsey. The prevalence of scarlet fever was 60 per cent, higher 
than in the preceding month ; this disease w*as proportionately 
most prevalent In Hammersmith, Shoreditch, Bethnal Green, 
Stepney, Southwark, and Bermondsey. The Metropolitan Asylums 
Hospitals contained 1184 scarlet fever pstients at the end of the 
month, against 753, 690, and 931 at the end of the three preceding 
months; the weekly admissions averaged 178, against 105, 101. and 
164 in the three preceding months. The prevalence of diphtheria 
was about 50 per cent, higher than in September; the greatest pro- 

E irtlonal prevalence of this disease was recorded in Stoke Newington, 
ackney, Bethnal Green, Stepney, and Woolwich. The number of 
diphtheria patients under treatment in the Metropolitan Asylums 
Hospitals, which had been 918, 886, and 1051 at the end of the three pre¬ 
ceding months, had further increased to 1155 at the end of October ; 
the weekly admissions averaged 169, against 122,107, and 166 in the three 
preceding months. The prevalence of enteric fever was nearly double 
that in each of the two preceding months ; of the 50 cases notified during 
October, 6 belonged to Islington, 6 to Deptford, 4 each to Bethnal 
Green and Hackney, and 3 each to Paddington, Kensington, Hammer¬ 
smith, and Camberwell. There were 56 cases of enteric fever under 
treatment In the Metropolitan Asylums Hospitals at the end of the 


month, against 23, 32, and 43 at the end'of the three preceding months ; 
the weekly admissions averaged 9, against 6 In each of the two preceding 
months. Erysipelas was proportionally most prevalent in Islington, 
Hackney, Bethnal Green, htepney, Southwark. Wandsworth, and 
Camberwell. The 12 cases of puerperal fever notified during the month 
Included 3 in Southwark and 2 each in Shoreditch and Wandsworth. 
Of the 14 cases of cerebro-spinal meningitis 4 belonged to Stepney and 
2 to Lewisham, and 4 of the 11 cases of poliomyelitis were notified In 
Islington. 

The mortality statistics In the table relate to the deaths of civilians 
belonging to the several boroughs, the deaths occurring in institu¬ 
tions having been distributed among the boroughs in which the 
deceased had previously resided. During the five weeks ended 
Nov. 2nd the deaths of 10,559 London residents were registered, 
eqnal to an annual rate of 27*3 per 1000; in the three preceding 
months the rates had been 14*8, 10*1, and 11‘4 per 1000. The death- 
rates ranged from 16*5 in Hampstead, 19*6 in the City of Westminster, 
21*2 in Hammersmith, 21*3 in Chelsea, and 22*2 in Fulham, to 34*9 in 
Hackney, 35*0 in 8toke Newington, 35*8 in Battersea, 36*0 in Woolwich, 
and 38*2 in St. Pancras. The 10,559 deaths from all causes Included 
334 which were referred to the principal infectious diseases, and 
included 22 from measles, 24 from scarlet fever, 90 from diph¬ 
theria, 17 from whooping-cough, 10 from enteric fever, and 171 
from infantile diarrhoea. Among the metropolitan boroughs the lowest 
death-rates from these diseases wore recorded In Chelsea, Hampstead, 
Finsbury, Wandsworth, and Lewisham ; and the highest in Stoke 
Newington, Hackney, Bethnal Green, and Greenwich. The 22 
deaths from measles were 27 below the average number in the 
corresponding period of the five preceding years, and included 
6 in St. Pancras, 3 in Lewisham, and 2 each in St. Marylebone 
and Battersea. The 24 fatal cases of scarlet fever were 6 above the 
average, and included 6 belonging to Bethnal Green, 4 to Southwark, 
and 3 to Islington. The 90 deaths attributed to diphtheria were 18 in 
excess of the average, and Included 22 in Hackney, 6 each to Stoke 
Newington, Stepney, Lambeth, Wandsworth, and Woolwich, and 5 to 
Southwark. The deaths from whooping-cough numbered 17, and showed 
a decline of 18 from the average; of these, 4 belonged to Camberwell and 


ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING OCTOBER, 1918. 
(Specially compiled for The Lahcet.) 
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* Including membranous croup. 
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3 to Islington. The 10 fatal cases of enteric fever were one less than the 
average number, and included 2 each in Islington, Holborn, and 
Greenwich. The 171 deaths from Infantile diarrhoea were no fewer 
than 256 below the average ; this disease was proportionately most fatal 
in Kensington, the City of Westminster, Shoreditch, Bethnal Green, 
Bermondsey, and Greenwich. In conclusion, it may be stated that the 
aggregate mortality from these principal infectious diseases in London 
during October was 45 per cent, below the average. 


(Week ended Nov. 23rd, 1918.) 

English and Welsh Towns.—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality, which had been 43'8 and 38 7 Der 1000 In the 
two preceding weeks, further declined to 36*3 per 1000. In London, 
with a population slightly exceeding 4,000,000 persons, the death-rate 
was 36‘8 or 7‘2 per 1000 below that recorded iu the previous week; 
Among the remaining towns the rates ranged from 11*8 in Wallasey. 
12-9 in Portsmouth, and 13'3 ift Gloucester, to 71*1 in Walsall, 74*6 
m Nottingham, 76'9 in Stockport-* 78'8 in Dewsbury, and 80 7 in 
West Bromwich. The principal epidemic diseases caused 207 deaths, 
which corresponded to an annual rate of 0*7 per 1000, and included 
60 fiom infantile diarrhoea, 53 from diphtheria, 44 from measles. 25 
trom whooping-cough. 18 from Bcarlet fever, and 7 from enteric fever. 
Whooping-cough caused a death-rate of 14 in Blackburn and i'5 in 
Preston, and measles of 1*7 in Wolverhampton and 3 6 In Walsall. The 
deaths from influenza numbered 5106, against 5916 in the preceding 
week, aud included 1178 in London, 311 in Manchester, 280 in 
Birmingham, 207 in Nottingham, 164 in Sheffield, 163 in Leeds and 121 
in Bradford. The 1149 cases of scarlet fever and 1062 of diphtheria 
under treatment in the Metropolitan Asylums Hospitals and the London 
Fever Hospital were 22 and 24 below the respective numbers remaining 
at the end of the previous week. The causes of 96 deaths in the 96 
towns were uncertified, of which 17 were registered in Birmingham, 
13 in Nottingham, 8 in South Shields, and 6 in West Bromwich. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,600.000 persons, the annual rate of 
mortality was 24*3 per 1000, against 27’0 and 23 9 per 1U00 in the two 
preceding weeks. Of the 1121 deaths from all causes, 29 were classified 
to influenza, which was Also stated as a contributoiy cause in 252 deaths 
classified to other diseases; in the previous week these numbers were 
46 and 331 respectively. The 502 deaths in Glasgow corresponded to an 
annual rate of 23*5 per 1000, and included 7 from diphtheria. 6 from 
whooping-cough, 4 from infantile diarrhoea, and 1 from scarlet fever. 
The 208 deaths in Edinburgh were equal to a rate of 32*5 per 1000, and 
included 5 from whooping-cough, 2 each from scarlet fever and infantile 
diarrhoea, and 1 from diphtheria. 

Irish Towns.— The 244 deaths in Dublin corresponded to an annual 
rate of 31'9, or 13 7 Der 1000 below that recorded in the previous 
week, and linoluded 67 from influenza and 1 from infantile diarrhoea. 
The 490 deaths Id Belfast were equal to a rate of 65 0 per 1000, and 
included 2 from Infantile diarrhoea. 


EDITORIAL NOTICE. 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notioe of the profession, may be Bent 
direct to this office. _ 


Communications, Letters, Ac., to tlie Editor have 
been received from— 


A. —Capt. G. K. Aubrey, late 
K.A.M.C.; Mr. J. H. Allan, 
Liverpool; Col. J. G. Adami, 
A.D.M.S.; Miss Lena Ashwell, 
Loud.; Messrs. Allen and Han- 
burys. Lond. 

B. —Capt. T. G. Brown, R.A.M.O.; 
Board of Education, Lond.; Mrs. 
S. H. Burns, Dublin; Dr. G. 
Blacker. Lond.; Messrs. Bur¬ 
roughs Wellcome and Co., Lond.; 
Dr. M. F. Boulenger, Dartford; 
Mrs. G. 0. Brownson. Bristol; 
British Museum (Natural His¬ 
tory), Lond., Director of; Lady 
Barrett, Lond. 

C. -Dr. H. Chick, Lond.; Mr. P. C. 
Cowan, D.Sc., Dublin; Capt. 
C. M. Craig, R.A.M.C.; Dr. G. L. 
Cox, Preston ; Clerical, Medical, 
and General Life Assurance 
Society, Lond. 

D. — Mr. H. Dickinson. Lond.; 
Dr. R. Donaldson, Reading; 
Lleut.-Col. J. F. Donegan, C.B., 
H.A.M.C.(R.); Mr. L. Doncaster. 

E. —Major-General G. J. H. Kvatt, 
C.B. 

F. —Food (War) Committee, Royal 
Society, Lond.; Dr. R. F. Fox, 
Lond.; Dr. H. French, Lond.; 
Fiji Legislative Council, Medical 
Dept. of. 

G. —Dr. J. O. Gavronsky, Lond.; 
Dr. A. G. Gibson, Oxford. 

H. —Capt. C. W. Hutt, R.A.M.C.; 
Capt. J. A. 11 ad field. K.A.M.O.; 
Mr. W. B. Hardy, Lond. 

I. —Insurance Committee for the 
County of London; Incorporated 
Institute of Hygiene, Lond. 

J. —Mr. M. H. Judge, Lond.; Dr. 
G. Jessel, Wigan. 


L. —Dr. A. E. T. Longhurst, 
Chandler’s Ford; Local Govern¬ 
ment Board, Lond.; Liquid Air 
and Rescue Syndicate, Lond.; 
Dr. R. E. Lord. Colwyn Bay; 
Major F. W. Lewis, R A.M.C.(T.) 

M. —Mr. J. B. Macalpine, Man¬ 
chester ; Sir Philip Magnus, M.P., 
Lend.; Medical Research « om- 
mittee, Lond., Sec. of; Dr. W. C. 
Minchin, Herstraonceux. 

N. —National Baby Council Week, 
Lond., Sec. of. 

O. —Mr. F. H. Oates, Lond.; Mrs. 
O’Reilly, West Wellow. 

P. —Capt. A. Patrick, R.A.M.C.; 
Major J. Phillips. RA.M.C.; 
Penal Reform League, Lond. 

Q —Mr. J. H. Quastel, Re&iing. 
R.—Miss M. F. Rutherfoord, Lond.; 
Royal Society of Arts, Lond.; 
Mr. D. D. Robertson. Lond.; 
Royal Society of Medicine. Lond.; 
Reading Pathological Society, 
Sec. of; Royal Institution of 
Great Britain, Lond.; Dr. R. J. 
Rowlettc, Dublin; Mr.*P. B Hoth 
8.— Prof. J. W. Simpson, C.M.G.. 
Lond.; Dr. G. A. Sutherland, 
Lond.; Capt. J. L. Stoddard, 
M.C., U.S.A.; Society of Apothe¬ 
caries of London; Prof. J. W. W. 
Stephens, Lond. 

T.—Dr. A. H. Thompson, Lond.; 
* Dr. A. B. M. Thomson, Pieter- 
marltz >urg; Dr. J. Tatham, 
Oxted. 

V. -Dr. C. W. Vining, Leeds. 

W. -Dr. F. P Weber, Lond.; Dr. L. 
Williams. Lond.; Mr. C. H. 
Walker, Bristol. 

Y.—Dr. R. A. Young, Lond. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2 


appointments. 


Rusembkkf.r, Dr., has been appointed Assistant Medical Officer art the 
City Hospitals of the Sheffield Corporation Health Committee 
Stewart, A. G., L*eutenant-Colonel, to the command of Paddington 
Military Hospital. 


fatanrits. 


For further information refer to the advertisement columns. 
Barnstaple. North Devon Infirmary.- H.S. £150. 

Birkenhead Borough Hospital.— Jun. H.S. £170. 

Birkenhead Union.—Rea. Asst. M.O. £300. 

Birmingham City. Pensioners' Hospital .— M. O. £500. 

Bournemouth, Crag Head Military Hospital.— H.8. £200. 

Bridgend. Glamorgan County Council.—Temp Asst. M.O. 6 gs. p.w. 
Bury St. Edmunds. Suffolk Hospital, Arnpton Ilall. — Res. M.O. £400. 
Colchester. Essex County Hospital. -Female Jun. Res. M.O. £350. 
Dorchester, Dorset County Council Education Committee. — School 
Dentist. £350. 

Dorset County Council.— Female Temp. Asst. M.O. £400. 

Dumfries awl Galloway Royal Infirmary.— Res. H.S. £150. 

Halifax County Borough Education Committee .— School M.O. £530. 
Hampstead. General and North-West London Hospital. — H.S. and 
HP £200. 

Hospital for Consumption and Diseases of the Chest, Bromplon.—R P. 

London County Mental Hospital. Essex .—Temp. Asst. M.O. 7 gs. a week. 
London Female Guardian Society.— M.O. 35 gs. 

Manchester. Baguley Sanatorium.— Med. Supt. £550. 

Ministry of Pensions.— Res M.O. for Allerton Tower Home of Recovery, 
Liverpool. 

Northampton General Hospital.— Jun. H.S. £150. 

Nottingham General Hospital.— Female H.P. and H.S. £250. 

Oxford. Radcliffe Infirmary and County Hospital. — H. P. £203. 

Paisley Corporation injections Diseases Hospit il.— Resident. £250. 
Itocha ale Infirmary an t lUspensiry.—Sen. H.S. £500. 

Royal College of Physicians, P ill Mall East.— MHrov Lecturer. 

Royal Free Hospital, Gray's Inn-road, W.C. -Female Medical and 
Gynaecological Reglst ar. 

St. Bartholomew'8 Hospital.— Res. Anas. £30. 

St. Marylebone Health Society .— M.O. Also Asst. M.O. 

Samaritan Free Hospital for Women— Registrar. £50. 

Sheffield Royal Infirmary.— Two H.S.’s. £150. 

Shrewsbury Dispensary. St. John's- hill, Shrewsbury.— Locum M.O. 

Southampton. Shirley Warren Infirmary .— Res. A*at. M.O. £250. 
Victoria Hospital for Children, Chelsea, S. W . — Sen. Res. M.O. £250. 
Wigan Infirmary.— Sen. H.S. £250. 

Wolvcrhamyton and Staffordshire General Hospital.— H.S. £200. 


IJirtlis, Carriages, anb 


BIRTHS 

Chartres. — On Nov. 24th, at Dodbrook Manor, Devon, the wife of 
Lieutenant-Colonel E. AcheRon Chartres, R.A.M.C.. of a son. 

ILarb.— On Nov. 23rd, at Cheltenham, the wife of Captain (acting 
Major) W. T. Hare, M.C., R.A.M.C., of a son. 

Smith.—O n Nov. 24th, at Queen’a-drlve. Mossley-hHl, Liverpool, the 
wife of Captain George F. R Smith, R.A.M.O. (T.F.).of a daughter. 

Woodsenix— On Nov. 21st. at East Brldgeford Manor. Notts, the wife 
of R. N. Woodsend. M.B., B.S., Catterlck. York*. Captain, R.A.M.C.. 
of a son. _ 


MARRIAGES. 

Hughes—Mainwaking.— On Nov. 23rd, at St. Clement Danes Church, 
London, Captain Frank Mainwaring Hughes, R.A.M.C. <T F.) 
(Legion d'Honneur, Croix de Chevalier), to Ma^y. elder daughter of 
Mr. and Mrs. Frederick Hope Malnwaring, of Nortbfleet, Kent. 

Large—Cowan.— On Nov. 25th, at St. Paul's Church, Edinburgh, 
Lieutenant-Colonel Stanley Derraott Large. D.S.O., M.C., 

R.A.M.C., to Violet Muriel Elise (Mona), youngest daughter of 
David Cowan, Esq., J.P., M.Inst.C.K., of Coulport, Cove, 
Dumbartonshire, and Abernethy, Perthshire. 

Petkr8 — Bennett. —On Nov. 21st. at St. John's Church. Cambridge- 
square, W., by the Rev. H. F. S. Adams, vicar, Haydn Peters. 
Captain, R.A.M.C.. to Violet Mona, daughter of the late Mr. Justice 
T. K. Bennett, of Pietermaritzburg, Natal. South African papers 
please copy. _ 


DEATHS. 

Gardiner.— On Nov. 20th, at Mount Adon Park, Lordship-lane, 
Dulwich. Bruce Hubert John Gordiner. M.D. 

Hope.—O n Nov. 21st. at Fernley Hotel, Bath, from pneumonia con¬ 
tracted when doing National Service work. James William Hope, 
F.R.C.P. Edin., D.P.U.. late Principal Medical Officer and Com¬ 
missioner of Public Health, Western Australia. 

James. —On Nov. 16ih, at Upper Holloway, London, of pneumonia 
following influenza, M. B. James, M.B., Oh.B.. aged 49 years. 
Miles.—O n Nov. 25th, at Pinfold-road, Streatham, S.W., of pneu¬ 
monia following influenza. Maurice* W. Holt Miles. Captain. 
R.A.M.C. (late). S.R., aged 25. 

O’Reilly. —On Nov. 18th, at Holmwood, North Park. Bltkam, Lieu¬ 
tenant-Colonel P. S. O'Reilly, C.M.G., R.A.M.C., agoi 41 years. 
Reid.— On Nov. 18th, suddenly, James More Reid, Lieutenant Colonel, 

R.A.M.C., aged 62. 

N.B.—A fee of 5s. is charged Jor the insertion of Notices of Births, 
Marriages, and Deaths. 
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lltrtntai $iarg for tjre ensuing Meek. 


SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1. Wimpole-street, W. 1. 

MEETINGS OF SECTIONS. 

Tuesday, Dec. 3rd. 

PATHOLOGY (Hon. Secretaries—Gordon W. Goodhart, J. A.Murray): 
at 5.30 p.m. 

Discussion on “ The Pathology of Gaa Gangrene.” 

It is hoped that the following will speak Prof. Weinberg (Paris), 
Major J. W. McNee, Dr. McIntosh. Dr.- Henry, and Dr. Bulloch. 

Wednesday. Dec. 4th. 

SURGERY (Hon. Secretaries—V. Warren Low, Cyril A. R. Nitch): 
at 5.30 p.m. 

Papers: 

Lleut.-Col. Percy Sargent, D.S.O., R.A.M.C.: The Closure of Cavities 
in Bone. 

To be followed by a discussion In which the following gentlemen 
.will take partMajor Oswald Shields, R.A.M.C., Capt. Simmonds, 
R.A.M.C., Mr. E. Gillespie, F.R.C.S., Capt. Z. Mennell, R.A.M.C.(T.) 
Major John Robert Lee, M.D., B.S., R.A.M.C.: Comi>ound Fractures 
of the Femur in its Upper Third, and demonstration of new 
Thigh and Arm Splints. 

Thursday, Dec. 5th. 

OBSTETRICS AND GYNAECOLOGY (Hon. Secretaries-Comyns 
Berkeley, J. S. Fatrbairn): at 8 p.m. 

Short Communications : 

Dr. Drummond Robinson: A Case of Paraplegia in a Pregnant 
Woman. 

Mr. Clifford White: On Sections of Kidney removed by Operation 
from Two Cases of Puerperal Suppression of Urine. 

Specimens will be shown by— 

The President (Mr. J. D. Malcolm): An Unusual Concretion in a 
Fibroid. 

Dr. Drummond Robinson : (1) A Skiagram of Foreign Body in the 
Gravid Uterus; (2) Uterus showing changes taking place as the 
result of Procidentia. 

Mr. T. G. Stevens : Foreign Bodies in the Bladder. 

Friday, Dec. 6th. 

LARYNGOLOGY (Hon. Secretaries—Frank A. Rose, Irwin Moore): 

at 4 p.m. 

Discussion on “ Dilatation of the (Esophagus without Anatomical 
Stenosis,” to be opened by Dr. Brown Kelly and Dr. William Hill. 
ANAESTHETICS. 

Discussion on “ The Present Position of Spinal An;rstbeaia,’’ to be 
opened bv Dr. F. S. Rood. 

N.B.—A resume of Dr. Rood’s paper will be in the Library for 
reference a week before the meeting. 

Will Members please note that abstracts of lepers to be read at 
meetings are placed in the Library for reference a week before the 
meeting at which they are to be read. 

SURGERY.—Members of the Section of Surgery are specially invited 
to attend the above discussion. 

The Royal Society of Medicine keeps open house for 
R.A.M.C. men and M.O.’s of the Dominions aod Allies The 
principal hospitals in the metropolis admit medical officers 
to their operations, lectures, &c. Particulars on application 
to the Secretary at 1, Wimoole-street, London, W. 1. 

MEDICAL SOCIETY OFLONDON, 11. Chandos-st., Cavend1sh-sq..W. 
Monday. Dec. 2nd.—8.30 p m.. Discussion on Reconstruction in 
Medical Education and Practice, to be introduced by Col. H. J. 
Waring, R.A.M.C.(T.) 

ROYAL SOCIETY OF ARTS. John-street, Adelphi, W.C. 

Wednesday, Doc. 4th.—4.30 p.m., Paper:—Mr. B. S. Rowntree: 
Housing after the War. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday. Dec. 2nd.—2 p.m.. Medical and Surgical Ollnlcs. X Rays 
Mr. D. Armour: Operations. Mr. B. Harman: Diseases of the Bye. 
Dr. Simson : Diseases of Women. 

Tuesday.—2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the 
Throat, Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wednkbday. -10 a.m., Dr. Arthur Saunders: Diseases of Children. Dr. 
Banks Davis: Operations of the Throat, Nose, and Ear. 2 p.m.. 
Medical and Surgical Clinics. X Rays. Mr. Pardoe : Operations. 
Thursday.—2 p.m., Medical and 8urgical Clinics. X Rays. Mr. D. 

Armour : Operations. Mr. B. Harman: Diseases of the Eye. 
Friday.— 10 a.m., Dr. Simson : Gynaecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis : Diseases of the Throat, Nose, and Ear 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Arthur Saunders: Diseases ot Children. Dr. 
Banks Davis: Operations of the Throat, Nose, and Bar. Mr. B. 
Harman : Eve Operations. 2 P.M., Medical and Surgical Clinics. 
X Rays. Mr. Pardoe: Operations. 

ST. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 49, Lelcester- 
square, W.C. 

Thursday, Dec. 5th.—5 p.m.. Chesterfield Lecture:—Dr. M. 
Dockrell: The Papular Eruptions. 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37, Russell-square, W.C. 

Course of Lectures on Public Health Problems under War and After¬ 
war Conditions (each Lecture will be followed by a Discussion) :— 
Wednesday. Dec. 4th.—4 p.m., Lecture IX.:—Prof. E. W. Hope: 
The ROle of the Ports in the Protection of the Health of the 
Nation. 


Jlotes, Sjjort Comments, anb Jnsfocrs 
to Correspondents. 

THE CARE OF THE DISABLED. 

Sir John Collie was to have read a paper on the care of 
pensioners and disabled combatants in relation to national 
health and wealth at the Royal Institute of Public Health 
on Nov. 21st, with Mr. John Hodge in the chair. Neither 
was able to keep his engagement, and the paper waB read in 
truncated form by Major Basil Rhodes, who indicated the 
magnitude of the task before the Ministry, since 70,000surgical 
and medical cases had already passed through its hands. 
But wounds and injuries, Sir John Collie said, did not 
constitute the chief difficulty, which lay ii\the mental effects 
of their injuries upon the pensioners. On the credit side of 
the nation’s account, however, must be set the improvement 
in physique of men who but for military training would 
have been stunted in growth. It was obviously the duty 
of the nation to provide an adequate medical service for men 
who had risked life and health for their country, but it was 
proving very difficult to keep pace with their requirements. 
The paper laid stress on the need for the adequate treatment 
of neurasthenic and shell shock cases, for spinal injuries, and 
orthopaedic cases in general, and for the tuberculous. 

COLONIAL HEALTH REPORTS. 

Weihaiwei . —In his report for 1917, recently received at the 
Colonial Office, Mr. R. F. Johnston, Administrator, writes: — 

There were very few cases of epidemic disease in the Territory, which 
maintains its reputation as one of the healthiest districts on the ooast 
of China. A coneiderahle number of cases of dysentery occurred among 
both Europeans and Chinese, and although it is true that some or these 
cases wereamoog non-residents who had been attacked by the disease 
before their arrival in Weihaiwei, there is reason to believe that the 
outbreak is to some extent traceable to unsatisfactory sanitary con¬ 
ditions both on the mainland and on the island. Steps are being taken to 
remedy these. I am at present drawing up a scheme for the intro¬ 

duction into the island of market gardening and fruit culture on a fairly 
large scale. It is proposed to lease garden-lots to approved tenants on 
very stringent conditions, whereby the Government sanitary autho¬ 
rities will be enabled to exercise strict control over the methods of 
cultivation, and thereby ensure that tbe local market will be provided 
with regular and ample supplies of sound fruit and vegetables. Those 
who know how readily disease is conveyed in China through the 
medium of vegetable produce grown aud retailed under insanitary 
conditions will realise the enormous benefit that the proper working of 
the proposed scheme will confer upon residents in Weihaiwei. 

It was feared that the opening of the War Office Labour 
Depot would be detrimental to the health of the territory, 
especially as it was known that the very advantageous 
terms offered by the British Government would attract 
large numbers of underfed coolies from those districts of 
Chili which, as a result of the great floods, were stricken 
by both famine and disease. It is satisfactory to report, 
however, that the health statistics of the territory seem to 
have been in no way affected by the influx of labourers. 
Much credit for this is due to the depot authorities who 
successfully isolated all cases of contagious disease within 
the limits of the depot itself. In tbe hospital at Port 
Edward 7572 out-patients and 253 in-patients were treated, 
and the number of operations performed was 258. In the 
new hospital at Wen-ch’uan-t’ang 2749 new cases were 
treated and the total number of attendances was 4715. At 
the Island Hospital there were 5193 attendances, as com¬ 
pared with 6225 in 1916. The decrease in the number of 
patients is due to the dwindling of the population. Tbe 
island has long ceased to be the commercial centre of 
the territory, and the majority of the inhabitants have 
migrated to the mainland. Opium-smoking in the 
Territory is forbidden under legal penalties. The only 
persons who are allowed to consume the drug in any form 
are those who have been given licences to do so after exa¬ 
mination by a Government medical officer. At the end of 
1917 there were 46 licensed smokers, but there is not the 
least doubt that the number of opium-smokers is much 
larger than the number of licence-holders would indicate. 
The highest temperature recorded in 1917 was 95° F. in June, 
the lowest 8° F. in January. Rain or suow fell on 73 days, 
the fall for the year being 33 28 inches; the average rainfall 
for 17 years has been 28*38 inches. 

LAMED. 

To the Editor of The Lancet. 

SIR,— There must be many, like myself, with good arms 
and one good leg. 1 should feel much obliged if any of your 
readers can say where a really good self-propelled venicle 
can be procured which can be worked by the three limbs 
mentioned. Of course, it must be able to climb moderate 
bills to be of much use.—I am, Sir, yours faithfully, 

Nov. 22nd, 1918. “ LAMED. ** 


/ 
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WOMEN AND A MINISTRY OF HEALTH. 

I^-At a public meeting organised by the National Baby Week 
Council, and held at the Armitage Hall on Nov. 25th, Lady 
Barrett, M.D., proposed a resolution to the effect— 

That the organised services of women should be secured for the 
Ministry of Health as civil servants in the Ministry and in an advisory 
capadtj', and a direct channel .of communication between the women 
In the homes and the Ministry should be established. 

We should, she contended, have no great results from such a 
Ministry unless based upon the needs of those most con¬ 
cerned in its operations. Schemes for a complete midwifery 
or antenatal service drawn up without the aid of women 
would end in failure. Proper recreation must be provided 
in the home. The manifestations of joy are the manifesta¬ 
tions of health ; mothers especially required real joy in their 
lives, and its realisation required the cooperation of men and 
women. The spread of venereal disease among girls of 13 to 
16 years Lady Barrett attributed in large measure to faulty 
training and bad environment; here again the need was for 
more joy in their lives. On the advisory councils of the 
Ministry women should have large representation, while 
some of the executive officers at headquarters should be 
women. The resolution was passed unanimously. 

PRECAUTIONS AGAINST INFLUENZA IN FRENCH 
SCHOOLS. 

The Prefect of the Seine, on the advice of various hygienic 
authorities, has issued for the guidance of directors of 
schools in Paris and the contiguous departments the 
following scheme of measures for dealing with the influenza 
epidemic:— 

l p Supprimer toutes les reunions dans lea locaux scolalres. 

2° Falre procoder k des enquetea par lea aolns des directeura et 
directrices sur les motifs d’abeence des el£ves; transmettre sans retard, 
au secretariat de l'inspection medicate des ecolea, les r&ultata de ces 
enquetea; ellminer, lore de la visite quotidienne de proprete, tout 
enfant qul paraitra presenter des aymptbmea d'indiapoaltion et le falre 
reconduire ;« ea famille en conseilfant A celle-ci de recourir sans aucun 
retard a un medocln. • 

3° Conseiller aux families de garder chez elles leurs enfanta lorsqu’lla 
paralssent aouffranta. 

4° Evlncer lea frfcrca et scours des maladea. A cet effet, lea directeura 
et direotrices dolvent prevenir leura collogues des Ecolea frequences 
par ces frdrea et aoeura chaque foia que dea elAvea de leura proprea 
etabllsaements leur sont signales comme attelnts de grippe. 

5° Falre pratlquer des lavages frequents des parquets et tables de 
classe a l'alde d'une solution k oase soit d’eau de javel, aolt de oreoline, 
aolt de formol ou d’anodorlne. 

6° Ne pas licender les ecolea en totality, mala llcencier pour une 
quinzaine de joura toute classe dans laquelle lea trola quarts dea el&vea 
aont absents pour cause de grippe ; toutefols, il appartlent aux medecina 
inapecteura dea ecolea de proposer cxccptionneUement le licenciement 
dans lea c&s qul leur paraitront partlculioreraent graves. 

7° Conseiller fantisepste des fosses nasties a l'alde de quelques gouttes 
d’hulle de vaseline gomenolee ou d’une solution au collargol. 

Gomenol, it may be added, is a proprietary French 
remedy, stated to be obtained from a plant of the myrtle 
tribe, and taking the place of such familiar preparations as 
menthol and eucalyptol. 

BOOK8 FOR REFERENCE. 

Burdett's Hospitals and Charities , 1918 , being the Year Book 
of Philanthropy and the Hospital Annual, which has just 
made its twenty-ninth appearance (London: The Scientific 
Press. Pp. 922. 12s. 6 d. net), maintains its record for 

accuracy and convenience of reference, though the index is 
still vexatiously placed in the middle instead of at one or 
other end of the book. The title-page states quite truth¬ 
fully that the book is an exhaustive record of hospital work 
for the year. Owing to accident on the high seas the 
matter relating to hospitals in the Dominions has been 

perforce omitted.- The Annual Charities Register and Digest , 

1918 (London : Longmans, Green, and Co. Pp. 626. 5s. net), 
contains the usual lists of charities with particulars of 
their object, management, income, and the like, while 
short practical introductions to particular branches of 

charitaole work have been added.- Low's Handbook to the 

Charities of London , 1918 (London : Sampson Low, Marston, 
and Co. Pp. 254. Is. 6d.), now in its eighty-third year of 
publication, retains its character as a brief and excellent 
alphabetical list of metropolitan charities, giving informa¬ 
tion as to their objects, date of formation, income, expendi¬ 
ture, address, and names of secretaries. The National 
Society for the Prevention of Cruelty to Children comes in 

for eulogy in the introduction.-The thirteenth issue of The 

Girls' School Year Book, 1918 t the official reference book of 
the Association of Head Mistresses (London : The Year Book 
Press. Pp. 638. 6s. net), contains an alphabetical list of 

public schools for girls in Great Britain, along with full 
particulars of the staffs, fees, terms of admission, and 
scholarships; also an account of possible careers for girls, 
including those opened by the war, such as engineering 
and the cultivation of medicinal herbs. Special articles 
deal, among other subjects, with medical education, 
dentistry, pharmacy, nursing, sanitary inspection, and 
social and philanthropic work. 


MINOR SURGERY IN THE FORECASTLE. 

This is the captain’s story. Surgery at sea, in the fore¬ 
castle of a sailing ship, has its routine of practice, just as 
you have yours in the profession. Assume a sailor develops a 
boil. For the first two or three days it is subjected to the 
interested examination of the other sailors, who sit in com¬ 
mittee on it to advise whether it is an abscess or a boil, or 
what; and the treatment is discussed at great length, the 
various consultants advising the patient to take pitch pills 
for it, or to put on hot fomentations, with long discussions 
as to the value of each treatment in the experience of those 
present. But at last it appears that further measures must 
Be taken; it is necessary to open the boil. The opening is 
a procedure of the highest interest to everybody. It is 
done with a sheath knife, held half an inch from the point 
to prevent mischief, and the boil is opened with a long 
incision. A bit of rope is then unlaid (untwisted), and a 
couple of strands are arranged one on each side of the 
swelling, and they are twisted together at each end, com¬ 
pressing the swelling, and forcing out of the boil the core, 
about which everyone is expectant. The treatment is, you 
observe, properly antiseptic, and by the gradual twisting 
together of the strands the core is squeezed out and then 
removed in the loop of the strand. As for further treat¬ 
ment there is probably none, and the place heals up, but 
sometimes a drop of coal-tar is put in the cavity, ana that 
has the advantage of giving the patient great pain, and 
assuring him that everything possible has been done by his 
skilful shipmates to secure his recovery, 

THE INTRAMUSCULAR INJECTION OF MERCURIC 
CHLORIDE IN INFLUENZA. 

Messrs. Allen and Hanburys have drawn our attention to 
an important point in regard to the use of an intramuscular 
injection of perchloride of mercury in the alleged successful 
treatment of influenza reported in the Times of Nov. 26th. 
The Times correspondent, writing from Athens, states 
“that the treatment consisted of intramuscular injections 
of 3 in 100 of the following solution: perchloride of 
mercury, chlorate of sodium, and distilled water.” If 
this means a 3 per cent, solution of the mercuric salt 
(which may not necessarily be the case), then 1 minim 
would contain the maximum dose of corrosive sublimate, 
namely, 1/30 gr. The intramuscular injection of 1/60 to 
1/30 gr. of mercuric chloride is a well-known measure. 
Possiblv the action of the mercuric salt may be modified by 
the addition of an oxidant like chlorate of sodium. The 
formula as given is vague and no attempt to follow it 
should be made until clearer details are to hand. 

FUEL ECONOMY. 

The continued shortage of fuel makes timely the reprint 
of the series of lectures delivered in the Department of 
Heating and Ventilating at University College, London, 
during the session 1918. These lectures on Fuel Economy 
and Cooking Apparatus, by Mr. A. H. Barker, B.Sc.\ 
reprinted in pamphlet form from the Builder (4, Catherine- 
street, Aldwych, W.C.2, price Is. 6d.), lay down the general 
principles on which it is hoped improvements in economy 
of fuel may be effected. Diagrams illustrate various form's 
of economical and wasteful stoves, while the questions of 
efficiency and cost are graphically set out where desirable. 
The pamphlet may be read with advantage as an introduc¬ 
tion to the Fuel Economy Exhibition now showing in 
Trafalgar-square, London. 

ROYAL INSTITUTION THE CHRISTMAS COURSE 
OF JUVENILE LECTURES. 

The ninety-third illustrated Christmas Course of Juvenile 
Lectures, founded at the Royal Institution in 1826 by 
Michael Faraday, will be delivered this year by Professor 
D’Arcy Thompson, C.B., F.R.S., his title being “ The Fish of 
the Sea.’’ The subjects are as follows: Jelly-fishes, Tuesday, 
Dec. 31st; Starfishes, Thursday, Jan. 2nd; Crayfishes, 
Saturday, Jan. 4; Cuttle-fishes, Tuesday, Jan. 7th ; The 
Herring Fishery, Thursday, Jan. 9th; The Whale Fishery, 
Saturday, Jan. 11th. The lecture hour is 3 p.m. 

FALCONER’S ARTHROMETER. 

Dr. Charles F. Sonntag writes from the Special Military 
Surgical Hospital, Shepherd’s Bush, in regard to the figures 
printed on the arthrometer illustrated on p. 632 of 
The Lancet of Nov. 9th—viz., “ knee joint, 120°; elbow- 
joint, 140°.” These figures cannot be intended to represent the 
full range of normal movement of these joints. Dr. Sonntag 
has measured the range of movement of his own knee-joint 
and finds it to be 158°. We learn from Dr. FortescueFox that 
the measurements of knee movement at the Rod Cross 
Clinic are taken with the patient lying prone on the conch— 
that is to say, with the hip extended. Simultaneous flexion 
at the hip allows of relaxation of the extensors of the knee, 
when au additional 20° knee-flexion can be obtained. Dr. 
Fox adds that in recording measurements the posture should 
always be stated. 
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THE INFLUENCE OF DIET ON 
TEETH FORMATION. 

By may mellanby, 

FROM THE HOUSEHOLD AMD 80CIAL SCIENCE DEPARTMENT OF THE 
LONDON UNIVERSITY, KENSINGTON. 

(Preliminary Report to the Medical Research Committee.) 

The misery caused, both directly and indirectly, by 
unsound teeth is too well known to the medical profession 
and to the general public to need emphasis. The fact that 
dentistry plays such an important part in civilised com¬ 
munities to-dsy proves that the problem needs the further 
attention of medical research. 

The majority of investigations so far carried out have 
dealt with the etiology of caries. The type of food, con¬ 
sidered from the point of view of its hardness and soft¬ 
ness, its liability to undergo bacterial decomposition with 
the production of acids, toxins, &c., has completely dominated 
the picture. 

Views on Etiology of Dental Hypoplasia. 

The etiology of hypoplasia has received less attention. 
Several suggestions have, however, been put forward to 
account for the imperfect development of teeth. A par¬ 
ticular defect of certain teeth has been associated with 
congenital syphilis ; the exact method by which it is pro¬ 
duced has not been demonstrated. Other types of hypoplasia, 
characterised by one or more bands of defective enamel, have 
been traced to one of the specific fevers or to some other 
acute illness. As regards the more generalised types of gross 
hypoplasia, the parts of the teeth usually affected point to 
some cause acting during the first two years or so of life. The 
association with infant feeding is obvious, but here again it is 
not known whether the results are due to insufficient food, diet 
of an unsuitable kind, the assimilation of harmful products, 
or intestinal disturbances set up by abnormal fermentative 
processes reacting on the trophic control of calcification. 

Apart from these gross forms of hypoplasia, there is little 
doubt that marked differences exist in the degree of hardness 
of the enamel, the physical structure, and the perfection of 
calcification. The so-called * ‘ mottled teeth ” exhibit in their 
partial lack of translucency such slight forms of hypoplasia. 
Between this and perfect enamel there must be many grades. 
Another hypothesis that also needs further investigation is 
that defective calcification is due to a deficiency of calcium 
salts in the diet. 

Scope of Present Investigation. 

The investigation to be described in this paper was under¬ 
taken primarily with the object of studying— 

(1) The factors involved in the development of sound teeth 
and of the growth of the jaws in relation to the size of the 
teeth. 

(2) The factors bearing on the immunity of erupted teeth 
to caries and other diseases. 

In this preliminary paper I propose to describe experi¬ 
mental work which deals with the first of the above problems 
and will adduce evidence to show that— 

(1) Hypoplasia of the teeth is caused largely by a deficient 
diet. 

(2) The factor in the diet which controls the calcification 
of the teeth is something of the nature of an accessory food 
factor (vitamine). 

(3) This factor has a similar distribution to that of fat- 
soluble A, and has recently been shown by E. Mellanby to 
be largely responsible for the calcification of bone, a de¬ 
ficiency of this substance in the diet being followed by the 
development of rickets. 

Experiments dealing with conditions affecting the teeth 
after eruption are in progress, but it will be agreed that this 
question is, in many ways, of secondary importance ; for if 
the enamel on all parts of the crowns of teeth is abundant 
and sound, and if the teeth are adequately spaced, then such 
teeth are less likely to be attacked by caries and other 
diseases. 

The part of this work to be described here has involved 
the examination of the teeth of those puppies used by my 
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husband, Dr. Edward Mellanby, 1 in the course of an exten¬ 
sive research on rickets made for the Medical Research 
Committee. Details of the diets will be found in a paper to 
be published immediately by him. Suffice it here to say 
that the diets consisted chiefly of white bread and separated 
milk, about 200 c.cm. per diem, together with the substances 
to be tested. 

For work of this nature domesticated dogs are eminently 
suitable, in the first place because their normal diet is very 
similar to that of man, and in the second place because the 
formation and development of their teeth is more comparable 
with his than is the case with most other available animals. 

In examining the jaws and teeth attention has been paid 
to the study of (1) the time of shedding of the deciduous 
teeth ; (2) the time of eruption of the permanent dentition ; 
(3) the arrangement of the teeth in the jaws ; (4) the con¬ 
dition of the enamel, &c. ; (5) the calcium content of the 
teeth. 

Results of Experiments. 


Fig. 1 represents the lower jaws of three puppies of the 
same litter. When approximately 8 weeks old they were 
put on to diets the only differences in which were that 
(i a) contained 10 g. of cod-liver oil per diem, ( b ) 10 g. of 
butter, and ( c ) 10 g. of linseed oil. The puppies were killed 
15 weeks after the diets were started. It will be observed that 
(a) has lost all its deciduous teeth, while all the permanent 
teeth are fully developed ; (ft) comes next in order—here 
some of the deciduous teeth are still firm in the jaws, while 
the permanent teeth are not all erupted ; ( 0 ) is still 
further behind, both as regards the shedding of the deciduous 
and the eruption of the permanent teeth. The arrangement 
of the teeth in the jaws is also better in ( a ) and (ft) than 
in ( o ). The condition of the enamel varies in each case, 
appearing perfect in (a), slightly defective in places in (ft), 
while in (c) the enamel on that part of the crown near the 
neck of the incisors is dark brown and that on the carnas- 
sials, except the top of the cusps, is dull brown. (See also 
Fig. 3, 145(0).) 

Formula Used in Description. 

{19 3x2 Indicates 1st, 2nd, and 3rd incisors of both sides, 
c x 2 „ canines on „ „ 

pm 12 3x2 „ 1st, 2nd, and 3rd preinolars „ ,, 

m 1 2 x 2 ,, 1st and 2nd molars on both sides. 

A line below letters means that letters refer to upper jaw. 

,, above „ ,, „ lower ,, 

(L) and (B) before letters indicate left and right respectively. After 
letters (j) = just, (n) = nearly. 

(4). (i), &c., after letters indicate that teeth are half and a quarter 
erupted, Ac. 

Thus 1x2 (4) = both 1st upper Incisors half erupted. 

Dentition in dogs 

(a) Deciduous. (b) Permanent. 

1 3, ol, pm 3 x 2 = 28 I 13. cl. pm 4. m 2 x 2 = 42. 

i 3, O 1, pm 3 I i 3, c 1, pm 4, m 3 

The 4th upper premolars and the 1st lower molars are modified 
in carnivores to form the carnasslals. 

Detailed Notes on Teeth of Puppies (a), (ft), ( 0 ), (rf), ( 0 ), (/)• 
1. Deciduous Teeth Still Retained. 

(a) None. i , d \ ( L) 1 3 , c x 2, pm 1 2 3 x 2 

c x 2, pm 1 * » x 2 

0x2 i * x 2, c x 2, pm 2 3 y 2 


(*» 


(C) 


(L) c, pm * x 2 
c x 2. pm 2 » x 2 


(«) 

(/) 


(L) 13, c x 2, pm 1 * 3 x 2 
1 3x2, (L) p m 3 * 
c x 2, pm 3 x 2 * 


(а) 

( б ) 


(R) c, pm 1 * » X 2 

* Very loose, knocked off before photo taken. 

2. Permanent Teeth Erupted. 
all 


(«) 


all except m 3 x 2 

113 3x2, cx2 (4), pm 1*3x2 (j), c«r n. x2 (|). m ix2 (j), m 2 x2 (n ) 

119 3x2, cx2(i), pm 1 23 x2(j), pm <x2 (4), carn.x2, m *x2 (j) 

i 1 2 3 x 2. c x 2 (4). pm 1 x 2 (j), cam, x 2 (&). m * X 2 (4) 


i 1 * 3 x 2, c x 2 (4), earn, x 2, m * x 2 

... i 1 * _xj, 1 3x2 (4). pm 1 x 2 (j), m^x2 (4) 

' 1 1 * x 2, i 3 x 2 (j), pm 1 X 2 (n), earn, x 2, m * x 2 

. . 1 x 2, 1 2 3 x 2 (n), pm 1 x 2, ( B) m * (4), (L) m 1 (j) 

' U x 2, (L) 1 2 (j), (R) 1 2 , pm » x 2 (j), earn, x 2 
m H*x2, (L) pm 2 (n), (R) pm 2 (j), pm 3x2(j),carn. x 2 (j). m * x 2(4) 

U; (L) 1 MR)! i (4h(L) 1 2 U),(K; i 2 (n),pm 1 x 2 (n),pm 23 (j),oam. x 2,m 2 x 2 

3. Arrangement of Teeth in Jaws . 

(a) and ( b ) Normal. 

(c) Lower Incisors Irregular and somewhat crowded together. 

(d», (e),and (/) Upper incisors fairly regular, but lowerones— (/) very 
-irregular and crowded. 


1 Journ. of Physiol., January, 1918. 
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4. Condition of Enamel of Permanent Teeth. 

(а) White and shiny. , . 

(б) On whole white and shiny; back teeth very slightly yellow. 

(c) Dark brown colouring on that part of incisors near neck, especially 
of upper incisors; enamel on greater part of carnassials and first 
molars dull brown. 

<d) The enamel does not appear very good on any of the teeth, but it 
is especially defective on first incisors and first molars of upper jaw 
and on that part of lower earn, near neck. 

(c) The enamel fairly good on all permanent teeth. 

( f) The enamel on all the teeth is very defective, except perhaps on 
tips of aome of the cusps. 

These experiments and others of the same type show that 
when linseed oil is the only fat in the diet, then there is a 
delay in the shedding of the deciduous teeth and in the 
development of the permanent dentition. The animal fats, 
and more particularly cod-liver oil, cause these changes to 
proceed in a normal way. Again, the arrangement of the 
teeth and their appearance is much better when animal fats 
have been eaten. 

Consideration of Possible Influence of Ill-health. 

A criticism to be met in this type of work is that any con¬ 
dition of ill-health during the period of the experiment may 
have been responsible for the changes described. It is true 
that these puppies suffered from mild attacks of distemper 
and that none of them grew very rapidly (on the average 
2 kg. in the 15 weeks). Their periods of mild illness and 
their rates of growth were, however, practically speaking, 
identical, and could, therefore, not be the cause of the 
variations observed in the dentition. 

Fig. 1. —Ape at Death about 5 Months 3 Weeks. 


' It must be stated here that although ( e) was on the same 
articles of diet as (<f) and (/) for 6$ weeks, yet, from this 
time until the end of the experiment, 10 g. of butter were 
given daily in addition to the linseed oil. 

It will be seen that all the teeth in Fig. 2 are delayed, 
not so much in the loss of the deciduous teeth as in the 

Fig. 2. —Ape at Death about 5 Months 3 Weeks. 


(a) 1 g. cod-liver oil per diem added to diet; (6) 10 g. butter; 
(c) 10 g. linseed oil. All deciduous teeth of (a) shed, some remaining 
in (6), but most left in (c). Permanent teeth more fully erupted 
in (a) than in (6) and In (6) than in (c). Enamel in (c), especially near 
neck of incisors and the carnassials, is not nearly as good as in 
either (a) or (6). 

In order to meet such a criticism in a more thorough way 
I will consider another set of experiments, illustrated in 
Fig. 2. Here again the lower jaws of three puppies— 
(d), (e), and (/)—of the same litter are shown. They are a 
larger breed of dog than those shown in Fig. 1. The 
puppies were in this case also about 8 weeks old when the 
experiment, which lasted 15 weeks, was started. The source 
of fat in each case was 10 g. of linseed oil per diem. Their 
relative rates of growth in the 15 weeks can be seen in the 
following table Table I. 



Wt. at beginning. 

Wt. at end. 

Increase. 

( d) ... 

. 2490 g. 



(tf> .... 

. 2675 . 


. 4145 

i f) ... 

. 3690 . 

. 8825 . 

. 5135 


The diets of (d), (e), and (/) all contained 10 g. of linseed oil per diem. 
(e) had in addition 10 g. of butter from 7th to 15th weeks. The 
majority of the deciduous teeth In (f) have been shed (pm* x 2 
knocked out before photograph taken), but the permanent ones are 
very delayed. The enamel on most of the teeth of these dogs la poor, 
especially in the case of (/), it is best in (e). The size of the jaw In 
the case of (.0 is in reality greater than is the case In (d) and (e). The 
magnification is not so great in tills photograph. 

complete eruption of the secondary dentition. More striking 
still is the amount of defective enamel. In (/*) there is 
hardly any white enamel, and that present is so soft that 
it can be cut with a scalpel. There is considerable irregu¬ 
larity in the setting of the teeth, especially in (f). In fact, 
the teeth of (f), the most rapidly growing puppy, are in 
every way worse than those of (d). In (e) the bad effects of 
the diet have been saved to some extent by the addition oi 
butter after the first few weeks. Then, again, the teeth of 
( d) are distinctly worse than those of (r), which grew 
comparatively slowly. 

As a general rule, it is difficult to associate rapid growth 
with ill-health, and yet we have seen in these experiments 
that the teeth of the more rapidly growing puppies are 
worse, whether the comparison is confined to the same or to 
another family. It seems impossible, therefore, to escape 
the conclusion that the malformed teeth are the result of 
some specific influence of the diet, such as has been 
suggested. 

Calcium Content of Teeth. 

If we consider next one aspect of the chemical side of the 
problem, we see (Table II.) that the calcium content of the 
teeth may be influenced by the diet, although the actual 
intake of calcium salts would appear to be adequate. 


Table II. 


No. of 
exp. 

Special factor 
in diet. 

Tooth taken. 

Wt. of 
dry tooth. 

Total 

CaO. 

X CaO. 

90 1 

Suet. 

Lower earn. 

1*451 g. 

0 507 g. 

36 4 

90 1 

,, 

3 1. incisors. 

0*438 

0156 

36*1 

94 

Yeast. 

Lower’earn. 

0*851 „ 

0-296 

34*6 

101 

Butter. 

,, 

1*291 ,, 

0*440 „ 

34*0 

122 

Calcium pbosp. 

„ 

0-601 „ 

0 *186 „ 

30 9 

122 

.. 

3 L incisors. 

0*188 ., 

0 059 

31*8 

143 

Linseed oil. 

Lower earn. 

0*851 ., 

0-260 

30*5 




































The Lancet,] MRS. M. MELLANBY: INFLUENCE OF DIET ON TEETH FORMATION. [Dec. 7, 1918 769 


It will be seen from the above table that there is a great 
variation both in the weight of,the teeth and in the calcium 
content (reckoned as calcium oxide). For example, when 
either suet or butter is added to the diet the carnassials 
weigh 1-451 g. and 1-291 g. respectively, the calcium 
content being 0 507 g. and 0 44 g. CaO, while when the fat 
is linseed oil the weight of the tooth is 0 851 g. and the 
calcium content reckoned as CaO is 0 260 g. 


Fig. 3. 



Enlarged photograph of the lower CArnassial of ( c) and ( h ) showing 
white enamel only on the apex of the teeth. 

Carnation of Loro Calcium Content of Teeth. 

It may be suggested that the low calcium content in this 
and in other similar experiments is due to a deficiency of 
calcium in the diet. We should certainly expect that the 
calcification of the teeth and bones would be imperfect if 
the calcium content of the diet of young animals were 
deficient or even on the border-line of the animals’ needs. 
This explanation, however, does not seem to cover the 
experiments here described. For instance, comparing 
Experiments 90, 101, and 143 (Table II ), the calcium 
content of the diet was, practically speaking, identical, 
and yet the calcification of the teeth is good in the first 
two cases and poor in the last. Then, again, referring to 
the puppies («)-(/), the amount of calcium given was the 
same in each case, and yet the condition of the teeth was 
very different, and I have no doubt but that the calcium 
content of the teeth will prove to be greater in (a) and (h) 
than in any of the others, and that it will be least in (/). 

The only explanation on the calcium deficiency hypo¬ 
thesis is that the calcium salts are not equally absorbed into 
the blood stream owing to the action of the different fats. 
The following experiments would seem to negative this 
criticism. 

In Experiment 122 (Fig. 4 (A) and Table II.) 5 g. of 
calcium phosphate were added daily to the diet, the fat of 
which was linseed oil. The experiment lasted about 12 weeks. 
The deciduous teeth were late in being shed and the per¬ 
manent ones were late in erupting. The enamel on many of 
the teeth was either defective or absent. The calcium con¬ 
tent of one lower carnassial was found to be only 0 186 g. 
(CaO), the weight of the tooth being 0 601 g. 

There is always the possibility that the puppy was unable 
to make use of the calcium in this form. To exclude this 
experiments are now in progress in which the quantity of 
separated milk in the diet has been raised to 400 c.cm. and 
more daily. The teeth, in the case of one of these puppies 
which has been dieted for nearly three months, are poorly 
formed, and there is, so far, no evidence that the increased 
calcium in the diet, although given in a natural form, has 
improved matters. 

There does not seem much doubt, then, that the puppies 
received an adequate supply of calcium in a form which 
ensured access to the blood. There is evidence, however, 
that the ameloblasts and other cells, which normally regulate 
the deposition of calcium in the developing teeth, are unable 
to perform this function successfully, owing to the lack of 


one or more factors in the blood stream which normally 
regulate this function. This factor cannot be either proteins, 
carbohydrates, fats, or salts, but is possibly something of 
the nature of an accessory food factor. Whether this 
accessory factor acts directly on the special cells or indirectly 
through some other tissues, such as the ductless glands, 
remains to be seen. 

Effect of Time at rchloh Diet is Started. 

The appearance of the permanent teeth resulting from 
these deficient diets suggests that the extent to which the 
enamel, Ac., is defective depends on the time at which the 
diet was started. In the human being the individual teeth 
calcify at different periods, starting before birth and ending 
at about 18 years of age. In puppies these changes cover 
a much shorter period of life ; consequently one would not 
expect the picking out of specific teeth to be so prominent 
in puppies as it is in children. Nevertheless, even in puppies 
it is seen that in some teeth the enamel appears normal, 
while on others it is defective. 

In the experiments so far completed the teeth most com¬ 
monly affected are the lower carnassials. An examination of 
some of these teeth is very interesting. The enamel on the 
apex of the cusps may be white and shiny, while that on the 
rest of the tooth is either coloured (Fig. 3 ( o )) or absent 
(Fig. 3 (A)). In Fig. 3 (A) the carnassial looks like a snow¬ 
capped mountain, for the only trace of white enamel is on 
the tip of the large cusps. 

There is some evidence to show that, if the diet is only 
started when the puppy is over 3 months old, then the 
development of the teeth is little, if at all, affected. For 
instance, in Experiment 104 (Fig. 4 (g) ), the puppy was 


Fig. 4. 



( g ) About 7i month* old. 10 g. linseed oil per diem added to diet, 
which was, however, not started till the puppy was about 14 weeks 
old. The teeth appear quite normal, (h) About 61 month* old. 10 g. 
linseed oil per diem added to diet. Shows delayed dentition and 
imperfect development of enamel especially on the incisors and 
carnassials (see also Fig. 3 ( h )), ( k) About 51 months old. 10 g. linseed 
oil and 5 g. C’a ;t (PCD* per diem added to diet. Shows delayed 
dentition and imperfect development of enamel. (For CaO content 
see Table II.) 

about 14 weeks old when the diet, containing linseed oil 
as the fat, was started. The teeth are white and shiny, and 
they are regularly arranged in the jaw. One lower carnassial 
weighed 1 412 g. and the CaO content was 0 591 g. 

The Question of an Accessory Food Factor. 

It is always possible that chewing hard crusts, bones, &c., 
may improve the circulation in the developing jaws and so 
cause better teeth formation, but it cannot explain the 
results described in this paper, for in no case was hard food 
of any kind given. From the point of view of bacterial 
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action and the production of toxic products, the diets would 
appear, in most cases, to be similar, except in so far as the 
fats are concerned. 

What, then, is the factor (or factors) in the diet responsible 
for these changes ? We have seen that the puppies fed on 
animal fats such as cod-liver oil, butter, and suet had the 
best teeth, whereas those fed on linseed oil had the worst. 
There is evidence that other vegetable oils—for instance, 
arachis oil and cotton-seed oil—also have deleterious effects. 

As has been already suggested, the metabolic factors 
normally involved in the process of teeth development 
may be of the nature of accessory food factors. It is 
now recognised that fat-soluble A is present in abundance 
in cod-liver oil, butter, and animal fats generally, and is 
deficient in vegetable fats. The whole subject of accessory 
food factors and the part they play in health and disease is 
in its infancy, and therefore cannot be accepted as explaining 
in an unquestionable way facts such as are here described. 
But for the want of a better mode of expressing the general 
results of these experiments, one may say that a deficiency 
of fat-soluble A in the diet is accompanied by abnormal 
development of the teeth. 

Defective Teeth and Rickets in Children. 

A child’s diet is most likely to he deficient in fat-soluble A 
from the ninth month to about the second year of its life ; 
that is, at the transition period between a complete milk 
diet and one approximating to that of the adult. The 
permanent teeth calcifying at this period are the incisors, 
the canines, and the first molars, and it is just these teeth in 
children that are most commonly hypoplastic and carious. 
Since rickets is commonest in children during these early 
years, it has been suggested by Dick 2 and others that this 
disease is the cause of these special teeth being so commonly 
defective. The work described in this paper, taken in con¬ 
junction with the experiments of E. Mellanby on rickets, 
puts on to an experimental basis the intimate connexion 
between this disease and hypoplasia of the teeth. 

In some cases even the deciduous teeth of children are 
hypoplastic and carious. Now the crowns of these teeth 
are developed, for the most part, before birth and in the 
first few months of extra-uterine life, and therefore the 
child must depend on the mother for any necessary food 
factors. McCollum 3 has shown that the animal body has 
not the powdr of synthesising these factors, although it has 
a limited power of storage. In order to supply her offspring 
after the first part of her pregnancy the mother must have an 
adequate supply of all the necessary accessory factors in her 
diet. If the accessory food factor theory is the real explana¬ 
tion of the facts described in this paper it ought to be 
possible to produce similar changes in the deciduous teeth 
of puppies by feeding a pregnant bitch on those diets which 
have been shown to prevent normal tooth development in 
young animals. Experiments on these lines are now being 
carried out. 

Harmful Nature of Modern Dietary in Regard to 
the Teeth. 

One can now see a rather obscure but still a real picture 
illustrating, in part at any rate, the cause of the defective 
teeth of modern civilisation. A perusal of a list of the 
substances containing fat-soluble A makes it clear that 
civilised conditions, and more particularly those conditions 
met with in urban life, exaggerate the part played in the 
dietary by just those substances which are deficient in this 
type of accessory factor. Our diet, particularly that of the 
poor, is now more than ever made up of specially prepared 
cereals, such as wheat, rice, oats, &c. Meat and the animal 
fats tend to play a smaller part. Vegetable fats, in the 
form of margarines, &c., are superseding butter, whole milk 
is being more and more excluded from the diet of the 
poor, partly at present because of the cost and partly 
because of a curious antipathy that many people have 
towards it. Then, again, with the development of civilisa¬ 
tion, breast-feeding is not so commonly practised and, 
when practised, is often continued for only a short time. On 
the accessory food factor theory one can also understand why 
the Esquimaux in his own country, where flesh and blubber 
are the staple articles of diet, has such excellent teeth, while 
the inhabitants of Chili, who live chiefly on cereals, have 
teeth which are much less sound. 


2 Lawson Dick : Proc. R.S.M., vol. lx., p. 83. 

3 McCollum, Simmonds, and Pitts : Amer. Journ. Phy».,vol. xlt., p. 361. 


There is no doubt that our modern dietary is harmful as 
far as the teeth are concerned, and, if the results of the 
present work and the deductions made are correct, the teeth 
of the people of this country will tend to become worse, 
unless our diet consists in the future more of whole milk and 
other foods containing fat-soluble A and less of bread, rice, 
potatoes, kc. , which are deficient in this factor,. 

Summary of Results. 

1. A diet containing in abundance those articles with 
which the fat-soluble A accessory food factor is associated— 
e g., cod-liver oil, butter, kc. —allows the development in 
puppies of sound teeth. 

2. A diet otherwise adequate but deficient in the sub¬ 
stances with which fat-soluble A is associated brings about 
the following defects in puppies’ teeth : ( a ) Delayed loss of 
deciduous teeth. (£) Delayed eruption of the permanent 
dentition ; in some cases the delay in the eruption of the 
permanent teeth is more marked than the delay in the loss 
of the deciduous teeth, (c) Irregularity in position and over¬ 
lapping, especially of the incisors. ( d ) Partial absence of 
or very defective enamel. (<?) Low calcium content; the 
deficiency in calcium salts may result in the teeth being so 
soft that they can be cut with a scalpel. 

3. The evidence makes it clear that this is an instance of 
diet affecting the teeth from the inside and is independent 
of bacterial sepsis and other oral conditions associated with 
food. 

4. These results cannot be considered as being due to 
acute illness or “ malnutrition,” for (a) the improvement to 
the teeth by the addition of fat-soluble A containing sub¬ 
stances (animal fats, &c.) is as characteristic as the 
deleterious effect of a deficient diet; ( b ) there is evidence 
that the defective teeth are most pronounced in the rapidly 
growing puppies, and it is difficult to associate rapid growth 
with illness or “ malnutrition,” as generally understood. 

5. This work, taken in conjunction with the experiments of 
E. Mellanby on rickets, puts the close relationship between 
hypoplastic teeth and rickets on to an experimental basis. 

I wish to acknowledge with gratitude the advice kindly 
given me by Mr. Norman Bennett. 


TREATMENT OF ANTE-NATAL AND 
POST-NATAL SYPHILIS. 

By JOHN ADAMS, F.R.C.S. Eng.. 

MEDICAL OFFICER IN CHARGE OF THE THAVIES INN VENEREAL CENTRE 
FOR PREGNANT WOMEN. 


In The Lancet of Nov. 23rd, p. 707, a report was pub¬ 
lished of a paper which I read recently before the Royal 
Society of Medicine. This paper was illustrated by a list of 
cases, reproduced now on pp. 772, 773, giving the results 
of treatment in regard to 24 babies bom at the hospital of 
syphilitic mothers. Of these babies 5 were bora with a 
negative Wassermann reaction ; 7 became negative after 
treatment. Three mothers had no treatment before the 
death of the baby in utero. One baby died from syphilis ; 
1 died suddenly without any apparent cause ; 1 was bora 
dead. Six babies remain positive under treatment and are 
doing well. Six other babies were born of syphilitic 
mothers since the list of cases was drawn up, and of these 
3 are already negative. 

With the exception of 2 out of the 24 cases, the whole were 
cases of acute syphilis in the mother. They came in the 
primary or early secondary stage, and by taking cases of the 
babies at the beginning we were dealing with them at a 
time when the syphilitic virus probably has more effect on 
the child than it would have later on. 


The first case has been under observation for six months. 
The mother has been treated, but not the child, and up to 
now nothing has developed. 

There are no particular remarks as to Case 2. 

Case 3 is rather interesting because it was a bad case of 
syphilis. I remember well Sir Jonathan Hutchinson, for 
whose memory I have the greatest regard, saying that ttxe 
cases which were salivated very often did extremely well. 
In this case the salivation was severe. 

In Case 4 the positive reaction in the child has remained 
and the curious thing is that for nine months the child con 
tinuously gained weight, and, indeed, if I were choositxg 
children for a baby show, this would be one of mv 
selections. 
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Case 7. 


Case 5 went on the even tenor of its way, and the reaction 
remained negative. 

In Case 6 the child went from stron’gly positive to positive, 
and put on 10 lb. weight; it would no doubt have become 
perfectly negative had the treatment been more regular. 
The treatment was interrupted in this case by an outbreak 
of eczema. 

Of Case 7 a photograph is reproduced. 

In Case 8 there is now only a suspicion of syphilis in the 
child. It was in the hospital about iwo months, and con¬ 
sequently there was a very short time in which to carry out 
complete treatment. 

Case 9 became perfectly negative; this was one of the very 
bad cases at the beginning. 

Case 10 also became perfectly negative. 

Case 11 is another very interesting case. The child lost 
weight at one period of its career, but that was due to 
insufficient feeding by the mother. These mothers are 
often incapable of feeding the children by the breast only. 

Case 12 was born negative, and on this case there is very 
little to say except that the mother had not recent syphilis. 

Case 13 was also born negative. 

Case 14 (see photograph) like Case 4, had a strongly positive 
reaction the whole time, except on one occasion when it was 
positive, but not strongly positive. In this case also the 
treatment was irregular, but it has been more regular 
recently, and now, since the list of cases was drawn up, 
it is only positive, not strongly positive. 



Case 14. 


In Case 15 the child, I believe, died from syphilis. Only 
two injections were given. The child was very poor from 
birth and seemed extremely unlikely to live. 

I pass over some of the ensuing cases, remarking that of 
these born dead some were probably dead before there was 
any treatment at all. A photograph is reproduced of Case 17. 

Case 22 was an extraordinary case. This child was a 
6A months child as far as could be estimated and weighed 
only 31b. 4oz. at birth. It had every sign of syphilis and 
seemed unlikely to survive more than a few days. It did 
not die, however, and its weight went up to 5 lb. 14 oz. 
Then, without any reason so far as could be seen it died 
quite suddenly in a screaming fit. I got particulars of the 
post-mortem, and so far as can be judged, there was no 
reason why the child should have died from syphilis. 

Case 23 became negative under treatment. Case 24 was 
born dead, and probably had died before treatment was 
given at all. 



Case 17. 

The progress of the babies is further shown in the 
following table :— 

Weights at Weekly Periods after Birth. 


Case 4 (cont.) 


Case 9 (cont.) 


Case 1. 


lb. 

oz. 


7 

0 

3 12.17 

6 

12 

10.12 17 

7 

0 

17.12.17 

7 

3 

24.12.17 

8 

4 

31.12.17 

8 

6 

7.1.18 

9 

0 

14.1.18 

8 

14 

21.1.18 

9 

1 

28.1.18 

9 

10 

4.2.18 

9 

12 

11.2.18 

10 

1 

18.2.18 

10 

12 

4.3.18 

10 

14 

18.3.18 

11 

12 

1.4.18 

12 

4 

15.4.18 

12 

10 

22.4.18 


Case 2. 

7 

10 

26.1217 

7 

10 

2.1.18 

8 

2 

9.1.18 

8 

10 

16.1.18 

9 

1 

23.1.18 

9 

10 

30.1.18 

9 

12 

6.2.18 

10 

8 

13.2.18 

10 

12 

17.3.18 

12 

6 

6.4.18 

13 

4 

21.4.18 

13 

12 

5.5.18 

14 

0 

9.6.18 

14 

4 

23.6.18 

14 

8 

1.7.18 

15 

0 

21.7.18 

15 

0 

18.8.18 

15 

0 

1.9.18 

14 

14 

12.10.18 


Case 3. 


5 

14 

4.1.18 

5 

14 

11.1.18 

6 

0 

18.1.18 

6 

1 

25.1.18 

6 

6 

1.2.18 

6 

10 

8.2.18 

7 

3 

15.2.18 

7 

8 

22 2.18 

7 

8 

29.2.18 

7 

12 

8.3.18 

9 

8 

6.4.18 

10 

4 

21.4.18 

10 

6 

5.6.18 

10 

12 

9.6.18 

11 

0 

23.6.18 

11 

8 

7.7.18 

12 

6 

18.8.18 


Case 4. 

7 

12 

7.1.18 

7 

15 

14.1.18 

8 

2 

21.1.18 

8 

12 

28.1.18 

8 

14 

4.2.18 


lb. 

oz. 


9 

8 

11.2.18 

10 

8 

18.2.18 

11 

0 

25.2.18 

14 

8 

5.5.18 

15 

6 

26.5.18 

17 

6 

29.7 18 

18 

4 

1.9.18 

19 

4 

15.918 

19 

4 

13.10.18 


Case 5. 

7 

0 

18.2.18 

6 12 

25.2.18 

7 

2 

4.3.18 

7 

6 

11.3.18 

7 

8 

18.3.18 


Case 6. 

6 

8 

18.2.18 

5 14 

25.2.18 

6 

6 

4.3.18 

6 12 

11.3.18 

7 

0 

18.3.18 

7 

2 

25.3.18 

7 12 

1.4.18 

8 

0 

8.4.18 

8 10 

15.4.18 

13 

0 

21.7.18 

15 12 

13.10 18 


Case 7. 

8 

8 

18.2.18 

8 

8 

25.2.18 

9 

2 

4.3.18 

9 12 

11.3.18 

10 

0 

18.3.18 

10 

0 

25.3.18 

9 12 

1.4.18 

10 

0 

8.4 18 

10 

6 

15.4.18 

11 

0 

22.4.18 

11 

2 

29.4.18 

11 10 

6.5.18 


Case 8. 

7 

2 

4.3.18 

7 12 

11.3.18 

8 

0 

18.3.18 

8 

2 

253.18 

8 

6 

1.4.18 

8 12 

8.4.18 

12 

0 

2.6.18 


Case 9. 

6 12 

11.3.18 

7 

0 

18.3.18 

7 

4 

25.3.18 

7 

4 

1.4.18 

7 

8 

8.4.18 

7 12 

16.4.18 

7 15 

22.4.18 

8 

2 

29.4.18 

8 

5 

6.5.18 

8 10 

13.5.18 


lb. oz. 


8 15* 

20.5.18 ! 

9 

0 

27.5.18 

9 

2 

3.6.18 1 

9 

6 

8.6.18 


Case 10. 

6 

4 

25.2.18 1 

6 

8 

4.3.18 

6 12 

11.3.18 

7 

2 

18.3.18 

7 10 

25.3.18 I 

7 12 

1.4.18 

7 14 

8.4.18 i 

8 

8 

15.4.18 

9 

3 

28.4.18 1 

9 

8 

29.4.18 1 


Case 11. 

5 14 

25.3.18 

6 

0 

1.4.18 

6 

0 

8.4.18 

6 

4 

15.4.18 

6 12 

22.4.18 

6 

9 

29.4.18 

6 

2 

6.5.18 

6 

2 

13.5.18 i 

6 

2 

20.5.18 

6 

0 

27.5.18 , 

5 14 

3.6.18 

6 

1 

10.6.18 ! 

6 

8 

17.6.18 

7 

2 

24.6.18 

7 10 

1.7.18 

8 

0 

8.7.18 

8 

6 

15.7.18 

8 14 

22.7.18 

9 

0 

29.7.18 

9 12 

18.8.18 

9 

4 

1.9.18 


Case 13. 


4 14 

8.4.18 

4 10 

15.4.18 

5 

2 

22.4.18 

5 

4 

29.4.18 

5 11 

6.5.18 

6 

5 

13.5.18 

6 12 

20 5.18 

7 

4 

27.5.18 

7 

8 

3.6.18 

7 14 

10.6.18 

3 

0 

17.6.18 

8 10 

24.6.18 


Case 1U . 

7 

5 

23.4.18 

7 13 

30.4.18 

8 

3 

6.5.18 

8 

8 

13.5.18 1 

9 

1 

20.5.18 

9 

6 

27.5.18 

10 

2 

3.6.18 

11 

8 

23.6.18 

13 

2 

21.7.18 1 


Case lit (cont.) 


lb. 

oz. 


' 14 

4 

18.8.18 

1 ™ 

13 

15.9.18 

15 

5 

20.10.18 


Case 15. 

! 5" 

3 

6.5.18 

5 

4 

13.5.18 

! 5 

6 

20.5.18 

5 

4 

27.5.18 

4 

4 

2.6.18 


Case 17. 

6 

13 

6.5.18 

1 7 

4 

13.5.18 

1 7 

11 

20 5.18 

8 

4 

27.5.18 

9 

0 

3.6.18 

9 

4 

10.6.18 


Case 90. 

6 

13 

10.6.18 

7 

6 

17.fi.18 

7 

10 

24.6.18 

8 

0 

1.7.18 

1 8 

12 

8.7.18 

i 9 

2 

15.7.18 

9 

6 

22.7.18 

, 9 

14 

29.7.18 

9 

14 

5.8.18 

I 10 

6 

12.8.18 

10 

12 

19.8.18 

11 

4 

26.8.18 

11 

4 

2.9.18 

11 

12 

9.9.18 

12 

6 

16.9.18 

12 

14 

23.9.18 

13 

4 

30.9.1& 


Case 22. 

2 

14 

15.6.18 

2 

15 

24.6.18 

3 

4 

1.7.18 

3 

10 

8.7.18 

3 

12 

15.7.18 

4 

0 

22.7.18 

4 

6 

29.7.18 

4 

12 

5.8.18 

5 

2 

12.8.18 

5 

8 

19.8.18 

5 

14 

26.8.18 


Case 28. 

6 

2 

1.7.18 

6 

12 

8.7.18 

7 

2 

15.7.18 

7 

12 

22.7.18 

8 

6 

29.7.18 

8 : 

14 

5.8.18 


O o.o.xo 

9 6 12.8.18 

10 0 19.8.18 


10 4 26.8.18 

10 12 2.9.18 

11 8 15.9.18 

12 4 13.10.18 


I am aware that the period of one year is all too short in 
which to bring these tests of syphilitic cases to perfection. 
I have given the subject, however, much thought and con¬ 
sideration, and I feel amply rewarded by the results. 




























Treatment of Ante-natal and Post-natal Syphilis: Details of 24 Cases. 

G.c., General condition. Pap. syphl., Papular Bypbilidea. Nov., novarsenoblllon. Salv., salvarsan; figure indicates number of injections. Iv. aud Iin., Intravenous aud intramuscular injections respectively. 
Explanation of Wassermann (W.) signs; Strongly positive, ++ (diagnostic). Positive, + (diagnostic). Feebly positive, ±. Negative,-. 
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Baby after birth. 

Gain or loss 

in weight 

from date of 

birth. 

i -|- 5 1 b. 1 oz. 

to 22.4.18 

+ 6 lb. 10 oz, 

to 12.10.18 

+ 6 lb. 4 oz. 

to 18.8.18 

+ 10 lb. 6 oz. 

to 13.10.18 

+ 1 lb.to 

18.3.18 

+ 10 lb. 12 oz. 

to 13.10.18 

4" 2 lb. 8 oz. 

to 6.5.18 

+ 51b. 

to 2.6.18 

+ 3 lb. 4 oz. 

to 8 6.18 

+ 2 lb. 12 oz. 

to 29.4.18 

SI 

Wasser¬ 

mann 

reaction. 

SSS SSS 5S2S S22SSS22S SS2 23 22 22 22 

~' -t cicico cOMjtdoo C'iwirit-loioidaaro cinio did o5*f dd oi -» 

gas Saa ^22 ^“a-'sidgis ssid sa as s> 

III + ■ 1 + 1 I 1 +++++++1 ' J++ -hi +-H Jl 4,1 

Remarks. 

Baby never had 
treatment for, or 
symptoms of, 
syphilis. Con¬ 

tinuous progress. 
W. remained neg. 

Made continuous pro¬ 

gress. Rash soon 
disappeared after 

treatment. 

Baby appeared un¬ 

likely to live; re- 
ra a r k a b 1 y good 

recovery. 

Lost weight during 

first week, then con 

tlnuous progress. 

Negative W. blood 

test from birth. 

Convulsions 20.2.18, 

lasted on and off 

3 days. 1m. inj. 

22.2.18; continuous 

improvement. Six 

months in hospital; 

after leaving attend 

ance Irregular. 

Good progress. 

Weight and condi¬ 

tion good. Did not 
come for treatment 

after leaving. 

Continuous progress. 

Both mother aud 

child left hospital, 

neg. W., returned 

to country. Report 

Sept. 1st. 1918, both 

well ; child gaining 

weight. 

«3 

c 

© 

& 

1 

H 

■5 0 s « . "5. 

S “1§ . **£ &g ; J t : f 

S ‘ ® & - 

isS 1 iff s 

u 

a 

I 

llljg 1 = l|i 1 -- hi 1 ? 

i « £ 3 2 »- ±; * r >r £ efi © E 

CQ * ^ pq ffl 25 cq cp n cq 

Lesions. 

None. 

Erythematous 
rash all over 
body; bad 
snuffles. 

Sy philit lc 
eruption on 
buttocks. 

Severe rash on 
buttocks. Very 
bad snuffles. 

Red rash on 

buttocks. 

\ Eruption on 

buttocks. 

No rash 

appeared. 

Eruption on 

buttocks. 

No eruption. 

1H 

J3 

£ 

*3 

«e 

t 

B 

I ’ 


71b. 

9 oz. 

81b. 

4 oz. 

61b. 

2 oz. 

81b. 
14 oz. 

6 1b. 

8 oz. 

5 

9 1b. 

2 oz 

7 1b. 

6 lb. 

2 oz. 

61b. 

12 0 . 

16 

uuscuj9ssh^ 

1 + + + 1+ -u + + .u 

1 + + + 1+ 

| 

Condition. 

Good. 

Feeble, 
face blue 
and ode- 
matous. 

Good. 

Feeble and 
blue. 

Good, but 
had snuffles. 

Good. 

Feeble. 

U 

ai 

26.11.17 

18.12 17 

29.12.17 

31.12.17 

10.2.18 

11.2.18 

14.2.18 

27.2.18 

2.3.18 

17.2.18 

It 


No 

report. 

+ + 

+ 

+ 

+ 

+ f 

+ + 

No 

report. 

It 

ai4dx 

Full. 

ft 

8 

mths. 

Full. 1 

It 1 

*• 

«• 

to 

Mother. 

‘Aia.vpep uo 

tiuvuiiessu.w 

1 + + + + + 14--++11J a.’ 

1 ++n+ + + - ±. t 

Condition on 
delivery, j 

Sharp attack 
of jaundice 

3 days before 
delivery. 

Good. 

Weak and 
ainemic. 

Good. 

» 

Weak and 
anemic. 

Good. 

H 

■XjeA||ep 
ajojaq *.\|vs 
jo sasoa 

(£) r-t rO CM *T (B W 00 O e— 

[rpdsoquj 

?aacn?«9JX 

1 

► 8 > > 8 > j **8 > 8 > >»5 > 3 

c u © c u 0 a u 0 u c rf uru 

S? : = 1 

>' * » ' sc > *2 be > so SM 

~ = - -OJ - So -02 -gas -a 

uujsspupv no 
UUMOliaSTBAi 

+ + + + 41 + + + 4 . 

4 - 4 - 4 - 4 - ^ + 4- 4-4. 

Date of and 
condition on 
admission. 

4.10.17. - G.c. 

poor, weak and 
amende (gonor¬ 
rhoea). Primary 
sore on post, 
vagina. Pap. 

syphl. on llmbB 
and trunk. 

13.12.17. - G.c. 
fair. Two sores 
on labia,mucous 
syphl on throat. 

14.12.17. —Very 
weak and 
amende. Mouth 
and throat 
much ulcerated. 
Severe salivation 
(gonorrhoea). 

6.12.17. - G.c. 

good. Tuber¬ 
cular syphl. on 
face. Erythe¬ 

matous rash on 
neck, chest, and 
arms. 

11.1.18. — G.c. 
good. Papular 
eruption on 
legs and trunk. 

23.1.18. - G.c. 
good. PapuDr 
eruption on 
arms, trunk, and 
face. 

18.1.18. - G.c. 
good. Large 
hard sore on 
labia. Inguinal 
glands enlarged. 

21.2.18. - G.c. 
good. No erup 
tlon present. 

27.2.18. — Indur- 
atod sore on left 
labium. Tuber¬ 
cular syphl. rash 
all over body. 
1.12.17. - G.c. 
good. Erythe¬ 
matous erup¬ 
tion, 

4 

•uo|sspupn 

aaojeq 

JUOOTJTOJX 

2 2 *3^ 9 

= * - § s .S : § ^ s 

* >»£ * > x > * 

■uonoojui jo 
ajsp 'xoidav 
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AN INVESTIGATION OF THE 

ANTISCORBUTIC VALUE OF THE RAW 
JUICES OF ROOT VEGETABLES, 

WITH A VIEW TO THEIR ADOPTION AS AN ADJUNCT 
TO THE DIETARY OF INFANTS." 

By HARRIETTE CHICK and MABEL RHODES. 

(From the Lister Institute. Director's Department.) 

Ia>tv Antiscorbutic Value of Fresh Milk. 

In the study of the distribution among foodstuffs of the 
antiscorbutic accessory factor made recently by a group of 
workers in this Institute, a considerable amount of attention 
has been devoted to the antiscurvy value of cow’s milk. A 
preliminary report of these experiments was published several 
months ago in The Lancet, and the results 1 2 have shown 
that cow’s milk, even when fresh, is a substance poor in anti¬ 
scurvy properties, and that a large daily ration, amounting 
practically to a complete milk diet, is necessary if scurvy is 
to be prevented by its agency alone. 

This conclusion is in accord with the opinion previously 
expressed by certain clinicians on the basis of their observa¬ 
tion of infant nutrition. Thus Barlow 3 in 1894 wrote the 
following words: “Looked at as antiscorbutic, probably 
much larger quantities of fresh uncooked meat and fresh 
milk are needed than fresh vegetables and fresh fruit juices.’* 
And at a later date Still 1 wrote : 4 4 The antiscorbutic power 
of fresh, unboiled milk is evidently slight." 

In the case of young guinea-pigs it was found ( loc . cit .) that a 
daily ration of 100-130 c.cm. of raw cow’s milk was necessary 
to prevent occurrence of scurvy, and evidence was adduced to 
show that if the milk had been previously heated or dried a 
ration equivalent to the above would prove insufficient. 
These results have recently been confirned by Miss R. E. 
Pilgrim, also working in this department, who has kindly 
permitted us to refer in this place to her experiments which 
will shortly be published elsewhere. It. has been found 
extremely difficult to carry out the experiments with guinea- 
pigs. A full-cream milk diet is tolerated with difficulty by 
these animals, apparently owing to the high fat-content, and 
separated milk has proved easier of digestion. It has been 
exceptional to find young guinea-pigs which can consume as 
much as 100 to 150 c.cm. raw milk daily without digestive 
disturbances, even when the constipation occurring is miti¬ 
gated by a daily dose of liquid paraffin. In the rare cases where 
this has been achieved good health and growth have been 
maintained for the period of the experiment—three months— 
and signs of scurvy have been absent or very slight. Upon 
a similar ration of dried milk this result has not been 
attained, even when the preparation is not more than 
2-3 weeks old. Milk in this form is much better digested, 
and it is not unusual to find the equivalent of 100-130 c.cm. 
fresh milk consumed daily without difficulty. But in such 
cases the animals have suffered from severe scurvy sooner or 
later, and although life was prolonged the animals lost 
weight and sank into a miserable condition of chronic 
scurvy. There is little doubt that dried milk, even when 
freshly prepared, is inferior to raw fresh milk in respect of 
antiscorbutic properties. 

Question of Extra Antiscorbutic for Infants. 

In case of artificially fed infants the use of raw cow’s 
milk is exceedingly rare at the present day. Boiling or 
pasteurisation of the milk has become necessary to obviate 
danger from bacterial disease, and for the same reason, as 
well as on grounds of convenience, the use of dried milk 
has increased largely in recent times. There is no doubt, 
however, that infants nourished upon boiled or dried cow’s 
milk receive a smaller allowance of antiscorbutic material 
than would be provided by a diet of raw milk, and that the 
amount they obtain may dangerously approach the minimum 
required. To what extent this is a serious menace must 
depend upon the degree to which the content of antiscurvy 
vitamine in raw cow’s milk is in excess of the infant’s 


* A companion paper entitled The Relative Content of Antiscorbutic 
Principle in Limes and Lemons together with Some New Facta and 
Some Old Observations Concerning the Value of “ Lime Juice" in the 
Prevention of Scurvy, (A) Experimental Inquiry, by Harriette Chick, 
B. Margaret Hume, and Ruth F. Skelton, (B) Historical Insjuiry, by 
Alice Bfenderson Smith, appeared in The Lancet of Nov. 30th, 1918, 
p. 735. 


requirements and upon the antiscurvy value originally 
possessed by the particular sample of milk employed. 

In any case the results of the experimental work are 
strongly in support of those medical authorities who recom¬ 
mend the inclusion of some extra antiscorbutic in the diet 
of infants nourished upon milk of which the oiiginal anti¬ 
scorbutic value has been diminished by heating or drying. 

Expert medical opinion is, however, divided upon this 
point. Many authorities, impressed with the comparative 
rarity of pronounced scurvy among infants brought up on 
boiled or dried milk, consider that the addition to that diet 
of any extra antiscorbutic is an unnecessary measure (see 
Coutts, 1918), 5 (Naish, 1914). 6 Others consider that the 
danger of incipient scurvy among artificially fed infants is 
not as negligible as is supposed (eg., Hess and Fish, 
1914) 7 (Miller, 1917 ). 9 and recommend that raw fruit juice 
or other antiscorbutic material should be added to the diet. 
Special attention was called to this point in an editorial 
article in The Lancet of Sept. 22nd, 1917, and it i3 for the 
benefit of those who find difficulty, on account of cost or 
scarcity, in providing infants with an extra antiscorbutic in 
the form of fresh fruit juice that the following experiments 
as to other available sources were undertaken. 

Experimented Work. 

The experiments were made with young guinea-pigs, and 
the methods employed were the same as those described in 
the previous paper dealing with the antiscorbutic value of 
fruit juice in The Lancet of Nov. 30th. The juices were 
prepared by rubbing the clean-cut surface of the raw 
vegetable upon an ordinary kitchen grater, placing the pulp 
in muslin and squeezing gently between the fingers, when the 
juice runs out readily. Uoless otherwise stated, the juice 
was always prepared fresh every day ; expressed raw vegetable 
juices undergo changes rapidly at room temperature, and 
were found to deteriorate in respect of antiscorbutic value 
when stored even at a low temperature in a refrigerator. In 
the accompanying table are set forth the results obtained 

Table showing Antiscorbutic Value of Ran Vegetable and 
Fruit Juices. 

Experiments with guinea-pigs. The diet consisted of oats 
and wheaten bran ad libitum , with 60 c.cm. daily of milk 
autoclaved at 120° C. for 1 hour; the antiscorbutic element 
in the diet was provided solely by the measured daily ration 
of vegetable or fruit juice. 


Experi¬ 

ment 

No. 

**- « 

oB 

® c 
08 

Antiscorbutic 

material 

employed. 

Daily 

ration. 

Duration of 
experiment 
(days). 

l 

Result. 

oj£ 

ISs 

*1E 

Control 

4 

None. 


34-40 

Death from scurvy, 
34th-40th day. 

0 

1 

4 

Raw swede 
juice. 

2*5 c.cm 

90-100 

Animals enjoyed fair 
health; no sym¬ 
ptoms of Bcurvy. 

+ + 

2 

4 

Raw carrot 
juice. 

5 c.cm 

34-56 

Animals developed 
severe scurvy. 

+ 


4 

10 o.cm 

34-76 

• • M 

+ 


3 

«« 

20 c.cm 

75-95 

Fair health ; signs of 
scurvy in 1 animal 

out of 3. 

+ + 

3 

2 

Raw beetroot 
juice. 

20 c.cm 

67-88 

Definite scurvy in 
both cases. 

+ 

4 

*1 

Cooked potato 

17 g. 

47 

Slight protection. 

+ 


>3 

(steamed at 
100° C for 

30 minutes). 

20 g. 

73-92 

Protection. 

+ + 

5 

4 

Raw cabbage 
leaves. 

0-5 g. 

66-90 

Scurvy symptoms, 
but some degree of 
protection. 

+ 


5 

„ 

1*5 g. 

90 

Protection. 

i + + 

6 

4 

Fresh orange 
juice. 

1 5 c.cm 

50-91 

Scurvy in 2 cases out 
of 4. 



2 

3 c.cm. 

91-93 

Good health, no 
scurvy. 

+ + 

7 

2 

Grapes, green 
Spanish. 

10 g. 

44-51 

Severe scurvy. 

0 


4 

20 g. 

130-88 

1 

Severe scurvy in 3 
cases out of 4. 

+ 


0 No protection. + Slight protection. + + Protection, 
with the raw juices of swede, carrot, and beetroot, the 
immediate aim of the experiments being to determine the 
minimum amount which, when added to a diet of oats, bran, 
and autoclaved milk (heated to 120° 0 . for one hour to reduce 
its antiscorbutic value to a minimum), was adequate to 
prevent scurvy and to maintain the animal in health over the 
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period of the experiment. Results obtained with cooked 
potato (it is not possible to feed guinea-pigs on raw potatoes), 
fresh orange juice,fresh grapes, and fresh raw cabbage leaves, 
are added for purposes of comparison. 


of carrots was found to be much inferior, and that of beet¬ 
roots failed to prevent scurvy in the largest dose (20 c.cm. 
daily) that could be administered to the experimental 
animals. 


Comparative Antiscorbutic Value of Various Raw Vegetable 
Juioes. 

The juice of the fresh raw swede easily takes the firtt place 
in respect of antiscorbutic value. Protection from scurvy 
was attained with a daily ration of 2-5 c.cm. In case of raw 
carrot juice, severe scurvy developed in animals receiving 
daily rations of 5 c.cm. and 10 c.cm. ; with a daily ration of 
20 c.cm., protection from scurvy was secured and the general 
condition of the animals was about the same as of those 
receiving a daily ration of 2 5 c.cm. swede juice. In case of 
beetroot, the antiscorbutic value was less than that of carrot; 
animals receiving a daily ration of 20 c.cm. fresh raw juice 
showed only a small degree of protection, acute symptoms 
of scurvy supervened in every case, and death from scurvy 
occurred in several instances before the period of experi¬ 
ment, three months, had expired. 

It is thus seen that raw swede juice provides a valuable 
and inexpensive source of antiscorbutic material. Its value 
is not markedly inferior to that of fresh orange juice, and it 
may be regarded as a satisfactory substitute ; its value is 
10 times that of raw carrot, and more than 10 times that of 
raw beetroot juice. It has recently been adopted in some 
infant welfare centres, and there does not appear to be any 
drawback to its use for the purpose of infant feeding. 

Raw carrot has long been popular as an adjunct to the dietary 
of infants and there is traditional support for its worth. So 
keen an observer of his own day as Anthony Trollope, in 
“ Barchester Towers, ” 1857, depicts the older generation in 
the person of Miss Thorne strongly advising the young 
mother to smear raw carrot juice and allow it to dry upon 
the baby’s coral, in order to ensure for the infant a healthy 
set of permanent teeth in the future. “The receipt had 
been much in vogue in the young days of her (Miss Thorne’s) 
grandmother,” who “had the best teeth in the county and 
carried them to the grave with her at eighty.” (Bohn’s 
Library Ed., Bell and Sons, 1913, p. 234.) 

It is interesting to observe the root vegetables investigated 
are widely separated in the vegetable kingdom ; the swede 
belongs to the natural order Cruciferce , the carrot to the 
Umbellifer<e y the beetroot to the Chenopodiaccce, and the 
potato to the Solanaoece . It is significant that the natural 
order Cruciferce should also include the cabbage, most 
potently antiscorbutic of the vegetables investigated in the 
present inquiry, and the “scurvy grass” (Cochlearia 
officinalis ) and the “cresses,” so justly esteemed by the 
sailors suffering from scurvy in the old days. 

Bachstrom (Observationes circa Scorbutum, 1734) relates 
the following remarkable story : “A sailor in the Greenland 
ships was so over-run and disabled with the scurvy, that his 
companions put him into a boat, and sent him on shore ; 
leaving him there to perish, without the least expectation of 
a recovery. The poor wretch had quite lost the use of his 
limbs ; he could only crawl about on the ground. This he 
found covered with a plant, which he, continually grasing, 
like a beast of the field, plucked up with his teeth. In a short 
time he was by this means perfectly recovered ; and, upon his 
returning home, it was found to be the herb of scurvygrass. ” 
(Rendering given by Lind, 1767. A Treatise on the Scurvy, 
2nd edit.). It is interesting to find that the old legend 
that the cruciform arrangement of the flower was an 
indication of especial virtues in the service of man thus 
receives scientific support at this comparatively late date. 



1. Cow’s milk possesses distinct antiscurvy properties, but 
these are present in small degree in comparison with other 
antiscorbutic foodstuffs. Its value in this respect is further 
reduced after heating or drying. It is therefore advisable 
to provide some extra antiscorbutic material in the diet of 
infants nourished upon heated or dried cow’s milk. 

2. The antiscorbutic value of various materials that might 
suitably be included in an infant’s diet has been experi¬ 
mentally determined by means of experiments with guinea- 
pigs. Among fresh fruit juices that of the orange is easily 
the most suitable, and possesses a value about ten times as 
great as that of fresh grapes. Of the raw vegetable juices 
examined, raw swede juice proved to be far the most potent, 
approximating in value to raw orange juice; the raw juice 


Bibliography.— 1. Chlek. Hume, Skelton, 1918, The Lancet, Jan 5th, 
and (2) Biochemical Journal, vol. xli., p. 131. 3. Barlow (1894), 

Bradshaw Lecture, Infantile Scurvy and its Relation to Rickets, 
The Lancet, Nov. 10th. 4. Still, Common Disorders and Diseases of 
Childhood, third edition, 1915. 5. Coutts (1918), Report to the Local 
Government B >ard. No. 116. 6. Nalsh (1914), Pediatrics, vol. xxvi., 
p. 247. 7. Hess and Fish (1914), American Journal of Diseases of 
Childhood, vol. vill., p. 386. 8. Miller (1917), Cleveland Medical 
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HEMORRHAGIC BRONCHITIS : 

CASTELLANI’S BRONCHO-PULMONARY SPIROCHETOSIS. 
By H. VIOLLE. 

(from the Institut Pasteur , Paris .) 


In view of the fact that cases of broncho-spirochsetosis 
(Castellani’s bronchitis) have recently been observed in 
Europe—I have first found the disease in France, having 
recorded a large number of cases of it in Toulon—a few 
notes on the subject will perhaps be found to be of some 
practical interest. 

This affection and its etiological agent were first described 
by CastellaDi in Ceylon in 1905. 1 2 1 He called the malady 
broncho-spirochtetosis and the germ Spirochceta bronohialis. 
Castellani’s observations were confirmed in various parts 
of the tropics, by Branch in the West Indies in 1907, by 
Jackson in the Philippine Islands in 1908, by Waters in 1908, 
who recorded a number of cases in India, by Phalen, 
Kilborne and Chamberlain, Taylor, Chalmers and O’Farrell, 
Harper, and others in various other tropical countries. 

In Europe a few cases were observed in 1915 by Galli 
Valerio in Switzerland, one case by Lurie in Serbia, and a 
few by Castellani himself in the Balearic-Adriatic zone. 
Very little attention, however, was paid in Europe to the 
disease until it was found in France by myself in 1916. At 
Toulon, where I have been carrying out the investigation, a 
comparatively large number of cases has occurred among 
the native troops coming from the Far East, as well as in 
Europeans who had never been to the colonies. A special 
ward in the St. Mandrier Hospital had to be set aside for 
cases of this disease, and I was placed in charge of it. 


Symptomatology. — Mode of Infection. 

The symptomatology I have observed in my patients is the 
following : — 

The patient has generally been sent to hospital with the 
diagnosis of tuberculosis or suspected tuberculosis, and one 
can easily understand why this diagnosis has been sug¬ 
gested, as in very numerous cases the patient is spitting up 
blood. The bloody expectoration is often of a peculiar 
vividly pink colour, somewhat different from what one 
usually sees in haemoptysis of tubercular origin. 

The cough is frequent, sometimes more severe during the 
night. The physical examination of the chest in some cases 
reveals very little or nothing; in other cases there are signs 
of simple bronchitis with or no emphysema; in others there 
are signs of consolidation. 

The general condition of the patient is often fairly good, 
even very good, and very often there is no fever. 



The blood at times shows a slight degree of anaemia, due 
to the repeated attacks of haemoptysis. The number of 
leucocvtes is normal, and so is generally the leucocytic 
formula. (8ee figure.) 

The microscopic examination of the sputum reveals 
presence of S. bronchialis in enormous numbers; the 
preparations are teeming with it. 


1 The Lancet, 1908,1., 1384. 
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To put in evidence these spirochetes one may use the 
ultra-microscopic for fresh preparations, or one may stain 
with Romanowsky and similar methods. The best method 
is the silver nitrate one of Fontana-Tribondeau. 

The S. bronchialis Castellani is an organism extremely 
variable in length, shape, and number of spirals; length 
4 to 30 microns, mostly 7-14. According to Fantham these 
medium forms are derived from the long ones by transverse 
division. # . _ . 

Certain individual spirochietes have very few spirals, two or 
three, others have a large number with spirals very close; 
numerous intermediate types can be found. The spirochtete 
has been carefully investigated from a morphological stand¬ 
point by Fantham. It has not yet been cultivated. I have 
not been able to reproduce the disease in rabbits, guinea-pigs, 
and pigeons, but Chalmers and O’Farrell have reproduced 
the disease in a monkey by intratracheal injection. 

The disease, according to certain authorities, is very con¬ 
tagious, the contagion taking place, according to Fantham, 
from infected persons to healthy individuals by means of the 
so-called “ coccoid bodies” derived from the spirochnetes. 
Without denying this mode of contagion, I am inclined to 
believe that S. bronchialis may be present in very small 
numbers in many individuals, similar to what is the case, for 
instance, with the pneumococcus, and that any cause 
lowering the vitality of the tissues, such as a chill, may cause 
S. bronchialis to multiply and to invade the whole of the 
broncho-pulmonary system. 

As regards the possibility of spirochaetic infections spread¬ 
ing from the mouth to the bronchi, I must say that, except 
in one single case, none of my patients had any mouth 
lesions of spirochaetic origin, and their teeth and gums were 
in good condition. 

Diagnosis and Treatment. 

Diagnosis .—This is based on finding N. bronchialis in large 
numbers in the expectoration, while there is absence of the 
tubercle bacillus, of hyphomycetes, and of ova of Para- 
gonimus westermanii , Kerbert, which at times may give rise 
to bloody expectoration. Clinically, if a patient presents 
bloody expectoration of a vivid pink colour and is in good 
health, the practitioner should be on the look-out for 
Castellani’s broncho-spirochsetosis. Cases of mixed infection 
of broncho-spirochaetosis and tuberculosis occasionally occur; 
similarly, cases of bronchial spirochaetosis plus broncho- 
moniliasis have been recorded. 

Prognosis.— The prognosis, as a rule, is favourable; in 
many cases all the symptoms disappear within three to four 
weeks from onset. Relapses, however, seem to be frequent, 
and chronic forms occur with expectoration, which is at 
times muco-purulent, greenish, and at times mixed with 
blood. 

Treatment .—In a large number of cases active therapeutic 
measures are not called for, rest, nourishing diet, and 
country air being sufficient to bring about a cure. Brgotine 
and tr. iod., a few drops well diluted, should be given if 
the attacks of haemoptysis are severe, and if there is not 
much secretion and the cough is very painful opium prepara¬ 
tions may be administered. 

As regards specific treatment arsenic and tartar emetic 
have been used by Castellani and others, while certain 
authorities recommend arsenobenzol. Satisfactory results 
from such a line of treatment will at times be obtained in 
chronic cases. 

In conclusion, it seems to me that attention should be 
more generally paid to the presence of broncho-spirochaetosis 
in European countries. My researches have shown, for 
instance, that this malady is met with in France. 

In cases of patients spitting up blood a correct diagnosis 
is of extreme importance; it will relieve the patient’s 
feelings to know that he is not suffering from the dreaded 
tuberculosis of the lungs, but from a disease which is much 
less serious and generally terminates in recovery. A correct 
diagnosis is important also from a medico-legal point of 
view, because tuberculosis entails permanent discharge from 
the Army with a pension, while bronchial spirochaetosis 
merely means in most cases giving the patient a few weeks’ 
rest, after which he will be able to resume his military 
duties. 


At the instance of the National Council of 
Trained Nurses, MrB. Bedford Fenwick will stand for 
election to Parliament on the National Health ticket 
when a suitable constituency can be found. 


LOCAL ANAESTHESIA AND TWILIGHT 
SLEEP IN THE SURGERY OF 
EXOPHTHALMIC GOITRE. 

By S. H. ROUQUETTE, M.Ch. Camb., F.R.C.S. Eng., 

RESIDENT ASS 1ST AMT SURGEON, ST. THOMAS’S HOSPITAL. 


During recent years an ever-increasing number of the 
subjects of Graves’s disease have been submitted to 
operation with a measure of success which would have 
seemed scarcely credible in days gone by before the factors 
of safety were as well understood as they are now. That 
surgery can produce an immediate cure in some cases and 
marked improvement in others there can be no doubt, but 
time alone can show whether the cure is permanent. 

Limitations of General Anaesthesia. 

It is generally recognised that the only surgical measure 
likely to prove of permanent value consists in ablation of the 
greater part of the gland, the exact amount depending on 
the age of the patient, the severity of the disease, and on 
various other factors. As the determination of this amount 
is exceedingly difficult there are many cases in which a 
second operation is required still further to reduce the size 
of the gland, but with the growth of experience secondary 
operations are likely to become less frequent in the future. 

The very great diminution in the mortality of the opera¬ 
tion is due partly to a better appreciation of the time at 
which operation should be undertaken, but far more to a 
realisation of the danger of anaesthetics, culminating in the 
absolute prohibition of chloroform. Ether is still used, and 
in highly skilled hands is a safe anaesthetic for very slight or 
early cases, as well as for those which, though originally 
severe, have been markedly improved by a previous opera¬ 
tion ; but I am inclined to think it is not sufficiently safe for 
a primary operation in a severe case. 

Of the various methods of administration the rectal is 
achieving popularity, and has found a warm advocate in 
Mr. A. J. Walton and others who speak with authority. I 
have not made an extensive trial of this method, but such 
experience as I have had has only served to strengthen my 
preference for local anaesthesia. On several occasions Dr 
Z. Mennell has given ether for me by the intratracheal 
method with great success, but while I regard this as the 
most suitable for large, simple goitres with respiratory 
embarrassment, it is limited by the conditions formulated 
above. 

Local Anasthesia. 

Foremost among pioneers in this branch of surgery. Dr. 

T. P. Dunhill, of Melbourne, will ever be remembered as the 
champion of local anaesthesia; readers of The Lancet are 
familiar with his teaching and aware of the results he has 
obtained. No one who read his paper of Dec. 15th, 1917, can 
fail to have been impressed by the extraordinary recovery of 
the most desperate cases under his care, cases which could 
only have terminated fatally in a very short time but for his 
intervention. Dr. Dunhill himself attributes his successes to 
the use of local anaesthesia, and, indeed, if one may judge 
from the photographs in his paper, it would seem doubtful 
whether any anaesthetist could have been found willing to 
deal with patients in so grave a condition. 

Surgeons in this country have tried local anaesthesia, but 
do not seem addicted to its use. It certainly possesses two 
disadvantages : in the first place, the mind suffers what the 
body does not feel ; and, in the second, the personality of 
the patient is apt to intrude and embarrass the surgeon, with 
the result that the operation may degenerate into a trying 
ordeal for both. In such circumstances the surgeon is 
hindered in his work and may be unable to remove an 
adequate proportion of the gland. Local amesthesia cannot 
abolish the pain arising from certain of the manipulations ; 
but while some patients bravely resign themselves and 
tolerate discomfort without flinching, others are physically 
incapable of exercising the necessary self-control. When 
it is remembered that the patients are sufferers from Graves's 
disease, it will be realised that local anaesthesia must often 
leave much to be desired. 

It was with a view to improving the technique and 
alleviating the distress of the patient during the operation 
that I began to use preliminary injections of morphine and 
later of hyoscine as well. I found that the operation coold 
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be more quickly performed and that the patient frequently 
felt nothing at all or slept peacefully at intervals throughout 
the operation. The drugs produced no ill-effects and some¬ 
times enabled the patient to sleep for the remainder of the 
day. 

Technique. 

1. Induction of amnesia. — For each individual it is neces¬ 
sary to estimate what dose of the drugs will be required and 
how long it will take to produce the desired effect. Most 
frequently I give hyoscine 1/100 gr. and morphine 1/6 gr. an 
hour and a half before the operation and morphine 1/4 gr. 
half an hour later. The patients’ ears are plugged with 
wool and the room is darkened at the time of the first 
injection. 

2. Syringe and needles. — I use a 20 c.cm. Record syringe, 
with Barker’s steel spinal needles and hypodermic needles. 

3. The anesthetic solution. — Dr. Dunhill uses 200 c.cm. of 
saline containing 0 1 per cent, adrenalin 20 m. and novocaine 
6 gr. Hoffmann and Kochmann 1 recommend — 

Novocaine. . . 0’2 g. 

Sol. pot. sulph. (2 per cent.) . 40 g. 

Sol. sod. chlor. (0'9 per cent.) . ad 200 g. 

Sol. suprarenin hydrochlor. (0*1 per cent.)... 24 m. 

The addition of potassium sulphate to a novocaine solutionis 
said to aid its effect, and magnesium sulphate is sometimes 
used with a similar object. Whatever solution is employed 
should be freshly prepared, but need not be warmed before 
use. Of the two chief ingredients the adrenalin is the more 
important; it diminishes oozing from the subcutaneous 
tissues and prevents too rapid absorption of the fluid. I 
doubt whether the novocaine is really of any value at all at so 
low a concentration, as I have been equally successful with 
normal saline alone except for a slight increase in capillary 
haemorrhage. I think the anaesthesia is produced principally 
by distension of the tissues, since the large volume of the 
fluid seems to be the most important factor. 

4. The injection. —The injection can be made through one 
median puncture, and as the introduction of a large spinal 
needle is painful, it is well to begin by infiltrating the 
puncture area with a fine hypodermic needle. With very 
nervous patients I sometimes introduce a further refinement 
by laying a pad soaked in 1 : 20 carbolic on the neck before¬ 
hand to diminish sensibility to the prick of the needle. All 
the tissues superficial and lateral to the gland can be 
infiltrated, but the fluid does not penetrate the capsule of 
the gland and seldom reaches the trachea ; posteriorly the 
structures never show any evidence of infiltration. The 
injection is begun half an hour before the operation while 
the patient is still in bed ; he is then conveyed to the 
operation theatre, and by this time is usually drowsy and 
takes no interest in subsequent proceedings. It is not 
necessary to inject any more of the novocaine solution during 
the course of the operation. 

5. The operatum. — During the operation the theatre is 
kept as quiet as possible and no talking is allowed; the 
patient may sleep the whole time, moan subconsciously, or 
rouse himself at intervals to ask questions. Occasionally 
the limbs move slightly, but whatever impressions the brain 
may receive the mind retains no recollection of them. The 
loss of all idea of time is a noticeable feature, and when 
asked how long he supposed the operation took the patient 
will usually under-estimate the time by half an hour or 
more ; he does not afterwards feel that he has passed 
through any painful ordeal, and in most cases the pulse does 
not rise appreciably during the operation. I have not always 
succeeded in producing complete immunity from discomfort, 
but with increased experience imperfect amesthesia has 
become exceptional. 

6. Post-operative course. — I always drain the wound and 
close the incision with clips ; the drainage-tubes and some 
of the clips are removed two days after the operation and, if 
the wound then shows no tendency to gape, the remaining 
clips are removed on the following day. In the majority of 
cases the post-operative course is extraordinarily free from 
discomfort of any sort, the patient altogether escaping the 
physical and mental distress so apt to follow in the wake of 
general anaesthesia. The narcotics produce no ill-effects 
unless given in excessive doses when headache and thirst 
may be complained of ; headaches are readily alleviated by 
aspirin and thirst by administration of fluids in any form 
most palatable to the patient. 


1 Deutsch. med. Woch., 1912, No. 48. 


The temperature is always raised for a few days, but 
usually rises no higher than 101° F.; in some cases and for no 
apparent reason it remains irregular for two or three weeks, 
and then slowly falls to normal, provided that absolute rest 
is enforced. The pulse reaches its highest point on the 
second day, and thereafter falls steadily during the next 
ten days to a level below that recorded before the operation. 
I have not found that local anaesthesia increases the likeli¬ 
hood of suppuration, as the wound nearly always runs an 
aseptic course and heals by first intention, but the formation 
of a haematoma is not unlikely to occur if more than 0 1 per 
cent, adrenalin 20 in has been used in the anaesthetic 
solution. Occasionally alarming symptoms arise and call 
for prompt treatment. Great acceleration, and particularly 
irregularity, of the pulse indicate fatigue, when an effort 
should be made to induce repose of body and of mind ; in 
these circumstances a dose of paraldehyde in rectal saline 
will often bring about a marked improvement. If, in 
addition, the patient is dyspnceic, cyanosed, and restless 
the condition is more serious; the wound should first be 
examined to make sure that drainage is not obstructed, and 
then strophanthin should be injected intravenously; for this 
purpose 1 keep in readiness a freshly prepared solution con¬ 
taining strophanthin gr. 1/250 and adrenalin (0T per cent.) 
1 ni, in 5 in, the effect of which is instantaneous. Inhalation 
of oxygen is sometimes useful in relieving cyanosis. 

Soreness of the throat and difficulty in swallowing are 
minor complaints and are sometimes distressing; they can 
be relieved by the use of suitable lozenges and by giving 
small pieces of ice to suck. Vomiting hardly ever occurs as 
a result of the operation and is never serious by itself, 
though attacks of vomiting may have been one of the mani¬ 
festations of the disease. The presence or absence of various 
complications depends largely on the severity of the disease 
and on the area of the cut surface of the gland from which 
secretions may be absorbed into the circulation. 

Conclusions. 

The combination of hyoscine-morphine amnesia and local 
infiltration is an absolutely safe method of producing anaes¬ 
thesia, possessing neither disadvantages nor contra-indica¬ 
tions ; it is preferable to local anaesthesia alone, and more 
rational. 


THE TREATMENT OF EXTENSIVE SEPTIC 
WOUNDS. 

By H. GARDINER, M.S.Lond., F.K.C.S. Eng., 

ACTING ASSISTANT SURGEON, ROYAL FREE HOSPITAL AND EVELINA 
HOSPITAL FOR CHILDREN; OPERATING SURGEON, FULHAM MILITARY 
HOSPITAL; SURGICAL REGISTRAR, CHARING CROSS HOSPITAL. 


It seems that the chief use of gauze dressing is that it 
protects the wound from secondary infection from outside, 
and that if a method of treating wounds can be devised in 
which the wound is protected from outside infection, and at 
the same time the objectionable results of the use of gauze 
dressings are eliminated or diminished, an advance in the 
right direction will have been made. With this object. I 
have, for the last six months, been treating septic wounds 
with much discharge with no permanently applied dressing. 
The method adopted is as follows. 

Description of the Method. 

The ordinary incisions for opening up recesses in pockets 
are made as soon as the patient has recovered from the 
result of transfer to the hospital. Incisions and openings so 
made are performed with the idea of obtaining the maximum 
effect of gravity in the subsequent treatment. The wound is 
then packed with gauze and bandaged in the usual way—the 
sole object in this being to assist in stopping oozing of blood. 
All dressings are removed 48 hours later. The wound is then 
syringed with some mild antiseptic—e.g., boric or weakeusol 
lotion. A guard made from perforated zinc, cut in an appro¬ 
priate size and bent in the form of a cradle, is placed over 
the limb or part wounded.and covered by a sterilised towel. 
If possible, an ordinary cradle is placed over the whole. Any 
discharge from the wound is allowed to run out from the 
wound, and is taken up by a sterile pad of wool or sphagnum 
moss so placed as not to touch the wound. At intervals 
varying with the amount of discharge, on an average twice 
a day, or in some cases more frequently, the nurse lifts the 
towel and zinc guard, Byringes or swabs the wound, and 
changes the pad. The guard and towel are then replaced. 
This treatment is continued until all pockets and recesses 
have been closed by granulation, the granulating surface is 
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smooth, and the discharge has practically ceased. The wound 
is then dressed in the ordinary way with gauze and wool. 

A fair number of cases (40 or 60) have been treated in this 
way, and in none of them have any bad effects been observed 
as the result of leaving the wounds open, in some of these 
the wounds were so extensive, and the discharge so foul and 
profuse, that amputation on admission was seriously con¬ 
sidered. Wounds infected with a great variety of organisms 
—all those commonly met with in such wounds—have been 
treated in this way with success. 

Occasionally it has been necessary to open pockets that 
have formed after the treatment has been started, but these 
were all cases in which it had been impossible to obtain a 
proper flow of discharge by gravity. In these cases a small 
wick of gauze is laid wherever a recess is found and left 
hanging over the edge of the wound to assist in the drainage. 
These wicks are never so large as to occupy more than a 
quarter of the opening of any recess. 

Its Difficulties and Advantages. 

The difficulties experienced in this method of treatment 
have been threefold : 1. Difficulty in some cases in 

arranging the wound by operation for opening pockets 
or by altering the position of the patient so as to obtain 
the greatest effect of gravity. This difficulty is to 
some extent overcome by the judicious use of very small 
gauze wicks and by the more frequent cleansing of the 
wound by syringing. 2. The difficulty in continuing the 
treatment at night when the patient is asleep and restless, 
as any considerable movement of the wounded part may 
disturb the covering and bring the wound in contact with 
unsterilised material. This is overcome in some cases by 
placing the limb in a splint. In others it is necessary to 
place an ordinary dressing and bandage on at night, but the 
number of cases in which this has had to be done is small. 

3. Some parts of the body are difficult to keep covered in 
the manner described—e.g., the neck and side of the trunk— 
and in some parts—e.g., the face and head—it is impossible. 
In the case of the neck and side of the trunk it is possible 
to build up a rampart of sphagnum moss round the wound 
and to keep these in place with a towel or bandage in the 
usual way. The principles of perfectly free and open 
drainage is thus not interfered with. 

The advantages following the employment of the method 
have been found to be: 1. Perfectly free drainage. 

2. Absence of the tendency to pocket, provided the wound 
is exposed and so arranged as to allow gravity its maximum 
effect. 3. Absolute painlessness of dressing even the most 
extensive wounds—an advantage of prime importance for 
the general condition of the patients. 4. The dressings 
can be performed with a complete absence of any manipula¬ 
tion of the wounded part, as no bandages have to be removed 
or applied. 5. A great economy in dressings is effected. 

With regard to the disadvantages mentioned above, the 
following comments are apposite : 1. All the advantages of 
the absorbent power of gauze in assisting drainage contrary 
to gravity can be obtained by the use of small wicks, with 
none of the disadvantages of the closed dressing. 2. Wounds 
(so severe as to need any special care in treatment) of 
“difficult parts,” such as the head and neck, are only 
occasionally met with in general hospitals in England. A 
circular rampart of absorbent material, covered and kept in 
place by a sterile bandage or towel, has been effective in the 
small number of these cases that have come under my care. 

The first effects of this method of treatment are somewhat 
disturbing to the mind of a surgeon accustomed only to the 
appearance of wounds treated in the ordinary way. The 
edges of the wound and parts of the surface over which the 
discharge is not flowing tend to become hardened and small 
scabs develop. These should be removed as soon as they 
have formed, and can usually be prevented from forming 
altogether by careful cleansing and swabbing of the wound. 
Should there be any recesses in the wound these must 
receive particular attention at the dressing, as there is a 
tendency for the discharge to coagulate and block up small 
fissures. Provided* the dressing is done with ordinary care 
this can in all cases be prevented. In cases where deep 
pockets are present that cannot be effectively opened a 
rubber drainage-tube is employed to prevent premature 
closure. In cases where an ordinary closed dressing has to 
be applied at night a wet one is always used—usually a hot 
fomentation. Any tendency towards drying of the wound is 
thus prevented, even when it has been allowed temporarily 
to occur. The hypothetical objection that the dried secre¬ 
tion may block the recesses of the wound has not been proved 
to be valid by experience. 


Clmital Slates: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


C.ESAREAN SECTION THREE TIMES ON THE 
SAME PATIENT. 

By Walter G. Spencer, M.S. Lond., F.R.C.S. Eng., 

SURGEON, WESTMINSTER HOSPITAL. 


The following case shows that Caesarean section, sepsis 
being excluded, may be repeated without any impediment 
from scars or adhesions. 

Notes of Case. 

In April, 1907, the patient, then aged 29, in her first preg¬ 
nancy, had reached term when labour pains began. A 
medical practitioner, reoognising that natural delivery was 
impossible, sent her forthwith into hospital. On admission 
it was noted that she was a spare woman of medium height, 
who presented no external deformity. The pelvis resembled 
that of a boy. Measurements made subsequently, and 
repeated later, were as follows: True conjugate, 2J in.; 
transverse diameter, also outlet between ischial tuberosities, 
not much wider than conjugate; external conjugate, 73, in.: 
between anterior superior spines, 9 in.; between crests of 
ilia, 10i in. The uterus was high up; the cervix could 
scarcely be touched with the finger; the unruptured mem¬ 
branes were bulging through the os. No 8 ©P 8 ' 8 
started. Caesarean section was done within 24 hours of the 
first labour pain. 



Mother with her three children after third Cwsarean section. 


The second operation was performed in October, 1910, on 
what was reckoned to be the 280th day of pregnancy ; labour 
had not commenced but the breasts had become full. 

Caesarean section for the third time was earned out in 
July, 1918, with the patient in the same state as at the second 
operation. . ^ 

Account of Operations. 

There was no essential difference between the three opera¬ 
tions. The incision through the abdominal wall waa a 
median one ; at the second and third operations a fine strip of 
scar was excised, there was then no sign of hernial protrusion, 
nor of adhesion to the peritoneal aspect. , 

The incision into the uterus was also through the middle 
line, without encroaching upon the cervix or uppermost end 
of the fundus. At the second and third operations the 
abdominal wound was well retracted, but no one present 
could see any sign of scar in the uterine wall, or of adhesion 

On opening the uterus the child, followed by the placenta 
and membranes, was removed with one sweep of the hand. At 
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the second and third operations the placenta was found 
attached, as at the first, above and behind, and it and the 
membranes peeled off just as readily. The cord was not tied 
off for two or three minutes, then the child was put to 
the breast as soon as it had been washed; it was afterwards 
suckled without any other food being given. All three 
babies throve without a break. 

The uterus began to contract immediately it was squeezed ; 
the contraction was just as quick on the second and third 
occasions, as at the first when labour had already com¬ 
menced. After a long strip of gauze had been drawn 
down and out through the vagina, the uterine wound was 
sewn up by a double row of interrupted kangaroo- 
tendon sutures. When this had been completed the uterus 
had become quite hard, and no blood could be squeezed out 
between the sutures. Then the abdominal wall was as 
carefully sutured with three rows of interrupted kangaroo- 
tendon Butures and a continuous fine silk suture through the 
skin. By far the longer part of each operation was occupied 
by the insertion of the sutures. 

As for the patient during and after the three operations, 
it was the same as if she had been operated upon for an 
uncomplicated ovarian cyst. The lochia and the involution 
of the uterus offered no differences from a normal labour. 

The photograph shows the mother with her three daughters 
after recovery from the third Ciesarean section. She then 
had a perfectly sound abdominal scar. 

Portland-place, W._ 

A CASE OF GUMMA OF THE ENTIRE 
LEFT LUNG. 

By Robert Hall, Jun., M.B., B.Ch., B.A.O. Belf., 

CAPTAIN, R A.F.; AND LATELY SURGEON PROBATIONER, R.N.V.R. 


The following case may be of interest on account of the 
rarity of the condition :— 

Patient, aged 40; family history good, no malignancy, 
married, and has three children living. He states that they 
are healthy; a fourth child died of “convulsions” at the 
age of 10 months. He is, and was, a moderate drinker and 
smoker. He is a labourer in a flour-mill and attributed his 
present condition to an accident in July, 1914. Several bags 
of flour fell on him and he was away from work for a 
month; he felt breathless and easily tired upon slight 
exertion, and bad a severe pain in his back, left shoulder, 
and left arm. He returned to light work, but frequently had 
to reBt. His appetite became impaired and he had a 
cough. The dyspnoea gradually became more marked, and 
after several periods of alternate work and “ lying up ” he 
entered hospital in June, 1918, when his condition was as 
follows:— 

Patient complained of constant pain in his left side, left 
shoulder and back, also shortness of breath and a cough 
with tough spit, which was very difficult to get up. (It 
was not blood-stained or prune-coloured.) Very little exertion 
exhausted him, and he had headaches. His appetite was 
poor, but he had not lost weight to any considerable extent 
during the past year. 

Patient was emaciated and pale, and did not speak dis¬ 
tinctly. His teeth were very bad, and there were “ snail 
track ” ulcers to the right of his uvula. The abdomen and 
bowels were normal. The heart was hypertrophied down¬ 
wards to the sixth rib, and outwards to the left 2i inches 
beyond the nipple line. The impulse was of a heaving type, 
and a diastolic murmur was heard in the aortic area with 
maximum intensity at Erb’s point, and conducted to the 
apex. The electrocardiograph showed predominance of the 
left ventricle. The pulse was 108 and “ Corrigan’s ” ; the con¬ 
dition of the artery walls was fair. Epigastric and jugular 
pulsation was present. Blood pressure : Right arm, systolic 
120, diastolic 76; left arm, systolic 106, diastolic 68 mm. Hg. 
Respirations were shallow and 40 per minute. The move¬ 
ment of the left side of chest was impaired. Vocal fremitus 
was absent over the entire left lung, “ stony ” dullness over 
whole left lung, and vocal resonance absent except over a 
small area extending from the sterno-clavicular junction to 
a distance of about 2$ inches in radius. In this area there 
was amphoric resonance. The nervous and geDito-urinary 
systems were normal and pyrexia was not present. 

The patient denies having had syphilis, but Wassermann 
reaction was markedly positive. He was put on anti- 
syphilitic treatment, and under large doses of potassium 
ioaide his cough and breathlessness have been very much 
relieved. The possibility of actinomycosis was considered 
and ruled out. 

In conclusion, I wish to express ipy thanks to my father, 
Dr. R. Hall, for permission to examine and take the history 
of this case. 


®ebital Sureties. 


MEDICAL SOCIETY OF LONDON. 


Reconstruction in Medical Education and Practice. 

At the ordinary meeting of the society held on Dec. 2nd, 
under the presidency of Dr. Arthur F. Voelcker, 

Mr. H. J. Waring (Col. R.A.M.C.) introduced a discussion 
on Reconstruction in Medical Education and Practice. It was, 
he said, impossible to divorce medical education from medical 
practice. The objects to be aimed at in medical reconstruc¬ 
tion could be put in the following brief form : (1) to improve 
the education of students so as to make them more efficient 
for medical practice; (2) to improve the conditions under which 
medical practice is carried on; (3) to obtain the largest output 
of good work from medical men with the least expenditure 
of energy ; (4) so to arrange the conditions of medical 
practice that the practitioner could have more time for 
recreation and more opportunities for bringing his medical 
knowledge up to date. He was assuming that it was not the 
intention of the State to create a whole-time medical 
service ; the draft Bill did not foreshadow that. 

The Medical Curriculum. 

Five years was too short a period of study if clinical 
subjects were to be adequately taught. When, in 1892, the 
medical curriculum was lengthened to five years it was the 
intention that the added year should be devoted to clinical 
work, but owing to some deficiencies in organisation 
and to some matters concerning the organisation of 
the schools the preliminary subjects still occupied the 
whole period. Two suggestions had been made to 
remedy that. The first was that the chemistry, physics, 
and biology course should be completed before the 
commencement of medical study ; this could be done by 
rearranging the work at the public and secondary schools 
in the case of students who did not go to the older univer¬ 
sities. In many public schools the courses of instruction 
were so arranged that the chemistry, physics, and biology 
taught sufficed for the first examination ; the same was also 
true, to a lesser extent, of many secondary schools. If the 
need were made very clear the public schools would also fall 
into line. In Scandinavia the period of study had been 
extended to six years, and he was told by medical men there 
that it was satisfactory ; but he thought the better solution 
of the difficulty was the completion of the chemistry, 
physics, and biology before entering the five-year course 
of medicine and surgery. 

Medical Education. 

He felt that anatomy should be taught by professed anato¬ 
mists, but taught less from the morphological than from 
the surgical side. These professors should be shown the 
need for emphasising the latter aspect—i.e., in the use of 
the living model and the normal X ray appearances, espe¬ 
cially in regard to the bones. It was also absolutely 
necessary to teach the lymphatic system of the body more 
thoroughly. There should be a schedule of anatomy, for 
some parts need not be taught in detail, such as learning 
every individual muscle of the back. Owing to the paucity of 
material, he thought it necessary that there should be a new 
Anatomy Act ; and if that were the general view there should 
be a collective representation made, for the present was an 
opportune time. Applied anatomy would have a fitting place 
during the clinical period, and should be taught by a surgeon. 
Physiology had become such an enormous subject that its 
professors showed a tendency to teach it as a science apart, 
rather than human physiology as a factor in general medicine. 
The chemist should be attached to this department, and the 
time had now arrived for the general inclusion of a bio¬ 
chemist. Pharmacology should be taken in the intermediate 
period, in close association with physiology. He thought 
that the essentials of bacteriology should be taught before 
the student commenced his actual medical work ; it could 
be done in a compulsory three months’ elementary pathology 
and bacteriology course. 

With regard to materia medica the student had an 
enormous amount to learn, as the Pharmacopceia was now 
very extensive. A number of physicians and surgeons could 
probably cut it down to one-half with advantage to the 
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medical student and without material disadvantage to 
medical practice. General medicine and surgery were well 
taught in all the medical schools. He had a suggestion to 
make, however, with regard to midwifery and gynaecology— 
namely, that separate teachers should be appointed for these 
two subjects. There had been a great tendency for the 
teaching of midwifery to be left to the younger man ; when 
the teacher was older he inclined to the gynaecological or 
surgical side. There were now many special departments, 
and as medical education was at present constituted it was 
almost impossible for the ordinary student to go through all 
of them satisfactorily. The medical student should go 
through a special course in each one of these. Owing to 
the difficulties in providing material the majority of 
students never went through any satisfactory course in 
operative surgery; it was usually only those who went in 
for the higher degrees who did so. Concerning the 
equipment of the medical student for practice, he 
thought the teaching of mechano-therapeutics and massage 
was not satisfactory in any of the schools, yet many 
conditions could be only treated satisfactorily in that 
way. Consequently, that branch of practice went, by 
default, to quacks. In the States the gentleman who called 
himself an osteopath got a big practice. Mechano-massage 
should not be taught alone to the medical student ; nurses 
should be included. He would have much more done in 
the teaching of preventive medicine ; he did not mean 
public health work and sanitary science, but the prevention 
of the occurrence of disease. That was very much wanted 
in English medical schools. There should also be included 
in the curriculum a definite course on medical ethics. At 
present, to a great extent, the student had to learn it after he 
had entered on practice. It need not be an extensive course. 
Nurses should be regarded as part of the medical profession, 
but in the past they had not been catered for as they should 
have been. He did not think nurses were given sufficient 
opportunities for doing surgical dressing. It was also a 
question whether surgical sisters and those in charge of 
operation theatres should not have practical instruction in 
administering anaesthetics. In military practice during 
recent years they had done very useful work of this kind. 

Post-graduate Study : Medical Schools: Conditions of 
Medical Practice. 

With regard to post-graduate schools he thought that 
in London the profession had made a mistake. In most 
of the schools an attempt was made to teach graduates 
and undergraduates together. It would attract many to the 
wealth of clinical material in London if graduates could 
bave courses distinct from those for undergraduates. At the 
present time most of the medical schools in London were 
associations of private individuals for the instruction of 
students, and their emoluments were derived from the fees 
paid by the students. He did not think university education 
could be satisfactorily carried out on the fees paid by the 
student. Recently the Board of Education had given grants 
to some schools, and those had during recent years enabled 
some of them to survive. He did not think the method of 
giving grants was a good solution. Every medical school 
should be a corporate body; should be controlled by a 
governing body, both professional and lay. The large 
hospitals should, he thought, have an arrangement by which 
the members of the Navy, Army, and Air Services could 
have definite study courses in the schools. It seemed a pity 
that as men became seniors in these services they were 
made administrators, to the loss of the scientific side. 

He also made a plea for team work in ordinary 
practice ; practices should not be a one-man concern, 
but should consist of men with varied qualifications, so 
as to ensure thorough investigation for every patient. 
London was worse provided than any other place with 
private institutions for medical and surgical treatment. 
Many of the “ surgical homes” had been chosen because the 
property was cheap, and in some the sanitary and other 
arrangements were very unsatisfactory. Some were a 
definite disgrace to the profession. Under the new Ministry 
of Health he would have it as a condition that every one of 
these houses should be passed as in a fit sanitary condition 
before it was allowed to be so used. An interesting ques¬ 
tion was as to how far it was desirable for a nursing home 
to belong to a medical man. He thought such homes ought 
to be legitimately possible provided they were certified by 
some public body as suitable. 


Much had recently been heard about making an A1 com¬ 
munity out of C 3 material. As things were at present 
constituted he did not think that was possible. The criminal, 
the congenital idiot, the feeble-minded, and such people 
were allowed to go free so long as they were not dangerous 
to the community. Two feeble-minded folk married, or did 
not marry, and additions to the C3 ranks ensued. That 
could probably only be effectively stopped by means of 
sterilisation. Lastly, how far was the profession justified in 
prolonging the dreary lives of people suffering from incurable 
and crippling conditions, such as ectopic vesicas and 
imperforate anus ? 

Discussion. 

Sir John Broadbent dealt in detail with most of the 
points raised by the opener. He thought the teaching of 
biology was the difficulty in Mr. Waring’s plan for the 
preliminary subjects. He agreed that the teaching of 
physiology could be overdone as a factor in medical study. 
If there was to be really good post-graduate teaching, such 
as would attract those from other countries, there must be 
professors or, at least, teachers who could devote a good 
deal of time to the work, and there should be a central place 
for such instruction. Cases could be lent to illustrate the 
teaching, and periodic visits to wards of hospitals could be 
arranged to see the bed cases. He agreed that the fees for 
teaching at medical schools were ludicrously inadequate, 
and it was impossible to run a school on the fees paid 
by the students. One of the great drawbacks of the London 
schools was the eternal competition, in which fees played a 
part, for many intending students carefully inquired as to 
where the fees were lowest. Much more cooperation 
between the various schools was needed. Perhaps under the 
Ministry of Health or of Education grants would be increased. 
He thought the present military hospitals could be converted 
into civilian nursing homes, but he did not think medical 
men should run them. 

Dr. Fobtbscue Fox spoke of the want of greater recogni¬ 
tion of mechano-therapeutics. Shortly before the outbreak 
of war a definite and strongly backed proposal was made to 
the Senate of the University of London to establish a chair in 
Hydrology; certainly it was a subject which should be 
systematically taught. 

Mr. H. W. Carson emphasised the need in London of 
properly organised post-graduate teaching. There were 
many institutions here, apart from the large teaching hos¬ 
pitals, which carried on a very good work, but in them it 
was very difficult to organise a scheme by which the material 
could be utilised. Many felt that after the post-war settle¬ 
ment England would be the great centre for post-graduate 
teaching in the Old World. The profession in this oountry 
ought to set to work to render it so ; he was convinced it 
could be done. He agreed as to the need for more tuition 
to nurses, and that had been fostered in the institution with 
which he was connected. He did not think nurses should 
administer anaesthetics, because the responsibility in con¬ 
nexion with that, in the present state of the law, devolved on 
the operator. The medical work in the Army and Navy ought, 
in his opinion, to be remodelled. It was ridiculous that 
when a medical man in those services arrived at seniority he 
automatically ceased to do his special work. He agreed 
that team-work produced very good results if properly 
done. 

Dr. Seymour Taylor thought that at the end of the last 
ecntury clinical medicine was very indifferently taught as a 
whole, though there were isolated and brilliant exceptions. 
North of the Tweed very much more use was made than 
here of every bit of clinical material. Some men in London, 
though they had not the faculty for imparting knowledge, 
held on to their posts for many years, their entry on such 
posts having probably been determined by distinction in 
mathematics or classics. Some of the schools he would not 
suppress but amalgamate. 

Dr. C. 0. Hawthorne thought the very atmosphere in a 
class on medical jurisprudence was an education in medical 
ethics without the need of a special class. He objected to 
the proposal to reduce the Pharmacopoeia to half, as that 
book was created for the benefit of the public; its 
definitions had the force and authority of law. If London 
were to become, as it should be, the great centre for 
post-graduation teaching there must be a post-graduation 
hospital, and in connexion with that a college. On the 
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general question each hospital in the country should be 
made a centre to which medical men could feel, in a moral 
sense, they were at least attached, in the same way as all 
solicitors felt their attachment to the High Court. 

Dr. E. Kingscotb spoke of the need for centralised work 
in the promotion of post-graduate teaching. 

Mr. N. Bishop Harman referred to the great mass of 
unused clinical material resident in the many Poor-law 
institutions. He also had a word in favour of the study of 
anatomy from the morphological standpoint. If the medical 
profession in this country had sufficient imagination 
they could bring about amazing developments along the 
lines which had been alluded to. He hoped the subject 
would be brought forward again. 

Mr. G. Q. Roberts (secretary of St. Thomas’s Hospital) 
alluded to the question of examinations, and thought some 
reform was needed. At present it seemed practically im¬ 
possible to get medical students into the special departments; 
they felt they had not the time to spare owing to the need 
to pass their various examinations. It was extraordinary 
how ignorant many schoolmasters were as to how to prepare 
boys for their preliminary examinations. Mechano-therapeutics 
was a well-established department at his hospital, where 1250 
treatments per week were being given. Men needed to “ get 
their fingers on to ” cases, not merely to sit in rows and listen 
to what was told them about the cases. 

Professor J. G. Adami strongly supported the idea that 
efforts should be made to make England the great centre for 
clinical teaching. To do that the present time afforded a 
unique opportunity. 

Mr. Waring replied. 


bacllles dits pseudo-dlphteriques. La contagloslte des porteurs et dee 
maladeB dlminue avec le nombre et la virulence des colonies. Re- 
cherches des porteurs.—Porteurs precoces, commencant une diphterie, 
jorteurs anclens dits porteurs sains, peut vtre Immunises par une 
eg&re attelnte. La recherche et l’isolement des porteurs dans les 
collectivity* de gens valides doit etre recoinmand»5e. Les porteurs ne 
dolvent etre rendus it la vie commune qu’aprfcs deux ensemencements 
negatifs it 6 jours d’lntervalles, les bacllles pouvant reparaltre. Tralte- 
ment des porteurs, solt par attouchements de la muqueuse avec du 
serum antidiphterique, solt par la methode serotheraplque, solt par 
inhalation de serum en poudre, solt melange de serum et d’araeno- 
beniol, solt par des cultures de staphylocoques dores pulverises dans le 
larynx. Propbylaxle: isolement des porteurs et surtout des malades, 
deslnfection, injection preventive. 


Dopter.— Meningococcus Carriers. 

La morbidity de linfection meningocoque est une de celle qui a paru 
negligeable dans la zone des armies. La cerebrospinale n a sevi que 
sulvant une mode sporadique, et les petite foyers d’infection se sont 
6tients sur place. En temps de paix la “ mt*nlngocoque avait une 
grande puissance de diffusion et les porteurs dans le mlllieu de 
cerebrospinale etalent nombreux. Dans la zone des armees la rarete 
des porteurs est remarquable. Cela tient ii ce que la denslte de fronts a 
ete peu yievee, et dans les depots, oil les troupes sont pluB resserrees, e 
nombre restrelnt de porteurs semble en rapport avec la rarete de la 
cerebrospinale. Le porteur a joue un r61e de propagation limitee, mals 
qui entretient la gralne speclfique. La prophylaxie consiste dans 
l’lsolement des porteurs sains et des suspects. L activite de laboratolre 
y contribue pour une large part. 

Levaditi.— Streptococcus Susceptibility of Wounds. 

1° Une plaie, devenue streptococci que. reinfectee parle sue provenant 
d une autre plaie streptococcique, it peu de chance d’infection. 2 II 
estde meme lorsque la reinfection est faite par le strepto cultlve chez 
le blesse luimeme. La reinfection a lieu si l’on se sert d un strepto 
virulent d’un autre sujet. 


gtfntfos atft Sdites of ®ooks. 


SOCIETE DE BIOLOGIE, PARIS. 


The following is a summary of some of the papers read at 
meetings of this society held on Nov. 9th and 16th :— 

C. Levaditi. — Antistreptococcic Vaccination in Gun¬ 
shot Wounds. 

L. obtlent un pourcentage global de succfcs ; s’elevant k 92 per cent. ; 
sous l’influence de ce traitement, combine avec les autres procedes 
classiques pour les plaies de guerre, le streptoooque disparait, et on n’a 
plus affaire qu’k un traumatisrae banal. 

L. Moreau. — X Ray Shadows at the Lung Hilus. 

Les ombres hilaires observes sur le vlvant ne se retrouvent pas sur 
le cadavre. 11 semble done que la theorie, d’apr^s laquelle ces ombres 
seraient produltes par le sang circulant dans les vaisseaux du hile, 
solt plus vraisemblable. Toutefols lorsque ces ombres ont une 
tonalite tr£s elevee, les ganglions perlbronctalques partlcipent A leur 
formation. 

Arthus and Siechart.— The Dosage of Pepsine. 

I c Preparer une liqueur gelatlneuse aclde. La repartlr on deux 
series delO tubes. Ajouter k chaque serie respectlvement, 0, 1, 2, 3, Ac. 
gouttes de sue gastrique, et 0*1: 2, 3 Ac., gouttes d’une solution type 
de pepsine dans 1’eau. Laisser ces tubes pendant 24 heures h tempera¬ 
ture du laboratolre. Les tubfs sans pepsine sont gallfly. Noter la 
duree de l’ecoulement de 5 cmo. du liquide de chaque tube, aspire au 
realable dans une pipettte. Comparer les nombres obtenus dans les 
series. Connaissant la quantity de pepsine de l’une des series, on la 
calculera pour l’autre. 

M. Aynaud. — Malaria and Associated Infections. 

II est difficile d’apprecier le degre d'immunlty des paludeens & 
l'egard de la grippe. Le paludisrae ne cree pas un etat d’hypersensi- 
bilite it la grippe. Le fait est d'autant plus interessant que pour 
d’autres infections les paludeens ont une receptivity tr&s grande. 

M. Aitaff. — Etiology of Spanish Influenza. 

Le pneumocoque et le bacille de Pfeiffer penfetrent par la meme vole et 
en meme temps dans l’organisme. Cette symblose donne au bacille 
de Pfeiffer une plus grande vitality et une plus grande virulence. 

Courmont, Durand, Dufour.— Associated Organisms in 
Influenza. 

1° Pneumocoque est rare ; 2° le bacille de Pfeiffer constant dans les 
lesions pulmonaires, frequent dans la gorge, ne se trouve pas dans le 
sang ; 3° le streptocoque bemolytique ou viridance est associe aux 
bacille de Pfeiffer. II joue un rdle capital dans la genisse des complica¬ 
tions pulmonaires. 

Louis Martin. — Diphtheria Carriers. 

Le bacille dlphterlque reste virulent aprfes guerison apparente. Les 
convalescents de la diphterie, comme ceux des dlphteries anormales, 
p*euvent dtre porteurs de germes. Technique de la recherche de 
porteurs . On ensemence le serum, solt par la spatule, procede recom- 
mande, solt par le tampon styrile, solt d’aprks le procede Costa. 
Examen des colonies : Les tubes sont places k 37°, les colonies sont Men 
veloppees aprfcs 24 heures ou 36 heures, elles sont d’un blanc gris&tre, 
seche a la surface, a contour net, tres arrondies. Les bacllles sont 
longs de 4-6 /J. Les extremltes arrondies sont plus grosses que le 
centre. Le bacille dlphterlque prend le Gram, 11 presente aux deux 
extremites des grains prenant fortement la couleur. Colore par le Gram, 
le bacille dlphterlque, Age de 24 a 48 heures se deoolore eu 15 minutes 
dans l’alcool absolu. Sur gelose profonde, glucosee tourne- 
solee, le bacille dlphterlque fait vlrer au rouge le toumesol, 
11 pouise en profondeur, ce qui le separe du plus grands nombres de 


Dr. John Radcliffe : a Sketch of his Life , with an Aooount of 

his FelUws and Foundations. By J. B. N^as, M.D. 

Oxon., M.R.C.P. Lond. Oxford: The Clarendon Press. 
1918. Pp. 148. 12*. 6 d. 

Dr. Nias was Radcliffe travelling Fellow during the term 
1882-5, and, as every pious beneficiary should, he has set 
himself the task of becoming acquainted with the life of his 
benefactor, with his foundations, and with the lives of his 
fellow beneficiaries. The results of his inquiries are embodied 
in the interesting little volume which lies before us. Radcliffe’s 
foundations were two in number—namely, the Fellowships 
and the Library—but Oxford also owes to him, through the 
generosity of his trustees, the Radcliffe Observatory and 
the buildings of the Radcliffe Infirmary. The two latter 
foundations were not specifically provided for in Radcliffe’s 
will, but the trustees were enabled to furnish the money 
owing to the falling in of annuities which had been paid to 
Radcliffe’s two surviving sisters and sundry nephews and 
nieces. 

It is unnecessary to say more here about the facts of 
Radcliffe’s life than that he graduated in medicine at Oxford 
in 1675, being a Fellow not of his own College, University, 
but of Lincoln, that he proceeded D.M. in 1682, and 
that in 1684 he gave up his Oxford practice and went to 
London, where he speedily acquired a large practice. He was 
physician to Princess Anne, afterwards Queen, and to 
William III. and his Queen. He was a sound physician as 
far as knowledge went in his day, did not mince his words to 
his patients, was honest and upright, and made a large 
fortune, which he devoted by will entirely for the advance¬ 
ment of the study of natural science and medicine in con¬ 
nexion with the University of Oxford. The Radcliffe Fellow¬ 
ships were, according to the founder’s regulations, two in 
number, tenable for the term of 10 years, not liable to for¬ 
feiture on marriage, and of the value of £300 per annum. 
The candidates had to be Masters of Arts, and “ entered on 
the physic line ” ; but their professional training was to be 
obtained outside Oxford, for they were required to spend 
half at least of the 10 years in “ travell in parts beyond sea 
for their better improvement.” Such were the regulations 
of the original foundation. In 1858 alterations were made, 
the tenure of the Fellowships becoming a term of three years, 
while an election was made every year. 

Dr. Nias’s notes on his predecessors and successors in the 
Fellowship are all interesting, and there are incidents 
in the career of the first Radcliffe Fellow which we select 
to note. He was Dr. Noel Broxholme and was elected in 
July, 1715. In one of his Fellowship journeys he treated an 
opulent merchant in Paris, who gave as fee a draft for £500 
Mississippi stock. On his return to London Broxholme found 
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the Mississippi Bubble in full swing; and sold his £500 draft 
for £10,000. On another occasion he was called, together 
with Dr. Freind, to Ingestre to see a gentleman by name 
Pulteney. They found him in a desperate state and could 
only say that nothing could be done. The patient kept 
on murmuring, “Small beer, small beer.” Freind and 
Broxholme wisely said, “Give him’small beer or anything.” 
So a large silver tankard was brought, holding two quarts, 
full of small beer, to which was added the juice of an 
orange. The patient drank the whole at a draught and 
called for another, which wa9 given him. After drinking 
this he fell into a profound sleep, with profuse sweat, 
and continued so for 24 hours. “From that time he 
recovered marvelously insomuch that in very few days 
the physicians took their leave, saying that now he 
had no want of anything but of a horse for his doctor 
and of an ass for his apothecary.” Soon after this 
St. George’s Hospital was opened—1733—and Broxholme 
was elected one of the first physicians, Dr. Peters, another 
Radcliffe Fellow, being elected two years later. Dr. Nias 
adds: “We shall see that other Radcliffe Fellows were 
lured away from Oxford, sb that Radcliffe’s project began 
to fail of its intentions.” Radcliffe had hoped that by his 
benefactions a race of well-educated physicians would be 
raised to practise and teach in Oxford, for he had arranged 
that during the tenure of the Fellowship his Fellows should 
reside in Oxford while in this country, two sets of rooms 
being reserved for them at University College, together with 
a seat at the High Table. But Oxford possessed no infirmary 
until 1772, so that Oxford medical men naturally went where 
there were opportunities for seeing clinical work. The end 
of the first Radcliffe Fellow was sad, his mental faculties 
decayed, and he committed suicide in 1748. The account of 
the Radcliffe Library and Infirmary, appended to Dr. Nias’s 
biographies, are from the pens of the Librarian and Radcliffe 
Observer respectively, Mr. W. Hatchett Jackson and Dr. 
A. A. Rambaut. Altogether the book is a worthy memorial 
of one of Oxford’s most generous sons. 


Los Borgnesde la Guerre: Prothese Chirurgicale et Plastique. 

Par Dr. G. VALOIS. Paris : Masson et Cie. 1918 

Pp. 224. 12 fr. 

This is an extremely interesting study of the treatment of 
those who have lo9t an eye in the Great War. The injuries 
of the eye have formed a proportion of wounds far in excess 
of any preceding war. The work of the ophthalmic centres 
has been correspondingly heavy. It is most important that 
the men who have suffered this loss should have the 
deformity concealed as far as possible. Therefore the treat¬ 
ment of the damaged lids, the preparation of the socket, the 
method of removal of the injured eye, when this is 
necessary, and the choice and adaptation of a prothesis are 
all of unusual moment. 

Dr. Valois shows in great detail the methods which 
experience has taught him to adopt for the best cosmetic 
result, combined with the necessary caution to preserve the 
undamaged eye from risk. While it is most important to 
preserve all skin, when the lids are involved, and all con¬ 
junctiva, the author is strongly in favour of the complete 
removal of the injured eye. All attempts to leave a part of 
the sclerotic and use it as a means of improving the stump 
he condemns on the ground of the risk of sympathetic 
ophthalmia. He justly points out that the artificial eye is 
at best only a means to hide deformity ; therefore it cannot 
be right to allow any patient to run the risk of total blind¬ 
ness from sympathetic inflammation of the fellow eye merely 
to improve slightly his appearance. There can be no 
question that this point of view is correct, and the sole cause 
for differences in practice is the different opinion held by 
ophthalmic surgeons as to the risk of sympathetic inflamma¬ 
tion after such an operation a3 evisceration. Dr. Valois’s view 
sharply contrasts with that put forward by Dr. Weekers in 
Vol. III. of the Practical Medicine Series reviewed below. 

Dr. Valois speaks very strongly of the value of immediate 
attempts to reform the lids, as far as possible, even after 
severe shell injuries, by replacing the tom skin in position 
and securing it by stitches. These immediate operations 
often, he says, result in the happiest way, and always make 
future interference easier. For the purpose of increasing, 
as far as possible, the mobility of the glass eye, and lessening 
the deformity, he utilises a flap of sclerotic which had 
been removed from the excised eye, and to this he stitches 
the tendons of the recti. He thinks this is superior both 


to extraneous supports, such as Mules's spheres, or to 
autoplastic skin or cartilage masses. 

The adaptation of the artificial eye to the socket forms the 
subject of the last half of the book. The socket after such 
wounds is rarely normal ; Dr. Valois recommends that a cast 
in plaster be taken of each case and the eye adapted to this. 


Diseases of the Eye. By J. Herbert Parsons, F R C.S.Eng. 

Third edition. London : J. and A. Churchill. 1918. 

Pp. viii.-668. 16#. net. 

The second edition of this well-known handbook was 
reviewed in these columns in June, 1912 ; that a new edition 
of a book which is but slightly connected with military 
surgery should be called for is a fact which speaks well of 
the general interest of the profession in the special depart¬ 
ments. It has been in the past to some small extent a 
justifiable reproach to the profession that they appeared to 
neglect ophthalmic surgery and to regard it as a mystery 
revealed only to the few. The very real interest shown by 
the demand for such books as the one in review is in itself 
a proof that the reproach is no longer deserved. 

It is inevitable that successful text-books should increase 
in size, and the enlargements of the present edition are con¬ 
siderable. They include a new section on symptomatic disease 
and additions to the operative and therapeutic sections ; the 
preface also states that short accounts of less common diseases 
of the eye are added, distinguished from the main text by 
smaller print; this practice, which would assist in keeping 
the book of reasonable size, might, we think, have been 
extended with advantage. We doubt whether for a student's 
handbook any mention o'f ophthalmia nodosa—a disease of 
which some half-dozen cases are recorded—is desirable, yet 
this remains in large print; in fact, the small print has to 
be hunted for. Spring catarrh, again, will be seen by few 
general practitioners, yet it remains in large type and 
occupies more space than ophthalmia neonatorum. 

It is easy to be critical, and extremely difficult for an author 
to avoid diffuseness ; still, in a student's handbook we think 
the pruning knife should be used freely to excise those 
matters which are not likely to be met with in general 
practice. On the other hand, and, in fact, as a complement 
to this, the commoner diseases might have with advantage a 
little more detailed description. Thus a short account of 
Priestley Smith’s experiments on glaucoma would have been 
very valuable to the student. There are a few points in the 
text which are obscure ; for example, in the section on 
malingering, on p. 390, it is said that when the malingerer 
looks at Snellen’s letters, which are printed in red, and with 
a red glass before the good eye, the good eye will see only 
the red letters; this is so if the letters are seen as a trans¬ 
parency, or if they are printed in colour on a black ground. 
If, as the text seems to imply, they are printed in colour on 
white, the eye with the red glass sees the green letters but 
not the red. The tone of the preface is a mistake. 


The Practical Medicine Series. Vol. III.: Eye, Ear , Note 
and Throat. Chicago : The Year Book Publishers. 1918 
Pp. 384. 81.60. 

The section on the eye in this year book is edited by Dr. 
Casey Wood, who has increased its value by his comments 
on various papers included in abstract form. The war has 
been responsible for a diminution of writing on all subjects 
but itself, and the military surgery of the eye forms a con¬ 
siderable section of the present volume. Weekers is quoted 
as a strong advocate for evisceration of the eye in place of 
enucleation; he claims that this gives as complete security 
against sympathetic disease, and infinitely better cosmetic 
results. He has found sympathetic disease rare in all cases 
and attributes this to the common use of aseptic and anti¬ 
septic precautions from the moment of the receipt of the 
injury. Terrien, also, is quoted in favour of the retention of 
a “natural stump” for the support of the prosthesis. He 
considers that none of the methods for the attainment of such 
stumps are entirely devoid of risk of sympathetic disease : 
both he and de Lapersonne protest against the hurried 
removal of every damaged eye at the base hospital. There 
is little, if anything, to gain from immediate operation, and 
often an eye which appears totally lost may recover some 
little sight. This point is of special importance when both 
eyes are injured. Lastly, Dianoux protests against enuclea¬ 
tion. He believes in the value of evisceration, and would 
never remove an eye except where it has been blown to pieces. 
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which infected citizens can obtain treatment in 
sympathetic circumstances at the hands of 
specialists, while at these centres the presence of 
the general practitioners of the neighbourhood is 
invited—we might almost say urged—so that as 
many medical men as possible should familiarise 
themselves with techniques which have evolved 
from comparatively modern medical science. Here 
is at once a direction in which the cure of the 
infected and the prevention of spread of disease 
can both be strengthened. These centres require 
immediate multiplication. Many Army doctors 
have now specialised in the treatment of venereal 
disease, and their services should be used 
in connexion with the establishment at large pro¬ 
vincial hospitals of clinics for the treatment of 
venereal diseases. No town of over 10.000 inhabit¬ 
ants should be without one. 

Although the difficulty of staffing the centres 
should now be relieved by the discharge from the 
Army of doctors who have become experienced in 
the treatment of venereal diseases, treatment is 
almost futile unless it is prolonged to complete 
cure, and the standard of cure remains to be set up. 
A powerful plea for more rigorous standards of 
cure in the treatment of gonorrhcea by Mr. E. R. 
Townley Clarkson, which we published in our 
issue of Nov. 30th, will awaken the medical pro¬ 
fession to an appreciation of the difficulties. We fear 
that among some medical men there is still the half* 
expressed dislike to treat venereal disease at all. 
There is the tendency for the practitioner who first 
sees the case to hand it on to another for treat¬ 
ment. The patient naturally is loath to advertise 
his condition, and the inevitable result is the post¬ 
ponement of treatment until cure is difficult or the 
premature cessation of treatment before it is com¬ 
plete. On the side of the public there is still a 
widespread ignorance with regard to the results 
of the disease and the tendency to regard it 
frivolously. The infected woman especially is often 
unaware that anything at all is wrong with her; 
a vaginal discharge to her is just the “ whites,” 
and is often regarded as a normal condition. 
Remedies of a palliative nature soon cause an 
abatement of her disturbing symptoms and lead to 
discontinuance of treatment and spread of disease. 
This is a position of far-reaching possibility for 
evil. To return to the spread of disease by men 
during demobilisation, every man on demobilisation 
should be investigated from this point of view, and 
not by cursory questions, but by routine methods. 
The record sheets will be a help to this end. Such 
men as have evidence of the disease should be 
segregated until they are cured. But the great 
difficulty remains. A man may be cured and be 
free, but it is the women, and not only those of 
easy virtue but the married women who remain as 
a menace. Quite a number of married women, it 
is known, have already acquired the disease in the 
absence of their husbands or from husbands who 
may have been since cured. The men can be easily 
dealt with, but how to cure the women is frankly 
a terrible problem. And if they are not being 
treated how to stop the spread ? We have said that 
this is not the time for panic legislation, but it is 


exactly the time for speaking out, so that the people 
may understand. A popular campaign which should 
teach people the nature and danger of venereal 
diseases is a revolting idea to many—even to some 
doctors. The times should have altered such views. 
The incidence of both syphilis and gonorrhcea since 
the beginning of the war must be great; it is 
not limited to any particular class or to the usual 
ages. While it behoves the doctor to instruct 
himself in the treatment of venereal diseases, and 
the Government to find facilities for such treat¬ 
ment, the education of the general public comes 
only next in importance. The National Council 
for Combating Venereal Diseases have done much, 
but as yet there is little general response to the 
movement. 


An Enemy Medical Boycott. 

Recently one of the two principal German 
medical papers 1 contained in its current notices 
the paragraph:— 

44 Das englisohe Fachblatt Lancet bringt seit kurzem eine 
franzosiche Beilage, die nnter Redaktion von Prof. Ch. Achard 
and Dr. Ch. Flandin in Paris Beitrage franzo9ischer Verfasser 
in englischer Uebersetzang enthiilt.” 

And in so doing broke the silence of yedrs in regard 
to quotation from our columns. German medical 
editors were free to receive The Lancet during 
the war, and they certainly kept a close watch upon 
articles of a critical or antipathetic nature appear¬ 
ing in the medical press of this country. We need 
only recall the exchange of compliments following 
on Dr. J. P. zum Busch’s account of his intern¬ 
ment experience at Stratford. 2 The Muenchener , 
like the Deutsche , has during the four years 
of hostilities, contained a small weekly paragraph 
(signed, in the case of the latter, with the 
editor’s initials) summarising current events of 
the war. Comment has at times been bitter, 
especially in regard to such matters as the 
detention by the French authorities of captured 
German Red Cross personnel, and the alleged 
effect of the food blockade in bringing pressure 
to bear on mothers and children. The asperity 
has included the business management of the 
papers, an instance of which we may repeat. An 
inquiry made from Switzerland for the translation 
rights of a surgical war primer elicited from the 
publisher of the Muenchener a telegram to the 
effect that translation was futile, as the wounded 
and captured British soldier would be treated in 
German hospitals on the lines of the German 
edition. Note that the capture of the British 
soldier was assumed, and Lehmann was known 
before the war as a prominent advocate of pan- 
Germanism. On the other hand, close study from 
week to week has failed to detect any kind of 
bitterness, or even tendenciousness, among the 
scientific articles appearing in the two principal 
German papers already named, or in the Wiener 
hlmische Wochenschriftj the leading Austrian 
medical journal. The work of British, American, 
and French surgeons of note has been freely 

1 Munchener medlzinlache Wochenachrift, Oct. 29th. 

2 The Lajtcet, 1916,11., 331. 
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utilised and dealt with in an objective manner 
in these periodicals by professional writers. 
Where credit has been withheld, the omission 
has apparently been due rather to misinforma¬ 
tion than to any desire to suppress. Probably 
not all Austrian clinicians and not all German 
professors read English as fluently as their own 
language. 

Our professional relations and those of our Allies 
and of the United States to German medicine 
are not as yet easy to define. Some few straws 
indicate the direction of the current. A special 
commission has recently reported to the Paris 
Academy of Sciences on the international scien¬ 
tific relations which should rule after the war. 
The conclusions of this commission have just been 
adopted with unc forte majoritc by the Academy of 
Medicine. Both academies consider that personal 
relations between the savants of the two belligerent 
groups are impossible until reparations and expia¬ 
tions have been made. They suggest that the 
Central Empires should be obliged by the peace 
terms to retire from international scientific 
associations except in so far as indispensable 
services are concerned. And then navigation, 
railways, telegraphs, are catalogued as services in 
which we cannot dispense with German and 
Austrian cooperation, but neither public health, 
medicine in general, nor quarantine is mentioned. 
The immediate establishment among the Allies and 
the U.S.A. of new associations is contemplated 
with the addition of representatives of Neutral 
countries. The Allied Governments under this 
scheme would in future abstain from sending 
delegates to any meeting at which representatives 
of the Central Powers were present, while disposi¬ 
tions would be studied for an intimate collabora¬ 
tion between the several Allies and the U.S.A. in 
tbe whole domain of science. In similar mood, 
and at the suggestion of the Royal College 
of Surgeons of England, the Royal College of 
Physicians of London is considering the exclusion 
of German and Austrian universities from the 
list of schools accepted by the Conjoint Exa¬ 
mination Board for certificates of study. An 
inter-Allied conference which met at Burlington 
House, London, on Oct. 9th called upon the 
scientific academies of the Allied nations to 
declare their inability to resume personal relations 
in scientific matters with the Central Powers 
until the latter have publicly renounced the 
political methods which have shocked the civilised 
world. Our own British scholars who published 
on Oct. 21st, 1914, a reply to the notorious 
manifesto of the 92 German professors admitted 
bow hard it is for human beings to weigh justly their 
countries’ quarrels, generously adding that they did 
not question for a moment the personal sincerity 
of their German colleagues in expressing horror at 
war and zeal for the achievements of culture. Our 
British scholars did more than this, and went on 
to record their real and deep admiration for 
German scholarship and science, and to acknow¬ 
ledge the many ties of “ comradeship, respect, and 
affection ” which bound them to Germany. We 
can imagine that some of these ties have lost their 


influence, and that for the time being German men 
of science will share in the general obloquy until 
some expression of real apology is forthcoming. 

The term “ boycott ” has been applied by the 
daily press to the action contemplated above, bub 
we foresee certain difficulties in regard to an enemy 
medical boycott. For clearness sake an exact 
definition is desirable. The methods employed 
against Captain Charles Cunningham Boycott 
in the year 1880 were of a drastic character; 
his life was threatened, his fences torn down, 
his letters intercepted, and his food-supply 
interfered with. By British medicine this course 
has not been followed, and it will not be, 
as far as we can see. To take a simple 
example. The Daily Review of the Foreign Press, 
issued by the General Staff of the War Office, has 
not hesitated to make full use of German medical 
science. A recent instalment reviews at length 
the treatment of gunshot injuries of nerves in 
enemy countries, and gives medical, surgical, and 
pathological notes from German workers, with 
the object of providing useful comparison for our 
home workers. In fact, an influential section of 
the press recently made a bitter complaint against 
our own Local Government Board that it had not 
utilised to the full information available from this 
source. To those who have adopted such a course 
a boycott in medical matters would be a difficult 
thing to carry through logically. It could, in truth, 
only be practised by those who possess no know¬ 
ledge of the German language nor any appreciation 
of what has been done by German workers. The atti¬ 
tude adopted by the War Office in its Daily Review 
does not imply the endorsement of the methods 
of famous Germans. We may all wish that Luther 
had been more reasonable, that Koch had been 
more discreet, and that von Behring had turned his 
researches less to immediate personal advantage. 
But this desire does not induce sensible people to 
boycott the Bible, tuberculin, or antidiphtheritic 
serum. No courageous person refrains from 
adhering to a cause because it is advocated by 
unpleasant people or in an intemperate manner. 
A study of contemporary German medical literature 
suggests no reason for not studying it; this done, 
the medical boycott will be found impracticable. 


Alvarenga Prize. —The College of Physicians of 
Philadelphia announces that the next award of the 
Alvarenga Prize, being the income for one year of the 
bequest of the late Seftor Alvarenga, and amounting to 
about $250, will be made on July 14th, 1919, provided that an 
essay deemed by the committee of award to be worthy of 
the prize shall have been offered. Essays intended for 
competition may be upon any subject in medicine, but 
cannot have been published. They must be typewritten, 
and if written in a language other than English should be 
accompanied by an English translation, and must be 
received by the secretary of the College, Mr. Francis R. 
Packard, 19, South 22nd-street, Philadelphia, on or before 
May 1st, 1919. Each essay must be sent without signature, 
but must be plainly marked with a motto and be accom¬ 
panied by a sealed envelope having on its outside the motto 
of the paper and within the name and address of the author. 
It is a condition of competition that the successful essay or 
a copy of it shall remain in possession of the College ; other 
essays will be returned upon application within three months 
after the award. No Alvarenga prize for 1918 was awarded. 
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Jnnotatiairs. 


Ne quid nimls.” 


MEDICAL REPRESENTATION IN PARLIAMENT. 

The last day for the nomination of Parliamentary 
candidates was Dec. 4th, and the following 
is a complete list of medical men who are 
standing :— 

Universities.— Belfast (Queen’s) : Sir William Whitla. 
Dublin : Sir Robert Woods. London : Sir Wilmot 
Herringham. Scotland: Sir Watson Cheyne, Dr. Peter 
Macdonald, Principal W. R. Smith. 

London District . — Bermondsey (West) : Dr. Alfred 
Salter. Shoreditch : Dr. Christopher Addison. Southwark 
(Central): Dr. L. Haden Guest. Stepney (Whitechapel and 
St. George’s): Dr. Robert Ambrose. Willesden (West): 
Dr. J. S. Crone. 

County Boroughs.— Birmingham, Moseley : Dr. R. Dunstan. 
Leeds, North: Dr. A. C. Farquharson. Liverpool, Waver- 
tree: Dr. Nathan Raw. Morpeth : Dr. T. M. Allison, Mr. 
G. D. Newton. Wallasey : Dr. B. V. P. McDonald. Wolver¬ 
hampton, Bilston : Mr. J. W. Kynaston. 

English and Scottish Counties.— Derby, High Peak : Dr. 
Clifford Brookes. Durham, Bishop Auckland : Dr. V. H. 
Rutherford. Hants, Basingstoke : Sir Auckland Geddes. 
Inverness (Western Isles): Dr. Donald Murray. Lancs 
(Farnworth): Sir Thomas Flitcroft. Stirling (Clackmannan 
and East Stirling): Dr. W. A. Chappie. 


THE MEDICAL PARLIAMENTARY COMMITTEE. 

The Medical Parliamentary Committee has been 
working steadily during weeks which have been 
particularly exciting in political circles. The 
Committee sprang to life in response to a general 
feeling in the medical profession that the medical 
view is largely unrepresented in Parliament, and if 
its birth was too late to allow much to be done 
in respect of the General Election now upon us, it 
has accomplished work that may be of real value 
in the immediate future. The Committee has 
made inquiries through the country with regard to 
medical men willing to stand for Parliament, either 
now if their help is sought, or in the future as 
opportunity offers itself. The result of these 
inquiries has been the collection of information 
which will be of the greatest use in future elections, 
and in particular in by-elections, where it is 
more likely that a constituency may find itself 
suddenly willing to adopt a new candidate. 
The information which the Committee has received, 
and is receiving, will greatly help in the selection 
of Parliamentary candidates by being able to answer 
questions arising out of the candidate’s views, 
circumstances and wishes alike. Everyone knows 
that there are candidates for Parliamentary honours 
who are pressed into the position by the public, and 
other candidates who are drawn into it by their 
personal desires and their hopes to do good, and 
yet others who feel that their particular profession 
is without adequate voice in the councils of the 
nation. In these divisions some men will be 
found to whom the expense to be incurred is 
of no consequence whatever, some to whom the 
expense is an absolute bar without full pecu¬ 
niary guarantee, and the remainder who may or 
may not want assistance in varying proportions. 
It is of the very essentials of the work of the 
Medical Parliamentary Committee that all these 
particulars should be gathered without any regard 
to the party which the candidate will desire to 
support. The medical man in Parliament, as he 
i6 conceived by the Committee, is one who will 
follow the dictates of his reason with regard to 


party politics, if he wishes to, or if he must, assume 
a badge of that sort; but his grand duty in the 
House of Commons towards, not his profession nor 
his constituency, but the public, will be to uphold 
all legislation having for its object the improve¬ 
ment of the health of the people. As a selected 
medical man he will be able to do this with 
competency; he will have the medical pro¬ 
fession outside the House of Commons as his 
colleagues, and he may expect from the Medical 
Parliamentary Committee indications as to when 
and how his voice should be raised. This is 
adumbrating for the Medical Parliamentary Com¬ 
mittee a future of great usefulness, but such a 
future will only be obtained if now, while the 
Committee is in the making, the cooperative help 
of the whole medical profession is received for the 
movement. The Committee is offering to supply 
speakers wherever possible to any medical candi¬ 
dates for Parliament who may desire such assist¬ 
ance in the election. The time is short, and in 
order to facilitate arrangements the names of all 
medical men willing to render assistance should be 
sent immediately to the honorary secretaries of 
the Committee, Dr. Arthur Latham and Dr. Charles 
Buttar, care of the Committee, 20, Hanover-square, 
London, W. 1. _ 


THE CONTRA-INDICATIONS OF RADIOTHERAPY IN 

CERTAIN FORMS OF CANCER OF THE SKIN. 

Radiotherapy constitutes a great advance in 
the treatment of many forms of cancer, but its 
limitations are not so well recognised as they 
should be. At a meeting of the Academic de 
Medecine of Paris M. J. Darier has done well in 
calling attention to the contra-indications of radio 
therapy in certain forms of cancer of the skin. In 
many cases it brings about rapid cure without pain 
or mutilation, but in others it fails, and may even 
aggravate the disease, to say nothing of the 
dermatitis which may be produced by excessive 
doses. To explain these results errors of technique 
or in the estimation of the size and depth of the 
tumour have been invoked, but M. Darier does not 
agree with these explanations. He attributes unfor 
tunate results of treatment generally to the kind of 
cancer treated. He divides cancer of the skin and 
mucous orifices into four classes. 1. The form 
which is curable by radiotherapy, tubular or 
baso-cellular epithelioma (rodent ulcer), the ordi 
nary cancer of aged persons which never affects 
lymphatic glands nor causes metastases. It yields 
marvellously to a few seances of irradiation. If 
the tumour is budding and voluminous the greater 
part can be removed as a preliminary with a 
curette or otherwise. It is only in advanced cases 
when the ulcer has invaded bone or the cavities 
of the face that radiotherapy fails. 2. M. Darier 
holds that “lobulated or spino-cellular epithe¬ 
lioma,” which is the usual form of cancer of 
the tongue and lips (smoker’s cancer), of the 
external genitals and anus, and of the scar of lupus, 
should never be treated by radiotherapy. It rapidly 
infects the glands, and usually proves fatal in less 
than two years. The X rays or radium produces 
only apparent improvement for two or three weeks. 
Then proliferation is more active and seems to 
have been stimulated. Often a case operable at 
first becomes inoperable after radiotherapy. 
Excision as early as possible is the only treatment. 
3. Radiotherapy is useless in melanotic sarcoma 
(nsevocarcinoma), and means only loss of precious 
time. Surgical treatment, of which M. Darier 
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prefers electrolysis, is indicated. 4. There is only 
apparent advantage in treating by radiotherapy the 
small cutaneous growths secondary, for example, to 
cancer of the breast, whether operated on or not. 
In spite of their frequent disappearance under the 
influence of the rays the prognosis of the disease is 
in no way improved. Thus it is absolutely neces¬ 
sary when there is tumour or ulcer of the skin 
which appears cancerous to make an exact diagnosis 
of the kind of cancer. If the clinical signs do not 
establish this a biopsy and histological examination 
are indispensable. An exact diagnosis can thus be 
made and the question of radiotherapy decided, in 
his opinion, and it is one which must have great 
weight. _ 

THE ROYAL MEDICAL FOUNDATION OF EPSOM 
COLLEGE. 

The circumstances of war have seriously handi¬ 
capped beneficent work of all kinds throughout the 
country, and the benevolent side of Epsom College 
has suffered in common with other institutions 
whose object is to relieve distress. Not only have 
expenses increased in consequence of higher taxa¬ 
tion and the rise in prices, but many annual sub¬ 
scriptions have been withdrawn or reduced in 
amount. Coincident with this reduction in 
financial power, more applications for assistance 
have been made as a direct consequence of the 
war. Already two boys whose fathers had been 
killed in action as medical officers have been 
elected to foundation scholarships, while Salomons 
Entrance Scholarships have been awarded to two 
other sons of medical men who had lost their lives 
in torpedoed vessels. In addition to providing 
education of the highest class for 50 necessitous 
sons of medical men, with maintenance, clothing, 
and pocket money, Epsom College gives pensions of 
£30 a year to 50 aged and impecunious medical 
men and their widows, work which deserves the 
fullest support of the medical profession. We 
commend to our readers the appeal of Sir Henry 
Morris, the treasurer of Epsom College and its 
Royal Medical Foundation, as well as the advertise¬ 
ment, which will be found in other parts of the 
present issue of The Lancet. In that appeal it is 
stated that if the number of beneficiaries are to 
be maintained £4500 must be procured in annnal 
subscriptions. We beg that this urgent need will 
be generously met. _ 

LEGITIMATE WARFARE. 

We have become used to maiming and mutilation 
as a necessary—one may almost say a legitimate— 
result of warfare. The use of noxious gases pro¬ 
ducing death by asphyxia from pulmonary irritation 
has been a novel feature of the recent war, although 
the poisonous effect of lyddite fumes has been 
known for a longer period. The battlefield has 
been heretofore in essence a septic surgical ward ; 
the most distressing conditions with which the 
physician has to deal have now been superadded. 
A letter appeared in the press last week signed 
by the Presidents of the medical Royal Colleges 
of the United Kingdom and by the Regius pro¬ 
fessors of medicine of the older Universities, 
asking that gas warfare should be abolished by 
the coming Peace Conference as a weapon of 
offence. The use of gas, the signatories justly 
contend, is condemned for three reasons: (1) 

That it is an uncontrollable weapon whose 
effects cannot be limited to combatants; (2) that 
it is an “unclean” weanon 'vmdemning its 


victims to death by long-drawn-out torture; 
(3) that it opens the door to infinite possibilities 
of causing suffering and death, for its further 
development may well lead to the devising of an 
agent which will blot out towns and even nations. 
The letter deplores the devotion of the best efforts 
of science to devising more and more potent 
methods of causing death by chemical agencies. 
No two opinions can exist in regard to the abolition 
of gas warfare. The difficulty which confronts 
any Peace Conference is similar to that of limiting 
the activities of the mad dog; if allowed to bite at 
all the possibilities of harm are infinite. 


THE NATIONAL IMPORTANCE OF GLASS-WARE. 

The importance of giving every possible encourage¬ 
ment to the glass industry, and particularly the 
scientific glass industry, in this country must be 
recognised whfen we reflect that the development 
of practically all industries depends primarily on 
the progress made in the laboratory. Here new 
processes can be developed, and here only can 
the means of utilising waste products be dis¬ 
covered. In addition to the laboratories for indus¬ 
trial purposes, there are the medical and research 
laboratories attached to the hospitals, the county and 
municipal laboratories in the public health services, 
and the laboratories in the universities, colleges, 
schools, and technical institutes, all of which use 
special glass apparatus. On the outbreak of war 
the country was faced with a serious shortage of 
chemical glass-ware, the only sources of supply in 
most classes of articles being the stocks of enemy- 
made apparatus held by the merchants in this 
country; and but for these stocks the situation, 
we understand, would have been disastrous, as there 
were no existing facilities for manufacture. We 
learn now that the British Chemical Ware Manu¬ 
facturers’ Association is appealing to the Inter- 
Departmental Glass Trades Committee of the 
Ministry of Munitions for practical help, and it is 
to be hoped that, in the interests of scientific 
research and industrial progress, their petition 
will receive very serious consideration, and ulti¬ 
mately be granted on terms which will give the 
industry a good start and keep it flourishing in this 
country. _ 

TRIAL AND RE-TRIAL OF THE WASSERMANN TEST. 

The Wassermann test is one of the most 
complicated technical methods ever applied to 
diagnosis in medicine. It is difficult to believe 
that the technique will ever be mastered by more 
than a select few of the medical profession. At the 
present time even the principles on which the test 
is based are a sealed book to most men in clinical 
practice. The value of the Wassermann test has 
consequently to be taken largely on trust and the 
Medical Research Committee has performed a 
grateful task in submitting records 1 from which 
any careful reader will be able to form his own 
opinion of the clinical value of the test. We need 
hardly remind him that the reputation of the test 
depends upon three quite independent factors: 
the laboratory technique, the personality of the 
pathologist (if so we may call him in brief), 
and the accuracy of the clinician upon whose 
diagnosis the results of the pathologist are judged. 
No trial of the test is fair in which these factors are 
jumbled together. Many ways suggest themselves 

1 The Diagnostic Value of the Wassermann Test. Special Report 
No. 21 of the Medical Research Committee. 1918. Price Is. 
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to the mathematical mind of testing them inde¬ 
pendently. The Research Committee’s report notes 
the rather surprising neglect in the past of 
the precaution of controlling the value of the 
Wassermann test by demonstration of the Spironcma 
pallidum or by pathologico-anatomical study of 
the material obtained on biopsy or autopsy. Clinical 
diagnosis is at best a comparative estimate of 
probabilities liable to be reversed by an accurate 
scientific method. The trial set up by the Com¬ 
mittee and recorded in Special Report No. 21 took 
the form of obtaining samples of certain serums 
taken by an experienced clinician, A, from cases 
judged by him to be (a) certainly syphilitic, 
(b) doubtfully syphilitic, and (c) clinically non¬ 
syphilitic, and submitting these samples to three 
well-known laboratory directors, B, C, and D, 
and comparing the results obtained. One hundred 
and four specimens were thus submitted without 
clinical details, and the report records in parallel 
columns A’s clinical data and the results of the 
Wassermann test as given by B, C, and D respec¬ 
tively. Each pathologist has his own method of 
recording results, but in all “ positive ” and 
“ negative ” are the two extremes, and it is the 
intermediate grades of certainty which are differ¬ 
ently expressed. The report contains A’s judgment 
on B, C, and D’s results; it may be remarked, in 
passing, that the chemical sign ^ is applicable 
here, and that B, C, and D might have been asked 
to judge A’s findings. Comparing the technique of 
B and D, A finds remarkably close results, the only 
important divergence being in a case of carbuncles 
“clinically non-syphilitic ” (A’s auto-judgment) 
returned by B as positive (middle grade), and 
by D as negative. C returned the same case 
as positive. In three “ syphilitic ” cases (all 
treated) D’s technique appeared more sensitive 
than B’s, while in three other “ syphilitic ” cases 
(all treated) B’s reaction suggested a greater 
sensibility than D’s. C’s results are not so 
close and differed from the clinician’s diagnosis in 
several instances, some of which were important 
clinically. Apparently (the note is not A’s, but 
added by the Committee) in five of these divergent 
results some defect existed in the laboratory 
technique on one particular day, for the serums 
subsequently re-tested in C’s laboratory gave 
results substantially coinciding with those of B 
and D. Another divergent result of C rested 
(Committee’s statement) upon a simple clerical 
error. The results as set out in the report should 
be closely studied by all who are interested in 
making empirical medicine scientific. The Research 
Committee asks readers to draw their own con¬ 
clusions, adding:— 

The Committee consider that in the hands of those whose 
previous record entitles them to be considered as experts the 
percentage of positive Wassermann reactions in active 
syphilis is so high that the test may, for all practical 
purposes, be looked upon as specific. 

The warning then follows :— 

It cannot be expected that this, or indeed any similar 
biological test, should invariably reveal the presence of some 
particular disease. The diagnostic value of any such test 
may be impaired, either by the imperfection "of the test 
itself, or by some failure in its performance, or by idiosyn¬ 
crasy of the patient, whereby he mav fail to react charac¬ 
teristically. 

We have no doubt that the reader’s opinion will 
follow the Research Committee’s lead. The prac¬ 
titioner has obtained a guide to clinical practice, 
but not an infallible one. In sending a specimen 
to be examined at a laboratory the clinician is not 


immune from possible failure at any stage. His 
clinical acumen may be at fault; the patient may 
have an idiosyncrasy; the specimen of serum may 
be improperly taken ; it may be damaged duriDg 
transport to the laboratory; the laboratory 
technique may be at fault; clerical errors may 
slip in; the result may be communicated in 
ambiguous form. In all these directions a high 
standard is essential and improvement is possible 
and, indeed, desirable. But the investigation con¬ 
ducted by the Research Committee will impress 
upon the minds of the profession as a whole the 
high value already placed upon the Wassermann 
test by the comparative investigations of C. F. Craig, 
of P. Fildes and R. J. C. Parnell, of H. M. Turnbull, 
of Uhle and Mackinney, and numerous others 
mentioned in the historical survey which precedes 
the report. _ 

BREAD: HEALTH VERSUS CUSTOM. 

Wholemeal bread, with 80 to 90 per cent, of the 
wheat grain utilised, was introduced by the 
Ministry of Food during the war as a result of 
the pressure of submarine piracy. Stern necessity 
dictated the measure, but the scientific advisers of 
the Ministry were, nevertheless, expressing an 
unbiassed opinion in pointing out to the public 
the advantages which they gained from wholemeal 
extraction. Necessity past, these advantages still 
remain. Some part of the public, however— a large 
part, for ought we know—prefers white bread. 
Many reasons are alleged for this preference, but 
custom pure and simple probably plays the chief 
share in it. Young people of the educated classes 
are practically innocent of any such preference. 
So soon as it ceases to be necessary to extract 
from the wheat grain all the contained nourishment 
available for human food we may assume that the 
reactionary part of the public will return with a 
sigh of content to white bread as we knew it before 
the war. Unfortunately, they will be joined by 
others whose experience with war bread has acci¬ 
dentally been unhappy. It is true that palatable 
bread could be, and was, made from war flour. 
The mixing and baking, however, differed materially 
from that required for white flour, and many a 
baker failed to attain proficiency. Nor was this 
entirely the baker’s fault, for the wheat was diluted 
with varying quantities of “other cereals,” so that it 
needed variable treatment. But the baker was not 
told the eomposition of the flour and had to go by 
rule-of-thumb with each new batch as it was 
supplied to him. Better bread could have been 
made with better knowledge, but we deprecate the 
use of the phrase “ better bread ” to describe the 
return to whiter flour. Those with a taste for such 
bread may consider it “ nicer,” but it is elevating 
personal predilection on a pedestal to make it the 
standard of goodness. We still read in old books 
of one man wearing a “better” coat than another, 
the word having no relationship to the warmth of 
the coat, and in this sense perhaps “ better bread ” 
may stand. Of course, the economic necessity of 
the transitional period between war and peace may 
dictate the surrender of 18,000 tons of “offal 
weekly to farmers, pig-keepers, and others in order 
to feed their animal stock ; hence an economic 
argument for white flour. The public is somewhat in 
the position of the prodigal who was fain to share 
the husks with the swine. But certainly no advan¬ 
tage to the health of the community can be claimed 
in purposely producing husks, or so-called “ offal,” 
from wheat to feed animals. It would be better to 
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continue to extract 80 per cent, or more from 
wheat for the use of man, and to use other 
cereals, not needed for man, to feed stock. Medical 
men should continue to point out the virtues of 
wholemeal bread in order that the public may ask 
for it, in which case they will get it. The experi¬ 
mental work done during the war has demonstrated 
for all time the superiority of wholemeal over 
white flour for healthy people, although the war 
bread as actually purveyed to the public was not 
always nice. Thus instructed, it will be the fault 
of the public if it returns to the old over-refined 
white flour. _ 


AMERICAN HELP IN FRENCH PUERICULTURE. 

A large part of the October issue of the American 
Journal of Diseases of Children is devoted to the 
work of puericulture in France, which has recently 
been a chief concern of the Children’s Bureau of 
the American Red Cross. To its agency is due in 
goodly measure the relief of the serious situations 
created among French mothers and children 
through the displacement of the northern popula¬ 
tion of France, the general lack of medical atten¬ 
tion, and the shortage of appropriate food and fuel. 
To take a single example, the city of St. Etienne, 
with a pre war population of 180,000, had 120 
practising physicians; now the 250,000 inhabitants 
depend on the services of 14 practitioners. Most 
villages have been entirely without medical aid 
sinpe the mobilisation. The American Red Cross 
has taken a large share in the management of the 
child rapatrie; it has devoted its best efforts to the 
reduction of infant mortality, it has promoted 
clinics for pre-natal care, it has given aid to 
expectant and nursing mothers and their nurslings, 
and worked out plans for protecting young girls 
and for promoting social hygiene. Educational 
work has been a feature of the campaign. An 
exhibit of child-welfare work staged at Lyons drew 
an attendance of more than 170,000 persons in three 
weeks. All available forces—Governmental, philan¬ 
thropic, and medical—have united in a preventive 
educational campaign, the results of which are 
likely to be of permanent value. 


“I.K.” TREATMENT IN TUBERCULOSIS. 

Dr. Carl Spengler, whose progress in tuberculin 
therapy has been punctuated by a series of prepara¬ 
tions, such as P.T.O., A.T.O., P.E., T.B. vaccine, 
P. vaccine, K.V., W.V., has now published in con¬ 
junction with Dr. H. Wassitsch, in the Cor re- 
spondenz-Blatt fur Schiveizer Aerzte for Nov. 9th, 
an analysis of 484 cases treated by “ I.K.” A critical 
survey of the already bulky literature about this 
preparation of Dr. Spengler’s was recently pub¬ 
lished by Dr. N. Robertson, 1 whose own advocacy of 
the remedy was not enthusiastic, his attitude being 
rather one of benevolent neutrality. The 484 cases 
now under review were taken from Dr. Spengler’s 
private ambulatory clientele at Davos up to 1914. 
The patients were given a rapid course of “ I.K.” 
treatment, the duration of which was 90 to 150 days, 
with an average of 130 days. A comparison with 
the results obtained by two other institutions, the 
Deutsche Heilstatte, in Davos, and the Deutsches 
Haus, in Agra, shows that though the duration of 
treatment was considerably longer in these institu¬ 
tions (226 and 179 days respectively) the results 
were in several respects inferior. In the matter 

1 We reviewed ttia book in Thh Lancet, 1918, i., 144. 


of disappearance of fever Dr. Spengler’s series 
was, indeed, inferior to that of the Deutsche 
Heilstatte, but while only 23 per cent, of 
the patients ceased to expectorate tubercle 
bacilli in this institution, and only 14 per 
cent, in the Deutsches Haus. this success was 
achieved by 42} per cent, of Dr. Spengler’s 
patients. The comparison of these three series 
with each other seems open to criticism in many 
respects. Dr. Spengler’s patients enjoyed a most 
varied treatment, that by “ I.K. ” being extensively 
supplemented by graduated physical treatment, by 
iodine and organic blood preparations, and by 
symptomatic treatment—e.g., narcotics for coughs. 
On the other hand, the patients of the Deutsche 
Heilstatte series, though cited as a standard for 
comparison, appear to have undergone percutaneous 
“ I.K.” treatment. A more instructive feature of 
this paper than the many elaborate tables it 
contains is Dr. Spengler’s retrospect of his long and 
varied tuberculin career. Starting as an enthu¬ 
siastic advocate of Koch's tuberculin treatment, he 
came more and more to realise its limitations and 
dangers, and to foresee that, in spite of certain 
merits, tuberculin was unsuited for general use. 
Hence his efforts during the past 10 years to 
produce a “ fool-proof ” preparation suitable for 
almost indiscriminate wholesale use in tubercu¬ 
losis. And, he maintains, these and other require¬ 
ments are fulfilled by “ I.K.” The evidence,however, 
is not so conclusive as we are invited to believe. 


THE RELEASE OF ALCOHOL AND GLYCERINE. 

During the week the Ministry of Munitions 
notified that there are now supplies of alcohol 
available for industrial purposes, and that manu¬ 
facturers should be able to obtain their require¬ 
ments from the recognised sources without restric¬ 
tion, subject to the regulations of the Board of 
Customs and Excise. Methylated spirit is also 
again available for public use, and glycerine, it is 
announced, should be procurable in a few days in 
substantial quantities through the ordinary retail 
channels. This notification will remove many of 
the disabilities which manufacturers have expe¬ 
rienced through the withdrawal of alcohol, and 
pharmacists through the withdrawal of glycerine. 
It is to be hoped that, for example, our research 
organisers will be given special facilities in regard 
to the use of alcohol, or they will remain at much 
disadvantage owing to the liberal allowance of this 
commodity given in continental countries. The 
“ fine chemicals ” industry is a case in point. 


Sir George Newman’s annual report as chief 
medical officer of the Board of Education will be 
studied with keen interest by educationists and 
hygienists alike. The School Medical Service is 
integrally part of the public system of education, 
and must remain so, however correlated it may 
come to be with other health services. The report 
appears at the moment when this correlation is 
being intensively discussed, and we reserve com¬ 
ment for a future number, after the many important 
points raised have been duly weighed. 


West London Medico-Chirurgical Society.— 
An ordinary meeting of this society will be held to-day, 
Friday, Dec. 6th, in the society’s rooms, West London 
Hospital, at 8.30 p.m., when a paper will be read by Dr. F. J. 
McCann, entitled “ Treatment oi Some Common Ailments of 
Women.' 1 
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PUBLIC HEALTH IN ENGLAND AND 
WALES : 

REPORT FOR 1917 OF THE MEDICAL OFFICER OF 
THE LOCAL GOVERNMENT BOARD. 


In issuing his recent report on public health in England 
and Wales Sir Arthur Newsholme takes occasion to review 
the history of sanitation since the inauguration of the Local 
Government Board in 1871. He acknowledges the improve¬ 
ment in the nation’s health which has occurred in the last 
48 years, and rightly attributes it to the labours of our urban 
and rural authorities. He is, however, careful to regard it 
as an incentive to efforts for further progress. 

Lessened Mortality and Morbidity since 1871. 

The extent of life-saving achieved in recent years appears 
from the official statement that “more thaq a quarter of a 
million fewer persons die annually than would die if the 
experience of the decennium 1871 80 continued. This 
implies an enormous annual saving of sickness and disability, 
of loss of wages, of the production of dependent widows and 
orphans, &c.” It is notorious that sickness is one of the chief 
causes of poverty. About 30 per cent, of the paupers in 
receipt of relief are on the sick-list; and the Royal Com¬ 
mission on Poor-law affirms that at least half of the total 
cost of pauperism is swallowed up in direct dealings with 
sickness. 

The saving of human life effected during recent years 
may be shown by contrasting the mortality at different ages in 
1911-15 and 1871-80 respectively. At all ages up to the forty- 
fifth year there has been a reduction in the death-rate of 
from 40 to 50 per cent. ; whilst at all other periods of life 
a substantial decline in the death-rate has been secured. 
By the use of life tables the improvement in life prospect 
may be demonstrated. For instance, we learn that between 
1871-80 and 1910-12 there has been an increase in the 
average expectation of life equal to 10 years among males, 
and to nearly 11 years among females. 

The average annual deaths in England and Wales during 
the period 1910-12 were fewer by 234,955 than they would 
have been had the population been subject to the death-rate 
of the period 1871 80. And the persons whose lives were 
saved each year had, in accordance with the life-table 
experience of 1910-12, the prospect of living in the aggregate 
9,612,600 additional years of life. About 64 per cent, of 
this salvage is attributable to reduced mortality from acute 
and chronic infectious diseases, including the common 
infectious diseases, tuberculosis, and respiratory affections. 

A Ministry of Health. 

The war has aroused national interest in the public health 
and stimulated criticism of existing machinery for its pro¬ 
motion. Consequently the fact that a vast residue of 
avoidable loss of life and health still remains unredressed 
is very properly brought to the notice of the responsible 
authorities. In this connexion the medical officer discusses 
the merits of the public demand for the consolidation, in a 
central bureau, of all matters concerning public health and 
local government. The desirability of establishing a supreme 
authority on these lines is generally recognised, and has 
already been contended for in The Lancet, as the only 
means of ensuring efficient sanitary reconstruction after the 
conclusion of peace. 

The recent appointment of Sir Auckland Geddes to the 
presidency of the Local Government Board, and thereupon 
the prompt presentation to Parliament of a Bill for the 
creation of a Ministry of Health, are, therefore, matters of 
considerable significance. 

Imperfect Statistics as to Incidence of Disease : The Birth • and 
Death-rates. 

In comparing the vital statistics of the present with the 
past we are, unfortunately, limited to the evidence afforded 
by the Bills of Mortality. Of the misery and suffering (short 
of fatality) indicted by the common infectious diseases there 
was no reliable measure prior to 1899, in which year notifi¬ 
cation became generally compulsory. And even now there 
is no record of the mass of non-infectious diseases “not 
unto death,” which, nevertheless, entail terrible suffering 
among the poor. Nor are any statistics of the sickness 
treated In public institutions as yet available for the 
purposes of preventive action. 


In the medical officer’s judgment the best index of com. 
bined social and sanitary progress is the death-rate among 
young children, and he gives interesting tables showing the 
national gain in child-life. 

In the year 1914 the national birth-rate was 23*8 per 1000 
of the population, but in 1917 it had fallen to 17*8, the 
number of births in the later year being fewer than in the 
earlier by 210,756. The birth-rate of 1917 was only half 
that of 1874, and even in 1913 it was only one-third* lower 
than in 1874. The problem, however, is not only one of 
birth-rate but also of survivors—in other words, of excess of 
births over deaths. A tabular estimate of this is now pub¬ 
lished, from which it appears that fthe survivors from the 
risks of early childhood bear a steadily decreasing proportion 
to total population, being at the rate of 27*1 per 1000 in 1874 
and 19*6 in 1916. Unless compensating influences come 
into play the population, apart from immigration, will 
eventually become stationary, the birth-rate not more than 
counterbalancing the death-rate. 

The national death-rate is subject to severe limitations in 
respect of further reductions, although these limitations are 
still remote. A large portion of the mortality in childhood, 
in adolescence, and in adult life is certainly preventable 
Failing the recruiting of our population by births, the 
possibilities of compensation by a lowered death-rate are 
limited by natural laws, and the future must be regarded 
with apprehension. A stagnant population—if it be 
approached within the next 20 years—will have momentous 
effects in this country, and will imply also the possible 
failure to people Great Britain with a race having the ideals 
of our civilisation. 

Maternity and Child Welfare. 

Calculated in the usual way, infant mortality in England 
and Wales during 1917 was 97 per 1000 births, against 91 in 
1916 the lowest rate on record. But it has been pointed 
out that the births in a given year do not fairly represent the 
numbers among whom infant deaths occur, because of the 
rapid decline of the birth-rate. And it is found that when 
allowance is made for this fact, and the deaths are calculated 
on the living at ages under 1 year , instead of on the births 
in each year, the infant death-rate becomes 94 per 1000 
births in 1917, against 98 in 1916 and 104 in 1912. The 
fall in infant mortality is the more surprising in view of the 
increasing number of women with young children who have 
taken up industrial work. 

The experience of 1917 and of recently preceding years 
encourages the belief that we may anticipate a reduction 
of infant mortality to 50 in 1000 births—a rate which 
has already been attained in some parts of this country, and 
in New Zealand as a whole. If a more rapid decline of 
infant mortality in the first month after birth can be secured in 
the next few years this encouraging figure may be surpassed. 
But this can only be attained by improving the welfare of 
mothers generally. The conditions of improvement are 
abstinence from excessive fatigue in pregnancy and during 
the period of breast-feeding, and the provision of skilled 
medical care and nursing for both mother and offspring. 
For the attainment of these ends the Board’s grants in aid 
of such objects are available. 

Continued Decrease in Enteric Fever. 

With reference to the medical officer’s opinion that the 
best index of sanitary progress is furnished by the extent of 
enteric fever prevalence, we note that the decline in this 
disease experienced in recent years was continued in 1917. 
the number of notified cases of enteric fever being fewer by 
963 than in the year preceding. Whilst recognising this 
success, it must be remembered that the demands of military 
service have entailed the withdrawal from civil life of a large 
number of men at ages of special susceptibility to enteric 
infection. Nevertheless, there are reasons for believing that 
the recorded fall is a real one. 

The nature and variety of the circumstances attending 
enteric fever outbreaks are constantly being investigated 
by the Board’s medical staff, and in this report attention 
is specially directed to a recent outbreak involving 133 
cases in the Bedlingtonshire Urban District of Northumber¬ 
land. This attack, which affected 11 villages, was traced 
by Dr. J. R. Hutchinson to the water-supply from the 
river Blyth, which had become specifically contaminated by 
the manuring of riparian land with midden privy refuse. 
The river water had been treated by sand filtration The 
working of the filter was essentially faulty, and there was no 
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appreciable storage of the water either before or after filtra¬ 
tion. This incident is valuable as showing that filtration 
alone cannot be relied on to render harmless specifically 
infected drinking water. In concluding his instructive 
report on this serious outbreak Dr. Hutchinson remarks 
that the use of midden contents for the manuring of agri¬ 
cultural land on the river bank is a process which has gone 
on week by week for more than 30 years, and is the only 
operation of etiological significance which is continually 
being repeated. It is reflected, he holds, in the recurring 
small explosive outbreaks of enteric fever which are to be 
found every year in the Bedlingtonshire District, and in the 
present year in the larger outbreak. 


KING EDWARDS HOSPITAL FUND FOR LONDON. 

The Statistical Report on the Ordinary Expenditure of 108 
London Hospitals for the Year 1917 (issued at Is. by Messrs. 
Spottiswoode, Ballantyne, and Co., London) indicates a great 
increase of the work of the London hospitals during the year 
under notice, with a corresponding increase in expenditure. 
This, as the honorary secretaries of the Fund point out, 
constitutes an enlarged and very urgent demand upon the 
voluntary subscriptions of the charitable public, and renders 
it more than ever important that this Fund and the 
Hospital Saturday and Hospital Sunday Funds should 
be enabled to increase their grants. London provides a 
total of 11.729 beds in average daily occupation, the total 
number of in-patients admitted during the year 1917 
being 147,598, while 1,152,022 attendances were recorded 
in the out-patient departments. Out of the total of 
147,598 inpatients, 28,031 were naval and rnilitary 
patients treated by understanding with the authorities and 
representing an average for the whole year of 3656 occupied 
beds, or 31 per cent, of the total average of occupied beds. 
One result of this has been the reduction of the number of 
beds available for civilian patients by 1659. The total 
ordinary expenditure during the year, including main¬ 
tenance, administration, rent, rates, and taxes, but exclud¬ 
ing capital expenditure, interest on borrowed money, and 
contributions to the maintenance of convalescent homes and 
country branches, amounted to £1,719,030. The receipts 
from the authorities for naval and military patients were 
£268,960. After deducting this from the total outlay there 
remains £1,450,070 to be met out of the normal sources of 
hospital revenue. From a comparison of the figures with 
those of last year the conclusion is drawn that the addition 
to the net annual expenditure has been caused almost 
entirely by the rise in cost of all items of maintenance. The 
report sets out in tabular form general particulars of work 
and accommodation of the various hospitals, together with 
an analysis of the cost of working. 
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The Casualty List. 

The names of the following medical officers appear among 

the casualties announced since our last issue - 

Previously reported Misting , now reported Presumed Killed. 

Capt. H. W. White, R.A.M.C., qualified in Ireland in 1910, 
and at the time of joining up was assistant medical 
superintendent at the Paddington Infirmary, London. 
Previously he had held appointments at the Long Grove 
Asylum, Epsom, and at the Metropolitan Hospital. 

Died. 

Major H. W. Sykes, R.A.M.C., was educated at Durham and 
qualified in 1909. Prior to joining the R.A.M.C. he was 
on the medical staff of the Randfontein Estates Gold 
Mining Co. in the Transvaal, and was previously 
medical superintendent at Grey’s Hospital, Pieter¬ 
maritzburg. 

Capt. B. W. Cherrett, East African Medical Force, was a 
student at St. Bartholomew’s Hospital, London, and 
qualified in 1906. He held an appointment at Plaistow 
Hospital, and prior to going on service was medical 
officer of health at Nairobi, East Africa, where he died of 
pneumonia following influenza. 

Capt. G. L. Maule, R.A.M.C., was educated at Shrewsbury 
and at Cambridge, and qualified in 1916. Prior to 
joining the R.A.M.C. he was for some time house 
surgeon at the Manchester Infirmary. 

Capt. P. S. Green, R.A.M.C., qualified at Manchester in 
1911, and prior to joining the R.A.M.C. was in practice 
at Lowton, Newton-le-Willows, Lancs. 

Capt. S. W. Matthews, R.A.M.C., qualified in Ireland in 
1913, and prior to joining the R.A.M.C. was in practice 
at Wicklow. 

Surg. Lieut. W. H. Pickup, R.N., was educated at Bir¬ 
mingham University, and qualified in 1915. He joined 
the Navy shortly afterwards, and died of pneumonia 
following influenza. 

Capt. W. E. Paterson, New Zealand M.C. 

Major R. C. Irvine, R.A.M.C. 

Capt. C. R. Lister, Australian A.M.C. 

Surg. Sub-Lieut. E. A. Pearson, R.N.V.R. 

Surg. Sub-Lieut. T. Carlyle, R.N.V.R. 

Wounded. 

Major H. D. Lane, M.C., R.A.M.C. 

Capt. H. R. Lawrence, South African M.C. 

Major F. Henderson, M.C., R.A.M.C. 

Capt. G. W. Mitchell, R.A.M.C. 

Lieut. R. R. MacGregor, R.A.M.C. 


URBAN VITAL STATISTICS. 

(Week ended Nov. 30th, 1918.) 

English and Welsh Towns .—In the 98 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 36*5, against 38'7 and 36‘3 per 1000 in 
the two preceding weeks. In London, with a population slightly 
exceeding 4,000,000 persons, the death-rate was 32*8 or 4*0 per 1000 
below that recorded in the previous week ; among the remaining 
towns the rates ranged from 8 3 in Bootle. 12*3 in Cardiff, and 12*8 
in Oxford, to 77 7 in Stockton-on-Tees. 78 6 in Grimsby, 83 0 in Walsall, 
86*7 in South Shields, 91 2 in Sunderland, and 100*2 in Nottingham. 
The principal epidemic diseases caused 220 deaths, which corre¬ 
sponded to an annual rate of 0*7 per 1000, and Included 60 fiom 
infantile diarrhoea, 51 from measles and from diphtheria, 35 from 
whooping-cough, 17 from scarlet fever, and 6 from enteric fever. 
Measles caused a death-rate of 2*8 in Wolverhampton, and diphtheria 
of 1*7 in St. Helens. The deaths from influenza numbered 5119. 
against 5106 in the previous week, and included 942 in London. 388 
in Birmingham, 374 in Manchester, 272 in Nottingham, 166 in Sheffield. 
151 in Sunderland, 120 in Bradford, and 118 in South Shields. The 1136 
cases of scarlet fever and 1014 of diphtheria under treatment in the 
Metropolitan Asylums Hospitals and the London Fever Hospital were 
13 and 48 below the respective numbers remaining at the end of the 
previous week. The causes of 117 deaths in the 96 towns were un¬ 
certified, of which 23 were registered in Birmingham, 19 in Nottingham, 
10 in South Shields, and 6 each in Liverpool and Sunderland. 

Scotch Towns.—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality was 23*7. against ,23*9 and 24*3 per 1000 in the two pre¬ 
ceding weeks. Of the 1094 deaths from all causes. 47 were classified 
to influenza, which was also stated as a contributory cause in 212 deaths 
classified to other diseases; in the previous week these numbers were 
29 and 252 respectively. The 465 deaths in Glasgow corresponded to an 
annual rate of 218 per 1000, and included 5 each from diphtheria and 
infantile diarrhoea, 4 from whooping-cough, and 1 each from measles 
and scarlet fever. The 206 deaths in Edinburgh were equal to 
a rate of 32*2 per 1000, and included 4 from whooping-cough, 3 from 
diphtheria, and 1 from Infantile diarrhoea. 

Irish Tovms .—The 199 deaths in Dublin corresponded to an annual 
rate of 26*0, or 5*9 per 1000 below that recorded in the previous 
week, and included 49 from influenza and 1 each from whooping cough, 
diphtheria, and Infantile diarrhoea. The 463 deaths in Belfast were 
equal to a rate of 61 4 per 1000, but included no deaths from the 
epidemic diseases other than influenza. 


OBITUARY OF THE WAR. 


JOHN MORRIS. M.B., F.R.C.S. Edin., 

MILITARY CROSS, 

MAJOR, ROYAL ARMY MEDICAL CORPS. 



Major J. Morris, who was killed in action in France on 
Oct. 7th, at the age of 39 years, was fourth son of T. Morris, 

J.P., of Oswestry. He 
graduated M.B., Ch B. 
at Edinburgh Uni¬ 
versity in 1904, after 
which he held posts 
as house surgeon at 
Denbigh Infirmary and 
assistant surgeon a t 
Dinorwic Qaarries 
Hospital, Llanberis. 
After obtaining the 
F.R.C.S. Edin. in 1909 
he settled in practice 
at Hyde (Cheshire), 
where he became police 
surgeon and recruiting 
medical officer. In 
1912 he joined the 
Territorial Force and 
was mobilised on 
August 4th, 1914, going 
to France with the Cheshire Regiment in the following 
November. In 1916 he was awarded the Military Cross, and 
his superior officer writes of him as a valuable surgeon. 
Major Morris leaves a widow and two children. 
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LOUIS P. DEMETRIADI, M.D. Durh., F.R.O.S. Edin., 

LIEUTENANT-COLONEL. ROYAL ARMY MEDICAL CORPS (T.). 

Lieutenant-Colonel L. P. Demetriadi, who died at Southport 
on Oct. 26 th, was 56 years of age. He was educated at 
Manchester Grammar School and King’s College, London, 
and later attended Leeds University, taking the degrees of 
M.I). Durh., F.R.C.S. Edin., and D.P.H. He was house 

surgeon to the Hudders¬ 
field Royal Infirmary, 
and later carried on 
general practice in the 
town, retiring in 1912. 
For more than 20 
years he lectured and 
trained classes for the 
St. John Ambulance 
Association, and acted 
as judge at various 
railway and colliery 
competitions. In 1916 
he was made an hono¬ 
rary associate of the 
Grand Priory of the 
Order of the Hospital 
of St. John of 
Jerusalem in England. 
In 1897 he joined the 
2ndVolunteer Battalion, 
Duke of Wellington’s 
Regiment, and rose to the senior rank in its medical service. 
When the West Riding Territorial Division mobilised in 
August, 1914, he proceeded with it to France in April, 1915, 
taking charge of the West Riding (49th) Casualty Clearing 
Station, where he remained for two years, until his health 
gave way. Returning to home service, he received the 
Territorial Decoration, and then had to relinquish his com¬ 
mission owing to continued ill-health. He was twice 
mentioned in despatches. One of his superior officers writes 
of Colonel Demetriadi: “He was one of the most helpful 
officers I had working with me, and I knew that nothing was 
too difficult for him to carry out.” He was active in the 
discharge of his civic duties, both as a member of the local 
municipal council and as a churchwarden. He married a 
daughter of the late Dr. J. R. Parke, of Tideswell, who 

survives him. - 

DIGBY BURNS, L., L.M. R.C.P. &S.I., ' 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain D. Burns, who lost his life on the ill-fated 
Leinster while returning to duty on Oct. 10th, was 
youngest son of John William and Elizabeth Bums, of 

Dublin. He was edu¬ 
cated at Mountjoy 
College, Dublin, and 
at the Royal Colleges 
of Physicians and 
Surgeons, obtaining the 
conjoint Irish diplomas 
in 1912. Shortly after¬ 
wards he was appointed 
house surgeon to 
Bootle Borough Hos¬ 
pital, where his per¬ 
sonal qualities made 
him a popular colleague. 
After this preparation 
for general practice in 
1913 he settled down 
at Orrell Park, Liver¬ 
pool, and had acquired 
a considerable practice 
when in 1916 he re¬ 
ceived a commission in 
the Royal Army Medical Corps. His captaincy was conferred 
in the following year. His commanding officer writes of 
Captain Burns as the life of the little community in which 
he was placed. “ His never failing good humour and kindly 
disposition endeared him to us all.” 




Captain C. D. Hamilton, Lieutenant R. H. Lalande, and 
Lieutenant W. McL. McLeod, all C.A.M.C., died on the 
voyage from Canada to England between Oct. 6th and 10th. 


CHARLES WILLIAM DUGGAN, M.B., C.M. Edin., 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

Major C. W. Duggan, who lost his life on Oct. 10th, at the 
age of 52 years, by the sinking of the Leinster, was only son 
of the late William Nelson Duggan, M.D., of Edinburgh. 
Major, A. M S. He was educated at Daniel Stewart’s and 
George Watson’s Colleges and graduated at Edinburgh Uni¬ 
versity in 1887, was 
assistant to the pro¬ 
fessor of medicine, 
and did some research 
work on the coagula¬ 
tion of albumen. On 
leaving Edinburgh he 
studied at Vienna, 

Prague, and Paris, and 
in 1891 joined the 
Army Medical Staff, as 
it then was. He saw 
service on the West 
Coast of Africa, taking 
part in the expedition 
against the Sofas, for 
which he obtained the 
medal and clasp. He 
was able to keep up 
his research work, and 
in 1897 contributed a 
paper to the Medico- 
Chirurgical Society of London on the parasite of malaria. 
Later he served in Gibraltar, India, and Burma. He was 
gazetted Major in 1903 and retired from the Service in 
1909, when he was appointed in charge of the Military 
Hospital, Lincoln. On the outbreak of the war his hospital 
was enlarged to accommodate B.E.F. patients, giving him 
the opportunity of thoroughly testing the ichthyol and 
glycerine treatment of gunshot wounds, which he advocated 
in a number of articles in various medical papers. He was 
mentioned in despatches in 1917. His death occurred on 
his return from a court-martial at Cork. 

Major Duggan is described as one who was always devoted to 
the welfare of others, and in-him the Lincoln dep6t has lost a 
good friend. He married in 1895 Crystal, youngest daughter 
of the late W. H. Maunde, of Worcester, and leaves three 
children. _____ 



BENJAMIN HILTON LEIGH, L.R.C.P. Edin., 


CAPTAIN, ROYAL ARMY MEDICAL CORPS. 



Captain B. H. Leigh, who died on Oct. 9th, at the age 
of 51 years, from an illness contracted on foreign service, 
was eldest son of the 
late H. H. Leigh, of 
Piura, Peru. He came 
to this country at 
the age of 12 and 
was educated at 
Prior Park College, 

Bath. Later he entered 
the School of Medicine 
at Owen 8 College, 

Manchester, taking 
the triple qualification 
at Edinburgh in 1896. 

For some years he 
was in practice at 
Southend-on-Sea. until 
in April, 1915, he 
obtained a commission 
in the Royal Army 
Medical Corps. He 
went overseas in the 
following August, first to Malta and afterwards to Salonika, 
being invalided back to this country last April. His death 
occurred in the Manor War Hospital at Epsom. 


Captain Harry Dunlop, C.A.M.C., who died of wounds 
on Nov. 2nd at the age of 35 years, was born at Kingston. 
Ontario. He graduated in medicine at Queen’s University. 
Kingston, came to England in September. 1916. and served 
as M.O. in units in England until November, 1917, when he 
went to France with the 102nd Battalion. He was attached 
to this unit when he received the wounds of which he died. 
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Captain Neville Hall Little, C.A.M.O., who died of 
wounds on Oct. 29th at the age of 25 years, was a native of 
Trenton, Ontario, and graduated in medicine at the Uni¬ 
versity of Toronto in 1916. He came to England in April, 
1917, was sent to France in July, 1918, and served for three 
months with a general hospital and later with a field 
ambulance. 

Captain Charles Henry Vernon Smith. C.A.M.C., who 
died on Nov. 1st at the age of 22 years, was a native of 
Oxford, Ontario, and graduated in medicine at McGill 
University in 1914. He came to England in March, 1916, 
and went to France in July to serve with a general hospital 
and afterwards as regimental M.O. until he was invalided 
to England. _ 

Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 
medical men are reported :— 

Capt. G. L. Maule, R.A.M.C., died at Bagdad of pneumonia, 
only son of the late Dr. W. Maule,of Birkdale, Lancs. 
Second Lieut. A. Irving, Sikhs, killed in action in Meso¬ 
potamia, youngest son of Dr. M. H. C. Irving, of thd 
British Guiana Medical Service. 

Second Lieut. R. R. O’Conor, Coldstream Guards, died in 
England of pneumonia, younger son of Dr. J. O’Conor, 
of the British Hospital, Buenos Aires. 

Surg. Lieut. W. H. Pickup, R.N., died in England of pneu¬ 
monia following influenza, second son of Dr. W. J. 
Pickup, of Coventry. . . 

Capt. L. F. H. Beach, D.S.O., Queen’s Regiment, died of 
broncho-pneumonia, son of Dr. F. Beach, of Coulsdon, 
Surrey. 

Lieut. A. J. T. Eccles, M.C., R.E., died of influenza, third 
son of Dr. G. T. Eccles, of Hove, Brighton. 


Mentioned in Despatches. 

In a despatch, dated August 20th, 1918, received from the 
Commander-in-Chief in India, the following reference is 
made to the medical services: — 

The *ick and wounded despatched to India from oversea theatres of 
war, as well as those Invalided from Waziristan and other theatres of 
frontier operations, have been adequately and sympathetically cared 
for. A number of war hospitals have been formed, other hospitals 
have been expanded and improved, and ruling chiefs and others have 
generously provided hospitals and convalescent homes in Bombay and 
•elsewhere, in which everything possible has been done for the comfort 
of the sick and wounded. The satisfactory health of the troops, both 
in the field and in India, affords striking testimony as to the value and 
efficacy of these measures and the skill, forethought, and administrative 
capacity of the medical services. 

Amongst the list of mentions in connexion with the 
despatch are the names of the following medical officers 
Lt.-Col. J. M. Crawford, O.B.E., l.M.S. ; Maj. G. I. Davys, I.M.S. ; 
Mai. H. Hiillllay. I.M.S.; Lt.-Col. .T. Jackson, I.M.S. ; Col. W. B. 
Jennings, l.M.S.; Maj. J. C. Kennedy, R.A.M.C.; Lt.-Col. W. G. 
Liston, C.I.H., I.H* “ " 


Foreign Decorations. 

French. 

Croix de Guerre.— Capt. (acting Maj.)R. P. Ballard, M.C., R.A.M.C., 
Spec. Res.; Temp. Capt. (acting Maj.) P. Carney, M.C., R.A.M.C.; 
Capt. (acting Maj.) D. Dougal, M.C., R.A.M.C., Spec. Res.; Temp. 
Capt. (acting Maj.) J. A. Doull, R.A.M.C.; Lt.-Col. (temp. Col ) F. G. 
Fitzgerald, D.S.O.. R.A.M.C.; Lt, W. A. Fraser, R.A M.C., Spec. 
Res.; Temp. Capt. L. Gameaon, R.A.M.C. ; Temp. Capt. J. F. McLay, 
R.A.M.C.; Temp. Capt. S. A. W. Munro, R.A.M.C.; Capt. (acting Lt.- 
Col.) B. Percival, D.S.O., M.C., R.A.M.C ; Temp. Capt. D. J. Stokes, 
R.A.M.C.; Temp. Capt. (acting Lt.-Col.) R. Svensson, M.C., R.A.M.C.; 
Capt. (acting Lt.-Col.) F. Worthington, D.S.O., R.A.M.C. ; Maj. 
(temp. Lt.-Col.) H. A. Davidson, D.S.O., R.A.M.C.; Maj.-Gen. J. B. 
Wilson. C.B., C.M.G., A.M.S. 

Belgian. 

Ordre de Leopold— Chevalier: Capt. A. R. Cook, Uganda M.S. 

Ordre de la Couronne.— Oflicier : Capt. B. L. Fyffe, R.A.M.C. 

Italian. 

Order of the Crown of Italy.— Officer: Lt.-Col. (acting Col.) H. 
Hewetson, D.S.O., R.A.M.C. Cavalier: Temp. Capt. J. H. Peek, 
R.A.M.C. 

Croce di Guerra. -Temp. Capt. A. F. Readdle, R.A.M.C. 

Bronze Medal for Military Valour.— Capt. (acting Maj.) A. B. P. 
McConnell, M.C., R.A.M.C. (T.F.). 

Egyptian. 

Order of the Xile.— 2nd Class; Surg.-Gen. Sir J. Maher, K.O.M.G., 
C.B. 3rdCla8s: Lt.-Col. H. W. Thomson, R.A.M.C. 

Portuguese. 

Red Cross Medal— 2nd Class : Maj. (temp. Lt.-Col) H. G. Pinches, 
R.A.M.C. 

Japanese. 

Order of the Sacred Treasure .—2nd Class: Surg. Rear-Adml. P. B. 
Handyslde.C.B. 


-Ugg, 

Walter. I.M.S. 
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Col. A. W. Sheen. R.A.M C (T.F.); Maj. A K. 
Lt.-Col. C. F. Wanhlll. R.A.M.C.; Lt.-Col. J. W. 



Sir HERMANN WEBER, M.D.Bonn, F.R C.P. Lond., 

CONSULTING PHYSICIAN TO THE GERMAN HOSPITAL, LONDON, AND TO 


As we have already announced, Sir Hermann Weber, who 
may be regarded as the founder of the science of climato- 
therapy, died at his residence, 10, Grosvenor-street, at the 
advanced age of 95, on Nov. 11th. Bom of a German father 
and an Italian mother, his sympathies were entirely on the 
side of England, his adopted country, where he worked for 
75 years ; his younger son, Lieutenant-Colonel Weber, 
D.S.O., R.F.A., and all his grandsons of military age, five 
in number, have fought in the war, and one of these laid 
down his life at Ypres at the beginning of hostilities. 

Hermann Weber commenced his medical studies at 
Marburg, whence he proceeded to Bonn, where he graduated 
M. D. in 1848. In his student days at Marburg he met Carlyle ; 
while his knowledge of the works of Shakespere and his 
determination to read them in the original brought him into 
social relations with English visitors at Bonn, among them 
being Sir James Simpson. A strong feeling in favour of 
British sociology was thus created, and Weber applied for 
and obtained the post of house physician to the German 
Hospital at Dalston. The many friends that he made there, 
the acquisition of a private practice, membership of the now 



Sir Hermann Weber. 

defunct Society for Clinical Observation, to which much 
medical progress was owing at the time, and finally the 
marrying of an English wife in 1854 were all factors in the 
decision to make England his home. He accordingly 
entered as a student at Guy’s Hospital in order to obtain an 
English qualification, and in 1855 became a Member of the 
Royal College of Physicians of London and shortly after¬ 
wards a Fellow of that body. 

All idea of returning to Germany now disappeared from 
his mind, and from a small client&le of mostly foreign 
patients Weber’s practice soon extended into English 
circles. His advocacy of the high valleys of the Engadine 
as health resorts in many conditions of debility added to his 
reputation, and the return from those climates of dis¬ 
tinguished patients in renewed vigour proved the correctness 
of his judgment. Himself an ardent mountain climber—in 
his eightieth year he traversed the Diavolezza—and knowing 
the Alps thoroughly, his selection of spots where graded 
exercise could be combined with quiet and beautiful environ¬ 
ment was unerring. Among famous men whose improve¬ 
ment in health under Weber’s care gave public advertise¬ 
ment to the claims of climatotherapy may be mentioned 
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five Prime Ministers — namely, the Lord Derby, Earl Russell 
(Lord John Russell), Lord Salisbury, Lord Rosebery, and 
Sir H. Campbell-Bannerman—and he was frequently con¬ 
sulted on the choice of a health resort for members of the 
Royal Family. His professional status was recognised 
by the Royal College of Physicians, where he served on 
the Council for five years, being Censor in 1879 and 
1880. In 1899 he received the honour of knighthood. 
Weber’s long and distinguished association with life assur¬ 
ance work formed another claim to public recognition. He 
was medical officer to the central office of the North British 
and Mercantile Insurance Company for many years, was 
President of the Life Assurance Medical Officers’ Association 
from 1897 to 1899 inclusive, and his presidential address 
on Heredity in Relation to Life Assurance showed consider¬ 
able prevision in respect of matters that have since become 
subjects for more elaborate discussion and arrangement. 

Sir Hermann Weber actually retired from practice at the 
age of 80, but for the 15 years which remained to him he 
continued to take the keenest interest in his profession. He 
contributed to medical periodicals and wrote a work on 
“ Means for the Prolongation of Life,” the fourth edition of 
which was reviewed in these columns recently. The value 
of his teaching here was certainly well illustrated in his own 
case, for at the age of 95 he was able to walk on an average 
50 miles a week regardless of weather. Of his other literary 
work the following may be mentioned in illustration of the 
duration of his activities : “Notes on the Climate of the 
Swiss Alps ” (1864); Klimato-Therapie in “ Ziemmsen’s 
Handbook of General Therapeutics ” (1880) ; “ Hygienic and 
Climatic Treatment of Phthisis ” (founded on the Croonian 
lectures of the Royal College of Physicians of London for 
1885); “Treatment of Phthisis by Residence in Elevated 
Regions”; articles in Quain’s “Dictionary of Medicine” 
and Allbutt and Rolleston’s “ System of Medicine ” ; with 
Dr. Parkes Weber “ Climatotherapy and Balneotherapy,” 
third edition, 1907 (The Lancet, Feb. 16th, 1907). 

Numismatics became his hobby in later years, and he 
became an accepted authority on Greek coins. Visits to 
Greece, Sicily, Tunis, Egypt, Asia Minor, and Palestine 
enriched his collection and at the same time helped him 
to confirm his view and gather further information on 
climatology. During the last weeks he had obviously 
been losing strength rapidly, as he himself knew. But the 
end came suddenly and peacefully. 


JOHN BIERNACKI, M.D.Glasg. 

Dr. John Biernacki, who died on Oct. 11th, was a graduate 
of the University of Glasgow (M.B. 1889, M.D. 1898) and a 
licentiate of the three Scottish Colleges. Throughout almost 
the whole of his professional life he was concerned with the 
study and treatment of the ordinary infectious diseases, and 
at the date of his death he had been for some 23 years 
physician-superintendent of the Plaistow Fever Hospital. 
In the district served by the hospital his name has long 
commanded public confidence and gratitude, and his 
immediate colleagues were well aware that in his own 
department of practice he spoke as a clinical authority of 
the first order. Had he lived, a wider teaching would 
probably have been open to him, for he had accumulated 
many case-records and studies, and he always intended 
to found on these a systematic exposition of his experi¬ 
ences and conclusions. Something in this direction he 
did, indeed, accomplish, as may be seen in a lucid chapter 
on “The Infective Diseases of Temperate Climes” in Dr. 
Bain’s “Text-book of Medical Practice.” But he had much 
more to say and he waited for a quieter day in which to say it. 
Leisure, however, came to him in scanty supply, and he was 
ever restrained by a disinclination to publish any writing 
until by repeated review and self-criticism he had at least 
approached his own somewhat austere standard of worthi¬ 
ness. The aitist in some measure hindered the teacher, and 
medicine is the poorer for the restriction. In his clinical 
and organising work Biernacki was severely practical, 
thorough, and business-like—a careful and exact observer 
and a thoughtful and painstaking student. That in addition 
he was possessed by wide intellectual and artistic interests 
was hardly known save to a few intimate friends, for his 
natural habit of silence and reserve hid not only the range 
of his thought but also the original quality of his mind and 
his capacity for tenderness and emotion. It was only in the 


intimacy of close and affectionate comradeship that these 
qualities came to the surface and the full measure of the 
man was known and appreciated. In such a circle his name 
has an abiding place as a companion whose thought tooched 
all problems and as a friend ever ready for loyal and generous 
service. Here certainly he has left memories which enrich 
and strengthen life. C. 0. H. 

ALFRED ELLINGTON STANSFELD, M.D. Camb., 
F.R.C.P. Lond., 

PHYSICIAN, METROPOLITAN HOSPITAL; SENIOR DEMONSTRATOR OF 
PATHOLOGY, ST. BARTHOLOMEW’S HOSPITAL. 

Medicine has suffered a great loss by the early death, on 
Nov. 25th, from influenzal pneumonia, of Dr. A. E. Stansfeld. 

Alfred Ellington Stansfeld was born in Stoke Newington 
on Dec. 11th, 1882, educated at the Central Foundation 
School, Cambridge, and held a scholarship at St. John’s 
College from 1902-7. He took a first class in Part II. 
(Physiology) of the tripos, and going on to St. Bartholomew s 
Hospital, London, obtained an entrance scholarship and 
most of the other distinctions there available in medicine. 
He took the M.B. Camb., and became M.R.C.P. in 1911, the 
M.D. Camb. following in 1915. After holding resident posts 
at St. Bartholomew’s he became casualty physician and then 
assistant demonstrator of pathology, as well as physician to 
the Metropolitan Hospital. His election to the F.R.C.P, 
occurred this year. 

Stansfeld possessed not merely a high degree of intellectual 
ability, but close powers of observation and an unlimited 
capacity for hard work—a combination which was already 



Dr. A. E. Stansfeld. 

beginning to bring him considerable success in clinical 
medicine. Added to this, he was an excellent and popular 
teacher, always ready to put aside his own work in order 
to help a student over some difficult point. He was. more¬ 
over, a good organiser, and more than one hospital had to 
thank his ingenuity and tact for arrangements enabling wot* 
to be carried on during the tfar. Although his own bent w&* 
clinical medicine, he had devoted much of his attention 
during the past six or seven years to pathology, occupying 
the post of demonstrator in this subject at St. Bartholomew's 
Hospital. Only the trying duties of routine work prevented him 
from following out researches on anaphylaxis and kindred sub¬ 
jects which he had commenced with every prospect of success. 
The apparatus which he had devised for the transfusion of 
blood 1 proved remarkably useful, and his services in this direc¬ 
tion were much in request. At the outbreak of the war he 
was by no means averse from military service, but yielded 
to the representations that some few must remain to carry 
on the work and teaching of the hospital. This duty he 
faithfully carried out, and the services he thus rendered 
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were truly as valuable as any he could have offered by taking 
a -commission. Two hospitals claimed his time, St. Bar¬ 
tholomew’s and the Metropolitan, and to both he devoted 
unstinted time and labour, undertaking a part of the military 
work at the Metropolitan in addition to his ordinary routine. 

8tansfeld was a robust man, but such toil as he under¬ 
went during the war cannot have been without effect upon 
the strongest constitution, and probably played a part in 
the issue of his fatal illness. His loss will be deplored not 
only by the institutions with which he was connected but 
by a wide circle of friends and colleagues. His loyalty as 
a colleague and his devotion as a friend were conspicuous 
features in his character. The thronged memorial service 
at St. Bartholomew’s on Nov. 28th was a testimony to the 
genuine regard and affection in which he was held. — F. W. A. 


The Rev. Daniel McNeill, M.D., of Orkney, 
whose death occurred on Oct. 15th at the age of 78, was 
born at Drumlemble, Argyllshire. Educated at the Univer¬ 
sity of Glasgow, he combined the studies of medicine and 
theology, with a view’ to entering the foreign mission field ; 
but on a chance visit to the Orkneys he decided, at the 
earnest request of the people, to settle on these remote 
islands, where for half a century he devoted himself to the 
care of the bodies and souls of bis community. Since the 
war he had been living in nominal retirement in Edinburgh, 
but had been doing as much medical and clerical work 
as his years allowed. He died literally “ in harness.” 
Dr. McNeill was a man of many gifts—too versatile, indeed, 
to make a notable success in any one line ; but his life was 
as useful as it was full and varied. His abounding sym¬ 
pathy, his kindliness, and his humour endeared him to the 
people to whom his life was dedicated. Of his family of six 
sons and six daughters, four sons and three daughters are 
graduates or alumni of Glasgow University. Two sons gave 
their lives in the war; one is in Palestine; another, Captain 
D. Dewar McNeill, R.A.M.C. (T.), iB serving in France ; and 
a daughter, Dr. Mary McNeill, is with the Scottish Women’s 
Hospital at Salonika. 


Utebrcal Jjtetos. 


British Museum (Natural History); Swiney 
Lectures. —A course of 12 illustrated lectures on Man and 
His Ancestry is being delivered by Dr. Thomas J. Jehu in 
the lecture theatre of the Royal Society of Arts during 
December and January, at 5.30 p.m., beginning Dec. 10th. 
Details are given in the Diary. Admission is free. 

The Bell Fund. — Dr. S. A. Kinnier Wilson asks 
ns to acknowledge a donation of £3 38. to the Dr. J. H. Bell 
Fund from Temporary Surgeon Paul C. Gibson, R.N. Sub¬ 
scriptions should be sent to Dr. Wilson, at 14, Harley-street, 
London, W. 1. 

Influenza in Belfast. —The influenza epidemic 
still prevails in Belfast and surrounding districts, perhaps 
to a less degree among the better classes; but, on the other 
band, it has extended widely among the poor, though even 
among them older people seem to be less prone to attack. 
The mortality for the week ending Nov. 23rd was, in Belfast, 
65 per 1000, and of the deaths which occurred over 250 were 
due to influenza. The epidemic has demonstrated three 
things—the absence of any known reliable treatment, specific 
or preventive ; the hopeless failure of public health measures 
to nave the least effect in combating the spread of the 
disease ; and the want of any central organising authority 
(such as the Local Government Board in Dublin or 
local bodies) to deal with a confessedly difficult problem. 
The latest measure to be adopted by the Public Health Com¬ 
mittee of the city of Belfast on Nov. 28th was to issue an 
Order by which the primary schools are (owing to the con¬ 
tinuance of the influenza epidemic) to be kept closed until 
a date to be fixed by the committee after the Christmas 
holidays, a measure which will only tend to drive the 
young* people affected into the kinemas, which are not 
closed. At one of the Parliamentary election meetings— 
for the Ormeau division—a speaker’ roundly blamed the 
city council for their action in closing Sunday schools 
and in leaving the kinemas open. It ib only fair to say 
that the public health authorities of Belfast have no power 
to close places of amusement, and that the medical officer 
of health has been instructed by the Health Committee to 
communicate immediately with the Local Government 
Board with reference to obtaining compulsory powers to 
close such places of public entertainment. Reports from 
the various districts of Ulster show that so far there is 
very little abatement in the influenza epidemic. 


Cflrnspnkncc. 

•' Audi alteram partem.” 


EPSOM COLLEGE. 

To the Editor of The Lancet. 

Sir, —It is again my duty, as treasurer of Epsom College, 
to make an earnest appeal for new subscriptions, in order 
that the Council may be able to maintain undiminished the 
work of the Royal Medical Foundation attached to the 
College. 

As your readers will recollect, this work consists of two 
branches—viz., pensions of £30 a year are given to 50 aged 
and impecunious medical men or their widows, and an educa¬ 
tion of the highest class at Epsom College is provided for 
50 necessitous sons of medical men, who also receive 
gratuitously maintenance, clothing, and pocket money. 

In consequence of the numerous calls in connexion with 
the war, in addition to the increase of taxation and the 
general rise in prices, many annual subscriptions have been 
withdrawn, whilst others have been reduced in amount. 

Applications for assistance are being received as a direct 
consequence of the war, and already the Governors have 
elected as Foundation Scholars (1) the son of a medical 
officer who was killed in action on the Good Hope in 1914 ; 
and (2) the son of another medical officer who was killed in 
action in 1917. Furthermore, Salomons Entrance Scholar¬ 
ships of £50 a year have been awarded by the Council (1) to 
the son of a medical officer who was killed when the 
Royal Edward was torpedoed in 1915 ; and (2) to the son of 
another medical officer who lost his life when the Arcadian 
was torpedoed in 1917. 

I earnestly appeal to those of your readers who already 
support the Foundation to increase their contributions, at 
least for a few years, if possible, and I urge upon those who 
do not at present subscribe annually to do so. To the latter 
I wish especially to make this request at a time when so 
many members of our profession, their widows, or their 
orphans, are in need, and I beg of them to be so good as to 
respond sympathetically to this appeal at once. A sum of 
not less than £4500 must be procured in annual contributions 
if the numbers of beneficiaries are to be maintained. 

I am, Sir, yours faithfully, 

Henry Morris, 

Honorary Treasurer of Epsom College and its 
Royal Medical Foundation. 

Office: 37, Soho-square, London, W., Nov. 29th, 1918. 

A NATIONAL TRIBUTE TO VOLUNTARY 
AMBULANCE WORKERS. 

To the Editor of The Lancet. 

Sir, —In your annotation on “first-aid in ordinary life ” 
(Nov. 30th) you rightly emphasise the importance of the kind 
of work which is being done by the College of Ambulance. 
It is impossible to say how far the advent of peace may 
cripple this work by reducing the attendance at the classes, 
but the firm intention of the council is to continue the 
teaching carried on there ; it is hoped in cooperation with 
the important bodies whose function is the practical 
application of first-aid in peace and war. 

There has been a great demand for the instruction which 
the college supplies during the war, and it has therefore been 
almost self-supporting, but this cannot be expected to con¬ 
tinue. The council are, therefore, appealing to the public 
for funds in order that the college may have an assured 
income at least sufficient to ensure adequate remuneration 
for its teaching and official staff. It may be hoped that in 
gratitude for what has been done and in its own interest 
the public will respond generously. 

I am, Sir, yours faithfully, 

Rickman J. Godlee, 

President of the College of Ambulance. 

Wimpole-street, W., Dec. 3rd, 1918. 

To the Editor of The Lancet. 

Sir, —The magnificent work accomplished during the war 
by the voluntary ambulance workers in the field, along the 
lines of communications, and at the base, at sea, on rail¬ 
ways, and in hospitals at home stands out as one of the 
most prominent features of national accomplishment during 
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the past four years. Men and women have alike contri¬ 
buted ; they have each in their own spheres filled the great 
gap in the war machine. They began to organise and to 
train for their special work before the war, for as long ago 
as 1908 the first V.A.D. was formed in London, so that when 
war was declared there was no difficulty in extending the 
work upon this well-founded basis. 

After undergoing training for their duties they came 
forward in their tens of thousands to offer their services. 
No task was too hard, no duty too menial, no risk too great 
for these men and women to undertake. By day and night, 
in the stations and hospital wards, in the scullery, on all 
fronts, from France to Mesopotamia, these voluntary workers 
have brought credit and lasting fame to their country and 
themselves. Soldiers and civilians would combine in show¬ 
ing their appreciation were the means of doing so brought 
before them. How better can that be done than by establish¬ 
ing centres throughout the country where the work to which 
they have devoted themselves can be continued and per¬ 
fected ? Ambulance is for peace-time as well as for war. 

War duty is but an ephemeral portion of ambulance work ; 
civil ambulance is for all time. Modern military ambulance 
was organised in Germany, but civil ambulance was first 
instituted in Britain, and its performance entrusted to the 
public to accomplish. It is not taught in our medical 
schools ; it cannot be satisfactorily taught except in schools 
technically equipped for this purpose. The College of 
Ambulance, founded in 1914, is the only school of the kind 
in the Kingdom ; it is a model for other centres to go by. 

Since 1914 25,000 people have been trained there, and the 
college has established its usefulness and proved that the 
public appreciate its teaching. For the sake of the public 
good, and as a tribute to the men and women who have given 
their time, and in many cases their lives, for the cause of 
ambulance, let us consecrate a building and perpetuate the 
work they have at heart and where ambulance can be taught 
worthy of the great cause. The college gives technical 
training, open to all teachers and students of the ambulance 
societies of the nation. 

I am, Sir, yours faithfully, 

James Cantlie. 

College of Ambulance, 3. Vere-street, London, W. 1, 

Dec. 2nd, 1918. 


TREATMENT OF INFLUENZA. 

To the Editor of The Lancet. 

Sir, —In the face of so kindly a reference to my article 
upon this subject in your issue of Nov. 23rd, it seems un¬ 
gracious to point out that Dr. C. W. Vining (The Lancet, 
Nov. 30th) has read the letter of my contribution rather than 
its spirit. And in one particular he has misread the letter, 
I fear with malice aforethought, since I mentioned the 
“turtle soup” to condemn, and not to advise, it 1 The 
spirit of my article surely was that certain simple principles 
should be followed, by the doctor and nurse if available, and 
if not, then by the friends under the doctor’s instructions. 
Even “the harassed doctor” can open windows, draw 
back curtains, point out the reason for disallowing the 
pile of stuffy bedclothes under which the patient is 
being stewed, encourage sponging, and direct generally 
those who, though eager to be taught how to help, too 
often, like Milton’s hungry sheep, “look up and are not 
fed.” These were the things I chiefly dwelt upon, urging 
that they were more important than the details which Dr. 
Vining has extracted for the purpose of his letter. Dr. 
Vining says my paper ‘ * would have been more helpful if he 
could have formulated a workable scheme for the handling 
of the many serious cases amongst the poorer classes.” This 
was obviously not my thesis. I entirely endorse Dr. Vining’s 
opinion that the civilian population has suffered severely 
because of the “apparent helplessness of the public health, 
Poor-law, and hospital authorities.” The want of organisa¬ 
tion, and of some central control, are, as Dr. Vining points 
out, pathetically evident. And the patience of the British 
public is once more a thing to wonder at, though not to 
admire. I am, Sir, yours faithfully, 

London, Dec. 2nd, 1918. THOMAS HORDER. 

Dr. C. Muthu writes of four cases of influenzal pneumonia 
successfully treated with liquid paraffin as recommended by 
Dr. A. White Robertson. In all four cases the temperature 
went up suddenly, there were headache, flushing of the 


cheeks, double pneumonia with pleurisy, acute congestion of 
the bases, with temperature ranging from 103° to 105° F. 
In addition to general measures the bowels were kept freely 
open by aperients and by liquid paraffin. Over the chest, 
front and back, was applied a lint jacket soaked in paraffin 
oil (yellow), covered over with a double layer of jaconet, 
the dressing being renewed every 24 hours. When the tem¬ 
perature had fallen to 99° the oil dressing was removed, 
the bases were painted with liniment of iodine and thermo- 
gene wool was applied over the part. All the patients 
recovered and convalescence was uninterrupted. 

Dr. H. O. Butler (Chiswick) writes of 500 consecutive 
cases of influenza, with 1 death, all treated—after an initial 
purge of castor oil or calomel — with 20-30 gr. of bicarbonate 
of soda by the mouth four-hourly, and tepid sponging if the 
body temperature rose above 103° F. The soda relieves 
abdominal pain and distension, and acts, Dr. Butler thinks, 
by inhibiting the growth of the causal organism and 
neutralising its toxin. Cases were not considered to be 
influenza unless they showed catarrhal signs in the lungs. 
The fatal case of the series had persistent vomiting of 
blood and mucus, so that the soda was not retained.—Dr. 
R. C. Leaning (acting M.O.H. for Chiswick U.D.)addsa 
note confirming the superiority of this method of treatment 
over others in use, also attributing its success to the 
neutralisation of intestinal toxins. 

Dr. A. J. Eagleton and Mr. H. H. Butcher write to 
make a suggestion for treatment of the pulmonary and 
septicaemic complications of influenza based on their expe¬ 
rience at the Military Hospital, Sutton Veny, Wilts. Their 
routine is a rapid examination of the sputum to determine 
(if possible) if the Streptocooous longue or the pneumococcus 
is the chief factor of the secondary infection. Streptococcal 
or pneumococcal serum is then given combined with com¬ 
plement. The pneumococcal serum was prepared after the 
method of P. Kyes by inooulating fowls intravenously and 
subcutaneously with proved virulent cocci obtained from 
autopsies. The complement used was not more than 48 
hours old, and was obtained by needling guinea-pigs’ heart, 
separating the serum from the blood so obtained, and 
diluting it with 3 parts of carbolised saline. 4-5 c cm. of 
serum and the same amount of complement are mixed in 
the syringe and injected into the subcutaneous tissue of the 
abdomen. Beneficial effects were produced in many cases. 

Dr. W. C. Minchin (Herstmonceux, Sussex) writes to say 
that he has treated many patients with tri-methenal allylic 
carbide and that he can endorse the results recorded by Mr. 
W. Allingham in The Lancet of Nov. 9th. Five patients 
constantly using preparations of allyl for other ailments, 
and residing in different houses in which the inmates were 
all stricken down with influenza, have themselves remained 
immune. 


THE SPACING OF INJECTIONS IN THE MAIN¬ 
TENANCE OF A PNEUMOTHORAX. 

To the Editor of The Lancet. 

Sir,—T he very needful warning which Dr. Claude 
Lillingston has sounded in your issue of Nov. 30th, under 
the above heading, as to the risk of re-expansion and 
adhesion of a collapsed lung when too long an interval 
between “fillings” is allowed to elapse, tempts me to 
support his case with a parallel illustration, and also, if 1 
may, to extend his danger area so as to cover a closely allied 
pitfall which awaits the feet of the unwary. And first of all 
for the illustration. 

Towards the end of 1916 a lady was brought to me by » 
sanatorium physician for advice as to the continuation or 
otherwise of pneumothorax treatment. The collapse bad 
been initiated some 12 months previously at another sana¬ 
torium ; six months later a pleural effasion appeared, and 
the fillings had been abandoned for some months owing to 
the occurrence of troublesome “ reactions.” At the time I 
saw her all trace of gas had disappeared ; there was fluid up 
to the second rib covering expanded lung, which supplied 
loud blowing breath sounds and abundant crepitations, and 
appeared to be adherent at the apex. I strongly advised 
re-establishment of the pneumothorax, and myself replaced 
the fluid with gas, and fortunately succeeded in separating off 
the adhering apex. Bhe returned to. the sanatorium and 
began to improve on monthly fillings, and continued to do so 
at another sanatorium to which she subsequently moved. 
But here, unfortunately, an interval of two months was 
allowed to elapse between two fillings, and she returned to 
me in May, 1917, with the lung again partly expanded and 
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The complainant was Mr. Norman Senior. Mr. Sharpley 
was accompanied by his counsel, Mr. Le Bas, instructed by 
Messrs. Snell and Co. Mr. Senior was unable to attend 
owing to illness. 

Mr. Harper, solicitor to the Council, read the decrees of 
the Divorce Court and the shorthand notes taken at that 
hearing. 

The Council having deliberated on the case in camera , 
the parties and the public were recalled, and the President 
said : Mr. Sharpley, I have to inform you that the Council 
has given careful consideration to your case ; it has judged 
you to have been guilty of infamous conduct in a professional 
respect, and has directed the Registrar to erase your name 
from the Medical Register. 

The Cate of Isaac Bernard Barclay, M.R.C.S. Eng 
L.R.C.P.Lond ., D.P.H . 

He was charged as follows : — 

“That, being a registered medical practitioner, with the object of 
obtaining the appointment of tubetculosis officer to the Derbyshire 
County Council, you knowingly and falsely stated in your form of 
application that you had held the resident appointments of bouse 
physician, Leeds General Infirmary, and clinical assistant, Liverpool 
Chest Hospital. And further, with the same object, that you sub¬ 
mitted to the Tuberculosis Committee of the said Council a printed 
copy of a testimonial dated August 28tb, 1915, which you had know¬ 
ingly falsified in a material particular—vis., by making it falsely to 
state that you had held the appointment of assistant resident medical 
officer of the Winsley Sanatorium since July 11th, 1913,-whereas you 
had in fact held such appointment for less than one month prior to 
August 28th, 1915. And that in relation thereto you have been guilty 
of infamous conduot in a professional respect.” 

The complainants were the Tuberou’osis Committee of the 
Derbyshire County Council, and their case was presented by 
their assistant solicitor, Mr. H. W. Skinner. Mr. Barclay 
was accompanied by Mr. F. Greer, K.C., instructed by 
Messrs. Rhys, Roberts and Co. 

Mr. Skinner, opening the case, said that ;n March, 1917, 
the County Council advertised the vacancy of assistant 
medical officer of the sanatorium, and Mr. Barclay applied 
by letter on April 10th, but without mentioning testimonials. 
On April 19th the committee interviewed him and he was 
appointed to the position. Shortly afterwards Dr. Fowler, 
the medical superintendent of the sanatorium, offered 
himself for military service, and it was suggested to Mr. 
Barclay that he should apply for that post as temporary 
superintendent. He did apply on May 2lst, and an applica¬ 
tion form was sent to him to be filled up. It was tu the in¬ 
formation thus given that the chief charge arose, for defend¬ 
ant stated he had been house physician at Leeds General 
Infirmary, clinical assistant at the Liverpool Chest Hospital, 
also assistant resident medical officer at Winsley Sanatorium. 
Testimonials were enclosed from Mr. Gibbs, of Charing 
Cross Hospital; Dr. Howells, City of London Hospital; 
Dr. Hellier, Dr. Owen, Dr. Clegg, and Mr. Russell. At the 
meeting of the Tuberculosis Committee Dr. Barwise took 
Mr. Barclay through his application and the testimonials by 
which it was accompanied. On June I3tb Mr. Barclay was 
appointed temporary medical superintendent. Owing to 
the fact that, when* asking for the approval of the Local 
Government Board of the appointment, Mr. Barclay’s name 
could not be found in the Medical Register inquiries were 
made, and it transpired that defendant’s real name was 
Bernstein, and he had changed it by deed-poll, but did not 
have the alteration made in the Register. This explanation 
was frankly accepted by the committee, but later still his 
further statements were regarded as so suspicious that, at 
the request of the committee, he attended before them. His 
replies were so unsatisfactory that he was dismissed the post 
and required to leave immediately. This he did without 
making any protest. 

Dr. Barwise was examined and cross-examined, and his 
narrative supported in the main Mr. Skinner’s opening. 

Mr. Barclay gave evidence. He said he filled the form up 
in a great burry in his bedroom late at night, without due 
care, in order to* catch the last postal clearance, he having 
received a telegram stating that the next diy was the last on 
which his application was receivable. The insertion of the 
year 1913 instead of 1915 was an error. He had no wish to 
deceive, especially as he knew that any misstatement he 
might make would be sure to be discovered. Asked as to the 
original of the testimonial furnished by Dr. Howells, of 
which he sent what purported to be a copy, he said it could 
not be found, but that he had received three testimonials 
from that gentleman. He considered he was entitled to 
mention on the form the various hospitals at which he 
obtained permission to attend in order to improve his 
medical knowledge. 

The Council deferred the consideration of the case until 
the following day. 
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Thursday, Nov. 28th. 

The Council having deliberated in camera on the case of 
Isaac Bernard Barclay, the defendant and the parties were 
called in, and the President pronounced the following 
finding : I have to inform you that the Council, after very 
careful consideration, have found that the facts alleged 
against you in the notice of inquiry have been proved to 
their satisfaction. You have therefore been guilty of what 
is therein stated, that, with the object of obtaining a certain 
appointment, you knowingly and falsely altered and mis¬ 
stated in your applications and in your letters facts so that 
they should be to your greater advantage. I need not 
impress upon you, further, the gravity of that finding, which 
amounts to a finding of repeated untruthfulness. Having 
regard, however, to your comparative youth, and to 
your obvious failure to appreciate the importance of 
strict truthfulness in matters relating to your profes¬ 
sion, the Council have decided to suspend their judgment 
against you for one year—the judgment, namely, which 
would proclaim you guilty of infamous conduct and erase 
your name from the Register. They will require you, how¬ 
ever, to attend here next May, and to produce at the session 
which will then be held evidence satisfactory to the Council 
as to your conduct in the interval, particularly in respect of 
truthfulness. And they will then require you, unless 
judgment is pronounced in the May session, to appear 
before them in November next to hear what their judgment 
is. They will also require you, before May next, to send in 
to the Registrar the names of two or three persons who 
know you and who are of standing and respectability, to 
whom the Council may refer for an opinion as to your 
character and conduct irom this time forth. 

The Council have to express their acknowledgments to the 
Derbyshire County Council for the clear manner in which 
they had performed a public duty in calling attention to 
this case. 

The Case of Stanley Henry , M.B ., Ch.B. Aberd. 

The charge against this practitioner was as follows :— 

“ That being a registered medical practitioner while acting as locum 
teuens for Kenelym Cobham Edwarjs. of Tudor House. Sawston. Cam¬ 
bridge. L.R.O.P., L.R.C.S. Kdln., L.F.P.S. Glasg., and attending bl» 
patients, you were drunk, and thus incapacitated from properly carry¬ 
ing out your professional duties towards them. And further, on or 
about Oct. 20th, 1917. while drunk, and In the course of a professional 
visit to her. you made improper advances to one Mrs. Florence 
Elizabeth Gee. And in relation thereto you have been guilty of 
infamous conduct in a professional respect.” 

Dr. Henry gave evidence in denial of all the charges, and 
detailed evidence having been heard from witnesses on both 
sides the President, after consultation with the Coancil 
in chmera , announced that the allegations against Dr. Henry 
had not been proved and that the charge was dismissed. 

Friday, Nov. 29th. 

The Case of John Stanley Francis. 

The Council considered the case of John Stanley Francis, 
a registered dentist, who appeared before the Council at the 
May session. There had been at that time three police-court 
convictions against him for disorderly or drunken behaviour. 
Further consideration of the case had been postponed until 
this group of sessions, and the Dental Committee now reported 
that no fresh notice of conviction hii reached the Council, 
and that Mr. Francis had submitted testimonials as to his 
character and conduct in the interval, which were regarded 
as satisfactory. After deliberating vn camera the President 
announced that the Council did not see fit to direct the 
Registrar to erase the name from the Register. 

“ Army Education Certificate” in General Education. 

The President announced that the Council had passed 
the following resolution :— 

“That the ‘ Army Education Certificate’ in the subject* of general 
education, if attested by a University or other Licensing Body *» 
sufficing for admission to its course of professional study, should he 
accepted for registration in the Student*’ Register.” 

The Case of Dr. J. M. R. Flament. 

The charges against this practitioner were two. The first- 
alleged that he had given an improper certificate enabling 
an Italian subject to avoid military service. The second 
alleged that he had supplied a patient, desirous of procuring 
her own miscarriage, with certain pills at a charge of £2. 

Mr. Tindal Atkinson, K.C., appeared for the Ministry of 
Munitions, Mr. A. Neilson, K.C., for the defendant. 
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Mr. Atkinson, in his opening statement, said Dr. Flament 
bad been practising in Carlisle for eight or nine years. The 
man Coia, who figured in the case, was a dining-car chef who 
had a confectioner’s business in Carlisle. He did not wish 
to serve in the Italian Army, and went to Dr. Flament to see 
whether he was fit. Dr. Flament gave the man a certificate 
to the effect that he had treated him four years ago for 
acute septic tonsillitis, leading to abscess formation, and 
that four months later he had treated him for diphtheria, 
which had left him subject to cardiac weakness and angina 

E ectoris. But actually, said counsel, the man had been ti'eated 
y Dr. Flament once only, and that was for the removal of 
tonsils; he had not had either diphtheria or angina, in 
consequence of his occupation Coia was not called up, 
and nothing further was heard of the circumstances 
until April, 1918, when Dr. Flament sent him a bill for three 
guineas, followed by a county court summons. Subsequently 
the man was examined by a medical board and passed 
Grade I., and was now* serving in the Manchester 
Regiment. The second offence alleged was that a girl 
named Maggie Stalker, who was three months pregnant, 
was anxious that her parents should not know of her con¬ 
dition, and, with her sister, she called on Dr. Flament in 
October, 1917, to ascertain whether be could give her any¬ 
thing “ to get rid of it.” The doctor examined her and 
offered to. supply her with some pills which, he said, would 
cost her £2. The girls said they could not afford that sum, 
whereupon he wrote out a prescription. This medicine, 
however, had no effect. She returned, and ultimately bought 
the pills, but these also were ineffectual, and the baby was 
born in April, 1918. Counsel did not affirm that what Dr. 
Flament had given her was noxious; the offence was that 
he allowed the girl to think that the drug would effect the 
purpose she desired. 

Considerable legal argument ensued between counsel, Mr. 
Neilson contending that the case ought not to be taken 
because the Ministry of Monitions had not obeyed the 
Htanding Orders of the Council, which required that the 
witnesses should make sworn depositions, whereas in this 
case there had been no statutory declarations. A further 
reason was that the second charge was a criminal charge, 
and that it should first be investigated by a criminal court 
before this Council had any jurisdiction. 

After consideration of the points raised in camera the 
President announced that the decision was to over-rule 
both objections and to proceed with the case. They decided 
to take the second charge first. 

Dr. Flament, Maggie Stalker, and other witnesses 
having given evidence, the Council deliberated in camera. 
The President later announced that the Council found that 
the facts alleged in that part of the notice of inquiry had 
been proved to the satisfaction of the Council. 

Mr. Atkinson said his feeling was not to proceed with the 
other charge. 

The Council then again retired, and later it was announced 
that Dr. Flament bad been guilty of infamous conduct in 
a professional respect, and the Registrar had been instructed 
to erase his name from the Register. 

The Council adjourned on Saturday, Nov. 30th. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

Surg. Lieut.-Comdr. C. D. Bell to be placed on Retired List. 

Surgeon Lieutenant-Commanders to do Surgeon Commanders : M. J. 
Uiffan, A. D. Spalding, A. MvCloy, F. E. Anley, A. C. W. Newport, 

A. Davidson, G. D. Bateman, D. P. Chapman, B. F. MacMahon, W. N. 
Blatchford, G. C. Cross. 

ROYAL KAYAL VOLUNTEER RESERVE. 

J. Sharpe to be temporary Surgeon Lieutenant. 

ARMY MEDICAL SERVICE. 

<Col. H. M. Adamson is placed on retired pay. 

ROYAL ARMY MEDICAL CORPS. 

Temp. Capt. A. G. Stewart to be acting Lieutenant-Colonel whilst 
specially employed. 

Td be acting Majors whilst specially employed : Temp. Capt. G. J. 
Arnold ; Temp. Lteut. G. E. Froggatt. 

Capt. W. W. Treves to be acting Major. 

Temp. Major T. H. T. Frampton to draw the pay and allowances of 
Ills temporary rank whilst specially employed. 

Temp. Capt. W. W. Wells relinquishes the acting rank of Major on 
re-posting. 

Temp. Capt. S. B. Beech, Canadian A.M.C., to be temporary Major. 
To be Captains: Capts. (from Sp*clal Reserve) F. D. Annetdey, 
W. Tyrrell, J. II. Ward, R. C. Aitchisuii, W. Bird, W. a. Tyndail, 
J. Vallance, R. G. Mar'yn; Capts. (Irora Territorial Force) ,’J. W. 
Durton, M. Morris, B. H. C. Lea-Wilson : Temp. Capts. F. Harris, 
G. S. Douglas. 

Temporary Lieutenants to be temporary Captains : G. W. Mlddlemlss, 
CL H. Bryan, J. M. Ha!', W. H. Gray, J. A. Berlyn. 


To be Lieutenants, and to be granted the temporary rank of Captain : 
Capt. J. W. G. H. Riddel, from T.F. ; Temp. Capt. P. H. Wells ; Capt. 
C. 1). J. Young, from Spec. Res. r 

Temporary Honorary Lieutenants to be temporary Honorary 
Captains : F. Coates, G. S. Peppers. 

J. O’B. Hodnett to be temporary Honorary Lieutenant whilst 
employed with No. 8 Red Cross (Baliic and Corn Exchange) Hospital. 

E. Whalley and J N. Beadles, late tjfnporary Lieutenants, are 
granted the honorary rank of Lieutenant. 

Officers relinquishing their commissions: Temp. Major H. B. Durham 
(on ceasing to be employed); Temp. 'Capts. A. MacKintoab, A. 
Burton. B. U. 8. Aylward, T. P. Gray, J. M. Twentyman, J. H. 
Jones, W. F. Wilson, W. C. P Bremner. P. McDougall. J\ S. Stewart, 
J. C. R. Braine-Hartnell, A. B. Blomfiel i. S. J. C. Fraser, E. M. Ashcroft, 
J. J. McMillan, H. Emerson, W. G. F. Johnson, F. Carson, A. Jones, 
J. H. Blakeney, H. J. Nightingale, N. C. Talbot, F. K. Keane, M. 
Alkman, C. E. Pepper (on account of ill health contracted on active 
service, and is granted the honorary rank of Captain), H. C. Martin, 
A. L. Husband, R. McAllister, H. T. H. Butt, F. B. Easton, F. R. 
Smyth. J. A. Hayward, R. C. de C. Wheeler, T. Johnston (on account of 
Ill-health, and is granted the honorary rank of Captain), L. B. Perry 
(on account of ill-health contracted on active service, and is granted 
the honorary rank of Captain) ; Temp. Lieuts. K. Buchanan, F. E. 
Clay, R. F. Tworf. P. J. Flood, G. M. Crawfoid, J. Jamieson; Temp. 
Hon. Lieut. R. F. H. Jones (on ceasing to be employed at the Welsh 
Hospital, Netley). 

SPECIAL RESERVE OF OFFICERS. 

Capt. C. H. G. Penny to be acting Major 

Capt. W. V. Tot hill is appointed for service under the Colonial Office. 
Lieutenants to be Captains: H. M. Holt J. W. H. Grice, J. J. 
Conybeate. S. M. Riddick, L. C. Moore, C. G. Magee, J. W. Brash, A. B. 
Platt, W. T. G. Boul, K. J. A. Gillauders, W. B. Buer. 

Lieut. H. M. Savory relinquishes his commission on account of Ill- 
health contracted on active service, and Is granted the honorary rank 
of Lieutenant. 

W. M. Casper, W. H. Simmons, G. F. Peters. W. A. Hawes, and R. A. 
Olphert (from University of London Contingent, O.T.C.) to be 
Lieutenants. 

TERRITORIAL FORCE. 

General List.— Capt. C. F. Searle to be acting Major whilst specially 
employed. 

Capt. (acting Major) R. M. Wilson relinquishes his acting rank on 
ceasing to be specially employed. 

Capt. J. Morham to be acting Major whilst specially employed. 

Capt. C. R. Wallace is seconded for service under the Colonial Office. 
Major G. R. Murray, 2nd Western General Hospital, Is seconded 
whilst holding a temporary commission in the Army Medical Service. 

Capt. A. G. T. Fisher, 2nd Southern General Hospital, to be acting 
Major whilst specially employed. 

Capt. (acting Major) J. Patrick, 3rd Scottish General Hosplta', 
relinquishes his acting rank, and remains seconded. 


ROYAL AIR FORCE. 

Medical Branch. 

The following have received temporary commissions 
As Lieutenants-Colonels. 

Lieut.-Col. -T. D. C. Barry, R.A.M.C. ; Lieut.-Col. T. Philip, 
R.A.ivJ.C. (T.F.); Major G. N. Biggs, acting Lieutenant-Colonel, 
R.A.M.C.; Fleet Surgeons (R.N.) H. E. South, H. J. Hadden, E. C. 
Cridlaud, E. 0. B. Carberry, N. H. Harris. 

As Majors. 

Staff Surgeons (R N.); II. R. Fasson, G. D. Bateman, A. W. Iredell, 

B. R. Bickford, D.S.O.. C. F. Bainbridge, J. D. Kelr, R. H. McGiffen, 

E. M. W. Hearn, L. L. Greig, A. Fairley; Majors vR A.M.C.) E. G. R. 
Lithgow, W. G. Mitchell; Major (R.A.M.C., T.F.) A. H. Hogarth. 

As Captains. 

H. B. Porteous (late Captain, R.A.M.C., T.F.) as Captain and to be 
acting Major whilst specially employed. 

Captains (R.A.M.C.) J. C. Hall, G. W. Clarke, F. Roberts, 

C. C. Fitzgerald, M.C., H. N. Ilolt, H. J. Orr-Ewlng, H. M. S. 
Turner, J. J. Sinclair, W. H. Payne. J. K. Cox. A. W. Weston, H. Y. 
Riddell, R. J. Hearn, J. R. Russell, E. P. Chenuells, A. J. O. Wlgmoie, 
J. Keenan, D WtlBon, H. B Smith, P. W. McKeag, A. F. Rook, 

F. Irvine, R. L. Roe, P. H. Hadheld, L. G. Davies, H. Harvey, A. J. 
Davoren. T. S. Rippon, C. Salkcld, F. H. Bowen, H. W. Pigeon, 
W. P. Nasmyth. K. Brown. W. H. Anderson, J. L. Whatley, A. 
Thompson, A. E. F. F. Huntsman, R. A. G. Elliott, W. F. Walker, 
E. W. Longden, W. B. Loveless, M.C., A. K. McCulloch, H. K. 
Whittlugham, D. Cameron, J. B. Cable, H. N. Wright, J. S. Stevenson, 
L. C. Rivett, T. R. Hunter, K. P. Carmody, F. C. Jobson, D. Ranken. 

L. A. Walker. W. P. Whippell, R. H. Robbins, J. D. Bridger, K. H. 
Dixon, A B. Rooke, F. C. Morgan. A. E. B. Sim, C. Visger, W. M. 
Jeffreys, L. C. Smith, E. R. Bastard, L. C. Blackstone, G. Lewln. W. A. 
Simpson, A. W. P. Plrie, A. H. Wade, W. Baunerman, A. B. Lindsay, 
J. J. O’Mullane, J. Gardner, T. E. Regan, C. J. Miner, C. E. Lowe, 

M. R. Dobson, 0. May, M. Hocken, C. Peacock, C. P. Stiong, A. H. L. 

Thomas, A. P. Woolright, W. F. Wilson. ______ 

Cap-.s. (R.A.M.C., S.R.) W. Darling, M.C.. N. C. Bazett. M.O., H. S. 
Baker, A. A. Atkinson, K. E. Bell, K. Biggs, R. D. Goldie, I. L. 
Waddell. J. Lawson, E. N. H. Gray, F. J. Murphy, S. H. de G. 
Pritchard. 

Capts. (R.A.M.C., T.F.) A. MacLennan, J. M. Kirkness, F. C. 
Kemuson. J. A. Parsons, J. P. N. Casey, W. H. U. Bennett, A. 8coti- 
Turner, A. Leitch, J. P. I. Harty. C. Webb, F. J. P. Saunders, J. J. C, 
Hamilton, O. Gleeson, W. K. Kemp, N. K. WiUainton, C. P. C. 
Sargent. H. J. Shanley, E. W. Gregory. 

Capt. (temp., R.A.M.C.) P. J. Flood. 

P. A. Hall, D. J. Cannon, C. L. McDonogh. 

A. E. Panter (Permanent Surgeon, R.N.;. 

Surgeons (R.N.) H. R B. Hull, A. K. Sharrod, E. J. Boyd, S. Robert¬ 
son, P. M. Keane, H. G. Sutherland, R. S. Overton, H. W. Scott, R. G. 
Lyster. N. F. Lloyd, V. A. Flayne, D.S.O., J. Kolhwell, H. G. Anderson. 
R. H. Knowles. J. O. Watson, W. G. Bobertton, J. O. H. Aden, J. P. 
Walker, C. H. Browne, G. H. Latham, J. Ailen, V. Magee, J. R. Adam, 
E. Heffernau, J. A. Gordon, J.Grimoldby, J. M. Btmg*y, A. G. Holinau, 
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H. H. Gellert. B. D. Granger. H. J. Bates, T. C. St. C. Morton, R. M. 
Dannatt D. G. Boddle, M. K. O. Wilson, J. T. Thomas. J. Duffin, O. H. 
Gotch. C. K. Klndersley, T. K. F. Kerhy. R. D. Neagle. R. W. Pritchard, 
T. R. S. Thompson. L. C. M. Wedderburn, K. B. Alkman, U. T. D. 
Fietcher, W. A. Pocock. 

Surgeons (R.N.V.R.) C. J. G. Taylor, E. P. Punch. 

J. D. Cherry. 

As Lieutenants. 

C. McC. Jones (Honorary Captain, Retired List) and to be Honorary 
Captain. 

Lieuts. (R.A.M.C.) J. A Johnson, P. M. Roberts, C. T. Costello. 
J. W. Brash (Lieut. R.A.M.C.. S.R.). „ „ _ „ 

J. Prendergast. T. J. X. Canton, S. G. Seymour, W. F. Shell, 
V I. Levy. C. C. Rowland. P. McDlarmld, A. Watson. H. J. Swan, J. W. 
Healy, A. Briscoe, M. M. Price, M. J. Smyth, B. G. O’Gorman. 

Dental Branch. 

Lieut. F. B. Stradling to be Lieutenant, from (T.). 

A. G. Marks is granted a temporary commission as Lieutenant. 


BOOKS, ETC., RECEIVED. 

Arnold, Edward. London. 

Practice of Surgery. By R. Howard, M.S. 2nd ed. 25#. 

Bailj.ikke, Tindall. and Cox, London. 

Papers on Psycho-Analysis. By 15. Jones, M.D. 2nd ed. 21#. 
Advanced Suggestion (Neuro-lnductlon). By H. Brown, L.R.C.P. 6#. 
Black, A. and C.. London. „ „ 

Surges at a Cas ntltv Clearing Station. By Cuthbert Wallace, 
F.R.C.S.. and John Fraser, F.R.C.S.E. 10#. 6 d. 

A Text-book of Midwifery for Students and Practitioners. By R. W. 
Johnstone, M.D. 2nd ed. 12#. 6 d. 

Cassk.ll and Co., London. _ _ , „ „ 

Manual of Chemistry. By A. P. Luff, M.D., and H. C. Candy, B Sc. 
6th ed. 12#. 

Macmillan and Co., London and Canada. 

The Soldier’s First-Aid. By R. C. Wood. ?#. 6 d. 

The Canadian Medical Week, Hamilton, May 27th to June 1st, 1918. 
$3.00. 

Masson kt Cie., Paris. 

Gun-Shot Fractures of the Extremities. By Joseph A. Blake, 
Lieutenant-Colonel. Medical Corps. U.S.A. 4fr. 

SyphiliH, Paludisme, AmibiaHe, Traitement initial ct Cure de Blanchi- 
ment. Par P. RavaiD, Medecin des HOpitaux de Paris. Preface 
du Professeur F. Widal. 4 t'r. 

Les Borgne* de la Guerre. Par le Dr. G. Valois, Membre de la 
Societe d'Opbtalraologie de Paris. 12 fr. 

Oxford Press Warehouse. London. 

Field Sanitation. By R. St. J. Macdonald. C.A.M.C. 6#. 

Wright, Joiln. Bristol. 

Our Baby. By Mrs. L. Hewer. 16th ed. 2#. 6<i. 

Communications, Letters, &c., to the Editor have 
been received from— 

pitals; Mr. N. P. Laing, Lond.; 
1 Dr. S. C. Lawrence, Lond. 

M.—Sir Henry Morris, Lond.; Mr. 


Prof. F. W. Andrewes, Loud.; 
Dr. J. Adams, Lond. 

B. —Messrs. Butterworth and Co., 
India ; Dr. H. O. Butler, Lond.; 
Dr. W. J. Butcher, Worthing; 
British Chemical Ware Manu¬ 
facturers’ Association, Lond.; 
Dr. B. Baikett, Rayleigh ; Mr. J. 
Burns, Edinburgh ; Lieut.-Col. 
J. W. Bird, R.A.M.O.; Mr. J. 
Best, Lond. 

C. —Dr. S. 1). Cltppingdale, Lond.; 


j. B. Macalpine, Manchester; 
Dr. H. C. Miller, Lond.; Dr. N. 
Moore. Lond.; Dr. A. A. Miller, 
Saint-Rome ; Dr. I. Moore, Lond.; 
Dr. M. McNeill, Edinburgh ; Mr. 
G. Mayall, Boll on ; Dr. C. Muthu, 
Wells; Bde -Surg. Lleut.-Col 
A. B. R. Myers, A.M.S. (retd.); 

__ d ^_ . Capt. A. MacDonald. 

College of Physicians of Phil- N.—National Food Reform Asso- 


adelphia, Seo. oi; Mr. J. F. Colyer, 
Lond.; Mr. A. L. Clarke, Lond.; 
Sir James Cantlie, K.B.E., Lond.; 
Committee on War Damage, 
Lond. 

D. _Mr. I. David, Colombo; Mr. 
P. Dow, Elgin; Prof. 8. De'-e- 
pine, Manchester; Major J. W. 
Downle, H.A.M.C.(T ); Decimal 
Association, Loud.; Mrs. A. 
Demetriadi, Tldeawell. 

E. —Epsom College, Lond.; Dr. 
A. U. Evarts, Jaffna. Ceylon; 
Capt. A. J. Kagleton, R.A.M.C. 

F. —Capt. W. Fletcher, R.A.M.C.; 
Lleut.-Col. H. French, R.A.M.C.; 
Capt. H. J. B. Fry, R.A.M.C.(T.); 
Capt. H. L. Flint, R.A.M.C.; 
.Factories, Chief Inipector of, 

Lond. 

G. —Dr. H. M. Gay, Middlesbrough; 
General Medical Council, Lond., 
Acting Registrar of; Mr. P. C. 
Gibson. 

H. —Dr. C. O. Hawthorne, Lond.; 
Dr. H. Head, Lond.; Sir Thomas 
Border, Lond.; Mr. W. S. 
Handley, Lond. 

J.—Mr. F. Jenner, Boscombe ; Mr. 

M. U. Judge, Lond. 

K — Lieut.-Col. J. Keay, R.A.M.C. 
L.—J. B. Lippinoott Co., Phil¬ 
adelphia ; Dr. A. E. T. Longhurst, 
Chandler’s Ford; London Units 
of the Scottish Women’s Hoa- 


ciation, Lond.; Mr. C. L. Nordou, 
Lond. 

O. —Mr. J. Offord, Lond.; Capt. 
J. H. Owen, R.A.M.C (S.B.); 
Sir Thomas Oliver, New’castle-on- 
Tyne. 

P. —Mr. R. D. Pedley, Lond. 

R. —Dr. C. Rtvi&re, Lond.; Dr. 
J. W. Rob, Weybridge ; Mr. B. S. 
Rowntree, York ; Mr. B. T. Rose, 
Birmingham; Capt. G. Riddock, 
R.A.M.C.; Royal Society, Lond.; 
Royal Society of Arts, Lond. 

S. -Lieut.-Col. A. Street, I.M.S.; 
Societe de Biologie, Paris; Mrs. 
H. M. Stansfeld, Lond.; Dr. 
E. I. Soriggs, Banff; Prof. W. J. 
Simpson, Lond.; Dr. G. A. 
Sutherland, Lond.; Dr. W. W. 
Set on, Lond.; Dr. P. L. Suther 
land, Wakefield; Dr. R. H. 
Steen, Dartford. 

T. —Mr. A. F. Theobalds, Buxton 
Mr. A. H. Thompson, Lond. 

W—Major C. J. Wiley, A.A.M.C. 
Dr. F. P. Weber, Lond.; Mr. 
J. M. Wadsworth, Leeds; Dr. A, 
Wylie, Lond.: Bt.-Major W. J 
Wilson. R.A.M.C.(T.); Dr. W. H 
Wynn, Bolton; Major H. W. 
Wiltshire, D.S.O., R.A.M.C. 
West London Medico-Chirurgical 
Society; Dr. S. A. K. Wilson, 
Lond.; Dr. C. II. Whiteford, 
Plymouth. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2 


ebical for Ifre ensuing Meek. 

SOCIETIES. 

ROYAL SOCIETY, Burlington House. London, W. 

Thursday, Dec. 12th.—Papers:—Dr. M.C. Stopes: The Four Visible 
Ingredients in Banded Bituminous Coal (communicated by Sir 
George Beilby) —Mr. H. C. Barett : Observations on Changes in 
the Blood Pressure and Blood Volume following Operations in 
• Man (communicated by Prof. W. M. Bayliss). 

ROYAL SOCIETY OF MEDICINE, 1. Wimpole-street, W. 1. 

MEETINGS OF SECTIONS. 

Monday, Dec. 9th. 

ODONTOLOGY (Hon. Secretaries— F. N. Doubleday, G. Paton Pollltt, 

J. Howard Mummery): at 7.30 P.M. 

Casual Communication : 

Major Plckerill: Skin Grafting of the Buccal Sulcus. 

Paper: 

Major F. M. Wells, C.A.D.C.: Food Deficiency Products and their 
Relation to Calcification and Fixation of the Teeth. 

Tuesday, Dec. 10th. 

PSYCHIATRY (Hon. Secretaries—Bernard Hart, G. F. Barham), 
at 5 p.m. 

Paper : 

Dr. Bernard Hart : The Methods of Psycho-therapy. 

Friday, Dec. 13th. 

EPIDEMIOLOGY AND STATE MEDICINE (Hon. Secretaries— 
William Butler, M. Greenwood): at 5.30 p.m. 

Presidential Address: 

Dr. E. W. Goodall: Enteric Fever in Flanders. 1914-1915. 

Dinner will be provided for those Members who desire it at 
Paganl's Restaurant (7.3D p.m.). Members wishing to dine are 
requested to c>rnmunicite with the H<»n. Secretary (Capt Green¬ 
wood, Ministrv of Munitions, 7, Northumberlaud-street, W.C.2), 
not later than Dec. 11th. 

The Royal Society of Medicine keep! open house for 
R.A.M.C. men and M.O.’s of the Dominions and Allies The 
principal hospitals ia tae metropolis admit medical officers 
to their operations, lectures, &c. Particulars on application 
to the Secretary at l, Wimpole-street, London. W. L 

MEDICAL SOCIETY OF LONDON, 11, Chandos-st., Cavendish-sq.,W. 
Monday. Dec. 9th.—8.30 p.m., Psper:—Lieut.-Col. E. F. Buzzard, 
R.A.M.C.: Epidemic Encephalitis. 

ROYAL SOCIETY OF ARTS, John-street, Adelphi, W.C. 

Monday. Dec. 9th.— 5 pm.. Cantor Lecture-.—Dr. J. C. Philip, 
O.B.E : Physical Chemistry and its bearing on Chemical aud 
Allied Industries. (Lecture II.) 

Wednesday—$.30 p.m.. Paper:—Major-Gen. Sir Frederick 8mlth. 
K.C.M.G., C.B.: The Work of the British Army Veterinary 
Corps at the Fronts. _ 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammeramlth- 
road, W. 

Clinics each week-day at 2 p.m., Wednesday, Friday, and Saturday 

also at 10 a.m. 

(Details of Post-Graduate Course were given In Issue of Nor. 30th.) 

NORTH-EAST LONDON POST-GRADUATE COLLBGB, Prince oi 
Wales's General Hospital, Tottenham, N. 

Out-patients each day at 2.30 p.m. 

THE THROAT HOSPITAL. Golden-square, W. 

Monday, Dec. 9th.—5.15 p.m., Special Demonstration of Selected 
Cases. 

Thursday.— 5.15 p.m., Clinical Lecture. 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37, Russell-square, W.C. 

Course of Lectures on Public Health Problems under War and After¬ 
war Conditions (each Lecture will be followed by a Discussion) 
Wednesday, Dec. lltb.—4 p.m., Lecture X.:—Dr. H. Pritchard: The 
Organisation and Administration of Child Welfare Centres. 

LONDON HOSPITAL MEDICAL COLLEGE, In the Clinical Theatre 

of the Hospital. 

A Course of Eight Lectures on Psychoneuroses in Peace and War :— 
Monday. Dec. 9th.— 5 p.m., Lecture I.:—Capt. M. Culpin. 
R.A.M.C.: Diagnosis of Hysteria and Psjchattherii*. History 
of Opinion. 

Tuesday.—5 p.m., Lecture II.:—Capt. M. Culpin, R.A.M.C.: The 
Unconscious. Conflict and Repression. The Censor. 
Thursday.— 5 p.m., Lecture III.:—Capt. M. Culpin, R.A.M.C.: 

Dissociation of Consciousness. Hypnosis. 

Friday.—5p.m., LectureIV.:—Capt. M. Cu pin, R.A.M.C.: Working 
Theory ; a combination of Janet and Freud. The ReLatioa of 
Hysteria to Malingering. 


Royal Surgical Aid Society.— The annual meet¬ 
ing will be held at the Mansion House, London, on Monday, 
Dec. 9th, at 4 p.m., with the Lord Mayor in the chair. 

Paris Faculty of Medicine.— M. Lejars has been 
appointed Professor of Clinical Surgery in succession to 
M. Reclus (deceased); M. Jeanselme to the chair of Cutaneous 
and Syphilitic Diseases, following M. Gaucher (deceased); 
and M. Vaquez succeeds M. Widal (called to other duties' as 
Professor of Internal Pathology. 
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appointments. 


Townsknd. Arthur, M.D., bM been appointed Medical Superinten¬ 
dent of Barnwood House, Gloucester, lu place of Dr. James Greig 
Soutar, resigned. _ 


faeanries. 


For further information refer to the advertisement columns. 

Birkenhead Borough Hospital.— Jun. H.S. £170. 

Birkenhead Union.— ttes. Asst. M.O. £500. 

Birmingham City, Pensioners' Hospital.—M.O. £500. 

Birmingham General Hospital. —lies. M.O. £155. 

Camberwell Infirmary.— Temp. Asst. Med. Supt. £500. Also Locum 
Tenens Asst. M.O. £7 7s. weekly. 

Cardiff, King Edward VII.'s Hospital—H.S. £2C0. Also Student 
Dresser. 52 gs. 

Chesterfield and North Derbyshire Royal Hospital—inn. H.S. £150. 
Croydon General Hospital.—Hon. M.U. 

Dudley, Guest Hospital— Hon. Surg. Staff. 

Dumfries and Galloway Royal Infirmary.—Rea. H.S. £150. 

Folkestone, Royal Victoria Hospital.— H.S. £200. 

Halifax County Bon>ugh Education Committee .—School M.O. £500. 
Hampstead General and North-West London Hospital.- H.S. and 
H.P. £200. 

Hellingly, Sussex, East Sussex County Asylum— Temp. Asst. M.O. 
7 gs. wk. 

Ijteds Public Dispensary —Two Hon. Dent. Surgs. _ 

Manchester Northern Hospital for Women and Children. —H.S. £150. 
Manchester. St. Mary’s Hospitals for Women and Children.— H.S. £203. 
Middleton-in-Wharfedale Sanatorium, nr. Ilkley.— Asst. Res. M.O. £325. 
Nottingham Geiteral Hospital .—Female H.P. and H.S. £250. 

Oxford, Radcliffe Infirmary and County Hosvital.—H.P. £200. 

Rochdale Infirmary and Dispensary.—Sen. H.S. £300. 

Royal London Ophthalmic Hosoital, City-road, E.C.— Kefrac. Asst. £100. 
Royal Waterloo Hospital Jor Children and Women, Waterloo-road, 
S.J5.—Female Jun. Res. M.O. £150. 

St. Bartholomew's Hospital.— Rob. Anaes. £80. 

St. Peter's Hosjrital for Stone, Sec., Henrietta-st., W.C.— Jun. H.S. £75. 
Sheffield Royal Infirmary .—Two H.S.’s. £150. 

Southampton. Shirley Warren Infirmary.—Res. Asst. M.O. £250. 
Stockport Infirmary.— Dispenser. £200. 

Taunton and Somerset Hospital —Sen. Res. H.S. 

Victoria Hospital for Children. Chelsea, S. W. —Sen. Res. M O. £250. 
Whitehaven and West Cumberland Infirmary. —Rea. H.S. £150 to £180. 
\Plgan Infirmary.—Sen. H.S. £250. „ _ 

Wolverhampton and Staffordshire General Hospital. —ttes. M.O. £200. 
Wooluich and Plumstead Cottage Hospital Association.— Hon. Med. 
Staff. 

Worcester County Sc City'.A&ylum, Powick.— Temp. Asst. M.O. £7 Is. wk. 

Thb Chief Inspector of Factories, Home Office, S.W., gives notioe of a 
vacancy for a Certifying Surgeon under the Factory and Workshop 
Acts at Kanturk, Cora. 


Jjirtfcs, Carriages, anb geaffcs. 

BIRTHS. 

AVBLIMG.-On Nov. 19th, at Dunstable, the wife of Captain K. J. 
Aveling, R.A.M.C.. of Bushey, of a daughter. 

Qxddell.-Oii Nov. 22nd, at Upper Fitzwilliam-street, Dublin, the 
wife of Major (acting Colonel) E. D. Caddell, M.C., K.A.M.C., of a 
daughter. 

Goodwin.— On Dec. 1st. at Mount Park-crescent, Ealing, the wife of 
Lieutenant-Colonel W. R. P. Goodwin, D.S.O.. R.A.M.C., of a son. 

Hamilton.— On Dec. 2nd, at Princes-gate. the wife of Captain Keith 
Hamilton. R.A M.C., of Egypt, of a daughter. 

SCAWIN.-On Nov. 27th, at Selway, Fairford, Glos., the wite of Major 
Scawin, R.A.M.C., of a son. 

Thornton.— On Nov. 25th, at Cotswolds, Cosham, Hants, the wife of 
Captain Gerald E. Thornton, R.A.M.C., of a son. 

MARRIAGES. 

Mabtyn-Clark—Rodgers. —On Nov. 30th, at St. Paul's, Chichester, 
Robert EiicNoel Martyn-Clark, L.H.C.P. AS. Edin., to Ethel Maud, 
youngest daughter of the late C. J. Rodgers, tun jab, India, 
and Mrs. Rodgers, Handsworth Wood, Birmingham. 

Kippinhr—Hakvky.— At Augustine Congregational Church, Edinburgh, 
on Saturday. Nov. 30th, 1918, Henry Anthony Rlppiner, MB., 
Cb.B., L.R.'C.S. Ed., of Bradford, to Florence Maude Elizabeth 
Harvey, of Edinburgh. _ 

DEATHS. 

Crockett.— On Dec. 2nd, at his residence, Sinclalr-road, Kensington, 
very suddenly, Edward Crockett, F.K.C.S., L.R.O.P. A S., aged 74. 

Lush— On Nov. 28th, at 48, Avenue road, N.W., from pneumonia, 
Percy J. F. Lush, M.A., M.B., B.Ch. Oxon., dearly loved 

husband of Lydia Lush, and youngest son of the late Kt. Hon. 
Lord Justice Lush, aged 60. 

r yucH —On Nov. 26th, at Wevmouth-street, W., Gilbert Lynch, 
M.A., M.D.. M.R.C.P., aged 67. 

Stopford-Taylor.— On Dec. 1st, from pneumonia following influenza, 
George Grayson Stopford Stopford-Taylor, M.D., of Rodney-street, 
Liverpool, in his 71st year. 

fi.B.—A fee of 6a. is charged Jor the insertion of Notices of Births, 
Marriages , and Deaths. 


jjtotes, jstyort Comments, anb Jnstoers 
to Correspondents. 

FOOD, HEALTH, AND THE GENERAL ELECTION. 
The management of our food supplies, including their 
constitution and distribution, played an all-important 
part in the successful prosecution of the war; the subject 
touches all departments^ life, and will be equally important 
in the days of reconstruction. With the advent of a new 
Parliament it is, therefore, reasonable that the attitude of 
prospective candidates towards the problems involved 
should be known, and with this object the National Food 
Reform Association, Danes Inn House, Strand, London,. 
W.C., is putting a series of questions to all candi¬ 
dates for Parliamentary honours with regard to milk- 
supply, food adulteration, public kitchens, slaughter¬ 
houses, meals for ohildren, the feeding of the Navy 
and Army, and other matters which have a direct bearing 
upon avoidable disease, preventive degeneracy, and upon 
the health of the people generally. Similar action was taken 
by the association during the elections of 1910, when on each 
occasion more than 100 candidates answered the questions 
in a sympathetic manner. In 1911, a meeting, convened 
by Dr. Christopher Addison and others, was followed by the 
formation of a Parliamentary Committee on Fopd and 
Health, whose activities have been suspended during the 
war. Its opportunities for useful work are now increased, 
and the support of Members of Parliament in sympathy with 
its operations ought to produce practical results. 

THE MEDICAL MAN’S INCOME-TAX. 

To the Editor of The Lancet. 

SiR t _ I too have made application for the deduction from 

taxable income for subscriptions to the Royal Society of Medi¬ 
cine, The Lancet and the Practitioner , and like “ Medical 
Superintendent,” whose letter appeared in your issue of 
Nov. 16th, was told that these items were not admissible 
deductions. The reason, given verbally, as I understood it, 
was that though these items would probably be accepted 
in a claim made under Schedule D they were definitely 
ruled out by the stricter legal terminology that appears to 
govern Scheduled. I then argued that as these subscrip¬ 
tions were made for the purpose of procuring the most 
recent professional literature in order to enable the 
doctor to keep himself up to date in his knowledge, 
and as this was a duty imposed on the doctor by his 
obligation to his patients, the items were properly most 
“ necessary expenses,” and, further, that their necessity was 
entirely unaffected by the particular schedule. The posi¬ 
tion would appear to be quite different from that in the case 
of Charlton v. The Commissioners of Inland Revenue, in 
which the reverend plaintiff was claiming relief for what 
was practically the voluntary purchase of a large ecclesias¬ 
tical reference library. .... 

The official to whom I applied appreciated my point, but 
said that in his opinion the Act was against it. It would be 
a graceful concession were the income-tax surveyors to 
receive instructions from the Commissioners to make all 
permissible deductions apply to both schedules equally. 
The cash value at issue is negligible, but the principle is 
worth a fight.— I am, Sir, yours faithfully, 

Nov. 26th, 1918. A WHOLE-TIME MEDICAL OFFICER. 

To the Editor of The Lancet. 

Sir —Referring to the letter of “ Medi&l Superintendent” 
in your issue of Nov. 16th the editorial view there expressed 
has been confirmed by authority higher than that of a 
surveyor of taxes. The real test is: Are the payments 
wholly and exclusively laid out for the purposes of the pro¬ 
fession? Subscriptions paid to professional associations 
from which benefit is (or may be) obtained are usually 
allowed ; but this does not, of course, cover subscrip¬ 
tions to private clubs. The cost of illustrated papers 
on waiting-room tables is not objected to. The renewal 
of professional books and instruments is always allowed. 
The word ” renewal,” of course, covers the purchase 
of a new edition to replace an earlier edition of the 
same book. But in my opinion it goes further and 
covers expenditure required to keep the medical man’s 
library abreast of new developments, just as in the case of 
instruments. A medical man or a lawyer.is not, as regards 
books, in the same position as a clergyman. In the medical 
and legal professions books are tools. 

The outstanding income-tax case of Usher's Wiltshire 
Breweries is referred to officially as giving the high authority 
of the House of Lords for the proposition that, in calculating 
profits for income-tax, outgoings may be deducted, though 
they were not necessary, if they were commercially 
expedient. I am, Sir, yours faithfully, 

Edinburgh, Nov. 27th, 1918. JOHN BURNS. 
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“ DR. WISE ON INFLUENZA.” 

’ Under the auspices of Sir Auckland Geddes, President of 
the Local Government Board, a kiuematograph film has 
been prepared by Mr. Jos. Best, B.Sc., on influenza. The 
film, which takes about 15 minutes to show, is entitled “ Dr. 
Wise on Influenza.” The doctor on the screen lectures to 
the audience on the precautions to be adopted bv a person 
suffering from influenza, in the patient’s own interest, as 
well as the interest of those he comes in contact with. The 
exhortations of the doctor are emphasised by the kinemato- 
graph pictures in a popular vein, designed with the intention 
of leaving a marked impression on the audience. The film 
is prefaced by an appeal from Sir Auckland Geddes to the 
public to assist the health officials by adopting the pre¬ 
cautions indicated. The Board have a certain number of 
copies of the film which they are prepared to lend to 
medical officers of health for exhibition purposes. Applica¬ 
tion for the loan of a film should be addressed to the Medical 
Officer of the Board. Medical officers of health might 
find that the proprietors of halls would be pleased to 
show the film if requested. 

DIARIES FOR 1919. 

With the advent of the New Year thoughts naturally turn 
to diaries. Before the war diaries were far more abundant 
and cheaper, and perhaps not valued as thev would be 
to-day. The first we have received is a block diary for 
1919 with a tear-off blank page for each day, measuring 
5i x 4j inches, on which as many memoranda can be 
written as on a postcard, for example. The front cover 
has a “ window ” which permits the date and day always to 
be seen as each slip is detached. Medical men desiring it 
should make early application to the Anglo-French Drug Co., 
Ltd., Gamage Building, London, E.C.l. 

THE MEDICAL PROFESSION AND THE PETROL 
RESTRICTIONS. 


THE FOOD FACTOR. 

At the Royal Institute of Public Health on Nov. 27th 
Alderman C. Spencer, Director of National Kitchens, traced 
the intimate connexion between the proper nutrition of the 
people and their health and productivity. In any scheme 
for protection against injury and disease local authorities 
should, he said, bear in mind the true principles of national 
feeding. In a town of 140.000 inhabitants, for instance, there 
were 4000 married women going out to work in factories 
with the result that their children only obtained ‘‘scrap 
meals.” Experience showed that where children got their 
food from a national kitchen weight regularly increased, 
while those fed on scrap meals often lost weight. House 
hold methods of cooking had been proved inefficient and 
wasteful, and were often inimical to the health of the cook. 
A national kitchen should, in the lecturer’s opinion, form an 
essential part of any new housing scheme. At present there 
were 800 voluntary and national kitchens in the country, 
practically all of them paying concerns. The effect of good 
food on productivity was shown by the fact that the presence 
of a canteen maintained the curve of output in the factory, 
which previously had been apt to fall after 11 a.m. 

THE PRESENT EPIDEMIC AND THE PRESSURE ON 
PRACTITIONERS. 

It is necessary to call the attention of the public to means 
for alleviating the pressure on civil practitioners and 
enabling them to cope successfully with the excessive 
work entailed by the present epidemic. Experience seems 
to show that the most effective means has been the exhibi¬ 
tion in a prominent place in the doctor’s surgery of a 
notice saying that it would be impossible to guarantee 
attendance on patients the same day unless messages were 
left before a certain hour in the morning. Experience 
derived from many areas has convinced the General 
Purposes Subcommittee of the Central Medical War Com¬ 
mittee that press notices have done little good compared 
with the above method. 


To the Editor of The Lancet. 

Sir,—N ow that there is some sign of the petrol restrictions 
being abated I think it is not inopportune to direct the 
attention of the medical profession to an injustice under 
which they have laboured for some time past. I refer to the 
price they are being charged for motor spirit. I am in¬ 
formed that No. 2 war spirit is sold at 3a. Sd. a gallon, and a 
rebate of the Excise duty on this brings it—the net price—to 
the doctors, of 3a. 5 d. per gallon. The commercial traveller 
or managing director of a firm, who uses his car for business 
purposes, buys No. 2 war spirit, duty free, at 3a. 3 d. per 
gallon, so that he gets it for business purposes at 2d. a gallon 
less than does the doctor. The argument is adduced that 
the doctor sometimes uses his car for other than business 
purposes. I am sure we all wish that we had the time and 
the opportunity to do a little “ joy-riding,” but it is many a 
long dav since we were able to do so. 

I really think that now the general public are to be 
allowed to use their cars for pleasure purposes—and it is to 
be hoped that the present exorbitant price of motor spirit 
will drop to somewhere within the range of the peace-time 
price—this question of the cost to the doctor of his car for 
professional purposes might well be reopened. 

I am, Sir, yours faithfully, 

Nov. 26th, 1918. qT p # 

WANTED, A HOME. 

To the Editor of The Lancet. 

Sir,—A young married relative wishes to be received as a 
paying guest in a thoroughly comfortable home, and I have 
thought that through the medical profession she might hear 
of what she wants. Our colleagues in country towns often 
know where such an inmate could be received with mutual 
pleasure. It is not a question of a doctor’s family. 

I am, Sir, yours faithfully, 

Dec. 2nd, 1918. M.D. 


HEREDITARY ABNORMALITY. 

To the Editor of The Lancet. 

•Sir,—I n connexion with this interesting subject (se< 
The Lancet, Nov. 30th), may I remind your readers of th< 
remarkable instance brought by Dr. H. Drinkwater befon 
the Royal Society of Medicine (Pathological Section) ii 
February, 1917? Dr. Drinkwater’s patients, two brothers 
each presented symmetrical and bilateral phalangeal syu 
ostosis of both hands and both feet. Both patients were it 
the direct line of descent from John, Earl of Shrewsbury 
who fell in battle in 1453. When the Earl’s body wa* 
exhumed in 1874 it was found that his lordship had sufferec 
from the same abnormalities as his present-dav representa 
tives, although thirteen generations had intervened between 
them. I am, Sir, yours faithfully, 

S. D. Clippinodalk. 

Holland Park-avenue, W., Nov. 3Ctb, 1918. 


THE MENACE OF THE MURINiE. 

During the year 1917, we learn from the Medical Officer 
of the Local Government Board, 38,106 rats were trapped in 
the London Docks. 2912 were examined and 2271 found to 
be Mu* decumanus , 578 M. rattus, and 129 M. alcxandrimu. 
One each of the two former were plague infected. The 
latest publication of the British Museum (Natural History) 
trustees. No. 8 of the Economical Series,' deals with Rats 
a?id Mice as Enemies of Mankind, and is from the pen 
of M. A. G. Hinton (London Natural History Museum, 
B. Quaritch and Dulau aad Co., lx.). Its appearance is 
timely in view of the Rat Order of the Ministry of Food. In 
additiou to a brief account of rat9 and mice in this country, 
their habits and breeding, the pamphlet deals with their 
relation to food and health, and suggests measures by which 
they can be controlled if not exterminated. An appendix 
contains notes on the structure and classification of the 
family of Maridse, of which the Murime (rats and mice) are 
a sub-family, with a key to the British species. References 
for further reading and the excellent illustrations add to the 
value of the handbook. 

NUTRIENT MEDIA IN THE SHOP. 

To the Editor of The Lancet. 

Sir,—A t this time one may see at many of the large 
“ stores ” little tables ready set out with attractive-looking 
sweet jellies which customers and their children partake of; 
they are not covered over, and are usually displayed where 
hundreds of people pass by, otherwise, no doubt, the latter 
might not realise they wanted jelly. I see larger savourv jellies 
also set out in ‘‘ dressed provisions” departments. If a report 
on the number and variety of influenza and other disease 
germs that settle to the square inch on the exposed surfaces oI 
these jellies were published, it might give consumers pause. 

1 enclose the names of two“ emporiums" (which doubtless 
are only among many) where my statement as to the exposure 
of these refreshments can be verified. 

I am, Sir, yours faithfully, 

Nov. 24th, 1918. ._ V. A. D. 

Enquirer .—No official figures are available, bat we under¬ 
stand that 10 years ago the names of about 800 women were 
on the Medical Register, and that the number now is between 
1500 and 2000. out of a total of nearly 44,000. 

Priority.— The subcommittee of the C.M.W.C. dealing 
with demobilisation has suggested certain principles for the 
guidance of the Ministry of National Service. The medical 
men of the T.F. and S.R.—numbering 1500 or so—mobilised 
at the outbreak of the war will have priority. Matters 
which will be taken into account in aetermining early 
demobilisation are age, civil state, financial and other 
responsibilities, and the type of practice. Other things 
being equal, the man over 45 will have preference over the 
younger man, married over single, private practitioners over 
whole-timers. 
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The necessity for these qualifications is not based on 
theoretical considerations only. Practical experience at the 
Invaliding Board of pupils under instruction who have failed, 
and of officers who have broken down from accidents, or 
stress of service, or inability to continue flying, has supplied 
strong confirmatory evidence. The symptoms complained of 
are numerous and various, such as fainting, giddiness, loss 
of consciousness, loss of control, exhaustion, headache, 
sleeplessness, loss of confidence, &c. An examination of 
those who present such symptoms and who are not suffering 
from active illness or gross injury shows that there has been 
usually an exhaustion or a giving out of the cardio-vascular 
or the nervous system. This is tbe outstanding fact in the 
vast majority of cases, and it is an indication to the 
examiner that he will do well to concentrate on these two 
systems in determining the fitness of a candidate for the 
flying service. 

The examiner should bear in mind that while he has to 
exclude candidates with gross disease of a disqualifying 
kind it is not from gross disease that the flying men break 
down and become useless. Apart from the direct injuries 
or wounds of the service and the effects of previous or recent 
illness, it is functional disabilities which bring flying men 
'before invaliding boards and which swell the numbers of the 
“ permanently unfit for further flying.” Some organ or some 
system has given out and the flying power has gone, although 
the officer may be perfectly fit for general service on the 
ground. It is this tendency to functional disability and the 
importance it assumes in flying work that the examiner 
must remember. His duty is to seek out and discover, if 
possible, any such tendency. Sufficient evidence of its 
presence may be obtained in the previous history of the 
candidate or io the medical examination carried out on the 
-abcvwe lines. 

Limitations of the Examination. 

The examiner will also bear in mind the limitations of his 
examination. It is primarily and essentially a medical 
examination to determine physical fitness. It is not 
expected that the examiner will be able to pick out the 
future cream of airmen at this early stage, any more than 
at an entrance examination at the university the future 
leaders of the medical profession are to be recognised. The 
examiner passes all those who come up to his standard of 
physical fitness and leaves to the future training and expe¬ 
rience the development of the individual’s flying ability. 

As already stated, the examiner must not be expected to 
decide as to which candidates have “the flying tempera¬ 
ment ” and which have not. It may be apparent at once, 
but, on the other hand, it is an elusive qualification and may 
be entirely latent until developed under actual flying expe¬ 
riences. Attempts to determine at the examination as to 
what heights the candidates should fly and what line of 
flying work he is best suited for are, to say the least, prema¬ 
ture. These questions can be settled only with knowledge 
and precision as the result of training and experience. 

The mentality of the candidate must be considered, but a 
low grade does not disqualify unless the examiner considers 
that it is so low as to amount to mental defect or deficiency. 
The quick, alert examiner must not mistake the slow 
cautious youth for an imbecile. The mental calibre, if not 
up to flying duties, will be sufficiently tested at the examina¬ 
tions which the candidate has yet to pass as a cadet before 
entering on actual flying, and to that test the medical 
examiner may safely leave the doubtful cases. 

Points to he Determined. 

A careful examination must be made to determine the 
presence of any gross or disqualifying disease. That applies 
in every medical examination, and the candidates must be 
found “fit for general service.” 

Over and above this the examiner has to try to determine 
how the important vital organs and tissues are doing their 
work and how they are likely to respond to conditions of 
stress and strain. From his examination of the human 
machine at rest and under ordinary conditions he has to 
attempt to gauge how the mechanism will work under 
entirely different and much more strenuous conditions. It is 
not a question merely as to the sounds and size of the heart, 
but how the whole cardio-vascular system is to stand strain 
and what are its reserve powers. It is not a question of 
percussion resonance, or breath sounds about the lungs, but 
how efficiently the respiratory functions will be carried out 

# 

in the flying sphere. Above all, has the candidate a 
nervous system which is strong and stable in itself and over 
which he can exercise control under novel and trying 
experiences ? 

This determination of the functional powers and of the 
reserve powers of the vital organs is difficult, but it is the 
chief problem which the examiner must try to settle. He 
must find out wherein the candidate is weak and wherein 
he is strong. It is in this connexion that single and 
standard tests fail, because their significance as regards 
the candidate’s functional powers has not yet been 
ascertained. 

The examiner has to form his decision on purely medical 
grounds. While appreciating a candidate’s keenness to 
become a flying officer, which may tend to cloud his memory 
as to some points in his medical history, the examiner moat 
not allow such keenness to counterbalance any evidence of 
physical disability. • While dealing courteously with any 
special influences from the powers that be in favour of a 
particular candidate, he must not allow any such influence 
to affect his judgment or decision. An examiner recognising 
his professional responsibility in deciding on the fitness of a 
candidate for the arduous duties of the air service should 
give his decision without fear and without favour. 

Previous Hearth and Illnesses. 

The importance of a careful investigation into the previous 
health and illnesses of a candidate cannot be overestimated. 

No examiner, however experienced, can deal sucessfully with 
his work if he omits this, and bases his opinion solely on 
tests and physical examination. It may be said that the 
candidate will conceal important facts in his eagerness to be 
passed, and many do. But with the examiner noting down 
his replies and cross-examining him the truth will be elicited 
in the majority of cases. In this inquiry also stress Uto be • 
laid on a history of special symptoms, which may be of 
importance in directing attention to particular organs in the 
physical examination which is to follow, or may be of such 
importance as to render the candidate unfit for flying. 

The examiner, for his own guidance, might lay down some 
such rule as the following: Any form of constitutional or 
acquired disability which has rendered, or which may render, 
the candidate liable to attacks of loss of consciousness, 
lapses of memory (mind a blank), fainting,"loss of vision 
(hemianopia, temporary amblyopia), or prostrating headache 
should be a definite cause of rejection. 

As regards special diseases the following list comprises 
those about which particular inquiry should be made : 
Asthma, malaria, syphilis, rheumatic fever and chorea, 
digestive disturbances, migraine, petit mal, epilepsy, nervous 
debility, neurasthenia, shell shock, concussion with uncon¬ 
sciousness, chronic joint disease (especially of the knee), and 
the diseases of active foreign service. Several of these form 
an absolute bar to acceptance, while others must be con¬ 
sidered from the point of view as to whether recovery has 
been complete or not. 

The complete examination of the flying candidate requires 
an investigation as to his fitness from a general surgical 
standpoint. A special examination must also be made as to 
the condition of the eyes, nose, ear, and throat. The 
candidate’s vision must be tested, and this is the only part 
of the examination yvhere definite standards have to be 
employed. It is to be hoped that the standard of normal 
binocular vision will soon be established. The examination 
of the ear, including the labyrinth, brings up the question 
of vertigo and balancing. On this subject my colleague. 

Mr. Arthur Cheatle, has introduced various testing exercises, 
which are useful not only as bearing on labyrinthine 
efficiency but also as indications as to the nervous tone and 
stability generally. 

The internal organs must be examined in order to exclude 
organic disease and to test their functional activity. We 
shall consider more particularly the two most important 
systems—namely, the cardio-vascular and the nervous. 

The Cardio vascular System. 

Our system of examination here proceeds on somewhat 
different lines from those of the naval and army services. 

Under the term cardio-vascular system are included the 
heart, the arteries, the veins, and the capillaries. Two 
entirely separate abnormalities are recognised—namely, 
organic disease and cardio-vascular debility. 

• 
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I,—ORGANIC DISEASE OF THE HEART AND BLOOD-VESSELS. 

Cardiac Murmurs. 

Organic disease of the heart is not common amongst 
candidates, but none the less it must be carefully examined 
for. The definitely disqualifying lesions, which are generally 
accepted in all the services, are mitral stenosis, as shown by 
a presystolic murmur at the apex, and aortic regurgitation, 
as shown by a diastolic murmur at the base Expressing 
this in another way, one may say that a definite murmur 
occurring during the period of diastole is a cause for rejec¬ 
tion. It is not necessary to discuss why these lesions should 
be viewed so gravely, because medical opinion seems for 
once to be unanimous on the subject. As regards our own 
experience amongst candidates previously examined we have 
found a tendency to diagnose a mitral presystolic murmur 
when it was not there and to overlook an aortic diastolic 
murmur when it was present. 

Apart from these two conditions, little attention is paid 
to murmurs, systolic in time, which are heard about the 
pnecordia, unless they are the result of rheumatic fever or 
are accompanied by definite pathological changes in the 
heart. A healthy youth who has never had rheumatic fever 
and who has never had any cardiac symptoms is not to be 
rejected because a systolic whiff or murmur is heard about 
the apex or the base. In the majority of the young candi¬ 
dates a careful examiner will detect a systolic murmur, with 
its maximum intensity over the pulmonic area; this is 
regarded as physiological and not pathological. A basal 
systolic murmur due to aortic stenosis is very rare—no case 
has occurred in my experience—and this lesion should not 
be diagnosed in the absence of clear evidence of hypertrophy 
of the left ventricle. 

If a systolic murmur is present at the apex and is 
regarded as due to mitral regurgitation, and if there is a 
history of rheumatic fever, it will probably be advisable to 
reject the candidate. This decision would not be based 
solely on .the mitral lesion, but also on the tendency to 
recurrence of the rheumatic disease. If a systolic murmur 
at the apex is regarded as due to mitral regurgitation, in the 
absence of a history of rheumatism we base our verdict on 
the presence or absence of any changes in the heart as the 
result of the mitral lesion. If the heart is not enlarged, or 
hypertrophied, as regards the right or the left ventricle, and 
if the sounds there are clear, and if the candidate has had 
no symptoms of cardiac disability, he may be regarded as 
possessing a functionally sound heart. In other words, a 
mitral lesion is weighed according to the effect it has pro¬ 
duced on the musculature of the heart and the heart’s 
efficiency, and if no effect can be detected the cardiac lesion 
may be ignored. 

Cardiac Irregularity. 

Cardiac irregularity is not to be regarded as an indication 
of cardiac disease. The most of the irregularities met with 
amongst candidates are not associated with any form of 
heart disease. 

The most common form is “the youthful type of irregu¬ 
larity,” a sinus irregularity which manifests itself by a 
quickening of the cardiac rate during inspiration, and a 
slowing during expiration. Every examiner should make 
himself familiar with this type of irregularity, which is 
extremely common amongst candidates, and has in the past 
been a common cause of rejection for the public services. 
This irregularity is of no significance or importance. 

The occurrence of extrasystoles or premature contractions 
is another not uncommon form of heart irregularity, and is 
usually manifested by an occasional “missed beat” dis¬ 
covered while one is auscultating the heart or feeling the 
pulse. This form of irregularity is of no importance taken 
by itself. If the candidate is conscious of the • 1 missed 
beat ” and says he can feel his heart stop and go on again, 
he probably has that sensitive type of nervous system which 
is potentially neurasthenic. 

In practice no candidate is rejected for any form of sinus 
irregularity or because of the presence of occasional extra¬ 
systoles. The more important forms of cardiac irregularity 
usually associated with an abnormal rhythm of the heart, 
such as auricular fibrillation or auricular flutter, heart- 
block, &c., are very rarely met with, but are to be regarded 
as evidence of disqualifying heart disease. Any form of 
paroxysmal tachycardia is a cause for rejection. 


Area of Cardiac Dullness. • 

If there is marked dilatation of the heart with a per- 
sistently rapid rate there is probably serious myocardial 
disease or infection, and the candidate should be rejected. 

A slight alteration in size or shape from what is usually 
described as “ the normal heart ’ must not be unduly 
emphasised. Candidates are not to be rejected because the 
apex beat is on or a little outside the nipple line, or because 
the normal area of cardiac dullness is slightly enlarged. At 
the age the candidates present themselves such variations in 
the size of the heart are common and are not of themselves 
of any special importance. On the other hand, cardiac hyper¬ 
trophy, usually associated with dilatation, is always patho¬ 
logical. If there is a definitely heaving action of the right 
or left ventricle, a cause for this must be looked for. and 
full consideration given to the underlying cause and its 
probable effects. Dilatation of the heart must not be con¬ 
fused with displacement of the heart. In many cases the 
apex beat may be found outside the nipple line when the 
candidate is standing, and drops back within that line when 
he lies down. 

The Arteries. 

Organic disease of the arteries in the form of arterio¬ 
sclerosis is not often met with ; it is sometimes present in 
the older candidates. Arterial thickening, with or without 
tortuosity of the vessels, is probably always the result of 
some form of toxaemia. If associated with renal disease or 
retinal changes, or cardiac changes, or definite symptoms, it 
is clearly a cause for rejection. If it is present without any 
other evidence of disease, and the candidate is physically 
sound, he may be accepted. 

A high systolic blood pressure—namely, 130 to 150, as 
estimated by the sphygmometer — is often found amongst 
candidates, and is not of itself a cause for rejection. If 
the examiner considers the blood pressure too high at systole 
or too low during diastole, or that the “ pulse pressure ” is 
unsatisfactory he must not reject the candidate on any one 
of these grounds unless he finds symptoms or signs of 
organic disease of the heart or blood-vessels. Striking 
variations in the sphygmomanometric reading are met with 
in connexion with cardio- vascular debility and in the absence 
of any organic disease. 

II. — CARDIOVASCULAR DEBILITY (C.V.D.). 

This is a condition which has come to occupy a position of 
great importance in the examination of flying candidates. 
As a clinical entity it may be said to have established itself 
owing to the war, but there is no agreement as to the under¬ 
lying cause or causes of the condition. We shall therefore 
deal with it from a clinical point of view. 

In determining the symptoms and signs and their import¬ 
ance we have derived evidence from two sources — namely, 
(1) the condition as it is met with in civil life ; and (2) the 
condition as it is met with in the case of flying officers who 
have broken down with similar signs and symptoms. A 
study of these two conditions will help one in determining 
the presence of cardio-vascular debility in candidates. 

Clinical Experience in Civil Life. 

In civilian practice clinical experience has marked out a 
type of individual characterised by certain cardio-vascular 
phenomena, present more especially during youth, but per¬ 
sisting in many cases through life. There is a tendency to 
breathlessness, to praecordial pain, to faintness or fainting, 
and to a rapid and thumping action of the heart under slight 
provocation. The faintness is often induced by a change of 
posture from the horizontal to the vertical, as on rising in 
the morning. The subject of this condition is in a chronic 
state of tiredness, and slight exertion soon brings on a 
feeling of exhaustion. Active games or heated rooms bring 
giddiness, fainting, or vomiting. He will state that he 
suffers from “ a weak circulation,” that his hands and feet 
are usually cold, that he has chilblains in winter, and 
that he stands cold weather badly. 

On examination we find no evidence of organic heart 
disease. There may be aD exaggerated sinus (respiratory) 
irregularity, or a rapid action of the heart, or some dilata¬ 
tion, or systolic murmurs heard over the praecordia. The 
pulse is a poor one in the sense that the tension is badly 
sustained. There may be exaggerated pulsation in the large 
vessels of the neck and in the abdominal aorta. The 
peripheral circulation is defective, as shown by the dusky 
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and cold hands and lobes of the ear. There is a tendency 
to venous plethora, which is present al 60 in the large abdo¬ 
minal veins. Functional albuminuria of the postural type — 
that is to say, due to a change from the recumbent to the 
erect position — is often present. 

These are some of the chief features of cardio-vascular 
debility as we have recognised it in civilian life. 

Cardio-vascular Debility in the Hying Man. 

Let us turn now to the symptoms and signs presented by 
flying men who have broken down under instruction, or as 
the result of a minor crash, or during active service. 

Amongst the common symptoms are tiredness and a sense 
of exhaustion easily induced by any exercise, faintness, 
giddiness, blurring of the vision, headache, rapid action of 
the heart and palpitation, pnecordial pain, and breathless¬ 
ness on exertion. In a large number of these cases we shall 
find the evidences of a defective circulation which we have 
described in our civilian type. 

It is not necessary to assume that all these conditions are 
the result of a flying career, or that they denote any special 
aerial malign influence on a healthy individual. Rather 
should we infer that the new surroundings and stress had 
acted on an individual already possessed of cardio-vascular 
debility, in a more or less latent form, so as to bring out the 
symptoms in a striking and disqualifying way. Those who 
have been engaged in the study of a similar (if not identical) 
condition known as “soldiers’ heart ” (D.A.H.) have been 
struck by the same fact. Hume and Parkinson have found 
that in a large number of cases of D.A.H. symptoms of a 
similar kind had existed during civilian life, and had only 
been intensified by army service, or intercurrent illness. 

Significance of the Symptom- Complex. 

It may be said that we are not dealing here with any 
known disease. This may be admitted, but a symptom- 
complex such as we are dealing with has its value. If in 
civil life men who have this symptom-complex are found to 
be limited in their activities according to the degree of 
its manifestations we are entitled to lay some stress on it. 
If in the flying service many men who break down more or 
less easily are found to show this symptom-complex in a 
marked degree, we are justified in considering it of some 
importance. If civilian experience and that of medical 
invaliding boards are to be made of practical value in the 
flying service it is of the greatest importance to apply them 
at the examination of candidates. Bearing these facts in 
mind the examiner will seek to determine the functional 
power of the cardio-vascular system in a candidate. Does 
it show any evidence of weakness ! Will it probably be 
strong enough to stand the causes of disturbance associated 
with air work, or will it probably break down under the 
strain ? 

The results of the inquiry into the candidate’s previous 
health as to such symptoms as fainting and faintness, 
shortness of breath. Sc c., must be considered in connexion 
with the cardio-vascular system. The information supplied 
may or may not be correct, but if there has been any evidence 
of former cardio-vascular debility, it will usually be possible 
to obtain it by cross-examination. For various reasons boys 
who suffer from cardio-vascular debility are often sent to 
school with the statement that they are “ delicate,” or have 
“ a weak heart,” or “ must not overdo games.” 

Examination ofjhe Heart. 

From an examination of the heart itself we learn little 
of its efficiency from the cardio-vascular point of view. The 
sounds may ring clear and true, but the cardiac action may 
be weak. The sounds may be blurred or reduplicated, but 
no evidence of a defective circulation is revealed. The apex 
beat may not be felt, and yet the ventricular contraction 
may be a powerful one. On the other hand, cardiac 
pulsation may strike (apparently) strongly over a consider¬ 
able area of the chest wall, simply as the result of nervous 
excitability. 

The cardiac efficiency is to be tested by its response to 
effort, and more especially by the degree of breathlessness 
induced by physical exercises. As a matter of practical 
experience, it may be pointed out that at the age under 
consideration the cardiac action is seldom inefficient, and a 
breakdown of myocardial contractility is not to be antici¬ 
pated. The disturbances which may arise in the heart are 


not primarily myocardial in origin, but are most commonly 
nervous. 

Along with other organs the muscular tissues of the heart 
seem to suffer secondarily under stress from a loss of tone or 
power, but the ordinary physical examination of the heart 
does not supply any definite information as to the presence 
or absence of this condition. While evidences of organic 
heart disease are absent, this type of individual shows in 
great variety and with great frequency systolic murmurs 
about the praecordia. 

The Heart Rate. 

A difficulty which presents itself in the case of these young 
candidates is that the excitement and anxiety of a medical 
examination leads to a rapid cardiac action. We find not 
uncommonly a rate of 110, 120, or 130. If this were the 
usual rate of the candidate’s heart he would probably be 
rejected. As his anxiety may persist through the whole 
examination the increase in cardiac rate may be maintained. 
As very few individuals possess any control over the cardiac 
rate we cannot always succeed in checking the rate by 
calming words to the candidates. 

If the increased cardiac rate is due to nervous excitement 
there will usually be a diminution if the candidate is placed 
at rest on a couch and is asked to breathe slowly and deeply. 
Another test employed is as follows. The candidate, lying 
comfortably on a couch, is asked to breathe very slowly and 
very deeply. The apex is then carefully auscultated for any 
change in rate during inspiration and" expiration. If the 
heart rate shows a respiratory variation, more especially a 
definite slowing during expiration, then in all probability 
the excited action is not cardiac in origin, but arises from 
some influence outside the heart, usually nervous and 
temporary. The reason for this conclusion is that the 
slowing of the heart is vagal in origin, elicited by respira¬ 
tion, and such slowing does not occur in hearts quickened 
by myocardial disease. If, on the other hand, the cardiac 
rate shows no change under rest or deep respiration there 
is probably some permanent disturbing factor at work, such 
as toxaemia or latent infection. In such a case the candi¬ 
date cannot be accepted and must be refused or deferred 
for a time. 

If the heart rate is found to be moderately increased on 
examination, up to 100 or 110 beats per minute, and if after 
exercise this rate is not increased or is definitely lowered, 
one may conclude that the disturbance is of nervous origin 
and do real importance. 

The quickening of the heart rate is usually of nervous 
origin, and as such must be taken into consideration with the 
other signs of nervous instability which may be found. 
Amongst candidates it is a very common condition, and as a 
medical examination has often a similar effect on seasoned 
warriors, too much stress must not be laid on this condition 
when it is nervous in origin and temporary. On the other 
hand, a slow pulse—namely, a rate of 60 to 70—is usually 
a good sign. Its presence at once excludes the numerous 
causes of disturbance or disease leading to a rapid cardiac 
action. It is also helpful in enabling one to judge more 
accurately as to the state of the circulation generally than 
when an excited and rapid heart action is present. 

The Pulse. 

Passing from the heart to the larger blood-vessels, we find 
valuable information supplied by the pulse. In a good type 
of candidate the pulse at the wrist is of good volume, of well- 
sustained tension between the beats, and does not show any 
sudden rise or fall during the beats. Elevation of the hand 
while the pulse is being felt may show a brief falling off in 
strength, but this soon passes off and the pulse quickly 
steadies itself whatever position the candidate assumes and 
whether the hand is lowered or raised. 

In another type of candidate (O.V.D.) we find a pulse of a 
different kind. The volume may be good but the tension is 
badly sustained. The beat may be strong, may appear 
stronger than usual, but it is quick and snappy, and the 
tension falls abruptly. We seem to have a sudden filling 
and a sudden emptying of the vessel, which in well-marked 
cases is strongly suggestive of the collapsing pulse of Graves’s 
disease or aortic regurgitation. 

Suppose this condition is present when the candidate is 
lying on a couch with the arm at his side. If the arm is 
raised vertically so that the radial artery at the wrist is some 
2 feet above the shoulder we find the above conditions are 
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intensified to a marked extent. If the tension of the pulse 
(horizontal) 9eemed rather poorly sustained there is no doubt 
about it when the arm is raised, and, further, there is no 
recovery of tension while the arm is- raised. It is found 
useful to make this test by feeling both pulses (radial) at 
the same time, the candidate’s one arm being raised and the 
other horizontal or pendant. One can then feel clearly the 
differences in the two pulses which has just been described. 

In extreme cases of C.V.D. we often find that the pulse 
falls away so markedly with the arm elevated as to become 
almost imperceptible. The beat itself is so weak and feeble 
that one cannot make out a diminution in tension between 
the beats. Whatever the cardiac driving power may be, its 
force seems to have been largely dissipated before it reaches 
the wrist. The healthy type of candidate seems to have 
circulatory organs always “ on duty,” as it were, ready to 
respond to any change in the circulatory conditions, and 
able to maintain a steady circulation under altered con¬ 
ditions. The C.V.D. type, on the other hand, seems to have 
a circulation always “off duty,” as it were, never ready to 
respond to a sudden change in the circulatory conditions, 
and unable to main a steady circulation under altered 
conditions. 

Readings taken by the sphygmomanometer in a number of 
C.V.D. cases vary much, but they seem to show that the 
systolic pressure is normal or raised while the diastolic 
pressure is normal or lowered. In other words, the “pulse 
pressure ” is usually above 50, and may be considerably 
increased. 

The Peripheral Circulation. 

As regards the peripheral circulation, we expect a good 
type of candidate to present signs of a healthy circulation in 
the hands and lobes of the ear. The colour should be light 
red or ruddy, and after pressure the superficial circulation 
should quickly restore tht normal colour, while the 
extremities should be warm under the ordinary conditions 
of examination. 

In a C.V.D. subject we find that the hands are dusky and 
cold, and that on pressure the pale patch fades away very 
slowly to be replaced by the same blue colour. When the 
limb is elevated above the head the force of gravity slowly 
removes the cyanotic hue from the extremity, which may 
become quite pale in colour. One is not surprised to find 
that chilblains are common in these subjects or that they 
suffer much from cold hands and feet. 

A few candidates have shown or given a history of white 
and cold hands instead of blue. This points to a condition 
of vaso-motor spasm in the arterioles rather than relaxation. 
It is a more crippling condition as regards the use of the 
hands, and a history of “ white fingers ” or evidences of the 
condition should disqualify, as it would probably be 
intensified under flying conditions. We have met with 
some flying officers permanently disabled for air work by 
this condition. 

Venous Plethora. 

A tendency to venous plethora undoubtedly exists in these 
C.V.D. subjects, but is difficult to determine by physical 
signs at an examination. It is probable that the symptoms 
in these cases are elicited under exertion or excitement by 
overfilling of the abdominal veins, the so-called “splanchnic 
flooding ” and fainting. The venous plethora in the abdomen 
is probably associated with the lack of tone in the abdominal 
muscles, to which reference will be made later. It may be 
shown in some cases, if the examiner presses both hands on 
the abdomen, by a swelling up and pulsation in the veins of 
the neck. 

Conclusions Reached from the Physical Signs. 

The above may be termed the physical signs by which we 
seek to determine the presence or absence of C.V.D. In 
themselves they do not indicate inability to perform the 
physical duties of ordinary life, nor do they imply ill health, 
although they may follow an illness. But the examiner’s 
task is in a sense a prophetic one, and the question to be 
decided is as to whether a candidate showing the above con¬ 
dition of the heart and blood-vessels has a strong and stable 
cardio-vascular system, fitted for the duties of a flying 
officer. To this the answer is that he has not, so far as we 
can judge from civilian practice, from army experience, 
and from experience of flying officers who have broken 
down. 


Practical Tests. 

It must be admitted that practical tests as regards the 
efficiency of the cardio-vascular system leave much to be 
desired. A candidate labouring under the excitement of a 
medical examination is not in a condition to show his best or 
his usual form at testing exercises. Before he has been asked 
to do anything we may notice the quickened pulse-rate and 
the quickened breathiug, of nervous origin. The tests 
which we should like to apply are not available in the 
limited accommodation of the examination room. The tests 
we do employ tend to be of an artificial character, and such 
as the candidate has not been accustomed to do, and such 
as he would often do after a little practice. Hence the late 
comers in the day may have had time to practise successfully 
the tests which the early comers have described to them ! 

One tests the effect on the heart rate and respiration of 
a definite amount of physical exertion such as that of 
swinging the raised arms down to the toes four times, or 
rising from the floor on one foot on to a chair and back again 
four times. The pulse-rate and respiration-rate are then 
counted, and the time taken until these rates return to 
normal (or to the candidate’s rate at rest) is noted. A 
quick return to normal, say under 30 seconds, is regarded 
as a healthy sign, while a delay of over two minutes is 
suggestive of C.V.D. Perhaps more valuable than the heart 
rate is the quickened and even laboured breathing which 
follows this moderate exercise in many cases of C.V.D. 

A greater amount of physical exertion may be employed 
by making the candidate march quickly up and down the 
room, or up and down a stair, and noting the effect on the 
pulse and respiration. No absolute standards can be given, 
but the examiner notes whether the result appears to be 
normal or excessive. 

Another test employed has been that of breath-holding. 
The candidate, when seated, is directed to expire as deeply 
as possible, to inspire fully, and then to hold his breath as 
long as possible while the nose is clipped or closed with the 
fingers. A minimum of 45 seconds has been suggested as 
the pass standard. There is a scientific preciseness as well 
as plausibility about this test which has rendered it popular 
with some examiners. A failure to attain to the pass 
standard has been ascribed to an inability to obtain sufficient 
oxygen owing to a low “vital capacity,” or to hypersensi¬ 
tivity, or to diminished oxygen pressure, or to the fact that 
the candidate uses up his available oxygen more rapidly than 
a normal man. There is evidently room for more scientific 
inquiry to determine what the test really does imply and 
mean, and its value as a test for aviation purposes. A high 
standard in breath-holding would seem to be more called for 
in sub-aqueous than in aerial pursuits. 

A Difficulty in Exercise Tests. 

One great difficulty in establishing any satisfactory exercise 
tests for the efficiency of the cardio-vascular system lies in 
this—that other systems are necessarily brought into action. 
If the exercise test is unsatisfactory the question arises as 
to how far the result was due to the cardio-vascular system 
and how far to some other system. 

For instance, if after a brisk walk the candidate’s pulse- 
rate remains unduly high, and his breathing is unduly 
laboured, we shall have to distinguish between the effects of 
exercise on (1) the cardio-vascular system, (2) the respiratory 
muscles, (3) the muscles involved in locomotion, (4) the 
pulmonary organs, and (5) the nervous controlling and 
coordinating centres. We have not been testing the cardio¬ 
vascular system alone, but have also of necessity brought 
in those other complicating factors. 

When we come to discuss the method of summing up the 
results of the candidate’s examination we shall find that this 
difficulty is often solved by the fact that, as a rule, evidences 
(symptoms and physical signs) of C.V.D. do not stand alone, 
but are accompanied by signs of debility in other tissues and 
organs. A very common cause of rejection is a combination 
of cardio-vascular and nervous debility. 

The Nervous System. 

Gross organic disease of the brain or spinal cord is not 
often met with amongst candidates. An old lesion like 
infantile paralysis, which may render a man unfit for 
general service, is no bar to flying work, provided that the 
functional efficiency of the affected limb or limbs meets the 
requirements of the flying service. 
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Disturbances of nervous function, either masked, as in the 
form of petit mal or asthma, or open in the form of over¬ 
excitability or instability, are very common amongst candi¬ 
dates. Any pre-existing nervous weakness is apt to be 
intensified by the conditions of a flying officer’s life. The 
youth who stammered as a boy, but has been free from the 
habit for some years, resumes it when he has been in the 
flying service for a time. The youth who never stammered 
before, but whose father had a stammer, develops the con¬ 
dition under the stress of flying work. The subject of a 
previous nervous breakdown at school will probably have 
another similar attack after a slight crash. In this part of the 
examination the history of any previous nervous disability, 
personal or familial, plays an important part. 

Points Considered in Examination of the Nervous System. 

As the nervous system is exposed to considerable strain in 
the flying service, we wish to have some tests to determine 
the nervous tone and stayitig power. The task, however, is 
not easy owing to the absence of any recognised standards 
We have to recognise amongst the candidates a great variety 
of temperaments. We meet with the level-headed and calm, 
the keen and excitable, the somewhat dull and irresponsive, 
the youthful Hercules with sluggish mentality, and the 
absolutely stolid type. Each and all of these types may do 
good flying service in different departments of the work. 
Some of the excitable may become notable flying men ; 
some of the phlegmatic may carry out routine duties for 
months without achieving anything brilliant, or, on the other 
hand, may become exceedingly good pilots. 

The point to which we have directed attention in the 
selection is not whether a man is nervous and excitable, or 
dull and phlegmatic, but what control can he exercise. 
Before making a speech a public speaker may be intensely 
nervous, but, when he begins, calm and clear owing to the 
control which he has learned to maintain over himself. So 
in the case of nervous and excitable young men, the question 
is as to how much control they already possess, or are 
capable of developing, in view of the strain that lies ahead. 
It is impossible to pass a complete and final judgment on 
this question at one medical examination. Those who have 
been accepted and passed should also be carefully observed 
as to the above points at the flying schools by the C.O.’s 
and instructors, who see them at work under the actual 
conditions of service. 

Another point which seems to have been brought out by 
experience is this, that the nervous type of individual, the 
man without much self-control, is apt to crack up readily 
under the stress of the minor accidents of training—e.g., a 
bad landing or a slight crash. There may be no physical 
injury, but the nervous control, such as it was, seems to be 
quickly and irretrievably lost. It is clear that a very large 
number of flying officers who have broken down never 
possessed a nervous system of even ordinary stability. 

One must allow for the effects of excitement on the 
nervous system under a medical examination. This can 
usually be estimated at its proper value by putting the can¬ 
didate at his ease. It may be considerably increased if the 
candidate has been kept waiting for some hours, or has been 
travelling all night, or is convalescing from acute illness. 
These points must be inquired into and taken into con¬ 
sideration. 

Signs of Nervous Instability. 

The condition of the deep reflexes is tested. As a rule 
they are fairly active in healthy candidates. An over¬ 
excitability and exaggeration of the knee-jerks and elbow- 
jerks has come to be regarded as an indication of nervous 
debility. When a brisk muscular response follows on 
tapping anywhere in the extremities there is positive 
evidence of an over-excitable nervous system. We do not 
find that these conditions stand alone, but that the can¬ 
didate shows other signs of nervous instability. We have 
also found them present in flying men who have broken 
down in the service from nervous causes. 

A persistent dilatation of the pupils with an excitable 
manner is regarded as suspicious of undue nervous excit¬ 
ability. 

General tremulousness is not to be reckoned as a good 
sign, although it may be present merely as the result of 
excitement at the medical examination. A candidate is 
asked to hold out his hands and to close his eyes. The 
presence of tremor in the fingers and eyelids is looked for, 


and if this is constant and pronounced it is regarded as 
indicative of nervous instability. 

Considerable emphasis is laid on the results of the 
balancing test, because healthy young men have no difficulty 
in balancing themselves steadily first on one foot and then 
on the other with the eyes closed and the hands at the sides. 
Many break down hopelessly from the start, and seem quite 
unable to maintain any stability on one foot. A man of this 
type will show other signs of nervous or neuro-muscular 
instability sufficient to cause his rejection. The pass standard 
requires that a candidate should be able to stand quietly and 
steadily on one foot for 15 seconds. 

A candidate who sleeps soundly is usually healthy. On 
the other hand, a man who sleeps badly and who wakes un¬ 
refreshed and tired will usually have associated (as cause or 
effect) a weakened nervous system. 

Summing-Up and Assessing. 

A certain number of candidates are eliminated because of 
some definite medical or surgical disease, or of their 
previous medical history, or of other clearly disqualifying 
condition. 

Another group fall out, not from actual disease, but 
because the physique or cardio-vascular system or nervous 
system is so much below par as to show clearly that failure 
in the flying service would certainly follow. 

Borderland Cases. 

These two classes do not, as a rule, present much difficulty, 
but there is a third group of what may be termed borderland 
cases, in which the assessing of the candidate’s fitness is no 
easy task. There may be no reasonable objection to his 
undertaking ground duties, but what we have to do is to 
form an estimate as to his stability or staying power for air 
work. Is the candidate suited for the special work during 
the training period and for the stress and strain of active 
service which will follow ? ^.s already stated, we are 

unwilling to base our decision on rigid single tests, first 
because it is easy to overestimate their importance, and, 
secondly, because we have not sufficient knowledge as to 
what they portend. The path of prognostic medicine is 
strewn with their discarded and dishonoured remains. In 
these borderland cases wq lay most stress on the summing-up- 
of the conditions found in connexion with the physique, the 
cardio-vascular system, and the nervous system. 

The result of experience has been to show that if one of 
these systems is weak as a whole, functionally considered, 
there are several or many evidences to be found on testing. 
For example, if we find a weak flabby pulse we shall also 
usually find other evidences that a steady, strong, and effec¬ 
tive circulation is not being maintained. If we find that a 
candidate is very unsteady and tremulous, we shall probably 
obtain other evidences of an unstable and imperfectly con¬ 
trolled nervous system. Further, as a matter of experience 
we find that when there are signs of cardio-vascular debility 
in a candidate the examination also reveals signs of nervous 
debility, and vice versa. It would appear that the two 
systems are often functionally weak in the same individual, 
so that in weighing the evidence we have to combine the 
results of the examination. A candidate may have certain 
signs of nervous weakness, not sufficiently pronounced to 
lead to his rejection, but when signs of a defective circula¬ 
tion are also present the combined weaknesses are sufficient 
to condemn him. 

Not infrequently when the general physique of the cases 
which appear to be unsuitable from some systemic weakness 
is considered we shall find that it is definitely below the 
high standards and often distinctly poor. 

Some Exceptions: Deferring Decision. 

While the above experiences are common there are, 
naturally, exceptions met with. The candidate may have 
some weak points as regards the cardio-vascular system but 
be quite satisfactory as regards physique and nervous 
stability. He may be apparently weak in some points a9 to 
nervous control, but he may show a most satisfactory 
physique and cardio-vascular system. In such cases we 
should regard the weak points as being counterbalanced 
and compensated for by the strong ones, so far as the 
assessing is concerned. 

Be to his faults a little blind and to his virtaea ever kind.** 

It is to be recognised that at the age we are dealing with 
the full development of the candidate has often not yet been 
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reached, and that while functional development in some 
parts of the body may be complete, it may be incomplete in 
others. It is also to be recognised that the effects of recent 
illness, of night travelling, or of the excitement of a medical 
examination, may cause temporary and local effects which 
must not be too much emphasised. For these reasons we do 
not reject candidates because of some evidences of defective 
functional powers, provided that they are counterbalanced 
by the presence of healthy functions generally, or can be 
explained by some temporary disturbance. 

In some cases a final decision has to be deferred. A 
candidate suffering from active illness (for example, 
tonsillitis), or from recent acute illness, is not at his best, 
and if there is any doubt as to his suitability a final 
decision should be deferred until a further examination 
after his recovery. The case of the undeveloped boy 
presents some difficulty. He may be all right as far as 
he goes — but he has not gone far enough. It would be 
courting disaster to put him to work and strain for which he 
is not yet physically fitted. The examiner should state 
definitely about such a candidate that he is too undeveloped 
for flying work, and defer a final decision for 6 or 12 months. 
This period ought to be spent in physical training. 

In the course of examination certain remedial defects or 
diseases may be discovered in otherwise eligible candidates 
which render them unsuited for air duties. In such cases 
the necessary treatment is to be ordered and the final decision 
deferred until a later examination, when the result of 
treatment can be estimated. 

Suitability of Candidates for Various Kinds of I York. 

It is not advisable to ear-mark the candidates who pass 
the medical examination for the special line of flying work 
they are fitted for. In the past we have made a distinction 
between those who were passed as pilots and those who were 
passed as observers. The latter were not quite up to the 
standard of the former, medically considered, and it was 
held that in the air the pilot had the more responsible post 
as, in addition to the control of his plane, his own life and 
that of the observer depended on his skill and judgment and 
self-control. On the other hand, if the observer broke down 
in the air the results would not probably be very serious. 
With the great intensification of aerial fighting that has 
taken place, and with the great nervous strain now imposed 
on both pilot and observer I am inclined to think that only 
first-class men should be passed as observers. Their in¬ 
dividual responsibility may not be so great as in the case of 
pilots, but their duties call for physical and mental fitness of 
the highest order. 

As regards the question of nervous strain there is no doubt 
that an observer, flying with a pilot he does not know or in 
whom he has lost confidence, may be much more strained, 
in a passive way, than the pilot whose mind is occupied with 
the immediate duties of flying his machine. He is so 
strained, in fact, in many cases that he is anxious to qualify 
as a pilot himself, in order to get relief at duties which he 
believes to be less onerous. Experience has confirmed this 
view, and many observers by becoming pilots — often very 
good ones—have probably been saved from a nervous break¬ 
down. For these reasons, at the medical examination we are 
disposed to establish the same pass standard for pilots and 
for observers. 

There are many types of work and many types of machine 
in the air force, but at the examination stage it is necessary 
to pass only first-class men. After qualifying they will be 
classified according to the type of work they show special 
aptitude for, and for which their physical powers and skill 
are best suited. Some will remain as home instructors, 
others will go in for scouting machines, bombing machines, 
low-flying machines, high-flying machines, &c. So far as 
their aptitudes, medically considered, are concerned, we 
think that there should not be an attempt at the examination 
to define them, or to impose any limitations as to the height 
at which a candidate should fly, or to specify the exact nature 
of his future work —e.g., artillery pilot, ferry pilot. See. These 
matters can only be satisfactorily settled after the pilot has 
finished his regular course of training, when the commanding 
officer, the instructor, and the medical officer will have 
evidence before them of what actual experience has shown 
regarding each individual pilot. The examiner will do well 
to refrain from attempting to guess on limited knowledge 
what this actual experience will be. 


TRENCH FEVER CACHEXIA. 

By R. D. RUDOLF, C.B.E., M.D. Edin., F.R.C.P. Lond., 

COLONEL, C.A.M.C. ; CONSULTING PHYSICIAN, CANADIAN FORCES 
IN ENGLAND. 


Trench fever has now become a “ recognised disease ” in 
the Army, and an enormous wastage of man power has been 
due to it. 

Types of Trench Fever. 

Major J. W. McNee, who early in the war did such good 
work on the condition, originally described two types of the 
disease—(1) the short type, and (2) the long one. The 
short type was characterised by a continued fever which 
lasted some eight days, then came down by crisis and was 
usually followed by a single short relapse, and then the 
disease was over. The long type, on the other hand, com¬ 
menced with a short spell of fever, lasting perhaps four 
days, but this was followed some five to ten days later by a 
relapse of one or two days’ duration, and such relapses 
usually recurred a number of times, and might do so 
for weeks or even months. Major McNee showed by 
inoculation experiments that these types were due to 
the same infection, in that volunteers inoculated with 
the blood of one type might sicken with either form 
of the fever. He stated that the long type of trench fever 
averaged four to six weeks, during which recurrences 
occurred at intervals, but he also said that “oscillation of 
temperature, with returns of pains and headache, may recur 
for weeks and (rarely) months. ” We now know this to be very 
true, as in hospitals in England we often come across 
such cases. Case 1 (Private M.) (see Chart 1) is an example 
of such, but they may recur for much longer than three 
months. 
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The Army Commission upon Trench Fever described three 
forms of the fever 1 : ( a ) Relapsing class, (b) single 

short bout and* no relapse, ( 0 ) prolonged initial fever. 
Class ( a ) had two subclasses: (1) Regularly relapsing 
with normal intervals, and (2) irregular relapsing, in 
which the intervals between relapses are not so 
definite, or if the intervals are definite the temperature 
remains above normal. They state that the “irregular 
fever may last for several weeks,” and one chart given in 
their report shows it still present on the sixtieth day, after 
which the patient was evacuated to England. 

The American Red Cross Commission on Trench Fever, in 
their recent report, say that cases may last for 60 days or 
more, and the Hampstead Trench Fever Commission found 
the blood infective as late as the seventy-ninth day. 

Cachectic Cases . 

In one’s work in the Canadian hospitals in England it is 
a very common thing to come across men who are debilitated 
and anmmic and suffer from pains, chiefly in the shins. If 
the temperature of these men be taken it is often found 
(although not in every case) to be running a little too high. 
If one looks at a normal temperature chart endways the 

1 Brit. Med. Jour., Jan. 19th, 1918. p. 91. 
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traciDg tends to run below the 98 4° line ; in other words, 
the normal temperature—so-called—is usually below the 
so-called normal temperature line marked on the charts. If, 
now, the temperature chart of a case such as we are de¬ 
scribing be looked at in the same way, the average tempera¬ 
ture will be seen to be set a degree or two higher than the 
normal, with occasional rises to 100° or perhaps 101°. A 
glance at the medical history sheets of these men will 
usually show that they were invalided from France as cases 
of P.U.O. or as trench fever, it may have been months or 
even over a year before. 
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Cases 2, 3, 4, 5, and 6 are examples of this chronic fever, 
and they could be duplicated indefinitely :— 

Cask 2.—Private 8. (See Chart 2.) Took 111 on July 28th, and was 
invalided as trench fever. Since then felt poorly, with aching shins. 
Temperature has remained on the average about 2° above normal 
ever since, with no definite recurrences. The last part of chart 
only is shown, but the whole chart is of the same type. He has had it 
for three months ; no cause for the fever can be found. 

Cask 3.—Private H. (See Chart 3.) Invalided from France with 
trench fever on May 23rd and had been suffering for some days before 
he “ went sick.” Since reaching England has been poorly, with head¬ 
ache and aching back and shins, worse at night. Nothing found to 
account for fever. Temperature has been running as in chart ever 
since admission here on August 10th—l.e., over four months. Last 
week’s only shown. 
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Case 4.—Private M. (See Chart 4.) Invalided from France on 
April 19th last with trench fever; had been ill some time before. Ever 
since has been in same hospital and temperat ure running above normal 
at some time in the day, as shown in piece of chart reproduced. 
Still feeling poorly and has aching shins. Nothing found to account 
for condition. 

Cask 5.—Private G. (See Chart 5.) Was invalided from France as 
trench fever, Oct. 17th, 1917, and had been ill for three weeks before 
that. Has been feeling out of sorts ever since, with sore shins that get 
easier on exercise. His medical history sheet shows that at various 
hospitals he had slight fever. Was treated for the fever in February and 
March with “606” (Wassermann was negative), but without benefit. 
Now, Sept. 30th, at a Canadian hospital, and chart of temperature for 
last week shows slight irregular fever. Nothing found to account for it. 
Thus he has been ill for at least a year, and is no better now than when 
he was invalided in October, 1917. 

Case 6.— Private E. Complains of pains in legs and small of back. 
Duration one year. History : Two weeks ill in France and invalided 


29-10-17 as “ trench fever.” Epsom: Medical history sheet says 30-1-18. 
“ On admission pain in legs below knee. No swelling. Urine negative. 
Remedial gymnastics ; some improvement. Fit for discharge.” No. 11. 

Moore Barracks Hospital : 27-6-18—15-7-18. M.H.S. “Head 
ache, pains in body and shins. Temperature elevated. Recovery. 
Transferred to Cooden Hospital. Urine negative.” Now has Major 
Carmalt Jones’s areas of hyperesthesia. Temperature, August 13th to 
Sept. 11th, was 97-99‘2°. 

Diagnosis. 

In instances of slight rise of temperature, like those here 
shown, tuberculosis is naturally suspected, but in the great 
majority of the cases that I have carefully investigated in 
.this respect there has been nothing to confirm the suspicion. 
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During some two years spent in base hospitals in France 
early in the war I saw many cases in which we were puzzled 
to account for just such slight chronic fevers, and, looking 
back on them now, it seems to me that they were examples 
of this trench fever cachexia, as one might well term it. 

I mentioned above that the rise in temperature is not 
present in every case, because it is a common thing to see a 
man with the same appearance and same aching shins as the 
others who have no fever. Such cases may correspond to the 
afebrile type of malarial cachexia. 

As regards the other symptoms of this chronic condition, 
one finds commonly that the spleen is enlarged, so that it is 
just palpable, and it is abnormally hard. I have observed 
no skin eruption. Blood examinations have shown nothing 
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except a slight anemia and occasionally a slightly raised 
leucocyte count. There is usually a relative rise in the 
lymphocytes, but according to D. L. Tate and J. W. McLeod, 
AT6’., * 2 such a relative rise in lymphocytes is the rule in 
healthy soldiers. 

I was much interested in a paper by Major D. W. Carmalt 
Jones 3 in which he shows that skin hyperesthesia of a 
peculiar distribution is frequently present in trench fever, 
and as far as a few observations of my own (made since 
reading this paper) go this is so in most of these chronic 
cases. Thus, Private E., Case 6, showed hyperesthesia 
exactly as described by Major Jones. These areas correspond 
to the eighth cervical, first and eighth dorsal, and all the 

2 The Lancet, April 27th, 1918, p. 603. 

2 The Lancet, Oct. 5th, 1918, p. 443. 
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lumbar segments of the cord. Major Jones states that this 
distribution of hypenesthesia is found in malaria and trench 
fever, and in no other disease. If these findings are con¬ 
firmed it may be of great help in the diagnosis of these 
chronic subjects of trench fever, who are apt sometimes to 
be considered as “ lead swingers ” or, at least, exaggerators, 
when they are really suffering from a definite and disabling 
condition. 

The question of how long this chronic trench fever may 
last cannot yet be settled. The longest duration that I have 
yet noticed is a little over one year, but it is probable that it 
may go on for much longer than this. Patients are usually 
not very ill — only in low general health, with various pains — 
and so they are soon transferred to a convalescent camp, or 
put in low categories, where their slight fever is apt to be 
overlooked. Since I have asked at our convalescent hospitals 
that such cases have their temperatures taken regularly 
I have found a number who would otherwise probably have 
been missed. The resemblance of this condition to malarial 
cachexia is, in many ways, so great that I venture to suggest 
the name— trench fever cachexia —for it. 


A NOTE ON THE VALUE OF 

GERMINATED BEANS IN THE TREAT¬ 
MENT OF SCURVY, 

AND SOME POINTS IN PROPHYLAXIS. 

BY H. W. WILTSHIRE, D.S 0., M.D.Camb., 
F.R.C.P. Lond., 

PHYSICIAN, KIXC.’S COLLEGE HOSPITAL; TEMPORARY MAJOR, R.A.M.q., 
SO. — GESERAI. HOSPITAL. 


I. — The Value of Germinated Beans in Treatment. 

In describing the distribution among foodstuffs of the 
vitamines needed for the prevention of beri-beri and scurvy 
Dr. Harriette Chick and Miss E. Margaret Hume 1 have demon¬ 
strated by animal experiments that germinated pulses are 
richly endowed with antiscorbutic vitamine, and they make 
the following practical suggestion : “To prevent scurvy, if 
a supply of fresh fruit or vegetables is not procurable, 
germinated pulses should be added to the diet.” 

Many Serbian soldiers were treated for scurvy in this 
hospital in 1917, and when the disease became prevalent 
again this year an attempt was made to test the value of 
these germinated pulses in treatment. Unfortunately, no 
suitable seeds were forthcoming for some time. All the 
lentils supplied were decorticated and so would not ger¬ 
minate, peas could not be obtained, and beans, though 
expected daily, took over a month to arrive. In the mean¬ 
time over three-quarters of the clinical material, including 
all the best cases, had been admitted and treated by other 
means. After beans were at last received comparatively few 
and slight cases became available for the test, but the results 
obtained were so good that they are worth recording. 

Haricot beans were prepared according to the directions 
iveu in an appendix to the article quoted above. They were 
rst soaked in clean water for 24 hours and then placed in 
tin trays for 48 hours to germinate. Old ration biscuit tins, 
^nt in half longitudinally and freely perforated with holes, 
were found serviceable for this purpose ; they were easy to 
make, clean, and handle, and each half held 7 pounds of 
beans—a day’s dose for 28 patients. Since germination takes 
about 48 hours at a temperature of 60° F., it can easily be 
carried out in this country in May, when the mean tempera¬ 
ture is 67°. The whole process is very simple, the only 
essentials being that the seeds must be kept moist, but not 
shut off from free circulation of air. After germination 
ten minutes boiling was ample to fit the beans for eating. 

In addition to general use for many patients, two wards, 
each containing 27 beds, were specially devoted to the 
purpose of comparing the therapeutic values of these 
germinated beans and fresh lemon juice. Scurvy cases 
were admitted to these two wards alternately without 
selection. In one ward each patient was given 4 oz. of 
fresh lemon juice daily, the juice being expressed in the 
ward, sweetened slightly, and given as a measured dose by 
the sister. In the other ward ea«h patient received a portion 

1 Harriett® Chick and K. Margaret Huue: The Distribution Among 
Foodstuffs (especially those Suitable for the Rationing of Armies) of 
t.he Substances Required for the Prevention of (a) Beri-beri, and (6) 
_6curvy, Journal of the R.A.M.C., xxlx., No. 2, August, 1917, p. 121. 


of germinated beans which had weighed 4 oz. in the dry 
state, half being taken at dinner and half at tea. In 
respect of other forms of treatment, such as tonics and local 
treatment to the mouth, no difference was made between the 
two wards. 

A certain amount of prejudice against the beans had to be 
contended with. Though perfectly good to eat, it cannot be 
said that they always looked appetising, and some with a 
daik husk had a disagreeable sour taste. These dis¬ 
advantages might have been masked by mixing the beans 
in a general stew, but it was thought better to serve them 
apart in order to ensure some accuracy of dosage and that 
the cooking should be limited to the shortest possible time. 
Apparently, however, the greatest difficulty was based on 
the fact that these beans are regarded as pig food by some 
Serbs, and this necessitated frequent explanation of their 
functions through an interpreter. 

Since the cases were mild and presented but slight 
changes, it was not easy to make comparisons. In no case 
did fresh scorbutic signs appear after treatment was started, 
and in many local lesions were limited to the gums and the 
hair follicles. The degree of general cachexia present was 
not a safe criterion of the severity of the disease, because in 
many instances it was partly due to chronic malaria. Hair 
follicle changes are not a good guide to progress, since they 
always take many weeks to return to normal, however 
quickly the active tendency may be abolished. Alteration 
in the condition of the gums seemed to be the best index, 
although allowance had to be made for the presence of 
dental caries and previous pyorrhoea alveolaris. 

In the special wards 30 patients were treated throughout 
with lemon juice, and 27 with beans. Contrasting them as 
regards severity of disease at the commencement of treat¬ 
ment, those treated with beans were, on the whole, slightly 
worse. The difference would be too small to mention, save 
that it justifies the definite statement that the bean cases 
were certainly as severe as the lemon cases. Comparing the 
results of treatment, there is a small but definite difference 
in favour of those treated with beans, 70*4 per cent, being 
cured within four weeks, as against 53 4 per cent, of those 
treated with lemon juice. These figures favour the bean 
cases unduly, the real difference being better expressed by 
the time taken for the gums to return to normal, which was 
3*1 weeks for bean cases and 3*4 weeks for lemon cases. 

In another series of 21 cases beans were not given until 
the patients had failed to make satisfactory progress after 
an average of four weeks’ treatment in hospital by other 
means. These, although they had shown themselves rather 
refractory to ordinary treatment, all showed acceleration of 
progress when put on the beans, and in some the difference 
was very marked. For example : — 

Case 17.—Age 51. No previous scurvy. Patient had 
suffered from symptoms of scurvy, sore gums and pains in 
the legs, for three weeks before admission to hospital at 

X- . He was transferred to this hospital after 25 days’ 

treatment at X- . On admission his gums still showed 

marked swelling and tendency to bleed, but there was no 
dental sepsis to delay healing. The hair follicles on the 
front of the legs and thighs showed a few fresh petechial 
hmmorrhages. There were no big muscle or joint haemor¬ 
rhages. General anromia was marked. After 26 days’ 
further treatment with 4 oz. of lemon juice daily, local 
treatment to the gums by hydrogen peroxide and tincture 
of iodine, and administration of an iron and arsenic tonic, 
so little improvement was seen that the treatment was 
changed by the simple substitution of the lemon juice 
by 4 oz. of germinated beans. In five days definite 
improvement was apparent, in 13 days the gums were 
noted as practically normal and in 20 days as quite normal. 

These clinical results, then, confirm the experimental 
results of Dr. Chick and Miss Hume, and permit the 
definite conclusion that dry beans develop, upon germina¬ 
tion, an amount of antiscorbutic vitamine at least equal to, 
if not greater than, that contained in fresh lemon juice. 

II. — Deductions from Consideration of the Rations upon which 
our Patients became Scorbutio. 

(a) Meat . — Of 132 cases of scurvy whose previous diet was 
investigated last year all had received a ration of frozen 
fresh meat practically every day; and of 175 investigated 
this year very few had received it less than three times a 
week. Fresh raw meat is known to contain a small amount 
of antiscorbutic vitamine. To what extent freezing and sub¬ 
sequent cooking are respectively responsible for the destruc¬ 
tion of this vitamine remains uncertain, but it is obvious 
that between them they render meat practically useless as 
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an antiscorbutic. In the case of tinned meat the vitamine 
seems to be completely destroyed by the temperature needed 
in the process of tinning, so that for practical purposes the 
meat-supply of troops in the field must be regarded as totally 
devoid of antiscorbutic properties. 

(b) Lime juice.—In the past lime juice had a well-deserved 
reputatien as an antiscorbutic. The vast majority of the 
atients admitted to this hospital had never received'a single 
ose. Three, however, were exceptions, having developed 
scurvy after taking a small quantity every day for a month. 
These become significant in conjunction with the fact that 
Dr. Chick and Miss Hume found by experiment that modern 
preserved lime juice has but feeble antiscorbutic power, and 
suggest that it would be unwise to place too much reliance 
upon modern supplies for prophylaxis. Probably, as sug¬ 
gested by Dr. Chick and Miss Hume, the lime vitamines are 
destroyed by modern methods of manufacture. 2 

(c> Fresh fruit.— According to their own statements, not one 
of the patients seen this year or last year had received any 
fresh fruit previous to admission to hospital. Oranges and 
lemons become available in the early spring, but even when 
a sufficient quantity can be obtained they are difficult to 
store and transport, owing to their bulk and perishable 
nature. This difficulty seems to have prevented them from 
reaching the troops at the front last year, and would operate 
in the same way in future. Further, these fruits cannot be 
obtained in sufficient quantity in the early months of the 
winter, the time when they are most needed to combat the 
early stages of vitamine deficiency. 

(d) Vegetables. —In the last two winters the vitamines 
received by scurvy patients before admission to hospital 
had been limited to those contained in potatoes and onions, 
with the addition, late* in the season, of spinach. The 
potatoes, when issued, were always greatly diluted with 
rice, so that the amount received by each man was very 
small. This year out of 175 patients 101 stated that their 
weekly allowance of vegetables had been one, or at most 
two, issues of potatoes with rice, and one issue of onions. 
Most of these were admitted early in the season. Fifty-eight 
men, most of whom were admitted rather later, had fared 
better, receiving potatoes with rice twice a week, onions 
once or twice a week, and spinach once or twice a week. 
This should be a fairly generous supply of vitamine, and is 
unlikely to be exceeded next winter, but the fact remains 
that these men became scorbutic. 

Sixteen patients were of special interest, because their 
diet for a month before admission should have contained 
sufficient vitamine not merely to prevent scurvy but actually 
to cure it. Eleven of these had received “plenty” of 
onions daily, most of them having also had potatoes with 
rice twice a week and spinach twice a week. Two, in addi¬ 
tion to the above, had also received a small dose of lime 
juice every day, and the remaining three had received 
spinach every day. Now, onions, potatoes, and presumably 
spinach are. very rich in antiscorbutic vitamine in the raw 
state. Granted that these men may haye reached a serious 
stage of vitamine deficiency before their diet became so 
generous, the fact that they did develop scurvy on the above 
diets is difficult to explain except on the assumption that 
nearly all the antiscorbutic vitamine of the vegetables must 
have been destroyed in the process of cooking. This point 
is referred to later. 

III.— Conclusions Regarding Preventive Measures for the 
Coming Winter. 

(a) Preventive measures should be commenced not later than 
the end of November and should be continued through 
the whole winter. —It is essential to remember that the 
occurrence of the first case of scurvy in an array does not 
mark the beginning of vitamine deficiency. There is a 
prescorbutic stage, comparable to the incubation period of 
infective disease, during which, although the troops may 
appear to be in excellent health, they are in reality far from 
physically fit. In the case of troops rationed as the Serbian 
front line regiments were during the last two winters the 
duration of this stage probably varies between two and four 
months. Apart from the possible occurrence of clinical 
scurvy later on, so long as an army is in this prescorbutic 
stage of vitamine deficiency it is in danger of breaking down 
from various causes, such as extra physical stress, exposure 
to severe weather, or the presence of epidemic infections. 
In other words, an army deficient in vitamine is an army of 
deficient vitality, although until recognisable scurvy actually 
breaks out there is nothing to demonstrate the fact and serve 
as a warning. 

Daring the last two spring seasons scurvy was sufficiently 
prevalent amongst Serbian troops to show that the Serbian 

* The Lancet, 1918, it., 735. 


Army, as a whole, was suffering from this vitamine deficiency 
to a serious extent. Clinical scurvy appeared in November, 
and continued until May. Vitamine deficiency must have 
commenced in November and continued until May, so that 
in any army placed under similar conditions in the future 
preventive measures should begin not later than the end of 
November, and be continued throughout the winter. 

( b ) The destruction of antiscorbutic vitamine which takes 
place in cooking must be avoided as far as possible.— The exact 
mechanism of this destruction is not known, but it is 
generally allowed that vegetables lose antiscorbutic power 
when cooked, and some of our patients mentioned above 
afford clinical proof of the fact. Simple heat and altered 
chemical reaction are both under suspicion as the destructive 
agents. Dr. Chick and Miss Hume quote an experiment which 
shows that cabbage leaves lose half their antiscorbutic power 
when boiled for half an hour, but more experimental data 
dealing with this point are needed. 

Recently Harden and Zilva 3 have shown that the anti¬ 
scorbutic principle of orange juice is rapidly and permanently 
destroyed when the juice is made N/20, or N/50, alkaline 
with caustic soda, and they suggest that any cooking 
entailing alkalinity will injure the antiscorbutic potency of 
the substance cooked. Array cooking of vegetables does not 
entail alkalinity. Some salt is always added to the water in 
which vegetables are boiled, and this may be either “ issue ” 
salt or salt in which bacon has been packed. In distilled 
water both of these give a solution which is neutral to litmus 
and is certainly not alkaline to phenolphthalein. A raw 
potato is acid to litmus and it remains acid when fully 
cooked. The water in which potatoes have been cooked 
remains neutral. Onions are acid when raw, and not only 
remain acid when fully cooked, but impart a definitely acid 
reaction to the water in which they have been boiled. The 
same is true of germinated beans. These also not only 
remain acid when cooked, but impart some acidity to the 
water in which they have been boiled. In consequence, the 
question of alkalinity produced by cooking does not exist as 
far as Army methods are concerned, and in the present state 
of our knowledge it will be safe to regard heat as the 
destructive agent and to reduce the heating of all vegetables 
to the absolute minimum required to make them digestible. 

The reduction of raw potatoes to the condition of a 
digestible cream would be too difficult to carry out on a 
large scale without the provision of some special apparatus 
of the type of a “ Hercules press ” ; but small quantities of 
onion and spinach would be sufficiently digestible if chopped 
or minced into fine particles. If thoroughly mixed with a 
stew at the completion of cooking these vegetables should be 
well taken in the raw state, and would add very greatly to 
the antiscorbutic value of the diet. 

(c) Ihe addition of some fresh vitamine-containing substance 
being needed germinatedpulses , as suggested by Dr. Chick and 
Miss Hume , would provide the easiest and cheapest method of 
effecting this addition. —As shown above, modern lime juice 
is not to be trusted as an antiscorbutic, and fresh fruit and 
vegetables (in the quantities available) have failed to prevent 
scurvy for two years in succession, but germinated haricot 
beans, even when fully cooked, contain at least as much 
vitamine a9 fresh raw lemon juice. Other pulses which might 
be germinated and would probably give as good a result are 
peas, beans of any variety, and unmilled lentils. It only 
remains to show that it would be practicable to provide these 
for troops in the field. 

In this country germinated pulses would only be required 
during the winter, a season which has the disadvantage of 
necessitating the provision of some artificial heat to ensure 
germination. This disadvantage is counterbalanced by the 
fact that the movement of troops is lessened during the 
winter months. 

The advantages of these dry seeds over all other forms 
of fruit and vegetables, both for storage and transport, 
are obvious. Since they double in weight and bulk and 
require to be kept moist when germinated, this process should 
be carried out as near the site of consumption as possible. 
In stationary trench warfare it should not be necessary to 
attempt germination in the actual front line, because the 
supply of vitamine by this method is so generous that it 
would suffice for preventive purposes if given every other 
week, or every other fortnight, when the troops were in rest. 

* A. Harden and S. S. Zilva: A Note on the Susceptibility of the 
AntUcorbiitlo Principle to Alkalinity, The Lancet, Sept. 7th, 1918. 
p. 320. 
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fihould, however, a battalion be compelled to stay in the 
front line for longer than a fortnight it would not be difficult 
to supply it with pulses already germinated, since at most 
two hundredweight (100 kg.) per day would be needed for a 
thousand men, and this weight represents so much food 
transported as well as so much vitamine. 

In the case of a war of movement local conditions and 


temporary needs and opportunities would have to be con¬ 
sidered as they occurred, again always keeping in mind the 
fact that the supply need not be continuous for preventive 
purposes, and that these pulses provide their full value of 
food as well as their supply of prophylactic vitamine. 

As regards germination, the preliminary soaking for 24 
hours can be done anywhere. For germination itself the 
essentials are moisture and protection against cold, but 
without the exclusion of air. The rate of germination varies 
with the temperature and the type of pulse. Seeds were not 
obtained here until too late to test them in cold weather, 


but, judging by the season at which peas and beans are sown 
in England, no cold short of definite freezing would arrest 
the process completely, though it would, of course, lengthen 
the time required for growth to take place. Hence, if 
facilities are lacking for keeping a supply in process of 
germination, the time taken must be shortened by the 
provision of artificial warmth. 

The space required and needing to be kept warm is very 
small. Allowing 2 oz. per man per day, a dose which should 
be ample for prophylaxis, a day’s supply for 1000 men could 
easily be accommodated in a space of 30 cubic feet. On an 
average of three days for soaking and germination this means 
that a space of 100 cubic feet would suffice to provide a 
continuous supply for 1000 men. • 

In Salonika during the three cold months, December 
(mean temperature 46° F.), January (mean temperature 
42° F.), and February (mean temperature 45° F.), artificial 
warmth would be essential. For this a building or tent 
would be a great advantage, but failing these the necessary 
warmth might still be obtained by means of a hotbed any¬ 
where within reach of fresh horse or mule manure. During 
November (mean temperature 52° F.) and March (mean 
temperature 50° F.) germination could be carried out in the 
open without artificial warmth, provided that some protec¬ 
tion were given at night and during spells of bad weather. 
A few boxes and some old sacking would provide all the 
protection needed. 

The beans soften so much in the process of germination 
that ten minutes’ boiling is ample to cook them fully. If 
crushed or pounded they can be eaten raw, but this should 
rarely be necessary unless the supply ran short. 

Allowing for the fact that beans are food and lemons are 
not, the vitamines supplied by the former are really obtained 
almost free of cost. Even if no allowance is made for the 
food value of the beans, the cost of the vitamines supplied 
by them would still be only 60 per cent, of the cost when 
supplied by lemons. 

General Conclusion. 


The statement of Dr. Chick and Miss Hume that 
germinated pulses are richly endowed with antiscorbutic 
vitamines is amply confirmed by the fact that germinated 
beans were found quite as potent as raw lemon juice in the 
treatment of scurvy. Their suggestion that germinated 
pulses should be used for the prevention of scurvy is 
capable of practical application, and would be the easiest 
and cheapest method by which to prevent the occurrence 
of scurvy in an army in the field. 

In the case of vegetables cooked in the Army manner the 
destruction of vitamine which takes place cannot be 
ascribed to the production of alkalinity. 

In conclusion, my thanks are due to Lieutenant-Colonel 
A. R. Greenwood, R.A.M.C., for permission to publish these 
cases ; to Miss M. J. Ahern for careful clinical notes ; and 
also to Quartermaster-Sergeant Andrews, R.A.M C., for con¬ 
stant supervision of the germination and cooking of the beans. 


Death of Henry Albert Pattinson, M.R.C.S. 
Eng., L.R.C.P. Irel.—Mr. H. A. Pattinson died recently at 
Seafield House, Seaton, Devon, in his 79th year. He had 
practised in Seaton for more than 50 years, and had been 
medical officer of health for the town since the formation of 
the Seaton Urban Council in 1892. Expert at all games, he was 

g rominent in founding the Seaton Cricket and Lawn Tennis 
lubs and the Axe Cliff Golf Club, of which he was honorary 
secretary for many years. 


BEER AND SCURVY. 

SOME NOTES FROM HISTORY/ 

By ALICE HENDERSON SMITH. 
{From the Lister Institute of Preventive Medicine.) 


Captain Hamilton Dyke’s account in The Lancet of 
Oct. 19th of an outbreak of scurvy in the South African 
Native Labour Corps, and his demonstration of the useful 
place taken by kaffir beer in the diet of these natives in 
their homes, are very interesting in view of the use of small 
beer of various kinds in the Navy and other ships, and the 
belief that long obtained in its antiscorbutic power. During 
a search in the Admiralty records for information on another 
subject some points have come up in this connexion that it 
may be worth while to record briefly. 

Long History of Use of Spruee-beer against Scurvy. 

Beer was held for generations to have considerable value 
as an antiscorbutic, and was long used as such on sea- 
voyages. The virtue of it was not attributed solely to the 
various ingredients from whicty it was brewed but largely to 
the fermentation itself, and beers were made of different 
materials and in different ways. The early spruce-beer, 
which was indebted for its potency, at least in some 
methods of preparing it, to the fresh leaves from which it 
was named, has a long history. It was used by explorers at 
least from the time of Willem Barentz * 1 and probably before 
that. Barentz carried on his voyages in 1594-97 casks of 
the “ jopen-bier ” or 44 sprossen-bier " that was then made 
round the Baltic with the green leaf buds or sprossen of the 
fir-tree in it, the original spruce-beer. The sprossen used 
were generally those of the spruce (Prvce or Prussian) fir 
(Abies exoelsa). In this beer the green buds seem some¬ 
times to have been added to the fermented malt, as hops are 
added now. Alternatively the fir was boiled in water and 
the infusion fermented, and since a mere infusion of spruce- 
tips or the fresh spruce-tips eaten as a salad have proved 
useful, it is probable that the original spruce-beer was of 
some value. Dr. Lind says 2 (in 1757) - 

“ a simple decoction of the tops, cones, or even bark and wood of 
these trees is antiscorbutic, but it becomes much more so when 
fermented, as in making spruce-beer. Spruce should be carried to 
sea; if not, the common fir-tops used for fuel should be lirst boiled in 
water and the decoction afterwards fermented with mollasses, in the 
common method of making spruce-beer.” 

He himself prescribed at Haslar, with beneficial results, 
a daily pint of “strong beer medicated with the most 
powerful antiscorbutic herbs.” It was long the custom on 
distant voyages always to make spruce-beer on touching land, 
if it were possible. 

But the name spruce-beer came to be applied often to 
beers that were entirely innocent of the fresh sprossen , as in 
the modern Dantzic spruce, whether or not the spruce flavour 
was introduced. The essential element, of course, from the 
point of view of scurvy, was the freshness of the vegetable 
ingredient, and, as has happened in the history of other anti¬ 
scorbutics, the belief in the value of the drink persisted after 
the elimination of the element on which that value depended. 
We find later an Arctic officer stating that spruce-beer was 
brewed on board his ship when she was in the ice several 
degrees of latitude beyond the highest at which the fir grows. 
This beer was sugar or malt beer, flavoured with “ essence of 
spruce.” 

Value of Sweet wort. . 

The value of fresh germinated barley has been shown 
anew recently by Fiirst, 3 and the actual experience of 
its use seems to suggest that malt which is not 41 highly 
dried,” as in the modern manner, probably retains much of 
its potency. Even in a simple brewing process the beer may 


* Companion papers entitled (1) The Relative Content of Anti¬ 
scorbutic Principle in Limes and Lemons together with Some New 
Facts and Some Old Observations Concerning the Value of “Lime 
Juice” in the Prevention of Scurvy, (A) Experimental Inquiry, by 
Harriette Chick, E. Margaret Hume, and Ruth F. Skelton, (B ) Historical 
Inquiry , by Alice IHenderson Smith, and (2) An Investigation of the 
Antiscorbutic Value of the Raw Juices of Root Vegetables, with a 
View to their Adoption as an Adjunct to the Dietary of Infants, by 
Harriette Chick and Mabel Rhodes, appeared in The Lancet of 
Nov 30th, 1918 (p. 735), and Dec. 7th, 1918 (p. 774), respectively. 

i 44 Journal of the Three Voyages of Willem Barentz, Oerrit de Veer, 
published by the Hakluyt Society, 1876. 

2 A Treatise on the Scurvy, Lind. 2nd edit., 1757. 

2 Fiirst: Zeitschrift f. Hygiene, 191?, vol. lxxli. 
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still keep some of the barley’s virtue, apart from any that 

the fermentation or added ingredients may give it. Captain 
Dyke shows that this is the case with the germinated millet 
of the Kaffirs, and malt beer and an infusion of malt called 
“ sweetwort ” were used, with a profound belief and a good 
deal of evidence in their favour. 

Sweetwort was proposed for use in the Navy by Dr. 
David McBryde in 1762. It was an infusion prepared 
by pouring boiling water over malt and allowing it to 
stand for three or four hours, after which it must be 
used at once. It is, so far, similar to the kaffir beer, but 
the sweetwort was not fermented ; and, of course, the African 
drink has this advantage, that the grain is germinated 
as it is required and used absolutely fresh, whereas the 
sweetwort was made from malt carried to sea. Preliminary 
trials of Dr. McBryde’s receipt at the Royal Hospital, 
Plymouth, were unfortunate owing to his demanding for its 
best demonstration the exclusion of all fresh meat and 
vegetables from the patient’s diet. Naturally it was with 
great reluctance that the patients submitted, and when a 
man died of scurvy under the treatment the experiment was 
stopped. It was then suggested by the Sick and Wounded 
Board of the Admiralty for use on board ship, where fresh 
food was not available, and it was ordered to be carried to 
sea, but the peace of 1763 pilt an end to opportunities for 
testing it. It was as an experiment still, in 1770, that 
“barrels of well-dried malt” were ordered to be put on 
board two of H.M. ships for trial in scurvy cases, and in the 
following year an “inspissated juice of malt” was tried. 
Captain Cook seems to have had both of these when he sailed 
in 1772. In this classical example of a long voyage without 
serious loss from scurvy in days when great suffering 
and loss from the disease were the rule, sweetwort was 
the prophylactic to which he attributed much of the credit 
of the immunity. After his ship, the Resolution, had been at 
sea continuously from Nov. 22nd, 1772, until March 26th, 1773, 
we read 4 :— 

“ After such a long continuance at sea in a high southern latitude, 
it is but reasonable to think that many of the people must be ill of the 
scurvy. The contrary, however, happened. Sweetwort had been 
given to such as were scorbutic. This had so far the desired effect, 
that they had only one man *n board that could be called verv ill of 
this disease, occasioned chiefly by a bad habit of body and a com¬ 
plication of other disorders. 


And this sweetwort is described 1 as “one of the best 
antiscorbutic sea-medicines then discovered when used in 
time.” Other antiscorbutics that Captain Cook had with 
him were saurkraut and a “rob ” or essence of lemons and 
oranges. He also brewed malt or spruce-beer whenevei 
opportunity offered. 

Another explicit statement of the value of the sweetwort 
occurs in a letter 5 from Admiral Graves to the Victualling 
Board of the Admiralty in 1794, in which he says 

£ he , American voyage °f the London, essence of wort [th^same 
malt infusion apparently, from the context] had been given, with eucti 
vegetable acids as the surgeon had. Scurvy gradually gave way, and thev 
sent only four to hospital instead of thirty or forty, as other ships did at 
New' York. 


It was among several antiscorbutics in constant requisition 
in the Navy, until they were abolished on the introduction of 
lemon juice. 


Further Experience of Malt Liquor as an Antiscorbutic. 

Dr. James Lind c says that beer, wine, and other fermente< 
liquors are all antiscorbutic. Sir Gilbert Blane 7 held th< 
same opinion, and, when speaking of the “extremely whole 
some and antiscorbutic ” nature of malt liquor, he says :_ 

“ The common quantity of small beer allowed (in the Navy) is s 
liberal that few men make use of their whole allowance ; and there i 
no objection to the constant use of it except that it is apt to spoil li 
the course of a few weeks, and that upon foreign stations the stock cai 
seldom be renewed. One of the greatest improvements that could b 
made In the victualling of the Navy would be the introduction o 
porter, which can be preserved in any climate for any length of timi 
that may be necessary.” 

As a matter of fact, porter was sometimes refused, whei 
asked for for the sick, on the ground of expense, wine beim 
given instead. He goes on :— 

Y ‘‘J b s y D , r ' ptepbane, physician to the Fleet at Nei 

lork, with the following fact. In the beeinnlnc of the war twn «tnr<a 
ships c^\\od Tortoise s,na Grampus sailed for America under convdy o 
Daedalus, frigate. Grampus happened to be supplied with sufliefen 
°t POr \f« r 10 Mrve J he * u° le P* 38 ** 6 ’ which Proved very long 
h ?' furni8hed wit b the common allowance o 

spirits. The weather being unfavourable the passage drew* out U 

m J Voyages of Discovery by Captain Cook. 

s f*. f*- 0ff - Admiralty Sec.'s Letters-Digests. 

Lind 1757): L.c. 7 Diseases of Seamen, 1785. 


fourteen weeks, and upon their arrival at New York the Daedalus sent to 
hospital a hundred and twelve men, the Tortoise sixty-two, the greater 
part of whom w r ere in the last stage of the scurvy. The Grampus sent 
only thirteen, none of whom had the scurvy." 

Sir Gilbert believed, also, in the virtue of spruce-beer, and 
says that as the fir 4 4 seems to be more medicinal and anti¬ 
scorbutic than hops, it is therefore perhaps preferable to 
malt liquor.” Beer was issued in the Navy in his time at 
the rate of a gallon per head per day so long as the supply 
taken out lasted ; but this was never for more than about a 
fortnight, after which grog or wine was given, the allowance 
of wine being a pint a day. For foreign service beer was 
not supplied at all. 

When the war with Spain, in 1796, sent up the price 
of lemon juice by cutting off a source of supplies, the 
Sick and Wounded Board wrote to the Lords Commis¬ 
sioners that “though they do not consider strong beer a 
substitute for lime juice and sugar for scurvy, yet as it is 
conducive, they recommend ” that the experiment be made of 
substituting it on some ships. 

Beer, then, had a solid reputation as an antiscorbutic, 
although by the beginning of last century the first place was, 
of course, given to lemon juice. When the end of the long 
wars permitted the renewal of the search for the North-West 
passage in 1818, malt and yeast were taken on the exploring 
ships and small beer was brewed on board. Sir Edward 
Parry himself attributed great importance to it, and other 
explorers of his time concur in this opinion. Malt was 
carried, too, by the whaling vessels, whose business took 
them farther into the North than any others except the 
explorers, and who were, like them, liable to be detained in 
the ice for long periods. When Sir John Franklin went out 
«in 1845, and was followed later by many ships sent out to 
seek him, a brewing apparatus was carried and beer was 
brewed on board these ships. But they also carried Allsopp’s 
pale ale in casks and used it while it lasted, generally through 
the first winter. The belief in beer was firmly established, 
and it fras always issued at once to men on the sick-list on 
these expeditions. It was also issued on some ships as an 
extra safeguard against scurvy for some time before 
sledging parties went out; and by Sir Leopold McClintock 
it was actually issued at times as an alternative to lemon 
juice. 

Elimination of Antiscorbutic Element . 

But by the time the Franklin Search ships went out the 
malt used was “high-dried, kilned malt.” 8 9 Again the 
essential element is removed without its importance being 
observed, and the traditional belief now pertains to a beer 
from which the antiscorbutic value of the germinated malt 
has been removed unwittingly by the improvement of the 
malting processes. This alters the whole question and 
throws on to other elements in the drink any dietetic value 
it may have possessed. Moreover, in view of the unstable 
nature of the protective element it is probable that, what¬ 
ever the malt used, any antiscorbutic value that beer may 
have must be greater in a freshly brewed beer, consumed 
immediately, than in ales made for export and kept for 
many months before they are used. The tradition was 
strong, however, and the officers of the Franklin Search 
ships believed in their beer; many of them speak of it as a 
wholesome and suitable beverage for Arctic service, and 
attribute to it something of the good health and freedom 
from scurvy of their men. In so far as it was substituted 
for rum, it could be only good, but when tested as an anti¬ 
scorbutic it fails. The British ships were at this time 
fortified effectively against scurvy with lemon juice, but 
the American ships of the Grinnell Expeditionsthat took 
part in the search for Franklin did not use lemon juice; they 
relied principally upon raw potatoes and molasses, but beer 
brewed on board ship was reckoned a considerable part of 
their defence. The first Grinnell ships left the States in 
May, 1850, and scurvy began to show on board of them so 
early as September. There is surely little practical anti- 
scurvy value in a regimen that permits the onset of scurvy 
in so short a time, and that notwithstanding the fact that 
the ships had a certain amount of fresh meat in summer. 
Dr. Kane, who was medical officer of the first Grinnell 
Expedition, was commander of the second, and went out 


8 Messrs. Samuel Allsopp and Sons have kindly given me explicit 
data about the beer supplied by them to these ships. 

9 44 U.S. Grinnell Expedition in Search of Sir John Franklin.” Dr. Elias 
Kent Kane, 1851; Arctic Exploration: the Second Grinnell Expedition, 
Dr. Elias Kent Kane, 1856. 
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again in 1853. In his long wrestling with scurvy he spent 
his resources, apparently out of all proportion to the results, 
to produce any sort of fermented drink for his men ; and his 
laborious achievement of a sort of beer when there were only 
three men, himself included, of the ship’s company able to 
move from their bunks, argues a great faith in its value. But 
there is nothing to show that it justified his faith. All his 
ingenuity may possibly have delayed the onset and progress 
of the disease, but his men were in the last stages of scurvy 
and it was only their occasional supplies of fresh meat that 
saved them. 

At its best, under the most favourable conditions, it has 
never been claimed that beer is a complete protection from 
scurvy over any extended period of time ; and even in Cook’s 
time his beer and his infusion of malt did not alone confer 
invulnerability. But (before lemon juice removed the need 
of it) malt preparations do seem to have given a very con¬ 
siderable measure of protection when methods of malting 
and brewing were simple. Later, as a nourishing drink, and 
as a substitute for spirits, beer still had value for the seaman 
on Arctic service ; but with the elaborating and perfecting of 
malting and brewing processes, the antiscorbutic element 
seems to have been largely if not completely eliminated. 
Thus the conclusion drawn by Harden and Zilva 1 ” from their 
recent experiments with beer made from kilned malt is con¬ 
firmed by the history of its failure in Arctic experience. But 
Captain Dyke’s account confirms and justifies the belief 
in the beer used by earlier generations in the Navy, a 
hundred and twenty years ago. 


Clnwal JJotes: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


PRE-OPERATIVE X RAY DEMONSTRATION OF 
SILENT INTRATHORACIC METASTASES 
OF MALIGNANT DISEASE. 

By C. Hamilton Whiteford, M.R.C.S., L.R.C.P. 


There are probably few surgeons who, after having 
removed a malignant growth with its lymphatic area, have 
not experienced the disappointment of seeing the patient 
rapidly die from intrathoracic metastases, while the operation 
area remained free from recurrence. In not a few of these 
cases the symptoms of intrathoracic involvement appear so 
soon that there can be no reasonable doubt that the 
secondary growths were actually present at the time of the 
operation. Secondary deposits within the thorax are often 
44 silent ” — i.e., may exist for a long time and reach a consider¬ 
able size before giving a distinctive clinical picture. Radio¬ 
graphy is in many cases able to demonstrate the existence of 
these metastases while still silent. Of this the following 
case is an example. 

A stout multipara, aged 60 years, was seen by the writer 
last spring. The right breast contained a cancerous mass, 
the size of a lawn-tennis ball, which had invaded the skin 
surrounding the nipple, but had not yet ulcerated. The 
breast was freely movable on the chest wall. No glandular 
involvement could be felt. Clinically the thoracic contents 
appeared normal. Except for a somewhat feeble pulse 
there was no obvious reason why a radical operation should 
not give a chance of cure, provided that radiography showed 
no intrathoracic metastasis. The skiagram, however, showed, 
in both sides of the chest, masses of growth, which appeared 
as shadows, 5 inches in vertical extent, to the right and left 
of the sternum and pericardium. The husband was informed 
of the impossibility of a cure by operation, but was advised 
to sanction a simple removal of the breast in order to 
prevent the sepsis which would occur as soon as the 
involved ski® gave way. 

The breast was removed, and 14 days later the patient left 
the nursing home. The pathologist reported that the growth 
was an alveolar carcinoma with very little connective 
tissue. Three weeks after operation a slight cough 
developed, but subsided under treatment. Six weeks after 
operation dyspnoea commenced and the cough returned, 
with crepitations in both lungs, death occurring three 
months after removal of the breast. 

In nearly every form of malignant disease the thoracic 
contents are a possible site of metastases which for a time 
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may cause no symptoms. The presence or absence of such 
metastases cannot be decided by a consideration of either 
the size, duration, or position of the primary growth. 
Further, the metastases frequently cannot be detected by 
ordinary clinical methods. 

Radiologists are now usually able to demonstrate the 
presence of secondary malignant deposits within the chest. 
There is no reason why the radiographic examinations 
should not include regions other than the thorax in which 
deep-seated silent metastases are prone to occur. 

The principle of employing routine pre-opeiative radio¬ 
graphy in those varieties of malignant disease, both sarcoma 
and carcinoma, which are liable to cause intrathoracic 
metastases is relatively new, and at present is but little 
acted upon. Its importance for the prevention of useless 
operations is obvious. The principle is deserving of wide 
recognition and application. 

The results of its adoption in the surgery of malignant 
disease may be expected to include : 1. A diminution in the 
number of radical operations performed on cases in which 
the disease has, prior to operation, produced inoperable 
metastases, and this elimination of incurable cases will, as 
time goes on, result in a higher percentage of cures among 
the cases on which radical operations are performed. 2. A 
decrease in the number of palliative operations, because 
many patients decline any form of operation unless the 
surgeon is able to hold out a definite possibility that the 
operation may result in cure. 

Plymouth. 

TOTAL EXCISION OF THE URINARY 
BLADDER. 

By John C. Jefferson, F.R.C.S. Eng., 

HONORARY SURGEON, ROCHDALE INFIRMARY. 


The following record gives an account of a case of total 
excision of the urinary bladder in a woman for advanced 
epithelioma of the urethra. 

A married woman, aged 60, admitted to Rochdale 
Infirmary, stated that three months before she had noticed 
pain on "micturition and difficulty in emptying the bladder, 
these symptoms gradually becoming worse. About two 
weeks before admission incontinence took the place of 
retention. An advanced epithelioma of the urethra was 
found. I am of the opinion that it originated within the 
urethra, as the greater part was inside the urethral orifice 
and not actually about it. Farther, though the growth had 
invaded the sphincter vesicte, causing incontinence, it had 
not become attached to the pubic rami. The inguinal 
glands on the left side were 'enlarged, but freely movable. 
The patient was in good condition. Some urine obtained by 
taking catheter specimens was not foul, though it contained 
pus, and it improved considerably under treatment. As 
the patient was in a very miserable* condition owing to the 
constant dribbling away of the urine, I decided to transplant 
the ureters with their vesical orifices into the colon, to 
remove the bladder and urethra completely, and at a 
subsequent operation to remove the inguinal glands. 

On March 4tb, 1918, with patient in high Trendelenburg ■ 
position, I opened the abdomen in the middle line, the 
incision extending from pubis to umbilicus. The intestines 
were thoroughly packed off with gauze and the wound 
edges protected with tetras. A transverse incision was made 
through the vesico-uterine fold of peritoneum and the 
bladder separated from the cervix uteri and vagina. The 
ureterB were readily distinguished and isolated for not more 
than 1 inch from their entry into the bladder, a stout loop 
of silk passed beneath each facilitating handling. The 
peritoneum on the superior aspect of the bladder was 
peeled off and the viscus freed on all sides until the pelvic 
floor was reached. The bladder was opened and the ureteric 
orifices, with a small circle of mucous membrane around 
each, excised. 

The pelvic colon, which, fortunately, had a long mesentery, 
was next brought down and each ureter transplanted into 
it separately, as follows. A linen thread stay suture was 
passed through the mucous membrane around the ureteric 
orifice. A small incision was next made into the lumen of 
the colon through the anterior muscular band. Both free 
ends of the thread were now passed through the eye of a 
long curved intestinal needle, the needle passed into the 
lumen of the bowel through the incision and out again 
through its walls about 1 inch from the point of entry. By 
drawing on the thread the ureter was then pulled well 
inside the bowel and retained there while the aperture was 
closed around it and the terminal free part of the ureter 
enfolded in the bowel wall with Lembert sutures. The 
stay suture was then cut and removed. By this means the 
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i 1 n e thif t ^f l S i < Vi? Wn 5£ rou 8 b a Considerably smaller aperture 
in the bowel than otherwise would have been possible and 

ureter* 8 enabled to work with a shorter length of isolated 

uJro e vesfm| V MlH ™ cUion thr ? u S b the Peritoneum of the 
uiero vesical fold was now sutured around the portion of 

closed without had been rr l ? rou ^ ht dow « and the P abdomen 
draiD ^ e - The patient was placed in the 
afrtomy position and the removal of the bladder, together 
Of th« v«" rethra - S nd the lower P art 01 ‘be anterio? wall 
inserte^fn?o t^ P 8p^e 0 |e n ?t Pleted - A ' aree draina 8 et “ b8 wm 

th J b ® P a ** ent Iwre the operation remarkably well and, with 
recoverv P TMW. ^' ttle b ~»chitis, made an uninterrupted 
f T^ 11 ^ da ^ 8 a fk er the first operation I wished 

^ iu M n&{ ^ ,anda on the left side? now con¬ 
siderably enlarged but still freely movable. The patient 

antlv^Jrppd 1 ? te fi et . urni . n « h ome for ten days. I reluct 

ffl2^iiXS3!SRSias!t*^jsiiaa; 

howp? 0 P i> a rI ent bas i fair contro1 over her rectum, though the 
ar ® moved on an average five times during the dav 
of fc 36 ni ^ ht - There have been no symptoms 

rrtn^S eD ^i ln ^ 4 . ln /u Cfc i on °* * be ureters and kidneys This I 
into fchp r h 1 aHri fc ° the !, acfc fchat fche who,e orifices of the ureters 

There Ls hppn r ; aDd Dofc the urefcers 0Dl ^ were transplanted 
ihere has been no recurrence of growth in the vagina. 

p Jw D r n0t h6l i P tbil ? kin ^ that had the patient consented to 
® ar Hf r remo yal Of the glands the result would have been 

not h diffi 0 p r »l/° rfc Th at ? The °P erafcion ifcself was tedious but 
depths ^f lh’p transplantation of the ureters in the 
pi™* a * S® P V 8 Was a delicate procedure, requiring 
suture d Pat eDCe ’ thon S h ifc w as much facilitated by the stay 
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P“ re cultures; and (2) the methods of isolation 
employed in many instances being such as would tend to 

£ “? ° ut ^ Sapr0phytic forms iQ Preference to the more 
delicate pathogenic varieties. As an indication of the 
relauve incidence of the different anaerobic bacteria met 
with in cases of gas gangrene. Dr. McIntosh gave some 
results compiled from his own observations made on behalf 

from* fouTi Research Committee. In a series of 41 cases 
from 1914 17, B. welohix occurred in 43*9 per cent 
B. sporogenes (types 1 and 2) in 29 2 per cent.. Vibrio?' 
septique in^19 5 per cent., terminal oval sporing bacilli in 
17 per cent ; and of undifferentiated types, type No. 13 in 
7 ^P® :r cenfc -» fc ype No. 18 in 4 8 per cent., and type No. 19 
in 4-8 per cent. In a second series of 52 cases during 1918 
L’ l ' eW “ occurred in 67 3 per cent.. B. sporogenes in 
38 7 per cent., it brion uptime in 16-3 per cent 

4 P V cent " terminal oval spores in 8T 
per cent., and B. pseudo-tetanus in 2 per cent. 


chiral Soritfws. 

ROYAL SOCIETY OF MEDICINE. 

SECTION OF PATHOLOGY. 

Discussion on the Pathology of Gas Gangrene. 

A meeting of this section was held on Dec 3rd 
^° f ® SSOr H ) V - B^och, the President, being in the chair’ 
Gangrene 100 t00k pIaoe on the Oology of Gai 
Incidence and'Bacteriology. 

SSSSESS 

had n va t r h ied W from rn tim 0 e D J d ?'‘ ng the present war its incidence 
and tu • time to time according to the battle area 

tocid reliab, « e °tatistios "were ‘dffficuH^to wmpife^^The 

during th "Tt lately only° been"aboutT 1 per cent 7 
during the most active operations Rnt ,. . P 

good deal when manyuSSta of T‘ J 

dealt with. mousanas of wounded were being 

The researches of Pasteur Koch W.inh „ , .. 

showed that the exciting agents wer’e aniembic bactrS" 

pS§§M3i~l 

mrnimm 

Hf-a 


Result! of Investigations an Causation and Treatment. 

Major J.W.McNee laid emphasis on the large number of 

SnJf he SrSt tW ° years 0f the war ’ lost their R v es or 
thoco b |- fr ? m gaS gangrene. Owing to the early onset of 
aB 6 ho° mp ^Iroetion, which usually developed within the first 

7h.tr aft6r lnjl ! ry ' many cases “ever reaohed the base so 
thet for many workers there could be no clear mental picture 
of the fulminating cases. The earliest development of gaf 

ffEZZZ* -. a<1 See /* Ocoarred 3 * h °ors after recefpt 

The ra^dUv’of 0 . *!** WeU e8tablbib ed in 10 hours. 

Xhe rapidity of spread was far in excess of any microbic 

infection of which he knew, and half an hour’s delay in 
operation might make all the difference between life and 
deatb \ Gas Rangrene reached its height during 1915. and at 
this time meant the death of the patient or, at best his 
survival after amputation of a limb. ’ 

w!n.. 1916 .! 1 r ^' 0!< ! associaUon With Surgeon-General Cuthbert 
the If th ? ehberat ® work was begun in the First Army on 

Dun^ t «nl? g7 i ? f th ,t COnd,tlOD ' especially by Cantain Shaw 
Dunn and himself. This work arose out of various 
clinical observations. It was insisted on by Wallace 
f n dise^f DDe f h Tay . l0r th , at Ras gangrene was essentially 

fonM h ° £ rf S 5 *’ a , nd never arose when muscle injury 
could be excluded. It was also observed that in early 

oases of gas gangrene single muscles of a group were often 
involved whilst neighbouring ones escaped. These observe- 
tions had special reference to gas gangrene spreading in a 
' mb J‘ th a “ lntact blood-supply, and the method of spread 
rf»H f!? ?£ 3 f S f °rmed their first line of research. It was 
r^lised that cases of what came to be known as qrauv 
? a t ? reae w , ere 1 K, a dl ® ere nt category as regards spread^ 
nfnlit l la i g ® blood -vessel was always divided—e.g., the 
pophteal-aml gangrene of gaseous type commenced ii all 
the muscles of the group simultaneously. The onset of 
gangrene in sucli devascularised segments of limbs was seen 
to be analogous to invasion of the warm tissuls aftef 
death, such as occurs in hot weather. Sections illustrating 
the spread of gas gangrene in living muscle with au 
^tact blood-supply were shown. In their account of their 

was k |’aM hlCh th a8 already been published in full, great emphasis 
was laid on the sirreadmg edge of the gangrene, a histological 
study of which gave the clue to the method of spread. "The 
essential factor in the spread was the passing up of a fluid 
substance In the sheaths of the muscle fibres, Causing deaih 
and coagulation necrosis of the muscle fibres In the 
rnuscie fibres so killed off an invasion by the anaerobic 

to live* th“ Ce u ° k , place ’ the muacle s “ffar being split 
to give the characteristic evolution of eas It 

not untii Bull’s work on B. Mi toxin It publish" 
that the full truth was known. They called the 
rf ‘ Dg , edge Wbere the mnscle b ad been killed 
°® h be v, pre ,‘ gas " one of ^ngrene. Experiments on 

I human h e Wed - f Ule ° I B anism s freshly isolated from 
a human case were injected intramuscularly no spreading 

totored'n'^hle f j Uo . wed “ nless the muscle was first extensively 
injured or blood clot \va 9 produced. 

war. Tn Un .h S ° f th ‘ s war ’ ln contrast to those of other 
wars, all the necessary conditions for the origin of cas 
gangrene were provided. This war had been fought^ 

Wnif^ ^ • m ? nared 80,1 - saturated with the anaerobic 
bacilli denved from animal manure. We had hail the 

had P th Ue h Ul I et ’ Whi ° h breaks up r«adUy, and we had 
had the short-range warfare of the trenches, so that 
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when a bone was struck it shattered into fragments, tearing 
up the muscles around. Moreover, we had in this war as 
never before all the varieties of jagged and irregular 
missiles, often carrying in cloth along with them, derived 
irom the bursting of shells and bombs of every kind. As 
a consequence every wound in this war was accompanied by 
.great laceration and damage to muscle, while practically 
every wound was infected with anaerobes from the start, by 
clothing, dirt, fee. 

During 1916 and 1917 the dead and damaged muscle, 
in which alone gas gangrene could commence, was removed 
by operation, and for the treatment of early cases, knowing 
the method of spread, single infected muscles or parts 
of them could often be removed in time to arrest the 
disease, while the limb as a whole was saved. It was 
obviously necessary that operations should be carried out 
at the earliest moment possible after wounding, and for 
this reason the casualty clearing stations were pushed as far 
up as possible. The results of these measures were very 
soon obvious. Whereas during the previous year in one 
C.C.S. the gas gangrene incidence ranged around 8 per cent, 
in quiet periods, and was known to be almost double in 
periods of activity when the wounded came back slowly 
owing to numbers, with the new methods of wound treat¬ 
ment the incidence of gas gangrene fell towards the end of 
1917 to just below 2 per cent. This was before any serum 
therapy had been thought of, and before Bull had announced 
the discovery of B . roelchii toxin. During the end of 1917 
and the present year the majority of cases of gas gangrene 
had occurred amongst men who had either had to be 
brought to the casualty clearing stations over long distances 
and bad roads, or who had arrived in a pulseless condition 
from shock or hemorrhage, or both, and consequently unfit 
for operation. When gas gangrene is developing the blood 
pressure rises at first, and the medical officer, unless he 
is on his guard, may think that the man is recovering. 

Speaking of the bacteriology of the condition, he said that 
in the acute spreading gangrenes of limbs B. welohii was 
evidently the chief organism concerned. It could be found 
in great numbers, and in almost pure culture, close up to the 
spreading edge of the gangrene. Such rapidly spreading 
gangrenes exhibited an intense toxaemia in the later stages, 
but the organism seldom invaded the blood stream except just 
before death. During the past year, with the B. melohii infec¬ 
tions well controlled by surgical methods, other forms of gas 
gangrene associated more with toxaemia than rapid spread in 
muscle had consequently come into more prominence. They 
were of intense toxaemic type, and gave positive blood 
cultures of a motile anaerobe, the Vxbrion septique . In his 
own army area such cases had been rare. With regard to 
the third great toxin-producing anaerobe ( B. cedematiens) 
isolated in cases of gas gangrene by Weifiberg and Seguin, he 
had only seen two or three cases where its presence as the 
main factor in etiology was suspected. The epoch of serum 
therapy dated from the time when Bull, working in the 
Rockefeller Institute, found an exotoxin produced by 
B. roelohii , and by the injection of this produced an antitoxic 
serum. In his work in France he met with many 
disappointments, but he came at a time when the B. rcclchii 
infections were already well controlled by surgical 
methods, and a large proportion of the men on whom 
he had to make his tests were those developing gas gangrene 
while lying in a state of shock in the resuscitation wards. 
The results were encouraging, however, from the way in 
which some of the toxaemic cases were controlled. In other 
cases in which the toxaemic symptoms were unchecked, the 
cultivation of V. septique from the blood showed clearly 
that this organism must be considered in any future serum 
developments. This year a fairly extensive prophylactic 
trial was made in three divisions of the First Army with 
an antitetanic serum containing also anti-substances to 
B. nelchii , being controlled by a comparison with neigh¬ 
bouring divisions in the army ; the serum was injected as 
soon as possible after wounding, generally within 3-5 hours. 
There was no reduction in the case incidence in the C.C.S. 
zone as compared with control divisions, but the figures 
seemed to show a reduction in case mortality at the bases. 
In connexion with the sera used curatively, the cases 
developing gas gangrene were mostly men in a condition of 
shock, or in whom operation had been much delayed by long 
travelling over bad roads. The results were therefore 
difficult to appraise, and were certainly not dramatic. 


Professor M. Weinberg, the President, Major A. W. M. 
Ellis, and Captain H. P. M. Henry also 6poke. 

SECTION OF SURGERY. 

The Closure of Cavities in Bones. 

A meeting of this section was held on Dec. 4th, Sir John 
Bland-Sutton, the President, being in the chair. 

Lieutenant-Colonel Percy Sargent read a paper on the 
Closure of Cavities in Bones. 

Peocssses of Repair in Bone. 

He said that the processes of repair in bone differed 
in no way from those which occurred in other vascular 
tissues; but they were modified by its peculiar and 
complex structure. Tissues healed well or ill according 
to their vascularity, and so cancellous bone was more 
adapted for recovery than compact bone, and the ab¬ 
normally dense bone which resulted from chronic inflam¬ 
mation was a great handicap. Another factor which 
retarded the healing of cavities in bones was the fact that 
the walls were not collapsible. It was necessary for the 
walls to be approximated until the granulations which 
covered them were able to coalesce. Two processes 
combined to bring about the coalescence of the granula¬ 
tions covering the wall of a cavity : (1) the falling 
together of the adjacent structures, and (2) the process of 
contraction which was always associated with the develop¬ 
ment of granulations. In the case of a bone cavity, it was 
clear that its walls could not fall together from the pressure 
of the surrounding structures, nor could they be drawn 
together by the contraction of the developing fibrous tissue. 
Colonel Sargent then described a case in which a cavity had 
been in existence for 16 years after a two-year-old sequestrum 
had been removed from it, the cavity measuring 3 inches in 
length, the sequestrum 4 inches. It had taken 16 years for 
the cavity to be reduced in length 1 inch. We might there¬ 
fore suppose that the process of filling up a bony cavity, by 
the growth of new tissue upon its walls, whilst it might 
slow down, did not necessarily come to an end completely ; 
that, although in theory a cavity of any size might 
ultimately be obliterated in this manner, the process would 
be so slow as to need longer than the life-time of the 
patient—a life-time apt to be shortened by chronic septic 
absorption, or by any of the accidents which threatened a 
patient who bore a source of chronic suppuration. 

Methods of Tilling Cavities in Bong. 
he problem of filling up old bone cavities had been attacked 
in different ways: 

1. In 1886 Schede recommended a procedure based 
upon the process of “healing by blood clot.” His method 
was as follows : An Esmarch’s bandage having been 
applied to the limb, the cavity was prepared with the 
greatest care so as to render it as clean as possible, and the 
wound was closed. On removal of the bandage the cavity 
would fill with blood, which, the wound being relatively 
aseptic, would become organised into, or replaced by, fibrous 
tissue. 

2. Pieces of sponge had been packed into the cavity, in 
the expectation that such tissue would form a framework 
for the growth of granulations. 

3. Neuber’s method consisted in laying open the cavity by 
removal of one of its bony walls and inverting flaps of skin 
into the groove so formed, the flaps being secured in position 
by means of nails. 

4 Senn advocated the use of decalcified bone which 
had been prepared by soaking in 1 in 500 sublimate 
alcohol. The cavity, carefully prepared, and rendered as 
aseptic as possible, was to be firmly packed with chips of 
this decalcified bone. 

5. A method of plugging bone cavities with a paste 
compounded of iodoform, spermaceti, and oil of sesame, 
was described by Moorhof and Seymour Jones in 1905. 
The cavity to be treated was to be cleaned, dried, and 
filled up with this paste, which was stated gradually to 
disappear, and to be replaced by bone. Moorhof claimed to 
have treated 220 cases in this manner without a failure. 
Both the last described method and that of Schede demand 
conditions which must rarely be attainable. “It is an 
absolute sine qua non,” wrote Moorhof and Jones, “ that 
the walls of the cavity to be plugged should contain 
no diseased tissue, and should be perfectly aseptic.” 
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6 . Another method of filling the bony cavities was described 
by Hollander. The cavity was carefully cleansed and pre¬ 
pared, and was then filled up by pouring: melted human fat 
into it. The fat so obtained at operation from lipomata or 
omentum was freed from connective tissue and melted in a 
water-bath. It was claimed that in some instances healing 
by first intention occurred, but that in the majority the wound 
took about three weeks to heal. It was further stated 
that the scar, instead of being adherent to the bone and 

'depressed, was freely movable and flush with the surface. 

7. Professor A. Broca said that the persistent sinus was due 
to the persistence of osteitis and the existence of a suppura¬ 
ting cavity, the obliteration of which should be at least as 
much the object of operation as the removal of sequestra. 
Broca’s radical operation aimed at the obliteration of the 
cavity by the falling in of the soft parts. The bone was 
freely exposed through an incision situated at the most 
convenient place as regards its anatomical relationships ; 
existing sinuses at a distance from the site of election were 
ignored. The cavity was converted into an open trough or 
gutter by the free removal of one of its walls. Any sequestra 
and all diseased tissue were removed, special care being 
taken to follow up all recesses and diverticula from the 
main cavity. The overlying soft parts were then encouraged 
to sink into and gradually to obliterate the resultant cavity. 

Teohnique of Modification of Broca's Operation . 

The method which the speaker wished to advocate was a 
modification of Broca’s operation, and one which he thought 
in most cases offered certain definite advantages. It might 
be called that of muscle-grafting, to which might be prefixed 
the term (as Professor Shattock suggested) “continuous ”— 
in contradistinction to “discontinuous”—grafting, seeing 
that the slip of muscle used to fill the cavity was not com¬ 
pletely separated but retained its continuity with the main 
mass. Before undertaking the operation the bone was 
carefully examined by means of stereoscopic radiograms. 

The technique of the procedure was as follows. 
No tourniquet was employed. The use of a tourniquet 
certainly rendered certain stages of the operation more easy, 
but the subsequent oozing was a great drawback. Haemor¬ 
rhage was easily kept under control by the frequent appli¬ 
cation of large pieces of gauze wrung out in very hot saline. 
As a rule, the operative field could be kept dry by this 
means. Further, it was easier to judge of the condition of 
a bone which bleeds under the curette than of one which was 
temporarily deprived of its blood-supply. Again, as these 
operations consumed a considerable amount of time, the 
total deprivation of blood for an hour or more of skin whose 
nutrition was already impaired by scarring might result in 
subsequent sloughing. One of the most essential points in 
the operation was to secure a sufficiently thorough exposure 
of bone both above and below the site of the cavity which 
was to be attacked. The surgeon must see exactly what he 
was doing in every part of the operative field, and not trust 
to the curette for discovering hidden recesses. He usually 
began by a fairly wide excision of the wall of the sinus 
which leads down to the bony cavity. When more than 
one sinus existed he selected the one which was most 
conveniently situated and which gave the easiest and 
most direct access to the bone, having regard to 
the anatomy of the structures in the neighbourhood. 
Any other sinuses might or might not be dealt with, 
according to their situation and the density of their walls. 
The periosteum was next incised to the extent of the whole 
length of the wound and stripped from the- bone so as to 
bare it completely, not only at the actual site of the cavity, 
but for some distance both above and below. At this stage 
it was convenient to employ Lane’s bone levers instead of 
the ordinary retractors so as to bring the bone into pro¬ 
minence by depressing the soft parts ; they were inserted 
between the periosteum and the bone. Before attacking the 
bone it was necessary to pack it off by means of gauze pads, 
partly to prevent soiling of the wound generally, but par¬ 
ticularly to prevent fragments of bone getting lost 
amongst the soft parts and being accidentally left 
behind. This was most important, more than one of 
his own failures being due to the leaving behind of bone 
chips. That part of the operation which consisted in 
preparing the cavity for the graft was entirely subperiosteal. 
The bone so exposed could be thoroughly examined, and a 
decision made as to which wall of the cavity could best be 


spared from the point of view of strength of the bone. Other 
things being equal, that aspect of the bone was selected for 
removal which was most conveniently related to such 
overlying muscles as could best be employed for filling the 
cavity. These points being decided, the cavity in the bone 
was fully opened up by means of a chisel and mallet until 
every part of it could be thoroughly explored. All granula¬ 
tion tissue and dead or carious bone must be removed, and all 
recesses carefully followed up and cleansed. The cavity was 
next washed out with hot saline solution and plugged tightly 
with gauze. This completed the first stage of the operation. 

The second stage was not commenced until all soiled pack¬ 
ing had been removed, the towels changed, the instruments 
re-sterilised, and the surgeon’s and assistant’s gloves had 
been changed. From this point onwards the operation must 
be regarded as an aseptic procedure. The wound, of course, 
was not free from bacteria, but their number had been so 
reduced that the tissues could deal with the remainder. The 
best method of tilling the cavity with muscle was different in 
every case: what one must do was to fashion from the most 
conveniently situated mass of muscle a thick, broad-pedicled 
flap of approximately the same size as the cavity. It was a 
plastic operation based upon the same principles as those 
which govern plastic operations in general, and the main 
point to be kept in mind was to secure an adequate blood- 
supply to the transplanted muscle. The muscle graft was 
now pushed into the cavity and pressed home firmly; it 
readily adhered to the bone. A few stitches of catgut 
might be required to bring together the overlying 
muscles and to assist in keeping the graft in position. 
The skin was loosely sutured and the subsequent escape 
of exudate was provided for by means of rolls of 
rubber sheeting inserted in convenient parts of the 
wound. It was important to place one such drain in 
the space from which the muscle graft had been cut. These 
drains were usually removed at the end of 48 hours. The 
limb was splinted in such a way as to relax the parent 
muscle. 

In some cases these wounds had healed practically 
by . first intention, but there was often a considerable 
reaction, which might last for several days, the temperature 
being raised to 101° or higher and the wound discharging a 
quantity of exudate, which was sometimes thin and watery 
and sometimes frankly purulent. In one or two instances 
severe suppuration had occurred, but the wounds had, 
nevertheless, eventually healed soundly. 

Advantaget of the Muscle-graft Method 

The advantage of the muscle graft over the method of Broca 
was that less bone need be removed, and it was not necessary 
to convert the whole cavity into an open gutter. Hence 
the bone need not be weakened to the same extent. 
(Broca spoke of fractures having occurred during his opera¬ 
tion.) Further, the cavity often extended into the articular 
end of a bone, in which case it could not be con¬ 
verted into an open trough in its whole extent. The 
obliteration of the cavity by the falling in, or pressing in, of 
the overlying soft parts might take some time, and might 
fail to be complete ; by means of muscle grafting we got an 
immediate and entire filling up of the space. In contrast 
with the other materials which had been used, we had in 
muscle a living vascular tissue which might be presumed to 
furnish cells and fluids capable of completing the removal of 
such micro-organisms as might remain. It was possible that, 
in parts at least, union between the raw bone and raw muscle 
might occur by first intention, or the bone and muscle might 
each become covered with granulations which might subse¬ 
quently unite. In either case the respective blood-vessels 
of bone and muscle coalesced, so that an additional 
supply of blood was brought to the bone. We had 
no evidence that bone formation occurred in the graft, 
but it might conceivably occur should the parts concerned be 
not strictly aseptic, and the graft become the seat of a 
chronic myositis. The graft retained its connexion with the 
parent muscle and might take with it a nerve-supply, in part 
at least. It need not cease to function if the arrangement 
were such as merely to make the transplanted slip arise from, 
or shift its insertion into, another part of the bone. The fate 
of the graft was a matter of subsidiary importance ; for if 
the procedure had successfully obliterated the cavity, its 
real object had been attained—namely, sound and final 
healing. Whether ossification ultimately would take place 






The Lancet,] 


ROYAL SOCIETY OF MEDICINE: SECTION OF SURGERY. 


[Dec. 14, 1918 819 


was immaterial from the point of view of strength, for, as the 
patient used the limb, and so subjected the bone to strains 
and stresses, compensatory overgrowth occurred. This was 
well exemplified in a radiogram taken by Captain Keen. 

Discussion. 

Captain B. S. Simmonds spoke of the work he had carried 
out with Colonel Sargent and Major Oswald Shields at 
Tooting Military Hospital in dealing with gunshot fractures 
which were unhealed, owing to the presence of septic 
tunnels and cavities in bone. Their object had been in all 
cases (1) to expose freely by periosteal resection the whole 
area of the injury to the bone ; (2) to open up thoroughly the 
cavity or tunnel so that its whole extent could be explored ; 
(3) to remove all sequestra and diseased bone, and the 
fibrous tissue and granulations lining the cavity or tunnel; 
and (4) to arrange for soft parts to fill up the cleaned cavity 
completely. * He thought that every case should be treated 
on its merits without one method exclusively being adopted. 
Many cases of tunnel and cavity which could, without 
removal of too much bone, be converted into a shallow 
cavity could be cured by Broca’s method ; but other cases, 
such as cavities involving the condyles of the femur, and 
cavities in which removal of sufficient bone would endanger 
the function of the limb, were best treated by the muscle 
graft. 

Captain Z. Mennell said that during the past year he had 
performed this operation on about 27 cases, 23 of which 
could be traced. He wished to emphasise certain points: 
1. The need for complete excision of the sinus which leads 
to the bone cavity and of the surrounding scar tissue. It was 
essential that the incision should run through healthy skin, 
so that the stitches need not pass through scar tissue or 
sustain any tension. 2. The careful packing off of the 
wound so as to avoid bone chips being overlooked. 3. The 
muscle tissue used as a graft must be muscle tissue 
only, without tendon or fascia attached to the surface 
which comes into contact with the raw bone surface. 
The graft must have a good blood-supply and be free 
at one end. 4 Efficient drainage of the cavity from 
which the muscle has been taken through a separate 
wound in the most dependent position possible. 5. The 
need for firm pressure over the muscle in the cavity 
when the dressing was applied. 6. Careful examination of 
each case for any interference of the blood-supply to the 
limb. Referring to the after effects, he said that there was 
very considerable oozing. This need not cause alarm, and 
only necessitated packing the wound outside the original 
dressing and perhaps a firm bandage in addition. There 
was often considerable reaction and sometimes, in addition 
to constitutional symptoms, such as fever, an apparent 
severe local infection. This only lasted a short time, and if 
there was sufficient drainage no ill-effects appeared. 

Mr. C. H. Fagge and Major Oswald Shields also spoke. 

Major John R. Lee read a paper on Compound Fractures 
of the Femur in its Upper Third and demonstrated his pelvis- 
femur splint, and also a splint for fractures of the upper 
extremities. The paper will be published in a later issue of 
The Lancet. 

SECTION OF ANAESTHETICS. 

The Present Position of Spinal Anaesthesia. 

A meeting of this section was held on Dec. 6th, Dr. 
Llewelyn Powell, the President, being in the chair. 

Dr. F. S. Rood opened a discussion on the Present 
Position of Spinal Anaesthesia. He said that he had 
nearly always used a 5 per cent, solution of stovaine, the 
density of which was increased by the addition of 5 per 
cent, of dextrose. * He preferred this to a solution of 
stovaine in saline. The difficulty of the conscious patient 
was overcome by combining general anaesthesia or a modifi¬ 
cation of twilight sleep with spinal anaesthesia. The 
question of shock was discussed, spinal anaesthesia having 
been given up in the military hospitals in France owing to 
the danger of administering it to patients who w'ould be 
seriously affected by a fall in blood pressure. On the other 
hand, spinal anaesthesia protected patients from the onset of 
shock due to prolonged and severe surgical procedures. 
Difficulties due to a fall of blood pressure in his own cases 
had been much less frequent since the adoption of the 
recumbent position. Dr. Rood s paper will appear in full in 
a later issue of The Lancet. 


Mr. P. Lockhart-Mummery said that the object of anaes¬ 
thesia was to protect the patient from loss of vital energy, 
which occurred in two ways: (1) by afferent impulses reaching 
the brain from the site of operation ; and (2) by fear. In¬ 
halation anesthesia protected the patient against fear, but 
not against impulses reaching tlje brain ; spinal anaesthesia 
protected against pain but not against fear, and fear affected 
the patient as much as pain in producing a lowered blood 
pressure. It was therefore advisable to use both forms. 
The best results he had seen yet had been from a combina¬ 
tion of twilight sleep and spinal anaesthesia, but it was 
difficult to estimate the amount of scopolamine-morphine 
needed. The greatest advantage of spinal anaesthesia was 
that it did not produce vomiting. It was necessary to 
keep up the vital energy by feeding, and with spinal 
anaesthesia the patient could be fed until the time of 
the operation, and food could be given immediately after¬ 
wards. This made a very marked difference. During the 
last five years he had reduced his mortality from excision of 
rectum from 30 to 40 per cent, to 5 per cent. With regard 
to the question of shock, it should be realised that under 
spinal anaesthesia the patient was under the influence of 
gravity (the case being comparable to that of the hutch 
rabbit) and so must be kept head downwards. The 
careful moving of the patient afterwards was of extreme 
importance. 

Mr. P. P. Colf. said that with regard to the prevention of 
shock, the posture and the maintenance of the same position 
after operation were both very important. Such operations 
as that for a large umbilical hernia in a very stout woman 
should not be done without spinal anaesthesia, owing to the 
strain on the stitches when vomiting occurred. If vomiting 
were eliminated the success of the operation was assured. 
Spinal anaesthesia was also invaluable in prostatectomy and 
for all urethral work ; with it he had never found an im¬ 
passable stricture. It was also very useful in emergency 
operations in acute abdominal conditions where the surgeon 
was single-handed. 

Mr. Robert Donnellan said that he had administered 
spinal anaesthesia for some years in thousands of cases. He 
preferred the saline form, because the operation could be 
begun at once and because pallor, sweating, shock, and 
collapse were less than with the glucose solution. Tempera¬ 
ment played a large part; there was far more shock, 
sweating, &c., in the case of nervous patients. He asked if 
stovaine was a vaso-dilator. He had watched the pulse and 
had found the radial pulse large, soft, and flabby before 
shock came on. He had had a certain number of cases of 
retention of urine due to atony of the bladder, in which 
catheterisation was needed for some days. 

Mr. H. M. Page said that he had begun by using the 
heavy solution and had gone on to the light, and did not 
wish to change. With the patient in the Trendelenburg 
position he had seen no shock, vaso-dilation, collapse, &c. 
Paralysis of eye muscles and headache also occarred after 
spinal puncture for fluid. 

Dr. F. E. Shipway thought that the fall of blood pressure 
was the chief question. It did not depend upon the 
lightness or heaviness of the solution used so much as on 
the paralysis of a large portion of musculature. He asked 
if the headache was a nervous phenomenon and due to the 
patient being apprehensive. 

Dr. J. Blomfield thought that Crile had underrated the 
power of general anaesthesia in preventing shock. It was 
difficult to produce shock in anaesthetised animals. Spinal 
anaesthesia was of great value in selected cases ; he found 
it of most value combined with general anaesthesia. 

Dr. Rood, in reply, said that a fall of blood pressure 
superimposed on shock was dangerous. If the patient were 
in such a condition it was unsafe to give air anaesthetic 
which cut out the splanchnics. He had never seen a case of 
continuous retention of urine. 


Devon and Cornwall Sanatorium for Con¬ 
sumptives, Didworthy.— The fifteenth annual report shows 
that during the year 148 patients were admitted in the first 
stage of tuberculosis, 155 in the second stage, and 20 in the 
last stage. Of the last-named cases half were discharged 
improved. The average stay of each patient was 90 days. 
The average cost per case amounted to just over 35*. weekly. 
The income was £5883, and an unfavourable balance of £191 
remained. 
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I. A Short Practice of Midwifery. By Henry Jellett, B.A., 

M.D., F R.C.P. Irel. Seventh edition, revised. With 
4 coloured plates and 236 illustrations. London : J. and 
A. Churchill. 1918. Pp. 545. 12*. 6 d. net. 

II. A Short Practice of Midwifery for Nurses. By Henry 

Jellett, B. A., M.D., K.R.O.P. Irel. Fifth edition, revised. 
With 6 plates and 169 illustratibns in the text; also an 
Appendix and a Glossary of Medical Terms. London: 
J. and A. Churchill. 1918. Pp. 464. 8*. 6 d. 

I. The present edition of this well-known text-book has been 
revised and seen through the press under the stress of war 
conditions in Flanders. In spite of this, the revision appears 
to have been carried out carefully and thoroughly, and it 
remains one of the best short text-books on the subject of 
midwifery. Naturally, it refleots the teaching of the Rotunda 
School, of which the author is so widely known an exponent. 
In the chapter on Eclampsia we notice that the rapid 
emptying of the uterus is not regarded with much favour. 
The question is a difficult one, but in view of the 
increasing number of advocates of the rapid termina¬ 
tion of the pregnancy by the performance of Caesarean 
section it is interesting to note the recommendation that if 
the patient’s condition is becoming worse in spite of the 
medicinal treatment advised the uterus should be emptied 
after the use of. Champetier de Ribes’s bag or Frommer’s 
dilator. Surely a more rapid and more surgical method in 
such a case is the performance of an abdominal Caesarean 
section. The uterus can be emptied with greater safety 
by this method than by any vaginal operation. But 
apparently the author rejects Ckesarean section altogether, 
and would use in preference a Frommer’s dilator, an 
instrument the employment of which most obstetricians 
have abandoned. It must be admitted, however, that the 
routine medicinal treatment as practised by the author and 
others, such as Stroganoff, has given very good results. A 
work which has reached its seventh edition requires no 
recommendation on our part; we endorse the favour with 
which it has been received by students and teachers. 

II. The present edition has been carefully revised and brought 
into conformity with the existing practice of the Rotunda 
Hospital. A number of new illustrations have been added 
and others have been redrawn. As Dr. Jellett points out in 
his preface, the first duty of a nurse when the labour she is 
attending is not a normal one is to send for medical assist¬ 
ance, and her second duty is to do the utmost for her 
patient that she can until assistance arrives. She cannot 
perform the second of these duties, nor can she give intelli¬ 
gent aid to the medical man, if her knowledge is limited to 
the bare essentials which will enable her to conduct a case 
of normal labour. For the purpose of acquiring a theoretical 
knowledge of the other details of the management of a 
pregnant, parturient, and puerperal woman, a nurse cannot 
do better than consult this book by Dr. Jellett. In it she 
will find clearly and concisely described all the facts she 
should know, and we can confidently recommend it to all 
nurses studying midwifery. 


non-malignant gynaecological diseases. A special descrip• 
tion is given of the very thorough operation for cancer of the 
vulva in two stages recommended by Taussig. Indeed, the 
portion of the book dealing with operative gynaecology is 
particularly interesting, as a number of operations are 
described which are not to be found in the ordinary text¬ 
books—for example, the author’s method of performing 
anterior colpoplasty, Clark’s perineoplasty, and Studdiford’a 
modification of the same operation. Another useful pro¬ 
cedure described is Bartlett’s method of transplanting a 
portion of the fascia lata from the thigh in the treatment of 
ventral hernia. The whole work is most interesting and 
beautifully illustrated, upon which we can heartily con¬ 
gratulate the author, and it should be read by all teachers 
of gynaecology. 


Simplified Method of Tracing Pays through Any Optical 

System. By Ludwik Silberstrin, PhD. London: 

Longmans, Green, and Co. Pp. 37. 5*. 

There is something very fascinating about the apparent 
(but deceptive) simplicity of quaternions and vector analysis, 
but it is well to remember that such a good mathematician 
as Lord Kelvin confessed that for years he was unable to 
understand Heaviside’s vector analysis. Dr. Silberstein. 
however, tells us in his preface that only the rudiments of 
vector algebra are involved in this little book, and that “a 
reader who is entirely ignorant of the subject could in a few 
hours acquire this amount of knowledge from one of the 
existing treatises on it.” We think the author has under¬ 
estimated the elusiveness of the method. For instance, on 
p. 17 a simple vector formula fs said to show 

“ at a glance an interesting and perfectly general property of 

the prism. Thus the final emergent ray makes with 

the edge (!) the same angle 6 as the original incident ray, 
whatever its orientation. In other words, the only effect of 
the prism is to turn the ray rigidly round the prism edge as 
axis.” (The italics are the author’s.) 

This statement is not a mere slip, for it is repeated on p. 27. 
It is, however, well known that the deviation of a ray due to 
the interposition of a prism is the angle between the incident 
and emergent ray, so that the axis, about which the ray is 
turned, passes perpendicularly through the intersection of 
these rays, and not through the edge of the prism. The 
book cannot therefore be recommended in its present form, 
and the 18 blank pages at the end might well be utilised in 
the explanation of the fundamental principles of vector 
analysis required in tracing rays by this method. 


Reminiscences or a Student's Life at Edinburgh in the 
Seventies. By Alisma. Edinburgh : Oliver and Boyd. 
1918. Pp. 115. 4*. 

This is a pleasant, modestly written little book of recollec¬ 
tions of various events and people, and we may at once say 
that the people are far more important than the incidents 
which are mentioned in connexion with them. “Alisma” 
plunges at once into his subject with a reminiscence of 
Professor John Hutton Balfour, Professor of Botany 
(1845-79), who had told “Alisma” a botanical riddle the 
answer to which is the calyx of the wild rose, and it ran 
thus : — 

Quinque oumus fr&tres, unus birbatus et alter, 
lmberbesque duo, sum semlberbis ego. 


Gynecology. By William P. Graves, A.B., M.D., 

F.A.C.S., Professor of Gynaecology at Harvard Medical 
School, &c. With 368 half-tone and pen drawings by 
the Author, and 123 microscopic drawings and 100 
illustrations in colour. Second edition, thoroughly 
revised. London and Philadelphia: W. B. Saunders 
Company. 1918. Pp. 883. $7.75. 

In the second edition of this book the section on the 
relationship of gynaecology to the internal secretions has 
been rewritten almost entirely and considerably amplified. 
This subject is one of the greatest importance to the gynaeco¬ 
logist, and how thoroughly it is treated by the author is 
shown by the fact that he devotes some 130 pages to it. 
A new section also has been added dealing with the 
relation of gynaecology to the sex-impulse, largely based 
upon the theories of Freud regarding infant sexuality. 
Other interesting additions are to be found in the sections 
dealing with ovarian organotherapy, ovarian transplantation, 
the radium treatment of cancer, and the use of radium in 


(Two of the sepals of the calyx are bearded, two are not, and 
one is bearded on one side only.) This riddle in one form or 
another is of great antiquity, and John of Gaddesden, our 
first English Court physician, used it to describe the sections 
of his Rosa Anglica in this form : — 

Tree sunt b&rbatl, sine barba sunt duo nati, 
signifying that of the five books into which his treatise was 
divided three were long and two were short. 

Among other names of famous men mentioned by 
“Alisma” are Blackie, Crum Brown, Chiene, Christison, 
Turner, Huxley, and Lister. The last chapter recounts how 
the author returned after a lapse of 15 years to receive 
his Doctor’s degree, and how he experienced that mournful 
feeling of loneliness which all of us who have been educated 
at a public school or university have felt on returning to the 
scenes of our youth. But the book will recall pleasant 
memories to all Edinburgh men of the period dealt with, and 
will serve for some half-hour to make them renew their youth 
as the eagle wher V read it. 
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Medicine and Aviation. 

The Report of the Civil Aerial Transport Com¬ 
mittee, issued last week by the Air Board, makes it 
certain that the developments of aviation during 
four years of war will find expression in the life of 
the world during the peace upon which we are now 
entering, and within which we aspire to abide for 
the future. The report indicates that certain types 
of flying machines will be promptly available for 
use upon the air routes of the globe, not only for mail 
and parcel traffic, but also for business, travel and 
even pleasure touring. With respect to the organisa¬ 
tion of this tremendous revolution in transit and 
transport much, of course, remains for discussion. 
Of the character of the machines, it is obvious that 
they will have to be made to suit the circumstances 
of their employment, and elaborate rules will have 
to be laid down for the maintenance of certain 
streams of traffic. Similarly, the establishment of 
adequate aerodromes will be required, as well as 
landing-stages and garages, so that convenient 
starting- and stopping-places may be at public 
disposal. Systematic meteorological observations 
will have to be arranged, and as some of the 
activities postulated will not only entail flying by 
night, but to some extent flying at regular intervals 
in accordance with a time-table, weather forecasts 
will be needed, as well as knowledge of air currents 
at high altitudes. All this information must be 
forthcoming and available for ready distribution. 
It is clear that before a regular commercial air 
service can be established a vast amount of 
preparation remains to be undertaken. 

But that regular aircraft services for various 
purposes will come into being no one can doubt 
who has followed in imagination the intensive 
experience obtained by the flying services in the 
course of the war—experience that will be largely 
wasted unless it is to form the foundation of the 
new developments. This experience has been of a 
terrific character, associated in many cases with 
violent death and permanent injuries, although the 
highest medical talent has been freely placed at its 
disposal. Without this medical service, which grew 
up almost within a night at the call of urgent need, 
flying would still be in large measure the approach 
to suicide which it was a decade ago. Obviously, 
the pleas which have been put forward for a first- 
rate medical service attached to the Royal Air 
Force during the war hold good also for the 
aviation service which peace brings in. The 
human bird, whether vulture or carrier-pigeon, 
is exposed to many and peculiar strains requiring 
close and special medical supervision if accident is 
to be avoided. The flying man is an artificial com¬ 
bination in which man and machine become to all 
intents and purposes one. His* lr ^ically such a 
symbiosis has generally taken aeons > evolve. The 


last few years, and especially the last year of all, 
have seen its meteoric development in the airman; 
but its maintenance will for that very reason 
require the more systematic care. The prin¬ 
ciples on which personnel is chosen will 
require working out. The physiology and psy¬ 
chology of candidates for service must be closely 
scrutinised, as the responsibility in life and 
limb of the recruiting officer will be a very 
heavy one. Recruiting officers must form part 
of a highly equipped and properly trained service. 
Of all factors probably the most important in 
the art of flying is the coordination and prompt 
action of reflexes necessary for the successful 
management of mechanical accessories which have 
become part of the human person. It has been 
stated, and we have never seen it contradicted, that 
in practically no other accomplishment has the 
man to keep so many groups of antagonistic 
muscles in a state of static wakefulness, or to 
perform such a variety of coordinated leg and 
arm movements. The statement was made with 
reference to the management of fighting machines, 
where alone experience can be quoted. But while 
the more stable commercial machines will not 
make such demands, the need will still remain 
that the period of training for flying should be 
adequately long; and it also means that the 
candidate, when found physically fit to fly, should 
be able to call during his training for the best 
medical advice, and to feel that he is receiving 
responsible care, which does not mean grand¬ 
motherly supervision. 

How the selection of aviation candidates is to be 
accomplished is the subject of an exhaustive article 
by Dr. G. A. Sutherland in our columns this 
week. Medical examination of would-be-flyers is 
the first link in a chain which should support every 
flying service at every Btage. Dr. Sutherland, 
writing as a late member of the Special Medical 
Board of what was the Royal Flying Corps, begins 
with detailing the essential qualifications for air 
service, and goes on to indicate the special condi¬ 
tions of the cardio vascular and nervous systems 
which make the candidate a likely or an unlikely 
flyer. This examination involves points more 
difficult than the essential integrity of the sense 
organs, which is comparatively easy to determine.’ 
Only during a preliminary period of probation will 
some of these points become clear. Ground training 
of candidates will include athletic sports, not only 
to keep them fit but to afford medical indications 
both on the physical and temperamental sides. 
Much has been said that is wise, and much that 
is less than wise, concerning the temperament 
of the aviator, and a large proportion of these 
reflections have been made with the fighting man 
alone in mind. Aviation, when it becomes a 
branch of the Civil Service or a part of our 
domestic machinery, will remain for the present 
a dangerous occupation, or we should not be 
claiming that those who pursue the occupation 
should have at their beck and call a highly 
qualified medical service. But with the disappear¬ 
ance of war there goes a class of risk which called 
for an ultra-courage and activity. For those heroic 
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souls, whose absolute fearlessness, love of adventure, 
determination to overcome difficulties, and devoted 
patriotic obedience played so large a part in the 
war, a white-hot enthusiasm was necessary which 
will hardly be at the disposal of commercial life. 
And with that fact vanishes the force of much of 
the lurid writing about the temperament of the 
flying officer, but in no way whatever is proper 
medical supervision of commercial flying rendered 
unnecessary. It is urgently necessary. 


Beer, Germinated Beans, and 
Scurvy. 

The processes of seed germination and the 
complex and interesting changes involved therein 
have long attracted the attention of chemists and 
biologists. The subject received the most earnest 
and fruitful study when science came to the aid of 
the brewing industry, and it is worthy of observa¬ 
tion that both chemical and biological science 
gained greatly by the researches connected with 
the brewing of beer. The maltster did but imitate 
the natural processes of germination by soaking 
the grain in water under favourable conditions 
until it sprouted — a period of growth which meant 
the beginning of important changes in the con¬ 
stituents. It meant the development of the enzyme 
which transformed insoluble starch into soluble 
sugars, and these being capable of fermentation 
became further simplified and were succeeded by 
alcohol showing the constitution of water, in 
which one hydrogen atom is replaced by the ethyl 
group. That seems simple chemistry enough, 
but the changes are more complex than thus 
described, for besides dextrins and sugars there 
are other very important products elaborated 
which, though present in minute amount, are now 
found to exercise a remarkable influence on the 
human metabolism. In an interesting historical 
sketch which we publish this week, by Mrs. 
Alice Henderson Smith, on “ Beer and Scurvy,’’ 
reference is made to the value of fresh ger¬ 
minated barley as a material possessing marked 
antiscorbutic potency, which is preserved in the 
beer produced from the malted product so long 
as it is not dried at too high a temperature. 
In an account in The Lancet of Oct. 19th of an 
outbreak of scurvy in the South African Labour 
Corps Dr. Hamilton W. Dyke observed the useful 
place taken by kaffir beer in the diet of these natives, 
which would appear to confirm and justify the belief 
in the value of beer as an antiscorbutic used in 
the Navy 120 years ago. Under, however, modern 
methods of malting and brewing the antiscorbutic 
element appears to be largely, if not completely, 
eliminated. Recent experiments, again, made by A. 
Harden and S. S. Zilya with beer made from kilned 
malt led to the conclusion that the malt liquor so 
made was deficient in antiscorbutic properties, a 
conclusion which explains the history of its failure 
as a defence against scurvy in certain of the 
Arctic expeditions. Beer made by modern methods 
may therefore be ruled out as of any value 
' as an antiscorbutic, but the fact that the process 


of germination develops an antiscorbutic factor 
must not be lost sight of. 

In describing the distribution among foodstuffs 
of the vitamines needed for the prevention of beri¬ 
beri and scurvy, Dr. Harriette Chick and Miss 
E. Margaret Hume 1 have demonstrated by animal 
experiments that germinated pulses are richly 
endowed with antiscorbutic vitamine, and they 
made the practical suggestion that in order to 
prevent scurvy, if a supply of fresh fruit is 
not procurable, germinated pulses should be 
added to the diet. In our columns this week 
we publish a very interesting note “ On the 
Value of Germinated Beans in the Treatment 
of Scurvy and Some Points on Prophylaxis,” by Dr. 
H. W. Wiltshire, who had under his observation 
in 1917 many Serbian soldiers affected with scurvy, 
and when the disease became prevalent again this 
year an attempt was made to test the value of 
germinated pulses in treatment. The clinical 
results he reports confirm the experimental results 
of Dr. Chick and Miss Hume, and “permit the 
definite conclusion that dry beans develop, upon 
germination, an amount of antiscorbutic vitamine 
at least equal to, if not greater than, that contained 
in fresh lemon juice.” The results are remarkable, 
for they show that the use of germinated pulses 
is capable of practical application for the effective 
prevention of scurvy, and in the opinion of Dr. 
Wiltshire this would be the easiest and cheapest 
method by which to prevent the occurrence of 
scurvy in an army in the field. 

All this should give fresh stimulus to probe 
further into the exact nature not only of these anti¬ 
scorbutic elements, but of the antineuritic elements 
also. In neither case has a specific substance been 
isolated, and consequently no definite chemical con¬ 
stitution can be ascribed to them. It would appear 
that all attempts to isolate an exact substance 
by well-known methods of separation are frus¬ 
trated by an instability of character. These 
accessory food substances, for instance, will not 
survive prolonged heating and alkalies are fatal to 
their activities, which would seem to point to 
their being of a basic nature, the alkali setting 
free possibly a nitrogen group. We know 
that the antineuritic element can be dif¬ 

ferentiated from the antiscorbutic element 
by adsorbents. Fuller’s earth, for example, 
adsorbs, as Harden and Zilva have shown/ 
almost quantitatively the antineuritic factor out of 
autolysed yeast, but does not reduce the anti¬ 
scorbutic potency of orange juice, so that in a fluid 
containing autolysed yeast and orange juice the 
antineuritic factor is removed, while the anti¬ 
scorbutic activity remains unimpaired. The same 
authors ;l have shown, again, that by eliminating 
the free citric and other organic acids in 
lemon juice an antiscorbutically active residue 
is obtained, and therefore these organic acids 
are not concerned in the prevention of scurvy. 

1 Harriette Chick and K. Margaret Hume : The Distribution Among 
Foodstuffs (especially Those Suitable for the Rationing of Armies) of 
the Substances Required for the Prevention of (o) Beri-beri. and <f> 
Scurvy. Journal of the R.A.M.C., xxix., No. 2, August 1917, p. 121. 

* The Lahcet, July 13th, 1918, p 52. 
s Biochemical Journal, October, 1918. 
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It is to be hoped that the chemistry of these 
accessory factors will soon be cleared up and 
a method found for their isolation in the pure 
state. Biologists have done well in developing 
this new scientific aspect of dietetics, and so 
far chemists have not kept pace with them. 
We may appropriately, in connexion with the 
whole subject, congratulate Professor Frederick 
Gowland Hopkins, University Reader in Chemical 
Physiology and Prselector in Bio chemistry in 
Cambridge University, on having been awarded at 
the last annual meeting of the Royal Society, held 
on St. Andrew’s Day (Nov. 30th), the Royal Medal of 
the society. As stated on the occasion of the presen¬ 
tation of the medal, Professor Hopkins was among 
the very earliest, if not actually the earliest, to 
recognise and announce that minute quantities of 
certain bodies, the nutritive value of which had 
hitherto been unsuspected, exert an enormous 
influence upon growth and upon normal adult 
nutrition. He showed that without these accessory 
factors a diet otherwise full and seemingly complete 
is incapable of allowing growth and even of main¬ 
taining body-weight or life. Subsequent events have 
abundantly proved what a valuable observation in 
dietetic research was thus made. 


Demobilisation and Venereal 
Diseases. 

The Local Government Board i6 alive to the very 
pressing danger of the mobilisation of venereal 
diseases on demobilisation of the Armies to which we 
made extended reference last week. The Board has 
issued a circular (V.D. 19) to county and borough 
councils, asking them to secure at once a consider¬ 
able extension of facilities for the free treatment of 
venereal diseases. In the first instance arrange¬ 
ments are suggested for more frequent clinics, 
including evening sessions at existing treatment 
centres, and in the second for the provision of 
additional centres. The Board suggests that in 
many cases it will not be practicable to provide 
sufficient centres by arrangement with the voluntary 
hospitals, and that it will therefore be necessary 
for the borough councils to make arrangements on 
their own premises, possibly utilising a tuberculosis 
dispensary or isolation hospital. For the treatment 
of gonorrhoea, in the intervals between the clinics 
treatment by a trained nurse or attendant (subject 
to medical supervision) is suggested, the treatment 
to be given either at the hospital where the treatment 
centres are or at new auxiliary centres. The latter 
should also serve the requirements, between the 
dates of attendance of the doctors at the regular 
clinics, of persons who are apprehensive that they 
may have contracted disease, although no medical 
diagnosis has yet been made. Borough councils of 
the larger areas are urged to consider at once the 
desirability of appointing whole-time venereal 
disease officers. Negotiations are proceeding with 
the naval and military authorities for the early 
release of doctors specially experienced in the 
treatment of venereal diseases, of whom a list will 
shortly be available. 


Jiuidations. 

“ Ne quid nimia.” 

A NATIONAL TRIBUTE TO VOLUNTARY 
AMBULANCE WORKERS. 

A letter from Lord Ranfurly in another column 
calls attention to the admirable work, extending 
over 40 years, which has been done by the Ambu¬ 
lance Department of the St. John Ambulance 
Association. And in our correspondence columns 
last week Sir Rickman Godlee and Sir James Cantlie, 
respectively President and Principal of the College 
of Ambulance, Vere-street, W., entered a plea for 
funds in order that the College may have an assured 
income, and be enabled to carry out in peace 
time the useful—the immeasurably useful—work 
which it has done during the war. Everyone 
should recognise the important part which first-aid 
teaching has played in the saving of life during 
the war, while the Home Office regulations with 
regard to emergency treatment in factories is a 
proof of the value of prompt surgical aid in the 
civil direction. First-aid is, indeed, an essential 
adjunct to medicine and- surgery; immediate 
attention after injury, wherever it may take place 
and by whatever means, often saving lives, and 
always assisting treatment. It should be realised 
that men, women, and children of these islands 
also leave the homeland to reside under unusual 
climates and in thinly populated districts, as the 
need of the workers dictates, and these localities are 
surrounded by many dangers to health which are 
new to them, and which present themselves in 
circumstances where the threatened persons are 
bound to depend on their own ingenuity. A part 
of the work of the College of Ambulance is to 
guard 'against these dangers. At any time the 
healthy individual life is an asset to the nation, 
but at the present moment such a life has an 
artificial value when war has left its hideous 
mark on the population. The College of 
Ambulance was founded in September, 1914, when 
Sir James Boyton gave the magnificent buildings, 
3, Vere-street, London, as a home for the College 
free of rent for a year, the expenses of the work being 
paid in part by the fees of the pupils, and Sir James 
Cantlie giving his services as teacher free. In 
September of the present year the incorporation of 
the College took place, and now, if the institution is to 
form a sufficiently noble memorial to the thousands 
of voluntary workers who have given their services 
to the country in time of need, and adequately play 
its part in the reconstruction work that is before 
us, it is necessary that substantial financial aid 
should be forthcoming. The very nature of the 
work prevents it from being self-supporting, for 
large teaching fees cannot be asked from those who 
freely give their services to the country without 
pay. The sum required to establish the association 
on a permanent basis as a national memorial is 
£100,000, and Lord Mount Stephen has started the 
list of subscriptions with £500. We hope the appeal 
will receive the whole-hearted support of both the 
public and the medical profession. Subscriptions 
should be sent to the Honorary Treasurer, 3, Vere- 
street, London, W. 1. , 


AN ANOMALOUS DISEASE. 

There was a curious epidemic at Taranto in May 
and June of this year, attacking the civil population 
and the crews of the men-of-war. Ships might 
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have three or four hundred cases on board in a very 
few days. Luckily the cases only lasted two days 
usually. The very young and the very old were 
not attacked. The disease was clinically differ¬ 
entiated from dengue, influenza, and pappataci 
fever, and a Micrococcus tetragenus was found in 
the blood and pleural exudate; a streptococcus was 
sometimes present. The disease was characterised 
by pharyngitis, headache, pain in the back, pyrexia 
(104° even), and in severe cases pneumonia, 
pleurisy, albuminuria, enlargement of spleen. 
Endocarditis is mentioned in the post-mortem 
report of ten fatal cases. Gargling the throat is 
mentioned as a prophylactic, and in treatment 
aspirin is forbidden, as weakening of the heart is 
specially feared. Relapses did not occur, so some 
immunity is probably set up. We quote from the 
report of Lieutenant-Colonel Saccone in the 
Annali dc Medicina Xavale. 


three days, with a change in the pulse-rate and a 
fall of blood pressure. Professor Day has observed 
in cases of trench fever a periodic variation in the 
enlargement of the spleen which occurs in that 
disease. He found that the spleen showed alternate 
advances and recessions in size at regular intervals 
of five or six days. In war nephritis he noted 
an exactly similar condition, the spleen varying 
in size with a periodic variation of identical 
character. The illustrative details of some of his 
cases were accompanied in the contribution to 
our columns with charts showing the variations 
in temperature, quantity of urine, and splenic en¬ 
largement, and his observations were summarised 
by claiming that the course of war nephritis 
is marked by more or less evident changes at 
regular intervals of five or six days—a feature 
which it shares with trench fever—and he asks 
whether war nephritis is a complication of trench 
fever. He admits that the actual proof or disproof 
of this hypothesis can only be settled by experi¬ 
mental and laboratory work. His reflections are 
of such interest that they should attract the 
attention of other observers to this question. 


THE MEDICAL PARLIAMENTARY COMMITTEE. 

Meetings of the Executive Committee of the 
Medical Parliamentary Committee have taken place 
since our last issue, at which the work ahead was 
discussed. Coming into existence at so short a 
period before the General Election the Committee 
could not expect to play any prominent part in the 
election; but its offer to supply medical speakers 
to medical candidates has been welcomed in 
several directions. The fact that the Committee 
takes no cognisance of party distinctions will thus 
be made apparent on several platforms, and in this 
way the public will see that the Committee is 
standing for the principle that the medical pro¬ 
fession should receive a full share of responsibility 
in the inception and administration of national 
health legislation, because the foundation of national 
progress is national health. 


A NEW SIGN OF FOREIGN BODY IN THE 
TRACHEA OR BRONCHJ. 

In the American Journal of the Medical Sciences 
for November Professor Chevalier Jackson has 
called attention to a new sign of foreign body in 
the trachea or bronchi which he terms the 
“ asthmatoid wheeze.” Further help in the 
diagnosis of such a body is desirable, for the 
usual methods — auscultation, percussion, and the 
X rays — though valuable when positive, do not 
allow the conclusion to be drawn that a foreign 
body is absent when they are negative. The new 
sign is called* the “ asthmatoid wheeze ” because it 
is similar to the wheezing heard when the ear is 
placed close to the mouth of an asthmatic. The 
chief difference is that with the latter rales are 
more or less associated. In the case of the foreign 
body the sound is drier when typical, though it 
may be associated w ith the bubbling sounds arising 
from secretion. In a typical case the wheeze is 
much more marked after coughing out of all 
secretion than before. This is probably because 
secretion more or less occludes the spaces 
by which air escapes between the wall of the 
bronchus and* the irregularly shaped foreign 
body. When cleared out more air passes and the 
wheezing is louder. Numerous cases of foreign 
body in the air passages are reported in which 


WAR NEPHRITIS OR TRENCH NEPHRITIS. 

Among the many controversial questions raised 
by the conditions of medicine and surgery which 
seem to be directly dependent upon war the problem 
of war nephritis or trench nephritis occupies a 
prominent place. There seems to be little doubt 
that its incidence is determined entirely by war 
conditions. It affects almost exclusively troops in 
the front line, civilians having in great proportion 
escaped. Few cases occur amongst officers or in 
units that are well housed. Numerous theories 
have been evolved, most of them speculative in 
character and based upon little evidence, though 
there seems to be an increasing consensus of opinion 
in favour of an infective agent in the causation. 
We published in a recent issue of The Lancet 
an admirable summary of the clinical features 
of this disease by Professor H. B. Day, 1 Professor of 
Clinical Medicine, Egyptian School of Medicine, 
based upon a careful personal study of 50 cases 
in the early stages and a critical examination 
of the records of other observers. Professor Day 
excludes the cases of recurrent nephritis and 
of infective nephritis with more or less obvious 
primary focal disease, and bases his observations 
on what may be regarded as war nephritis or 
trench nephritis proper. This he divides into two 
main groups—the common form characterised by 
breathlessness, oedema, and the urinary signs of 
acute nephritis, and a smaller group distinguished 
by haematuria and involvement of the lower urinary 
tract, which he follows Dr. R. G. Abercrombie in 
calling “lower tract cases.” 2 Professor Day finds, in 
agreement with Dr. Abercrombie, that the onset of 
war nephritis is almost invariably associated with 
fever which may be of very short duration, so that 
the general course of the disease is in the main 
afebrile. He points out that pains in the limbs and 
back occur, often severe enough to keep the patient 
awake, and also observes that the spleen was 
enlarged in all of his cases, and that it became 
actually palpable in 50 per cent, of them. Professor 
Day was early impressed with the periodicity of 
some of the manifestations of the disease. He found 
that the daily output of urine increased at regular 
intervals or that it might show periodical falls 
with a temporary increase of the albumin¬ 
uria or a visible return of haematuria. Such 
slight recurrences or relapses were often asso¬ 
ciated with a distinct febrile reaction lasting 

1 The Lancet. 1918, H., 660. 

a Journal of Koyal Army Medical Corps, August, 1916. 
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sounds have been heard with the stethoscope or ear 
applied to the chest wall or over the cervical trachea 
or larynx, but the sounds emitted from the open 
mouth do not appear to have been studied. The 
nearest approach is the “ croupy cough ” mentioned 
as indicative of a foreign body in the larynx, but it is 
not in laryngeal cases that the “ asthmatoid wheeze ” 
is heard. If there is croupy cough the larynx must be 
looked at. But the indications for bronchoscopy are 
not so clear. The “ asthmatoid wheeze ” is elicited 
by placing the ear in front of the patient’s open 
mouth while breathing deeply and regularly, and is 
heard during expiration. If wheezing is not noticed 
the patient is asked to carry respiration to the 
extreme limit, as though endeavouring to expel all- 
residual air. In a number of cases the wheezing 
has been apparent only at the termination of this 
prolonged forced expiration. In others it was so 
loud as to be noticed all over’the room. Care is 
necessary to distinguish between wheezing due to 
secretion and wheezing due to a foreign body. This 
cannot always be done with certainty. Moreover, 
secretion is usually present in the neighbourhood 
of a foreign body. As a rule the sounds of secretion 
disappear after cough and expectoration, while 
the wheeze of a foreign body remains after the most 
violent coughing unless the body has been shifted. 
Of 62 cases, in which the presence of a foreign body 
was proved, Professor Jackson found the wheeze 
in 41. It would not, of course, be produced by 
a smooth foreign body which corks a bronchus 

tightly. - 

THE MEDICAL DIRECTORY FOR 1919. 

We have received the Medical Directory for 1919 
a few weeks earlier than last year, and take it as 
the harbinger of a return to more normal condi¬ 
tions in the publishing world. The number of 
names in the Directory is now 43,100, being an 
increase of 69 over last year, which itself showed 
an increase of 152 over 1917. The London total 
shows an increase of 30, while 119 fewer names 
are recorded in the provinces, the deficit being 
made up in Wales, Scotland, and Ireland. But these 
numbers have special sources of fallacy at the 
present time. It would have been easy to state the 
numbers of men and women respectively in the 
total list or in the respective sub-lists, and we 
are sorry that this has not been done. The 
number of women is commonly stated at between 
1500 and 2000, which is only a rough approxi¬ 
mation to the truth. The useful section sum¬ 
marising. the principal laws affecting the medical 
profession has been brought up to date, and 
enumerates the drugs prohibited from sale to 
members of the Forces, with the recent additions 
of acetanilid and phenacetin. The Honours List 
in the Directory is no longer complete; the Order 
of the British Empire has been omitted altogether, 
as well as the Companions of the various Orders 
and the holders of the Victoria Cross, the Military 
Cross, and the Distinguished Service Cross. If the 
V.C. is not to count as a distinction worthy of 
record, it is a little difficult to see what is, but of 
course many holders of this distinction have not 
survived its bestowal. The high standard of 
accuracy we have been led to expect is maintained 
in this new edition.- 

The House of the Royal Society of Medicine will 
be closed from Monday, Dec. 23rd, to Saturday, 
Dec. 28th, inclusive, but the Library will be opened 
to military medical officers except on Christmas 
Day and Boxing Day. 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


The time is approaching in the opinion of the Committee 
of Management of this Fund when a decision will have to 
be made as to the future of the Fund. The money in hand 
is nearly exhausted, and the war is over, but the needs 
remain, and what part, if any, the Fund can still play in 
meeting these needs must soon be determined. 

Sir Rickman Godlee, the Chairman of the Committee, 
has received the following letter from Dr. V. Pechere, the 
President of the Comity National de Secours et d’Alimenta- 
tion, representing the Aide et Protection aux Medecins et 
Pharmaciens Beiges SinistrGs; this is the representative 
Belgian Committee, sitting in Brussels, to which the mensu- 
alities of the Belgian Doctors’ and Pharmacists’ Relief Fund 
have been transmitted for distribution, while the comptes 
rendu* of this Belgian body have been summarised frequently 
ih our columns and those of our contemporaries, to show 
alike the receipt «f our contributions and the manner of their 
allocation. Dr. Pechere writes :— 

Bruxelles, Hue des Drapiers, 25. 

Mon cher Collkguk,— L a guerre est virtuellement terminee. Le 
droit et la justice triomphent du mensonge et de la force brutale. 

Les derolers soldats allemands qulttent Bruxelles. Domain il n'y en 
aura plus un seul dans nos murs. On me dlt que les communications 
postales sont r.-tablies entre la Belgique et l’Angleterre ; et je trouve un 
ami qui part demain pour Ostende. Je saisls avec empressemcnt cette 
occasion pour lui conlier ces lignes qui, cette fois,—j’en al l'espoir, 
— vous parvlendront. 

Elies iront vous dire en mon nom et au nom de mes collogues 
rhomiuage emu de notre reconnaissance. Le moment n’est paa aux longs 
dtscours. Un mot r^sumera tous les sentiments dont nos cu*urs 
d4bordent et dont, plus tard, nos lfcvres essayeront de vous tradulre 
l’expression. Ce mot, c'est: Mercl ! 

La nation beige salt et n’oubllera jamais ce qu’elle dolt & l'Angleterre 
et u see allies. 

Les medecins et pharmaciens beiges savent et n'oublieront jamais ce 
qu'lls doivent a leurs confreres anglais et A tous ceux qui ont eontribue 
par leur generosite in soulager leurs mls&res. 

Grace a vous, grace a eux nous avons pu sauvegarder la dignity morale 
de nos confreres nationaux, et les tlrer d’uno detrease materielleque nos 
moyens professionals cuseent ete impuissants a combattrc. 

Votre temoignage constant de solidarity corporative a ete pour le 
corps m&iico-pharmaceutique belgo un precieux ct perpe.uel reconfort. 

Soyez en remerclt^s, tous, du plus profond de notre coeur. Nous vous 
adresserons sous peu un rapport complet sur l'actlvite de notre oeuvre 
commune. 

Croyez, mon cher coll&gue, a mes sentiments les raeilleurs. 

Vivent les Allies ! Rule Britannia : Vive la Belgique ! 

Votre devout, 

Dr. V. Pechere. 

Sir Hickman Godlee, President du Belgian Doctors' aud 
Pharmacists’ Fund. 

Subscriptions to the Second Appeal. 

The following subscriptions have been received up to 
Monday last, Dec. 9th : — 

£ s. d. 

Dr. H. O. Williams ... 2 2 0 

Mr. S. Osborn . 110 

Dr. C. C. S. Watson ... 5 0 0 

Woolwich and Lewisham 

Divn. B.M.A. (per Dr. 

C. J. Fuller, hon. sec.) 7 0 0 

Sir Alfred Pearce Gould 

(monthly) . 5 0 0 

Monthly Subscriptions. 

The following monthly subscriptions have been received 


for November : — 

£ 8. 

d. 



£ 8. 

d. 

Dr. Vincent Tighe. 

0 10 

0 

Dr. W. S. Hart ... 


1 0 

0 

Dr. G. Grey Turner ... 

1 1 

0 

Dr. A. Graham 


1 1 

0 

Dr. W. E. Good . 

0 10 

0 

Dr. Hyla Grooves ... 


0 10 

0 

Dr. W. Luffman . 

0 10 

0 

Dr. H. Caiger. 


0 10 

6 

Dr. A. K. Naish . 

0 10 

0 

Dr. K. J. Dougall ... 


0 10 

0 

Dr. J. O. Masson. 

0 10 

0 

Dr. A. W Forrest ... 


1 0 

0 

Dr. T. W. Goodbody ... 

1 0 

0 

Capt. H. L. P. Hulbert, 



Sir T. Barlow. 

0 10 

0 

R.A.M.C. 


1 0 

0 

Surg. P. G. S. Davis, 



Dr. E. C. Morland... 


0 10 

6 


0 10 

0 

Dr. 11. Whitehouse 


0 10 

0 

Dr. A. B. Stevens. 

1 0 

0 

Dr. A. Hawkyard ... 


0 10 

0 

Major K. R. Fothergill... 

0 10 

0 

Dr. W. Stewart 


0 10 

0 


Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Voeux, at 14, Buckingham Gate, 
London, S.W. 1, and should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds 
Bank, Limited. 


The King has sent a donation of £5 to the 
Queen’s Hospital for Children, Hackney-road, E., for the 
Christmas Fund. 


s. d. 

Ross and Cromartv Divn. 

B.M.A. (per Dr. K. 
Mackenzie, hon. sec.) 8 17 6 

Mr. E. Boulanger. 7 15 8 

Royal Faculty of Phy¬ 
sicians and Surgeons 
of Glasgow . 26 5 0 
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THE GENERAL COUNCIL OF 
MEDICAL EDUCATION AND 
REGISTRATION. 

Saturday, Nov. 30th. 

The Case of Frederick Charles Beaumont, L.D.S. B.C.S. 

This case having been referred to the Dental Committee to 
ascertain the facts, the committee now reported that they 
had received shorthand notes of divorce proceedings, in 
which a decree nisi and absolute had been obtained, with 
Mr. Beaumont as co-respondent, the respondent having at 
one time been his patient. Mr. Beaumont also, they 
reported, gave evidence before them. 

The Council deliberated in camera on the case, and the 
President then delivered its judgment, which was that 
Frederick Charles Beaumont had been adjudged guilty of 
conduct disgraceful in a professional respect, and that the 
Registrar was instructed to erase from the Register his name. 

The Apothecaries* Hall of Ireland. 

Sir John Moore presented the report by the Examination 
Committee on various matters relating to the Apothecaries’ 
Hall of Ireland. The report ran as follows :— 

On May 3lBt, 1918, the Council received and entered in its minutes a 
report by the Bxamtnation Committee, and adopted the following 
recommendations contained therein : — 

“ 1. That the report of Dr. William Boxwell and Dr. Robert Rowlette 
on the examinations held from December. 1916, to November, 1917. be 
forwarded to the Apothecaries’ Hall of Ireland for their Information, 
with the request that they will favour the General Medical Council 
with any remarks they may desire to make thereon, in time for the 
meeting of the Council in November, 1918 

“ 2. That the Apothecaries' Hall be requested to continue to furnish 
the Tables of Exemptions from, and Results of. Examinations as hereto* 
fore, giving particulars of marks, and when the candidate had been 
previously examined by the Hall, and had passed some portion of the 
examination, the date of such examination.” 

These resolutions were conveyed to* the Apothecaries’ Hall of Ireland 
on June 5th, 1918. 

On Nov. 11th the Apothecaries' Hall forwarded the following remarks 
on the report of Dr. William Boxwell and Dr. Robert Rowlette 

"Apothecaries' Hall of Ireland, Mary-street, Dublin, 
Nov. 11th, 1918. 

The reports of Drs. Boxwell and Rowlette on the examinations held 
by this body have been considered by the Court of the Hall. 

The Court desires to protest in the strongest possible manner against 
the continued reports and inspections on this Institution. 

The Court appoints examiners of the highest professional qualifica¬ 
tions. Five are professors and one a lecturer in a recognised university ; 
two are members of the Council of the Royal College of Surgeons, 
Ireland, while seven are members of leading clinical hospitals in Dublin. 
The Court therefore thinks that its Board of Examiners compares most 
favourably with any examining bodv tu the United Kingdom, and con¬ 
siders that the perseverance of the General Medical Council in causing 
constant inspections to be made on the Hall to be due only to prejudice, 
and to be most unjust." 

A Table of Exemptions from, and the Results of, the Examinations of 
the Hall, held in June, 1918, was received on Nov. 23rd, and is appended 
to this report. It calls for no comments. 


the Tables of Exemptions from, and Results of, Examinations as 
heretofore, giving particulars of marks, and when the candidate had 
been previously examined by the Hall, and had passed some portion of 
the examination, the date of such examination. 

2. That the Irish Branch Council be authorised to appoint for the 
period of one year a deputy to attend and be present on behalf of the 
General Medical Council at the professional examinations held by the 
Apothecaries’ Hall for the purpose set forth in Section 18 of the Medical 
Act, 1858 ; that the deputy so appointed present to the Council a report 
on the general character of such examinations; and that he be paid a 
salary of £50 for the year in question. 

The report having been received, 

Dr. Magennis said that he thought that an injustice had 
been done in the repart to the Apothecaries’ Hall. For 
five years he had done what he could to render the examina¬ 
tions of that body what they should be. • After a couple of 
years of effort he induced this Council to make certain 
recommendations, and every recommendation which had 
been made had been carried out by the Apothecaries’ Hall. 
The examiners would compare favourably with those of any 
examining body in the Kingdom. The only real objections 
seemed to have been to clerical errors in the examination 
papers and to the fact that on occasion it was difficult to 
get some of the examiners there in time. He asked what 
were the reasons for the exceptional treatment meted out to 
the Apothecaries’ Hall ? The Council insisted on a deputy 
being appointed, but he knew the animus which actuated 
their deputies. 

The President said that the reason for this method of 
dealing with the Apothecaries’ Hall went back to the appeal 
made by that Hall to the Privy Council against the General 
Medical Council, in which it appeared that the Council had 
refused to appoint examiners in surgery in a certain case on 
the ground that the appointment of examiners in surgery in 
that case would not help the Council to determine whether 
the examinations in medicine and midwifery were conducted 
in a proper way. The Privy Council directed the General 
Medical Council to appoint examiners in surgery, pointing 
out that they had means of obtaining efficiency in the other 
examinations. Those means were the appointment of a 
deputy from the Council, and other persons had also been 
appointed to look after the other parts of the examination, 
not in the way of fault-finding, but in order to know what 
took place. The proceedings had been quite regular and 
carried out the terms of the Privy Council. 

Sir Arthur Chance thought the Council ought to resent 
any imputations cast upon it. 

Sir John Moore said the Council was bound to see 
that the whole conduct of the examinations was ap to the 
standard considered necessary by them. At page 29 of the 
Interim Volume (1917) of the Transactions, Dr. Boxwell said : 
“ On these and other grounds I think the examination in 
pathology, as conducted at the Apothecaries’ Hall, is definitely 
below the standard required by any other licensing body l 
know of.” Page 31 contained a summary of Dr. Boswell's 


Appendix to Report by the Examination Committee , Apothecaries' Hall of Ireland , June, 19IS, 



Preliminary 
Examina¬ 
tion. When 
and where 
passed. 


Intermediate. 





No. 

Primary. 

Anatomy, 

Physiology. 

Pathology. 
Medical Juris¬ 
prudence and 
Hygiene, 
Materia Medica. 

Pharmacy. 

A 

Medicine. 

B 

Surgery. 

Midwifery. KosulU 

B 25 ... 

R.U.I., 

1907. 

AH.I., 

190^. 

A.H.I., 

1910. 

A.H.I., 

December, 1915. 

AH.I.. 

December, 1916. 

A.H.I., 

June, 1918,652. 

Not entered. 

A H.I., P., A. 

January, 1917. 

A.H.I., P.. 

B 41 ... 

R.U.I., 

R.C.P. A S.I., 

R.C.P. A S.I., 

A.H.I.. 

A.H.I., 

A.H.I., 

A.H.I., 

B 59 ... 

1900. 

1901. 

1903. 

July. 1910. 

July. 1910. 

June, 1918,812 

June, 1918,592- 

July, 1911. A..&B. 

R.U.I., 

1902. 

R.C.P. A S. Ed., 
April, 1905. 

A.H.I.. 
October, 1912. 

A.H.I., 

December, 1916. 


Rejected in 
Clinical. 
June, 1918. 

Rejected in 
Clinical. 
June. 1918. 

Rejected. K., 

June. 1918, A.B.C. 
33±2- 

C 44 ... 

N.U.I., 

1912. 

N.U I., 
1914. 

N.U.I . 
October, 1917. 

A.H.I., 
March, 1918. 


Not entered. 


A.H.I.. P., C. 

June. 1918,602.' 


On Oct. 28th, 1918, the Hall intimated that it would hnld examina¬ 
tions, including the Final Examination, covering the period Nov. 11th 
to 25th, 1918, and this was communicated to Dr. Finny, who had been 
deputed to attend these examinations on behalf of the Council during 
the current year. Dr. Finny thereupon consulted the Council as to 
when he should present his report, and on the instructions of the 
President he was advised that it would be expedient to submit one 
annual report. This may theretore be expected to be ready for the 
consideration of the Council at the May session, 1919. 

The following draft recommendations concluded the 
report :— 

1. That the Apothecaries' Hall be requested to continue to furnish 


conclusions: “ What strikes one most about the examina¬ 
tions, taken as a whole, is a certain inequality in the 
standard. The examination in pathology, for instance, is 
badly planned, although well carried out as far as it goes ; 
whereas others are, through the peculiarities of examiners, 
sometimes rendered nugatory. I refer to the indulgence 
shown to outrageous blunders.” If this report were adopted, 
it would be necessary to meet in London to appoint a 
deputy. 

The report was adopted. 




























The Lancet,] THE GENERAL COUNCIL OF MEDICAL EDUCATION AND REGISTRATION. [Dec. 14, 1918 827 


Report ot the Education Committee on. the Nature of the 
Recognition to be extended to the Schools Examinationt 
recently established by the Board of Education. 

The Report was presented by the Chairman of the Com¬ 
mittee, Dr. J. Y. Mackay. A general description of the 
purposes for which these examinations had been instituted 
by the Board of Education in England will be found in the 
Minutes of the Council, Vol. LIV., 1917. The Report thus 
defined the certificates issued by the Board of Education to 
the successful candidates according in each case to the 
educational level attained : — 

(1) The certificate of suocess in the “Second” examination, which 
follows on a specialised course of study, bears the names of the subjects 
in which the candidate has passed, and is accepted pro tanto by the 
Universities in respect of the subjects they themselves recognise as 
satisfying their regulations for matriculation. Similarly it is accepted 
by the Qener&l Medical Council. 

(2) That form of certificate of success in the “ First” examination in 
which the candidate has obtained a “pass with credit” in certain of 
the subjects bears the names of the subjects passed with credit; and in 
respect of these subjects, should they be included in the University 
and Council Lists, it is accepted pro tanto by the Universities and by 
the General Medical Council. Candidates who have already obtained 
the School Certificate may. In subsequent examinations, enter for 
subjects in which they have not previously passed " with credit,” 
and success in such subjects will be recorded on Supplementary 
Certificates. 

(3) That form of certificate in the “First” examination issued to 
candidates who have not passed with credit in any of the subject* is 
termed an “ordinary pass. ’ In it the names of the subjects actually 
passed are not detailed, out only the “groups” to which the subjects 
passed belong. As the “ groups ” referred to are of a very wide nature, 
and as the Council, like the Universities, has always required that certain 
subjects should be included, and has allowed only a limited selection in 
the case of others in its entrance examination, it is certain that it 
cannot under its present regulations, and could not. without a profound 
change in the methods hitherto followed, accept either the “ ordinary 
pass certificate ” ( (3) above), or, in particular cases, the special 
certificates granted under the “pass with credit” or the “second 
examination” regulations ((2) and (1) above). 

The Report set out the scope of the examination and the 
general view taken consistently by the Education Committee 
of the Council and recommended to the Council as follows :— 
That the Council endorses the proposal contained in the Report— 
viz., that the certificate of the “First Schools' Examination” of the 
Education Board in England be accepted as affording sufficient evidence 
that the holder has fulfilled the educational conditions required of 
candidates for admission to its Register of Medical Students, provided 
that the subjects of English and Mathematics have been passed “with 
credit.” 

Dr. Maokay, in presenting this report, said it was hoped 
in time to reach the higher standard which the Council had 
always had as its object. A very important step had recently 
been taken by the English Education Board in establishing 
“ leaving certificates.” In the absence of these latter, the 
schools had been preparing for a large number of external 
examinations, and the teaching had suffered greatly owing 
to the pressure exerted to meet the necessities of all those 
examinations. The result of having a general education 
examination would be to free the schools from this pressure. 
A similar arrangement bad been operative in Scotland for a 
number of years, and he hoped to see such an arrangement 
in Ireland. The important matter in the future would be the 
mental training which the student had received, not his 
proficiency, as tested by examination, in any set subjects; 
and the Council had chosen the subjects best suited to that 
end. He proposed the adoption of the report. 

Dr. Norman Moore seconded. 

The President congratulated the committee on the 
successful issue of their long negotiations with the English 
Education Board. The Council desired that a system of 
examinations should be established which would harmonise 
all the examinations throughout the country. The merit of 
the new scheme consisted in the fact that it was based on 
education, not on examination only, no inquiry being made 
as to the source of the information. 

Dr. Langley Browne asked whether there might not be 
some difficulty due to some of the schools not knowing how 
to work the scheme. 

The President replied that many of the Universities 
would accept the certificate ; the whole machinery became 
automatic. 

The report was agreed to. 

Report of the Pharmacopoeia Committee. 

This report, which was adopted, was as follows :— 

The number of copies of the British Pharmacopoeia, 1914, which were 
sold by the publishers between May 26th, 1918, and Nov. 23rd, 1918, was 
1512. The number sold in the year ending Nov. 23rd, 1918, was there¬ 
fore 2382. The total number sold since the date of publication is thus 
31,736. Of the third issue of 5000 copies, about 3200 remain in stock. 


The Committee are informed that the conditions governing the 
supply of glycerin, sugar, fats, and oils do not yet permit of the with¬ 
drawal of the notices respecting emergency “ Alterations and Amend¬ 
ments ” of the Pharmacopoeia issued during the war. 

The Ministry of Public Health. 

The Council, sitting in camera , discussed the Bill to 
establish a Ministry of Health and a Board of Health to- 
exercise in England and Wales and in Scotland respectively 
powers with respect to health and local government. (See 
The Lancet, Nov. 16th, p. 685.) 

On resuming after the sitting in camera ; the President 
announced that the Council had pissed the following 
resolution :— 

“ The General Medical Council cordially supports the proposal to 
establish a Ministry of Health, and requests the Lord President to 
submit for its observation the draft of any future Bill on the subject. 
The Council hopes that any such measures may be applied in its 
general terms to all parts of the United Kingdom.’’ 

The report of the Students’ Registration Committee on 
exceptional cases was also received, without discussion, 
on the proposition of Dr. Norman Moore, seconded by 
Dr. Knox. 

Dental Education and Examination. 

Mr. C. S. Tomes, in bringing forward the report 
of the Dental Committee, said that the Council had 
been approached by a number of embassies or ministries 
of foreign countries and by the representatives of 
the colonies asking the Council to make an important 
departure from previous practice. They had requested 
that the dental registers of these foreign countries and 
colonies be accepted en bloc by the Council ; in other 
words, that an entry upon thpse registers should carry 
the right of entry upon the Foreign or Colonial List of 
the British Register. That course had never been followed 
by the Council, largely on the ground that admission to 
those registers might have been secured under various con¬ 
ditions ; in fact, in one of the registers they had discovered 
12 different grounds on any one of which people might get 
on to the Register. The Council had always taken the view 
that not a mere inscription upon a foreign or colonial register 
should qualify for admission to the British Register, but only 
that the courses of training and examination tests should be 
roughly equivalent to those obtaining in the United Kingdom. 
The Dental Committee now recommended the Council to 
keep to this practice and to refuse en bloc admissions. One 
reason that had influenced the Committee was that the 
Departmental Committee, recently appointed to consider 
the alleged shortage of qualified dentists, would shortly issue 
its report, and the present, therefore, was not an oppor¬ 
tune moment for the Council to depart from any previous 
practice. He brought forward recommendations relating to 
Belgium and to Japan. The recommendation with regard to 
Belgian dentists was that a request for the Belgian Register 
to be recognised en bloc be not acceded to. This having 
been agreed to, he moved a further recommendation in the 
same terms with regard to the Japanese Register, with the 
addition, however, that the diplomas granted by the Nippon 
Dental College and the Tokyo Dental College be recognised 
as admitting to the Foreign List of the British Register. 
He said that the Tokyo College claimed 66 per cent, of the 
dental list of Japan, so that in recognising this they were 
recognising a material part of the Japanese Register. 

Sir Arthur Chance seconded the recommendation, which 
was adopted. 

Mr. Tomes brought forward a further recommendation 
that the request for the recognition en bloc of the New Zealand 
Register be not acceded to. This request was by the Deputy 
Director of Dental Services in the New Zealand Expedi¬ 
tionary Force, Major Rishworth, and had been forwarded 
through the Colonial Office. The Council already admitted 
one New Zealand diploma—the B.D.S., U. New Zealand 
degree — as qualifying for the British Register. It was 
stated, however, that this diploma only included 10 per 
cent, of the dentists of New Zealand. A letter setting forth 
reasons for not immediately granting the request had already 
been sent, but another answer, setting out very fully the 
reasons why this was not an opportune time for making the 
alterations suggested, would have to be sent later. 

The recommendation was agreed to, as was a recom¬ 
mendation acceding to a request by one dentist to be 
admitted to the Foreign List on the ground that he entered 
the Dental College of the University of Michigan in 1891, 
obtained the D.D.S. Michigan in 1894, and had for 22 years 
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practised in Dublin. The degrees of the University of 
Michigan were recognised for registration here up to 1893, 
when recognition was suspended. 

Mr. Tomes also stated that the British Dental Association 
had expressed its regret at the action of the Council at 
the May session in approving the scheme of the Birmingham 
Education Authority for the training and employment of 
dental nurses. The Representative Body of the Association 
believed that the approval had conveyed to the public the 
impression of some recognition of unqualified practice. 
The Council in giving its approval to the scheme had, of 
course, made it plain that such dental nurses must be 
thoroughly under the supervision of registered practitioners. 
The committee was unable to recommend the Council to 
make any alteration in its previous resolution. 

The Council adopted a recommendation that every person 
whose name was entered for the first time in the Dentists 
Register should be entitled to receive a copy of the Register. 

After votes of thanks to Dr. Norman Moore for ten years’ 
assiduous service as Chairman of the Business Committee 
and to the President for his conduct of the chair the session 
closed. 


URBAN VITAL STATISTICS. 

(Week ended Dec. 7th, 1918.) 

English and Welsh Towns .—In the 96 English and Welsh towns, 
with an aggregate civil population estimated at 16,500,000 persons, the 
annual rate of mortality was 28*6, against 36*3 and 36*5 per 1000 in 
the two preceding weeks. In London, with a population slightly 
exceeding 4,000,000 persons, the death-rate was 26*0, or 6*8 per KXX) 
below that recorded in the previous week; among the remaining 
towns the rates ranged from 11*6 in Portsmouth, 12*7 in East Ham, 
and 12*8 in Enfield, to 53*4 in South Shields. 54*9 in Rochdale, 63*9 in 
Warrington, 65*6 in Nottingham, 70*5 in Walsall, and 91*6 in Sunderland. 
The principal epidemic diseases earned 154 deaths, which corre¬ 
sponded to an annual rate of 0*5 per 1000. and included 49 from 
infantile diarrhoea, 42 from diphtheria, 25 from whooping-cough, 
19 from scarlet fever, 18 from measles, and 1 from enteric fever. 
Scarlet fever caused a death-rate of 1*2 in Birkenhead. The deaths 
from influenza numbered 3574, against 5119 in the previous week, and 
Included 660 in London, 276 in Birmingham, 254 in Manchester, 172 in 
Sunderland, 162 in Nottingham, and 97 in Sheflield. The 1099 cases of 
scarlet fever and 1028 of diphtheria under treatment in the Metro¬ 
politan Asylums'Hospitals and the London Fever Hospital were 37 
below and 14 above the respective numbers remaining at the end of 
the previous week. The causes of 79 deaths in the 96 towns were 
uncertified, of which 11 were registered in Birmingham, 9 in Liverpool. 
6 each in Nottingham and Manchester, and 5 each in St. Helens and 
Sunderland. 

Scotch Towns .—In the 16 largest Scotch towns, with an aggregate 
population estimated at nearly 2,500.000 persons, the annual rate of 
mortality was 19*8, against 24*3 and 23*7 per 1000 in the two pre¬ 
ceding weeks. Or the 911 deaths from all causes, 24 were classified 
to Influenza, which was also stated as a secondary cause in 165 deaths 
classified to other diseases; in the previous week these numbers were 
47 and 212 respectively. The 376 deaths in Glasgow corresponded to an 
annual rate of 17*6 per 1000, and Included 7 from whooping-cough, 
3 each from diphtheria and infantile diarrhcea, and 2 from enteric 
fever. The 131 deaths In Edinburgh were equal to a rate of 
20*5 per 1000, and Included 4 from whooping-cough and 1 from 
Infantile diarrhoea. 

Irish Towns .—The 172 deaths in Dublin corresponded to an annual 
rate of 22*5, or 3*5 per 1000 below that recorded in the previous 
week, and included 42 from influenza, 5 from infantile diarrhcea, and 1 
from diphtheria. The 314 deaths in Belfast were equal to a rate of 
41*7 per 1000, and included 3 from Infantile diarrhcea, and 1 from 
scarlet fever. 


Unrecorded Births.—W riting to the Worthing 
corporation about the incomplete notification of births, the 
Local Government Board suggests that fathers should be 
prosecuted, and if this does not result in a considerable im¬ 
provement in the proportion of births notified, proceedings 
should be taken against all persons liable—that ife, father, 
doctor, and midwife. 

Notification of Influenza in Belfast.—A t a 
specially summoned meeting of the Corporation of the City 
of Belfast, held on Dec. 7th, a resolution was passed unani¬ 
mously ordering that the Infectious Disease (Notification) 
Act, 1889. should apply in Belfast for the disease known as 
“ septic pneumonia ” for the six months to end 14th June, 
1919. In the discussion which took place it was stated that 
the drivers of the tram-cars (motor-men) had suffered from 
influenza in a larger proportion than conductors, although 
the latter were necessarily in closer contact with passengers 
in crowded cars than the former, who were standing out in 
the open air. Some of the speakers said it was all verv well 
to make the disease notifiable, but how were they going to 
cure and to prevent it; others urged that the malady should 
be made permanently notifiable, but it was shown that it 
could be made notifiable at any time, subject to the approval 
of the Local Government Board, by giving fourteen da vs’ 
notice through a resolution in the City Council. 


%\t Mar aitb Jfter. 


The Casualty List. 

The names of the following medical officers appear among 

the casualties announced since our last issue :— 

Died of Wounds. 

Capt. N. K. Foster, R.A.M.C., was educated at Universitv 
College, London, and qualified in 1908. Prior to joining 
the R.A.M.C. he was in practice at Oxford. 

Died. 

Lieut.-Col. C. D. H. Corbett, Royal Air Force Medical 
Service, was educated at Oxford University and at 
St. Thomas’s Hospital, London, and qualified in 1908. 
Prior to the war he was in practice in Wei beck-street, 
London, specialising in dermatology, and contributed 
many articles to medical literature. He died at Felixstowe 
of influenza. 

Capt. W. R. O’Keefe, R.A.M.C., qualified in Ireland in 1912, 
and prior to joining the R.A.M.C. was in practice in 
Sheffield. 

Capt. W. H. Compton, R.A.M.C,, was a student at Charing 
Cross Hospital, London, and qualified in 1886. He held 
appointments as medical referee to several assurance 
companies, and was at one time a surgeon to the 

# Royal West Indian Mail Steam Packet Co. He died of 
pneumonia. 

Casualties among the Sons of Medioal Men. 

The following additional casualties among the soqs of 

medical men are reported :— 

Second Lieut. A. B. Beesley, R.A.F., died of pneumonia, 
second son of Dr. C. Beesley, of Exmouth. 

Capt. D. N. Carr, S. Persian Rifles, died in Persia of pneu¬ 
monia, only son of Dr. D. W. Carr, of the Church 
Missionary Society, Ispahan. 

Able Seaman G. M. Davis, Benbow Battalion, R.N.D., died in 
Holland of septic pneumonia, second son of Temp. Capt. 
G. W. Davis, R.A.M.C., of Sidcup, Kent. 

Second Lieut. F. Sansom, killed in a bombing raid over 
Germany, third son of Dr. C. L. Sansom, C.M.G., of 
Kuala Lumpur, F.M.S. 

Capt. W. R. Bruce-Clarke, K.A.F., died of pneumonia 
following influenza, only son of the lfkte Mr. W. Bruce- 
Clarke, of Harley-street, London, W. 


OBITUARY OF THE WAR. 


PATRICK JOSEPH O’REILLY, L.& L.M. R.C.P. AS. IREL, 

MILITARY CROSS, 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain P. J. O’Reilly, who was killed, in action in France 
on Oct. 11th, was eldest son of the late John O’Reilly, J.P., 
of Strabane, Ireland. Educated at St. Columb’s College, 
Londonderry, where he was distinguished in the playing 
fields, at Black Rock 
College, and at the 
Royal College of Sur¬ 
geons in Ireland, he 
qualified in 1914, and 
was appointed ship’s 
surgeon on the Blue 
Funnel Line. Arriving 
home from China at the 
beginning of October, 

1914. he obtained 
a commission in the 
R.A.M.C. and went to 
France with his regi¬ 
ment, the 9th Devons. 

In the fighting around 
Hulluch in September, 

1915, he w as wounded in 
the leg, and later gained 
the Military Cross for 
conspicuous 'bravery 
and devotion to duty, 
remaining at his post although himself wounded. In May 
last he was badly gassed, losing his sight completely for 
several weeks. He met his death whilst tending the 
wounded. Captain O’Reilly married in 1916 Sybil Olive, 
daughter of John Collins, of Romsey, Hants. The photograph 
which we give of him has been enlarged from a snapshot. 
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THOMAS RICHARD BE A I,E-BROWNE. M.R.C.S. Eng., 

WEST AFRICAN MEDICAL SERVICE. 

Mr. Beale-Browne, who was drowned by the collision of 
the Burntn with the City of Calcutta within a few hours of 
reaching port on Oct. 3rd, at the age of 40 years, was 
the eldest son of Colonel Beale-Browne, of Andoversford. 
Educated at Dean Close School, Cheltenham, he pro¬ 
ceeded to Guy’s Hospital, where he qualified in 1901. He 
was a keen athlete, taking prizes for running in the Inter- 

Hospital Sports. After¬ 
wards he made his 
mark in rifle-shooting, 
taking prizes at meet¬ 
ings of the Society of 
Miniature Clubs and at 
Lagos. After a few 
years spent in lunacy 
work at Taunton and 
the County Asylum, 
Northampton, he 
entered the W.A.M.S. 
On his first tour in 
1907-08 he accom¬ 
panied the Anglo- 
German Boundary 
Commission, and after¬ 
wards did good work 
as medical officer in 
various districts of 
West Africa. While 
stationed at Yaba he 
carried out research work on leprosy. In several cases he 
noted improvement as the result of his treatment, and in one 
case apparent cure, but he never afterwards had an oppor¬ 
tunity of continuing this work. 

Mr. Beale-Browne was a man who put his whole heart 
into his work, and had the trust and respect of all who 
came in contact with him. At the time of his death he 
was homeward bound from the Cameroons, where he 
had done duty for 21 months. He married in 1910 Helen 
H. Hay, daughter of the late Donald MacDonald, of 
Edinburgh, wffio survives him. 


LAWSON TAIT McCLINTOCK, M.B., Ch.B.Edin., 

CAPTAIN, ROYAL ARMY MEDICAL CORP8. 

Captain L. T. McClintock, who died on Nov. 11th at the 
age of 39 years, was younger son of the late Dr. J. R! 
McClintock, of Church Stretton. Educated at Shrewsbury 
and Edinburgh University, he took the M.B., Ch.B. 
degrees in 1901, and after qualifying filled the post of 

assistant house surgeon 
at Salop Infirmary. 
Settling in Loddon in 
1902, he was appointed 
medical officer to the 
rural district council 
and later to the Loddon 
and Clavering union. 
At the outbreak of the 
war he organised the 
Red Cross Hospital at 
Loddon and held the 
post of medical officer 
there, as well as at the 
Red Cross Hospital at 
Hedenhara. In 1917 
he was appointed 
medical officer to the 
342nd Brigade, R.F.A., 
and was gazetted 
captain in the 
R. A. M. C. in 1918. 
His death was caused by pneumonia following upon an 
attack of influenza. 

Captain McClintock lived a very active life, took a 
keen interest in local affairs, and his early death is felt 
as a calamity. He married in 1903 a daughter of the 
Rev. S. Irvine, of Londonderry, and leaves a widow and 
four children. 


Ccrnspitbeiue. 

" Audi alteram partem.” 


PHTHISIS IN FACTORY AND WORKSHOP. 

To the Editor of Thk Lancet. 

Sir, —In his interesting article on the prevalence of 
pulmonary phthisis in relation to industrial conditions 
(The Lancet, Nov. 9th) Professor Benjamin Moore affirms the 
two main factors to be : long-continued working strain and 
case-to-case infection in unhealthy workshops. I should like 
to ask Professor Moore, What about the wives of these tuber¬ 
culous men ? Are they not in more unhealthy conditions in 
their homes? Are not these homes even more ill-ventilated, 
ill-cleaned, ill-illuminated than the workshops ? Are the 
women not just as much over-strained by domestic work ? 
Moreover, if tubercle bacilli can infect the workmen at a 
range of 2 or 3 feet in the workshop, surely the same bacilli 
must be twenty times more infective to the wife of the tuber¬ 
culous man at point-blank range ? 

The cause of the different incidence as between men and 
women must, in fact, be looked for elsewhere, in what 
French pathologists have long called the terrain. It is the 
individual resistance that counts. Professor Moore records the 
fact, observed by my friend Dr. Ed. Bertholet, of Lausanne, 
that up to the age of 25 years more females than males die 
of tuberculosis. Dr. Bertholet adds that these deaths are 
largely of abstainers and suggests hereditary tuberculosis as 
the cause. After 25 years of age more men than women die of 
tuberculosis, or, as Dr. Bertholet puts it, more drinkers than 
abstainers. Professor Landouzy said long ago, “ L’alcool fait 
le lit de la tuberculose. ” Professor Moore has made observa¬ 
tions on the printing trade, in which, as Dr. W. C. Sullivan 
has set out, the average conditions of employment promote 
industrial alcoholism. No doubt the alcoholic atmosphere 
of the metropolis contributes to this result. On the other 
hand, in the country men are scarcely more infected than 
women. This is in accord with the different conditions of 
rural life in that (1) the men are seldom exposed to infec¬ 
tion and (equally with the town areas) not more than their 
wives; (2) they lead a healthy outdoor life ; (3) they are 
occasional, not regular, drinkers. Thus the essential cause 
of adult tuberculosis—alcoholism—is lacking in the case of 
the rural male. Pathologists tell us that 93 per cent, of the 
hospital population show at death signs of tuberculous lesions 
in the lungs, active or healed. This means that practically 
everyone in poorer urban areas has been exposed to tuber¬ 
culous infection, but probably at least three-fourths of these 
infections heal without giving rise to much disturbance of 
health ; only the chronic drinker and the predisposed develop 
severe disease. 

True we must, with Professor Moore, try to stop the con¬ 
tagion in the workshops. But we must at the same time tell 
the workmen this is only one part of the scheme, and the 
worker’s part is to put an end to the chronic alcoholism. 

I am, Sir, yours faithfully, 

M. F. Boulenger, 

Ex-Assistant Medical Officer of the Tuberculosis Dispensary 
“Albert Elizabeth” of Brussels; Assistant Medical 
Officer. Darenth Industrial Colony. 

Dartford, Kent, Dec. 6th. 1918. 

THE AMBULANCE DEPARTMENT OF THE 
ST. JOHN AMBULANCE ASSOCIATION. 

To the Editor of The Lancet. 

Sir,—I notice that your reference to “First Aid * in 
Ordinary Life ” in your issue of Nov. 30th has been 
followed by a letter from Sir Rickman J. Godlee and 
Sir James Cantlie, K.B.E., a Knight of Grace of the Order 
of St. John. 

I feel I must call attention to the fact that the St. John 
Ambulance Association is the pioneer of voluntary ambu¬ 
lance work, having been formed so long ago as 1877. This 
fact is, however, already well known, and I wish to refer 
more particularly to the need for maintaining or acquiring a 
knowledge of first aid. As Sir Rickman Godlee says, you 
rightly emphasise its importance, but he is inclined to think 
that with the advent of peace there will be a falling off in 
the attendance at classes of instruction. This ought not to 
be the case, especially if the public can be made to realise 
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that with the advent of peace their responsibilities are 
increased owing to the return of so many maimed and 
crippled prisoners and those utterly wasted and permanently 
ruined in health. 

It will be our duty to attend to the wants of all such 
persons, and the importance of possessing a knowledge of 
first aid cannot be exaggerated or too often brought before 
the public. I am, Sir, yours faithfully, 

Ranfurly, 

St. John’s Gate, London, E.C. 1, Dec. 11th, 1918. Director. 

Nothing was further from our desire than to belittle in 
any way the St. John Ambulance Association, whose service 
has been regularly noticed in these columns.—E d. L. 


THE ABDERHALDEN REACTION. 

To the Editor of The Lancet. 

Sir, —In The Lancet of Nov. 2nd there is an annotation 
dealing with Dr. J. M. Retinger’s investigations on the 
detection of organic brain tumours by means of the 
Abderhalden’s dialysis method, and the conclusion is 
reached that “in some hands, at any rate, the method 
may come to possess a more than academic value.” In 
The Lancet of Jan. 16th, 1915, I published the results 
of my clinical investigations based on the methods of 
Abderhalden. On a series of tests conducted with both 
the dialysis and the polariscope methods I came to the 
conclusion that in pregnancy, as well as in cases of malig- 
nant disease and many other morbid conditions, proteolytic 
and peptolytic ferments are present in the blood serum 
which cannot be demonstrated in the blood of a healthy 
person. On the other hand, I was unable to find the 
specific ferments claimed by Abderhalden and many of his 
followers. 

Were it actually possible to demonstrate the presence of 
specific ferments in the blood serum the Abderhalden test 
would have to be considered as the greatest and the most 
useful discovery ever made in the domain of medical science. 
It would only require to devise a routine laboratory test for 
the purpose of establishing a diagnosis of any diseased 
condition. Nearly four years have passed since 1 published 
my results, and still we do not see this test introduced as a 
routine examination in the clinical laboratories all over the 
world. How is it to be explained? The complicated 
technique is certainly not at fault. No doubt a certain skill 
is required, but nothing beyond the power of an average 
laboratory worker. The explanation, I think, is a different 
one^ The test is not generally applied, because it i9 of no 
nee for clinical pmposes. It is, in fact, not a clinical test at 
all. The whole history of the Abderhalden discovery is that 
of a great scientist who comes out prematurely with a state¬ 
ment, sticks to it, tries to find more and more proofs for its 
authenticity, and by his personal influence induces many 
others to repeat his assertions. Over 300 separate investiga¬ 
tions were published before 1 communicated the results of 
my own work, the great majority confirming Abderhalden’s 
results. Only a few recorded results differ from those of 
Abderhalden. But in this case time has amply proved that 
these few and not the majority of workers were right. 

I am, Sir, yours faithfully, 

Cam bridge-terrace. Regents Park, N.W., J. O. G A VRONSKY. 

Dec. 9th. 1918. 

ADVANCES IN THE TREATMENT OF 
FRACTURES. 

To the Editor of The Lancet. 

Sir, —Not long ago I had the opportunity of seeing some¬ 
thing of the work being done at No. 8 Stationary Hospital. 
Wimereux, under the surgical charge of Major M. Sinclair, 
R.A.M.C. I had already had the advantage of learning a 
little about the sound principles which govern his practice 
in the treatment of fractures, simple and compound, and of 
the ingenious methods and mechanical aids which he has 
elaborated for the management of the most difficult of such 
cases, for Major Sinclair visited the Queen Alexandra Military 
Hospital and at the Census Hospital, at which I was then 
surgical specialist, gave several admirable and instructive 
demonstrations of his particular technique and apparatus. 
These methods and their results may be seen on a large 
scale in No. 8 Hospital, and I can strongly advise anyone 
concerned with the management of bad fractures to go 
there, where he will be well repaid by what he can learn. 


I suppose one is not very far from strict accuracy if one 
admits that the Thomas splint has been the greatest 
mechanical non-operative advance in the treatment of 
fractures which any one man has added to our surgical 
equipment, and above all to military surgery, where 
bad cases have to be moved over long distances. 
But I think I may fairly add to this glorification of 
the Thomas splint that the clever and practical adapta¬ 
tions of it to the many varied forms of smashed limb in the 
hands of Major Sinclair, as well as his own particular uses of 
glue, suitably contrived foot-pieces, and his various methods- 
of extension of limb and retention of fragments in position, 
make up a contribution to the surgery of the war which ia 
unique and of distinguished excellence. The work of thia 
officer has, in my judgment, diminished suffering, shortened 
treatment, saved money, and often life itself, and all this 
perhaps to a greater extent than has been attained by 
the labours of any one man in the more purely technical 
branch of our art. I confess myself deeply in his- 
debt for what he has taught in thfese matters, and on the 
eve of my return to Australia I feel myself constrained to 
write this letter of appreciation in the hope that it may 
impel others to go and see for themselves how great have 
been the advances in a branch of difficult surgery which wc 
owe largely to Major Sinclair’s originality and patient 
industry.—I am, Sir, yours faithfully, 

R. Scot Skirving, 

Honorary Major. Australian Army Medical Corps; late 
Surgical Specialist to the Census Division. Queen 
Alexandra Military Hospital, Millbank. 

London, Dec. 7th, 1918. 

DISPENSARY SUPERVISION IN PULMONARY 
TUBERCULOSIS. 

To the Editor of The Lancet. 

Sir,—I agree with Dr. G. Jessel (The Lancet, Oct. 26th> 
that dispensary treatment is the most economical and best 
method of treating early non-infective pulmonary tuber¬ 
culosis. My contention, which Dr. Jessel criticises, was 
that once tubercle bacilli appear in the sputum dispensary 
and domiciliary treatment, as understood by the Tuberculosis 
Regulations, are a danger to the community, and very 
potent causes in maintaining the high incidence-rate of 
this disease. Dr. Jessel’s first paragraph, in which he admits 
that close supervision is rarely exercised and that the 
discipline necessary is irksome, spoils his subsequent argu¬ 
ments. The figures he gives of the number of visits paid by 
his nurses are not impressive. An average of less than five 
visits a year per patient cannot be called close supervision. 
In Southampton during 1916 the tuberculosis nurses paid 
4008 visits to 274 cases under treatment, whilst in 1917 5171 
visits were paid to 315 cases under treatment. The majority 
of these cases also attended the dispensary twice a week for 
treatment. These figures improve upon those given by Dr. 
Jessel, and yet the results observed have totally failed to 
convince me that in advanced cases this mode of treatment 
is satisfactory. 

Tuberculosis is essentially a house and factory disease, 
and is spread by unsatisfactory housing and factory condi¬ 
tions. The housing conditions in a town, particularly among 
the class of people reached by the Insurance Act, are emin¬ 
ently unsuitable for the treatment of an infectious disease. 
From Dr. Jessel’s figures for 1917—his best year—it appears 
that 29 per cent, of 1615 patients had unsatisfactory bedroom 
facilities. I should like to know how many of these had 
tubercle bacilli in the sputum. He states : “In 1917 com¬ 
plete isolation was obtained in over 70 per cent, of 1615 cases 
of phthisis.” Dr. Jessel’s optimism is sublimh. Did his 
70 per cent, of cases stay rigidly in bed in one room without 
communication with the outside world ? Sorely, the period 
of sleep is the least infective time. Does he imagine that 
complete isolation is ever carried out in a private house, or 
that even fragmentary isolation is possible in 80 per cent, of 
the houses of the poorer working classes ? Again, Dr. Jessel 
believes that a visit by the tuberculosis officer once in three 
months (I presume the patient is notified of the visit before¬ 
hand), and five times a year by tuberculosis nurses, will 
prevent infringements of the “discipline which is admittedly 
irksome.” From past sanatorium experience I am unable to 
support this opinion. 

The vast majority of private practitioners, I fear, think 
differently from Dr. Jessel. In Southampton this matter 
was brought before a meeting of medical practitioners 
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From their own observations and from my -statements they 
were so impressed with the dangers of domiciliary treatment 
that they drew up a resolution to bring the matter before 
the health committee of the borough. The opinion of the 
patient “ man-in-the-street ” is also, I fancy, opposed to the 
keeping of foci of infection at large in the community. It 
is easier to limit opportunities for infection than to cure 
poverty. At a time when extra nourishment and help are 
most needed by these patients the State fails them. It is 
difficult to keep up an irksome discipline upon an empty 
stomach. The observations of Professor Bang upon the 
elimination of tuberculosis in herds of cattle by the simple 
expedient of keeping unaffected animals strictly separate 
from infected ones bear upon the subject under discussion. 
What is successful in cattle would, if carried out thoroughly, 
be equally successful in human beings. The segregation of 
the “open ” cases of pulmonary tuberculosis is necessary if 
this disease is to be stamped out. 

In the la3t report of the Medical Officer to the Local 
Government Board much support for this view can be found. 
The report says: “In pulmonary tuberculosis there maybe 
a latent period stretching over years, and cause and effect 
may be difficult or impossible to connect.” This I plead as 
justification for the present deficiencies in my figures to which 
Dr. Jessel takes exception.—I am, Sir, yours faithfully, 

Oscar Holden, 

Southampton, Dec. 3rd, 1918. Tuberculosis Medical Officer. 


THE LONDON UNIVERSITY ELECTION : A 
PROTEST. 

To the Editor of The Lancet. 

Sir,— I find that Sir R. Douglas Powell, Dr. Sidney 
Phillips, and Mr. Eccles have circulated a post-card on 
which they state that “the chance of returning a medical 
candidate, who is not a giaduate of our University, is very 
remote.” As I am the only medical candidate the state¬ 
ment is that my chance is very remote. 

That is not political manners. You may say of your 
opponent that he will ruin the country or that he has ruined 
his grandmother. But as regards the election itself you 
treat him with courtesy and suppose that you meet on equal 
terms. You don’t adopt the boastful manners of Homeric 
heroes or Goliath of Gath before the fight begins. From that 
point of view it is an impertinence. From another it comes very 
near to being a lie, for they state as a fact what they cannot 
possibly know to be true, and the statement is, as far as I can 
tell, quite unwarranted. I am not relying on medical votes 
alone. All of us, I suppose, draw our support, at least I know 
l do, from all faculties. The medical vote alone is not large 
enough to return a candidate, but if I get a fair share of it I 
shall, as far as I can see, stand a very good chance. At any 
rate, I am quite sure they don’t know the contrary, and 
they’ve no business to state it as if they did. Four days ago 
I was told by an elector, and an experienced elector too, 
that Sir Philip Magnus would be at the bottom of the poll, 
and, upon my word, when I see his committee reduced to 
such tricks I begin to believe they think so too. The state¬ 
ment has just as much foundation as their own. The truth 
is that in a constituency like this no one knows what anyone 
else’s chances are. He only knows the cards he holds him¬ 
self. If there is not a medical member for the University it 
will be due chiefly to these three medical men. 

And why in the world should they single me out for an 
attack of this kind, who am of their own profession, and a 
colleague? Why don’t they say that Mr. Somerville’s or 
Mr. Nordon’s chances are very remote ? They know just as 
little about them as they know about mine and have just as 
much ground for the statement. But they have no right to 
say it of anyone, and they ought to be ashamed of themselves. 
That comes of party. — I am, Sir, yours faithfully, 

Dec. 8th, 1918. W. P. HERRINGHAM. 

[Enclosure.] 

University of London.-Parllamentary Election. 

It is most important at the present crisis not to divide the Coalition 
vote. The chance of returning a medical candidate, who is not a 
graduate of our University, is very remote. 

It is certain that every vote not given to Sir Philip Magnus may 
have the effect of helping to secure the return of the Labour-Socialist 
candidate. R. Douglas Powell, M.D. 

Sidney P. Phillips, M.D. 

44, Lancaster Gate, W.2. W. McAdam Eccles, M.B., M.S. 

Dec. S % 1918. __ 

Printed and published by C. F. Hodgson & Son. Newton Street, 
&lmgsway. W.C.2. 


THE ELECTION FOR THE SCOTTISH 
UNIVERSITIES : 

THE ACTION OF THE MEDICAL PARLIAMENTARY 
COMMITTEE. 

To the Editor of The Lancet. 

Sir,—W e understand that the supporters of Professor 
W. R. Smith’s candidature for the Scottish Universities are 
stating that Professor Smith was adopted by this Com¬ 
mittee as a suitable representative for the constituency. 

This is an erroneous reading of the action of the Com¬ 
mittee, which has adopted no candidate for any particular 
constituency. A list has been made of medical candidates 
for the election now upon us, and these medical men have 
been approved for Parliament by the Committee in dis¬ 
charge of the responsibility laid upon it by the general 
meeting of the medical profession at which the Committee 
was formed. Yours faithfully, 

Arthur Latham, 

Chas. Buttar, 

Honorary Secretaries. the Medical Parliamentary 
Committee. 

Medical Parliamentary Committee, 20. Hanover-square, 

London, W. 1, Dec. 10th, 1918. 


AGGLUTINATING PROPERTIES OF CERTAIN 
SERA: A CORRECTION. 

To the Editor of The Lancet. 

Sir, —With reference to my paper on this subject which 
appeared in The Lancet of Nov. 9th I stated that the 
strength of B. paratyphosm t A and B were each only half 
that of B. typhosus in T.A.B. vaccine. Lieutenant-Colonel 
D. Harvey, Royal Army Medical College, has written to me 
pointing out that the strength of the Army vaccine has been 
increased since February, 1916, to the following—viz., 1000 
million B. typhosus and 750 million of each B. paratyphosus 
A and B. I am, Sir, yours faithfully, 

Thomas T. O’Farrell. 

University College, Dublin, Dec. 9th, 1918. 


THE PENAL POWERS OF THE GENERAL 
MEDICAL COUNCIL. 

To the Editor 0 / The Lanoet. 

Sir,— From the peculiar source of its authority the General 
Medical Council is inclined to pay undue deference to charges 
brought before it by public bodies, and more especially by 
Government Departments. From my own long experience of 
the working of the General Medical Council I feel justified 
in making this serious statement. The recent case of Dr. 
Flament, in my opinion, condemns the General Medical 
Council as unsuited for the judicial functions it exercises. I 
am not going to say whether Dr. Flament is, or is not, guilty 
of the offence of which the Council found him guilty; I do not 
know, and neither does the General Medical Council. But 
surely he was entitled to be judged fairly according to the 
evidence laid before the Council. The Council found him 
guilty of either attempting criminal abortion or of obtaining 
money by false pretences ; there was no other conceivable 
charge before the Council. I will not dwell on the nature 
of the evidence or the strange way in which it was got 
up, beyond mentioning that the witness, on whose state¬ 
ment the charge depended, admitted the criminal offence 
of inciting Dr. Flament to procure abortion, and that 
the only corroborating evidence—that of her sister—was 
not very consistent with the evidence she gave. I challenge 
contradiction when I say that no competent and honest 
judge could have found Dr. Flament guilty on the evidence 
laid before the Council in my presence, evidence on which 
the General Medical Council did, in fact, find him guilty. 
But, Sir, the Ministry of Munitions was the prosecutor, and 
consequently the regulations of the General Medical Council 
as to statutory declarations, and other safeguards properly 
required by a judicial body with no power to administer an 
oath, were not insisted on. An adjournment, to give Dr. 
Flament some chance to disprove the charge suddenly sprung 
upon him, could not be allowed. It would have incon¬ 
venienced a Government Department. Does the medical 
profession approve ? I am, Sir, yours faithfully, 

Dec. 9th. 1918. CUSTOS CUSTODUM. 
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THE SERVICES. 


Col. A. Webb, C.M.G., D.D.G., A.M.S., will succeed Sir 
.John Collie, Director of Medical Services in the Ministry of 
Pensions, in view of the treatment by the Army Medical 
Service, for six months from Dec. 3rd, of pensioners and 
disabled soldiers. - 


ROYAL AIR FORCE. 

Medical Branch.— R. C. Fuller, C. Dickson (late temporary Captain, 
R.A.M.C.), and J. P. Doyle are granted temporary commissions as 
Captains. 

D. C. Farquharson and P. J. Herllhy are granted temporary com¬ 
missions as Lieutenants. 

Dental Branch.— H. N. Hillier Is granted a temporary commission as 
Lieutenant. 

OVERSEA FORCES. 


ROYAL ARMY MEDICAL CORPS. 

Temp. Lieut.-Ool Sir Hugh M. Rigby (Brevet Lieut.-Col., R.A.M.C., 
T.F.) to be temporary Colonel whilst specially employed. 

The undermentioned relinquish the acting rank of Lieutenant- 
Colonel on re-posting : Major J. T. McKntlre. Capt. S. J. Higgins. 

To lys acting Lieutenant-Colonels: Temp. Capt. (acting Major) H. K. 
Wallace, Major and Brevet Lieut.-Col. D. S. Skelton (whilst specially 
employed), Major J. W. L. Scott and Major A. W. Sampey (whilst in 
command of a Medical Unit). 

Major E. G. R. Lithgow is seconded for service with H.A.F. 

Temp. Capt. H. M. Grey to be acting Major whilst specially 
employed. 

P. S. Clark to be temporary Major. 

To be acting Majors: Capt. W. P. Croker; Temp. Capts. D. O. 
Riddel, W. Mason, C. H Haddow, J. M. Moyes, A. Fullerton, T. L. 
Hardy, A. Leemlng, F. K. Kerr, J. J. Gibb, H. L. Neil, C. E. Sundell, 
W. S. Stevenson, C. F. White. 

Temporary Lieutenants to be temporary Captains: A. Leltch, J. 
Ramsbottom, R. J. Wilson, N. F. Sinclair. 

To be temporary Captains : G. Muir, G. W. Thompson, E. D. Townroe 
(late temporary Captain, Vol. Bn., E. Surr. R.), S. Barron, W. D. 
Sammon. C. J. A. Woodside, II. G. P. Armltage, E. W. Diggett, A. R. 
Bari as, H. S. Campion, T. B. H. Tabuteau. J. L. Annan, F. Joyce, R. J. 
MacMillan, J. M. Taylor, A. W. M. Sutherland, J. Devine. 

K. W. Lynch, late'temporary Captain, is granted the honorary rank 
of Captain. 

Temporary Captains G. D. Laing and R. S. Scott relinquish the acting 
rank of Major on re-posting. 

To be temporary Lieutenants: C. H. C. Cosens, A. Bevan, C. A. 
Basker, J. N. Turnbull, W. G. Cook, J. B. Michle, T. M. Walker, W. L. 
Hogan, C. E. Pengelly, A. Bisset. 

A. B. Pastel to be temporary honorary Lieutenant. 

Officers relinquishing their commissions : Temp. Capts. E. A. Sanders, 
A. Leitch, M. J. Casserly, R. C. Smith. H. E. Bioxsome. W Dalgliesh, 
C. M. Stevenson, J. N. McTurk, G. L. Brunton, H. C. Halsted (on 
ceasing to be employed at the County of Middlesex War Hospital), 
R. L. Hutton, J. A. O'Regan, K. S. Hawthorne. H. Galloway, 
W. Ainslie, H. D. Pollard. G. E. Lockyer, M. Coghlan (on 
account of ill-health, and Is granted the honorary rank of Captain), 
J. J. Sinclair (on account of ill-health, and is granted the honorary rank 
of Captain), A. A. Hall, Temp. Hon. Capt. J. Boyd (on ceasing to be 
emploved with Welsh Hospital, Netley); Temp. Lleuts. A. G. Tolputt, 
N. C. Fischer. A. M. McCormick. B. F. Howlett, I. Clarke, J. J. Pickles, 
G. A. Valentine; Temp. Hon. Lleuts. L. W. Darrah, V. S. Laurin. 


BPKCLIL RESERVE OF OFFICERS. 

Capt. H. R. Friedlander relinquishes the acting rank of Major on 
re-posting. 

A. J. Clark, late Captain, is granted the honorary rank of Captain. 

Lieut. B. W. F. Armltage, from Unattached List (T.F.), to be 
Lieutenant. 

To be Lieutenants : E. S. Davies, P. p. Quinton, and C. G. Coombs 
(from University of London Contingent, O.T.C.), W. Young. II. Wands, 
.T. P. Klltv, A. S. Strachan, J. 8. McL. Gray, and B. P. Smith (from 
Glasgow University Contingent, O.T.C.), F. Lyth (from Manchester 
I'niverslty Contingent, O.T.C.), A. P. McLeod. 


TERRITORIAL FORCE. 

1st Eastern General Hospital: Officers to be acting Majors whilst 
specially employed: Capts. J. C. W. Graham and G. S. Haynes. 

2nd London Sanitary Section : Lieut A. W. Allison relinquishes his 
commission on account of ill-health contracted on active service, and 
is granted the honorary rank of Lieutenant. 

1st Scottish General Hospital: Capt. H. E. Smith to be acting Major 
whilst speciallv employed, and to remain seconded. 

4th London General Hospital: Major (temp. Lieut.-Col.) G. N. Biggs 
relinquishes his temporary rank, and is now seconded for duty with 
K A F 

4th Northern General Hospital: Capt. (acting Ma jor) H. J. Smith 
relinquishes his acting rank on ceasing to be specially employed, and 
remains seconded. 

4th Scottish General Hospital: Capt. J. R. Riddell to be acting Major 
whilst specially employed. 

dencral Lift.— Capts. (acting Majors) H. H. Robinson and D. H. 
Scott relinquish their acting rank on ceasing to be employed. 

Capt. R. A. Stark to be acting Major while specially employed. 

Lteut.-pol. F. E. Fremantle, from Sanitary Service, to be Lieutenant- 
Colonel. 

Majors H. E. Corbin and A. H. Hogarth, from Sanitary Service, to be 
Majors. 

Major (temp. Lieut.-Col.) A. Greenwood, from Sanitary Service, to be 
Major, and to relinquish his temporary rank. 

Major W. B. Miles to be acting Lieutenant-Colonel while specially 
employed. • 

Lieut.-Col. C. E. Humphreys, from Sanitary Service, to be Lieu¬ 
tenant-Colonel. 

Capt. R. Briercllffe, from Sanitary Service, to be Captain, with 
precedence. 

Capt. (acting Major) J. Dale, from Sanitary Service, to be Captain, 
and to retain his acting rank. 

Capt. (acting Major) S. R. Gibbs to be Major. 

Capts. A. W. Hayward and H. J. A. Longmore to be acting Majors 
whilst specially employed. 

TERRITORIAL FORCE RESERVE. 


Major H. L. de Legh, from Attached to Units other than Medical 
Units, to be Major. 


South African Medical Cnrp ».—The undermentioned relinquish their 
commissions: Lieut.-Col. W. B. Skinner. Major W. H. Marvell, Temp. 
Major A. Liebaert, Capts. K. Bremer, W. Shanks, C. T. D. Urquhart, 
D. Melville, J. M Macdonald. Temp. Capts. P. A. Green, T. J. W. A. 
Johnston, J. B. K. Tough ; Dental Surgeons: Lieut. W. S. Murdock, 
Major C. M. Brothers. 

To be temporary Captains: A. J. McClymont. H. B. Maxwell, 
M. Schwartz, R. B. Woolff, L. G. Irvine. J. Harpur, R. Stevenson, 
W. M. Tough, W. H. Hunter, D. McCully; Dental Surgeons -. C. E.Rice. 
J. Figdor. _ 


glrttttal $tefos. 


Royal College of Physicians of Edinburgh.— 
At a meeting of the Royal College of Physicians of Edinburgh, 
held within the Physicians’ Hall on* Dec. 5th, Sir Robert 
Philip was elected President of the College. The following 
Fellows were appointed to form, along with the President, 
the Council of the College for the ensuing year, viz.Dr. 
A. H. Freeland Barbour (Vice-President), Dr. T. J. Thyne, 
Dr. Francis D. Boyd, Dr. G. M. Robertson, Dr. Harry Rainy, 
Professor J. Lor rain Smith. 

Royal Statistical Society.— On Tuesday next, 
Dec. 17th, Dr. John Brownlee will read a paper on the 
Biology of a Life Table, 5.15 p.m., at 9, Adelpbi-terrace, 
London, W.C. 

Literary Intelligence.— William Heinemann 
(Medical Books), Limited* will shortly publish a work on 
“ Pensions and the Principles of their Evaluation,” by 
Dr. LI. J. Llewellyn and Dr. A. Bassett Jones. Translations 
of the work into both French and Italian are being arranged. 

Royal Albert Hospital, Devonport. — The 
annual meeting was recently held under the presidency of 
Vice-Admiral Sir C. F. Thursby. The medical report was 
satisfactory, and the financial statement showed a credit 
balance of £331. It is gratifying to see that the financial 
position of this institution has been greatly improved. 

A service in memory of the authors, men and 
women, who have laid down their lives in the war will be 
held in All Saints’ Church, Ennismore-gardens, S.W., on 
Saturday, Dec. 21st, at 3 p.m. The service will be conducted 
by Canon A. C. Deane, Vicar of All Saints’, and chairman of 
the Incorporated Society of Authors, Playwrights, and 
Composers. In view of the arrangements for seating, it will 
be a kindness if those who intend to be present will notify 
Mr. G. Herbert Thring, Society of Authors, 1, Central 
Buildings, Tothill-street, S.W. 1. 

A Specialist’s Visit to a Mental Patient in 
an Asylum.—A Divisional Court of the King’s Bench has 
granted a rule against the Commissioners of Lunacy in these 
circumstances. The brother of a certified patient at a 
lunatic asylum having desired that the patient should be 
visited by Dr. Lionel Weatherly as a specialist, the super¬ 
intendent of the asylum replied that such a visit would be 
unprecedented. The request, being repeated through the 
medium of a solicitor, was granted, but neither the super¬ 
intendent nor the medical man in charge of the patient met 
Dr. Weatherly, and the case book and certificate were not 
produced to him. The visit having proved fruitless, a 
request for a further visit was made to the Commissioners 
of Lunacy. This having been refused, an application in tbe 
King’s Bench for a mandamus followed. A rule was granted 
against the Commissioners. 

Death of Charles Maude Richards, L.R.C.P. a S. I. 

—The death is announced of Mr. C. M. Richards, which 
occurred suddenly on Dec. 4th, at his residence in Cookstown, 
co. Tyrone. The eldest son of the late Canon Lewis Richards, 
D.D., Dungannon, and nephew of the late General Maude, 
Mr. Richards (who obtained the L.R.C.P. A' S. Irel. in 
1892) was. after qualifying, for a time medical officer 
in the well-known Bibby Line, plying between Liver¬ 
pool and Rangoon, and in tbe British India Steam¬ 
ship Company. Subsequently be began practice in 
Cookstown, where, as a most courteous and unassuming 
man, he was very popular with his patients. He was a well- 
known member of the Masonic Order. The greatest sym 
pathy is felt for his widow, as Mr. Richards was married 
only in February last. He was buried on Dec. 7th in his 
native place. 
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Utekieal for % ensuing Meek. 

SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1. Wimpole-street, W. 1. 
Tuesday, Dec. 17th. 

GENERAL MEETING OF FELLOWS: at 5 p.m. 

Ballot for Election to the Fellowship. (Names already circulated.) 
MEETINGS OF SECTIONS. 

Wednesday, Dec. 18th. 

HISTORY OF MEDICINE (Hon. Secretaries-Charles Singer, Arnold 
Chaplin): at 5 p.m. 

Papers : 

Dr. Crooks hank : Historical Traces of the Present Epidemic (Polio¬ 
encephalitis and Poliomyelitis). 

Mr. Robert Steele: Egyptian Days, their Origin and their Medical 
Application. 

Friday, Dec. 20th. 

BLECTRO-THERAPBUTIOS (Hon. Secretaries—Robert Knox, Walter 
J. Turrell): at 8.30 p.m.. at the Actinotberipeutlc Department of 
Guy’s Hospital, when the following Short Papers will be read and 
discussed : — 

(1) A Note on the Construction of the Diathermy Machine (with 
demonstration): by C. M. Dowse, B.Sc., and C. E. Iredell, M.D. 

(2) Diathermy In Gynaecological Cases: by G. Bellingham Smith, 
F.R.C.S.,C. E. Iredell, M.D., and A. B. Marsden, Surgeon. R.N. 

(3) Personal Experiences of Burning due to Secondary Radiation ; 
by James Metcalfe. M.D. 

(4) Diathermy in Diseases of the Eye*, by C. Meadows Ryley, 
Surgeon, K.N., and C. K. Iredell, M.D. 

(5) The Diathermy of the Abdomen : by C. E. Iredell, M;D., with a 

Note by W. H. Barber, M.D., Cap'ain, R.A.M.O. 

(6) Diathermy and Figuration in Malignant Disease: by Philip 
Turner, F.R.C.8., Lt.-Col., R.A.M.O., and 0. B. Iredell. M.D. 

CLINICAL 

OBSTETRICS AND GYN.ECOLOGY 

SURGERY: Members of these Sections are invited to attend the above 
meeting. 

The Royal Society of Medicine keep3 open house for 
R.A.M.C. men and M.O.’s of the Dominions aad Allies. The 
principal hospitals in the metropolis admit medical officers 
to their operations, lectures, &c. Particulars on application 
to the Secretary at 1, wimpole-street, London. W. 1. 

The Society's Office will he closed the whole of CbriBtmas 
week except to Military Medical Officers. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. * 

Clinics each week-day at 2 P.M., Wednesday, Friday, and Saturday 
also at 10 a.m. 

(Details of Post-Graduate Course were given in issue of Nov. 30th.) 

ROYAL INSTITUTE OF PUBLIC HEALTH, in the Lecture Hall of 
the Institute, 37, Bussell-square, W.C. 

Course of Lectures on Public Health Problems under War and After¬ 
war Conditions (eanh Lecture will be followed by a Discussion) :— 

Wednesday, Dec. 18th.—4 p.m.. Lecture XI.:—Prof. W. R. Smith: 
The Proposed Ministry of Health. 

LONDON HOSPITAL MEDICAL COLLEGE, in the Clinical Theatre 
of the Hospital. 

A Course of Eight Lectures on Psychoneuroses in Peace and War 

Monday. Dec. 16th.—5 p.m.. Lecture V. Capt. Jd. Culpin, 
R.A.M.C.: Schools of treatment. Exorcism; drugs; electro¬ 
therapy; persuasion and suggestion (hypnosis); removal of 
repressions. Present views illustrated by reference to 
Mammerlng, Ac. 

Tuesday.— 5 p.m.. Lecture VI.:—Capt. M. Culpin, R.A.M.C.: How 
to avoid the Censor. Word association; direct hypnosis; 
association on the symptoms ; dream analysis. 

Thursday.— 5 pm., Lecture VII.:—Capt. M. Culpin, R.A.M.C.: 

. Theory of dreams; symbolism, Ac.; transference of emotion; 
iaient and manifest content. 

Friday.—5 p.m., Lecture VIII.:—Capt. M. Culpin, R.A.M.C.: Revival 
of terrifying episodes the key to treatment of most War and 
• many pre-War Psychoneuroses. Freud’s views as to mechanism 
.ontirmed ; his motive power (Sex) rarely found in the War 
cases. The relation of Epilepsy to the Psychoueuroses. 


BOOKS, ETC., KECEIVED 

Ax.len (Giorge) and Unwin, Loudon. 

Hospital Sketches. By Frances Lyudall. 2s. 

Echo Peisonalities. By F. Watts, M.A. 4s. 6<Z. 

BAiixifeRE, Tindall, and Cox, London. 

The Organs of Internal Secretion: their Diseases and Therapeutic 
Application. A Book for General Practitioners. By I. G. Cobb, 
Temp. Capt.. R.A.M.O. 2ud ed. 7«. 6 d. 

Physical and Occupational Re-educatlonof the Maimed. By J. Camus 
and Others. Translation by W. F. Castle, Surgeon, R.N., with 
articles by Sir A. Pearson and Others. 5s. 

Bale, John, Sons, and Daniklsson, London. 

Arthrometry. By W. W. Falconer. With Foreword by R. Fortescue 
Fox, M.D. 2s. id. 

Butterworth and Co., London, Winnipeg, and Sydney. 

Xala-aiar. By E. Muir, M.D. With Foreword by Sir L. Rogers, 

^l.M.8. Rs. 2. 

Modern Chemistry and Chemical Industry of Starch and Cellulose 
(with Reference to India). By Tarlnl Charan Chaudhuri, M.A. 
Rs. 3.12. 


Cassell and Co., London, America, and Australia. 

Materia Medlca and Therapeutics. By J. Mitchell Bruce and 
W. J. Dllliug. 11th ed., revised to correspond with the War 
Amendments of July, 1917, and March, 1918. 9a. 

Kimpton, Henry, London. ^ , 

Concerning Some Headaches and Eye Disorders of Nasal Origin. By 
G. Sluder. M.D. 35«. 

Lane, John, London and New York. 

Casting Out Fear. By Flora B. Guest. 3s. 6 d. 

Lipplncott (J. B.) Company, London and Philadelphia. 

Diseases ot the Heart and Aorta. By A. D. Hirschfelder, M.D. 

With Introduction by L. F. Barker, M.D. 3rd ed., revised. 3Ca. 
Hygiene of the Eye. By W. C. Posey, M.D. 18a. 

Forced Movements, Troplsms, and Animal Conduct. By J. Loeb, 
M.D. $2.50. 

Training and Rewards of the Physician. By R. C. Csb>t, M.D. 5a. 
Macdonald. Erskine, London. 

Musings of a Medico. By Kenneth Rogers, M.D. 3a. 6 d. 

Oxford Press Warehouse, London. 

Operative Treatment of Chronic Intestinal Stasis. By Sir W. 
Arbuthnot Lane, Bt., C.B. 4th ed., revised and enlarged. 20a. 
Sanitary Publishing Company, London. 

Notes on Meat and Food Inspection for Sanitary Inspectors. By 
J. T. Cowdersy. 2nd ed. 2a. 6 d. 


ftanrits. 

For further information refer to the advertisement columns. 

Alton. Hants , Lord Mayor Treloar Cripples Hosjntal.— Asst. Rob. M.O. 

£ 200 . 

Barnstaple, North Devon Infirmary.— H.S. £150. 

Barrow-in-Furness, North Lonsdale Hospital. —Second H.S. £250. 
Birmingham Gen ral Hospital.— Res. S.O. £180. 

Cardiff, King Edward VII.'s Hospital.—H.S. £2C0. Also Student 
Dresser. 52 gs. 

Dudley, Guest Hospital— Hon Surg. Staff. _ „ 

Evelina Hospital for Children, Southwark, S.E.— H.P. and H.8. £160. 
Folkestone, Royal Victoria Hosjklal.—H.S. £200. 

Gloucester. Gloucestershire Royal Infirmary and Eye Institution.— 
1st and 2nd H.S.s. £175 and £150 resprctively. 

Hospital for Consumption and Diseases of the Chest, Brompton.— H.P. 
30 guineas. 

Leeds General Infirmary.—Res. Aural Officer. £100. 

Liverpool, Brownlow Hill Poor-Law Hospital.—Asst. M.O.s as Locum 
Teneus. £7 7a. per w»-ek. 

Middleton-in- Wharfcdale Sanatorium, nr. Ilklcy.-A.sst. Res. M.O. £325. 
Oxfora, Radcliffc Infirmary and County Hospital.— H. P. £200. 

Paisley Corporation Infectious Diseases Hospital.—Rem. M.O. £250. 
Putney Hospital, Lower Common, S. W.— Re-. M.O. £150. 

Royal London Ophthalmic Hospital , City-road, E.C.— hefrac. Asst. £100. 

St. Bartholomew's Hospital.-M O. for X Kay Department._ 

St. Peter's Hospital for Stone, d*c., Henrietta-st.. W.U.— Jun. H.S. £75. 
Salisbury heneral Infirmary —Asst. H.S. £150. 

Sheffield Royal lnflrmory.-Tvio fl.S.’s. £150. 

Southampton Free Eye Hospital.— Asst. Opb. Surg. £100. 

Southampton. Shirley Warren Infirmary—Res. Asst. M.O. £250. 
Whitehaven and West Cumberland Infirmary—Res. H S. £150 to £180. 
Winchester, Royal Hampshire County Hospital.—Jun. Res. M.O. £250. 


Jjirtfcs, Carriages, an* Jeatljs. 

BIRTHS. 

Blaxland.— On Dec. 7th, at Newmftrket-road, Norwich, the wife of 
A. J. Blaxland (Major, K.A.M.C., T.F.), of a son. f 

Bradford —On Dec. 2nd. at Churchfleld, Acocks Green, the wife of 
Captain K. C. Bradford, K.A.M.C. (T.F.). of a son. _ 

Bromley.— On Dec. 4th, at the Warden’s House, Guj’s Hospital, the 
wife of Captain Lancelot Bromley, K.A.M.C.. of a son. 

Brown —On Dec. 3rd. at Bruntstield-place, Edinburgh, the wife of 

Major William Brown, R. A. M.C., of a sou. . 

Hodder.-Du Dec. 6th, at Harlyn Bay, Padstow, Cornwall, the wife of 
Major (temporary Lieutenaut-Ooloncl) A. E. Hodder, D.S.O., 
K.A.M.C. (T.), of a son. _ 

Woods.— On Dec. 3rd, at Devonshire-street, W., the wife of Captain 
R. Salisbury Woods, K.A.M.C., of a sou. 


MARRIAGES. 

Chambers—Alderson. —On Nov. 30th, at St. Mary Abbots, Kensington, 
Lieutenant-Colonel Guy Oldham Chambers, R.A.M.C., to Ad&lo 
Maude, widow of Lieutenant A. R. Alderson, R.E., of Cirencester. 

Mac a lister—Stalker. —On Dec. 7th, at St. Andrew s United Free 
Church, Edinburgh, Charles John Macalister, M.D., Rodney-street, 
Liverpool, to Mary Leslie, youngest daughter of the Rev. Professor 
Stalker, D.D., Aberdeen. _ 

DEATHS. 

Costobadie. —On Dec. 3rd, at The Cedars. Midsomer Norton, Hugh P. 
Costobadle, F.R.C.i., aged 38. 

Davis.— On Nov. 2nd, at Delft, Holland, of septic pneumonia, George 
Makins Davis. A.B., Benbow Battalion. K.N.D., in his 23nl year, 
beloved second son of Dr. G. W. Davis (temporary Captain, 
K.A.M.C.) and Mrs. G. W. Davis, Dunelm, Sidcup, Kent. 

Foster. -On Dec. 2nd, on board Hospital Ship Amaru , Captain 
Norman K. Foster, R.A.M.C. 

N.B.—A fee of 6s. is charged Jor the insertion of Notices of Births, 
Marriages , and Deaths. 
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Softs, SJjort (tomtnts, anb Jnskrs 
to Correspondents. 

COLONIAL HEALTH REPORTS. 

Falkland Islands. —In 1917 the total recorded number of 
births was 61, of deaths 16, and of marriages 17, as compared 
with 52, 23, and 29 respectively in the previous year. The 
birth-rate per 1000 in 1917 was*18-82, and the death-rate 4*93, 
as compared with rates of 16*14 and 7*14 respectively in 1916. 
The estimated population of the colony (including South 
Georgia) on Dec. alst, 1917, was 3236—2264 males and 972 
females. The general health was excellent—better than 
during the two previous years. Twenty-one cases were 
admitted to the King Edward VII. Memorial Hospital—12 
males and 9 females, 5 of the latter being maternity cases. 
There were at the end of the year three inmates of the 
infirmary section (Victoria Cottage Home). 

Seychelles. —The Blue-book for 1917 gives the estimated 
population as 24,528, an increase of 419 as compared with 
the previous year. The birth-rate was 29*31 per 1000, 
and the death-rate 20*63 per 1000. The total number of 
patients treated in the Victoria Hospital during the year was 
684; and 3198 patients were treated in the different Govern¬ 
ment dispensaries. During the last month of 1917 an 
epidemic of measles of a mild type broke out and continued 
far into the present year. The principal event of medical 
interest in 1917 was the return of the Seychelles Labour 
Force from East Africa in May. The force originally con¬ 
sisted of 791 men ; 250 died in East Africa, and it was 
decided to repatriate the force on account of ill-health. As 
most of the deaths have been due to dysentery of a bacillary 
type, which is very virulent and up to that time unknown 
in Seychelles, steps were taken to quarantine the force on 
arrival. The general health of the men was then found to 
be far from satisfactory; the principal diseases were 
dysentery, pneumonia, malaria, and beri beri ; 25 deaths 
took place m the quarantine station. At the end of 15 days 
the acute cases, 15 in number, were removed to hospital and 
the balance liberated from quarantine. Even afterwards 
bacillary dysentery broke out in South Mahe in the family of 
a returned porter, but the prompt measures taken stamped 
out the disease before it could spread further. Many of the 
men still continue to have attacks of malaria and several are 
suffering from septic ulcers which are very resistant to treat¬ 
ment. In all there were 327 deaths amongst the force, a 
mortality of 41 per cent. A campaign against ankylo¬ 
stomiasis was started by Dr. J. F. Kendrick under ‘the 
auspices of the International Health Board, and by the end 
of the year treatment had been accorded to all residents in 
two-thirds of the Island of Mah£. The campaign is carried 
out by means of a house-to-house visitation, all who are 
infected being treated. 90 per cent, of the people have been 
found to be infected and all classes offered themselves for 
treatment with great keenness. A law was passed enforcing 
the provision of latrines on all buildings used for habitation, 
and this should mitigate the danger of re-infection. 

A8CLEPIOS AND ESHMUN. 

The identity of the Phoenician deity Eshmun with 
Asclepios is assumed as proved in most recent works upon 
the early history of medicine, and is in agreement with the 
views of classical authors. There is in existence on a monu¬ 
ment anepigrapbical record earlier than any classical manu¬ 
script, though perhaps not pre dating the era of the writers, 
which may be said to definitely decide the matter. This is a 
trilingual inscription dating from about 180 b.c., proving 
that, in the opinion of the man who had the text engraved, 
the deities were varied names for one god. This person was 
well educated, because he seems to have been conversant 
with the Punic, Greek, and Hebrew languages. Moreover, he 
resided in Sicily ; therefore, in a country where the facts as 
to such an identity would be most correctly known. 

The inscription referred to may be perosed in Vol. I. 
of the Corpus of Semitic Inscriptions, No. 143, or seen in its 
present place in the Turin Museum. The Latin and Greek 
versions are as follows; “ Cleon salari(us) soc(iorum) s(ervus) 
Aescolapio Merre, donun dedit lubens merito merente.” 
44 ’AskXtjttIu} ’Mrfppy avddepa f}(vp.bv taryaf KXeW oM tuv a\wv 
Kara TpdoTaypa.'* 

For the translation of the Punic text we quote that of the 
Rev. G. A. Cooke, M.A. “ The lord Eshmun Merre:—the 
altar of bronze in weight 100 pounds which Cleon of 
HSGM ; who is over the salt mines; vowed ; has heard his 
voice (and) healed him. In the year of the Suffetes 
Himilkath and Abdeshmun son of Himilk.” 

This monument was discovered near a thermal spring. 
In another inscription referring to Eshmun found at Sidon 
a prince, Eshmunazar, says 44 he erected a house for that 
deity near the well of Yidlal in the mountains.” 


THE “WELLCOME” PHOTOGRAPHIC EXPOSURE 
RECORD, 1919. 

This popular and useful little book is at once a guide to 
photography and a pocket diary for photographers. Having 
the features of previous editions most things which the 
photographer requires to know will be found in its pages. 
The exposure metre on the inside of the back cover has been 
made more convenient, the correct exposure now appearing 
opposite each stop. The book should make a useful 
Christmas present, as the recent withdrawal of restrictions 
against photography will no doubt lead to a revival among 
amateurs of this popular art. The price is l.s. 6 d. 

WESTON-SUPER-MARE HOSPITAL. 

At a public meeting recently held at Weston-super-Mare 
it was decided that the war memorial should take the form 
of a suitable monument and the erection of a new wing to 
the Weston-super-Mare General Hospital. 


At the last meeting of the Devon education committee it 
was stated that 27 per cent, of the parents refused to allow 
their children’s teeth to be treated by the dental surgeon. 
It was suggested that compulsion was necessary, and that 
the Prime Minister of the new Parliament should be 
petitioned on the matter. 


EDITORIAL NOTICES. 

It is especially requested that early lntelligenoe of local 
events having a medical interest, or which it is desirable 
to bring under the notioe of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and tf 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

We cannot undertake to return MSS. not used. 

Communications relating to editorial business should be 

addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2 


Communications, Letters, Ac., to the Editor have 
been received from— 


A. —Dr. J. V. Arkle, Kalgoorlle; 
Surg.-Lieut. W. M. Ash, H.N. 

B. -Mr. J. C. Brownbrldge, Wltton- 
le-Wear ; Prof. P. Boveri, Milan ; 
Mr. J. Best, Lond.; Dr. G. 
Blacker, Lond.,- Messrs. Butter- 
worth and Co. (India), Calcutta; 
Dr. E. F. Buzzard, Lond.; British 
Fire Prevention Committee, 
Lond.; Messrs. C. Barker and 
Sons, Lond.; Dr. C. Burland, 
Liverpool; Buxton and High 
Peak Medical Association, .Hon. 
Sec. of. 

C. —Lieut.-Col. A. Castellan!, Lond.; 
Coal Mines Department, Lond.; 
Major F. W. Crew, R.A.M.C. 

D. —Dr. V. Dickinson, Lond.; Mr. 
H. Dickinson, Lond.; Mr. H. C. 
Davidson, Tadley. . 

E. -Dr. H. ▲. Bills, Middlesbrough. 

F. —Miss M. Fitzgerald, Lond.; 
Dr. R. F. Fox, Lond. 

H.—Mr. W. Heinemann, Lond.; 
Mr. F. P. Hardenstein, Washing¬ 
ton ; Capt. R. A. Hooper, 
R.A.M.C.(T.); Mr. B. Henderson, 
Hatch Bnd; Sir W. P. Herring- 
ham, C.B., Lond.; Dr. J. Haddon, 
Denholm; Capt. D. T. Harris, 
R.A.M.C.; Messrs. O. J. Hewlett 
and Son, Lond.; Mrs. K. W. 
Hodgson, Treharris. 

L —Indian Medical World . Cal¬ 
cutta; Illuminating Engineering 
Society, Lond. 

J. -Lt.-Col. A. L. Johnson, C.A.M.C. 

K. —Mr. D. N. Kalyanvala, Lond.; 
Mr W. H. Kesteven, Kingston 
Hill; King’s College Hospital 
Medical School, Lond., Sec. of. 

L. —Mr. B. Lee, Blackrock; Messrs. 
Longmans, Green, and Co., 
Lond.; Dr. C. Lilllngston, 
Peppard Common. 


M. —Dr. J. B. Mennell, Lond.; 
Mr. W. Miles, Lond.; Lieut.-Col. 
F. F. MacCahe; Bde.-Surg.- 
Lleut. Col. A. B. R. Myers, Lond.; 
Mr. J. Y. W. MacAllster, Lond.; 
Mr. C. MacMahon, Lond. 

N. —Mr. R. Nichol. Glasgow; Capt. 
H. P. Nottage, M.C.. U.S.A.; 
Major W. E. Nickolls, R.A.M.C. 

O. —Overseas Military Forces of 
Canada, Lond., D G.M.S. of; 
Dr. T. T. O’Farrell. Dublin. 

P. -Miss K. Pilkington. Lond. 

R. —Royal Surgical Aid Society, 
Lond.; Royal Academy of Medi¬ 
cine in Ireland, Dublin ; Dr. B. 
Robinson, New York; Dr. H. 
Rainy, Edinburgh; Dr. W. H. R. 
Rivers, Lond.; Royal Society, 
Lond.; Rt. Hon. Bari of Ran- 
furly, P.C., G.C.M.G. 

S. — Dr. H. B. Shaw, Lond.; Society 
of Public Analysts, Lond., Joint 
Hon. Sec. of; Scientific Press, 
Ltd., Lond.: Major R. S. Skirving. 
A.A.M.C.; Dr. S. Samuel, Leeds; 
Dr. G. F. Still, Lond.; Mr. J. R. 
Skinner, Bishop’s Teignton. 


T. —Dr. C. J. Thomas, Lond..- Capt. 
A. J. Turner, R.A.M.C.; Medecin 
Major Thomson; Mr. J. P. 
Toogood, Guildford. 

U. —University of London Unionist 
Association. Lond. 

V. -Dr. F. Villy, Keighley; Dr. 
C. W. Vlning, Leeds. 

W. —Dr. W. H. Wynn, Birming¬ 
ham ; Dr. H. Wilson, Lena.; 
Dr. O. Wood. Frimley; Mr. L. F. 
Wlntle, Lond.; Mr. B. A. West, 
Lond.; Dr. L. A. Weatherly, 
Bournemouth; Dr. H. Woods, 
Lond.; West London Hospital 
Post-Graduate College, Lond. 


The following journals, magazines. See , have been received*— 

Archives oe Medecine et Pharmacle N&vales, American Journal of 
Surgery, St. Bartholomew’s Hospital Journal, Annal* d lgiene. 
Dublin Journal of Medical Science, Indian Medical Gazette, 
Bdinburgh Medical Journal, Revlata Clinics, Lyon Chirurgical. 
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%n Jbkess 

ON 

LETHARGIC ENCEPHALITIS. 

Delivered before the Medical Society of London on 
Deo . 9th , 1918 , 

By E. FARQUHAR BUZZARD, M.D. Oxon., 
F.R.C.P. Lond., 

TEMPORARY COLONEL, A.M.S. ; PHYSICIAN TO OUT-PATIENTS, ST THOMAS'S 
HOSPITAL AND NATIONAL HOSPITAL FOR THE PARALYSED 
AND EPILEPTIC, KXO. 


Mr. President and Gentlemen, —A great deal has 
already been written and said about the epidemic of 
encephalitis which prevailed in this country during the 
spring and summer of this year. As a result of your 
personal observation and of reading what has been written 
by others you are doubtless fully acquainted with the 
outstanding features of the disease as it presented itself in 
its characteristic form. I should probably be wasting both 
your time and my own by describing its ordinary clinical 
manifestations, or even by describing once again the patho¬ 
logical appearances which have been observed in fatal cases. 

When an epidemic of this kind occurs, and when its imme¬ 
diate results and effects have been thoroughly studied, it is 
well worth while to collect the facts which have come to our 
knowledge and to see how far they are of practical import¬ 
ance and how far they may be able to throw light into 
corners of pathology which hitherto have been poorly illu¬ 
minated. It appears to me that this epidemic has taught 
two lessons, both of which should be of value to the medical 
profession, and one of which is very instructive to those of us 
who are especially interested in neurological problems. 

A Medico-Legal Case. 

In the course of my practice I have been struck on many 
occasions by the fact that the medical profession has never 
sufficiently realised that encephalitis, or inflammation of the 
brain, is a condition which is by no means uncommon, and, 
if you will allow me, I will tell you a story to support this 
contention. 

Some years ago 1 was asked to examine a lad of 14 on 
behalf of an insurance company in regard to what was 
alleged to be the effect of an injury arising out of his 
employment. The facts, which were admitted on both 
sides, were briefly as follows. This lad was employed in 
doing odd jobs by a builder, and it so happened that on one 
occasion he was told to carry a hod of mortar up a few steps, 
which he did without difficulty and without immediate con¬ 
sequences. He was a big, strong lad of 14, and the hod of 
mortar only weighed a few pounds, but it happened that in 
the course of the next 24 hours the boy became ill, developed 
a temperature, suffered from severe headache and vomiting, 
became delirious and unconscious, and at the end of a few 
days’ illness was found to be completely paralysed on the 
left side of his body. The acute symptoms rapidly passed 
off, the hemiplegia cleared up to a certain extent, but the 
arm was so badly paralysed that it was practically a useless 
limb. This occurred in the month of October,'and some 
months later I was called upon to give evidence in a county 
court on the question of whether the boy’s hemiplegia 
was the result of an injury or whether it was due 
to natural causes. The case was tried by a judge, with 
the assistance of a medical assessor, and I put forward 
the view that this was an ordinary case of encephal¬ 
itis, occurring during the season when encephalitis 
is usually prevalent, and attacking a young subject, as it 
usually does. The medical assessor began by asking me 
what encephalitis was, and I told him that it was an 
inflammation of the brain. He then asked me what was 
the cause of the inflammation, and I explained that as far 
as our knowledge went the cause of this form of encephalitis 
was a microbe identical with that which causes polio¬ 
myelitis, and I gave him some of the facts known to us 
which supported this view. That my explanation did not 
convey very much to his mind was shown by his next ques¬ 
tion, which was: “How do you account, Dr. Buzzard, for 
the microbe being on the spot exactly at the right time?” 
It is needless to add that the verdict was against the 
insurance company, and that the paralysis was judged to be 
the result of an injury. 

Encephalitis due to the Virus of Poliomyelitis. 

, there is another way in which one realises that the 
diagnosis of encephalitis, especially in regard to the diseases 
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of early infancy and childhood, appears never, or very 
rarely, to be considered as a possibility. We are constantly 
hearing the story of patients who are brought to us on 
account of epilepsy, of mental deficiency, or of hemiplegia 
that their disabilities have dated from an illness occurring in 
the first few years of life, and on inquiry into the symptoms 
of that illness one generally finds that a healthy child has 
been suddenly taken ill with convulsions, fever, vomiting, 
&c., and that the diagnosis of meningitis, or gastritis, or 
teething has usually been made. I am quite convinced 
from my own experience that a large number of cases of 
epilepsy, of mental deficiency, of hemiplegia, and of diplegia 
are the permanent results of attacks of encephalitis occurring 
in early childhood, and that this large group of cases can be 
properly attributed to the virus of poliomyelitis. It is 
unnecessary to dwell upon the reasons which support this 
view, but they are based largely upon the observations which 
have been made during the epidemics of poliomyelitis occur¬ 
ring in this and other countries, and in which cases where the 
iDflimmation has affected the brain are intimately associated 
with cases in which the inflammation has affected the spinal 
marrow, and with still further cases in which the inflamma¬ 
tion has affected the whole of the central nervous system, as 
proved by clinical observation and by post-mortem examina¬ 
tion. After all, the brain is a large and important organ, and 
it would be surprising if inflammation of that structure was 
not of fairly common occurrence. For years I have urged 
the view that disease of the brain or spinal cord produced 
by the virus of poliomyelitis should be regarded in the minds 
of the profession as one of the acute specific fevers, and 
especially as one of those acute specific fevers which have 
a special incidence upon infants and children. It is well 
known that the susceptibility to this infection decreases as 
age advances, and, personally, I have met with only a few 
cases after 25 years of age and none after the age of 40 
has been reached. 

There are other forms of encephalitis which are met with 
at much rarer intervals. It is an occasional complication or 
sequela of typhoid fever. It may possibly be produced by 
the virus of influenza, and, as we have learnt only too well in 
recent years, it is a common and fatal complication in cases 
of head injury. 

From the ordinary practice point of view, therefore, it is 
well to remember that there is a form of encephalitis which 
has the constitutional disturbances, the age-incidence, the 
seasonal exacerbations, the sporadic and epidemic types and 
the immunity from second attacks which are shared by 
measles, scarlatina, and other acute specific fevers, and that 
it presents an inflammatory lesion of a particular tissue in 
the same way as typhoid fever, diphtheria, and small-pox 
display inflammatory lesions of other tissues. This form of 
encephalitis has been shown to be due to the virus of polio¬ 
myelitis. and it should be noted that the disease is an acute 
one running its course in a few days, but often leaving 
permanent results in the form of paralyses, mental defects, 
and epilepsy. 

The Recent Epidemic. 

We must now turn our attention to the consideration of 
that form of encephalitis which has attracted notice this 
year, and which undoubtedly is an entirely different disease 
from the encephalitis I have just referred to. It is true 
that there have been in the recent epidemic a few cases 
which have run a very malignant and rapidly fatal course of 
a few days, but the striking feature of the majority has been 
the fact that a careful history shows that symptoms have 
often been present over a period, not only of days, but even 
of weeks before the intensity of the process has reached its 
height. A study of the cases also shows that the age- 
incidence and the seasonal incidence are entirely different 
from those of poliomyelitis. Putting aside clinical and 
pathological differences, the epidemiological data collected 
ny Colonel S. P. James are quite sufficient to prove that 
lethargic encephalitis is a distinct disease. 

You will remember that the attention of the profession was 
drawn to this epidemic 1 by Dr. Wilfred Harris in London 
and by Professor A. J Hall in Sheffield, and that both these 
observers were struck by the number of cases brought to their 
notice suffering from asthenia, lethargy, and disorders 
of ocular movements such as strabismus, diplopia, nystag¬ 
mus, and ophthalmoplegia. These were patients suffering 


1 Th* Lancet, April 20th, 1918, p. 568. 
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from encephalitis with its chief incidence on the brain 
stem. 

This important discovery was quickly followed by the 
realisation that there were other patients taken ill in the 
same way, presenting the same constitutional disturbances, 
the same asthenia and lethargy, but displaying no oculo¬ 
motor signs or symptoms. On the contrary, they gave us the 
clinical picture of acute paralysis agitans; the mask-like, 
expressionless face, the rigid but not really paralysed limbs, 
the tremor, the posture, and gait of that disease. I shall 
never forget my first experience in that direction, when I was 
asked to see a man lying in bed, looking exactly like a 
patient who had suffered from Parkinson’s disease for 10 or 
15 years, and was informed that he had been ill a week ! 
Here we had examples of the encephalitis with its chief in¬ 
cidence on the basal ganglia, and in particular, perhaps, on 
the globus pallidus. 

Cases in which the Cerebral Cortex is chiefly 
Affected. 

It is not my intention to dwell further upon these two 
groups of cases at present. They have been already suffi¬ 
ciently and adequately described. I propose to confine my 
attention to the consideration of a third group of patients in 
whom the force of the inflammation was spent upon the 
cerebral cortex, and who gave rise to considerable difficulty 
in diagnosis, especially in regard to the possible presence of 
cerebral tumour, cerebral abscess, or cerebral haemorrhage. 
It is necessary to give you quite briefly an account of a 
few cases if I am to emphasise the lessons which can be 
drawn from them. 

Case 1.—On April 5th, 1918, I saw, with Dr. Granger Evans, a lady, 
aged 54, who, on Thursday, March 28th, noticed that her right hand 
was rather shaky. The next day she went away for the Master holidays, 
but returned on the Sunday on account of the uncontrollable .jerking 
of her right arm and hand, which gradually besame worse and spread 
to the whole of the right side. When I saw her on April 5th there 
was a mixture of clonic and tonic spasm affecting the whole of the 
right side, with considerable impairment of voluntary movement and 
more or less complete aphasia. The reflexes on the affected side 
were of the usual hemiplegia type, whilst those on the left side 
were normal. Tnere were a few movements noticed in the left arm, 
but there were no cranial nerve disorders beyond the weakness 
of the right side of the face. There was no optic neuritis, and 
nothing In the oardio-vascular condition of the patient to explain 
the symptoms. 

I saw this patient again on April 22nd, and learnt that the move¬ 
ments had ceased soon after my last visit, but that she had become 
completely hemiplegic on the right side, completely aphasic and 
incontinent. She appeired to be perfectly conscious although unable 
to say a word or to make much response to orders. About a fortnight 
later she was admitted into the National Hospital. Queen square, 
where she gradually became more comatose and died on May 9th, 
exactly six weeks from the onset of her Illness. The early stages of 
this illness were afebrile and no abnormal condition was found in her 
heart, lungs, or kidneys. During the last few days of life her tempera¬ 
ture varied between normal and 102° and at that time there was some 
albuminuria. 

At the post-mortem examination the surface of the brain was 
noticeable for the presence of some dark reddish-brown staining in the 
subarachnoid space evidently due to slight haemorrhage on the surface 
of the cortex. This was most marked over the parietal lobe on the left 
side, but there were small patches scattered here and there in other 
parts of both hemispheres. Sections of this brain presented all the 
characteristic appearances of a haemorrhagic encephalitis without the 
occurrence of any large haemorrhage. 

The notes of the next case are as follows:— 

Case 2.—The case is that of a lady whom I saw on May 6th, 
1918, with Dr. T. H. Brown. She was 44 years of age and com¬ 
plained that she had not been feeling well for some time, but had had 
nothing particular to complain of until Thursday, May 2nd, when she 
had some difficulty in doing her work owing, as she explained, to a 
deficiency in her mental grasp. On the following day she displaved 
some awkwardness and clumsiness in her right hand, and on the third 
day the whole of the right arm was weak. On this day she had an 
epileptic attack, involving and confined to the right side of the body, 
and this attack was repeated at intervals on the Sunday and Monday, 
with the result that she bec^nae more and more hemiplegic, more 
aphaslo, and distinctly drowsy. She vomited on one occasion? 

On the Monday evening when I saw her she lay in b 9 d in a lethargic 
condition unable to speak, but evidently able to understand some 
commands, and able to indicate when she wanted to perform natural 
functions. She was taking her food well, and had little or no rise of 
temperature. On examination I found complete right hemiplegia with 
the usual reflexes, and I also satisfied myself that tnere was some right 
heinlanaesthesla and complete right hemianopla. Her condition 
remained much the same during the next two days, and a lumbar 
puncture was performed, the flui i removed being at increased pressure 
but quite dear, and on microscopical examination normal in its 
cytology. The Wasaermann reaction was negative. At this time she 
appeared to be suffering from severe headache, and on Thursday mid¬ 
day she was distinctly more stuporose. had oe *>me incontinent, was 
swallowing with difficulty, and showed some tendency to prods fn both 
eyes. For the first time the optic discs showed slight swelling and 
blurring of the upper and inner edges. 

She was obviously suffering from increased intracranial pressure, and 
it was decided to do a decompression. This was carried out by Colonel 


Sargent at 10 o’clock in the evening. She was trephined over the left 
post-central and temporal regions, and as soon as the bone was removed 
it was noticed that the dura was bulging, very thin, and easily tom. 
The brain surface presented a dark purple colour through the dura, and 
on opening the latter there was found great increase of tension. Shreds 
of recent clotted blood were scattered about, both beneath the dura and 
in the subarachnoid space. The cortex was hypenemlo and easily 
ruptured. The post-central vein was firm and thrombosed, and towards 
the vertex of the hemisphere the brain matter was deeply blood¬ 
stained and partly disintegrated. A sample of blood was taken up in a 
sterilised pipette for culture purposes, but nothing was grown from It. 
The patient died the following morning and the post-mortem examina¬ 
tion was made the next day. 

This brain on removal had on casual Inspection the appearance of 
one from a case of cerebral haemorrhage, but closer investigation revealed 
the presence of thrombosed veins on the surface of the left hemisphere 
and one or two patches of what looked like haemorrhagio Infarction on 
the opposite side. After hardening, sections through the organ showed 
the presence of widespread encephalitis confirmed by microscopical 
examination. When I say widespread I do not mean that all parts of 
the brain were equally affected, and it. has been characteristic of most 
of these cases that the inflammation has been patchy in its distribution, 
although there has generally been one large focus w'here the process 
has been most intense and most haemorrhagic. 

The account I have jdst given you of this case is 
particularly interesting when compared with Case 3. 

Cask 3.—I bhw a gentleman at Reading with Sir Robert Fox- 
Symons and Dr. W. B. Secretan on July 24th. His age was 58, 
and he had always enjoyed good health until at*out three months 
before I saw him, when he began to show forgetfulness and to do 
odd things, such as leaving off au article of his usual clothing. About 
the same time he l»egan to complain of headache. For about a 
month there must have been .some difficulty of sight, as his attempts 
to play croquet—at which he had been quite good—had become laugh¬ 
ably bad. On Thursday, July 18th, he had stayed away from business, 
not feeling well, and on Saturday he vomited Incessantly and com¬ 
plained of severe headache and pains in his legs. His temperature 
was about 100° on Saturday and Sunday, and on Monday he became 
distinctly worse, more drowsy, and somewhat aphasic. On this day 
Dr. Secretan detected right hemianopla. 

W’hen I saw him on the Wednesday he was lethargic and obviously 
very ill. His pupils were active. Both discs were slightly swollen 
with engorged veins, but no marked neuritis. There was complete 
right hemUnopia associated with object blindness. He was quite 
unable to name objects, although he seemed to appreciate what they 
were when ho saw them. If a key was put into his right hand be used 
it in a normal fashion, but he could not name it. W r hen I suggested 
“key” he appeired to assent. He had obvious difficulty in under¬ 
standing what was said to him and made mistakes in carrying out 
orders. His temperature was then normal. There was no actual 
paralysis, the knee-jerks were rather sluggish, the right being more 
brisk than the left, and on the right side an extensor response could 
be elicited. The blood and cerebro-Bpinal fluid were examined. The 
blood-count was practically a normal one and there was certainly 
no marked degree of leuoocytosls. The cerebro-spinai fluid con 
tallied a considerable quantity of blood and In addition there 
were some cells showing fatty degeneration which were not of 
blood origin. 

The patient showed no signs of Improvement and it was decided that 
an operation for the removal of pressure should be undertaken. This 
was carried out by Ooloael Sargent on August 1st, when he exposed the 
brain In the left postcentral and occipital regions. Intracranial 
tension was increased, and the dura before being opened looked plum- 
colt ured and opaque. When incised it appeared that there bad been 
slight patchy hemorrhage between its layers, and the cerebral surface 
was stained yellow. Biood was present in small quantities between the 
dura and the pla mater, here and there as a thin film and clot, elsewhere 
as darkish fluid blood. The fluid part had evidently sunk down 
towards the base, for on retracting the lower part of the exposed brain 
dark blood welled up la considerable quantities. Toe convolutions 
were flattened and pale, and here and there there were lengths of 
thromb ised cortical veins. Just below the posterior end of the first 
temporal convolution was a spot which showed considerable softening, 
but (here was no evidence of tumour or abscess anywhere. 

The patient stood the operation well, but was very restless during 
the following night and later became almost maniacal. He began to 
refuse food and bis bladder had to be emptied by catheter for a couple 
of days. The headache was much relieved by the operation, but the 
patient gradually become more comatose and died about tea days later. 
There was no post-mortem examination in this case, but I can hardly 
entertain any doubt as to the diagnosis of lethargic encephalitis In 
view of the clinical history and of what was seen at the operation. 

The details of ray fourth fatal case of encephalitis can be 
Riven very briefly. 

Cask 4.—The patient was a man of about 50 years of age, whom I saw 
on Sept. 15th ot this year with Dr. Harvey Norton. There was a history 
that early in August whew working in a field In the country he had 
fallen down unconscious, had been delirious for a few hours, w as seen 
by a doctor who diagnosed sunstroke, and that he continued to com¬ 
plain of headache and vertigo. He remained in a stationary condition 
until about Sept. 13th, when ho wai seized with very severe pain in the 
head, hod several epileptiform convulsions, and on examination pre¬ 
sented evidence of slight hemiplegia and some hemianopla. He was 
drowsy and difficult to examine, but he showed no si.ns of cardio¬ 
vascular diseise and his optic discs presented no chmge. The urine 
was normal. He wu moved into St. Thomas's Home on Sept. 16th and 
a lumbar puncture was performed on the same day. Very soon 
after this operation be had a general convulsion and died quite 
suddenly. 

The p wt-mortem examination was made the next day. and the patho¬ 
logist coming away from it toll me that he had found a cerebral 
hfemorrhage. Tae brain had been cut up, but I was not satisfied that 
cerebral h.cmorrhage was the whole diagnosis, and I removed portions 
from several part* for microscopical examination. It was noticeable 
that there were no signs of arterial degeneration from the naked-eye 
point of view. 
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The dots indicate encephalitis lethargica, and the crosses acute poliomyelitis. In England are shown the counties in 
which there were cases of the two diseases, while in London this information is given for the sanitary districts. 


the sources of origin are indigenous rather than new or 
imported ; secondly, that the outbreak may be one of an 
unusual number of “sporadic ” cases, rather than one brought 
about by epidemic spread. If this is true it is not surprising 
that the intensive inquiries made in the affected localities 
quite failed to reveal the source of origin of any case, or to 
indicate even a remote connexion between the different cases. 

Comparison of the Disirilulien nith that of “ Poliomyelitis.'' 

Returning now to the solution of our problem whether the 
illness is or is not a form of acute poliomyelitis, a comparison 
of the distribution of cases in the selected groups of the 
“new syndrome” and of “poliomyelitis” should be of 
material assistance. The line of reasoning that is justifiable 
is somewhat as follows :— 

(a) The illness under consideration has been found to be a 
severe and often fatal disease. Therefore, if it be a form of 
acute poliomyelitis it must he a severe and often fatal form 
Buch as would not be likely to occur except in places where 
acute poliomyelitis is prevalent and active. 

( h ) It follows that if we find the “ new syndrome ” to be 
prevalent in places where acute poliomyelitis is rare, and 
especially if it is prevalent in a place where by careful 
search cases of acute poliomyelitis cannot at the time be 
found, we may conclude, with a considerable degree of 
probability, that the “ new syndrome ” is not a form of acute 
poliomyelitis. 


The following are some results in this connexion :— 

1. Between January and June this year cases of the 
ordinary spinal form of poliomyelitis, with limb paralysis, 
were officially notified from some 47 sanitary districts. In 
those districts, .therefore, the virus of acute poliomyelitis 
had not changed its usual pathologioal effects; and as it had 
not done so in those districts it is probable that it had not 
done so in the rest of England. 

2. Of the 51 sanitary districts from which cases of the “ new 
syndrome ” were reported, there were 26 in which a case or 
cases of acute poliomyelitis also occurred between January 
and June this year, but there were 25 in regard to which there 
was no evidence of the occurrence of a case of that disease. 

3. In Stoke-on-Trent, Mansfield, and some other places, 
special inquiries failed to bring to light that any case of the 
usual form of acute poliomyelitis had occurred during the 
six months of the present year; and even in such great cities 
as Birmingham and Manchester there were only two or three 
cases in each, and these not in association with the cases of 
illness under consideration. In London the distribution of 
the “new syndrome’’ and of “poliomyelitis” by sanitary 
districts is shown on the outline map. 

On the evidence just presented it appears (1) that cases of 
the “ new syndrome ” have occurred in places in which cases 
of true poliomyelitis could not at the time be found ; and 
(2) that they have occurred in places where the latter disease, 
though present, has been rare at the time of discovery of the 
“ new syndrome ” cases. 
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In 1917 a condition was described in certain cases of grave 
injury of the spinal cord which was called the “ mass- 
reflex.” 1 The presence of this widespread reaction intro¬ 
duces many difficulties in the nursing and treatment of the 
afflicted patients. These, however, can be met if the 
phenomenon and the principles underlying its production 
are understood. 

I. — Ihe Phenomenon. 

For a period, varying in uncomplicated cases from a 
few days to three weeks after the incidence of the spinal 
injury, the spinal cord distal to the lesion is under the 
influence of “ shock.” There are flaccid paralysis of 
skeletal muscles and loss of sensation in the affected 
regions of the body. The limbs lie motionless on the bed. 
The functional activity of all reflex arcs of the isolated 
segments of the cord is almost completely abolished. 
There is retention of urine and fasces, due probably, in 
the main, to tonic contraction of the internal sphincters, 
which are innervated by the sympathetic nervous system. 
The skin is dry. This has been called the “ stage of 
flaccidity. ” a 

As the effects of spinal shock pass off reflex excitability 
returns; the paralysed muscles recover tone, the bladder 
expels its contents at intervals, the rectum becomes auto¬ 
matic in its action, and an area of skin, varying with the 
level of the spinal lesion, may begin to sweat. This is 
the “stage of reflex activity.” 

Now in a well-defined group of cases, especially where 
the spinal cord has been completely divided, a nocuous 
stimulus, such as a scratch or a prick, applied to any 
paralysed part evokes a flexor spasm. This consists of flexion 
at hip and knee, dorsiflexion at the ankle, and an up- 
going movement of the toes, together with flexion of the 
trunk from contraction of the muscles of the abdominal 
wall, provided the lesion is high enough. With a stimulus 
of moderate strength it is, as a rule, bilateral, and if the 
- stimulus is applied to a part in the middle line of the body, 
such as the penis, perineum, or bladder, both lower limbs 
flex simultaneously and the muscles of the anterior abdominal 
wall contract as a whole. Following the spasm the trunk 
and limbs resume their former posture, not from contraction 
of the extensor muscles, but from relaxation of the flexors 
and the action of gravity. So far as the trunk and limbs are 
concerned, it is a uniphasic movement of violent nature in 
which the flexor muscles only are actively involved. More¬ 
over, the energy evoked by the stimulus overflows into 
channels with ^hich the reflex manifestations are not associ¬ 
ated normally. Stimulating the sole of the foot*aids evacua¬ 
tion of the bladder, and may be followed by an outburst of 
sweating from the skin over an area corresponding to the 
level of the spinal lesion. Conversely, automatic evacuation 
of the bladder or rectum may evoke a flexor spasm. This is 
the *' mass-reflex.” Stimuli capable of eliciting it are 
generally of nocuous character, such as pricking or grasping 
the limbs; but if reflex excitability is high such gentle 
stimulation as that produced by light friction or by the 
removal of the bedclothes may be followed by a flexor move¬ 
ment so sudden and vigorous as almost to jerk the patient 
out of bed. The parts in which the threshold is lowest are 
the terminal regions, the soles of the feet, the external 
genitals, and the anal region. 

II. — The Principles Underlying it. 

One of the dicta of Hughlings Jackson was that in disease 
there are a negative and a positive aspect. Applied to the 
cases of injury to the spinal cord under consideration, loss of 
control of higher centres over the lower centres in the spinal 
cord corresponds to the negative effect, and the diffuse reflex 
response corresponds to the positive effect. The presence of 
this massive reaction indicates a low grade of neural control. 

A stereotyped set of movements can be evoked from a large 
receptive field comprising both somatic and visceral regions. 

There is little tendency to modification in form according to 
the locality of the stimulus. What Sherrington has called 
the 11 local sign ” of a reflex is almost entirely absent. The 
anchored body has one reaction to a nocuous stimulus only, 
a violent withdrawal from harm. A primitive defensive 
reaction is all that remains. 

Why does this overflow of reflex activity occur in some 
cases of gross injury to the spinal cord and not in others, 
although interference with the functions of the cord may 
appear, at first sight, to be equally severe ? There may be 
complete loss of sensation and of voluntary power in the 
affected parts of the body in the two groups of cases, and yet 
in the one the mass-reflex is present and in the other it is 
absent. On the other hand, the patient may be able to move 
his limbs in some degree and may be conscious of alterations in 
the posture of his legs and of other sensory impulses, he may 
be able to tell with accuracy when his bladder is full, and 
yet this massive reaction may be evoked on one side and not 
on the other. 

It has been shown 3 that when the muscles exhibit 
“postural tonus” (Sherrington 3 ), and when certain reflex 
reactions can be elicited, indiscriminate activity in the 
spinal cord distal to the lesion disappears, and the massive 
reaction ceases to be obtained with stimuli of moderate 
intensity. In these reactions extension of the lower limbs, 
as a whole, can be evoked. When the sole of the foot is 
scratched there is no longer a violent flexor spasm of the 
lower limbs and trunk, with evacuation of urine and excessive 
sweating. The irritated limb withdraws from the nocuous 
stimulus, it is true, but in a more controlled way; the 
contra-lateral lower limb extends, and the abdominal wall 
takes no part in the motor effect. The flexed limb may then 
extend and the other flex, and so on for some time, the feet 
moving up and down rhythmically and in opposite phase. 

These movements resemble closely those of progression. 

Flexion occurs not only as a simple withdrawal movement, 
bnt takes part in a biphasic reaction, which may be the 
remnant of the ancient mechanism for escape from harm. 

Further, the amount of moisture on the skin is not altered 
by the reflex, and the bladder is unaffected. The spinal 
cord behaves in a more restrained and discriminative fashion. 

Stimulation of the thigh, or pressure on sole of the foot, 
is followed by extension of the limb, and not by a massive 
flexor response, and irritation of the penis elicits a reflex 
reaction which is adapted to an obvious end. 

In a patient in whom these primary extension reflexes can he 
obtained the nervous mechanism of the bladder and sweating 
oan no longer be influenced by somatic stimuli of ordinary 
intensity ; and , on the other hand , evacuation of urine does 
not initiate movements in the limbs or trunk. 

Control of spread of impulses within the spinal cord is 
thus associated with activity in the extensor reflex arcs, 
with biphasic movements of the limbs, and with the presence 
of “local sign” in the reflexes, by which is meant varia¬ 
tion in the reflex manifestation with the locality of the spot 
stimulated. A higher grade of neural activity is manifest, 
and what can be interpreted as choice and discrimination 
becomes evident even at this low evolutionary level of the 
central nervous system. * 

In the frog the “centres” of the extensor reflex arcs lie 
in the spinal cord ; in the dog they are situated partly in 
the spinal cord and partly in the medulla and pons (pre- 
spinal). In man the control is relegated in most cases 
almost entirely to “centres” in the brain-stem, belonging 
probably to the cerebello-pontine system. I hope, however, 
to give evidence in a future paper to show how even the 
isolated spinal cord in man may sometimes resume its 
ancient postural functions after a long period of freedom 
from higher control. 

III. —Ihe Practical Significance of the Mass-reflex. 

It becomes a matter of great importance for the comfort 
and proper nursing of these patients to consider how the 
mass-reflex affects them. 

( a ) 7he bladder.—The ease with which impulses spread in 
the spinal cord, influencing all the reflex arcs, is in most 
ways the cause of great inconvenience to the patient and of 
innumerable difficulties in nursing. But in the treatment of 
the paralysed bladder it can be taken advantage of and 
sometimes a valuable aid. 
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It is of the utmost importance to stop catheterisation as 
early as possible, as it undoubtedly forms the greatest risk 
to infection of the bladder, and the bladder holds the key 
to life and death for the patient. Every possible precaution 
should be taken to avoid the dangers of urinary sepsis, and 
as soon as the bladder has begun to evacuate its contents 
automatically it follows that if catheterisation can be 
stopped a great advantage is gained. But at this time the 
automatic action of the reflex arcs is still imperfect and a 
residuum is left. This forms a favourable nidus for 
organismal growth and must be removed. In the mass- 
reflex we have a solution to the problem. It should be ascer¬ 
tained at what interval the bladder “fires off” in each 
particular patient. It may be every two hours or every four 
hours, the time varying considerably in different patients, 
but remaining fairly constant for each case provided no 
febrile complication arises. About the time when the 
bladder is due to evacuate the nurse or the orderly or the 
patient himself can evoke a flexor spasm by stimulating the 
abdominal wall or lower limbs. In this way the reflex 
activity of the bladder is facilitated and reinforced, with the 
result that all the contents will be voided. The bottle can 
then be emptied after each act, and the risk of wet beds is 
thereby greatly diminished. The patient can perform the 
whole process unaided. Knowing the approximate time at 
which his bladder is due to “fire off, by squeezing his 
thighs or pressing on his abdomen he can start off a strong 
reflex reaction which finally empties the bladder entirely. 
Thus, he can practically at any time empty his bladder by 
originating and reinforcing in this way the automatic action 
of the vesical nervous mechanism. 

In bed a glass or enamel urinal is best, as it can be 
properly cleansed, and if these precautions are taken spilling 
of urine from the bottle caused by flexor spasms need never 
occur. This is of great importance, as the skin of the 
buttocks and limbs soon gets abraded if rubbed against wet 
sheets, and bedsores already existing are hindered from 
healing. Control of flexor spasms, which pull the patient 
about in bed, will be described later. When the patient is 
getting about in a spinal carriage, but more particularly in a 
ward wheel-chair or in a hand-propelled chair, a rubber 
bottle strapped round the waist and with a close fitting tube 
for the reception of the penis is most serviceable, but it has 
this disadvantage that it is more difficult to clean than is the 
bed urinal. 

(&) Oastro-intcttinal conditions .—To the uninitiated a group 
of symptoms frequently complained of by patients with 
dorsal lesions and due to the mass-reflex may be puzzling. 
After a day of vigorous flexor spasms or during the adminis¬ 
tration of an enema or catheterisation of the bladder the 
patient often complains that the abdomen feels distended 
and uncomfortable—that is, he is disturbed by feelings of 
nausea and that he cannot take his food. He begs for 
relief from what he thinks is flatulence, and the whole 
. Pharmacopoeia may be tried without avaiL The cause of 
the abdominal discomfort is not gastro-intestinal irritation, 
but 4mpulse8 originating from the flexor spasms spreading 
and exciting the visceral reflex arcs. Attention must be 
focussed, then, qn the control of the spasms. The enema 
fluid must be injected slowly so as not to distend the rectum 
unduly. Cleansing of the penis prior to passing the 
catheter must be done gently and with a non-irritating 
antiseptic fluid, such as a very weak solution of eusol 
(1 in 6000 to 8000). The catheter must be inserted slowly and 
the penis held gently. Irritation of the external genitals is 
a potent stimulus for evoking the mass-reflex response. In 
the glans penis the threshold is almost as low as in the sole 
. of the foot. Patients in whom flexor spasms are evoked 
, with stimuli of low threshold value have to be very carefully 
handled in bed. The position of the limbs least favourable 
for involuntary movements must be ascertained by the nurse. 

On the other hand, the earliest symptoms of an attack 
of pyelitis are flatulence with abdominal distension and 
feelings of discomfort referred to the abdomen ; but these 
symptoms are constantly accompanied by more definite loss 
of appetite and a white furred tongue, and, if visceral 
sensibility is not abolished in the affected parts, by tender¬ 
ness on one or both sides on deep palpation of the renal 
region. The rectus abdominis on the sensitive side is usually 
more tense than on the opposite side. These symptoms may 
be present before a rigor or a definite rise of temperature 
occurs. Impulses orginating from the irritation of the 


intestinal tract constantly pour into the spinal cord by way 
of the visceral afferents and evoke vigorous and frequent, 
spasms of the lower limbs and abdominal wall. At such a* 
time treatment must be directed towards the urinary condi¬ 
tion primarily and to the gastro intestinal secondarily. Of 
course, indiscretions in diet lead to abdominal discomfort 
and to the initiation of violent flexor spasms, and in con¬ 
sequence have to be carefully avoided. 

(c) Sweating .—Excessive sweating is a prominent and 
distressing feature of the mass-reflex response. The area of 
skin from which the sweat pours varies with the level of the 
spinal injury. For, as has been demonstrated. 1 it is the 
level at which the connector fibres, forming the communica¬ 
tion between the spinal cord and the sympathetic nervous 
system proper, are shut off from the controlling influence of 
higher centres by the lesion that determines the sudorific 
area. The sweating surface, then, is also, physiologically 
speaking, below the level of the lesion, just as is the area in 
which sensation is lost.. The different extent of correspond¬ 
ing areas is due to the fact that as regards the distribution of 
the peripheral fibres of the sympathetic system there is no 
segmental correspondence, whereas sensory and afferent 
fibres of the posterior roots of the central nervous system are 
segmentally arranged. 

Since the excessive secretion ,of sweat is one of the 
trials to which paraplegics who show the mass-retTex are 
subjected, and since a continual moist condition qf the 
skin greatly increases the liability to bedsores, it is 
a matter of great importance to find means by which this 
condition can be controlled. All stimuli which are capable 
of evoking the mass-reflex excite, with the other com¬ 
ponents, excessive sweating. The position of the paralysed 
limbs in bed may be a fruitful source of excitation 
and will be dealt with in the next section. Gastro-intes¬ 
tinal disturbances have been considered, as also have some 
aspects of vesical irritation. Rough handling of the 
genital parts during catheterisation, as when the glans is 
swabbed too roughly in cleansing or when the penis is 
grasped too firmly, is a productive source of stimulation. 
The catheter, too, should be passed gently, and in bladder 
lavage bland, non-irritating fluids (eusol 1 in 16,000) must 
be used. If these precautions are taken sweating will be 
less profuse during tho daily bladder manipulation. But 
it will be found in many cases in which the spinal cord 
is very sensitive to stimulation that the act of reflex evacua¬ 
tion of the bladder may evoke excessive sweating. During 
lavage, after the bladder has voided its contents the first 
time, there may be no increase of the moisture of the skin, 
but when the reflex act Ins been evoked several times the 
patient usually pours with sweat. As a rule, however, it is 
unnecessary to wash out the bladder by evoking the reflex 
more than three times in succession. 

Heightened intravesical tension, which causes stretching 
of the bladder musculature, may be the source of excitation 
of profuse sweating. When the spinal lesion is well above 
the lumbar enlargement, this cause of irritation is not, as a 
rule, prominent; for by the time the patient hai* begun to 
sweat below the level of the lesion the bladder is automatio, 
and it is only when there is abnormal spasm of the sphincter 
induced by cystitis that this complication arises. But when 
the lesion is situated near the lumbar enlargement the 
vesical reflex arcs recover their functional activity late, as a 
rule, so that retention of urine may co-exist with flexor 
spasms and excessive sweating. In such cases it is of 
extreme importance that the bladder should be emptied by 
catheter at regular intervals. Usually, if the catheter is 
passed every six hours during the period of retention the 
bladder will never be over-distended, but in many cases the 
bladder has a smaller capacity than normal, and it must he 
emptied at four- or five-hourly intervals. 

As has been already said, the antiseptic fluid used in 
washing out the bladder must be as bland as possible A 
strong solution of eusol, potassium permanganate, or any 
other antiseptic has a powerful irritating effect on the 
mucous membrane of the bladder, whereby its resistance i< 
lowered against organismal infection. At the same time 
strong impulses, which the caustic fluid initiates, stream 
into the spinal cord, evoking excessive sweating, flexor 
spasms, and all the phenomena of powerful mass-reflex 
reactions. 

To find out and to eliminate, as far as possible, the 
exciting causes of reflex sweating is the most important part 
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of the treatment of the condition. Drugs frequently have 
no effect in controlling a profuse sweating, but in some cases 
atropine will be found to be useful. So as not to dissipate 
its effect it is best to limit its administration to the evenings, 
in order to try to control the outpouring of sweat in the 
night, which so often disturbs the patient’s rest. Liq. 
atropinas, in i.-ii. t given in water about 8 or 9 p.m., will be 
helpful in many cases. 

(d) Flexor spasms .—The defenceless patient, lying anchored 
in bed, is at the mercy of the strong involuntary flexor move¬ 
ments of the lower limbs and trunk which convulse him 
periodically^ So violent may these spasms be that he is 
pulled hither and thither, and may even be thrown out of 
bed. If the paralysed parts are active and the spasms 
uncontrolled he gets no peace and life is a misery to him. It 
is as if he was in the clutch of a powerful enemy who i9 
unrelenting in his tortures. It becomes, then, imperative 
that the physician and nurse And out how the flexor spasms 
can be controlled. * 

These movements form part of the mass-reflex, and 
impulses arising from stimuli of nocuous nature from any 
part of the paralysed region of the body can evoke them. 
Tension on the muscles of the limbs, an over-dietended 
bladder or cystitis, gastro-intestinal irritation, irritating bed¬ 
sores are all capable of evoking vigorous involuntary flexor 
movements. The posture in which the lower limbs and 
trunk are least excitable must be ascertained in each indi¬ 
vidual case. It will be found, as a rule, when the patient 
lies on his side with the abdominal muscles relaxed and the 
lower limbs drawn up that he can get freedom from spasms 
for a considerable time. Provided that the skin of the 
buttocks is healthy, and the soft tissues over bony parts 
are relieved from pressure, it is often advisable to place 
the patient in this position for the night. Another posture 
which will be found to give relief is one in which he is 
propped up in bed in a semi-sitting position, with the legs 
somewhat flexed and supported under the knees by pillows. 
The feet are kept up by a foot-rest. A combined adjustable 
foot-rest and support for bedclothes was devised for use at 
the Empire Hospital, and has been found of great value. 

Nurses whaare unaccustomed to deal with patients of this 
class must be taught how to handle them, for they can do 
much to alleviate their sufferings by adopting proper methods 
in turning the patients and moving them about in bed. The 
paralysed parts have to be manipulated gently and without 
jerking movements. With a pulley rigged over the top of 
the bed the patient can do much to help himself, and he soon 
becomes very proficient in moving his body about. 

Urinary sepsis, dyspepsia, and intestinal disturbances are 
accompanied by frequent violent flexor movements, and with 
successful treatment of these conditions the spasms diminish 
in frequency again. Inflammation of the prepuce and of 
the skin of the scrotum caused by uncleanliness or faulty 
adjustment of the urinal may be the focus from which 
impulses pour into the spinal cord. The external genitals 
should be carefully washed at least twice a day, and the 
urinal cleansed each time it is emptied. It is often advisable 
to place a pad of cotton-wool between the urine bottle and 
scrotum. * 

The cause of unusual flexor activity in the limbs is some¬ 
times traced to irritating bedsores, especially if they involve 
the tissues near the feet, where the threshold is low. Sores 
situated over the sacrum or buttocks are much less potent, 
for in this region the threshold is high. Superficial healing 
bedsores and even abrasions of the skin covering the 
malleoli or the heel are just as irritating as are sloughing, 
septic wounds ; if clean, an ointment containing benzoin or 
zinc will be found to be soothing, and will at the same time 
promote healing. If the wounds are septic and sloughing 
fomentations applied four-hourly till the sloughs have 
separated is the best treatment. Then, so long as the sore 
is discharging pus it may be cleansed with eusol, 1 in 6000 or 
8000, or liq. sodas chlorinate (B.P.) or liq. aluminii acetatis, 
2 per cent., and dressed with gauze wrung out of the 
solution, morning and evening. When the wound is 
becoming clean and healthy red granulations are forming, 
a simple dry gauze dressing can be used. The formation of 
unhealthy pale granulations indicates that fomentations 
ox antiseptic wet dressings should be stopped. The healing 
process can then be aided by the application of stimulating 
solutions, such as red lotion, friar’s balsam, or liq. argenti 
nitratis, 1 or 2 per cent. 


It is a mistake to give up large dirty bedsores as hopeless. 
They will heal in the majority of cases, though the healing 
process is slower than in normal tissues. If carelessly dealt 
with they will kill the patient as surely as will a septic urinary 
tract; and the one condition allows the other to flourish. 

The nursing and general treatment of paraplegic patients 
who exhibit the mass-reflex can be summarised shortly. The 
spinal cord below the lesion is exquisitely sensitive to 
impulses originating from the most diverse stimuli. The 
reaction evoked involves the whole paralysed region, somatic 
and visceral, and is so uncontrolled and violent in character 
that it dominates the life of the unfortunate patient. Our 
endeavour should therefore be directed to allaying the 
excitability of the spinal cord by removing as many nocuous 
influences as possible. The limbs and the viscera, such as 
the bladder and intestinal tract, must be treated with the 
greatest gentleness, and every care must be taken to avoid 
the generation of long-continued and violent mass-reflexes. 
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BLOOD PRESSURE AND PHYSICAL 
FITNESS OF THE SOLDIER. 

By V. E. SORAPORE, M.B., F.R.C.S. Edin., 

TEMPORARY CAPTAIN, R.A.M.C. ; DEPARTMENT OF TRENCH FEVER 
RE8EARCH, HAMPSTEAD MILITARY HOSPITAL. 


It has been suggested to the writer that a brief note on 
some blood pressure observations, which have been in the 
melting-pot for some years, may be of value at the present 
time. 

Description of Test. 

Because of the absence, up to the present time, of a 
satisfactory explanation of the significance of the tonal 
changes evident in making a blood pressure observation 
by the auditory method most clinicians have been led to 
ignore them, and but few in this country have even 
observed them. The technique is perfectly simple, being 
well within the capacity of a nurse ; and in spite of all that 
has been written to the contrary, the writer is quite con¬ 
vinced that the subjective factor js no greater than that 
which enters into the other, more usual, physical tests. 
Indeed, it is less than in many. 

The phenomena observed and the descriptive terms 
applied are as follows: — 

The brachial being compressed witih the cuff and the 
chest-piece of the stethoscope applied over the artery at 
the lower border of the cuff in the usual way, it will be,, 
noted that as soon as the blood re-enters the artery a 
sharp tap is heard; this is quite generally recognised as 
indicating the systolic blooa pressure. The first tap is* 
followed by a succession of similar taps all in the same 
tone; this series of taps is regarded as being the firsts or 
first tonal , phase. Normally this is followed by a series of 
short murmurs; these last for a variable periQd as the 
mercury column falls, and may encroach upon, or be 
encroached upon by, the preceding or succeeding phasp. 
This murmur phase is usually termed the second phase. 
The third phase follows, this is also a tap or tonal phase; 
the taps follow the series of murmurs somewhat abruptly, 
and are clearer and more intense than those of the first 
tonal phase. At a certain point the sharp tap becomes 
suddenly and definitely muffled; this is the point most 
generally accepted as representing the diastolic pressure, 
and the whole series of muffled tones is termed the fourth 
phase. The point at which no sound is audible is the fifth 
phase . 

Duration of each phase . — As will be seen later, the first 
should be 20 per cent, of the pulse pressure, the second 
40 per cent., and the third 40 per cent. It may be well to 
recall that the term pulse pressure means the difference 
between the systolic and diastolic readings. A reading 
which showed 120 systolic and 80 diastolic would indicate a 
pulse pressure of 40, a first phase of about 8, a second phase 
of about 16, and a third phase of about 16 mm. Hg, and 
would read thus : 120, 112, 96, 80. 

I now suggest that the presence and relative lengths of 
these phases is of wider clinical significance than the height 
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Table I.—Giving an Analysis of 769 Blood Pressure Observations in a Group oj Guardsmen during their Twelfth 

Week of Training. 


A, The upper part of the table Indicates (dots and lines) the average pressure readings in each group showing all phases , and 
(circles and dashes) the highest and lowest reading in each group. 
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of the systolic pressure alone, or even that of the systolic 
and diastolic readings compared. It is quite a common 
experience to find an obviously inefficient heart giving what 
is accepted as a normal systolic and diastolic blood pressure 
reading. Yet I have not seen a case such as this which 
showed all the phases in anything like the suggested normal 
proportion. 

Results in Soldiers under 7raining. 

Table I. is an analysis of the blood pressure findings in a 
group of 769 soldiers (Guardsmen) during the twelfth week 
of training. The standard set as suitable for the test was 
that each man selected should be “up to his squad ”—that 
is, he had not fallen back in his training because of any 
physical disability. The men were examined in small groups 
at 4 p.m. daily. This time was selected as the object of the 
test so as to determine the fitness of the men at the close of 
the day’s work and to compare their relative endurance at 
different ages. Observations were also recorded after 
exercise ; and pulse and respiratory conditions were noted, 
but these are not considered in this note. 

1. Comparison of the age-groups shows that there is but 
little variation in the average readings, all being much on 
the same level. 

2. The average systolic pressure is higher than that which 
one finds in the conditions of civil life. It will be remembered 
that these tests were made at the end of a hard day's work. 

3. That the average diastolic pressure is more constant, 
not showing the same tendency to rise as the systolic. 

4. That the average pulse pressure is approximately 60 per 
cent, of the diastolic pressure. 


5. That the average period of the first phase is 20 per cent, 
of the pulse pressure. 

6. That the" average period of each of the second and third 
phases is about 40 per cent, of the pulse pressure. 

7. That with the singular exception of age 25, ages 23 to 31 
showed the highest percentage of men in whom all phases 
were present. 

8. The extremes of pressure in each group are notable, 
indicating the wide range within which individuals may 
vary, yet the average of each group is strikingly constant. 

It may be stated here that a careful canvass of the drill 
instructors and company commanders showed, without 
exception, that their experience led them to expect more 
from the men between 21 and 31 than any age before or 
after. They all equally agreed that the men under 20 and 
over 35 required much more careful handling. 

The conclusions suggested by these considerations are : 
That the most constant factor, the diastolic pressure, is for 
all ages somewhere between 70 and 90 ; that the systolic 
pressure should be about 50 or 60 per cent, higher than this ; 
that the range of pressure between the two should be capaole 
•of differentiation into three different phases—the first, or 
first tonal, being 20 per cent, of the whole; the second, or 
murmur, phase 40 per cent. ; and the third, or second tonal, 
40 per cent. These findings are characteristic of the fit 
man. 

Results in Invalided Men. 

Table II. is the analysis of a group of 189 men, all of whom 
had been invalided home from abroad, but included none of 
organic heart trouble. Practically all showed, ot had showed. 
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Table II.— Giving a similar Analysis of a Group of 189 Men (not suffering from Organic Heart Trouble) Invalided 

Home from Abroad . 
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evidence of autonomic disturbance of the cardio-vascular 
mechanism (D A. H.). 

Certain features in the group stand out clearly. The very 
high percentage of the men who do not show all the phases 
and the greater instability of the diastolic pressure. That 
even those who showed all phases show quite a remarkable 
variation in the relative proportion of these as compared with 
the first group. It will be noted that the best groups in this 
table — namely, ages 29 and 36—compare most unfavourably 
with the worst groups of the first table — namely, ages 37and 39 
These readings were all taken from hospital records, and were 
made soon after admission and again shortly before disposal. 

The conclusions are : (a) that the men who are less efficient 
than normal do not show the characteristic phases which 


prevail in the group analysed in Table I. ; ( b ) that those who 
are physically fit show these phases in the majority of 
readings; ( 0 ) that the result of this simple test is a factor 
worth considering in estimating the physical capacity of an 
individual. 

The practical application of this test, in addition to its 
simplicity, takes but little time ; two minutes at most. 

In selecting and examining the large number of fit men 
the writer is deeply indebted to Surgeon Lieutenant-Colonel 
P. H. Whiston, Irish Guards, for many facilities and much 
encouragement. He was also placed under an equal obliga¬ 
tion to Lieutenant*Colonel W. H. Ingilby, Scots Guards, for 
without his sympathetic cooperation and active help it would 
have been impossible to carry out the tests. 
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THE COMPLEMENT-FIXATION TEST IN 
TUBERCULOSIS. 

By EDWARD FIDLAR, B.A., M.B.Tor., 

CAPTAIN, C.A.M.C. ; O.I/C., LABORATORY, HO. XI. CANADIAN GENERAL 
HOSPITAL, MOORE BARRACKS, SHORNCLIFFE. 

This work was initiated by Major F. B. Bowman, C.O., No. 1 
Canadian General Laboratory, Folkestone, of which unit the 
writer was formerly on the strength. Since the disbanding 
of that laboratory the work has been continued at Moore 
Barracks. It was at first undertaken partly in response to 
the request of clinicians who had made use of the test before, 
and partly in the hope that it might prove of value in the 
Army as a routine examination to aid in the diagnosis of 
tuberculosis. Regarding the latter object the results have 
not been brilliant, but some of the findings have nevertheless 
been interesting, and now after a year’s experience it seems 
advisable to publish them. 

Abstract of Literature. 

From the time of the discovery of the phenomenon of 
complement deviation efforts have been made to apply it as 
a test in a variety of diseases, and while most success has 
been met with in the case of syphilis, its application in 
tuberculosis has claimed a considerable amount of attention. 
The bibliography, therefore, has been greater than it has 
been possible to cover at this timet. 

After the fundamental work of Bordet and Gengou, Besredka 1 
devised a special egg medium upon which an abundant growth of 
tubercle bacilli wa* obtained, from which he prepared an antigen 
which gave positive deviation with the serum of tuberculous guinea- 
pigs. In collaboration with Manoukhlne, he found that of 750 
sera sent in for the serum diagnosis of syphilis 79 showed a 
positive fixation with this antigen. He also noted in conjunc¬ 
tion with Netter that of 12 Infants suffering from tuberoulous 
meningitis none gave a positive fixation. Debains and Jupille^ 
used his antigen in the examination of sera from about 600 cases. 
They noted that a number of sera of apparent normals fixed com¬ 
plement slightly in the presence of the antigen, and they decided 
to use a fixed dose of antigen and serum, and to vary the com¬ 
plement dilution. Sera with a strongly positive Wassermann reaction 
sometimes showed positive fixation with the tubercle antigen, and this 
was attributed to the lipoids which the latter contained. They found 
the reaotlon positive in almost all cases of tuberculosis except in very 
advanced pulmonary disease and in meningitis. In some cases positive 
reactions occurred when it w.ts impossible to establish any objective 
sign of the disease, and these cases often gave a history of contact. 
Kenaux * sought to overcome the cross fixation with syphilitic sera by 
extracting Besredka’s antigen with ether. This appeared to decrease 
the number of positives with the luetic sera without decreasing the 
specific properties of the antigen. Inman 4 also used Besredka’s antigen 
and concluded that a negative test indicated the absence of a tuber¬ 
culous lesion or the arrest of a previously active one, while a positive 
reaction In serum diluted 1/32 indicated an active lesion. Calmette and 
Masaol} used a special antigen obtained by extracting washed bacilli 
with 1 per cent, peptone at 6o° C. and concentrating the filtrate. They 
got with this 92*5 per cent, positive in 134 cases. 

Amongst the earliest workers on the subject Caulfeild and Beatty* 
published the results of an Investigation in January, 1911. They used 
both O.T. and B.E. as antigen, and with the latter obtained 56 per cent, 
positive results in tuberculous cases, but did not regard the test as a 
diagnostic procedure. 

Difficulties in the way of using complement fixation* for diagnostic 
purposes in tuberculosis have been regarded by many as resulting from 
defective properties of the antigen. In a preliminary inquiry as to the 
value of the test, this point was particularly under investigation by 
Dudgeon, Meek, and Weir. 7 Some seven different types of antigen 
were tried, including various tuberculins, tissue extracts, sputum, Ac. 
They finally decided In favour of a suspension of dead tubercle bacilli, 
which in 131 cases of pulmonary tuberculosis gave 84 per cent, positive 
results. 8uiglcal tuberculosis yielded 57 per cent, positives. Later, 
Dudgeon,* referring to this work, stated that the bacillary 
antigen, while valuable for determining a positive reaction, 
was practically abandoned for his purposes in studying the reaction 
in Inoculated animals. He used instead an aloohmic extract of 
bacilli. With this extract Dudgeon, Meek, and Weir 9 again 
published results on 234 bacteriologically positive cases and 
obtained 89*3 per cent, positive fixations, though 15 of these were 
negative on the first examination. In December, 1913, Elizabeth 
Fraser 10 published a concise preliminary study of the comparative 
value of different antigens, and favoured an emulsion of living bacilli 
from glycerine potato. She found 68 per cent, positive reactions in 
tuberoulous sera. Again, McIntosh, Flldes, and Radcliffe, 11 used moist 
living bacilli in saline and in 43 pathologically certain cases of phthisis 
obtained 76*7 per cent, positive fixations, and in 26 surgical tuberculous 
conditions, excluding adenitis, obtained 80*7 per cent, positive. In 
another article on the subject BadcllfTe, 13 who refers to the earlier work 
of Bordet and Gengou, Wassermann and Briick, Citron, Liidke, 
Morgenroth and Rabinowitsch, Hammer, Bang and Anderson, and 
others. was led by his own work to favour also a fresh suspension of 
bacilli as antigen. His results showed about 90 per cent, of 568 cases of 
pulmonary tuberculosis to give a positive reaction. 

The more recent work in the United States has shown some very 
favourable results. Bronfenbrenner 13 made a study of Besredka’s 
antigen and concluded that the llplns should all be extracted, and 
though a certain number of clinically non-tuberculous cases react 
positively the reaction nevertheless appeared to be specific. Craig i* 
and McOaskev 15 used an alcoholic extract of several strains of T.B. 
grown upon vedder’s starch medium. Miller 10 and Zinsser prepared 
their antigen by grinding 20 mg. of moist T.B. mass with 90 mg. of dry 


salt in a sterile tube, and then adding lOc.cm. of distilled water to make 
an isotonic suspe islon. Heating to 60° O. for half an hour appeared to 
have no deteriorating effect. Miller 17 published very good results 
with this antigen. Burns, Slack, Castleman, and Bailey 18 used Miller’s 
antigen. Corper™ used an autolysate antigen. Bronfenbrenner 
obtained 98 3 percent, positive reactions in active.tuberculosis. Craig 
96*6 per cent , Miller 96*8 per cent, to 98 per cent., so that in this class 
of case the three types of antigen showed very little difference. 

Apart from the matter of obtaining a high percentage of 
positive tests in known tuberculosis, there is the problem of 
cross-fixation with syphilitic sera and of the occurrence of 
positive reactions in cases not clinically tuberculous. 

Inman found 24 per cent, positive in 100 cases sick in hospital from 
other conditions. Debatns and Jupille found 24 per cent, of positive 
Wassermann sera, 17*3 per cent, of sera from non-luetlcs, and 3*2 per 
cent, of apparent normals showing positive fixations when using 
Besredka’s antigen. With the same, Bronfenbrenner found 24 per cent, 
positives in treated and untreated syphilis, and 8 per ceot. of other 
controls. With his own antigen. Miller obtained only 4*4 per cent, 
positives in serologically positive iueties, and 22*8 per cent, positives in 
doubtful cases of tuberculosis. Craig found 5*4 percent, of 350 Wasaer- 
mann positive syphilitics reacting with his tubercle antigen, while of 200 
healthy soldiers only one case was positive and later developed clinical 
tuberculosis. Radoliffe found no positives In 45 normals examined 
204 times, and none also In 9 cases confirmed at autopsy as having no 
tuberculosis. McIntosh, Fildce, and Radcllffe had negative Tbc. 
fixations In all of 18 syphilitics, and 3 positive in 87 other diseases and 
normals. Burns, Slack, and others, with Miller’s antigen, obtained 15 per 
cent, positive Tbc. fixations in 221 positive Wassermann sera and 13 per 
cent, in 691 negative Wassermann sera. They do not consider this 
too high a percentage in view of the widespread character of the 
tubercle Infection and the class of patients from which their material 
came. (In the total sera examined they uote 37 delayed negatives.) 
McCaskey, with Craig’s form of antigen, obtained 44 per cent, positive 
Tbc. fixations in 25 positive Wassermann sera. In all except 8 per cent, 
clinical evidence was against tuberculosis. 

Technique. 

It is apparent from this r£sum6 that the occurrence of 
positive fixation te^s in known tuberculosis is high, and 
that, on the whole, the antigen most favoured has been a 
suspension of living bacilli. It seems prDbable that such 
antigens if they have not been heated and have stood with 
or without preservative become sooner or later equivalent 
to an autolysate antigen. Corper and Sweany i0 have shown 
that little difference occurs between the results with the 
autolysate antigen and with Miller’s bacillary antigen when 
used on the same sera. Miller regards polyvalency in the 
antigen to be important. 

After some preliminary work on the comparison of antigens 
made from dried bacilli and from moist living bacilli, it was 
decided to use a suspension of the latter made somewhat 
after the manner suggested by Miller. The antigen used 
has been a polyvalent one—at first from four strains, and 
later from ten ; four were obtained from Dr. Stanley Griffiths 
and the others isolated from sputnm in our own laboratory. 
The proportions given by Miller were taken as a standard, 
but it has been found convenient to weigh out some multiple 
of 20 rag., add the requisite multiple of dry salt, grind in an 
open glass mortar for 15 or 20 minutes, make up to 10 c.cm. 
with distilled water, and then add 0*5 per cent, carbolic acid 
as a preservative. This gives a stock suspension in hyper¬ 
tonic saline of known strength which can be diluted as 
required. The grinding in the open mortar allows a very 
even suspension to be made, the water being added a few 
drops at a time so that the powder is worked up into a paste 
and finally suspended. The stock antigen can be stored in 
a tube with a rubber stopper and shaken thoroughly before 
each dilution is made. Heating to 60° C. before adding the 
preservative has not been found to make any appreciable 
difference in the antigenic properties, but for the most part 
it has been used unheated. The storage in hypertonic saline 
appeared to have no markedly unfavourable effect, thougn a 
four-months-old antigen of ten times the standard seemed 
very slightly weaker than a three-day-old suspension. Stock 
antigens older than six weeks, however, have not been used 
in the tests. On the whole, after the first few days they 
have been found to remain comparatively uniform for more 
than six weeks. The anti-sheep-cell system has been 
used throughout with amboceptor supplied from Burroughs, 
Wellcome, and Co. Complement has been obtained, as a 
rule, from three or more guinea-pigs. This point seems to be 
of some importance, for differences in action towards the 
same antigen have been found in comparative titrations of 
the 9 era of individual animals. Radcliffe also noted differ¬ 
ences in his work. 

The patient’s serum has been inactivated at 55° C. for 
15 minutes in some cases, in others for 30 minutes. This 
point did not seem to be of great importance, and most of 
the sera had the longer inactivation. It is important, 
however, that the sera be fresh, for there seems to bn a 
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distinct tendency for some sera, stored several days in the 
ice-chest, to develop substances of such quality and quantity 
as to produce a positive reaction without being detected as 
anticomplementary bodies in the serum control. Such 
reactions are undoubtedly false. 

The actual test made at first was similar to that described 
by Kolmer- 1 for the Wassermann reaction as Method I., 
except that one-quarter the amounts of the hemolytic 
system were used. The patient’s serum was tested in 
0-05 c.cm. and 0-1 c.cm. amounts, with a serum control of 
each quantity, making a four-tube test in all. An antigen 
dilution containing the quantities given by Miller was used, 
its anticomplementary value obtained, and at most one-third 
of. this used in the test. Titration of the amboceptor was 
always made for each day’s tests in the usual manner and 
the cells employed were sensitised with two units of ambo¬ 
ceptor. In the following paragraphs this method will be 
referred to as Method I. 

Later, and for the greater part of the work, another method 
was employed, similar to that described as Method IV. for 
the Wassermann test recommended in the report of the 
Special Committee upon the Standardisation of Pathological 
Methods of the Medical Research Committee. Three Blight 
modifications were introduced; first, the use of 2 m.h.d. of 
complement in the serum control instead of 3 m.h.d. as being 
more accurate for detecting anticomplementary substances ; 
second, the use of 01 c.cm. of patient’s serum in the place of 
0*25 c.cm. of a 1 in 5 dilution—i.e., just twice the quantity 
of actual serum ; third, the use of a 2 5 per cent, suspension 
of sheep cells instead of 3 per cent. In this method, here¬ 
after referred to as Method Iv., the m.h.d. of complement is 
first determined by titration with cells sensitised with 5 m.h.d. 
of amboceptor. 0*1 c.cm. of serum to be tested is placed in 
each of three tubes; in the fyrst is placed 3 m.h.d. of com¬ 
plement, in the second, 5 m.h.d., and in the third (serum 
control) 2 m.h.d. The dose of antigen which is placed in the 
first and second tubes binds by itself not more than 1 m.h.d. 
of complement as determined* by titration before each day’s 
tests. The 5 m.h.d. cells are used throughout. The total 
volume in each tube is 1 c.cm. Both in the titrations and in the 
actual tests incubation takes place for 1/2 hour at room tem¬ 
perature and 1/2 hour at 37°C. before the addition of cells. 

In the case of Method 1. readings were taken at the end of 
15 minutes and 30 minutes of the final incubation, as some 
observers have stated that small amounts of fixation must 
be considered. The 30 minutes was concluded to be best. 
Provided the controls were clear, complete inhibition in both 
the 0 05 and 0-1 tubes was called -b + -f ; partial inhibition in 
the 005 tube and complete in the 0*1 tube was called ++ ; 
slight or no inhibition with 0*05 c.cm. of serum, but complete 
or almost complete with 0*1 c.cm. of serum, was called -f. In 
the case of Method IV. complete inhibition in bqth 3.m.h.d. 
and 5 m.h.d. tubes is called + + + ; complete inhibition in the 
3 m.h.d. tube and partial in the 5 m.h.d. tube +-f ; complete 
inhibition in the 3 m.h.d. with slight or none in the 5 m.h.d. 
tube +. The serum control must of course show complete 
hiomolysis. Lesser degrees of inhibition in the 5 m.h.d. tube 
can be indicated by ± and +. 

The work began with the testing by Method I. of sera from 
known cases of tuberculosis and of sera sent in for the 
Wassermann test. In over a consecutive 100 of the latter 
this method yielded 21-6 per cent, positives. While .1 was 
only able to obtain further history in about one-third of the 
positive cases, none of these gave definite clinical evidence 
of active tuberculosis. This percentage was rather higher 
than expected at that time, and it was concluded that 
Method I. was perhaps too sensitive, although in sera from 
active tuberculosis it gave only about 80 per cent, positive 
results. Method IV., in comparison, showed in the same 
routine sera only 6 8 per cent., with a trace or more of Tbc. 
fixation, so that this fact rather favoured the choice of this 
method for further work. Certain other features recom¬ 
mended the adoption of f Method IV. First, it was 
preferred as being more nearly a quantitative test, since 
the number of plus signs used in the readings corre¬ 
sponded rather closely to the number of units of 
complement specifically fixed. Secondly, the use of 
cells sensitised with five units of amboceptor appeared 
to be the most practical way to overcome the difficulty 
arising from natural sheep amboceptor in human serum, for 
at this high dosage the reciprocal relations between com¬ 
plement and amboceptor are unaffected. This has been 
indicated in the work of Kaup and Kretschmer. 23 Thirdly, 
this method for making the fixation tests for tuberculosis 
was more convenient owing to the adoption about this time 
of a similar method of performing the Wassermann test, 
because the same complement titration was applicable to 
both. In the fourth place, if it were found necessary, it 
would be a very simple matter to increase the sensitiveness 


cf the test by reducing the amount of complement allowed 
for specific fixation. 

As bearing on this last point it is surprising how much 
complement can sometimes be bound by tuberculous sera in 
the presence of the tubercle suspension. On one occasion, 
in 2 out of 6 strongly positive sera (0 1 c.cm. amounts), 
over 10 m.h.d. of complement were fixed. True, these are 
exceptional, but they are a good indication of the specificity 
of the reaction, and suggested at the time that to allow 
for the specific binding of 1 m.h.d. of complement (i.e., 1 unit 
over and above the total amount which is absorbed by the 
serum and antigen alone) would make the test sufficiently 
sensitive for practical purposes. Method IV. therefore was 
adopted for the greater part of the work. 

He* lilts. 

The results here recorded are based on a total of 570 
different cases. A great many more tests than this have 
of course been carried out, for sera have been repeated and 
comparisons made between the two methods of performing 
the test. Comparisons have also been made between antigens, 
between different quantities of the same antigen, between 
different quantities of the same serum, to determine the suit¬ 
able amount for testing, and so forth, the outcome of which 
has been the employment of Method IV. 

The accompanying table presents the more important part 
of the results in brief form. 


Table of Results. 
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16 

24 



24 

„ quiest. 

19 

0 

3 

2 

0 

176 Tbc ..cases, all 


27 

52 
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Discussion and Conclusions. 

1. The diagnostic value of the test. - The percentage of 
positive reactions in active pulmonary tuberculosis — 77 per 
cent. (Method I.), 74 per cent. (Method IV.)—is not as high as 
that published by the American workers, but approximates 
the earlier results of Dudgeon, Meek, and Weir, and of 
McIntosh, Fildes, and Radcliffe. If the ± reactions of 
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Method IV. are included the percentage by this method 
rises to 80. Certainly this method could be made much more 
sensitive and to give a higher proportion of positives, but 
from the figures in the cases not clinically tuberculous it 
appears probable that the test would then be robbed of its 
practicality. In fact, even with these present results the 
practical value is in considerable doubt. Captain G. 8. 
Gordon, O.i/cG.U. surgery at this hospital, to whom I am 
indebted for the histories in the majority of the cases not 
clinically tuberculous, found the test of no definite assist¬ 
ance, chiefly because in genito-urinary disease if the Tbc. 
fixation be positive it does not localise the lesion in the 
genito-urinary tract, and usually in active tuberculosis the 
disease can be diagnosed by other methods. On the other 
hand, it has been reported by Captain Farquharson, 
O r i/c Laboratory, 15 C.G. H., that the test has in some cases 
been an aid to the clinician in reaching a diagnosis. 

The best results published have been those of Miller and 
of Craig. They obtained the highest percentage of positives 
in the known tuberculous (about 98 per cent.), with the 
lowest percentage in the non-tuberculous (between 4 and 
5 per cent.), although each used a different antigen. From 
the experience of others one cannot help thinking that these 
two observers have been particularly fortunate in the class of 
their cases. McCaskey, with Craig’s antigen, and Burns, 
Slack, and others, with Miller’s antigen, have not had such 
striking results. In this present work the effort has been, not 
to make the test more sensitive, but, if anything, less so, in 
order that a strong reaction may be a reliable fact with a 
definite significance to the clinician. It is disappointing 
when a case is clinically tuberculous and gives a negative 
test; but if one tries to push it to the 100 per cent, limit, 
then the test seems to lose the slight value it may have in 
the doubtful cases. Method IV. is conservative, and in 
spite of two or three cases met with, it would appear that 
the 4- 4- 4- reaction can be relied upon under the proper con¬ 
ditions as a definite aid in diagnosis, but the number of 
cases in which it will clinch a diagnosis that could not be 
made by other methods will be few In view of this and 
the widespread character of the infection, therefore, one is 
led to agree with McIntosh, Fildes, and Radcliffe, that 
“ however perfected, it can never attain to the great practical 
value of the Wassermann reaction.” 

2. The significance of a strong reaction. —The strong 
reactions, 4-4-4- of Method IV., occurred most frequently, 
as would be expected, in active tuberculosis, 35 per cent, in 
incipients, 37 per cent, in the moderately advanced, 48 per 
cent, in the advanced. The last figures are higher than 
one would be led to expect from the work of some, but 
differences may depend, upon whether the cases were 
gaining, holding, or losing, a classification which was not 
made in this list. This + 4-4- reading indicates that 01 c.cm. 
of the patient's serum binds specifically three or more free 
units of complement. The large amount which can 
sometimes be fixed has already been noted. Comparisons 
cannot be made with others on this point, except that 
fixation was obtained by Inman in some sera diluted up to 
1/256, and by Dudgeon, Meek, and Weir up to 1/1000 in a 
few cases. Meek 23 adopted as a standard of a strong reac¬ 
tion fixation in a serum diluted 1/10. On this basis he 
found the highest proportion of strong reactions (65 in 
102 = 63-7 per cent.) in cases with the physical signs of 
extensive pulmonary disease—copious sputum, impaired 
general health, and apparently bad prognosis. Caulfeild 2 * 
also made the observation that the patients whose sera 
maintain the complement-fixation result seem to go rapidly 
backwards. This reading therefore would seem to have 
some value in prognosis, though it also seems to be generally 
accepted that very far advanced cases are very often 
negative. Meyer, 25 in noting this, divides the third stage 
cases into late and early. The diagnostic value of the 
4-4-4- reaction has been referred to. If it should occur in 
a clinically doubtful case it would appear to be fairly 
reliable, for it has been noted in only 18 per cent, of the 
clinically non-tuberculous. 

3. The significance of a negative reaction. —This result 
means more to those who use a more sensitive method of 
testing, perhaps ; but in this present work it appeared to be 
of no importance except in the very advanced stages. While 
the positive reaction occurs most frequently in active disease, 
it does not serve as an absolute indication of it, a view in 
agreement with the conclusions of Corper and Sweany. 


Neither is a negative reaction a certain sign of absence of 
activity. In this test we may be dealing with a peculiarity 
of the individual rather than a type of case. If the sero¬ 
logical reaction of every patient to the same quantity of 
tubercle toxin were equal, then the amount of complement 
deviation would be a precise measure of the balance between 
the walling-off process and the absorption of toxin. This 
supposition is untenable in a mathematical sense, and seems 
unlikely even in a general way, judging from animal experi¬ 
ments. The irregularity of serological response to humanisa¬ 
tion of individual animals is well known, and Dudgeon 
makes a note of it, in particular with rabbits inoculated with 
tubercle bacilli under exactly similar conditions. The 
interesting idea expressed by Miller concerning arrested, 
sputum-positive cases, with a negative fixation test, that 
they are really not suffering from the tuberculous condition, 
but are simple carriers, may be giving too much significance 
to a negative reaction. 

4. The significance of the test in the clinically nan-tuberculous. 

—Of the 2L5 cases coming under this class, the fixation test 
was positive in 218 per cent., or in 28*3 per cent, if the 
+ result be included. These figures are not unworthy of 
comment. They appear high as compared with those pub¬ 
lished by others from civilian patients. They may be taken 
to suggest that the wear and tear of war has reawakened 
dormant lesions sufficiently to produce antibody without sign 
or symptom, or that the more intimate contact of the soldier’s 
life has seeded down more individuals than in peace times. 
This question must be left to others to discuss, but as bearing 
out the suggestion the following may be noted. In the 
Medical Supplement for August 1st, 1918, a reference is 
made to several writers having stated that tuberculosis has 
increased in the German Army considerably during the war. 
Ronzoni* 0 is quoted as stating that 75 percent, of soldiers 
(Italian) are infected with tuberculosis, judging by the 
cutaneous reaction, and that 20 per cent, have clinically 
active lesions. Brugnatelli 27 found tuberculous changes in 
72 out of 304 autopsies (23 6 per cent.). Judging from the 
latter figures, therefore, the results in our 215 soldiers are 
not so much out of the way. That contact is of imp *rtance 
in the fixation test is noted in the special group of 96 cases, 
and family history, without definite contact being estab¬ 
lished, seems to have no significance. The percentage of 
those with history of contact which show positive reactions 
is as high as 75 if the + readings are included. 

5. Non-specific fixation. —Most of those who have worked 
with the test recognise that the reaction is definitely specific 
in the majority of cases, but that the probability of cross 
fixation exists in strongly positive syphilitic sera. This 
probability is also indicated in the results here published, 
even though a bacillary suspension was used as antigen. Of 
the 23 sera showing a positive Wassermann and tested by 
Method I., 43 5 per cent, showed Tbc. fixation, which is 
practically the same as the findings of McCaskey, who used 
Craig’s antigen. Method IV., however, appears to reduce 
the percentage, as only 218 per cent, showed a trace or 
more of Tbc. fixation in the 32 syphilitic sera tested by 
this method. One interesting case seemed to have a direct 
bearing on the subject. The man had a bronchitis and 
was a Tbc. suspect with syphilis ; at the first examination 
both the Wassermann and the Tbc. fixation tests were 4-4-4-. 
His serum was sent in again several weeks later after finish¬ 
ing his course of antisyphilitic treatment because of a per¬ 
sistence of some suspicious features and his bronchitis. The 
reactions on this occasion were both negative, and later, 
on clinical grounds, he was concluded to be non-tuberculous. 
A Wassermann test has been made on every case here 
reported, and it still seems advisable that no interpretation 
of a Tbc. fixation test should be made without knowing 
this other test as well. There has been a suggestion of 
some non-specific fixation in cases of nephritis, but the 
number has been too small to warrant a definite statement. 

6. Positive Wassermann reactions in the tuberculous.— 
Incidentally it has been shown that 8 per cent, of cases of 
tuberculosis have a positive Wassermann reaction. Von 
Adelung, 28 in California, found 8 7 per cent, of 195 
bacteriologioally proven cases of Tbc. to give this, while in 
Illinois, Corper and Sweany found it in 71 per cent, of 1290 
sanatorium patients. Taken as an indication of syphilis, it 
seems worth noting, therefore, that the proportion amongst 
our tuberculous soldiers is practically not greater than occurs 
in the civilian population. 
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A oknowledgmentt. 

As has been mentioned, this work was begun at No. 1 
Canadian General Laboratory, then under the command of 
Major F. B. Bowman, in collaboration with whom some of 
the preliminary experiments were made. It was continued 
under the regime of Captain F. Adams at the same place, 
and later carried on at Moore Barracks after the disband¬ 
ment of the laboratory in Folkestone. 

I am especially indebted to Major F. H. Pratten, of the 
Canadian Special Hospital, Lenhara, for sympathetic assist¬ 
ance in the arrangements for collecting material, and in 
the classification of the tuberculous cases. My thanks 
are also due to Captain H. R. McIntyre and Captain 
A. McKay, of this hospital and to Captain C. D. Farquharson 
and Captain D. H. Paterson, of No. 15 Canadian General Hos- 
ital, and to Captain G. H. J. Pearson, of the Canadian 
pecial Hospital, Etching Hill, who all furnished me with 
histories of cases. I have already mentioned my indebted¬ 
ness to Captain G. S. Gordon for many histories. 

The privilege afforded by the Royal Society of Medicine to 
make use of their library has been greatly appreciated. 

I desire to record the faithful work carried on by Sergeant 
E. D. Brown, Corporal F. E. Townsend, and Corporal M. J. 
Coomer during the whole course of this study, both at No. 1 
Canadian General Laboratory, and afterwards at Moore 
Barracks. 
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ACUTE POLIOMYELITIS 
IN AN INFANT 12 DAYS OLD, WITH EXTENSIVE 
PARALYSES AND RECOVERY. 

By T. H. Gunewardene, M.R.C.S., L.R.C.P. Lond., 

RESIDENT MEDICAL OFFICER, EAST LONDON HOSPITAL FOR CHILDREN. 

There seems to be no case on record of acute polio¬ 
myelitis (infantile paralysis) with characteristic signs and 
symptoms in so young an infant. Cases of intra-uterine 
poliomyelitis have been spoken of, but without pathological 
and only little clinical evidence. There is every possibility 
that some deaths of the new-born with convulsions may be 
due to the virus of acute poliomyelitis, but the proof is yet 
to come. In the Monograph of the Rockefeller Institute for 
Medical Research (June 24th, 1912) reference is made by 
Peabody, Draper, and Doch«-z to a case two weeks old as the 
youngest recorded in the New York epidemics up to the time. 
The notes given below describe a typical text-book case as to 
mode of onset, pathological findings (except for the leuco- 
penia), and after-results. 

Notes of the Case. 

The patient (Edward C-) was born on Sept. 1st at full 

term; normal labour of three hours’ duration; no cyanosis 
at birth. He was the eleventh child ; three miscarriages in 
early part of married life; one child died when 14 days old ; 
other children and parents healthy. 

The infant was admitted on Sept. 18th with complaint that 
the mother on the 13th, while washing him, noticed all 
limbs “limp”; he had not been crying since the 14th; 


last quite well on the 12th. No gastro intestinal complaint; 
*' takes very well ” ; fed on Nestl6’s milk. 

On admission baby was well nourished. There was slight 
cyanosis; breathing shallow. The neck and muscles of 
trunk were quite flaccid; facial muscles unaffected; no 
strabismus. Attempts at crying were unsuccessful. All 
limbs were quite flaccid except for voluntary movements of 
right hand and fingers; abdominal muscles and intercostals 
paralysed, diaphragm alone working. Knee-jerks not 
obtained. Sensations apparently not affected. 

Five days after admission movements of the right fore¬ 
arm, left band, and fingers were noticed; on the sixth day 
successful but feeble cry and movements of the left toes. 
Steady and gradual recovery of movements of the extremities 
and neck continued, tbe only permanent paralyses left at the 
end of ten weeks being those of tbe anterior group of muscles 
of the right leg, those of the left upper arm (except the 
biceps), and intercostals and abdominal muscles with their 
respective deformities of right foot-drop, flexion of left el bow, 
and an elongated, funnel-shaped chest with wasted muscles, 
and a flaccid protuberant abdomen. Electrical reactions 
were not made. No rise of temperature was recorded all the 
time. Patient was discharged on Dec. 5th. 

Pathological findings.—I am much indebted to Dr. E. A. 
Ross for these investigations : — 

Sept. 19th : Lumbar puncture fluid, 100 cells per c.mm , 91 per cent 
lymphocytes. 9 per cent, polymorphs, sugar present, globulin 
increased, cultures sterile. 

Sept. 19th : White cell count, 4600 per c.mm. 

Sept. 24th . White cell count, 5^ D<»r c.mm. 

Sept. 27ih: Lumbar puncture fluid, 40 cells per c.mm., 99 per cent 
lymphocytes. 1 per cent, polymorphs, sugar present, globulin 
‘increased, cultures sterile. 

Oct. 9th : Wassermann reaction on the mother, negative result. 

No tubercle bacilli were found in the cerebro spinal fluid. 

As to treatment, urotropine in 2-gr. doses by the mouth 
and small doses of atropine and strychnine subcutaneously 
were given during the earlier weeks. 

This case was kindly seen by Dr. Farquhar Buzzard in 
consultation, who agreed with our diagnosis. I must thank 
Dr. Clive Riviere, under whom the patient was admitted, for 
allowing me to publish the case. 


PRIMARY NOCARDIASIS OF THE LACRYMAL 
GLAND. 

By J. B. Christopherson, M.A., M.D. Cantab., 
F.R.C.P. Lond., F.R.C.S. Eng., 

DIRECTOR OF THE CIVIL HOSPITALS, KHARTOUM AND OMDURMAN ; 

AND 

R. G. Archibald, M.B., Ch.B. Edin., 

MAJOR, ROYAL ARMY MEDICAL CORPS. 

The following is a note of a case of primary nocardiasis 
of the lacrymal gland, caused by a species of nocardia 
hitherto undescribed. The lacrymal gland appears to be 
one of the most remarkable glands in the body. Having 
few disorders of its own, it fulfils its destiny undisturbed 
by the disorders of the outside world, content to be left 
alone to administer its secretion to the great master-tissue 
the eye. The disease here recorded represents nocardiasis or 
actinomycosis, in which the causal agent is a germ or fungus, 
which grows readily aerobically and produces arthrospores. 

The patient, a male aged 22, was admitted to hospital 
suffering from a swelling of the right eye, and inability to 
open it. The duration of the case was three and a half years. 
There was neither scar nor wound visible. The eyelids 
could not be everted, but when raised a thick yellow 
discharge poured out, aud the whole conjunctival surface 
of the upper lid appeared to be rough and granular, with 
deeper ulceration in parts. The swelling was painless, and 
was of doughy consistency, though without oedema. There 
was a bulging forwards of the fornix of the conjunctiva. 
No lymphatic glands were enlarged, and the sight was 
unaffected. The eyeball itself was not invaded, nor were its 
movements involved, neither was photophobia or lacryma- 
tion present. 

Under chloroform, the growth was dissected away; it 
appeared to have commenced in the lacrymal gland, and to 
have spread into tbe upper lid, invading the tarsal cartilage. 
It extended also somewhat between the eyeball and the 
bony orbit, along tbe ducts of the lacrymal gland. 

Sections showed the morbid histology commonly asso¬ 
ciated with a fungal infection. A portion of a grain flattened 
between a slide and cover-glass showed that it was composed 
of the typical nocardial bacilliform hyphm, with rounded 
bodies or spores, the whole being held together in a dense 
matrix. The reactions in various culture-media were 
investigated. The animal experimentation has not been 
concluded, but the condition does not seem to be pathogenia 
to the grey monkey. 
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ROYAL SOCIETY 7 OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 

A meeting of this section was held on Dec. 5th, Mr. J. D. 
Malcolm, the President, being in the chair. 

Foreign Body in the Orarid Uterus. 

Dr. G. Drummond Robinson showed a Skiagram of a 
Foreign Body in the Gravid Uterus. The patient, an un¬ 
married woman, was admitted to hospital with a history that, 
thinking she was pregnant, she had tried to pass a crochet 
needle, the hook end of which was covered by a metal cap, 
into her uterus per vaginam. On withdrawing the crochet 
needle she was alarmed to find that the cap had not come 
away with it. She had hae morrhage from the vagina, and 
on becoming frightened came to the hospital. The uterus 
was found to be bulky and the os was slightly patulous ; no 
part of the metal needle-cap could be felt. The metal cap 
was clearly seen in several X ray photographs. Shortly after 
the skiagrams were taken the patient passed an ovum of 
about two months, together with the metal cap, spon¬ 
taneously during an action of the bowels. The metal cap 
measured 2 1/10 in. in length. 

A Uterus in which Changes had taken place as the Result of 
Procidentia. 

Dr. Drummond Robinson also read a paper on the above 
subject. The patient, aged 46, had complete procidentia of 
the uterus in 1900 (18 years ago) after the birth of her 
second child. In 1901 (17 years ago) hysteropexy was per¬ 
formed. In 1902 (16 years ago) the patient was confined of 
her third child. Shortly after this confinement the prolapse 
reappeared. In 1903 (15 years ago) Dr. Robinson first saw 
her. The vagina was completely prolapsed ; the sound 
passed 8 inches ; the supravaginal portion of the cervix 
could be felt through the vaginal walls, much elongated and 
very thin ; the fundus uteri appeared to be attached to the 
anterior abdominal wall. An extensive perineal operation 
was performed, which enabled the patient to retain a pessary. 
Within a year the uterine canal had become so shortened 
that the sound only passed inches. There had been no 
further pregnancy. Lately the patient had had haemorrhage 
from the vagina, and a year ago Dr. Robinson removed the 
uterus by Wertheim’s method for carcinoma of the cervix 
The fundus uteri was found firmly attached to the anterior 
abdominal wall. Immediately after the operation the sound 
passed through the external os 4j inches into the uterus. 
The body of the uterus appeared to be enlarged. The 
patient made an uneventful recovery. The specimen was 
shown. Whatever the nature of the elongation of the supra¬ 
vaginal cervix in cases of procidentia might be (whether 
stretching of that structure alone, or new growth of its tissues, 
or both), this case proved that it might disappear to the 
extent of 4^ inches after the uterus had been replaced, 
even when tne procidentia had lasted for as long as three 
years. He thought that such elongations might be, and 
probably at first always were, entirely due to mechanical 
stretching of the cervical tissues. Ventrofixation without 
support of the vagina by some means from below was 
insufficient for the relief of a really bad case of prolapse. 

Dr. A Lapthorn Smith said that at first he used to leave 
about 2A inches of cervix, but found there was always some 
involution. He now left 3j inches and found that the 
cervix later became 2$ inches. 

Dr. Herbert Williamson said that elongation of the supra¬ 
vaginal cervix might frequently be due to stretching, but in 
later stages structural changes might produce permanent 
elongation. 

Dr. Amand Routh agreed that stretching might occur at 
first, but if the cervix was allowed to remain down it became 
thickened and permanently elongated. 

Dr. W. S. A. Griffith asked what held up the body of 
the uterus and yet allowed the cervix to stretch like this. 

Lady Barrett gave an account of a case of a much 
elongated cervix, certainly due to stretching. 

Labour in a Paraplegic Woman. 

Dr. Drummond Robinson gave an account of a case of 
labour in a paraplegic woman. The patient, aged 31 years, 
who had had seven children, was admitted to hospital in 
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August, 1909, suffering from paraplegia of recent origin, 
probably due to transverse myelitis in the dorsal region of 
the cord. In October sh9 was found to be three months 
pregnant and was transferred to the obstetric ward. During 
the time which preceded her confinement she suffered from 
bedsores, many rises of temperature, two attacks of con¬ 
gestion of the lungs, and offensive urine. The gravid 
uterus increased in size abnormally slowly after the fifth 
month and at full term was only as large as an ordinary 
seven months uterus. Labour took place 281 days from 
the cessation of the last menstrual period, and was painless, 
but otherwise entirely normal. Involution and lactation 
were normal. In 1897 Dr. Amand Routh read a paper 
before the Obstetrical Society of London in which he gave 
notes of seven similar cases, together with, notes of a case of 
his own. Since then there had been no other similar case 
recorded. The fact that parturition and lactation occurred 
normally in these cases and in animals in which the lumbar 
part of the spinal cord had been removed suggested that 
these functions were carried on without the aid of the higher 
nerve centres, and the physiological stimulus to both these 
functions appeared to be the result of some chemical sub¬ 
stance or substances, probably produced in some part of the 
reproductive system and conveyed direct to the uterine 
muscle and mammary gland by the blood stream. The most 
recent experimental research confirmed this view. 

Dr. Amand Routh said that in his case post-mortem 
examination showed that there was no communication in the 
spinal cord above the third and below the sixth dorsal 
vertebrae. At the confinement there was no proper inter¬ 
mission between the pains, which suggested that some control 
was missing. He thought that the explanation was that 
onset of labour was almost certainly due to biochemical 
action, the chemical substance starting the process probably 
being derived from the junction of the maternal and foetal cir¬ 
culations, and acting on the lumbar plexus rather than directly 
on the uterus. Experiments showed that if the lumbar 
plexus were separated from the pregnant uterus the uterus 
was left very inert, whereas stimulation of the lumbar 
enlargement caused tbe uterus to expel its contents very 
violently. At the time of his observations •lactation was 
supposed to be the result of nervous influence due to the 
uterus being empty, but in this case it must have been due 
to a chemical substance. 

Dr. Lapxhorn Smith drew attention to the fact that pain¬ 
less labour had occurred under spinal amesthesia. 

Dr. Drummond Robinson said that he had performed 
Cmsarean section on a patient under spinal anaesthesia. The 
operation was perfectly painless and the uterus acted 
strongly. Experiments had been carried out by Professor 
Starling and Dr. Janet Lane-Claypon on virgin rabbits, 
changes such as occur in nature as the result of pregnancy 
being produced as the result of injection with various parts 
of a ft ctus. It was thus evident that there was something in the 
foetus which was capable of stimulating the mammary gland. 

Puerperal An aria. 

Mr. Clifford White showed microscopic sections and 
small portions of kidney removed during nephrotomy on two 
patients suffering from puerperal anuria. In both the partial 
suppression of urine had lasted about ten days, and in both 
cases immediate recovery followed incision of the fibrous 
capsule of the kidney. The chief change shown microscopic¬ 
ally was marked dilatation of the tubules. Thrombosis of the 
vessels was absent. It was suggested that in cases of 
puerperal suppression of urine inflammatory swelling produc¬ 
ing increased tension within the fibrous capsule of the kidney 
caused pressure on the collecting tubules and so prevented 
the urine from reaching the ureter. This hypothesis was 
supported by the fact that (a) in some eclamptic patients 
passing little water the kidney is hard on direct palpation 
during Caesarean section ; ( b ) the dilatation of the tubules 
was present in portions of the kidney removed during opera¬ 
tion while the suppression still continued ; and (r) casts 
were present immediately after incision of the capsule 
although they had been absent previously. 

Dr. Lapthorn Smith said that there were, no doubt, cases 
like this where suppression was due to pressure on the 
tubules. In eclampsia, he thought, the suppression was dae 
to pressure on the large veins, and as soon as this was 
removed the blood could circulate. 

Dr. J. S. Fairbairn said that many cases of suppression 
had no eclampsia at all, and often no symptoms except coma. 
He disagreed with the previous speaker. In eclampsia it was 
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a toxin which caused the damage, and opening the capsule 
would do little good. 

Dr. H, Russell Andrews said that anuria was only part 
of eclampsia; the most remarkable part was the profound 
toxaemia. 


MEDICAL SOCIETY OF LONDON. 

Epidemic Encephalitis. 

A meeting of this society was held on Dec. 9th, Dr. 
A. F. Voelcker, the President, being in the chair, when 
Dr. E. Farquhar Buzzard read a paper on Lethargic 
Encephalitis, which appears in full on page 835 of our 
present issue. Lisowmon. 

In the course of the discussion Mr. Percy Sargent 
spoke of the appearance of the brain, &c., during life, as 
seen at the time of operation. The dura mater was friable 
or thickened, and there was blood on the surface ; the cortex 
was friable. Operation had been of no use in either of 
these cases, but might prolong life. A better method might 
be repeated lumbar puncture. 

Dr. F. G. Crookshank, speaking from the epidemio¬ 
logical point of view, said they had no right to distinguish 
between epidemic prevalences and to say that they were due 
to a different disease because of difference in seasonal and in 
age incidence. 

Dr. J. G. Greenfield agreed that this was not a new 
disease. There was negative evidence from the clinical, 
bacteriological, pathological and epidemiological points of 
view that it was not the same disease as poliomyelitis. 
Positive evidence showed that poliomyelitis was a lympho¬ 
genous infection —was carried by the lymph stream—whereas 
this was a hcematogenous infection, the blood-vessels bearing 
the brunt of the disease. 

Dr. Edmund Cautley also spoke. 

Dr. Buzzard, in reply, agreed that if one could recognise 
these cases for certain one would not decompress. With 
regard to Dr. Crookshank’s contention, he said that 
encephalitis was a prevalent disease. From the clinical 
standpoint there was ^ form of encephalitis like polio¬ 
myelitis and due to the same virus. From the pathological 
side he had examined numerous cases of encephalitis of 
the poliomyelitis type, and in these it was difficult to say 
where the infection began or ended ; the whole nervous 
system was affected. In lethargic encephalitis, on the 
contrary, the condition was patchy. Poliomyelitis was an 
inflammation of the nervous matter; lethargic encephalitis 
was an inflammation ot blood-vessels with consequent effect 
on nervous tissues. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section of Surgery. 

Military Surgery of the Lung . 

A meeting of this society was held under the chairman¬ 
ship of Sir John W. Moore. 

Colonel William Taylojr read a paper in which he 
briefly reviewed the surgery of the lung as carried out at 
the •• front.” He showed that the change was simply 
that of harmonising or adapting the principles of surgery 
as they are now applied to other wounds to those of the 
lung and chest. It was estimated that the mortality due 
to chest wounds at the regimental aid posts varied from 
25 to 30 per cent. At the casualty clearing stations the 
mortality averaged about 18 to 20 per cent., while at 
the base hospitals it was about 10 to 12 per cent. The 
average general mortality of chest wounds was about 
18 to 20 per cent:—a state of things unsuspected at the 
beginning of the war. This high mortality, Colonel Taylor 
said, is due to the fact that shell wounds preponderate over 
bullet wounds to the extent of 3 to 1. The mortality of 
shell wounds as compared with bullet wounds is as 14 to 1. 
It is the septic dangers in connexion with shell wounds that 
render them so dangerous. The mortality is highest during 
the first 48 hours, during which time it is calculated that 
60 per cent, of the deaths occur. Open wounds of the chest 
are grave as compared with closed wounds. They are at 
least twice as dangerous. Lung wounds are like other 
wounds. They are contaminated by the mere entrance 
of the foreign body, whether it is retained or not. Like 


any other wound, there is an area of necrotic tissue 
which forms a culture medium for the growth of 
organisms. As with any other wound, in a few hours it 
will become infected, and the infection will follow the 
same course. Twenty-five per cent, of wounds of the lung 
are fatal from haemorrhage and asphyxia. Surgeons now 
endeavour to arrest the bleeding by direct surgical inter¬ 
vention at many casualty clearing stations. It has been 
shown that the operation of thoracotomy has little or no 
effect upon external blood pressure. Operations can be per¬ 
formed successfully upon the chest and lung in patients with 
a blood pressure as low as 50 mm. Hg, a point of great 
practical importance. The gravity of the prognosis of lung 
wounds is increased considerably by the frequency with 
which pleuro-pulmonary lesions of the opposite side occur. 
Infection of the haemothorax in bullet wounds is excep¬ 
tional. When there is an opening in the thoracic wall 
an aerobic infection from without is added to the 
anaerobic infection arising from the plcuro-pulmonary 
wound. It is partly on account of this wound infection 
that open wounds of the thorax are so dangerous. The 
gravity of chest wounds from the fifth day onwards is due 
to pleural suppuration much more than to infection of 
the lung itself. The treatment of penetrating wounds 
of the lung depends upon whether the wound is super¬ 
ficial, whether the foreign body is retained, or whether the 
case is one of the through-and-through type. The foreign 
body is removed where possible together with fragments of 
bone and pieces of clothing. The track is cleansed and the 
opening into the lung is carefully closed. This closure tends 
to arrest haemorrhage, and will diminish the likelihood of 
infection of the pleura from the lung. Primary extraction 
of all foreign bodies from the lung must be considered the 
rational treatment for preventing infection. Access can be 
gained to the lung most satisfactorily by an incision from 
the mid-axillary line to the parasternal region over the 
fifth rib. Several inches of the rib are incised, and the 
ribs above and below widely retracted. Openings in 
the diaphragm must be closed. The entire pleural 
surfaces are wiped clean and the opening closed by 
careful adjustment of the tissues in layers. Drainage is 
not desirable and is not employed ; in fact, it is positively 
dangerous. Gas and oxygen or chloroform with oxygen is 
the general anaesthesia used, but local anaesthesia may be 
employed satisfactorily. Ether must never be given. Blood 
transfusion is frequently given before or after the operation. 
Morphine is always freely given and camphor injected if 
necessary. Great care is taken to see that the patient never 
gets the opportunity of breathing cool air. Watch is kept 
subsequently to operation for the accumulation of fluid in the 
pleura, and puncture is performed daily to obtain the fluid 
for bacteriological examination. Increasing infection of the 
fluid is generally treated by the removal of one or two 
stitches and the insertion of a drainage-tube, but repeated 
aspiration has been successful in many cases. Duval has 
shown that the lung can be delivered on to the chest wall 
as intestine may be brought out of the abdomen. 


West London Medico-Chirurgicad Society.— 
An ordinary meeting was held on Dec. 6th at the West 
London Hospital, when a paper was read by Dr. F. J. 
McCann entitled “ Treatment of Some Common Ailments of 
Women.** Dr. McCann first dealt with menstrual disorders, 
pointing out that frequently such are associated with 
abnormalities in secretion of one or more of the ductless 
glands. For amenorrhoea he often found small doses of 
thyroid extract, at times combined with ovarian extract, 
productive of quicker results than the usual treatment with 
iron and arsenic alone. For dysmenorrhoea he advised that 
everything should be done during the intervals to increase 
the patient’s power of resistance. Brief reference was made 
to menorrhagia, climacteric disorders, haemorrhages and 
discharges from uterus and vagina, together with the treat¬ 
ment of displacement for the latter, of which the best treat¬ 
ment was said to be prevention, the lecturer advocating 
routine examination six weeks after confinement.—The 
paper was discussed by the President, Dr. Drummond 
Rooinson, Dr. F. G. Lloyd, Dr. Rickard Lloyd, Dr. Herbert 
Chambers, Dr. H. H. Sanguinetti, and Dr. J. F. Halls Dally.— 
Dr. Robinson held the opinion that amenorrhoea was in itself 
of but little consequence, the caflse being far more 
important. In excessive menstruation he advocated 
calcium lactate in 30 gr. doses every other night with or 
without pituitary extract, as recommended by Dr. Blair 
Bell. For “ erosion ’* of the cervix, in many cases surgical 
treatment was regarded by him as unnecessary, but if called 
for he found the old-fashioned cautery best. 
















850 The Lancet,] 


REVIEWS AND NOTICES OF BOOKS. 


[Dec. 21, 1918 


$elmfos snfr JJfflfos 0f 


Details of Military Medical Administration. By Joseph H. 
Ford, B.S , A.M., M.D., Colonel, U.S.M.C. Second 
revised edition. Philadelphia: P. Blakiston’s Son and 
Co. 1918. Pp. 816. 

This book is fortunate in being introduced by a letter of 
Surgeon-General Gorgas, who hopes that every medical 
officer in the U.S. Service will furnish himself with a copy. 
It has been written to help the newly-joined medical officer 
to observe official technicalities. The keynote of the book is 
contained in the following sentence :— 

" If a physioian, however eminent in his profession but without 
preliminary training, Is suidenly called upon to discharge highly 
technical administrative duties, the sick and wounded under his care 
will inevitably suffer because of his inability to secure the supplies 
necessary for their welfare, to utilise them to tne best advantage, and to 
properly organise and discipline his personnel.” 

Although this statement contains a considerable amount 
of truth, it does not credit medical officers with the powers 
of initiative and adaptability which many have un¬ 
doubtedly displayed during the War ; nor does it take into 
account the existence of a trained body of men accustomed 
to deal with these matters. Colonel Ford displays con¬ 
siderable care throughout the book to acknowledge any 
assistance he has received, and to point out the source of his 
information. The chapter on the Regimental Surgeon, he 
states, was written almost entirely by Major Heflebower ; on 
the Ambulance Company by Major McCornack ; on the Field 
Hospital by Lieutenant-Colonel Reno ; on the Camp Hos¬ 
pital by Lieutenant Simmons ; on Hospital Trains by Major 
Hart ; on the Base Hospital by Captain Kramer and Major 
Metcalfe; on the Department Surgeon’s Office by Mr. 
Cleave ; on Medical Supply Depots by Colonel Raymond and 
Major Wolfe. Even with this assistance the amount of work 
entailed by the preparation of the remaining 11 chapters 
must have been very considerable. The most interesting 
chapter of the book, that on the Evacuation of Sick and 
Wounded, is evidently written from Colonel Ford’s actual 
observations of events in the field. Perhaps this chapter is 
the only one which contains much that is new to the average 
medical man who has served in the British Array. The 
chapter on Malingering is apparently a compendium of bulky 
quotations from the works of Allied and enemy writers ; 
although useful, it cannot be read with the same satisfaction 
as the production of a capable writer with an all-round know¬ 
ledge of the subject. A considerable amount of repetition 
occurs throughout the book ; many of the regulations for a 
smaller hospital are much the same as those for a larger 
hospital, and yet both sets are given. Much of the book is 
taken up with details of office work. The book is undoubtedly 
of use to American medical men concerned with military 
administrative work; although much of the information 
contained in it is given in our small official publications, 
such as R.A.M.C. Training, and Field Service Regulations! 
But it will be well worth the while of the British medical 
officer to study those parts of the book dealing with active 
service in the field. 


Syphilis , Paludismc , Amibiase: Traitement Initial et Cure de 
Blanchimeht. Par Paul Ravaut. Paris: Masson et 
Oie. 1918. Pp. 88. 4 fr. 

The three protozoal diseases, syphilis, malaria, and 
dysentery, the treatment of which is considered in this 
little book, resemble one another, not only in some aspects 
of their pathology, but more especially in their stubborn 
resistance to eradicative treatment. That syphilis is not 
easily eradicated—i.e., cured—has long been recognised, 
but that malaria is incurable by quinine we have only 
learned during the war ; in fact, too much in the past has 
been claimed for quinine. We now know that novarseno- 
benzol will do for simple tertian malaria all that quinine 
does, but certainly quinine and probably also novarseno- 
benzol alone will not cure simple tertian malaria. Again, 
emetine—excellent, apparently, in the initial treatment of 
amcebiasis—-of itself fails to cure even by prolonged 
administration, though in the form of emetine bismuth 
bmiodide in a large percentage of cases apparent cure is 
effected. The author is an advocate of combined treat¬ 
ment; for syphilis, mercury and novarsenobenzol for five 
years ; for malaria, quinine and cacodylate of soda for two 
months ; for dysentery, emetine and novarsenobenzol for 


40 days, to be followed by 12-day courses monthly or 
bimonthly. How far two drugs similar in their action—e.g. f 
quinine and novarsenobenzol in simple tertian malaria, 
emetine and novarsenobenzol in dysentery—are more effective 
than when either of the two is used singly carefully con¬ 
trolled experimental work alone can show. At present there 
is evidence in the diseases we are considering that this is 
so, but it will be some time before proof is furnished. It 
is fortunate that in malaria and dysentery direct proof is 
possible, and in syphilis we have the indirect evidence of the 
Wassermann reaction. For most diseases such proof is from 
the nature of the case not forthcoming and we are left in 
doubt whether an “ elegant combination ” of two drugs with 
similar action is any better than eit her of itself. The puzzling 
fact about the parasites of these three diseases is. How do 
some survive the drenching with the drugs which kill the 
others 7 Pathology or biochemistry is still silent as to this. 

Dr. Ravaut’s little book is clearly written, and the descrip¬ 
tions of the treatments are brief and practical. 


James Hinton. By Mrs. Havelock Ellis. London: 

Stanley Paul and Co. 1918. Pp. 283. 10#. 6d net. 

In his dialogue 14 Symposium M Plato makes Aristophanes 
give his version of the primaeval nature ana state of man. 
The sexes were originally three, men, women, and the union 
of the two, having a name corresponding to this double 
nature, which once had a real existence, but is now lost, and 
the name is only preserved as a term of reproach. 1 

James Hi- ton, the subject of Mrs. Havelock Ellis’s essay, 
would seem to have belonged to Aristophanes’s third sex, 
for he was apparently compounded of man and woman, and 
we would add of a child. He was obsessed with the 
difficulties of sexual relations, and with the many undoubted 
hardships which women suffer in their sexual life, whether 
they are married or unmarried. Prostitution was to him a thing 
to be made impossible, but we doubt whether the remedy 
which we gather he proposed—namely polygamy—would be 
any real remedy. Polygamy existed side by side with 
prostitution among various ancient races, such as the 
Hebrews of the Bible, and the ancient Babylonians, just 
as it does to day among polygamous Mohammedans and 
Hindoos. But though Hinton was wayward, visionary, and, 
to our mind, hopelessly unpractical, yet he had in him at 
least a particle of that divine discontent which has always 
been a characteristic of reformers. 


Lessons on Massage. By Margaret D. Palmer, formerly 
Masseuse and Manager of the Massage Department of 
the London Hospital, and Instructor of Massage to the 
Nursing Staff ; a Founder of, and Examiner to, the In¬ 
corporated Society of Trained Masseuses. Fifth edition. 
Illustrated. London : Baillifcre, Tindall, and Cox. 1918. 
Pp. X.-340. 10#. 6d. net. 

Seven years ago we reviewed the fourth edition of this 
handbook, which is characterised by a clear and simple 
style, making it agreeable reading. The book beiDg written 
for the student, the scheme followed is that of describing 
the anatomy of a part and then its treatment. But the 
medical man who reads its pages will not find this arrange¬ 
ment equally advantageous. He will also have to look 
elsewhere for help and guidance when directing the treatment 
of recent injury. The almost complete absence of reference 
to electrical and hydrological methods, and to the use of 
gymnastic and mechanical apparatus should be remedied in 
future editions. We must warn the student against allowing 
the schematic arrangement of the text to stereotype treatment 
unduly. A chapter on Swedish remedial gymnastics, which 
has been added to this edition, is one of the best epitomes of 
the subject in short space which we have seen. 

Treballs de la Societal de Biologia Any V., 1917. Barcelona : 
Institut d'Estudis Catalans, Barcelona. 

This attractive volume of 365 pages records eight sessions 
of the Barcelona Biological S >ciety—six held at the physio¬ 
logical laboratories of the Faculty of Medicine and one each 
at the gynaecological lecture theatre and the Institute of 
Sciences. The papers reach a high standard of interest, and 
a notable feature is an excellent series of coloured micro¬ 
photographs illustrating histological points in various articles. 
A portrait of the society’s founder, Dr. Enric Prat de la Riba, 
who died last year, appears as frontispiece. 

1 Jowett’s Dialogues of Plato, vol. 11., p. 41. 
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sufficient numbers on the model of the Rotunda 
Hospital in Dublin, officered by wholetime 
senior and properly qualified teachers resident in 
the hospital, whose services therefore can be 
obtained at any time. These whole-time teachers 
must be paid a salary sufficient to attract really 
good men, who must be supplied with all that they 
require for their teaching—whole-time paid assist¬ 
ants, properly equipped clinical laboratories in 
which they may be able to carry out research 
work, and in which all the pathological work 
essential to proper clinical teaching can be 
conducted. Every student must be required 
to go into residence so that he may take 
duty in the lying-in wards for at least one 
month, and his attendance on his cases must be 
under proper supervision and with the assist¬ 
ance of as good clinical teaching as at the 
present time he can obtain in medicine and surgery. 
Under the same roof he should be able to carry 
out his clinical work, not only in midwifery, but 
also in gynaecology, and no attempts should be 
made to separate these two subjects. Until 
properly equipped and officered hospitals for lying- 
in cases, with provision for the carrying on of a 
maternity and child-welfare department in close 
association, are provided in London, the teaching of 
midwifery will never be upon a proper basis, and 
the reproach that the science of midwifery has 
been woefully neglected, and that no research 
work of any value has been carried out in this 
subject by the London school for many years past, 
will continue to hold good. 

--- 

Primitive Agents in Treatment. 

Fire, air, earth, and water have always been the 
chief agents of mischief, and Hahnemann might 
have claimed their influence in support of his 
homoeopathic principle, for the same quartette, art¬ 
fully applied, are the most generally useful remedial 
agents, and as such have largely come into their own 
during the past four years. Fire has superseded 
other methods of disinfection and disinfestation on 
a large scale in many war areas, and in the form 
of radiant heat has relieved the disabilities 
of wounds. Air has been the universal remedy of 
trench life, and has transformed vast numbers of 
anaemic men, rendered anaemic by a stuffy indoor 
habit of life, into the fit and sunburnt warrior. 
The r61e of earth, sinister in providing the source 
of horrible wound infections, has been to provide 
also the vaccines by which the same infections have 
been prevented. Water has played the leading 
part in the continuous irrigation of wounds, doubt 
existing in regard to many chemical agents whether 
they do more than add a therapeutic aroma. It 
is noteworthy that on these four primeval things 
the teaching of public health is built up, or at all 
events the arrangement of hygienic text-books. 
For in the near future, in which preventive and 
remedial treatment are to be more closely com¬ 
bined, physical agents are likely to reassert their 
place in therapeutics challenged by the fine 
chemicals industry. From the relief of symptoms 
medicine is steadily working back to the removal 


of the cause of the malady in the individual subject, 
and from this to the larger causes in groups, in 
communities, and in nations. Water especially has 
too long been despised as a therapeutic agent. 
Naaman found, as many others after him have found, 
that it looks too simple. But within our own time 
water has been vindicated again and again over 
against chemical agents in the reduction of fever, for 
which it has the inestimable advantage of being 
safe. Any patient may have an antifebrin idio¬ 
syncrasy, but tepid sponging offers no risks. The 
compulsory diversion of chemical agents to war¬ 
like purposes has led many medical men to fall 
back upon physical agents in treatment, we doubt 
not with permanent advantage. 

It is in this sense that we construe the plea for 
the increased recognition of physical treatment 
raised by Dr. Frank Radcliffe in our correspond¬ 
ence columns this week. He enumerates a por¬ 
tentous list of conditions which can be successfully 
dealt with by physical methods, and which, as a 
matter of actual experience, hq,ve been thus success¬ 
fully dealt with during the war. Army discipline, 
applying physical methods, has done wonders in 
training men in speed, alertness, and agility, in 
raising muscular tone, and in giving confidence 
and that conscious sense of well-being attendant 
on robust health. Physical treatment* can, Dr. 
Radcliffe contends, be of equal service in restoring 
the unfit to a state of fitness or, failing that, to the 
maximum point of utility. But Dr. Radcliffe adds, 
and we endorse, a grave warning against physical 
treatment falling into unqualified hands. Whether 
Government can prevent the public being gulled by 
quacks and charlatans we do not know, but 
undoubtedly the glowing career of the unqualified 
physical specialist would soon pale if the medical 
profession itself were to give the guiding hand in 
physical treatment of all kinds. The practitioner 
has, largely of his own free will, surrendered any 
say in these matters to those without scientific 
training, and the first requisite is to set our own 
house in order and to make sure that physical 
treatment is placed on a satisfactory scientific 
basis. This cannot be done without accurate know¬ 
ledge and research, and a chair of hydrology at one 
of our leading universities would be the fitting 
commencement of such a reform. 

The treatment of the disabled man gives an 
excellent opportunity of putting these principles 
into practice. France and Italy have already been 
to the fore in making physical treatment available 
on a large scale under medical supervision. The 
agricultural colonies at Port Villez, Juvisy, Martillac, 
Milan, Poscia, and Palermo have already proved the 
value of what Professor Silvio Rolando, of Genoa, 
calls the veritable resurrection of the soldier doing 
the agricultural cure. In agricultural work a great 
variety of exercises is possible all day long, whereas 
mechanical devices are more limited in kind and 
duration. Great numbers can be treated in field 
work without requiring a little army of skilled 
operators, and the interest is kept up by nature and 
not killed by machines. Ordinary physical treat¬ 
ment is often carelessly carried out, motions without 
aim are repeated without energy, and soon forsaken 
as being without interest, or at all events leaving a 
sense of boredom and insincerity. A memorandum 
issued by the Village Centres Council 1 for the 

1 See Village Settlements for Disabled Men. A scheme to combine 
restorative treatment with industrial and social reconstruction. 
The Lutcet, 1917, ii., 692. The present address of the Village Centres 
Council is 5, Little College-street, London, S.W. 1. 
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Curative Treatment and Training of Disabled 
Ex-Service Men gives the following summary of 
the experience in France :— 

Agricultural work as a method of cure requires close 
supervision by medical men who have made themselves 
experts. Experience in France has shown that the 
agriculture cure centre should be residential and in the 
country. The convalescent soldier cannot be trusted to take 
his farming at home; he works either too little, too much, 
or in the wrong way. Wounded men can be sent at an 
early stage from the hospital to supervised work in the fields. 
Many go to work with open wounds. It has been proved that 
suppurating wounds heal more quickly under open-air work 
than in hospital. Long-continued muscqlar contractions 
give the “deep massage” needed to force out waste and 
poisonous products. French surgeons, convinced by an 
examination of men cured by agricultural work, are now 
asking that men should be sent at once from the hospitals to 
the fields. Splinters of bone and foreign bodies in suppurating 
wounds are soon discharged when daily work is commenced. 
It has taken four years to find this out. Many men with 
small and superficial wounds of recent origin should go at 
once to the fields. 

The centre which the Village Centres Council hopes 
shortly to open at Enham in Hampshire, whilst 
officially recognised by all relevant Government 
Departments, is yet largely based upon experience 
gained abroad in the agricultural cure. The treat¬ 
ment w 7 ill be chiefly on physical lines, and com¬ 
bined with training also carried on under medical 
supervision. Room will be found for village trades 
and handicrafts, and for intellectual and artistic 
training for those who need them, but the chief 
feature of the Centre will consist in curative agri¬ 
cultural work in the open air. The Centre is 
obviously one adapted to assist in the most practical 
way the demobilisation of men for industries on 
the land. All those who value physical treatment 
will earnestly wish the Centre success. 

■ ■» 

Christmas. 

The public are rejoicing at the release of a 
moderate store of good things by Government 
Order through the festive season of Christmastide. 
The great Christian festival is rightly one of good 
cheer, and the present occasion particularly invites 
rejoicing at home, when the end of the vast 
struggle has come, though leaving the heavy 
burden of readjustment and the stimulating tasks 
of reconstruction. Sensible people will need no 
warning as to excesses, and the material falling 
away from old standards of plenty should remind 
all of the indecency of luxury at this period. Its 
danger must also be recalled. After a period 
of restraint indulgence is unusually dangerous to 
health. The food limitations of the war have taught 
many valuable lessons, which have brought home the 
evil of excess. The nation has behaved splendidly 
over these restrictions, and its health has been well 
maintained ; surely it is not now to be jeopardised 
by lust. During the festive season we are promised 
a release of flesh foods, such as turkey and 
beef, the former requiring no coupon and the 
latter to be supplied on double ration allowances. 
The public will welcome these concessions, but will 
hardly need reminding that it would be folly to 
give way to indulgence after a course of com¬ 
pulsory training in abstinence. Let Christmas be 
a merry season but a wisely spent one. Let those 
whose lot has been more happy remember the 
countless homes where the prevailing spirit must 
be, at the great season of family gathering, one of 
irremediable loss. 


^nnatatians. 

" Ne quid nimls.” 

GERMAN CIVILIAN HEALTH. 

During the war it has been difficult to gather 
unbiased information regarding the health of the 
civilian population of enemy countries. But some 
exact, if scanty, evidence is now forthcoming. At 
the instigation of the editor of the Deutsche 
medizinische Wochenschrift , Dr. Behla, director 
of the medical department in the Prussian Registrar- 
General’s Office, has analysed .the deaths attributed 
to heart disease and apoplexy during the years 
1912 to 1917. Cardiac deaths rose from a total of 
63,400 in 1912 to 76,000 in 1917, the increase being 
about 20 per cent, in the towns and 10 per cent, in 
the country. 1914 already showed a surprising 
increase on 1913 in the urban districts, where the 
stress of mobilisation was evidently very great. 
During the same six-year period deaths from 
apoplexy remained much more constant, a slight 
urban increase being balanced by a slight rural 
decrease. The maximum in both town and country 
occurred in 1915, and the following year showed 
a drop to below the normal. Dr. J. Schwalbe, 
in commenting on the figures, claims the great 
increase in heart failure as a war sacrifice, brought 
on by a combination of psychical stress, bodily 
fatigue, and lowered nutrition. In the same number 
of the journal he adverts to the grave risk of 
epidemic disease from the demobilising army, 
especially in the East, the danger being greatest in 
regard to venereal diseases. The situation in this 
respect has, he states, been rendered more acute by 
the partial relaxation of discipline after the revolu¬ 
tion among the troops, who, largely under the 
influence of alcohol, gave way to sexual indulgence 
in greater degree than under normal military 
restraint. An Army Order has been issued instruct¬ 
ing the examination of soldiers of all grades 
for transmissible disease before demobilisation. In 
the case of cholera, typhus, yellow fever, plague, 
or small pox the discovery naturally precludes 
demobilisation altogether. The same is the case 
in regard to the usual notifiable exanthems. In 
the case of other infectious diseases, including 
suspects and carriers—and in this category come 
syphilis, gonorrhoea, and scabies—the men are 
isolated for treatment on their own express wish, 
but detention is not enforced. The ex-soldier’s 
attention is then called to the risk of spreading 
disease among his family circle and to the need of 
keeping under medical supervision. These measures 
seem to us, as to Dr. Schwalbe, sadly inefficient, 
and a large dispersal of venereal infection among 
the civil population is to be expected. 


THE COMPLEMENT-FIXATION TEST IN 
TUBERCULOSIS. 

The Wassermann test for syphilis was recently 
on trial in our columns; the similar test for 
tubercle needs no less a critical examination, and 
the exhaustive article by Dr. Edward Fidlar, 
Captain, C.A.M.C., on the Complement-fixation Test 
in Tuberculosis in our present issue raises many 
questions which deserve an answer, it answer can 
be given. Dr. Fidlar has carried out the test on 
570 Canadian soldiers, and in so doing has investi¬ 
gated a number of bacteriological problems which 
have hitherto made this particular serological test 
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one of the most difficult to interpret, both patho¬ 
logically and clinically. The earliest research on 
the.subject largely centred round the difficulty of 
finding a sensitive antigen and one which at the 
same time would not confuse the issue with cross- 
fixation of complement in syphilis. Dr. Fidlar is 
in agreement with most recent workers in con¬ 
sidering a suspension of living tubercle bacilli 
the most satisfactory antigen. With two slightly 
different methods he obtained 74 and 77 per 
cent, of positive reactions in active pulmonary 
tuberculosis. By means of slight modifications in 
technique he was able to increase this percentage, 
but the fact that the method gave 21*8 per cent, of 
positives in cases clinically not considered tuber¬ 
culous suggested that increased sensitiveness was 
not altogether an advantage. Dr. Fidlar’s careful 
work once more raises the question: Is the com¬ 
plement-fixation test of practical value in the 
diagnosis of tuberculosis? Up to the present it 
must be regretfully acknowledged that the earlier 
hopes of the bacteriologist in this direction have 
not been fulfilled. It is not sufficient to obtain a 
positive reaction in cases of active tuberculosis 
which are already obvious to simpler clinical 
tests. A serological test, if it is to be really useful, 
must help the physician in the diagnosis of incipient 
pulmonary tuberculosis, of bone and glandular 
tuberculosis ; it must also differentiate between 
active disease and arrested and quiescent lesions; 
whilst finally it must be free from technical labora¬ 
tory difficulties, such as cross fixation of comple¬ 
ment. Perhaps this is too high a standard to 
demand of any serological test at present, but, 
unfortunately, the exigencies of the situation 
demand it. Judged by this standard, the opsonic 
index, the various tuberculin reactions, and a host 
of less common tests have been found wanting. 
It is therefore no depreciation of Dr. Fidlar’s 
admirable piece of work — which has effectively 
consolidated the present position — to say that com¬ 
plement fixation has not yet given us, what we 
need, a reliable serological test in tuberculosis. 


THE HYGIENE OF THE NOSE. 

Morrid conditions of the upper respiratory tract 
play a large part — some authorities believe a pre¬ 
dominant part — in the catarrhal diseases of urban 
life. Among school children, indeed, nine-tenths 
of prevalent illness has been credited to catarrhs. 
In spite of this, little is really known regarding the 
root causes of adenoids, atrophic and hypertrophic 
rhinitis, sinusitis, and hoc genus omne. All sorts 
of theories and explanations have been advanced, 
none of which has been found satisfying. It 
may well be that each of these conditions, as well 
as many others, is due to a specific infection. This 
is almost certainly the case with the common 
“ cold in the head ” where the virus is ultra- 
microscopic, and with atrophic rhinitis where the 
agent is the cocco-baoillus of Perez. In these and 
other similar inflammations nature attempts a 
cure by increasing the flow of mucus-carrying 
lymphagogues, which destroy the infecting 
organisms and neutralise their toxins. It is not 
very generally recognised that to a large extent 
these catarrhal infections are due to organisms 
which grow in the mucus on the surface of the 
membranes lining the air passages, and that it is 
their toxins which irritate the mucosa and cause 
it to inflame. The resulting spelling gives rise 
to obstruction, in which back-waters are formed 
wherein the microbes breed undisturbed by 


currents of fresh air, like the flies in the stuffy 
corner of a warm living room. To obtain a cure 
the first essential is to improve nasal ventilation 
and to make sure that all the recesses and pockets 
of the naso pharynx are aerated. Nearly all the lower 
organisms are worried by currents of air. Secondly, 
an attempt should be made to improve the quantity 
and quality of the lymphagogues, this being pre¬ 
sumably the way in which most antiseptics, vaccines, 
and the like, produce their effect. A nasal lotion 
or spray acts in both ways, partly by clearing the 
passages and partly by exciting the flow of mucus. 
In The Lancet of Nov. 9th Dr. F. J. Woollacott 
suggested menthol inhalation as a form of nasal 
toilet combining both these factors. The nasal 
drill advocated by Mrs. Hancock is efficient in so far 
as it clears the passages, an important factor in 
young children, although not the whole story. 
Her especial merit rests on the emphasis laid on 
the direction of the clearing: “ blowing down, not 
sniffing up ” is her motto, and if she had her way 
children would be trained to the downward sniff 
from the tender age at which reflexes are still 
plastic. _ 

A SMALL-POX OUTBREAK IN TEXAS. 

There are two types of small pox met with in 
the United States, the first, which is the most pre¬ 
valent, being of a mild kind, with a case-mortality 
rate of about 1 per cent.; the second is of a more 
virulent form and commonly arises from imported 
infection, mainly from Mexico, where the disease is 
endemic, its fatality rate ranging from 20 to 30 per 
cent. The States on the Mexican border are much 
exposed to this imported infection, and Texas is 
one of the most frequent sufferers from it. A recent 
illustration of this is given in the United States 
Public Health Beports for Sept. 20th by Assistant 
Surgeon C. R. Eskey, of the JJ.S. Public Health 
Service. Eagle Pass, in Texas, is a small town with 
6500 inhabitants, situated on the banks of the Rio 
Grande, which here forms the boundary between 
Mexico and the United States. Opposite, on the 
Mexican side of the river, is another small town. 
Piedras Negras, the two being connected by a bridge, 
guarded on the northern side by the U.S. Customs 
and other officials who examine all travellers 
entering Texas. But it is easy to ford the river 
unobserved at other points, and often infection is 
conveyed across the borders in this way. During 1917 
small pox was prevalent in Piedras Negras and its 
vicinity, about 1000 cases with 200 deaths coming 
under notice. • Towards the end of 1917 the disease 
began to spread in Eagle Pass, where during the 
first three months of 1918 there occurred at least 
150 cases, of which 33, or 22 per cent., died. There 
is a large Mexican population living in Eagle Pass, 
amounting to about two-thirds of the total in¬ 
habitants, living under conditions of considerable 
overcrowding. For instance, in a one-roomed hut 
there lived 15 persons, 9 of whom contracted small¬ 
pox. It was found very difficult to persuade the 
Mexican part of the population to be vaccinated, 
there being a strong belief among them that vac¬ 
cination during an epidemic caused an outbreak of 
small-pox. The main incidence of the disease was 
upon persons under 15 years of age, among whom 
103 attacks and 16 deaths were reported, while 
above the age of 15 there were 47 cases and 17 
deaths. Thus the fatality rate among the first group 
was 15*5 per cent., and among the second 36 per cent. 
Concealment of cafees was very frequent. Small-pox 
being comparatively common among the Mexicans, 
they regard it lightly notwithstanding its fatality. 
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and they therefore seldom seek medical assistance, 
contenting themselves with taking herbal remedies 
or patent medicines. They regard fresh air as detri¬ 
mental to the patient, and consequently keep doors 
and windows closed during the illness. The neigh¬ 
bours consider it a duty to make frequent visits to 
the sufferers. Under these conditions it was not 
surprising that small-pox spread. Dr. Eskey 
mentions that at Eagle Pass dogs were blamed for 
conveying small-pox infection from one house to 
another. Most Mexican families keep one or more 
dogs, and these are the pets and playfellows of the 
children, frequenting the sick-room when any 
members of the family are attacked by small pox 
or other diseases. The usual gravity of variola 
when it attacks a pregnant woman was noted, 
abortion resulting, usually with a fatal result. 
Dr. Eskey mentions several instances where second 
attacks of small pox occurred. The circumstances 
of this outbreak are instructive and not without a 
lesson to ourselves in view of the possible occur¬ 
rence of a small-pox epidemic when our soldiers 
return and the pent-up traffic of the past four years 
is liberated and begins to arrive at our ports from 
foreign countries. _ 

A NEW SIGN OF SCIATICA. 

At a meeting of the Societe Medicale des 
Hopitaux of Paris on Nov. 11th Professor M. L. 
Rimbaud described a new sign of sciatica—efface- 
ment of the retro-malleolar fossa;. He referred to 
the importance of the region of the tendo Achillis 
in the diagnosis of sciatica. In addition to the 
reflex of this tendon, its sensibility to pressure and 
the lowered tone of the note obtained by percussing 
it are points to which attention has been drawn. 
In examining cases of sciatica and surgical lesions 
of the sciatic nerve at a military neurological 
centre, Professor Rimbaud has been struck with the 
peculiar appearance of J&4% region of the tendo 
Achillis on the affected side*. Instead of its normal 
appearance of a tense cord tip to the point of 
insertion, the tendon was often less apparent and 
the two fossa; which separate it from the malleoli 
were effaced; the tendon appeared broadened, and 
the part oedematous. In the most typical cases the 
salient of the tendon disappeared, the retro- 
malleolar fossa; were no longer apparent, and the 
posterior part of the ankle took on a flattened 
characteristic appearance. This sign was espe¬ 
cially observed in wounds of the whole 
sciatic nerve or of the internal popliteal. In 
medical cases of sciatica it was observed fre¬ 
quently ; the more severe the disease the longer 
its duration. This sign was found in 70 per cent, 
of surgical lesions of the sciatic nerve and in 25 per 
cent, of medical cases of sciatica. Professor Rimbaud 
proposed for it the name u signe de l’effacement des 
goutti&res retromalleolaires,” or, more simply, 
“ effacement retromalleolaire.” He thought that it 
was simply due to loss of tone of the muscles 
of the calf, just as diminution of the gluteo- 
femoral fold is due to loss of tone of the 
muscles of the buttock. Such loss of tone, pro¬ 
ducing relaxation and depressibility of the tendon 
and, in certain cases, lowering of the heel, has been 
previously described. This relaxation effaces the 
retro-malleolar fossae. Indeed, if the muscles of 
the calf be seized with the Angers and drawn 
upwards the effacement disappears. To observe 
this sign the patient should kneel on the edge of the 
bed or on a chair, as in examining the tendo Achillis 
reflex, or he should stand on a chair or table, so 
that the region of the tendo Achillis is well exposed. 


THE ANNUAL REPORT FOR 1917 OF THE 
CHIEF MEDICAL OFFICER OF THE 
BOARD OF EDUCATION. 


I. 

It is just ten years since the School Medical Service was 
established by law as a universal system in England and 
Wales. Sir George Newman’s latest annual report, coming 
at the end of a decade of more or less experimental work and 
synchronising, as it does, with the cessation of hostilities in 
the great world war and with the passing into law of a new 
Education Act for England and Wales, which boldly enlarges 
the health activities of local authorities, is of necessity of 
more than ordinary interest and importance. It more than 
marks a milestone on the long road towards national health 
and efficiency. It at once closes a chapter of chequered 
experiment and heralds an era of more assured advance. 

Retrospect. 

Very properly, therefore, a section of the report is devoted 
to a review of the work of ten years, 1908-1917. The causes 
and conditions are recounted which led up to the legislation 
which brought the School Medical Service into being. It 
came at the end of *a century of growing revulsion against 
the tragedy in respect of child-life which accompanied the 
industrial revolution in England. Already in 1908 the 
general problem was less one of, rescuing the child from 
shocking and desperate conditions of hardship, cruelty, 
disease, and death, and more one of protection against 
disease, of building up the child’s physique, and of pro¬ 
viding such medical care apd education as would lay 
the foundation of healthy childhood and adolescence. 
Two Acts had already been passed providing for the 
care and education of defective children, two official 
reports of investigations into the physicial condition of 
children of school age and their premature employment had 
been issued, and there were the reports of the Interdepart¬ 
mental Committees on Physical Deterioration (1904) and on 
Medical Inspection and Feeding of Children attending the 
Public Elementary Schools (1905), the former of winch first 
revealed the now obvious fact that the foundation of the 
public health rests upon the health of the child population. 
It is strange that Sir George Newman in his enumeration of 
the causes and events which led up to the passing of the 
Education (Administrative Provisions) Act does not include 
the Boer War and the amount of unfitness in the population 
which recruiting at that time revealed. This, to those of us 
who were then stirred by the necessity of improving the 
national physique, stands out as the one compelling factor. 
It was on a smaller scale a foreshadowing of the awakening 
to the need for reconstruction and effort which the great 
war now happily ended has brought about. 

In the course of the review the machinery organised during 
the 10 years for the carrying on of the School Medical 
Service is described. A national system “as complete of 
its kind and more universal than elsewhere in the world ” 
is at work in all the 318 educational areas of England and 
Wales. In 1915 (before the temporary depletion on account 
of the war) there were 1300 medical men engaged in the 
service. In 1917 a School Dental Service employing 200* 
school dentists had been established by 151 local education 
authorities out of a total of 318. In 1915 there were 1500 
school nurses employed in 291 areas. Fifty-five authorities 
had made some arrangements for medical treatment in 
1908, 279 in 1917. It is estimated that about 60 per cent, 
of the children found to be defective on medical inspec¬ 
tion are receiving treatment. Taking London alone, the 
medical and dental provision in the 1910 scheme was for 
2500 children ; in the present scheme (1918-19) provision is 
made for 164,500 children. 

The practice of physical training and the teaching of 
hygiene has since 1909 become universal in all training 
colleges and every educational area in England and Wales. 
In 1908 there were 304 special schools for blind, deaf, 
physically and mentally defective, epileptic, and tuberculous 
children, accommodating 17,610 children ; in 1917 there 
were 413 similar schools, accommodating 31,470 children. 

The maladies and disabling defects of many children are 
being put right which were formerly being neglected. Other 
substantial gains include the raising of the standard of 
cleanliness — beyond question the most paramount of hygienic 
needs, while profound educational results have brought 
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about a new understanding of the scope and opportunity of 
preventive medicine. Amongst these results are the influence 
upon the parent, the fuller appreciation of the individuality 
of the child, and the effect upon the methods and practice of 
education. 

The experience of the ten years has shown that there 
has been an increase in the sense of responsibility of the 
mother, with the result that the child is better fed and 
receives more, rather than less, maternal care than formerly; 
* the education authorities have found that, whatever may be 
attempted in the class-teaching of children in the mass, it 
is impossible to inspect, follow up, treat and care for the 
child except as an individual, and this discovery is exerting 
a deep influence upon the whole orientation of education. 
The far-reaching lesson has been learnt that it is primarily 
upon the child’s physical and mental health that his welfare 
and upbringing depend. 

Lest the reader should be too carried away by noting 
these advances the report hastens to add that the organisa¬ 
tion is as yet incomplete in operation, inadequate in 
working and even in scope, insufficiently coordinated, and 
not yet yielding anything like its full measure of benefit. 
Particularly weak is the machinery in relation to anthropo¬ 
metry, a subject of national value and importance, and 
even such elementary auxiliaries as school baths, open-air 
schools, and adequate physical training are still, in most 
educational areas, lacking. 

Sir George Newman in grave words states that it is 
incumbent upon him to say that the experience of a 
decennium has shown that the physical impairment of school 
children is wide in distribution, serious in degree, and grave 
in its effect upon adolescence and adult life. We profess to 
be astonished and depressed by the magnitude of the sick¬ 
ness claims upon the National Health Insurance, as well as 
by the large rejection of recruits ; but we have been sowing 
the seeds of this harvest during long years of neglected 
maternity, neglected infancy, and neglected childhood, and 
long years of failure to organise or to understand adequately 
preventive medicine. 

Medical Inspection. 

The Code requirements are that provision must be made 
in every elementary school for the medical inspection of all 
children admitted to the school in the year, of all children 
between the ages of 8 and 9 years, of all children between 
12 and 13 years of age, together with children over 13 years 
of age who have not already been examined after the age 
of 12. Normally on these requirements upwards of 2,000,000 
children should be examined in the year ; in 1917, however, 
the number was only 1,362,063. These figures suggest a 
decrease in the examinations of 31 9 per cent., due to 
curtailments consequent on the war. 

In about 100 areas medical inspection was undertaken on 
the basis of “ailing children.” The view of the London 
authority which experimented during 1916 with the examina¬ 
tion of entrant children on an ailing basis was that the 
arrangement was unsatisfactory, because it failed to detect 
existing ailments. The Board endorses this view. “The 
School Medical Service is not a dispensary system ; it is an 
educational system of preventive medicine.” 

The effects of the war in relation to the School Medical 
Service have been twofold. First, there has been serious 
disturbance of the machinery of the service, and, secondly, 
there has been anxiety regarding the depressing influences 
of war conditions upon the health of the children. Under 
the first heading there has been the depletion of the 
medical and nursing personnel on the staffs of the local 
authorities and constant changes militating against efficiency; 
many care committees are dissolved or in abeyance, and home 
conditions have been profoundly modified in some ways with a 
deleterious effect. Under the second head there have been 
apprehensions with regard to the suffering of the children 
from food rationing, high prices, lessening of parental 
control, daylight saving, and air-raids. It is satisfactory 
to learn from the report that there is a consensus of opinion 
that none of these has produced any ill results upon the 
children, with the reservation that parental preoccupation 
has led to an increase in uncleanliness and its associate con¬ 
ditions. Sir George Newman it is true, appears to accept the 
view that the Daylight Saving Act has, in some areas, 
deprived the children of an hour of sleep daily. Having 
given the impression that the effects of the Act in so far as 
they influence the health of the children are wholly bad, it 
would have been satisfactory if he had given more evidence 


in the support of this belief and discussed at least whether 
there were not countervailing advantages. 

No doubt, resulting from the dislocation of the machinery 
of the service, there is no section of the report devoted 
this year to the findings of medical inspection throughout 
the country. Instead there is given the findings of a 
“control experiment” designed to check the results of 
previous examinations and eliminate as far as possible the 
disturbing factors inherent in a national system of medical 
inspection. Two sets of 300 unselected elder children, 
each in typical London and country schools, were 
inspected by one competent and experienced medical officer 
examining all 600 children on one schedule and by one 
standard. It was a “surprise” examination without notice 
or warning, including absent children as well as those in 
attendance at school, and had regard to the effect of the 
physical condition of the child on its education. The inquiry 
is reported in detail, and in order that the standards adopted 
should be better appreciated the report contains a brief 
description of the condition of a number of normal and 
defective boy and girl scholars. 

The conclusions to be drawn from this control inspection are 
driven home by Sir George Newman with considerable force. 

1. In the London group 7 per cent., and in the country 
group 10 per cent., of the elder children on the roll were absent 
from school on grounds of more or less chronic ill-health. 

2. After deduction of the blind, deaf, mentally and 
physically defective and invalid children of this age-group, 
there were of the children present at school 21 per cent, 
found to be suffering from various defects “ which interfere 
with their profiting to a due and reasonable extent from the 
educational facilities provided, and which will prevent them 
from playing their fair and proper part as citizens.” 

3. Of these elder children present at school 12 per cent, 
were ill-nourished ; 19 per cent, were unclean in body; of 
the London children 40 per cent., and of the country 
children 65 per cent., had some carious teeth ; 11 per cent, 
suffered from disease of nose and throat; 10 per cent, had 
“very serious” defects of vision, whilst another 13 per 
cent, had defective eyesight of slightly less severity ; 6 per 
cent, suffered from defective hearing ; of middle-ear disease 
there were 4 per cent, of sufferers. 

*4. Upwards of one-third of all these elder children are in 
London at least two or more years behind their normal 
school standard ; there was a very definite accumulation of 
defective children of the higher ages in the lower standards, 
and physical defect appears to be one of the chief causes of 
backwardness in school. 

5. The London children with sound dentition formed 60 per 
cent., the country children 35 per cent. The London children 
suffering from disease of nose and throat were 5 per cent., the 
country children 21 per cent. The London children furnished 
2 per cent, of verminous heads, the country children 8 per 
cent. These differences would appear to be due, in the 
main, to the facilities of treatment, cleansing and supervision 
provided by the London County Council, which are not 
similarly available for the coqntry children. 

The number of children comprised in this model inquiry 
is not large, but the broad results are sufficiently close to 
those found on a large scale throughout the country to 
justify Sir George Newman in his comment that it seems 
futile to attempt to reform education apart from the physical 
condition of the child ; that it seems unreasonable to expect 
healthy adolescence and healthy citizenship if we continue 
to neglect the remedy of the physical disabilities of childhood 
and the prevention of their cause. 

Medical Treatment. 

Speaking generally, the arrangements of the local educa¬ 
tion authorities for medical treatment have been maintained. 
In a few areas there has been a considerable extension of 
activities in 1917. 279 authorities made some arrange¬ 

ments for medical treatment, 231 provided school clinics, 
95 contributed to hospitals, 223 made provision for supply¬ 
ing spectacles. On the contrary side, 87 authorities made 
no provision for treatment of minor ailments, 167 none for 
dental defects, 92 none for errors of refraction, 95 none for 
supply of spectacles, 208 none for treatment of enlarged 
tonsils and adenoids, and 234 none for treatment of ring¬ 
worm (X rays). It is unsatisfactory to learn that there are 
still one-third of the children known to be in need of treat¬ 
ment who do not receive it. 

Under the heading “Partially Blind Children” many 
interesting facts are given in relation to the establishment 
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of special schools for myopic children. It appears that 
more than 20 such schools now exist and that during the 
past year eight new schools of this character have been 
certified by the Board in London alone. At Bradford a 
scheme is in operation whereby it is considered that the 
myopia will, by special methods of instruction, be rendered 
stationary, and that after two years the affected children 
may return to the ordinary methods of instruction with safety. 

Special prominence is given in the report to the arrange¬ 
ments for treatment of defective vision, of enlarged tonsils 
and adenoids, and of ringworm, but it is strange to find 
that otorrhoea is dismissed as a minor ailment unworthy of 
special note. Otologists, as well as school hygienists, are 
more and more recognising that in this condition we have 
one of the gravest dangers to the life of school children, one 
of the chief causes of educational incapacity in deprivation 
of hearing, and a frequent cause of chronic ill-health. 
Children with this disease are the despair of out-patient 
departments and school clinics alike, and it would be a 
welcome step if the Board of Education would take the lead 
towards the establishment of adequate provision for dealing 
with this disabling complaint, for which, in many cases, 
conservative operation involving in-patient treatment is the 
only means of cure. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 


An ordinary meeting of the Council was held on Dec. 12th, 
Sir George H. Makins, the President, being in the chair. 

The Secretary reported the death, on Nov. 21st, of Mr. 
Nottidge Charles Macnamara, past Vice-president and past 
member of the Council. The following resolution of 
condolence was carried :— 

'•That the Council hereby express their deep regret at the death of 
Mr. Nottidge Charles Macnamara, and their sincere sympathy with 
the members of his family in their bereavement. The Council do also 
record their appreciation of the many services rendered to the College 
by Mr. Macnamara as a Vice-president ahd member of the Council, and 
of the active part he took in professional and educational matters 
during a long and distinguished career In India and in this country/' 

A report was read from the Board of Examiners in Anatomv 
and Physiology for the First Fellowship stating that at the 
recent examination there were 36 candidates, and of these 
15 were approved and 21 were rejected. A report was also 
read from the Court of Examiners stating that at the recent 
examination for the Final Fellowship held on Nov. 15th, 18th, 
19th, and 20th there were 22 candidates; of these 3 passed, 
and it was resolved to grant diplomas of Fellowship to those 
qualified to receive it. The diploma of Fellow was conferred 
on:— 

William Bar hall Gabriel, M.B., B.S. Lonl., M.B.C.S., L.R.C.P., 
Middlesex Hospital, and William Edward Gallle, M.B. Toronto, Toronto 
University. 

Captain John Isaie Keen, M B. Lond., M.R.C.S., L.R.C.P., although 
successful In the examination, will not receive the diploma of Fellow 
until he has attained the age of 25 years. 

Mr. V. Warren Low, surgeon to 8t. Marv’s Hospital and 
lecturer on surgery to St. Mary’s Hospital* Medical School, 
was elected a member of the Court of Examiners. 

The President reported the delivery by Mr. D’Arcy Power 
on Nov. 14th last of the Bradshaw Lecture on Cancer of the 
Tongue. The best thanks of the Council were given to 
Mr. Power for his lecture and he was requested to publish it. 

A letter was read from Mr. S. H. Coplans asking, on behalf 
of himBelf and 14 other students of Guy’s Hospital, the 
Royal Dental Hospital, and the National* Dental Hospital 
(including six ex-Service men), that the following proposal 
be placed before the Council and Board of Examiners in 
Dental Surgery 

“ In view of the military situation and other circumstances that at 
present obtain that th^ Februarv examination In the final subjects for 
the Licence in Dental Surgery of the Royal College of Surgeons bo re- 
instituted.” * 

The Council decided not to alter their decision to hold 
First and Second Professional Examinations for the L.D.S. 
only twice a year—viz., in May and December. 

Tt\e Council proceeded to the consideration of a letter 
from the Board of Scientific Societies asking for the 
comments of the College in reference to the draft report of 
the Metric Committee of the Board. The Council decided ( 
to reply that they approved generally of the recommenda¬ 
tions in the report of the committee. 

The President reminded the Council that the Hunterian 
Oration was to be delivered by Sir Anthony Bowlby on 
Feb. 14th next. 


The Royal Dental Hospital, Leicester-square, has 
received a grant of £50 from the Corporation of the Citv 
of London. 


The Casualty List. 

The names of the following medical officers appear among 

the casualties announced since our last issue :— 

Died. 

Cot. H. G. Melville, C.I.E., I.M.S., was educated at Edin¬ 
burgh, and qualified in 1890. He held an appointment 
for some two years at the Edinburgh Royal Infirmary, 
and then entered the Indian Medical Service. Later he 
was attached to Lahore Medical College, where he was 
professor of materia medica. He saw service in 1894 in the 
Waziristan campaign and in 1897 in the Pan jab and in the 
Tirah campaigns. In 1916 he was appointed consulting 
physician to the Mesopotamian Expeditionary Force, in 
connexion with which he was mentioned in despatches 
and awarded the C.I.E. He died at Baghdad. 

Capt. J. M. Gage, R.A.M.C., qualified at Dublin in 1910, and 
held appointments at Mercer’s;Hospital, Dublin, and at 
Noble’s Hospital, Douglas. At the time of joining the 
R.A.M.C. he was senior assistant medical officer at the 
Royal Earlswood Institution, Redhill, 8urrey. 

Capt. D. P. Lindsay, R.A.M.C., qualified at Edinburgh in 
1912, and prior to joining np was in practice at 
Gateshead on-Tyne. 

Capt. G. E. Keith, R.A.M.C., qualified at Edinburgh in 1887, 
and was at one time assistant to the professor of 
clinical surgery at the Royal Infirmary, Edinburgh. 
Prior to going on active service he was in practice in 
Manchester-square, London, and was the author of 
several articles in the medical press, and of,a text-book 
of abdominal surgery. He died in Italy of inlluenza. 

Capt. D. Cotterill, R.A.M.C., was educated at Cambridge 
and at Edinburgh, and qualified in 1906. Prior to joining 
np he was in practice at Edinburgh, where he was 
assistant surgeon at the Royal Infirmary. He died in 
France of pneumonia. 

Surg. Lieut. M. E. Jones, R.N., was a student at St. 
Thomas’s Hospital, London, and qualified this year. 

Capt. R. S. Armour, R.A.M.C. 

Capt. J. Donaldson, R.A.M.C. 


Casualties among the Sons of Medical Men. 

The following additional casualties among the sons of 
medical men are reported:— 

Capt. G. E. Keith, R.A.M.C., died in Italy of influenza, 
youngest son of the late Dr. T. Keith. 

Capt. D. Cotterill, R.A.M.C., died in France of pneumonia, 
eldest son of Lieut.-Col. J. M. Cotterill, C.M.G., R.A.M.C. 
Capt. H. J. P. Creagh, Suffolk Regiment, died of wounds at 
Le Tr^port, only child of Major 8. H. Creagh, late 
R.A.M.C., of Hanghley, Suffolk. 


The Honours List. 

The following awards to medical officers are announced :— 
The Victoria Cross. 

Capt. BELLBNDKN 8EYMOUR HUT0HB3ON, Canadian A.M.C., 
attd. 75th Bn., 1st Central Ontario R.—For most conspicuous bravery 
and devotion to duty on Sept. 2nd, when under most intense shell, 
machine-gun, and rifle fire, be went through the Queaut Drocourt 
Support Line with the battalion. Without hesitation and with utter 
disregard of personal salety he remained on the field until every 
wounded man had been attended to. He dressed the wounds of a 
seriously wounded officer under terrific machine-gun and shell fire, and, 
with the assistance of prisoners and of his own men, succeeded In 
evacuating him to safety, despite the fact that the bearer party suffered 
heavy casualties. Immediately afterwards be rushed forward, in full 
view of the enemy, under heavy machine-gun and rifle fire, to tend a 
wounded sergeant, and, having placed him in a shell-hole, dressed his 
wounds. Captain Hutcheson performed many similar gallant acts, and 
by his coolness and devotion to duty many lives were saved. 

Distinguished Service Order. 

Capt. DAVID WILLIA* McKRCHNlE,6th Pd. Arab. Can. A.M.O.— 
For conspicuous gallantry and devotion to duty. While preparing an 
advanced dressing station in a village.it whs subjected to an intense 
bombardment, but be remained at his poBt dressing the wounded, and 
refused to take underground cover. 

Major STANLEY GRAHAM ROSS, M.C., 6th Fd. Arab.. Can. A.M.C. 
— For conspicuous gallant ry and devotion to duty. On three successive 
days this officer was in charge of collecting posts and advanced 
dressing stations. He accompanied the Btretcher-bearers in the 
advance, to see that proper touch was maintained. His coolness and 
disregard of danger under heavy fire had an excellent effect on the 
work ol the bearer parties. 

Col. ROBERT MILLS SIMPSON, Can A.M.C., A.D.M.S., 2nd. Can. 
Division.—For conspicuous gallantry and devotion to duty in establish¬ 
ing, often under heavy fire, his advanced dressing stations and collecting 
posts, and personally superintending the evacuation of the wounded. 
When a sudden attack resulted in the capture of a village, he went up 
under fire and personally dressed the wounds of his men on the field, 
evacuating all by the eveuing. His tireless work undoubtedly saved 
many lives. 
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Second Bar to Military Cross. 

Temp. Capt. (acting Major) ROBERT MASSON GIJBIG, M.C., 
63rd Fd. Amb., R.A.M.C. — He displayed conspicuous gallantry and 

f ;reat devotion to duty in attending to the wounded and superintend- 
ng their evacuation from advanced positions. To tils admirable organ¬ 
isation and self-sacrificing endurance, working without rest or sleep, 
many wounded men owe their lives, and his coolness and courage when 
leading his stretcher-bearers forward under heavy fire were admirable. 

Bar to Military Cross. 

Capt. (acting Major) CHARLES STUART PEDDIE BLACK, M.C., 

1 2nd (Low.) Fd. Amb., R.A.M.C., T.F.— For conspicuous gallantry and 
devotion to duty during an advance. Under heavy shell and machine- 
gun tire he reconnoitred the forward roads and brought up a tent sub¬ 
division and set up an advanced dressing station. By his energy and 
courage he was enabled to clear all w-ounded from the aid-posts and 
evacuate them to the main dressing station. 

Capt. CHRISTOPHER MATHESON FINLAYSON, M.C.. Can. 
A.M.C., attd. 20th Can. Bn., 1st C. Ontario R.—For conspicuous 
gallantry and devotion to duty. As medical offloer of the battalion 
during an attack he did excellent work in attending to several wounded 
men under shell and machine-gun fire. His coolness and attention to 
duty, regardless of personal safety, were an inspiration to all. 

Capt. (acting Major) WILLIAM MURDOCH, M.C.. R.A.M.C., S.R., 
attd. 52nd Fd. Amb.—During three days’ severe fighting he was 
untiring in his efforts, working night and day with his stretcher- 
bearers, attending to wounded in forward positions and evacuating 
them rapidly through difficult country. He was severely wounded In 
the arm by direct machine-gun fire, but insisted on carrying on his 
duties until he received a direct order from the commanding officer to 
report to a dressing station. His courage underfire and great endurance 
were splendid examples to everyone. 

Temp. Capt. PATRICK JOSEPH O’REILLY, M.O., R.A.M.C., attd. 
7th Bn., E. York R.—For conspicuous gallantry and devotion to duty in 
attending to the wounded under heavy fire during several days’ opera¬ 
tions. He advanced with the leading troops in an attack and brought 
in many wounded men from in front of the lines. He set an inspiring 
example of coolness and skill. 

Temo. Capt. (acting Major) JOHN McLEAN PINKERTON, M.C., 
13th Fd. Arab'., R.A.M.C.—For conspicuous gallantry in charge of 
stretcher-bearers. He went forward with some bearer squads to bring 
in wounded which bearers had been prevented from getting to by 
machine-gun fire. He ultimately succeeded In bringing in some of the 
wounded, though fired on every time he was observed. Throughout 
the operations he showed the greatest xeal and devotion to duty. He 
was finally severely wounded. 

Temp. Capt. (acting Major). WILLIAM KENNETH ARMSTRONG 
RICHARDS. M.C., R.A.M.C., attd. 55th Fd. Amb.—For conspicuous 
gallantry and devotion to duty. He followed up an attack under very 
heavy fire and organise i and carried out the evacuation of the wounded 
during several days’ operations with the greatest oourage and skill. 

The Military Cross . 

Temp. Capt. PATRICK AUGUSTINE ARDAGH, N.Z. Med. Corps, 
attd. 1st Bn., Auckland R.— For conspicuous gallantry and devotion to 
duty. He worked in the open all day under very trying conditions, 
and at times under heavy fire. Hearing that the personnel of another 
battalion’s aid-post had been blown out, he at once went to the place 
and worked for several hours under shell fire until he had cleared the 
wounded. By his energy and disregard for danger many lives were saved. 

Capt. CHARLES FRANCIS ATKINSON, Can. A.M.C., attd. 
44th Bn., Manitoba R.—For conspicuous gallantry and devotion to duty 
during an attack. Finding that heavy enemy machine-gun tire pre¬ 
vented any carrying back of casualties, he went forward and personally 
dressed a large number of casualties Later, under heavy fire, be 
organised special parties and cleared all wounded effectually. He saved 
a number of lives. 

Capt. GEORGE RAYMOND BABY, 4th Fd. Amb., Can. A.M.C.— 
For conspicuous gallantry and devotion to duty in charge of a stretcher- 
bearer section which he brought up Immediately behind the infantry 
advance and collected the wounded. He was continuously exposed to 
every kind of hostile fire. His energy in searching for wounded resulted 
in his area of the battlefield being thoroughly and quickly cleared. 

Capt. JAMES EVERETT BARRY, Can. A.M.C., attd. 2nd Bn„ 
Eastern Ontario R. —For conspicuous gallantry and devotion to duty 
during a successful attack. This officer tended the wounded among 
the attacking companies under intense fire, dressing their wounds and 
directing them to the aid-post. He searched the field for wounded under 
full observation, and frequently under heavy fire of enemy. He must 
have saved the lives of many men who were lying in exposed positions. 

Temp. Capt. ELLIS CAMPBELL BOWDEN, R.A.M.C., attd. 2nd 
Bn., Lond. R.—He attended to wounded men under a very intense 
(ire from machine guns in daylight, and helped to carry many wounded 
into safety in full view of the enemy. His unceasing efforts and his 
self-sacrificing disregard of danger saved many lives, and were the 
admiration of all who saw him. 

Temp. Capt. (acting Major) JOHN BURKE, 13Gth Fd. Amb., 
R.A.M.C.—During ten days’ severe fighting he was unremitting in 
his devotion to duty, tending the wounded and selecting, often in the 
middle of the night, suitable places for his dressing stations He dis¬ 
played conspicuous courage and coolness under fire, and his Initiative 
and endurance evoked the admiration of all who were with him. 

Lieut. FINLAY CAMERON. R.A.M.C., Spec. Res., attd. 14th Bn.. 
Welsh R. — During many days’ hard fighting his courage and devotion to 
duty were conspicuous. He was continually at work under heavy shell 
and machine-gun fire attending to the wounded and organising their 
evacuation. He was wounded himself on one occasion, but remained 
on duty. His behaviour throughout was admirable. 

Capt. ALEXANDER RAK CAMPBELL. Can A.M.C., attd. 5th Bde., 
Can. Fd. Arty. —For conspicuous gallantry and coolness. When the 
battery came into action under heavy machine-gun fire a number of 
men were wounded. This officer collected and carried them to 
trenches, where he dressed their wounds, constantly under heavy fire. 
He set a fine example to t he men round him at t he time. 

Lieut. HENRY ALEXIS CHODAK, R.A.M.C., 8pec. Res., attd. 
15th Bn.. Lond. R.—For conspicuous gallantry and devotion to duty. 
He was wounded during an attack but refused to withdraw, and 
remained with the battalion for three more days attending to the 
wounded, often under heavy fire. He set a splendid example of 
determination. 


Temp. Capt. ALFRED MACKENZIE CLARK, R.A.M.C.. attd. 
1st Bn., North'd. Fus.—For conspicuous gallantry and devotion to 
duty. Hearing that there were several wounded men lying out that 
could not be collected until nightfall, owing to snipers and machine- 
gun fire, he went himself and dressed them in the shell-holes where 
they lay. On this, as on other occasions, he showed a total disregard 
for his personal safdty when the welfare of the wounded was at stake. 

Capt. (acting Major) FREDERICK CLARENCE CLARKE. 12th Fd 
Amb., Can. A.M.C.— For conspicuous gallantry and devotion to duty. 
Under heavy shelling he collected four severely wounded men, dressed 
them, placed them under cover, and remained with them until help 
arrived, when he got nil four away safely. For three days of heavy 
fighting his cheerfulness and devotion to duty inspired all under him. 

Capt. WILLIAM JAMES DOWLING, R.A.M.O., Spec Res., attd. 
3rd Bn., M.G. Corps.—For conspicuous gallantry and devotion to duty. 
He tended and evacuated wounded of his own and other units under 
very heavy shell and machine-gun fire. Later, he did excellent work in 
charge of the bearer section of a field ambulance. By his zeal and 
fearless conduct he Baved many lives. 

Capt. HARRY DUNLOP, Can. A.M.C. attd. 102nd Bn., 2nd Central 
Ontario R.—For conspicuous gallantry and devotion to duty. This 
officer followed close behind the attack and attended to the wounded 
under heavy machine-gun fire. He was untiring in his efforts tooare 
for and evacuate the wounded, and undoubtedly saved many lives. 

Capt. JOSEPH CULLODEN KAGAR, Can. A.M.O., attd. 78th Bn., 
Manitoba R.—For conspicuous gallantry and devotion to duty. 
Throughout the fighting this officer worked unceasingly, ministering to 
the wounded, frequently under heavy shelling and machine-gun fire. 
He went without food or sleep, and when wounded refused to leave 
until his station was cleared. 

Temp. Capt. ORIK ELGIN FINCH, R.A.M.C., attd. 2nd Bn.. K.O. 
Soo. Bord—For conspicuous gatlautry and devotion to duty. He moved 
his aid-post forward to dose behind the front line under very heavy 
machine-gun fire. Here he worked unceasingly in a trench for thirty- 
six hours bandaging and attending to wounded; and it was due to his 
fearless conduct and splendid energy that all the wounded were 
attended to in a short time. 

Capt. (acting Major) STANLEY RIDER GIBBS, 22nd (Wessex) Ed. 
Ajnb., R.A.M.C. (T.P.).—For conspicuous gallantry and devotion to 
duty. He organised the finding and evacuation of one officer and four 
other ranks lying wounded in an advanced machine-gun post In front 
of our lines, and although the operation, which took several hours, 
was conducted under almost continuous machiue-gun fire, he recovered 
them all. 

Temp. Capt. BASIL GRAVES, R.A.M.O., attd. 13th Bn.. R. Fus.- 
For conspicuous gallantry during an attaok. He dressed wounded tn 
the open under difficult conditions, and frequently under machine-gun 
fire. Throughout the operation he encouraged the wounded by his 
cheerfulness and disregard of danger, and by his devotion to duty saved 
many lives. * . .'t' 

Temp. Capt. WILLIAM HAMILTON, R.A.M.d., attd. 223rd Bde.. 

R. F.A. — For conspicuous gallantry during an advance. He remained 
at the gun positions throughout the operations. Under heavy shelling 
he attended to wounded In exposed positions, and was always cheerful 
under most trying circumstances. His courage and devotion to duty 
won him the admiration of all ranks. 

Capt. (acting Major) WILLIAM JAMES HIRST. 1st, attd. 21st. 

S. Mid. JFd. Amb., R.A.M.C. (T.F.).—For conspicuous gallantry and 
devotion to duty in organising the evacuation of wounded from a 
village during an enemy attack. He remained behind when the eueray 
advanced into the village and assisted in removing all the wounded, 
refusing to leave the village until the last man had been brought in. 
He has at all times shown great coolness and disregard of danger under 
heavy fire. 

Tempt. Capt. JEREMIAH HOLLAND, R.A.M.C., attd. 1st Bn.. 
Cbes. R.—For conspicuous galUntry and devotion to duty. Under very 
heavy machine-gun and rifle fire he collected and evacuated wounded 
from a ridge. He showed utter disregard for personal safety, and by 
his zeal and energy set a splendid example to those under him, and saved 
many lives. 

Capt. LANCELOT JOHN HUNTER, Austr. A.M.C.. attd. 15th Bn.. 
Auat. Infy.—For conspicuous gallantry and devotion to duty. When 
the battalion was heavily shelled in a blvouao for two hours he attended 
to the wounded with utter disregard of danger During an attack he 
followed closely behind the attacking troops and attended to the 
wounded under heavy fire. He 6Gt a splendid example of self-sacrifice. 

Capt. BELLENDES’ SEYMOUR HUTCHESON. Can. A.M.C.. attd. 
75th Can. Bn., 1st Central Ontario R.—For conspicuous gallantry and 
devotion to duty. Before the battalion reached its jumping off position 
the enemy put down a heavy barrage and many casualties were sus¬ 
tained. This officer worked unceasingly la attending to and dressing 
the wounded under heavy fire in open ground. During the mopping 
up of a village he passed through the streets several times attending to 
the wounded. He also voluntarily dressed nearly 100 enemy wounded 
who had been left behind. 

Capt. THOMAS ROSS JAGGER. Austr. A.M.C., attd. 3ist Bn., 
Aust. Infy.—For conspicuous gallantry .and devotion to duty. He 
carried on his work under heavy fire during two attacks and attended 
to the wounded of his own and other uul(s with utter disregard of 
danger. He set a splendid example of courage and self-sacrifice. 

Temp. Lieut. EDWARD DIGBY KINSEY, R.A.M.C., attd 1st Bn.. 
Bedf. R.—For conspicuous gallantry and devotion to duty. He remained 
In the open for over an hour when the battalion were Incurring severe 
casualties from intense shelling, dressing the wounded and seeing that 
they were promptly carried into safety. His efforts resulted m the 
saving of many lives. 

Temp. Capt. ALEXANDER CHESTER LAMBERT. R.A.M.C., attd. 
8th Bn., R. Lan. R.—For conspicuous gallantry and devotion to duty. 
He repeatedly established aid-prsts during an attack and under very 
heavy shell and machine-gun fire attended and evacuated wounded 
belonging to his own and other units. When a shell struck his aid-post, 
killing assistants and slightly wounding himself, he remained at duty 
and refused to go down. Throughout the operations his conduct was 
admirable. 

Capt. PHILIP WHITESIDE MacLAGAN. R.A.M.C., attd. 1st Bn. 
Herts R. — For conspicuous gallantry and devotion to duty. He ooo- 
tinued to bind up wounded on a road under shell fire. He also showed 
great ability in getting wounded evacuated from the aid-poet; and 
generally showed great coolness and disregard of danger * 
throughout the operations. 
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Capt. (acting Major) EDWARD BERTRAM MARSH. R.A.M.O— 
For gallantry and marked devotion to duty during an advance. He 
kept touch with the regimental medical officers’ and bearer divisions 
under very adverse circumstances and heavy lire, and so coordinated 
the forward evacuation that the divisional iront was cleared in the 
shortest possible time. His energy was remarkable throughout the 

^JpUAMBS KILBURN MOSS MAN, 5th Fd. Arab., Can. A.M.C.— 
For conspicuous gallantry and tireless energy in the execution of his 
duty. This officer was in charge of a section of stretcher-bearers, and 
rapidly organised the evacuation of the wounded. He followed close on 
the attacking infantry waves, and regardless of his own safety attended 
to the wounded. His zeal and judgment were a great example to the 

'"capt. FINLAY MUNROB, Can. A.M.C., attd. 52nd Can. Bn., 
Manitoba R.—For conspicuous gallantry and devotion to duty in dress¬ 
ing and attending to wounded during a hostile barrage. This officer 
has always disregarded personal danger, and has undoubtedly saved 
many lives on the battlefield. , „ n 

Capt. (now Maj.) SYDNEY MICHAEL OKIORDAN. Austr. A.M.C., 
attd. 13th Bn.. Aust. Infy.—For conspicuous gallantry and devotion to 
duty. During the later stages of ap advance, when the infantry were 
under heavy lire, he established his aid-post in an advanced position 
and dealt very rapidly with the casualties. His Initiative and coolness 
under heavy lire were an inspiration to all who came in contact with 
him. 

Temp. Capt, ANDREW FINLAY READDJE, 2lst Fd. Arab., 
R.A.M.C.—For conspicuous gallantry and devotion to duty. While 
supervising the evacuation of the wounded from the front line ho 
heard that a medical officer In charge of stretcher-bearers had been 
killed. He at once proceeded to the spot through heavy enemy barrage 
and took charge of the bearers, and it was due to his prompt action that 
no delay resulted. He has consistently done good work. 

Capt. LOUDON CORSAN REID. 12th Fd. Arab., Can. A.M.C,—For 
conspicuous gallantry and devotion to duty. For several hours under 
heavy rille and machine-gun lire he drebsed and cleared wounded, and 
by his efforts saved many lives. He several times went forward to 
points of extreme danger to satisfy himself that all wounded had been 
cleared. 

Temp. Capt. JOHN JOSEPH REYNOLDS, R.A.M.C., attd. 15th Bn., 
Hainp. R.—For conspicuous gallantry and devotion to duty. He 
formed an advanced regimental aid-post on the side of the road, thus 
shortening the stretcher-bearers' journeys. Eventually he was forced 
to evacuate thiB position owing to hostile lire. Later, he dressed and 
attended to all the casualties of three battalions, though partially 
gassed himself. By his untiring energy he undoubtedly saved many 
lives. 

Capt. FRANK ELLIOT THEN )WETH TRUE, Aust. A.M.C. attd. 
48th Bn., Aust, Infy.—For conspicuous gallantry and devotion to duty. 
He moved forward with the assaulting troops under very heavy fire, 
established his aid-post and organised his stretcher-bearers, and was the 
means of saving many of the wounded. He carried out his duties 
under heavy fire with great ►kill and courage. 

Capt. FRANCIS LOUIS TRINCA, A-str. A.M.C., attd. 2nd 
A.L.H.R.—For conspicuous gallantry and devotion to duty. During 
an attack this officer, although suffering from fever, carried out his 
duties with great energy and total disregard of danger. Later, he 
accompanied the troops in a counter-attack, attending to casualties in 
the open under fire, and setting a fine example of endurance. 

Capt. ALBERT HENDERSON WALLACE. 13th Fd. Arab.. Can. 
A.M.C.—For conspicuous gallantry and devotion to duty While in 
charge of five stretcher squads he followed a battalion into action and 
established collecting-posts for the wounded directly behind the 
battalion. His courage and initiative enabled the wcunded to be got 
out rapidly, thereby saving many lives. 

Capt, WILLIAM CHARLES WALSH, 13th Fd. Amb.. Can. A.M.C.— 
For conspicuous gallantry and devotion to duty. With four squads 
of stretcher-bearers he followed the battalion into action and estab¬ 
lished collecting-posts a few- hundred yards behind the front line. He 
dressed and evacuated wounded under heavy shell fire, working all day 
and night in the open until all w ere carried off the field. He behaved 

,P CjTpt M, ^RNEST HAROLD] WHELPLEY. Can. A.M. Corps., attd. 
Hdqrs., 3rd Bde., Can. Oar. Arty. —For conspicuous gallantry and 
devotion to duty. He at once went to a battery which was being' 
beavPy shelled, and as casualties occurred dressed their wounds and 
superintended their evacuation. He Bhowed great coolness and 
devotion to duty. 

Temp. Capt. WILLIAM BROCKIE WILSON. R.A.M.C.. attd. 1st Bn. 
Devon R.—For conspicuous gallantry and devotion to duty. He 
treated the wounded of his own and other battalions; thiB involved 
passing backwards and forwards over shell-swept, areas. Later he 
went forevard with his stretcher bearers and searched all the ground 
up to the front line. He showed splendid zeal and disregard of dang 
and set a fine example to those under him. 

Capt. PAUL ERNEST VOSS. A.A.M.C., attd.58tli Bn. Aust. Infy.— 
For conspicuous gallantry and devotion to duty. He worked at his 
aid-post under heavy fire throughout two days’operations, and attended 
to the wounded of two divisions. He set a fine sample of courage 
throughout, and undoubtedly Baved many lives. 

The following awards are in connexion with operations in 
the White Sea and in the Adriatic respectively:— 

Di8Unfinished Service Order . 

Surg. Lieut. JOHN GREENLAW DOBSON, R.N.. H.M.S. MM2o.”— 
Though wounded by the explosion of a shell, he carried out all opera¬ 
tions that could be effected on the wounded, working continuously 
from 7 p.m. till 10 p.m., when he collapsed. Throughout this time 
Sufg- Lieut. Dhbson went about his work as if' nothing had 
happened. 

Hurg. Lieut.-Cdr. CYRIL VERITY GRIFFITHS, R.N. 


JOHN DOW, M.B., Ch.B. Aberd., 

CAPTAIN, INDIAN MEDICAL SERVICE. 

Captain J. Dow, who died at Shiraz, Persia, on Nov. 5th, 
at the age of 29 years, was eldest son of Peter Dow, 
headmaster of the West End School, Elgin. He was 
educated at his father’s 
School, Fordyce Aca¬ 
demy, and the Elgin 
Academy, and gradu¬ 
ated with distinction 
at Aberdeen University, 
taking the M.A. degree 
in 1910 and the M.B., 

Ch.B. in 1915. He was 
then house surgeon to 
Professor J, Mamoch 
at Aberdeen Infirmary, 
and before going to 
India in 1916 held a 
commission in the 
R.A.M.C., being at¬ 
tached to the Highland 
Casualty Clearing 
Station at Aberdeen. 

Captain Dow had per¬ 
formed valuable wojfcv t 

in India, Mesopotamia, and Persia, spending 18 months at 
Shiraz, where he was actively engaged in combating the 
cholera epidemic. His death'Was due to influenza. 


Foreign Decorations. 

French. 

Leqion of Honour.— Commander: Surg. Vice-Adrpl. Sir W. H. Norman 
K.C:B. Chevalier: Surg. Cdr. W. W. Keir, C.M.G., R.N. 
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FRANK CECIL HARRISON, M.^.S.'Kng., L.D.S., 

‘ CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain F. C. Harrison, who was killed in action in 
Belgium on Oct. 13th, at the age of 26 years, wasJ eldest 
son of the late Frank Harrison, M.R.C.S., L.D.S., of Sheffield. 
He was educated at 
Sheffield Grammar 
School and King 
Edward VII. School. He 
then studied dentistry 
at the Royal Dental 
Hospital, London, and 
attended Sheffield Uni¬ 
versity as a medical 
student, taking the 
diplomas of the Con¬ 
joint Board in 1915. 

An enthusiastic 
worker in the Officers 
Training Corps at the 
University, he obtained 
the Coronation Medal in 
1911. He was gazetted 
in August, 1914, joined 
the R.A.M.C. after 
qualifying, and went - 

out to France in 1915. At the time of his death he was 
attached to the Duke of Wellington’s Regiment in the 
49th West Riding Division. The A.D.M.S. of his division 
writes that he was able in his work and keen in all that 
pertained to the well-being of his men. “ He was brave as a 
lion and a true friend to us all.” 



Mentioned in Despatches. 

In a despatch received from the Commander-in-Chief of 
the British Forces in Italy, dated Nov. 15th, 1918, the 
following reference to the medical services occurs :— 

The fresh influenza epidemic, which broke out shortly before the 
commencement of the operations, threw a heavy' and additional strain 
on the medical services. Despite this the evacuation and care of both 
the sick and wounded*were rapidly and satisfact. rllv carried out. All 
the arrangements were most ably organised by my Director of Medical 
Services, Major General F. R. Newland, C.B.. C.M.G. 

In connexion with operations in the Sudan the name of 
Major A. Gibbon, R A.M.C., is brought to notice for dis¬ 
tinguished and gallant service in the field. 

The names of Surg. Lieut.-Cdr. W. E. Ormsby, R.N., and 
of Surg. Lieut. L. F. Strugnell, R.N., have been mentioned 
in despatches dealing with operations in the Adriatic. 
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Cffrnspanimtn. 

“ Audi alteram partem.” 

THE VALUE OF PHYSICAL TREATMENT. 

To the Editor of The Lancet. 

Sir, —The Prime Minister in his speech on Nov. 16th, in 
placing the case for the Coalition at the Central Hall, 
Westminster, said: “The health of the people must espe¬ 
cially be the concern of the State. This is one of the war’s 
revelations.” Might I be allowed to express in your 
columns my views regarding the adoption of physical 
treatment in a State scheme of medical service? 

During the past four years physical treatment in all its 
branches has made great progress ; it has been universally 
adopted, and the War Office in 1915 recognised the im¬ 
portant r61e it plays in the treatment of men who are suffer¬ 
ing from the many after-effects of disabilities contracted in 
the war. Dr. Fortescue Fox and others have, through the 
Royal Society of Medicine and other channels, left no stone 
unturned in their endeavour to inform the profession what 
could be done in this country and what was being done in 
other countries. Its adoption has been to a very large 
extent in conjunction with orthopaedic treatment, and most 
of the institutions where these cases are treated possess 
complete physical treatment installations. Cases pass from 
the surgical or medical sides of a hospital to the after- 
treatment or physical treatment department, and remain 
there until no further improvement can be attained. 

I should like to enumerate a few of the conditions which 
can be successfully dealt with by these methods — viz., 
hydrology, electricity, massage, exercise (active and passive). 

1. Debility from any cause, e.g., pneumonia, typhoid, 
dysentery, all post-operative conditions, e.g., appendicitis, 
hernia, <&c. 

2. Rheumatism, including myositis, myalgia, fibrositis, 
rheumatoid arthritis, osteo arthritis, both in the earlier 
stages. 

3. Neuritis, including neuralgias of all kinds, particularly 
headaches, which are often of rheumatic origin due to 
fibrositis of the cervical muscles. 

4. Nervous conditions, including neurasthenia, loss of 
nerve tone, general tremors and insomnia associated at the 
present time with the overstrain of war and shell shock. 

5. Heart conditions, particularly arrhythmia, tachycardia, 
bradycardia, loss of myocardial tone ; dilatation whether 
associated with valvular disease or not. 

6. Post-operative conditions, such as adhesions following 
abdominal operations, contracted scars producing deformity 
by the trapping of nerves or tendons. 

7. Fractures with only fibrous union; in other words, 
deficiency of callus. 

8. Paralysis and paresis of any nerve, more particularly 
facial, ulnar, median, musculo-spiral, sciatic ana branches.* 

9. Synovitis and fibrous ankylosis of large or small joints 
where breaking down of tissue and re-education of movement 
are necessary. 

10. Circulatory conditions, such as trench feet, post frost¬ 
bite, and erythromelalgia. 

There are many other conditions which might be men¬ 
tioned where physical treatment is indicated. It is the 
accurate and direct therapeutic aoplication of exercise in its 
many forms which is absolutely necessary to ensure a 
scientific and well-balanced method of procedure. Most of 
the men in our Array have been brought under discipline for 
the first time in their lives, and training in speed, alertness, 
agility, the strengthening of flabby and weak muscles, all 
combine to give them a feeling of well-being, confidence, 
and fitness to which they have been strangers. 

Professor Tait McKenzie, of Pennsylvania University, who 
has served as a Major in our Royal Army Medical Corps, in 
taking part, on his return to America, in a discussion on a 
paper concerning the Reconstruction and Rehabilitation of 
the Disabled Soldiers, says : — 

“ In the inspection of training camps (in the early days of 
the war), which ran from 30,000 to 80,000 men, it" was my 
duty to travel from one to the other, and we repeatedly 
found a number of men who were unable to take full 
training. Now these were paraded, and in the course of 
examination we found that many of them were Buffering 
from conditions that could be cured by proper treatment, 
sometimes by operation, but more frequently by some form 
of physical therapy that would bring them back to military 
usefulness. The number of these was very considerable.” 


During the past two and a half years 10,000 officers and 
men have been treated by physical therapy in the department 
of which the writer has charge. Of this number 45 per cent, 
have finally been passed fit. These statistics show what 
physical treatment can accomplish in restoring the unfit to a 
state of fitness or, failing that, to the maximum point of 
utility. I trust that the authorities who formulate the 
scheme of State medical service will bear in mind the im¬ 
portant role played by this form of treatment. It will 
certainly replace many bottles of medicine and benefit the 
patient by Nature’s remedies. But I would emphasise that 
the application of physical therapeutics to pathological con¬ 
ditions must depend for its success upon careful selection 
and accuracy of the dose employed, and also on persistence 
in following a course of treatment. It is the neglect of 
these considerations which is responsible for most of the 
failures in their application. The physician often fails to 
appreciate the range and effectiveness of the most powerful 
and versatile system of therapeutics which is always at his 
command. 

I should like to say that there is a very grave danger of 
this form of treatment falling into unqualified hands, and I 
beg to suggest that the Government should take steps to 
prevent quacks and charlatans from gulling the public by 
unprofessional advice and unskilled treatment. At present 
there is no law to prevent these individuals from opening 
elaborate treatment rooms and advertising, and thereby 
gaining distinct and unfair advantage over the qualified 
practitioner.—I am, Sir, yours faithfully, 

Frank Radcliffe, 

Western Command Depdt. Heaton Park, M.O. I/c Treatment. 

Manchester. 


ADVANCES IN THE TREATMENT OF 
FRACTURES. 

To the Editor of The Lancet. 

Sir,— Having seen in The Lancet of Dec. 14th Dr. 
R. Scot Skirving’s description of his visit to No. 8 Stationary 
Hospital I would like to add my appreciation of the work that 
has been done there. Personally I do not believe that any 
man has afforded the wounded soldier more freedom from 
physical anguish than Major M. Sinclair has. On the 
occasion of my last visit to that hospital in November I was 
much struck by the excellent series of specimens illustrating 
the various fractures of bones resulting from projectiles. 
These were beautifully mounted and the innumerable com¬ 
minuted fragments were collected and secured in position 
with perfect accuracy. They will make a valuable addition 
to a collection such as the Keogh War Museum at the 
Queen’s Hospital at Sidcup. The cases in the wards showed 
how it was possible by the proper use of glue and by other 
means to obtain accurate axial continuity of fragments, even 
in the worst cases of comminution. They illustrated the 
importance of leaving as many fragments as possible in the 
wound, since they served after a time to make abundance 
of new bone. Perhaps one of Major Sinclair’s devices which 
has proved most effective and painless is the use of screws 
inserted into the long bones. These afford secure holds on 
which traction can be readily exerted. At this hospital the 
accuracy of Sir Alraroth Wright’s view is fully borne out by 
the use of dry gauze dressings, no antiseptic having been 
employed for over two and a half years. It must be a great 
source of satisfaction to British surgeons that their fellow 
countryman has been able to do so much for surgery by 
putting it upon a definite scientific basis. If one were asked 
to allot credit for the work done by British scientists and 
surgeons in this war I would conclude that that of Sir 
Almroth Wright has been of the greatest scientific importance 
to surgery, and that of Major Sinclair of the highest clinical 
value to the wounded soldier. 

I am, Sir, yours faithfully, 

Dec. 14th, 1918. W. ARBUTUNOT LANE. 


THE LONDON UNIVERSITY ELECTION: 

A PROTEST. 

To the Editor of The Lancet. 

Sir,— You have very justly placed our postcard below Sir 
Wilmot Herringham’s angry letter of protest in your last 
Friday’s issue, and it will be seen that we simply point out 
the probability that the medical candidate, not being a 
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graduate of the University of London, will only alienate 
votes from the Coalition candidate, which on public grounds 
we should greatly deplore. From his letter it might be feared 
that if he were returned Sir Wilmot’s methods of contro¬ 
versy, whilst adding to the liveliness of the House, would 
scarcely enhance the dignity of his adopted University. 

I am, Sir, yours faithfully, 

London, Dec. 14th, 1918. R. DOUGLAS POWELL. 


SPINAL ANAESTHESIA. 

To the Editor of The Lancet. 

Sir,—O wing to the demands upon your limited space, my 
remarks at the meeting of the Section of Anaesthetics of 
the Royal Society of Medicine, as reported in The Lancet of 
Dec. 14th, have been necessarily abbreviated, and two points 
which I think are of some importance have been omitted. I 
should like to be allowed to refer to them. 

The first point is that there has been a misconception of 
the nature of the two solutions commonly employed in spinal 
anaesthesia. The specific gravity of Barker’s stovaine-glucose 
solution is 1 023, that of the stovaine-saline solution 1 083. 
The former, however, has always been called the “heavy” 
solution, the latter the “light ” solution, and has been used 
as a “ light ” solution, the patient being placed very soon 
after injection in the head-down position. The fall of blood 
pressure being largely compensated by gravity, pallor, 
sweating, faintness, and collapse have been less frequent and 
less severe, and Barker’s solution has been gradually ousted 
from its former position of predominance. Gravity can, 
however, be made use of with advantage when Barker’s 
solution is injected. Diffusion plays a much smaller part in 
the production of disquieting or alarming symptoms than 
was originally thought. 

The second point is that blood-pressure readings should be 
taken almost as a routine in spinal anaesthesia. They throw 
much light on the difficulties of the method, and are valuable 
in helping the anaesthetist to form a prognosis. 

I am, Sir, yours faithfully, 

Francis E. Shipway. 

Queen Anne-street, W., Dec. 16th, 1918. 


HAEMATEMESIS AS A COMPLICATION OF 
APPENDICECTOMY. 

To the Editor of The Lancet. 

Sir,—I n The Lancet of July 6th there is an article by Dr. 
E. Drybrough-Smith on hrematemesis as a complication of 
appendicectomy. I have had two cases following appendicec- 
tomy similar to the case he records, but, unfortunately, with 
not the same happy ending. 

Case 1.—I was called to see a patient, 19 years of age, 
suffering from appendicitis; with rest in bed, she got better. 
About three months afterwards she had a similar attack, 
which likewise subsided, and to prevent future attacks she 
desired an operation. On Oct. 18th, 1914, she went into a 
nursing home. The next day menstruation commenced, 
and as there was no urgency the operation was postponed 
until the 29th. During the interval of waiting in the home 
she was on full diet, under observation, and did not 
complain of any abdominal pain. This is important, 
because the question of gastric ulcer might arise in a 
girl of 19. 

On Oct. 29th I removed her appendix; there were a few 
adhesions, but there was no difficulty whatever about the 
operation. 8he was put to bed in good condition. About 
eight hours after the operation I was called to see her, 
as she did not seem to be doing well. She had a very 
fast pulse, was very pale and very restless, and was evidently 
suffering from haemorrhage. Though there was no swelling 
or discolouration about the wound her condition pointed so 
strongly to haemorrhage that she was given an anesthetic, and 
the wound was reopened, for fear a ligature bad slipped, but 
everything waB found in order. About four hours afterwards 
she vomited a large quantity of coffee-ground vomit; she 
was given a hypodermic injection of morphia and atropine 
and teaspoonfuls of water containing 10 minims of adrenalin 
extract every half hour. This treatment did no good, and 
she kept vomiting the same kind of vomit, and died about 
24 hours after the operation. 

Case 2.— In September, 1916, when surgeon with the 
French Red Cross, I was asked by a French colleague, a 
physician, to see a little girl, 10 years of age, whom he 
was treating for appendicitis. A diagnosis of appendi¬ 
cular abscess was agreed upon, and she was taken to a 
military hospital for operation. I found a big abscess in 


which there was a gangrenous appendix; a portion of 
omentum was also gangrenous. This and the appendix 
were removed. A large cigarette drain was put in the 
abscess cavity and the child returned to bed. in a much 
better condition than before operation. About six hours 
after the operation the night sister who had charge of the 
child sent for me. The child was very restless and very pale 
and was clearly suffering from haemorrhage ; there was no 
blood escaping* from the drain, but to make sure there was 
no haemorrhage at the site of operation the wound was 
reopened, but there was no sign of bleeding there. About 
12 hours after the operation she brought up a large quantity 
of coffee-ground vomit, and continued vomiting until she 
died 16 hours after the operation. In neither case could I 
get a post-mortem examination. 

Osier, in his text-book, mentions operations in the abdomen 
as being a cause of haemorrhage of the stomach, particularly 
when the omentum is wounded. He also states that many cases 
have followed operations for appendicitis, the complication 
being very fatal. There is an article in Moynihan’s 
“Abdominal Operations ” on post-operative hoematemesis in 
which many theories are mentioned as to the cause. He states 
that, as a rule, the amount vomited is small—this was not the 
case in the two patients I have seen. The question is also 
discussed in Keen and Da Costa’s “System of Surgery,” in an 
article by Yan Hooke and Kanavel. 

The consensus of opinion seems to be that the haemorrhage 
arises from small erosions in the gastric mucosa. If I ever 
have the misfortune to meet another case I should try hypo¬ 
dermic injections of serum. Serum is a useful adjuvant in 
cases of haemorrhage. 

In a case I saw recently of severe epistaxis, in which oozing 
persisted after plugging the posterior nares with plugs soaked 
in adrenalin, the bleeding ceased after an injection of anti- 
diphtheritic serum used in lieu of plain serum. 

I am, Sir, yours faithfully, 

J. Vere Arkle, M.D., F.R.O.S. 

KalgoorUe, Western Australia, Uct. 9th, 191i£ 


THE CAUSES AND INCIDENCE OF DENTAL 
CARIES. 

To the Editor of The Lancet. 

Sir,—D r. J. Sim Wallace begins the introduction to his 
book on the Prevention of Dental Caries as follows : 
“ Dental caries is one of the most easily and certainly 
preventable of diseases.” Is this true? If so, it is a 
scandal that the details of its prevention are not known to 
every father and mother in the civilised world. It is 
impossible to exaggerate the terrible state of the teeth in 
this country, the disease and economic loss following the 
dental caries. 

I urge you, Sir, to demand a Government Commission to 
inquire into the matter at once. This is what the President 
of the Dental Association of New Zealand said to the 
Acting Premier last July : “ The examination of thousands of 
school children in New Zealand shows the percentage of 
those suffering from dental caries to be 95. If cows were 
similarly affected they would not be tolerated for one 
month.” It is my firm belief that Dr. Sim Wallace has 
solved the problem. 

May I point out that three articles of food, which taken 
in large quantities are believed to be most pernicious, have 
been very scarce as regards the first two, unobtainable 
as regards the third—i.e., (1) milk; (2) manufactured 
sugar and sweets ; (3) soft white bread and finely milled 
flour in biscuits. Cow’s milk belongs to the calf, and milk 
is the correct food for the toothless young only. Manu¬ 
factured sugar, in the enormous quantities consumed before 
the war, is a modern article of diet; previously we made 
our own sugar. There is all the difference between the 
native grinding and chewing the cane for his meal and the 
concentrated article in the sugar-basin. Wholemeal bread 
mugt be well chewed ; it cannot be bolted like the soft white 
of pre-war days. How are the children to-day? Apart 
from influenza, which is prevalent throughout the world, 
their health is excellent. Mr. H. J. Morris, in a letter to 
The Lancet dated April 2nd, 1918, states: “It is easier 
and cheaper to feed children on preventive lines than as they 
are generally treated.” The matter cannot rest where it is 
to-day. Are we to teach the public prevention, which costs 
nothing, or are we to supply an army of dental surgeons 
to fill the teeth of the whole community? 
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In my lectures to the soldiers under my care on “Why 
Does the Tooth, the Hardest Part of ‘the Body, Rot in the 
Nursery and the Schoolroom ?” 1 have pointed out that I 
never saw a case of appendicitis amongst the poor country 
Arabs under my care in Egypt before the war ; that no girl 
ever came to me with a history of indigestion and sub¬ 
sequent gastric ulcer ; that cancer, which so often attacks 
some part of the alimentary canal, was practically unknown 
to me ; that tonsils and adenoids never came my way, 6he 
last possibly because practically all the children were 
breast-fed.—I am, Sir, yours faithfully, 

W. E. Nickolls Dunn, 

Horton War Hospital, Epsom, Dec. 7th. 1918. Major, R.A.M.C. 


THE SERVICES. 


ROYAL NAVAL MEDICAL SERVICE. 

Temp. Surg.-Lieut. C. K. Scales, who has been invalided on account 
of ill-health contracted in the Service, to retain his rank. 

ARMY MEDICAL SERVICE. 

Col. D. M. O Callaghan, C.M.G., is placed on retired pay. 

Headi/uartcrs of Administrative Services and Departments. 

Temp. Major G. O. Taylor, Canadian A.M.C., to be Deputy Assistant 
Director of Medical Services. _ 

ROYAL ARMY MEDICAL CORPS. 

The undermentioned to be acting Majors: Capt. J. E. Hepper; 
Temp. Capts. H. G. Drake-Brockman and B. Sweeten whilst specially 
employed. 

Temporary Lieutenants to be temporary Captains : S. F. Greenfield, 
P. S. Ilunun, H. W. Knowling, C. W. Jovnt, L. H. Butler, F. W. H. 
Pilot, B. W. H. Fergus. J. G. Millar, J. C. Fox. H. S. Metcalfe, J. A. M. 
Bligh, G. T. Wrench, H. J. V. R. Alltn, D. M&cK. Gray, R. J. G. Halden, 
J. A. Johnstone, F. W. Lawrence, L. A. Morris. R. N. M. Rowstrom, 

D. B. Wilson, H. L. W. Woodroffe, R. Steel, B. E. Lawrence. A. R. P. 
Scott, H. Thomson, T. M. Hopgood. J. C. Johnson, G. C. Cossar. F. J. 
Power, G. Ferguson, R. O’Connor, H. 8. Gabb, W. Crerar, F. C. Watson, 

E. Bottomley. W. Leathgrbarrow, E. A. B. Poole. 

T. B. Sellers, late temporary Captain, is granted permission to retain 
that rank. 

Officers relinquishing their commissions : Temp. CaptR. J. D. 
Lithgow, H. C. Will, N. W. Walmsleji A. Griffiths (acting Major), D. R. 
Pike. H. C. Harper, H. A. Mason, G. P. White. A. Tait, H. A. Easton, 
H. Angel, F. W. K. Lawrie, A. C. Reid (and is granted permission to 
retain his rank); Temp. Lieuts. M. F. Tylor, C. I. Harmar. 

Territorial force. 

Capt. (acting Major) G. T. Willan, D.S.O., is granted the pay and 
allowances of his acting rank. 

General List.— Lieut.-Col. L. J. Blandford to be acting Colonel whilst 
employed as Deputy Director of Medical Services. 

Lieut.-Col. T. F. Dewar to be acting Colonel whilst employed as 
Assistant Director of Medical Services. 

Major G. C. Taylor, from Sanitary Service, to be Major. 

2nd London Sanitary Company : Lieut. B. Chaikin to be Captain. 

1st Lowland Field Ambulance: Major W. C. Murray to be a Deputy 
Assistant Director of Medical Services. 

3rd West Lancashire Field Ambulance : Major A. A. W. Merrick, from 
Deputy Assistant Director of Medical Services, to be Major. 

1st Home Counties Field Ambulance: Capt. C. H. Gregory, from 
Deputy Assistant Director of Medical Services, to be Captain. 

Sanitary Service.— Lieut.-Col. L. J. Blandford to be Assistant 
Director of Medical Services, and to be temporary Colonel whilst so 
employed. 

Lieut. Col. T. F. Dewar to be a Deputy Assistant Director of Medical 
Services. 

Major G. C. Taylor to be a Deputy Assistant Director of Medical 
Services. 

AtLache(i to Umts other than Medical Units.— Capt. A. S. M. 
Macgregor to be a Deputy Assistant Director of Medical Services. 

territorial force reserve. 

Major G. W. McIntosh, from Attached to Units other than Medical 
Units, to bo Major. 

Major (Brevet Lieut.-Col.) C. Hundle, from 1st Western General 
Hospital, to be Major. 

Capt. W. M. L&ngdon, from the London Field Ambulance, to be 
Captain. _ 

ROYAL AIR FORCE. 

Medical Branch.— The undermentioned are granted temporary 
commissions as Captains :— T. B. Mulvany (late temporary Captain, 
R.A.M.C.) and R. J. Aheme (late temporary Captain, R.A.M.C.). 

Dental Branch.— The undermentioned (temporary Captains. General 
List, Dental Surgeons) are granted temporary commissions as Captains : 
H. F. Barge, C. L. Colbran, C. J. Crocker, J. Speak, and T. F. Healey. 

D. H. W. Williamson (temporary Lieutenant, General List, Dental 
Surgeon) is granted a temporary commission as Lieutenant. 


The Mental After-Care Association for Poor 
Persons Discharged Convalescent or Recovered from Institu¬ 
tions for the Insane, Church House, Westminster, earnestly 
appeals for further help to carry on and extend its work, 
which has largely increased owing to the many shell-shock 
and air-raid sufferers who have been among the applicants. 
The results of the work have been very satisfactory, and 
further particulars will be gladly given by the secretary*. 


Stefoal Seta. 


University of Oxford.— At examinations held 
recently the following candidates were successful 

Second Examination for Degree of Bachelor of Medicine. 
Materia Medica and Pharmacology,— C. K..J. Hamilton, Lincolh; 

and M. H. MacKeitb, Queen’s. 

Pathology.— H. P. Hodge, non-col legiate. 

Forensic Medicine and Public Jfealtk.—Y. A. Brown. Exeter. 

Medicine , Surgery, and Midwifery.— C. F. Krlge. Hertford: A. K. 
Thomas, University; H. W. Toms, Jesus; andB. Tordoff, St.Johns. 

University of London.— At examinations held 
recently the following candidates were successful 
Second Examination for Medical Degrees. 

Part //.—Frederick B*ch. London Hosp.; Edward Townley Bailey, 
Middlesex Hosp.; # Cecll S ted man Cloake, Lond. Hosp.; Betty 
Dent, Lond. Sch. of Med. for Women; Archibald Glen Duncan, 
London Hosp.; Keridwen Valentine Edwards, Unlv. Coll., Cardiff ; 
Gertrude Evans, Lond. Sch. of Med. for Women : Olive Gwendolin 
Fisk, Glrton Coll, and London Hosp.; Richard Kcnrick Fou kea, 
King's Coll.; Nellie Gray, King's Coll, and Westminster Hosp.; 
Muriel Minnie Harris, Lond. Sch. of Med. for Women and King s 
Coll.; Hilda May Haythomthwalte and Marjorie Browning Hubert, 
Lond. Sch. of Med. for Women; Shankar Hamchandra Joglekar, 
Middlesex Hosp.; Dilys Menal Jones, Unlv. Coll., Cardiff ; Henry 
Charles Victor Joy, London nosp. ; Bessie Levin, Lond. Sch. of 
Med. for Women ; William Alexander Low, 8t. Thomas’s Hosp. ; 
Ivan Bailey McCann and Alan McKenzie, Guy’s Hosp.; Templar 
Edward Malins. Unlv. Coll., Cardiff; Leslie Stuart Morgan. St. 
Bart.’s Hosp.; Ernest Rudolf Dudley Nagel, St. Thomas’s Hosp.; 
Bertram Sydney Nlsse, London Hosp. ; Thomas Stanley North, 
St. Mary’s Hosp.; Rupert John Parry, Unlv. ColT,. Cardiff; 
Frederick Alfred Pickworth, King's Coll. ; Olive Gwendoline 
Potter, Girton Coll, and London Hosp.; Edward Horace Richards, 
Guy’s Hosp.; Edith Margaret Ross-Johnson, Cambridge Unlv.; 
Elizabeth Merriraan Sanderson and Dorothy Mary Stewart. Lond. 
Sch. of Med. for Women; William Hedley Summerskill, Guy’s 
Hosp.; Wenefride* Thompson and Helen Caroline Tompson. J^-nd. 
Sch. of Med. for Women ; Frederick H. Wickham Tozer, London 
Hosp.; and Edith Helen Trimmer, King’s Coll, and St. George's 
Hosp. 

* Distinguished In Physiology and in Pharmacology. 

Central Midwives Board for Scotland.—A t 

the meeting of the Central Midwives Board for Scotland held 
in the offices, 50, George-sqnare, Edinburgh, Sir Halliday 
Croom in the chair, intimation was made of the appointment 
of Sir John Lome MacLeod as representative of the Conven¬ 
tion of Royal Burghs in place of the late Sir Robert Kirk 
Inches.—The following are the decisions in the cases of 
midwives heard before the Penal Board:— 

No. 1240 For fading to send the proper form for medical assistance 
In a case of still-birth, &c. The midwife was c&utlonel strictly to 
observe the Rules of the Board, and the local supervising authority 
was Instructed to report to the Board at the end of one month upon her 
conduct as a midwife and as to her fitness to take pulse and tempera¬ 
ture.—No. 179. For failing to advise medical assistance in the case of a 
child suffering from serious skin eruptions and for other breaches of 
the Rules. The midwife was suspended from practice for one month, 
and the local supervising authority was instructed to report on her 
ability to take pulse and temperature before she resumed practice.— 
No. 1724. For falling to send for medical assistance in a case of 
ophthalmia neonatorum and for other breaches of the Rules. The 
secretary was instructed to remove the name from the Roll of Midwlvea 
and to cancel the certificate. 

Royal Medical Benevolent Fund.—A t tlie 
last meeting of the committee, held on Dec. 10th, 30 cases 
were considered and £282 voted to 25 of the applicants. The 
following is a summary of some of the cases relieved :-r 
Widow, aged 82, and daughter, aged 42. of M.R.C.S. Eng. who prac¬ 
tised at Camborne and died in 1892. The daughter has recently bAd an 
operation and Is now unable to earn. Mother’s Income £79 from Invest¬ 
ments and an annuity Owing to the high price of food unable to 
manage. Rent £32. Voted £10.—Widow, aged 65, of M.R C.S. Kng. 
who practised at Brighton and died in 1898. Was left unprovided for 
with one daughter, now aged 38, who earns about £20 per annum aa 
dally governess and lives at home. Applicant receives two small 
pensions amounting to £24. Rent £12. Applicant Is now very ill. 
Voted £10.—Daughter, aged 124, of L.S.A. Lond. who practised in 
North London and died in 1914. Mother also dead, and now in charge 
of an aunt, who applies for help towards clothes and holiday expenses. 
The aunt is a school mistress with £75 per annum, but owing to 
increased cost of living finds she cannot continue to keep her niece as 
she has done in the past. Voted £10 —Widow.aged 61,of M.R.C.S. Eng. 
who was in H.M. Prison Service and died In 1917. Has two daughters, 
now aged 37 and 34, working as temporary clerks. Husband left no 
mcaiiB, and only Income of applicant beyond help from her daughters 
is a small gift from another charity. Relieved once. £12. Voted £$ 
—Widow, aged 48, of L.R.C.P. Edin. who practised in Fife and 
died In 1913. Was left with six children, ages 27 to 10. She earns 
£30 by clerical work and receives £70 from children. Son on 
whom applicant mainly depends has been in hospital for three 
months. Relieved twice, £50. Voted £10 in two instalments.— 
Daughter, aged 40, of M.R.C.S. Eng. who practised at Streatbam arvl 
died in 1914. Applicant s income is £20, and she lives with her mother, 
who also receives help from the Fund, and both are invalids. Relieved 
four time*. £20. Voted. £5. -Widow, aged 76. of M.R.C.S. Bng. who 
practised at Rye and died in 1891. Applicant receives £50 In dividends 
and lives in own house. A married daughter whose husband is in an 
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asylum lives with her. Applicant suffers from cataract in both eyes, 
and is too old to work. Relieved three times, £36. Voted £12 in 
12 instalments.—Widow, aged 60, of L.F.P.S. Glasg. who practised at 
Heaton-on-Tyne and died in 1899. Left with six children, four of whom 
are married. One daughter, aged 27, at home to look after applicant, 
who is ill, and son, aged 19, who earns 28 8. a week. Relieved 13 times, 
£142. Voted £12 in 12 Instalments. —Daughter, aged 59, of M.R.C.S. 
Eng. who practised at Liverpool snd died in 1893. Applicant was left 
without means, and is a chronic invalid and quite unable to work. An 
uncle pays her rent but cannot help further. Relieved 10 times, £114. 
Voted £12 in 12 instalments.—Daughter, aged 52, of L.R.O.S. Glasg. 
who practised in India and London and died in 1873. Applicant was 
left with about £20 per annum, and, being delicate, unable to under¬ 
take any regular employment. Relatives help occasionally. Relieved 
five times, £42. Voted £12 in 12 instalments.—Widow, aged 61, of 
L.S. A. Lond. who practised at Bournemouth and died in 1913. Was left 
entirely without means. Receives a pension of £26 from another 
sooiety and tries to supplement this by taking in lodgers, but has not 
been successful. Relieved four times, £48. Voted £12 in 12 instal¬ 
ments.—Widow, aged 51, of M.R.C.S.Eng. who practised at West¬ 
minster and died in 1911. Applicant was left entirely unprovided for 
and has endeavoured to e&m a living by teaching music, but owing to 
the war she has not many pupils. Relieved £5 some years ago. Voted 
£10 in two instalments. 

Subscriptions may be sent to the acting honorary treasurer, 
Dr. Samuel West, at 11, Chandos-street, Cavendish-square, 
London, W. 1. 

The death is announced, on Dec. 13th, at the age 
of 66, of Dr. George Ogilvie, late senior physician to the 
French Hospital and to the Hospital for Epilepsy and 
Paralysis, Maida Vale. 

A Nursing Home Tragedy.—A Hove jury on 
Dec. 12th having returned a verdict of “Death from mis¬ 
adventure,” the coroner recorded that Mary Jane Gray died 
from a fracture of the skull, caused by falling downstairs 
when struggling to prevent a male patient of unsound mind 
and insufficiently clad escaping from the house at night. 
Mrs. Gray was the matron of a nursing home. On 
Nov. 30th fc patient entered with nervons breakdown. 
He had been a sheep farmer in New Zealand and 
only married on Nov. 14th. His condition developed 
into insanity in a very short time, and on Dec. 5th, live 
days after his admission, he overpowered those in the 
house, and in the straggle on the stairs the patient 
and Mrs. Gray fell to the bottom, Mrs. Gray dying from the 
injuries received. The patient escaped from the house, but 
was secured and removea to the county asyltjm. The jury 
added a rider to their verdict expressing the view that the 
care of male patients suffering from nervous maladies was 
not fit work for women alone without assistance, and that 
it should be enacted that at least one male attendant should 
be on duty in every nursing home. The coroner agreed to 
Jay the matter before the proper authorities. On behalf of 
the family the deepest sympathy was expressed to the 
relatives of the deceased lady. 


THE LANCET, VOL II., 1918: THE INDEX. 

The Index and Title-page to the volume of 
The Lancet to be completed with the issue of 
Dec. 28th is in preparation. Owing to the continued 
shortage in the paper-supply, the Index will not be 
issued with all copies of The Lancet, as was the 
custom prior to the War. Subscribers who bind 
up their numbers are requested to send a post-card 
(which is more convenient for filing purposes 
than a letter) to the Manager, The Lancet Office, 
423, Strand, London, W.C. 2, when a copy of the 
Index and Title-page will be supplied free of charge. 



Alba.n, Edgar, M.B., B.S. Lond., M.R.C.S. Eng., L.R.C.P. Lond., 
BarriBter-at-Law (Lincoln’s Inn), has been appointed Deputy 
Coroner in the South-Eastern District to Dr. H. B. Oswald, one 
of H.M. Coroners for the County of London. 

MacCarthy, D., M.B., Certifying Surgeon under the Factory and 
Workshop Acts for the B&llyfeard District of the county of Cork. 


faranries. 


For further information refer to the advertisement columns. 

Alton, Hants , Lord Mayor Treloar Cripples'Hosp.— Asst. Rea. M.O. £200. 
Barnstaple , North Devon Infirmary.- H.S. £150. 

Barrow-in-Furness , North Lonsdale Hospital.— Second H.S. £250. 
Bedford County Hospital.— H 8 . or Clin. Asst. 

Bootle Hospital, near IAverpool.—Inn. H.8. £170. 

Brighton, Royal Sussex County Hospital.—Asst. Path. £200. 

Cardiff, King Edward VII. s Hospital.— H.S. £200. Also Student 
Dresser. 52 gs. 

Dudley, Guest Hospital.— Hon. Surg. 8taff. 

Evelina Hospital for Children, Southwark, S.E.— H.P. and H.8. £160. 
Gloucester, Gloucestershire Royal Infirmary and Eye Institution.— 
1st and 2nd H.S.’s. £175 and £150 respectively. 

Hospital in Serbia.— S. 

Oxford, Radcliffe Infirmary and County Hosvital.— H.P. £200. 
Plymouth , South Devon and East Cornwall Hospital.— M.O. £350. 
Putney Hospital, Lower Common, S. W.— Res. M.O. £150. 

Salisbury General Infirmary.— Asst. H.S. £150. 

Sheffield City Education Committee— Asst. Sch. M.O. £400. 
Southampton Free Eye Hospital.— Asst. Oph. Surg. £100. 

Whitehaven and West Cumberland Infirmary.—Res. H.S. £150 to £180. 

An appointment is vacant for a Medical Referee under the Workmen's 
Compensation Act, 1906, for the Dartford and Gravesend County 
Courts. Applications should be addressed to the Private Secretary, 
Home Office, not later than Jan. 6th, 1919. , 


Communications, Letters, &c., to the Editor have 
been received from— 


A.—Messrs. Abdulla and Co., 
Lond.; Mr. J. H. Allan, Liver- 

S >ol; Dr. H. G. Adamson, Lond.; 

ajor A. Abrahams, R.A.M.G.; 
Mr. R. J. Albery, Lond. 

B.-Prof. W. M. Bayliss. Lond.; 
Mr. H. A. Baylis, H&slar * 
Messrs. Brown Bros., Lond. 

<J.—Mr. D. Caird, Lond.; Children's 
Jewel Fund. Ixrnd., Administra¬ 
tive Committee of; Circle of 
Scientific, Technical, and Trade 
Journalists, Lond.; Dr. E. R. T. 
Clarkson, Lond. 

D.—Capt. 8. C. Dyke, R.A.M.C.; 

Dr. R. Donaldson, Heading. 

B.—Mr. H. Bills, Lond. 

F.— Mr. C. J. C. Fail 1. 

G. —Mr. T. H. Gunewardenc. Lond.; 
Mr. A. Gaston, Cloughtnills ; Dr. 

H. J. Gauvain, Alton ; Gaumont 
Co., Lond.; Dr. E. W. Gjodall, 
Lend.; Dr. A. D. Gardner, 
Oxford; Capt. M. Greenwood, 
R.A M.C. 

H.— Dr. G. R. Hall; Dr. J. A. B. 
Hicks; Sir Thomas Horder, 
Lond.; Capt. C. W. Hutt, 
K.A.M.O.; Mr. H. M. Hopkins, 
Lond. 

I.—Dr. S. T. Irwin. Belfast. 

J. —Capt. W. H. Johnston, 
R.A M.C.; Dr. G. Jessel, Wigan. 
K-—Mr. W. H. Kesteven, Kingston 
Hill; Sapper L. Kelly, R.K.; Dr. 
F. H. Kelly, Hurstpierpoint. 

L.— Major J. R. Lee, R.A. M.O.; 
Lieut. S. G. Len/ner, M.C., 
U.S.A.; Mr. B. M. Little, Lond. 


Mrs. B. H. Leigh, Lond.; Dr. 
G. C. Low, Lond.; Local Govern¬ 
ment Board, Lond. 

M. —Capt R. J. Matthews ; Medi 
cal Supply Association, Lond.; 
Dr. N. Macleod, Shanghai; Medi¬ 
cal Research Committee, Lond.; 
Metropolitan Hospital Sunday 
Fund, Lond., Sec. of. 

N. —Mr. W. G. Nash, Bedford 

O. —Rev. K. G. O'Donoghue, Lond. 

P. —Capt. B. W. Plneo, R.A.M.C.; 
Capt. R. Prfdeaux, R.A.M.C.; 
Panel Committee for the County 
of London; Miss K. Pilkington, 
Lond.; Major M. G. Pearson, 
S A.M.C.; Sir R. D. Powell, 
Bart., K.C.V.U.; Dr. D. Penning¬ 
ton, Lond.; Major J. Parkinson, 
R.A.M.C.; Dr. J. Phillips, Brad¬ 
ford. 

R.—Capt. H. Robinson, R.A.M.C.: 
Royal Dental Hospital of London, 
Sec. of. 

8.—Sir G. H. Savage, Lond.; Mr. 
A. Scott, Lond.; Capt II. G. F. 
Spurrell, R.A.M.O.; Dr. K. I. 
Spriggs. Banff; Surgical Instru¬ 
ment Manufacturers Association, 
Lond., Hon. Sec. of. 

U. — United States Government 
Committee on Publio Informa¬ 
tion, Lond. 

V. —Dr. C. W. Vining, Leeds; Dr. 
F. Vllly, Keighley. 

W. —Dr. B. H. Worth, Lond.; Dr. 
W. H. White. Lond.; Dr. H. 
Woods. Lond.; Dr. J. A. Wilson. 
Warrington; Dr. G. D. H. 
Wallace, Rochester. 


Communications relating to editorial business should be 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2 


Carriages, aai> Jeatfes. 

BIRTHS 

Fostkr. —On Dec. 11th, at St. Loyes, Exeter, Anita, wife of Major 
Raymond L. V. Foster, R.A M C., of a son. 

Hall.— On Dec. 15th, Margaret, the wife of Major G. Hall, C.M.G., 
R.A.M.C. (T.), Klllson-place, Newcastle-on-Tyne, of a daughter. 

Kerr. —On Dec. 10th, at Clmlrmont-gardens, Glasgow, the wife of 
Professor Munro Kerr, M.D., of a daughter. 

Skth-Smith.— On Dec. 14th, at Tower rfrnse, BUdeston, Suffolk, the 
wife of D. N. Seth-Smith, M.R.C.S., L.R.C.P., of a daughter. 

Sharman. —On Dec. 12th, at Avenue-mansions, Hampstead, the wife 
of Henry Sharman, M.D., of a daughter. 

MARRIAGES 

Beaumobt—Hoit8TON.— On Dec. 14th, at the Parish Church, Pinner, 
Captain Vincent Beaumont, R.A.M.C., to Margaret Ulma (Peggie), 
only daughter of the late T. J. Houston, J.P., Co. Wexford, Ireland. 

Kelslll— Blderton. — On Dec. 13th, at St. Leonards Church, 
Streatham. Major (acting Lieutenant-Colonel) Robert Kelsall, 
D.S.O., I.M.S.,to Margaret Florence, third daughter of the late 
W. A. Blderton and Mrs. Blderton, Mount Ephraim-road, Streatham. 

Shepherd—Sully. -On Dec. 12th. at St. Andrews Church, Cardiff, 
Charles Woolley Shepherd, M.B., B.S., of St. Andrew’B-crescent, 
Cardiff, to Enid Mary, elder daughter of George Ernest and Mary 
Sully, of Park-place, Cardiff. 

DEATHS 

Cotterill.— On Dec. 2nd, at No. 50 Casualty Clearing Station, France, 
of pneumonia. Captain Denis Cotterill, F R.C.S. Edin , R.A.M.C. 

Ford. —On Dec. 13th, at Sea View, Isle of Wight, after a long illness, 
Arthur Vernon Ford, Major, R.A. M.C. (T.). 

Ogilvie. —On Dec. 13th, at Wei beck-street, after a short Illness, George 
Ogilvie, F.R.C.P., Chevalier de la Legion d’flonneur, aged 66. 

Winter.— On Dec. 3rd, in British Honduras, of pneumonia, William 
Cecil Pollard Winter, M.R.C.S., L.R.C.P., Colouial Medical Service. 

N.B.—A fee of 6s. is charged jor the insertion of Notices of Births , 
Marriages, and Deaths. 


Post-Graduate College, West London Hos¬ 
pital.— During next week clinics will be held each week-day 
(except on Christmas Day and Boxing Day) at 2 p.m., 
Friday and Saturday also at 10 a.m. 
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Stofes, Sjjort Commtnts, anb Jnstoers 
to Cflmsponbenls. 

THE ORGANISATION WORK OP CHILD WELFARE. 

At the Royal Institute of Public Health on Deo. 11th, 
Sir John Kirk presiding. Dr. Eric Pritchard spoke on the 
Organisation ana Administration of Child-Welfare Centres. 
Comparing the prepent organisation with that of four years 
ago, an astonishing progress had been made. At the onset 
of the war no immediate prospect existed of grants-in-aid 
for child-welfare work. Now these grants were a matter of 
past history. In the face of official organisation there was 
a danger of doing scant justice to the army of voluntary 
workers who had done the spade-work for the past 10 or 15 
years. Voluntary workers were not getting all the credit 
they deserved. It was the National Society for the Preven¬ 
tion of Infant Mortality and other voluntary associations 
whose propaganda work had rendered possible the present 
advances in official organised work. Without the voluntary 
worker the whole child-welfare movement would tend to 
become officialised. The recent Maternity and Child-Welfare 
Act sanctioned the cooption of outside workers on the 
municipal committees up to one-third of their total number, 
the presence of two women being obligatory. In the past 
the valuable suggestions of coopted workers had been too 
often thrown out time after time by the plenary council. 
While he would like to see the whole of the maternity and 
ohild-welfare work taken over by the public health 
authority he would leave to the committees very con¬ 
siderable freedom in the control of the work and would 
encourage the assistance of volunteers prepared to help 
in any part of the district. The details of organisation 
could hardly be straightened out until a Ministry of 
Health was formed. When this had been done one of the 
first essentials would be to obtain a survey of the physical 
condition of the inhabitants of the British Isles, each person 
receiving a health card to be filled in from birth till death. 
An attempt had already been made to pass on records from 
welfare centres to school authorities, Dut only on a small 
scale. Dr. Pritchard favoured the scheme propounded by 
Dr. Gerstenberger in 1913 of a central child-welfare institute in 
direct rapport with outlying prophylactic centres, and with 
various special departments to which children could be 
brought for inspection. Attached to the centre would be a 
milk depdt and one or more institutions to which children 
oould be sent for treatment, the whole country being divided 
up into areas of suitable size for the purpose. Dental 
cnnios had already taken a useful place and their per¬ 
manent value would be greatly increased if the attending 
dentist was a teacher able and willing to instruct the health 
visitors and vdluntary workers present. The value of 
observation wards for “sick children is, in Dr. Pritchard’s 
view, educational rather than curative. Only a relatively 
small number of the cases attending at welfare centres were 
not amenable to home treatment by mothers acting on the 
advice given at the centres. The wards should be in rela¬ 
tion to some hospital, so that serious cases could be passed 
on for treatment. Nurses and probationers were apt to 
look upon the children in such wards from a wrong point 
of view, that of disease instead of health. In his experience 
no more than four babies should occupy the same room. 
One was the ideal number; beyond this number all the 
babies were liable to suffer from the infective flora intro¬ 
duced by the others. After touching on the keeping of 
records and the ideal qualifications of health visitors, Dr. 
Pritchard went on to speak of the equipment desirable for 
the medical officer who supervised the work. The Local 
Government Board did not recommend a rota of doctors, 
a method which resulted in confusing the poor women who 
attended the centres by the conflicting advice given to 
them. The appointment to a health centre of a children’s 
specialist from a hospital was no more successful,for he was 
apt to take a pathological rather than a physiological point 
of view. Nor was the general practitioner always to be 
desired, unless he took a special interest in children. The 
best practice was, he thought, to appoint a recently qualified 
woman doctor who had served an apprenticeship in a 
children’s hospital and in the medical inspection of school 
children. 

UNAUTHORISED. 

The Home Secretary has given notice that he has directed 
that George Frederick Handel Bartlett, chemist and druggist, 
of 38, Battersea Park-road, 236, Battersea Park-road, and 
143, High-street, Battersea, who on Oct. 17th last was con¬ 
victed of offences under Defence of the Realm Regulation 
40 B, shall cease to be an authorised person for the purposes 
of that Regulation, which regulates dealings in cocaine and 
opium. The effect of this order is that Bartlett may no 
longer purchase or be in possession of opium or cocaine, and 
any person supplying him with these drugs will be com¬ 
mitting an offence against the Regulation. 


HOSPITAL ECONOMIES. 

Lord Knutsford has given an interesting account of fuel 
and light saving effected at the London Hospital. As an 
exercise of thoughtfulness and reorganisation in large insti¬ 
tutions the economy campaign at the London is notable and 
well worthy of imitation. 

"It should be distinctly understood,” said Lord Knutsford, "that 
economy has been effected without any lowering of the standard of 
treatment. For instance, there has been, and there can be, no question 
of reducing the large amount of electric current which is essential for 
X ray treatment, Tyrnauer baths, and Finsen lamp treatment But as 
the result of organised effort, in which the entire staff are cooperating 
loyally, we have cut down light and fuel consumption in many other 
directions. The electricity consumption has been reduced from 170,000 
units to 132,000 units. This includes the lighting of outrpatient depart¬ 
ments, theatres, and wards.” 

The following are some of the directions in which economy 
has been exercised :— 

All baths have been marked with " high-water marks,” above which 
the water is not to run. 

The hot-water central heating system has been Improved and 
rendered more efficient. Anew boiler has been installed in the laundry, 
obviating the loss which was entailed by leading steam through 300 
yards of piping. 

Unnecessary bedside lights have been removed. Many electric 
lights have been cut out, some wholly, and others replaced by lamps of 
low candle-power. 

All cooking is done by gas. 

Clinical photography has been discontinued to economise current. 

Sterilisers are only used at certain hours of the day. 

Separate meters have been installed in every department and are 
read weekly. By this means extravagance is immediately traceable, 
and should such occur a notification Is sent to the head of the depart¬ 
ment requiring him to cut down consumption, and the meter is 
examined to see that the Instruction is carried out. 

An economy leaflet has been issued to each sister and nurse, and to 
each outgoing patient. 

The dental school has been partially closed. 

THE “ABDULLA” ALMANAC, 1919. 

Messrs. Abdulla and Co., of 173, New Bond-street, London, 
W.l, have again brought out an attractive almanac contain¬ 
ing reproductions of pictures by well-known artists, the 
larger proportion in colour. The latter are particularly well 
executed, and include examples of the work of Charles E. 
Brock and Lionel Edwards. 20,000 copies are offered for sale 
at It. 4 d. pott free, of which Is. a copy goes to the funds of 
the British Red Cross Society. 

THE TREATMENT OF SCURVY. 

To the Editor of The Lancet. 

Sir,— James Cooke, in his Marrow of Surgery to which is 
added the Marrow of Physiok, published in 1676, gives the 
following prescription for scurvy “ whioh hath been oft 
proved excellent ” : — 

“ Take of the biggest leaves of scurvy-grass N. 12, raisins of the sun 
stoned N. 20 shavl »gs of horse-radish roots 3las. Put them in a quart 
bottle of beer or ale; after two days drink it for ordinary drink. You 
may make as many bottles as you please, drinking it for a long time.” 

Scurvy-grass, it may be mentioned, is a biennial herb 
(Cochlearia officinalis) of the mustard family, highly prized by 
Arctic explorers for food and as a remedy tor scurvy. In 
the light of recent observations it would be interesting to 
apportion the relative efficacy of the various constituents 
of this drink against the disease. At any rate, it is to be 
noted that the vehicle is beer or ale, presumably home¬ 
brewed. I am, Sir, yours faithfully, 

Lowestoft, Deo. 15th, 1918. H. MUIR EVANS, M.D. 

PLAGUE DISPENSARIES. 

Travelling dispensaries are a feature of Indian adminis¬ 
tration, and a report on plague administration shows that 
by February of this year these mobile dispensaries were 
increased to 110 to meet the severe plague epidemic. The 
additional dispensaries (23) were to close at the end of May, 
but were required for relapsing fever work. Compounders 
were specially trained by civil surgeons in inoculation 
work and in the treatment of plague and relapsing fever, 
and were put in charge of the dispensaries when a sab- 
assistant surgeon was not available. These trained medical 
assistants are working quite satisfactorily. It is due to the 
formation of these additional travelling dispensaries that it 
has beeD possible to cope, to some considerable extent at 
least, with the outbreak of relapsing fever in the western 
districts and with a severe epidemic of cholera in the eastern 
districts. Travelling dispensaries are coming to be recog¬ 
nised as an established institution in some provinces, and 
are enjoying ever increasing popularity. There has been an 
increase of 41,493 in the number of patients treated by them 
during the year, and 929,279 patients were treated (new and 
old cases) against 887,786 last year. 18,290 operations were 
performed by the travelling dispensaries, 694 of which were 
major operations, including 302 cataract operations, which 
were mostly done by civil surgeons. The travelling dis¬ 
pensaries do useful educational work by the distribution of 
pamphlets relating to plague, malaria, relapsing fever, 
cholera, small-pox, and tuberculosis. 
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The following investigations were undertaken to ascertain 
whether the present October “ influenzal ” epidemic and the 
July “ Spanish plague ” were due to one and the same micro¬ 
organism or group of organisms. 

That the causal organisms were not the same in both cases 
was suggested by the distinct difference in the signs and 
symptoms, the physical signs of pulmonary involvement 
being marked in the present disease, but only transient or 
absent in the July epidemic. A dry hacking cough is an 
early symptom ; in fact, often the only one of which the 
patient complains. Moreover, in July the febrile period 
frequently lasted three, and more rarely six, days ; in the 
present disease the febrile period is longer—seven to fourteen 
days—and the temperature higher throughout. In short, 
pharyngitis and laryngitis, with marked nervous prostration, 
distinguished the earlier epidemic ; bronchitis and broncho¬ 
pneumonia, with septiciemia, the plague now with us. 

The varying reports that have been published concerning 
influenza in the la9t four months must cause the general 
public to remark, “Doctors always differ!” but the pro¬ 
fessional mind wonders if all observers have been studying 
one and the same disease. There is a distinct tendency when 
an epidemic disease is raging to assign all maladies to the one 
common origin. Thus many pyrexias of sudden onset, such 
as acute tonsillitis, lobar pneumonia, cerebro-spinal fever, 
are labelled “influenza.” In the following notes we wish to 
emphasise the fact that we are dealing with a “ compound ” 
disease. • 

Over a hundred cases were examined as regards the micro¬ 
organisms present in the posterior nasal swabs and sputa. 
The urine of these cases was also examined on several 
occasions. As blood cultures were performed on only the 
first 50 of the cases admitted to the two hospitals in which 
we worked, we have based all our figures on these 50 cases. 
Taking each case as admitted, whether mild or severe, 
gives as fair a picture as possible of the pathological findings 
of the disease. 

Fortunately the cases dealt with in this paper are directly 
comparable to those reported on in July. 1 In both epidemics 
the patients were Royal Air Force officers and cadets from 
the same district and living under similar conditions. 

Blood Cultures. 

Blood cultures were performed on 50 cases. 

In each esse 10 c.cm. of blood was added to 100 c.cm. of cltrated 
broth and incubated at 37° C. for eight days. 8everal loopfuls of each 
broth culture were sown daily on blood agar and slide* made in 
case micro-organisms were present which would not subculture. 

Positive results were obtained in 7 of the cases (i.e., 
14 per cent.); of these, 5 proved to be streptococcus, 
1 pneumococcus, and 1 resembled the Diplococcus mucosas of 
Stephan. ,J 

The streptococci varied as regards the first day on which sub¬ 
cultures could be obtained from the broth cultures. Four days was 
the longest period ; in one case the growth of streptococci in the 
original broth culture was very abundant In 24 hours. The pneumo¬ 
coccus was suNniltured out after two days in broth, the Diplococcus 
mucosus after three days. ....... 

Time ot the streptococci isolated biemolysed distinctly and two 
slightly. Only one of these grew in long chains in broth, the rest 
being short and arranged more or less in diplococcal formations. 
Growth on agar at 20° C. was slow and poor, at37°U. moderate. All 
grew well on blood ugar, giving typical colonies, in two the viridaus 
type. Inulln was not fermented. Capsule formation absent. Acid 
and clot In milk on the second to third day. Only two of these 
streptococci wet e subjected to animal experimentation. Both organisms 
proved to be non-pathogenic to young rabbits when inoculated 
eubcutaneously. 
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The pneumococcus was quite characteristic—capsule formation was 

present and inul n fermented. A young rabbit inoculated sub¬ 
cutaneously in the flank died in 30 hours. Pneumococci were found 
abundant in the heart's blood ; there was marked congestion of 
traohea and lungs, petechial haemorrhages of pleura and peritoneum, 
especially the latter, and fluid pus in the peritoneal sac. 

The '‘iplocuccus mucosus when first isolated appeared as a Gram¬ 
negative diplococcus (each coccus measuring about0*7 to 1 P in diameter), 
very similar to the meningococcal group, except that there was a 
dls'lnct capsule. When incubated at 37° C. it grew as small, rounded, 
semi-iransparent. pin-head colonies on blood agar and even on agar in 
24 hours ; at 20° C. it grew* visibly in 40 hours. The colonies became 
somewhat granular after 48 hours. 

smears made from tne second subculture onwards showed the 
organism to be very pleomorphic; in places it appeared as rounded, in 
others as oval diploc«cci, while at times small bacillary forms wore seen. 
The staining with Gram’s was variable in the same smear, Home of the 
cocci being distinctly positive and others negative. The bacillary forms 
were Gram negative. 

That these were not influenza bacilli is evident from their growth on 
ordinary agar, and also from the fact that they stained readily with 1 In 10 
fuchsin In ten to twenty seconds. A contamination was suspected, but 
these small bacillary and variable Gram staining forms were found when 
individual plate colonies were examined. 

In broth there was distinct general turbidity in 24 hours ; this cleared 
sornew hat on the. third day, and a fine powdery deposit covered the 
bottom of the tube. Acid was produced in glucose, saccharose, maltose, 
lwvulose, and galactose, but not in lactose, mannlte, dulclte, or Inulln. 
Litmus milk on the second day showed slight acid reaction and slight 
basal clot formation, which became more marked on the following day. 
There was only slight haemolysis of blood media. 

Experimental inoculation, Intravenously and subcutaneously, Into 
young rabbits proved the organism to be non-pathogenic to these 
animals. It should be noted that the patient died from whom this 
organism was isolated. Unfortunately a post mortem examination 
could not be obtained. 

Note .—At one period of these investigations blood from some of the 
cases which gave a negative result on culture was used to make blood 
agar. The growth of some of our stock cultures was poor on this 
media, so two series of blood agar tubes were put up, one series being 
made from the blood of apparently normal individuals, the other from 
the blood of Influenza patients, if. influenzae, pneumococcus, strepto¬ 
coccus. and meningoa ecu* isolated from cases under Investigation, 
were implanted into tubes of the first and second series respectively. 
The result, re id at the end of 48 hours, was a good growth of all the 
organisms in the normal blood series, ‘while in the Influenza blood series 
practically no grow th of the B. influenzas occurred and only compara¬ 
tively feeble growths oi the pneumococcus, streptococcus, and meningo¬ 
coccus. This result, at least as regards the if. influenza •, was to be 
expected. The experiment Is mentioned to emphasise the fallacy of 
using blood from “ influenza” patients to make up media for the isola¬ 
tion of the micro-organisms in such an eplderaio. 

Of the 50 cases death occurred in 7, 5 of which gave 
positive blood cultures during life (streptococcus in 4, 
D. mucosus in 1)—i.e., 71 per cent, of the cases in which 
micro-organisms were isolated from the blood died. Amongst 
the patients giving a negative blood culture 2 died—i.e., 
4-6 per cent. Of these, one was a case of cerebro-spinal 
meningitis; the other of purulent bronchitis with pleurisy 
and peritonitis. From the latter case streptococcus was 
isolated from the heart's blood at the post-mortem; so 
probably if blood cultures had been made on this patient late 
in the disease a positive result would have been obtained. 

The day of disease on which the various blood cultures 
were made and the results of culture are shown in Table I. 
A glance at these figures would suggest that if all the blood 
cultures had been taken on the sixth or seventh day of 
disease many more positive results would have been obtained. 
As it is, there are not enough figures to go by, but, in con¬ 
sidering the table, one must bear in mind that the bloods 
cultured on the sixth and seventh days were from those 
patients who were progressing badly and already in a 
markedly toxic condition. 

In the July epidemic 1 blood cultures were repeatedly 
negative, except on two occasions when Gram-negative 
diplococci were found, which would not subculture. 


Table I . — Results of Blood Cultures in 50 Cases. 


Day of disease. 

1 

2 

3 

4 

5 

6 7 

Total. 

Cases cultured ... 

10 

14 

16 

2 

5 

1 2 

50 

„ positive ... 

— 

| 1 

2 

— 

1 

1 2 

7 

Per cent. „ 

0 

! 7 

12-5 

0 

20 

100 100 

14 


We have repeatedly observed, both in this and the 
previous epidemic, that after the withdrawal of 10-20 c.cm. 
of blood early in the disease, for culturiDg purposes, there 
is a distinct fall in the temperature. We mention this as a 
point worthy of note for clinicians. 

Throat Swabs and Sputum. 

Posterior nasal swabs were examined from 50 cases. 

In each case direct smears and plate cultures were made. In those 
cases where there was expectoration the sputum was examined—23 out 
O C 
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of the 50 cases. The sputum to be cultured was first well washed In 

sterile salt solution. The plates were examined at the end of 24 and 48 
hours' incubation at 37* 0. 

Table II .—Bacteriology of Sputa and Throat Swabs. 
Direct smears. 

Diplooocci— 

Gram — . 

,, 4- . 

Cocci, Gram -+- ... 

Bacilli- 
Pfeiffer-like ... 

Coliform . 

Table III. — Percentages of Cases in which Organisms were 
Present. 


Cases. 

Cultures. 

Cases. 


M. colorrhalis ... 

. 36 

. 49 

Pneumococcus ... 

. 33 

. 50 

Streptococcus 

. 40 

. 21 

Stnphyloooccus ... 

. 27 


B. influenza .. 

. 23 

. 36 

B. septus .. 

. 10 

. 34 

Pneumobacillus ... 

. 8 


- 

(D j (2) (Z) 

— 

(1) 

(2) 

(3) 

Pneumococcus 

Streptococcus 

B. influenzae 

65Z 1 58 X : 66% 
82 „ 76 „ 80 

54 „ 38 „ 46 .. 

M. catarrhalis 
Meningococcus 
Staphylococcus 

65% 

44 „ 

: : n 

72% 

3 „ 

54 „ 


' ' - ---- V“/ nnoua V/MIUOinea 

sputum and throat swabs. 

Only the chief micro-organisms are shown. 

In order to gain some idea of the micro-organisms present 
in all cases the throat swabs and sputum results had to be 
combined, as sputum could only be obtained from some of 
the patients. This combination varied only slightly from 
the two separate returns. (Table III.) 

The examination showed a very mixed and fairly constant 
flora in all cases. The chief micro-organisms present were 
streptococcus in 80, pneumococcus in 66, M. oatarrhalis in 
72, staphylococcus in 54, B. influenza: in 46, B. septus in 20, 
pneumobacillus in 16, and meningococcus in 8 per cent, of 
the cases. The percentages were taken from the cultures 
and not from the direct smears. (Table II.) 

These micro-organisms merit a more detailed description. 
We were unable in a routine laboratory to put the various 
organisms through a full series of tests, but had to confine 
ourselves to the standards stated below. 

Streptococcus .—The streptococci present were for the most part 
dJpio-streptocoeci In short or long chains. They were usually Gram- 
positive, although at times some units of the chains were Gram-negative 
Growth on agar was slow at room temperature. Acid was produced in 
glucose, lactose, saccharose, and maltose. Mannite, dulcite, and inulin 
were unchanged. Litmus milk was rendered sllghdy acid with the 
formation of clot in most cases. The hasraolytic action of these 
organisms varied. Briefly, the longus type haemolysed strongly, 
whereas the brevis type produced little or no biemolysls, and the 
colonies had a greenish colour. Some of the brevis tvpe caused distinct 
haemolysis. We therefore divided the streptococci Into hxmolyticus and 
non-hxmolyticus. depending on ihe degree of hirmolysia rather than on 
the actual length of the cocoal chains. Streptococcus hxmolyticus was 
present in 46 per cenL, non-hxmolyticus in 34 per cent, of the cases; 
from the remaining 20 per cent, streptococci could not be obtained. 
cases >t ° COCC * W6re predominant organisms in 30 per cent, of the 

Pnainwcocciis.-Difficulty was experienced In classifying certain of 
the Gram-positive diplocoeci found. Some were distinctly lanceolate 
in direct smears, while others were rounded. In cultures the varieties 
or form and chain formation rendered the task more difficult. As in 
the case of the streptococci, the Gram staining was a little variable 
at times. In some instances inulln was fermented ; in others acid 
production was absent in this sugar. Haemolysis was even produced 
by s .me of these pneumococci. The presence of a capsule was the 
decidlrg element in these cases. Probably some of the so-called 

SISJIT.'S?? , W , er . er ?i" y f re P to °««i or the Mplococcu* cpidemicu* of 
Bernhardt.3 but In the absence of animal inoculation In all cases the 

“' ated at>We - PneumocMcl Predominate,. 

Micrococcus catarrhalis.— Under this head are grouped all the Gram- 
negative diplococct. most of which grew on agar at 20° C , but did not 
produce any acid formation in glucose, lactose, saccharose, mannite, 
maltose, or inulln. In 34 per cent, of the cases V. catarrhalis was the 
predominant germ. These organisms were very similar to tnose isolated 
so frequently in the previous epidemic. 1 

B influenza :.—Mlnute bacilli or cocco bacilli which failed to grow on 
ordinary agar at 37 C. and would not ferment either glucose, lactose, 
saccharose, mannPe, maltose, or dulcite. These Pfctffer-like bacilli 
mAn - v of the cases, usually in small numl>ers. but in one 
case it was the predominant micro-organism. 

the predominant organism in 8 per cent, 
of the caves. Both varieties aureus and albus. were present, most 
frequently the former. (See Tahle II.) ’ 

Meningococcus .—From the posterior nares of four cases meningococci 

fever So fSViviT" 0 }, 0 * theS< ! C * 9 ^ develo P ed typical cerebro-spinal 
fever, two failed to show meningeal signs and were apparently carriers. 

Post-Mortem Examinations. 

Of the fifty cases dealt with in this paper there were 
7 deaths, giving a case mortality of 14 per cent The 
average age of the patients treated was 25, that of those 
who died 23, the youngest and oldest of this series being 
19 and 29 years of age respectively. The day of disease 
on which death took placo varied from the fifth to the 
fourteenth 


Post-mortem examinations were performed on only five 
cases. Broadly speaking, the pathological findings were 
more marked in those who died later in the course of the 
disease. Beyond this we cannot generalise from so small 
a number of cases. A summary of the main points is 
given, as it may be of value for statistical purposes. 

Synopsis of Post-Mortem, Findings. 

Case 12 — Trachea : Acute congestion. Small white fibrinous patches. 
Bronchi: Acute congestion. Submucosal haemorrhages. Lungs: Both 
congested and ceriematous. Pleurae: Blood-stained exudate deft, 
30 c.cm., right, 60 c.cm.) Adhesions at base, recpiit In left. Petechial 
haemorrhages. Pericardium: Normal Heart: Slight dilatation right 
heart, pallor cardiac muscle. Sub-endocardial Injection. Aorta - 
Marked sub-intim&l injection. Bronchial lymph glands: No-maf 
Peritoneum: F-w petechial haemorrhages. Stomach and intestine*- 
Submucosal haemorrhages. Liver: 'lightly fatty. Spleen. Slightly 
enlarged, congested, pulpy. KWnevs : Congested. Brain and 
meninges : Congested. Cerebro-spinal fluid : Normal. 

B. influenza: isolated from bronchi aud lungs, pneumococcus from 
lung ; streptococcus from lung and bronchi, spleen, pleuritic fluid. 

Case 30. — Trachea: Acute congestion; small white fibrinous patches. 
Bronchi: Acute congestion. Lungs: Congested and a> lematouB. 
Pleura*; Recent adhesions left apex and base. Slight petechial hemor¬ 
rhages (both). Pericardium : Normal. Heart: OUatation right, heart 
Muscle pale. Aorta: Normal. Bronchial lymph glands: Normal. 
Peritoneum: Petechial haemorrhages distinct. Stomach and intes¬ 
tines: Normal. Liver: Slightly fatty. Spleen: Slightly enlarged, 
congested, pulpy. Kidneys: Congested. Brain and meninges: Normal 
C.S. fluid: Normal. 

Pneumococcus isolated from lungs and bronchi ; streptococcus from 
lungs and bronchi; Staphylococcus aureus from lungs and bronchi; 
pneumobacillus from lung. 

Case 19 -Trachea and bronchi: Acute congestion. Lungs: Left- 
Lobes adherent. Lung collapsed. Purulent bronchitis lower lobe. 
Right—Basal congest! >n. Pleura: Left—500 c.Cm. turbid fluid 
(exudate). Fibrinous exudate over lower part lung and diaphragm. 
Right—A few petechial hemorrhages. Pericardium ; Normal. Heart : 
Slight dilatation right heart. Pallor of cardiac muscle. Sub-endo¬ 
cardial injection. Aorta: Normal. Bronchial lymph glands : Enlarged 
and congested..’ Peritoneum: Fibro-puru'ent peritonitis. Petechial 
hiemorrbage. Stomach and Intestines: Fibrinous adhesions. Liver: 
Slightly fatty. Spleen: Slightly en'arged. congested, pulpy. Kldnej-s: 
Toxic nephritis. Brain and meninges : Normal. C.S. fluid: Normal. 

Streptococcus isolated from lungs, heart’s blood, spleen, peritoneal 
fluid, pleuritic fluid. 

Case 5.— Trachea: Acute congestion. Small, white, fibriuous patches. 
Bronchi : Acute congestion. Coated with fibrinous lymph. Filled with 
pus. Lungs: Left — Lobes adherent. Lung collapsed. Purulent broncho¬ 
pneumonia. Right—Lobes slightly adherent. Marked congestion. 
Pleurae : Empyema (left). Petechial haemorrhages (both). Pericardl im : 
Serofibrinous pericarditis. Petechial haemorrhages. Heart; Dilatation 
right heart. Pallor of cardiac muscle. Sub-endocardial injection 
marked. Aorta: Marked sub-lntimal injeotion. Bronchial lymph 
glands : Enlarged and congested. Peritoneum: Petechial hemorrhage*, 
especially over liver and diaphragm. Stomach and Intestines: Sub¬ 
mucosal hemorrhages. Liver: Slightly fatty. Spleen: Slightly 
enlarged, congested, pulpy. Kidneys: Toxic nephritis. Braiu an<\ 
meninges: Congested. C.S. fluid: Normal. 

Pneumococcus isolated from lungs, bronchi, pericardial sac, 
pleuritic fluid; stroptocqpcus from lung, bronchi, heart’s blood, 
pleuritic fluid; Staphylococcus aureus from lungs and bronchi, pleuritic 
fluid ; pneum bacillus from lung. 

Case 30. — Trachea: Acute congestion. Small white fibrinous patches. 
Bronchi; Acute congestion Fibrinous pa'ches. Submucosal harm* 
rhages. Lungs .- Lobar pneumonia of left lower lobe, and of right lower 
and mid lobes. Pleurae : Blood-stained fluid 400 c cm. left, 200 c.cm. 
right. Recent adhesions left base. Adhesions posteriorly right pleura. 
Petechial haemorrhages (both). Pericardium : Normal. Heart : Dilata¬ 
tion right heart. Pallor cardiac muscle, slight sub-endocardial injection. 
Aorta: Marked sub-lntimal injection. Bronchial lymph glands: 
Enlarged and congested. Peritoneum: Petechial hemorrhages. 
Stomach and intestines: Normal. Liver: Slightly fatty. Spleen: 
Normal. Kidneys: Cloudy swelling and fatty changes. Brain and 
meninges: Normal. C.S fluid: Normal. 

Pneumococcus isolated from lungs, pleuritic fluid; streptooce. us 
from lungs and bronchi, pleuritic fluid. 

Summary of Post-Mortem Findings. 

Pharynx and larynx.— Showed only slight congestion. 

Trachea. — In the five cases there was marked acute conges¬ 
tion of the mucosa; thin, whitish, fibrinous patches here 
and there. These changes were more marked in the lower 
part. In two of the cases greenish-yellow pus filled the 
lumen of the tube. 

Thorax.—Bronchi were markedly congested in all cases, 
the mucosa being very bright red in colour. Pas filled them 
in two cases as mentioned under trachea. 

Lungs .— In the two cases which died on the fifth day there 
were only marked congestion and oedema of both lungs. One 
case presented the picture of purulent bronchitis; one of 
purulent broncho pneumonia. In both cases there was 
collapse of the left lung. In the remaining case there was 
double lobar pneumonia (early grey hepatisafcion). 

Pleura. — In all cases there were numerous small petechial 
hemorrhages, especially under the visceral layer at the 
bases of the lungs. A fibrinous exndate loosely bound the 
bases of the lungs of one case to the parietal wall, while in 
two other cases both pleural sacs contained about a pint of 
blood-stained inflammatory exudate. In two further cases 
unilateral empyema was present — in both instances the left 
pleural sac was involved. Several pints of sero-pus almost 
filled the sac in one of these cases. 
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Pericardium .—Sero fibrinous pericarditis was present in 
one of the cases with empyema. Petechial haemorrhages 
studded the epicardium in this case. Fibrinous patches 
covered the surface of the right ventricle, especially towards 
its base. In the other four cases the pericardium was normal. 

Heart .—In all cases there was more or less dilatation of 
the right heart, ante-mortem clot in right auricle and 
ventricle, and pallor of the cardiac muscle. In all except 
one case there waB marked injection of the endocardium, 
especially in the valvular regions extending into the pul¬ 
monary arteries and aortic arch (aortitis). 

Bronchial lymph glands were distinctly enlarged, soft, and 
congested in three of the cases. 

Abdomen. — Peritoneum. — Fibro-purulent peritonitis was 
found in one case and petechial haemorrhages in all, best 
marked over the liver, especially the diaphragmatic surface. 

Liver .—Early fatty changes throughout. 

Spleen .—Somewhat enlarged, congested, soft and pulpy, 
except in one case where there was no change. 

Kidneys.—In one, slight fatty chauges; two showed 
marked congestion, and two distinct toxic nephritis. 

Stomach and intestines .—Submucosal hromorrhages in two 
cases. 

Brain .—Distinct congestion of meninges and grey matter 
of the cortex in two cases. Ventricular fluid normal in all. 

The bacteriological examination of materials taken at the 
post-mortem showed : B. influenza in the bronchial discharges 
and lungs in one case only. Pneumococci were present in 
the bronchial discharges, lung smears, and pleuritic fluid of 
these cases ; in every instance accompanied by streptococci, 
and in two cases by Staphylococcus aureus. On one occasion 
pneumococci were isolated from the pericardial sac. 

Streptococci were present in the bronchi and lungs of all 
five cases, in the pleuritic fluid of four, heart’s blood and 
spleen of three, and peritoneal fluid of one. The cocoi 
conformed to the hamolyticus type in all except one case. 
Pneumobacilli were isolated from the lungs of two cases. 
Staphylococcus aureus in the bronchi and lungs of two cases. 

The Urine. 

The urines from 50 cases were subjected to a thorough 
routine examination. The outstanding features were the 
presence of albumin and renal casts in many, acetone and 
excess of urates in some, especially at the height of fever in 
the pneumonic cases. The acetone disappeared with the fever. 

As in the July epidemic, 1 albumin was present in a high 
percentage of cases—on the second day of disease 100 per 
cent. Casts and renal epithelium undergoing granular 
degeneration were present in 50 per cent, on the third to 
fifth day. Granular casts and renal cells were the commonest. 
Hyaline casts were frequently present, and in some of the 
more severe cases epithelial and even blood casts were found. 

On the whole, the kidney changes were greater in the 
present outbreak (see Table IV. and Graph); the Esbach 

Table IV .—Percentage of Cases of“ Influenza ” with Albumin 
and Casts in the Unne. 


Day of disease. 


No. of eases ex- ( 

amlned . \ 

Percentage with ( 

albumin.1. 

Percentage with ( 
casts. S 


2 J 3i 4 


18;27 32 

100 96 87 
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27 48 34 


5 

6 7 

8 

9 

10 

11 12 

13 

14|15 

16 

17 

18 

IS 

20 

! 21 

32 
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32 

26 

23 

24 23 

23 

23|23 

20 

21 

19 

2C 

17 

17 

75 

77,65169 

62 

61 

62 48 

48 

48 43 

35 

19 

21 

10 

6 

6 

53 

3224 

28 

23 

13121 4 

1 1 

8 

V 

4 

5 

5 

6 

1 

0 

0 



Graph showing percentage of cases of “influenza” with albumin 
(continuous line) and casts (dotted line) in the urine on successive 
days of the disease. 

reading on the third to fourth day was often 2 to 3 parts 
per 1000. These higher readings were seen for the most 
part only in cases showing definite chest signs. Moreover, 
the albumin continued to be present over a longer period, 


in some instances not clearing away until the twenty-first 

day of disease. In many cases the albumin gradually 
diminished in amount from the second day of disease, dis¬ 
appearing on the seventh, eighth, and ninth days, only to 
return when the patient was given an increase in di et or 
allowed out of bed. ^ - 7 - m 

In those cases confined to bed for a fortnight a slight 
** dietetic ” rise was apparent about the ninth day ; this soon 
disappeared, reappearing quickly when the patient was 
allowed up on the fourteenth day. Certainly the amount 
was small, but its significance is obvious in that we have 
seen patients return to duty only to relapse, with distinct 
albuminuria and oedema of the eyelids. This point we wish 
to emphasise on account of men who have mild attacks of 
influenza and Are discharged from hospital at the end of a 
week or so. They return to duty, often up the line, where 
they run the risk of developing nephritis. Several such 
cases have come to our notice. It is of the utmost import¬ 
ance that all influenza cases should be free from exposure to 
the elements and hard work for at least three weeks after 
the acute symptoms subside, otherwise in the long run the 
health and efficiency of the fighting forces is diminished. 

The Leucocyte Count. 

Daily total and differential leucocyte counts were done on 
12 cases over a period varying from 5 to 21 days. Individual 
counts were made on 20 cases. The daily counts were always 
taken at the same hour of day (all were collected between 
10 and 11.30 A.M.), with the same instruments, and by the 
same observer in each case. The total white counts were 
mounted three times* and the leucocytes on the 256 squares 
of a Thoma-Zeiss hromocycometer slide counted with each 
mounting. This routine eliminated as far as possible errors 
of technique. 

A critical survey of the results obtained show three distinct 
types of leucocytic curves in the present “influenza” 
epidemic, viz. (1) Influenza uncomplicated ; (2) pneumonic 
form of “ influenza ” ; (3) lethargic form of “influenza.” 

1. The influenza type is depicted in Charts 1 and 1 a. 

The salient features are a total leucocyte count a little 
below normal in the early days of the disease, and a leuco- 
evtosis of moderate degree (10,000 to 15,000 per c.mm.) sets 
in from the fifth to seventh day, this being most marked 
when the patient gets out of bed and goes about (20,000 
per c.mm.). The absolute number of lymphocytes and 
neutrophil polymorphs (neutrophils) are* slightly below the 
normal on the first two days of the illness; they soon recover 
their normal proportions, the lymphocytes recovering first. 
There is from now, as long as the fever laets, a slight relative 
and absolute lymphocytosis, followed by a neutrophilia when 
convalescence sets in. The eosinophils and basophils are 
much decreased or absent during the pyrexia, but soon 
reappear when the fever subsides. (Table V.) 

2. The pneumonic type shows a striking contrast to the above. 

Distinct leucocytosis is present from the onset, and the 

total white count never falls below normal, unless death 
occurs, when either a leucocytosis or leucopenia may 
supervene. The leucocytosis varies f r om 15,000 to 30,000 
per c.mm. (See Chart 2 and Table VI.) Often the highest 
counts are found after the temperature has fallen to and 
remained normal. This leucocytosis gradually lessens during 
convalescence unless complications arise. 

There is a relative and absolute increase in the neutrophils 
in the first few days of the fever, followed the next few days 
by a fall to normal of the number of neutrophils per c.mm., 
while the lymphocytes are subnormal. After the fifth day 
relative and absolute neutrophilia again becomes marked, 
and although the total number of lymphocytes increases it 
only reaches the normal line. EoBinophilB and basophils 
disappear during the fever and reappear when the tempera¬ 
ture returns to normal. If complications ensue the eosino¬ 
phils disappear again. (Table VI.) 

3. The lethargic form is quite distinct from either type 1 
or 2. An absolute decrease in leucocytes (2000 to 3000 per 
c.mm.) is present from the first. This leucopenia lasts 
7 to 12 days, at times remaining at a more or less constant 
level, at others slowly rising until convalescence sets in. 
The onset of convalescence is marked by a distinct increase 
in the total number of white blood corpuscles (10,000 to 
15,000 per c.mm.) (Chart 3.) In those cases where death 
takes place the leucopenia becomes more and more pro¬ 
nounced as the end draws near. (Chart 4.) 

All the normal varieties of white corpuscles show an 
absolute decrease in their numbers during this leucopenia. 
The neutrophils, eosinophils, and basophils are most 
affected, the lymphocytes less so. With convalescence 
relative and absolute neutrophilia gradually establishes 
itself. (Table VII.) 
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Explanation of Charts. 

In all the charts the continuous line 
gives the temperature (key on left-hand 
margin); the interrupted line the leuco¬ 
cyte count in thousands per c.ram. (key 
on right-hand margin). The numbers 
at the head of the chart refer to the 
day of disease. 
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TT T pp 

1 


Charts 

: I X' 
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At V 0 5 c.cm. of prophylactic 
vaccine was given. Note the 
high initial temperature and 
the rapid return to normal. 


• P. 
101 
100 
99 
98 
97 


t j a 1 a 

» 4 6 G 7 . S » ltd 

t 1 

fr 

2hart 6 

-Tas* ^ 



Note the leucopenla during febrile 
period, followed by a leuc>- 
cytosis on the eighth day. This 
case was from the July epidemic. 


This case received 0’5 c.cm. of 
the prophylactic vaccine five 
days previous to the onset of 
influenza. Note the short 
course. 


Leucocyte Count, Type I. Note the relatively 
low count during the febrile period, followed 
on the seventh day and onwards by a distinct 
leucocytosls. At x the patient was up for the 
first time. 




This case was admitted with definite pulmonary symptoms. Vaccine 
treatment (V, V, V, dose 1 c.cm.); short course; uninterrupted 
recovery. 



At V, the second day of disease, when the temperature reached 104-2° F.. 
the first inoculation of 1 c.cm. curative vaccine was given. The dose 
was repeated on the third and sixth days. General improvement set 
in after vaccine treatment was started. 


Leucocyte Count, Type II. Note the distinct leucocytosls throughout. 
At x onset of empyema. 







At Si 20 c.cm. of antistreptococcal serum were given subcutaneously; 
at So another 10 c.cm. Note the fall In temperature after the serum 
Injections. At V, V, V, V daily inoculations of curative influenza 
vaccine were given to hasten resolution. 


Leucocyte Count, Type 111. Recovery. Note T . „__ - . 

the leucopenia lasting 13 days, followed by L 
a slight leucocytosls. Type III. Continued 

J leucopenla up to the 

time of death. 



Charts 0 and 10 may he compared with Chart 11, shtnen on the op twite 
page. This chart illustrates the failure of serum given after the jljth day. 
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Tabular Statement of the Leucocyte Counts. 

Table V. (Case 23). Table VI. ( Case 11). 

Blood taken 11.30 a.m. daily. Blood taken at 11 a.m. daily. 
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18 

98 

250 

1-5 

21-5 

6 

31 

1 

31 

86 

— 

3 

— 

93 

90 





Table VII. (Case 48). 






19 

99-2 

17-5 

24 

14-2 

14 

1 

3 

31 

81 

1 

1 

— 

15 

85 

• 



Blood taken 10 a.m. daily. 





20 

99 

231 

2-8 

190 

12 

1 

1 

31 

82 

1 

1 

— 

13 

86 

2 

1031 

3*1 

1*1 

1-3 

37 

9 

3 

7 

41 

_ 

3 

_ 

48 

51 

21 

99-6 

13-0 

•8 

11-0 

6£ 

33 

1 

31 

85 

— 

1 

— 

10 

89 

3 

1018 

2-2 

•9 

10 

42 

6 

14 

24 

46 

4 

4 

_ 

50 

50 

22 

985 

18-8 

1-6 

15-0 

83 

41 

1 

51 

80 

— 

1 

— 

13 

86 

4 

100*6 

2-5 

11 

1*1 

45 

7 i 

4 

2 

44 


4 

_ 

53 

47 

23 

99-2 

17-0 

1-8 

131 

11 

43 

3 

6 

77 

— 

1 

— 

16 

83 

5 

103-6 

3-8 

1*3 

2*0 

35 

6 

1 

3 

54 

_ 

4 

4 

42 

58 

24 

98-6 

24*0 

1-5 

18-4 

6* 

53 

1 

81 

78 

1 

— 

— 

13 

36 

6 

102*2 

2-5 

-9 

1 3 

38 

5 

4 

2 

50 

_ 

4 


47 

53 

25 

99 

42 5 

5-6 

31-8 

13 

1 

3 

11 

75 

— 

1 

— 

14 

85 

7 

101-6 

2-8 

1-8 

*6 

63 

74 

_ 

64 

23 

_ 


_ 

70 

29 

26 

98-5 

17-5 

3-3 

12-5 

19 

11 

13 

33 

72 

U 

11 

— 

21 

78 

8 

100 

4-7 

2-2 

1-8 

48 . 

7 


4 

39 

2 

_ 

_ 

55 

45 

27 

98-5 

200 

2-0 

15-8 

10 

1 

3 

81 

79 

3 

1 

— 

11 

88 

9 

97-2 

2-5 

•8 

1*2 

34 

10 

4 

2 

48 

2 

_ 

_ 

48 

52 





* 

Empyema developing. 






10 

97-8 

4-7 

2-0 

1-4 

42 

17 

34 

8 

30 

— 

— 

_ 

62 

37 





Table VIII. (Case 39) 






11 

96-7 

3-1 

1*4 

1-3 

45 

54 

— 

64 

41 

24 

— 

_ 

50 

49 




Blood taken 10.15 a.m. daily 

. 




12 

97-8 

4-0 

1-4 

20 

35 

93 

i 

24 

46 

44 

4 

_ 

46 

54 






Death on ninth day. 






13 

98 

5-6 

1-4 

30 

25 

7 

2 

8 

53 

44 


_ 

34 

66 

4 

102-2 

5-0 

11 

3-2 

21 

51 

3 

41 

65 

1 

i 

— 

30 

70 

14 

96-5 

9-4 

2-3 

60 

24 

5 

4 

54 

61 

23 

_ 

_ 

29 

70 

5 

103-2 

5-0 

1-8 

2-8 

36 

33 

1 

23 

56 

— 

1 

— 

41 

59 

16 

96-8 

10 8 

4-0 

5-3 

36 

6 


4 

50 

3 

4 

_ 

42 

57 

6 

104-6 

2-5 

•8 

15 

33 

51 

i 

13 

59 

— 

— 

— 

39 

60 

16 

96-5 

6-2 

20 

35 

33 

54 

14 

23 

55 

13 

4 

_ 

39 

60 

7 

104 

2-8 

1-1 

1-5 

38 

3 

1 

3 

54 

— 

— 

1 

42 

57 

17 

97 

90 

2-7 

5-4 

30 

54 

3 

43 

59 



4 

35 

64 

8 

103 

40 

1*1 

2-3 

30 

4 

1 

1 

62 

— 

— 

U 

35 

64 


What the exact significance of these different leucocyte 
curves is it is difficult to say. The variation may be due to 
differences in the infecting agents, or the defensive and 
recuperative powers of the individual. Bacillary infections 
are frequently associated with a leucopenia, micrococcal 
infections with leucocytosis. We are inclined to the view 
that one organism—perhaps B. influenza—is responsible for 
Type 1, and when the infection is coccal there is either a 
good reaction on the'part of the body causing a leucocytosis 
to develop, or the defensive powers are low and a leucopenia 
results. Generally speaking, a leucocytosis is a good sign, a 
persistent leucopenia is serious. In the latter case it is 
advised that a dose of mixed influenza vaccine (curative) be 
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At S 30 c.cm. of antlstreptococcal 
serum were Riven subcutaneously. 
The dotted lines indicate where 
the temperature was reduced by 
■ponfcl ug. 


At 8, the sixth day of 
disease, an inoculation 
with 18 c.cm. of anti- 
streptococcal serum was 
given. Note the fall of 
temperature to normal 
on the seventh day. 


given to try to produce a leucocytic reaction. Serum is of no 
avail, for with it we have found a leucopenia. 1 

One other point worthy of mention is the disappearance of 
the eosinophils, not only when there is actual fever, but also 
with approaching fever or sepsis with low fever. Their 
return is of good omen. We have repeatedly noticed them 
disappear with the febrile stage of pneumonia, reappearing 
as defervescence takes place. In cases where an empyema 
supervened the eosinophils were absent from the peripheral 
blood prior to the condition being diagnosed clinically. 
(Table VI.) Vaccine Treatment. 

The vaccine prepared by us was made from micro-organisms 
isolated from severe cases in the present epidemic. Most of 
the streptococci and pneumococci were obtained from post¬ 
mortem examinations. The vaccine was used (1) as a 
prophylactic and (2) as a curative. It consisted of the 
following micro-organisms : — 

50 millions 
each per c.cm. 

20 millions 
each per c.cm. 

First dose =» £ c.cm. Second dose =* 1 c.cm. (seven to ten days later). 

The curative dose was made up a tenth of this strength, and given 
daily in some cases, in others every second day. 

Since the preparation and use of this vaccine we note 
that the conference held at the War Office on Oct. 14th, 
0 c 2 


Streptococcus (a mixture or snort and long chain \ 

streptococci from six severe cases) . 

Pneumococcus (a mixture of pneumococci from six 

cases) . 

Micrococcus catarrhalis (a mixture from two cases) ... 

Bacillus influcnzx (a mixture from two cases) .i 

Meningococcus (a mixture from two cases) .( 











































































































































870 The Lancet,] DRS. WHITTINGHAM & C. SIMS : BACTERIOLOGY, ETC., OF “INFLUENZA." [Dec. 28,1918 


1918, 6 recommended that the vaccine for influenza should 
consist only of B. influenza, pneumococcus, and strepto¬ 
coccus. We still continue to incorporate the Micrococcus 
catarrhalis on account of its common occurrence (72 per cent, 
in this epidemic); its frequency and advisability as an 
ingredient of an influenza vaccine has been commented on 
by others/ On account of the cases of cerebro-spinal 
meningitis accompanying influenza, the meningococcus was 
added to the vaccine. The present disease apparently varies 
according to the number and virulence of one or more of 
these organisms, and so the 44 blunderbuss ** method of treat¬ 
ment is forced upon us. 

Prophylactic Vaccine. 

This has been administered to several hundred people, the 
local and general reaction being slight, passing off com¬ 
pletely in 24 hours, although some cases complained of local 
tenderness for 48 to 72 hours, but on inspection the cause 
was usually found to be injury to some small vein at the 
time of inoculation. There is little or no fever. A few cases 
have complained of some depression after the second inocula¬ 
tion. All the persons inoculated have continued their daily 
duties without experiencing any inconvenience. 

We confine our attention in this report to the inoculated 
and uninoculated cases in one institution. 

The total number of persons in the institution was 305. 
Of these, 156 were inoculated and 149 uninoculated. 

The case incidence of the inoculated was 8 in 156 (i.e., 
5 per cent.); amongst the uninoculated 18 in 149 (i.e., 
12 per cent.). 

All the inoculated persons who developed influenza had 
only mild attacks. Four of the eight attacked had slight 
fever and malaise at the time of inoculation and definite 
fever (102° to 104-8°) within 24 hours. This febrile period 
terminated in 48 hours, in cuntra-distinction to the seven-day 
course of the uninoculated. (See Chart 5.) The associated 
albuminuria disappeared within five days, convalescence 
being well established by the end of a week. 

The protective influence of the vaccine is even more 
striking if the incubation period is taken as. 40 hours. 7 
The above four cases should then not be counted, thus 
reducing the disease incidence amongst the inoculated to 
2*5 per cent. Of the remaining cases two developed the 
disease five days after the first inoculation, the other two 
four days after receiving a second injection. In each of 
these four cases the fever was slight (100°-101*5° F.), the 
temperature returned to, and remained, normal after 
24 hours. (Chart 6.) There were no pulmonary symptoms 
in any of the inoculated cases. 

The 18 uninoculated cases who fell victims to the disease 
had typical attacks with a five to seven day course in the 
milder, and a more prolonged one in the complicated 
cases. Pulmonary involvement was distinct in seven of the 
cases. 

It is not claimed that the above vaccine is an absolute 
preventive, but we certainly think it will abolish or con¬ 
siderably modify the toxic type of the disease. The argu¬ 
ment that vaccine treatment during the epidemic renders 
people more susceptible to infection carries little weight 
when the short and comparatively mild course of the disease 
in the inoculated is considered. 

Curative Vaccine. 

The dosage used by us in all cases was 1 c.cm. containing: 

Streptococcus . 5 millions. I Meningococcus ... 2 millions. 

Pneumococcus . 5 „ B. influenza . 2 ,, 

M. catarrhalis . 5 ,, | 

The first injection was given as soon after admission as 
possible, and repeated daily until the temperature fell to 
normal. 

The vaccine was used alone in cases giving a temperature 
of 103*5°F. or under; for cases with higher temperatures 
20 c.cm. of polyvalent antistreptococcus serum was given 
subcutaneously, thereafter 10 c.cm. being administered daily 
for three or lour days. At times vaccine treatment was 
combined with the serum. (See Charts 7 and 8.) 

In no instance had the vaccine any ill-effect, but, on the 
contrary, several cases cleared up rapidly, the fever passing 
off in three or four days, at times sooner, even when the 
initial temperature was high and tne patient obviously ill. 
Furthermore, the albuminuria and renal casts disappeared 
more rapidly in the cases treated with vaccine than in those 
treated with drugs only. 

In a few cases of the pulmonary type, when there was no 
sign of abatement of the disease on the seventh day, 1 c.cm. 
of the vaccine was injected daily, the result being a fall of 
the temperature by lysis. This, of course, may have been a 
coincidence, but in two cases aspirin and various other drugs 
failed to affect the fever, whereas the temperature gradually 
fell about 24 hours after the vaccine treatment started. 


Personally, we are convinced that the vaccine does no 
harm, but frequently promotes a quick recovery. 8uch 
vaccines should be administered as early in the disease as 
possible. The short acute course of two cases inoculated 
the first day of the disease with a full prophylactic dose 
suggests that all cases seen early may have their course cat 
short by a large dose of the vaccine before toxaemia has time 
40 sefc in * Serum-therapy. 

Briefly, cases treated early in the disease have a far greater 
chance of recovery than those treated late, as a glance at 
Table IX. shows. All the cases were severe. Of those 
injected with serum before the sixth dav all recovered—i.e., 
six out of six ; while of those injected after that day—six all 
told—four died (i.e., 66 per cent.). 


Table IX.— Day of Disease of First Serum Injection. 


Ca**. 

Day. | 

Result. 

’ase. 

Day. 

Result. 

Case 

Day 

Result. 

22 

2 

Recovery. 

48 

5 

Recovery. 

26 

8 

Died. 

19 

4 

•t 

16 

5 

ft 

34 

10 

8-covery. 

38 

4 


2 

7 

Died. 

6 

10 

Died. 

33 

5 ! 

«« 

27 

7 

21 

13 

It 


In Chart 9 the effect of tfie administration of serum early 
in the disease is well shown. This patient had definite 
pulmonary signs, but from the third day there was a distinct 
general improvement in the case ; recovery from the seventh 
day was uninterrupted. Curative vaccine was given daily on 
the sixth to ninth day inclusive. Chart 10 shows the effect 
of the serum given on the fourth day of the disease. These 
charts should be compared with No. 11, illustrating the 
fadure of serum given after the fifth day. 

It is apparently netessary to emphasise the importance of 
not laying too much stress on vaccine or serum treatment 
delayed until the sixth or seventh day of disease, as we have 
seen much credit given to most forms of treatment solely 
from the results as depicted in Chart 12. In such cases the 
sudden fall in the temperature and general improvement of 
the patient is most likely due to the natural termination of 
the pneumonia on those days. 

These observations on antUtreptococcus serum apply solely 
to that prepared by Messrs. Burroughs, Wellcome, and Co. 

Summary. 

1. The results of blood cultures show that there is septi¬ 
caemia in some of the cases. Most of these have a fatal 
issue. The figures at our disposal are insufficient to make 
any definite statement as to whether this septicmmia is 
present early in the disease or only as a late symptom. That 
it is a late symptom is borne out by the fact that strepto¬ 
cocci were isolated from the heart's blood after death in 
cases where the blood-culture result was negative early in 
the disease. 

2. The causal micro-organism of the septicaemia is not the 
same in all cases. 

3. The examination of sputa and posterior nasal swabs 
shows a mixed and fairly constant flora. Such organisms as 
streptococcus, pneumococcus, Micrococcus catarrhalis^ and 
B. influenza are present in a high percentage of cases; in 
all instances over 66 per cent., except in that of B. influenza 
(46 per cent.). 

4. The predominating organism varies, being: Mi*r<h 
coccus catarrhalis in 34 per cent., streptococcus in 30 per 
cent., pneumococcus in 26 per cent., Staphylococcus aurm 
in 8 per cent., and B. influenza in 2 per cent, of the cases. It 
should be noted that in only one of this series of cases was 
Pfeiffer’s bacillus found to be the predominating organism. 

5. Post-mortem examinations show lung lesions in all 
cases, varying from congestion and oedema to pneumonia and 
pus formation. Invariably the picture was that of a marked 
toxaemia, e.g., congestion and petechial haemorrhages of 
serous and mucous membranes, cloudy swelling and fatty 
changes of liver, kidney, and cardiac muscle, and in two an 
acute nephritis. 

The micro-organisms—isolated from lung, pleural and 
peritoneal lesions, blood and spleen—coincide closely with 
the mixed fl >ra obtained before death. Only in one case 
was the B. influenza found in the lesions. 

6. Isolation of diplostreptococci from the heart's blood 
and spleen post mortem supports the view that a true 
septicaemia is present. 

7. Albuminuria is a constant feature. Casts are present 
in 50 per cent, of the cases. That there is a definite 
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nephritis in some cases is clear from the appearance of 
epithelial and blood casts, and fully substantiated by the 
post-mortem findings. 

8. There is sufficient evidence in all cases that the renal 
condition warrants especial care during convalescence. 

9. The daily leucocyte counts show that all cases do not 
conform to one type. Broadly speaking, a leucopenia, if 
continued, is of bad, a leucocytosis of good, prognostic 
import. A marked leucocytosis after the eighth or ninth 
day, especially if the eosinophils are mucn decreased 
or absent, strongly suggests complications. Incomplete 
recoveries and the oncoming of a relapse can often be 
diagnosed from the blood picture, even when the clinical 
signs are slight or absent. 

10. Prophylactic vaccination on two, preferably on three, 
occasions with a weekly interval between each inoculation is 
without risk, increases the immunity of the individual, and 
prevents the onset of pulmonary complications. Should the 
inoculated develop influenza the course of the disease is 
invariably mild. 

11. As regards treatment, we recommend that: (1) In very 
early cases a full dose of prophylactic vaccine should be 
administered. No further doses to be given at least for 
several days. (2) Cases seen on the first day, or later, pro¬ 
vided the temperature is not above 104° F. or the patient 
markedly toxic, should be given 1 c.cm. of the curative 
vaccine daily until temperature falls to normal, unless sym¬ 
ptoms become worse. (3) Those cases which show high 
pyrexia or toxic condition from the start should be treated 
with polyvalent antistreptococcus serum, 20 c.cm. should be 
administered subcutaneously as soren as possible, and followed 
by daily injections of 10 c.cm. for three or four days. With 
this treatment calcium lactate, gr. 5, should be given daily 
for 7 to 10 days to ward off serum sickness. Vaccine may 
be combined with this if required. 

There is no reason why other forms of treatment should 
not be combined with the above. 

Conclusions. 

The variety of clinical types, as depicted by symptoms 
and leucocyte counts, the mixed bacterial flora obtained 
from blood cultures, sputa, throat swabs, and at post-mortem 
examinations, render it quite impossible to assign anv one 
specific virus as the causal organism. The bacillus of Pfeiffer 
was found in 46 per cent, of the cases, and only as the pre¬ 
dominating organism in one case out of 50. It may possibly 
be the primary agent, and the other micro-organisms found 
secondary, but we see no reason why this should be the case 
when such micro-organisms as the streptococcus and pneumo¬ 
coccus are far more frequently found in the pathological 
lesions in this disease. 

Although there is the remote possibility of there being 
an underlying ultra-microscopic agent at work in lighting 
up the epidemic, one cannot conceive a single activating 
agent in a disease attacking its victims in such diverse 
ways. 8 

In our opinion the presence of a more or less constant 
group of micro-organisms renders each individual the 
potential possessor of the specific symptoms caused by each 
virus. This will depend on various factors, such as the 
number and virulence of the micro organisms, the resistance 
of the patients, and intercurrent diseases. 

From the foregoing results we are forced to conclude that 
the malady we have been studying is not a simple but a 
44 compound ” disease. 

We are greatly indebted to Lieu tenant-Colonel T. S. Allan, 
R.A.M.C. (T.), O.C., Military Hospital, Hampstead, and 
Lieutenant-Colonel F. F. Muecke. R.A.F. (MS.), O.C., 
R.A.F. Central Hospital, Hampstead, for permission to 
carry out this work, and to Major W Byara. R A M.C., and 
Surgeon-Lieutenant O. H. Gotch, R N., and other medical 
officers concerned for access to their cases. Special thanks 
are due to Miss Samuel, B.Sc., for her loyal assistance 
throughout. 
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SOME OBSERVATIONS ON THE 
MORE SEVERE CASES OF INFLUENZA 
OCCURRING DURING THE PRESENT 
EPIDEMIC. 

By Sir THOMAS HORDER, M.D. Lond., 

ASSISTANT PHYSICIAN TO ST. BAKTHOLOMEW’S HOSPITAL, ETC. 


It is as yet too early to write a full and adequate account 
of the prevailing epidemic of influenza. Some time must 
still elapse before the clinical and pathological experience 
of different observers can be collated, and before the 
statistical results of those who have been in charge of 
large numbers of cases under Service conditions can be 
properly interpreted. But it may be well even at this stage 
to put on record certain observations of a general sort, with 
such reflections concerning them as may lead to critical 
analysis by others of their own expeiience. These observa¬ 
tions being more or less disjointed, they are set out under 
certain convenient headings. 

I.— The Pyrexia. 

The temperature rises abruptly with the invasion symptoms, 
which are not nearly so painful in many cases as they were 
wont to be in former recent epidemics, and reaches 
103-4-5°. In the majority of cases it remits or intermits. 
It also usually 44 responds” at tbe early stage to various anti¬ 
pyretic drugs, falling with a sweat, and rising again. If no 
such response occurs, assuming an adequate dose has been 
given, this is a bad sign ; the case is likely to prove one of the 
more serious sort. With this experience it is unreise to repeat 
the drug. If the initial temperature rises to a high level and 
continues there without remission the case will probably be 
one of the intensely toxic kind ; it may even fulminate 
and prove rapidly fatal. If it be a case of the lesser 
degree of these two conditions, the condition may. in 
three to six days become hyperpyrexial, with dusky facies, 
delirium or stupor, tremor, dry tongue, shallow respirations, 
and a deceptively low pulse-rate in proportion to the high 
temperature, which may reach 106° or higher. If neither 
of these two very serious conditions ensues the temperature 
continues to remit or intermit until about the fourth to fifth 
day, when it may suddenly rise to a higher level and remain 
there, indicating some acute pulmonary event, which in the 
majority of instances turns out to be pneumonia. In this 
case the subsequent course of the pyrexia depends upon the 
developments in the lung (vide § II.). If the pulmonary 
event is a broncho-pneumonia, or a purulent bronchitis, or a 
pleurisy, the higher level of the pyrexia remains but the 
temperature intermits. Should no pulmonary event super¬ 
vene other than the congestion common to nearly all 
severe cases, the temperature usually begins to fall about 
the fifth or sixth day, and reaches normal, by a process of 
lysis, about the tenth to twelfth day. In a few cases a crisis 
is observed, and in rather more a pseudo-crisis, followed by 
a recrudescence, and this recrudescence is very prone to be 
accompanied by an acute pulmonary complication. The 
pyrexia sometimes terminates rapidly with the expectoration 
of a large amount of bloody sputa (vide § HI.), as if a 
pneumonic process “aborts.” Once it is down the tempera¬ 
ture may remain subnormal for a few days and gradually 
return to normal. True relapses are uncommon in the 
absence of gross mismanagement. A few cases show a 
quotidian intermitting temperature (to 99 5-101°) for several 
days, it may be for two or three weeks, after the main fall in 
the pyrexia, and the rise is sometimes in the morning and 
not in the evening. 

The question of the existence of apyrexial cases of 
influenza is, I think, to be answered in the affirmative. 
Though it is scarcely possible to make a diagnosis in the 
absence of a raised temperature, I have met with instances 
of relatively severe prostration associated with pulmonary 
catarrh, lack of heart tone, and sweats without fever 
that were probably due to influenza. They have generally, 
but not always, been in persons over 60 years of age. In 
this connexion it is well to remember that typhoid fever 
may be apyrexial in elderly patients. There is an obvious 
practical point as regards treatment underlying this 
consideration. 

II.— The Kespiratory System. 

The respiratory system is affected in a large number of 
ways. But it is perhaps worthy of note that the 44 catarrhal ” 
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element, in so far as the mucosa of the upper air passages 
ie concerned, seems much less in evidence during this 
epidemic than during former ones. Not only is this so in the 
course of the disease, it is seen also in the relative in¬ 
frequency of catarrhal sequelae. But certain considerations 
warn us not to take this fact to mean that we are not dealing 
with the same virus as was responsible for the epidemics of 
influenza in which catarrhal manifestations were very 
prominent: (1) The bronchiolitis which is so common a 
feature in many of the severe cases is essentially a catarrhal 
process ; (2) the so-called “ simple febrile ” type of influenza 
occurring in other epidemics was a catarrhal ; (3) different 
epidemics of well-known diseases (e.g., scarlet fever) are 
prone to exhibit different features, though probably due to 
the same virus. 

The respiratory manifestations extend from laryngitis and 
tracheitis through bronchitis to lobular and lobar pneumonia 
and pleurisy, both “dry ” and with serous or purulent effusion. 
But the characteristic feature, and one which is rarely 
absent in any severe case, is a condition of capillary 
bronchitis with intense pulmonary congestion. It may be 
unilateral or bilateral, is more often basal than apical, but 
is not seldom universal. The physical signs are copious fine 
r&le (crepitation), with impaired vesicular sound, and, less 
often, impaired percussion tone. The degree and the extent 
of this lesion vary from day to day. It is undoubtedly the 
chief cause of the cyanosis which is so common a feature ; it 
contributes the bloody sputa which are not seldom seen and 
it embarrasses the heart and, indirectly, the central nervous 
system. It may be termed the essential lesion of the disease. 
JSveu when consolidation of the lung it present, thin it quite often 
an incident by comparison, and if the patient dies he dies with the 
consolidation rather than of it. When asked “if the patient 
has pneumonia” we try to give some comfort by replying that 
he has not got it yet, when the correct answer would be 
that he has the first stage of pneumonia already. Whether 
the patient dies or lives depends upon the extent of this 
pulmonary congestion, together with the intensity of the 
toxic process in relation to the central nervous system. It is 
extremely difficult to form an estimate of how many cases of 
the severer sort, with this pulmonary engorgement, develop 
areas of consolidation, because routine examination of 
the back is impossible, and, indeed, is inadvisable. But the 
proportion is probably larger than is usually thought. 

It is interesting to note that a “ sthenic ” pneumococcal 
lobar pneumonia may be, as it were, an intercurrent event, 
leading to its own signs and temperature curve, and, 
after resolution, leaving the patient in much the same con¬ 
dition as it found him, save for the further weakness left 
by the superadded disease. Post-mortem observations show 
how varied is the flora associated with the incomplete 
pneumonic areas in fatal cases —pneumococci are present, 
as would be expected, but streptococci, S. aureus , and 
Pfeiffer’s bacillus are found in varying degrees, and not 
infrequently in much larger numbers than the pneumo¬ 
cocci. One sign of the incomplete nature of the 
process of hepatisation in many cases is the relative 
infrequency of pleuritic rub over the consolidated area 
as compared with ordinary cases of pneumonia. The 
duration of the pneumonic patch is very variable. It 
may endure for a day only, resolving rapidly with crisis, 
or it may persist after the pyrexia has gradually 
ceased (vide § IV.). In the main its existence depends 
upon the state of the patient's general condition; it 
clears slowly as this mends, or it spreads rapidly as this 
lapses. Cases of true broncho-pneumonia do not seem very 
common—the name is sometimes given in error to pneu¬ 
monia of the lobar type when the patches are small and 
bilateral—apart from infants and little children. Nor is 
pleurisy common apart from pneumonia. The apparent 
relative increase of streptococcal, as against pneumococcal, 
empyemata during recent months may be accounted for by 
the cases being secondary to influenza with pleurisy. 

III.— The Sputa. 

The sputa vary considerably. They may be absent 
throughout the whole course, even of very severe cases, 
including some in which there is intense and widespread 
pulmonary congestion. When present they include the 
tenacious mucus of acute tracheitis and bronchial catarrh, 
the muco-pus and pus of purulent bronchitis, and the rusty 
sputa of lobar pneumonia. About these sorts of sputa there 
is nothing characteristic of the disease. Two other kinds 
occur, however, with some frequency, and both of them are 


very typical of severe influenza. 1. Bright pink frothy 

mucus, produced without difficulty and sometimes in large 
amount, it may be as much as a pint or more in 24 hours. 
The fresh rose-red colour of this expectoration is very 
striking, and suggests strongly that it results from acute 
inflammatory oedema of the lung, which indeed it does, 
as proved by post-mortem evidence. At times this 
material is expelled involuntarily during cough and some 
of it may spurt from the nostrils. 2. Tenacious mucus, 
less viscid than in lobar pneumonia, of greater amount, 
and differing also in colour, which may be of several 
hues—red, brown, saffron, and various tints of green, all of 
these being present at the same time. Seen in a white 
earthenware vessel, this type of sputa is very striking and is 
highly diagnostic. Dr. Hurtley, to whom I gave a specimen 
of these green sputa, tells me that the chief band present in 
the spectrum was that of haeraatoporphyrin. Both of these 
sorts of sputa may occur in the same case and in the order 
as regards time that they are here described. 

IV.— The Post febrile Period . 

In a large number of the severe cases, and in not a few of 
the mild ones, a state of exhaustion quite disproportionate 
to the duration of the illness follows the pyrexial period. 
Careful examination often reveals no incriminating feature 
in any organ. The degree of prostration may be profound, 
and may be much more trying both to patient and doctor 
than was the disease itself. Profuse night sweats are 
common. Various other immediate sequelae are to be noted. 

1. Ihe nervous system. The “higher centres” suffer chiefly; 
marked depression is common, emotional instability is often 
seen, and suicide is by no means rare. In a few cases a con¬ 
dition of amnesia which was present during the febrile stage 
persists for some days, then clears away. Neurasthenic 
states and insomnia which were present before the illness 
tend to be accentuated, or, if they were yielding to time and 
treatment when the disease appeared, they are prone after¬ 
wards to give further trouble. 

2. The heart. In most of the instances in which the heart 
is left in an unsatisfactory state—and they are very many— 
there is no systematised defect that can be discovered on 
examination at the bedside. Despite the objection of some 
cardiologists to the use of the term in this connexion, we can 
but call many of these hearts “weak.” It is reasonable to 
postulate a state of fatigue, whether of nerve or muscle or both, 
though no doubt a condition of toxic myocarditis also occurs. 
But as the symptoms pass off in many of the cases after a few 
days of continued recumbency, it is not likely that this last- 
named condition is present in many of the patients who 
exhibit cardiac inadequacy. Bradycardia of simple type) 8 
common, the pulse dropping to 50, 40, and even to 30. This 
state of things can be shown not to be a dissociated effect— 
i.e., not a state of heart-block. “Heart attacks,” chiefly of 
the type termed “cardiac asthma,” are not uncommon ; the 
appearance of one of these attacks may be the first sign to 
an unsuspecting patient or to her friends that all i* not *' lL 
These attacks, though very alarming, are rarely fatal. They 
are seen more often in women than in men. The cardiac 
element In the attack may be associated with, or may he 
overwhelmed by, obvious neurosis ; the dissociation of the 
two elements is sometimes exceedingly difficult and the 
prognosis is correspondingly obscure. Of the ultimate 
effect of the present severe forms of influenza upon the 
nerves and upon the hearts of the patients we cannot yet 

P 3 The pulmonary system sometimes shows sequel® during 
the post-febrile period. The most common condition is 
the persistence of an area of chronic congestion at one 
base, with or without a suspicion of pleural involvement. 
This “soppy” base may be present for weeks, or even 
for months. (? Whether some of the cases in which this 
condition is known to have persisted for years are not 
originally influenzal in origin.) Pneumonic patche> may w 
found during this period. They are of two kinds : (a)arew or 
unresolved pneumonia, and (b) what may not inappropriate y 
be termed “residual consolidation’’—patches of pneumonia 
that appear with, or just after, the fall of temperature. 
These areas usually clear quietly and slowly, their 
depending chiefly upon the progress made by the patient in 
tone and strength : the more rapid the general improvement 
the quicker does resolution take place. Pleural effusion may 
be discovered during the afebrile stage and may call tor 
aspiration. The fluid is serous, is either sterile or contains 
scanty streptococci, and the occurrence of the effusion by no 
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means indicates that the patient is tuberculous. No doubt 
the discovery of some of these pulmonary lesions during the 
post-febrile stage is due to lack of adequate examination 
during the more acute period of the disease, but this is 
certainly not the explanation in all cases. 

V. — Diagnosis . 

Experience of the present epidemic throws light upon the 
nature of many obscure cases which occurred during the past 
summer. It is now obvious that these were sporadic cases 
of the now prevalent disease. As in some other epidemic 
and endemic diseases it is common to see the main wave 
of incidence preceded by small ripples, so in influenza. 
(Cf. cerebro-spinal fever.) This fact leads to the appear¬ 
ance of individual cases, often quite severe, the nature of 
which, in the absence of bacteriological or other criteria of 
an absolute kind, remains obscure until a flood of cases of 
a similar sort establishes the diagnosis. 

Early in July two boys and their mother were admitted 
(from the same house) to St. Bartholomew’s Hospital. The 
mother’s illness took the form of a moderate pyrexia with 
diarrhoea. Both boys were gravely ill, with high continued 
fever, relatively low pulse-rate, marked cerebral irritation—in 
one there was definite “ meningism ” leading to lumbar 
puncture with a view to exclude cerebro-spinal fever—dry 
tongue, and constipation. A leucopenia was present in both 
cases. There was widespread pulmonary congestion, but no 
signs of pneumonia. There were no spots, the spleen was 
not palpable, blood cultures were negative, and no agglutina¬ 
tion was obtained against B. typhosus and B. paratyphosus. 
All three cases recovered. In face of these data no diagnosis 
could be, nor was, made. How simple the diagnosis would 
be to-day 1 

I can think of no less than six cases of severe illness, 
seen during the summer, with high temperature, marked 
nerve prostration, leucopenia, and negative blood culture, 
in all of which the diagnosis of typhoid or para typhoid 
would have been made but for the absence of aggluti¬ 
nation. In four of them the degree of pulmonary con¬ 
gestion was not more than is frequently seen in typhoid 
fever, although in the other two cases it certainly was. 
But the likeness of severe influenza to typhoid fever may 
be closer than this. In August I was asked to see 
a young doctor on the tenth day of his illness because 
he was passing a large quantity of blood by the bowel, 
following upon a dose of calomel. The onset of the disease 
had been sudden, with a rigor. When I saw him he 
was running a persistently high temperature (104-5°), his 
pulse-rate was not above 90, he was tremulous, delirious, 
had sordes on lips, his face was dusky, and his abdomen 
was distended. He had no typhoid spots and his spleen 
was not palpable. There was congestion of the base of the 
right lung, but not to a marked degree. He continued to 
pass blood freely for 48 hours. A blood culture was 
negative, as also were agglutination tests. He developed 
an incomplete pneumonia and died on the seventeenth day 
of his disease. I have recently seen a similar case in which 
the enterorrhagia followed the use of an enema. 

By no means all the pneumonia non prevalent is influenzal. 
There are a goodly number of cases of uncomplicated pneu¬ 
monia of pneumococcal origin, both the lobar type in adults 
and the lobuiar type in children, and the prognosis in most 
of them is, as usual, not unfavourable. This should be 
remembered in view of the present very natural popular 
dread of a dire result whenever pneumonia is diagnosed. 
Careful analysis of the mode of onset of the pulmonary event, 
the clinical features of the case, and, when possible, bacterio¬ 
logical results will usually lead to a correct differential 
diagnosis. 

Poliomyelitis is evidently rife at the present time, contrary 
to the usual seasonal incidence of the disease. The early 
symptoms may easily be mistaken for influenza when the 
latter disease is so ubiquitous. I have recently met with a 
small outbreak of poliomyelitis in a boy’s school, in which 
150 boys out of 200 were affected by influenza. Six boys fell 
rictims to the virus, all of them 15-16 years old and five out 
of the six were in the same house. In two of the cases it is 
certain that the influenza preceded the poliomyelitis by a 
definite, though short, interval; in one it is probable that 
the reverse order of infection was observed ; in the remaining 
three cases both infections would seem to have occurred 
simultaneously. It is not at all unlikely that some of the 
cases of “neuritis” following influenza, in children and in 


young adults, are really cases of this disease. The importance 

of diagnosing the condition as early as possible is obvious. 

VI.— Prognosis. 

Despite the protean nature of the disease and the many 
grades of severity that the clinical picture may assume, 
prognosis is not found to be so difficult as is often supposed. 
The real crux in the early stages of the disease is the 
question, Which cases are going to be severe and which are 
going to be mild ? The degree of suddenness, or rather the 
degree of initial intensity, of the onset, does not decide, 
nor the height of the pyrexia during the first 48 hours, 
nor the amount of the patient's discomfort. If the 
patient comes under treatment late this fact is of had 
omen; nearly always the case is severe, very frequently 
it is fatal. 1. Fulminating cases are, of course, rapidly 
fatal ; there is never any doubt as to their issue. 

2. Next to the fulminating cases the outlook is werst in 
those patients who sink progressively into a state in which 
there are cyanosis, delirium or stupor, diminishing cough, 
high continued fever, and physical signs of extensive 
pulmonary congestion. If this condition is reached rapidly , 
such as any time before the sixth day , the case is usually fatal. 

3. Of less gravity, but still with a very serious outlook, are 
the cases in which after four or five days of moderately 
severe illness the temperature rises suddenly to a higher 
level, continues there, and signs of patchy consolidation 
of lung appear. 4. Cases of purulent bronchitis, with 
patches of broncho-pneumonia, cause great anxiety, but 
usually give time for treatment; they are more hopeful. 
5. If a “sthenic ” lobar pneumonia supervenes upon a fairly 
mild attack the prognosis is still less serious, even though, 
as already mentioned in § II., no complete crisis is likely to 
occur. 6. In simple pleurisy the outlook is good, whether 
liquid effusion arrive or not. 7. Bronchial catarrh is the least 
unfavourable of all the pulmmary events, and rarely leads to 
a fatal issue unless it be in the elderly and in infants. 

Speaking of other than pulmonary complications, the 
following points appear to be in the patient’s favour: an 
age which is below 20 or above 40 years, irregularity of the 
pyrexia as contrasted with high continued fever, catarrh of 
the upper respiratory tract and air passages, coarse as con¬ 
trasted with fine rale on auscultation of the chest, muco¬ 
purulent sputa rather than tenacious and bloody mucoid 
sputa, strict correspondence of the temperature curve with 
the pulse-rate, absence of cyanosis, and a moist skin. In 
addition to the bad points to be inferred per contra from 
this list, the following also tell against the patient’s chances : 
delirium, stupor, insomnia, persistent vomiting, and repeated 
diarrhoea. Postscript on Treatment. 

Further experience in the treatment of the more severe 
class of case now occurring has but confirmed the views 
expressed in The Lancet of Nov. 23rd as to the great value 
of aero- and hydro-therapeutic measures. A free current of 
air, both in the room by means of widely open windows and 
over the patient’s body by means of a “ cradle ” and very 
little bed covering, frequent sponging, the fearless use of 
the cold pack when hyperpyrexia is present : these measures 
are of greater service in the intensely toxic cases with 
high fever than are febrifuge drugs, which usually fail 
of their object and depress a heart which is already 
hard put to it to maintain the struggle. In these very 
bad cases sweating does not ooour , and it is useless 
to attempt to get it. In them heat is lost from the 
body by radiation, and to this process many blankets 
are a deterrent and not an assistance. If the skin is 
losing heat by way of sweating well and good, let it be 
encouraged by warm blankets, but there is here no cause for 
much anxiety. The anxious cases are those in which sweat¬ 
ing does not occur (I am speaking of the earlier stages of the 
disease), and in them the removal of heat and the consequent 
adjustment of the body temperature should be provided for 
in the manner above indicated. It may seem a matter of 
supererogation to point out this distinction, and yet it is 
one which is not infrequently lost sight of in practice. I am 
still more convinced of the necessity of caution against over¬ 
feeding, both as regards the quantity and the character of the 
food. So-called specific drugs continue to be very disappoint¬ 
ing. The creasote and iodide mixture that has been advocated 
does not seem to justify itself, either with pneumonia present 
or not; it not seldom causes vomiting, and thus introduces 
an additional difficulty in the case. 
















874 The Lancet,] DR. W. H. WYNN: THE USE OF VACCINES IN ACUTE INFLUENZA, ETC. [Dec. 28,1918 


THE USE OF VACCINES IN 1 ACUTE 
INFLUENZA 

AND INFLUENZAL BRONCHO-PNEUMONIA. 

By W. H. WYNN, M.D., M.Sc., M.R.O.P. Lond , 

HONORARY PHYSICIAN TO THE GENERAL HOSPITAL, BIRMINGHAM ; 
LECTURER ON CLINICAL MEDICINE, BIRMINGHAM UNIVERSITY; 
CAPTAIN, R.A.M.C, (T.). 


The object of this paper is to call attention to the 
successful results obtained by the treatment of acute 
influenza and influenzal broncho-pneiumonia with adequate 
doses of vaccine containing B . influenza, streptococci, and 
pneumococci. 

Principles of Treatment. 

The recommendations of the Conference held at the War 
Office on Oct. 14th, which have been adopted by the Army 
and Local Government Board, show a ceitain timidity in 
the use of vaccines for treatment. 1 Whilst recommending 
prophylactic inoculations with, what I consider to be, 
entirely inadequate doses, they state that vaccine is most 
likely to be of service in the treatment of subacute and 
chronic cases, and recommend a dose of 6 million 
B. influenza, 20 million pneumococci, and 8 million 
streptococci as an initial dose. As regards severe cases of 
secondary broncho-pneumonia they do not recommend 
vaccine, but if it be desired to treat such cases an initial 
dpse of 1£ million B. influenza, 5 million pneumococci, 
and 2 million streptococci is suggested. 

The treatment of influenzal broncho-pneumonia in no way 
differs from the treatment of acute pneumonia and broncho¬ 
pneumonia due to other causes. In a paper in which I 
recorded the results obtained by the early administration of 
vaccines in acute pneumonia 2 it was urged that the best 
results were obtained by injecting an adequate dose as early 
as possible. 100 million pneumococci were given as an 
adequate dose for an adult man. Since then acute pneu¬ 
monia has been consistently treated, not only by myself, 
but by many practitioners all over the British Isles, accord¬ 
ing to the principles laid down with excellent results. 
Broncho-pneumonias of all kind^ have been similarly 
treated. 

Influenzal broncho-pneumonia during an epidemic period 
resembles acute lobar pneumonia in that a suitable stock 
vaccine can be kept ready for use, whereas with other 
broncho-pneumonias time is lost in discovering the nature 
of the infection and making the appropriate vaccine. 

For the treatment of influenza and its secondary broncho¬ 
pneumonia Lord Fisher’s advice is appropriate : “ Strike 
early and strike hard.” The first moment the patient is seen 
is the time to inject, and the dose should be sufficiently 
large to produce a satisfactory response within a few hours. 
Hesitation and delay are fatal. Every case should be 
regarded as a serious one. Many cases beginning mildly 
rapidly get out of hand if untreated and prove fatal. 
Action must be decisive—offensive, not merely defensive. 
Drifters must not be sent into action when battle cruisers are 
required. 

My practice is to inject, and advise others to inject, every 
acute case seen in the early stages of the disease, unless the 
patient is obviously beyond help. At first I used 50 million 
pneumococci, 50 million streptococci, and 30 million influenza 
bacilli as an initial dose in an adult, gradually increasing to 
100 million and 60 million respectively if further doses were 
required. Now I more often begin with a dose of 80 or 
100 million of all three organisms, and find more decisive 
results in aborting the disease are obtained. In a certain 
group of cases B. Friedldnder was found, and for these this 
organism was added to the vaccine. These therapeutic doses 
are larger than those recommended by the War Office Con¬ 
ference for prophylaxis, and very much larger than those 
suggested for the treatment of acute cases. The pneumo¬ 
cocci used in the vaccine were obtained from recent cases in 
primary culture, the streptococci were also recent strains 
and, as far as possible, in primary cultures. The influenza 
bacilli were partly isolated by myself, partly obtained from 
Messrs. Parke Davis, and Co. 


1 The Lancet, 1918, II., 665. 

* Brit. Med. Jour., March 13th, 1916. 


Record of Cases. 

Some hundreds of patients have now been treated on these 
lines by myself and by practitioners associated with me. 
During the present rush of work complete statistics are not 
yet available. Of cases directly under my care there has 
only been one death among those inoculated within 48 hours 
of the onset. Several doctors have told me that they have 
had no deaths in inoculated cases. The few cases here briefly 
recorded with their charts are taken from a large number. 
They are in no way exceptional, and are given as showing 
what may be expected of vaccine treatment in various types 
of the acute disease. 

A. Acute Influenza, Uncomplicated. 

Case 1.—A young woman aged 26. Injected about eight hours after 
onset with 50 million pneumococci and streptococci, 30 million 
influenza bacilli. Kfesplrarions 30, pulse 96. Palos severe, suffused eyes. 
Pharyngitis. No complications. Temperature reached normal nine 
hours after Injection. During the second night it rose again to 90* *4° 
and thereafter remained normal. 

Case 2.—A man aged 40. Onset severe and rapid with shivering. 
Intense pains, slight vomi'lng, furred tongue, explosive cough. Pulse 
108, respirations 33. Injected about three hours after onset with 
100 million of each organism. Temperature reached normal 24 hours 
after Injeotion. Labial herpes appeared on the third day. No further 
rise of temperature, but some cougb for four days. 

Case 3.—A boy aged 8. He left home for school at 8 30 a.m. and 
arrived back three hours later scarcely able to stand, shivering, 
giddiness, sever* headache, and nausea, "injected at 1.30 p.m. with 
20 millions of each organism. Temperature was then 102 6°. Next 
morning temperature had fallen slightly, but ro<*e later to ICG'S®. On 
the morning of the third day a dose of 40 million of each organism 
was injected. This was followed by a fall in the temperature, which 
reached normal during the afternoon of. the fourth day. Weak 
breath sounds and sticky crepitations were beard at bases of both 
lungs. This was one of the very few cases of simple Influenza which 
required a second Inoculation to cause a fall in temperature. 

These three patients were injected within a few hours of 
the onset, but other charts could have been given showing a 
similar fall of temperature when the initial dose was given 
after two, three, or four days of sustained temperature. 

I have seen no similar charts in uninoculated cases. 
Occasionally mild cases are seen with a pyrexia of 48 hours, 
but a duration of 4 to 6 days is more usual. Occasionally a 
fall by crisis is seen in untreated cases, but lysis is the rale. 
As crisis has almost invariably followed a single adequate 
dose of vaccine in my cases of simple influenza at whatever 
stage of the disease, it is difficult to resist the conclusion 
that they are related as effect and cause. 

B. Acute Influenzal Broncho-pneumonia. 

Cases 4, 5, 6. and 7 mav be taken together. The patients were all 
young men. They were typied cases of the moderately severe type. 
There were dullness, weak breath sounds, and many crepitations at the 
bases of both lungs, with small areas of bronchial bie&thing. moderate 
cyanosis, respirations 28 to 32, pulse 100 to 120. Blood-stained, frothy 
Bputum In Cases 4 and 6, frothy muon-purulent in the other two. Con¬ 
siderable distress in aU four. Case 4 was injected about 24 hours after 
the onset with 70 million pneumo<*occi and strept»>cocci and 40 million 
influenza bacilli. Th* temperature after flrst rising sllgbtly fell rapidly 
and reached normal 24 hours after the Injection. No further injection 
wss required. Ca<e 5 was not Injected until the third day; the dUe*»e 
was of a more severe type, and a dose of 100 milll -n pneumococci and 
streptococci and 60 million influenza bacilli was given, followed by a 
fall of temperature to 100°, then after a rise to 102-2° it reached normal 
early on the fifth day. As the temperature did not quite settle a 
second injection was gUen on the sixth day Case 6 received a dose of 
80 mil Ion of each organbm on the third day, and had a normal 
temperature early on the filth day. Case 7 reached normal 24 hour* 
after sn injection of 100 million pneumococci and streptococci, 
60 million influenzi bacilli. 

Cases 5, 6, 7, and 10 belong to a group of 17 patients from the same 
community admitted with influenza. Of these, 9 had broncho¬ 
pneumonia. Five not under my care were not inoculated and 4 died, 
the remaining 4 were in- culated and all survived. The ca*ee, how¬ 
ever, cannot be taken as strictly comparable, as three out of four of 
my cases gave rise to no special anxiety, although it Is difficult to say 
what they might have become had the fever not been cut short. 

C. Very Severe Confluent Broncho-pneumonia. 

Cask 8 —A young woman aged 26. Symptoms began with gresi 
severity, extreme cyanosis, pr stration, weak pulse, extensive signs 
throughout both lungs wt.h large confluent patches At bases, sleepless¬ 
ness. and dellrl-im. Condition extremely critical for five days. 
Respirations reached 48. pulse 120. The first injection of 50 million 
I ueumocoocl and streptococci and 30 million influenza bacilli caused 
a critic I f-II of temperature from 104° to 97°, a second dose on the 
fourth day was followed by a more gradual tall, after which the tem¬ 
perature remained normal. Two more inj-ettons were given later and 
were followed bv general improvement. On the tenth d*y she had 
lafr, femoral thrombosis. 

Cask 9.—A man aged 50. A case of the worst kind in a etout. flabby 
man with a bad ale -hollo history. Enlarged liver, much albumin with 
casts and pus cells in urine. Very severe onset. Respirations 50 on 
hrst day. Pulse did not exceed 112, but was very feeble. At first much 
struggling and attempts to get out of bed, later muttering dellriam 
and picking at bedc'othe*. Crepitations all over both lungs, Ur** 
confluent patches involving the whole of both lower lobes, expUsl®* 
exhausting cough with little sputum. Retention of urine. Much 
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Cask 1.—Female, aged 26. 
Influenza, uncomplicated. 
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Cask 3.—Male, aged 8. Influenza, 
severe onset. 




Cask 2.—Male, aged 40. 
Influenza, severe onset. 



Cask 4.— Male, aged 38. In¬ 
fluenzal bronchopneumonia. 



Cask 8.—Female, aged 26. Very severe confluent 
broncho-pneumonia. 
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Cask 9.—Male, aged 60. Very severe confluent 
broncho- pneumonia. 
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Cask 6.— Male, aged 21. In¬ 
fluenzal broncho-pneumonia. 


Cask 7 —Male, aged 28. In¬ 
fluenzal broncho-pneumonia. 


Cask 10.— Male, aged 28. Very severe 
confluent broncho-pneumonia. 
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cyanosis. Each Injection was followed by a fall In temperature, and 
after the third the normal temperature persisted. Two more injec¬ 
tions were Riven during convalescence. This patient also had left 
femoral thrombosis during convalescence. These are the only two 
patients in whom I have seen this complication. 

Case 10.—Man aged 28. This patient was not seen until the eighth 
day, when he appeared to be dying. He had extensive confluent 
broncho-pneumonia, with a respiration-rate of 52. He was lying in a 
condition of stupor, with weak flickering pulse. He was injected with 
80 million pneumococci and streptococci and 50 million influenza 
bacilli after some hesitation as to whether it was worth while. From 
that time he steadily Improved and two days later respirations were 
26. A second inoculation was made on the twelfth day and tempera¬ 
ture became normal. 

These patients were as desperate as any I have seen, and 
I feel sore would not have recovered if vaccine had not been 
usfed. 

The youngest patient injected was a baby of 12 months. Her illness 
began with convulsions. Soe was seen by me towards the end of the 
second day and then had well marked broncho-pneumonia. An injec¬ 
tion of 15 million of each organism was given. The child was then 
listless, peevish, and obviously ill. When seen 38 hours later she was 
sitting up and playing. 

The oldest patients were a husband and wife, aged 69 and 68 respec¬ 
tively, both bad subjects, with severe broncho-pneumonia. 80 million 
of each organism were given on the first and second days respectively 
and each patient made a good response. Several children of 10 and 
12 years have been Injected with doses of 50 million and children of 
3 and 4 years with 20 million. In all cases with good results. 

Results of Curative Vaccination. 

In no case have I seen any bad result from the use of 
vaccine in these doses when used early in the disease. 
If it may be argued that vaccine has no curative action in 
acute diseases a study of these cases will show that at least 
it does no harm. A constant feature has been the drop in 
temperature following an injection. This if standing alone 
might mean little, or if associated with collapse would be 
a bad sign, but in these cases the fall of temperature is 
associated with general improvement, the aspect of the 
patient is better, the pulse is slower. In acute lobar 
pneumonia the respirations are slowed pari passu with the 
temperature and pulse. In influenzal broncho-pneumonia, if 
the respirations are rapid they are slowed with the fall of 
temperature, but in the serious cyanotic cases with slow 
respirations the rate is increased. In Case 8, for instance, 
during the critical days the respirations were 20 to 30, but 
after the temperature became normal the rate increased to 
48. At first the respiratory centre is depressed, but with 
improvement comes stimulation of the centre before it 
returns to normal. The results obtained in influenzal broncho¬ 
pneumonia are similar to the results obtained for several 
years in acute lobar pneumonia and other types of broncho¬ 
pneumonia. The charts given here have a close resemblance 
to those published in the article on vaccines in acute 
pneumonia already referred to. Such results cannot be 
explained otherwise than by assuming that the injection of 
an adequate dose of vaccine causes a satisfactory immunising 
response. 

The Question of Dosage. 

When I first used vaccines in these diseases such small 
doses as 5 million were given. Although occasionally good 
results were obtained they were uncertain. With further 
experience the doses became larger and the results better. 
In acute pneumonia, when 100 million pneumococci have 
not given a satisfactory response the dose has occa¬ 
sionally been increased to 150 or 200 million cocci. If 
a dose insufficient to produce improvement is given there 
may not be time to give a second. The first dose must 
be an effective one. The doses now recommended in acute 
influenza and influenzal broncho-pneumonia are : for an adult 
man 80 to 100 million pneumococci, streptococci, and 
B. influenza; for an adult woman 60 to 80 million ; for a 
child of 12 to 14, 40 to 50 million ; for a child of 2 or 3 years 
10 to 20 million. In deciding the dose the size of the 
patient is more important than the age. The dose should 
not be reduced because of the gravity of the illness. If the 
first dose gives no, or an insufficient, response the next dose 
should be larger, the doses being repeated on alternate days, 
or even in some cases every day. With a first dose of 
100 million it is rarely necessary to increase this. 

The timidity so often shown even by those who use 
vaccines in chronic diseases towards their use in acute 
diseases apparently arises from theoretical considerations 
as to the possible harm caused by negative phases. This is 
not the place to enter into a theoretical discussion on the 
mode of action of vaccines in acute diseases. My attitude 
for the moment is the pragmatist’s, “ It is true because it 


works.” But it may be pointed out that the doctrine of 
the negative phase was worked out in patients suffering from 
chronic localised diseases. The conditions existing in healthy 
persons and in patients with acute disease are very different 
and not comparable. 

Those accustomed to vaccine therapy know that in the 
treatment of chronic localised diseases—chronic arthritis, 
mucous colitis, chronic bronchitis and asthma—considerable 
reactions may be produced by quite small doses, and great 
care is necessary in increasing the doses. The patient 
appears to be “ sensitised ” in a different manner to those 
suffering from acute disease. Again, adose of 000,0001 c.cm. 
tuberculin may cause a smart reaction in a case of chronic 
locali«ed tuberculosis, but would have no effect in a case of 
advanced phthisis or acute caseous broncho pneumonia. One 
possible explanation may lie in the very different amount of 
infection in the two cases. A dose of 100 million pneumo¬ 
cocci is very small as compared with the inconceivable 
number of cocci in the body of a patient suffering from acute 
pneumonia, but becomes appreciable when compared with the 
number present in a case of chronic otitis media. 

Prophylactic Vaccination. 

These considerations have a bearing on the use of vaccines 
for prophylaxis. Doses which seem inadequate are being 
recommended apparently from the fear of a period of 
increased susceptibility following upon inoculation, or of the 
possible danger of inoculating a patient during the incubation 
stage. Within certain limits the period of immunity depends 
upon the size of the dose inoculated, the limits being set 
not so much by the actual quantity of vaccine used as by 
the amount of antigen which the tissues can set free from 
it. With typhoid, doses of 1000 million and 2000 million 
are necessary to produce immunity lasting a reasonable time. 
With the pneumococcus Lister advises three inoculations at 
seven days’ interval, each dose consisting of 6000 million 
cocci of each of several groups. He found that injection of 
very large doses was followed by only slight reactions. Sir 

A. E. Wright found that doses up to 40,000 million 
pneumococci produced nothing more than a very slight 
constitutional disturbance and a very small rise of tempera¬ 
ture. Cole and his fellow-workers agree with these observa¬ 
tions. We have no similar data with regard to influenza 
bacilli and streptococci. But doses of 300 up to 1000 million 
of these have been given for treatment. Further, as regards 
the possible danger of inoculating a patient during the 
incubation stage, Wright 3 has shown that 2500 men inocu¬ 
lated with doses up to 1000 million pneumococci had an 
incidence rate during the four days following inoculation 
only one-third that of 750 uninoculated controls—in other 
words, vaccine therapy is highly successful when applied 
during the incubation stage. I consider the incubation 
stage of all tiroes the best to inject for treatment if we could 
discover it in the individual. 

Prophylactic injections have been given to 230 persons, 
100 million of streptococci and pneumococci and 50 million 

B. influenza being used as a first dose, and after a week 
double these doses to 90, but as there is no good reason for 
reducing the number of influenza bacilli the last 140 have 
had equal numbers of each organism. In some cases a third 
dose of 400 million and in a few a fourth of 800 million 
has been given. 

At one institution 117 nurses and ward maids out of 170 were 
inoculated ; 112 twice'and 5 once. Of the 112, 2 have since 
had mild attacks; of the 5 one had a mild attack and one 
severe broncho-pneumonia. Of the remaining 53, 25 had 
mild attacks in June and all have escaped this time; one had 
a mild attack in February and has recently had very severe 
broncho-pneumonia; 14 of the remainder of the non- 
inoculated have had influenza during the present epidemic, 
2 with severe broncho-pneumonia, of whom one died. The 
figures are not strictly comparable as they do not cover the 
same periods, the outbreak among the 14 immediately pre¬ 
ceding, and, indeed, being the occasion for the inoculation 
of, the remainder ; but so far as they go they suggest that 
inoculation with these moderately small doses gives some 
slight measure of protection, and also that an attack of 
influenza confers immunity for a limited period. Of the 
remaining 113 inoculated I so far know of only 2 who have 
since had influenza. No case fell siok during the four days 
immediately following an inoculation. 

» The Lancet, 1914,1., 91. 
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SOME OBSERVATIONS ON THE RECENT 
INFLUENZA EPIDEMIC 

AT A BASE HOSPITAL IN FRANCE. 

Br D. T. HARRIS, M.B.,'Ch.B. Manch., M.B., B.S. Lond., 

CAPTAIN, R.A.M.C. ; RESEARCH PATHOLOGIST TO THK CHRISTIE 
HOSPITAL, AND LECTURER IN PHYSIOLOGY AT THE 
UNIVERSITY, MANCHESTER. 

I . — An “Intensive" Culture Medium for the I eolation and 
Growth of Pfeiffer's Bacillus. 

As the growth of B. influenza is better in association with 
staphylococcus than in pure culture, it appeared that possibly 
the basis of the symbiosis was a pabulum created by a pro¬ 
teolytic ferment generated by the latter organism, containing 
all the split-products of protein in all stages of cleavage. 
If this were true, then B. influenza would be jxpected to 
grow abundantly in the presence of an active tryptic ferment 
in the medium. The simple method of trypsinising whole 
blood and adding it to ordinary nutrient agar yielded a 
prolific growth of the organism. Strict asepsis must be 
observed in the technique, as subsequent sterilisation is 
inadmissible, the whole point of the method being to avoid 
the inactivation of the ferment. 

A simple method adopted was the following : — 

Into a 10 c.cm. syringe containing 3c.cm. of citrated (1 per 
cent.) physiological saline, 5 c.cm. of rabbit’s blood is drawn; 
this is quickly added to a mixture of 5 c.cm. citrated saline 
with 2 c.cm. liq. trypsin© co. coutained in a test-tube. Toe 
whole is mixed and placed in the incubator for one hoar to 
start the proteolysis of the serum-albumin and globulin. 
Meanwhile, 100 c.cm. of nutrient agar (acidity + 10) in a 
200 c.cm. flask is cooled down to 46° C. in a water-bath. The 
trypsin-blood, previously placed for a minute or two in the 
bath, is added to the agar at 46° C. Ten plates are quickly 
poured, aud afterwards stored iu the ice-chest until required. 

T^he red blood cells are not too far altered by this treatment 
to preclude facility in making observations on the haemolytic 
power of organisms, provided that growth has not exceeded 
24 hours in the incubator, for in the latter case the red cells 
would be completely digested by the ferment. 

This medinm may be used with advantage for the growth 
of other delic-ite organisms — e g., the gonococcus. 

Note on oxygen supply. — For the growth of obligatory 
aerobes it has been shown that the essential constituent in 
blood media is the haemoglobin. Is the function of the Hb to 
provide a readily available supply of oxygen ? To determine 
this point, an agar medium was made in which neutralisa¬ 
tion was effected by the chemical equivalent of sodium 
peroxide in place of oaustic soda. The employment of this 
peroxide is confronted with technical difficulties. Since 
prolific growth on potato may be due to the presence of 
oxidases and peroxidases, one may possibly find that the 
addition of minute quantities of certain colloidal metals will 
be easier to incorporate in media for the same purpose. The 
call for oxygen by these obligatory aerobes is probably due 
to the necessity for the rapid oxidation of prodacts like lactic 
acid, which inhibit growth. 

II. — The Extreme Prostration and the Involvement of the 

Suprarenal Capsule. 

Perhaps the most striking feature of the present influenza 
epidemic is the extreme prostration. Suddenly the patient 
appears to lose his physiological resistance completely, and 
in 24 hours the pulse becomes almost imperceptible. This 
atonia drew attention to the condition of the suprarenal 
body. In the first autopsy (in which the heart, spleen liver, 
and kidneys were normal) the left adrenal was soft, diffluent 
and congested. On examining histologically it revealed 
multiple haemorrhages in the medulla extending into the 
zona reticulata of the cortex and oedema of the cells of 
medulla and cortex. (Farther examinations were held np 
by routine work.) 

It is possible that adrenalin in small doses, repeated four- 
hourly. might prove useful during this period of marked 
asthenia, to be followed in convalescence by the administra¬ 
tion of suprarenal capsules until repair is complete. The 
arterial tension might be used as an index for the control of 
treatment. 

III. — An Organism Resembling B. pestis in Appetvranoe. 

Introduction. — Cultural examination of the aseptically 

obtained lung-juice from a case of “ influenza ” eight hoars 
after death gave an organism resembling B. pestis in appear¬ 


ance. To eliminate the possibility of it being one of the 
many types of organism found post mortem the long-jnice 
was aspirated immediately after death (within a quarter of 
an hour) in the second case. From these two cases—both 
German prisoners of war—similar colonies grew out. 

It was not until a fortnight later that the same organism 
was isolated from the throats of “carriers”; these were 
again two German prisoners of war, who had been sent in 
for bacteriological diagnosis of diphtheria and were found to 
be negative. [It may be of interest to record here that in two 
cases of death from this “influenza” the Klebs-Loffler 
bacillus was recovered from the lung. Aphonia had been 
a symptom in one of these cases.] The characters of the 
plague-like organism will now be given :— 

Morphology.— The organism is remarkably pleomorphic. 
The type found in parent caltnre is a short plump bacillus. 
Its breadth ranges 1-2 fi ; its length varies, mostly 2-3 p ; 
here and there longer forms may be met with up to 4 or 5 At- 
Staining characters. —The most striking characteristic is 
the marked polar staining. The organism stains well with 
aniline dyes. It does not retain the stain in Gram’s method. 

Cultural characters. —Isolation and growth are difficult in 
comparison with B. pestis. The organism was first isolated 
from the top, shallow, partially desiccated film of a serum 
slope. This suggested that it grew best on a hypertonic 
neutral medium ; subcultures were therefore made on 2 per 
cent, salt neutral agar plates. 

The parent growth on serum appears as a white colony 
about 1-2 mm. diameter in 24 hours. Subculture on gelatin 
proved a failure on two occasions. Subculture on salt-agar 
ield8 dense cream-coloured circumvallate colonies up to 
mm. diameter in 24 hours ; these show chains of bacilli and 
pear-shaped involution forms. (Hankin describes similar 
forms for B. pestis g rown under the same conditions.) 

Pathogenicity— This has not been satisfactorily investi¬ 
gated. Only subcultures on salt-agar have been tested, and 
these were found to be avirulent: hypodermic injection of 
a rat caused 3 or 4 days’ illness with subsequent recovery, 
whereas intraperitoneal inoculation of a guinea-pig only 
served to sharpen the appetite. 

Further investigation with early cultures on a less 
attenuating medium is desirable. 

Conclusion. —The organism thus agrees with B. pestis in 
morphology and staining characters, but isolation and growth 
are far more difficult than with B. pestis. Its virulence, if 
any, may depend on the concomitant action of some other 
organism—e.g., Streptococcus brevis or viridans —similar to 
what is suggested for Pfeiffer’s bacillus. 

I wish to express my thanks for the interest taken by the 
Assistant Adviser in Pathology for the Calais area (Captain 
E. L. Horsburgh, R.A.M.C.) in the verification of my 
observations. 


SOME CLINICAL ASPECTS OF 

LONG-STANDING PULMONARY 
TUBERCULOSIS. 

By CECIL D. WOOD, M.B., B.Ch. Oxon., M.R.C.P. Lond., 

ASSISTANT MEDICAL OFFICER. BROMPTON HOSPITAL SANATORIUM, 
FRIMLEY. 


The last decade has seen a wide dissemination of knowledge 
with regard to pulmonary tuberculosis among the medical 
profession. Thanks more to individual apostles than to the 
teaching of the medical schools, practitioners now think far 
more frequently of tubercle in patients showing pleurisy, 
haemoptysis, or intractable cough, and realise that in the 
great majority of cases these events signify pulmonary 
invasion, and in most cases metastasis from a previous lymph- 
gland focus. Meanwhile the books and journals. English and 
foreign, shower on their readers methods devised to facilitate 
a yet earlier diagnosis. 

While, therefore, current medical literature abounds in 
appeals for the early diagnosis of early tubercle, it may seem 
odd that one should have to plead for the early diagnosis of 
late tubercle. But the fact remains that one sees case after 
case in sanatoria, in which pleurisy or haemoptysis occurred 
seven or eight years ago, after which the patient was lost 
sight of from a medical point of view, and consequently 
was not thought of a* a possible case of phthisis when he 
applied to a doctor after some years for the relief of further 
symptoms. 

So benign is the course of phthisis, that many of these 
patients whose treatment only lasted a week or two at the 
lime of the original manifestation, have maintained reasonable 
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health and working captcity over several years without 
attaining pathological healing. This was very obvious in 
the review of recruits for the Army, where in so many cases 
men were accepted not as cases of obsolescent tubercle fit 
for service, but simply without any recognition that they 
were in any way abnormal. Many have stood military life 
well; many, alas, have gone under. 

Non-recognition of Cates and its Results. 

That some of these cases should have escaped recognition 
need cause one no surprise; there are many conditions 
much more easily observed. In the absence of careful 
history-taking, and with a frequent absence or denial of 
sputum on the part of the patient, a cursory chest examina¬ 
tion on the traditional lines may not rouse suspicion, since 
compensatory changes in the chest have a marvellous power 
of masking signs, especially in men, in whom the round, 
silent, emphysematous chest is commoner than in women. 

The chest may be reasonably resonant, except perhaps at 
the extreme apices, and there may be no adventitious sounds 
of any kinds. The breath sounds may be weak or slightly harsh 
in quality, but more or less equally so all over. But while in 
some cases the physique may be good, careful inspection of 
the chest is generally enough to provide the necessary clue. 
Shelving apices and local rib deformities and asymmetries, 
supraclavicular hollows, muscular wasting about the shoulder- 
girdle, heart displacements, localised respiratory movements, 
and the use of extraordinary accessory muscles of respira¬ 
tion ; some or all of these will help to indicate the damage 
• that has been done. 

The result of these cases being missed is that many 
patients who are really old chronic phthisical subjects, are 
not recognised as such when they first begin to feel run 
down, and too often it is only when they have gone on to 
breakdown, and their chests are a mass of squeaks and 
cracklef that they are diagnosed at all. The fortunate few 
who find their way to a sanatorium when their initial mani¬ 
festation of pulmonary invasion occurs, learn automatically 
that they have consumption. They are marked down as 
tuberculous; and that greatly to their advantage, since a 
subsequent toxaemic bout is less likely to be passed over as 
' influenza, and the past history is much more likely to be 
brought to the notice of the medical attendant. 

But even assuming that the old obscure fibroid cases are 
lucky, and previous to breakdown get swept into the net of 
the tuberculosis institutions, even so, they are not always 
recognised at once for what they are. Charts of their che*t 
condition are handed about from one place to another, with 
perhaps a few strokes across the clavicles and “no adv. 
sounds,” just as though they were cases of early pulmonary 
deposit. This is most unfortunate, because their diffi¬ 
culties and their treatment are not entirely the same as 
those of the early case. Most of the ordinary canons of 
sanatorium routine are common to both. Both must have 
rest until toxaemia has subsided. But the old fibroid cases 
have a disability which the early cases do not present, and I 
should prefer to call it their mechanical disability. 

Oxygen-want. 

Generally speaking, they have achieved all the compensa¬ 
tion of which they are capable, and their response to exertion 
varies according to the extent of the damage to their 
respiratory apparatus. Tne early case has no marked 
difficulty in getting his blood oxygenated. If he is at all 
dyspnoeio it is generally a toxic manifestation which dis¬ 
appears with his toxaemia. But the old chronic remains 
dyspnceic on exertion when quite free from toxaemia, and his 
disability is reflected in his colour ofrener than the text¬ 
books would lead one to suppose. Unfortunately, most 
doctors only recognise a person as “cyanotic” when he 
is (in the modern sense of the word) quite blue, as in 
congenital heart disease or some cases of “idiopathic” 
emphysema. But this intense blue appearance represents 
more than pure oxygen-want It is oxygen-want plus venous 
congestion, and the cyanosis of old tubercle and other 
conditions is not always a striking blue, but more often 
an ashen, livid, or leaden tint. It may be that the 
blue colour occurs where there is some degree of right 
heart congestion ; in many of these chronic cases we 
certainly get some objective evidence of the heart working 
under strain, but unfortunately little work has been done 
as yet, which enables one to estimate the amount of the 
mechanical disability directly attrioutable to the myocardium. 
The main thing to recognise is, that when a tuberculous 


person i* cyan«^ed or livid, bis blood is not properly 
oxygenated for the degree of activity in which he has at that 
moment engaged. He may not complain of dyspnoea except 
on strenuous exertion, though his respiration may be increased 
both in rate and depth. The range of automatic compensa¬ 
tion is wide. I have even seen patients engage in a short 
period of obvious forced breathing at the sight of a hill, 
thought quite unconscious of the fact I 

But the question is. To what extent does this slight 
chronic oxygen-want matter ? More, it may be. than is 
u-ually supposed. Apart from any theoretical disadvantage 
to viscera already past their prime, there is reason to think 
that it may be a direct cause of physical and mental ill- 
health. Many chronic tuberculous subjects who show none 
of the ordinary signs of tuberculous toxaemia, who keep an 
afebrile chart, and whose signs are quiet nevertheless 
complain of vague malaise, with many queer subjective sym¬ 
ptoms, some of sympathetic type ; sinking feelings, feelings 
of constriction, palpitation, insomnia, headache, nausea, 
depression, and nervousness, and other sensations reducing 
both their comfort and their working capacity. One cannot 
attribute all of these to the imagination or to indiscretions in 
diet. It is naturally most difficult to place them accurately, 
but perhaps it will be possible eventually to separate the 
syndrome of “anoxaemia” from that of tuberculous toxaemia, 
when the effects of slight oxygen-want over long periods are 
m >re definitely understood. This is certainly one of the 
directions in which increased cooperation is required between 
the physiologist and the clinician. 

• Relation to Classification and Treatment . 

In handing on these cases to the care of another, it is 
plaioly going to help him very little in assessing their 
capacity or recording their progress, to know that they are 
“ambulant afebrile,” or that they come into Class 2 or 
3 of Turban’s grouping. Nor does Philip’s valuable method 
enable one to record shortly all the essential factors. But 
with a small modification it would 'do so. In any case of 
pulmonary tuberculosis one wants to record shortly: 
(1) extent of lesions ; (2) degree of toxaemia ; and 
(3) mechanical disability ; and this might well be done by 
the combination of the letters LTM, numbered from 0 to 3. 
Thus cases like those under consideration would often be 
L 3 T 0 M,—extensive lesions, no toxmmia, slight mechanical 
disability. In so far as shorthand notes of cases are of value, 
such a method would cover the essential factors of pulmonary 
tuberculosis in all its stages. And in actual practice such a 
note certainly makes for careful observation of patients, by 
continually drawing one’s attention to fundamentals. It is 
especially in institutions that patients are so liable to go 
automatically through a routine, unless anything gross 
happens to call attention to their particular needs. 

Again, in special treatments, like artificial pneumo¬ 
thorax. it is most essential to consider all the factors 
involved. It is of doubtful advantage to an old fibroid case 
(except as a life-saving operation) to flatten out his foci by 
collapse therapy, and at the same time to leave him with too 
little lung to carry on his occupation with comfort, and 
with an overworked heart handicapped by the embarrassment 
of a displaced mediastinum. And the same care is wanted 
in fixing the limits of activity for these chronic cases where 
surgical treatment is not undertaken. They will not 
generally benefit by being taken past the stage of exercise 
represented by light gardening, nor is there any justification 
for making them short of breath 

The country is alive with schemes, some in an early stage, 
some already in working, for dealing with the tuberculous 
patients discharged improved from sanatoria. How are 
these old chronic fibroid cases going to fare? Their working 
capacity is often great, and their expectation of life 
indefinite. They can do a relatively large quantity of work, 
assuming it is work of the right kind and within their 
respiratory capacity, but they are not capable of sudden 
great exertion, and are most comfortable on a fairly 
sedentary job. It follows that in the laudable desire to get 
thpm open-air conditions we must not overlook their limita¬ 
tions. If we are going to send them to open-air colonies 
we must make provision for sedentary occupations, many of 
which are compatible with open-air conditions. They will 
certainly live longer and do more useful work under the 
light physical strain of sedentary employment than they 
would by going blue in the effort to get through the average 
day on a farm. 
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A CASE OF * 

BENCE-JONES’S ALBUMOSURIA WITH 
LYMPHOCYTIC LEUCOCYTHiEMIA. 

By HENRY L. HEIMANN, B.A. Cape, 

, . .... AND »• 

C. BAWDEN WILSON, B.A. Cantab. 

With Note by 

H. BATTY SHAW, M.D., F.R.C.P. Lond., F.R.C.S. Eng., 

PHYSICIAN TO UNIVERSITY COLLEGE HOSPITAL. 


Note by Dr. Batty Shaw.—T he following caseappears to be 
of special interest because of the association of leucocythaemia 
with Bence-Jones’s albumosuria; presumably the marrow has 
shared with other tissues in producing the picture of leuco¬ 
cythaemia. If Bence-Jones’s albumosuria were expressive of 
a pathological function of the marrow, then it should be 
more common in leucdcythaemia, especially in the myelocytic 
form. It has not been my experience to meet with this 
coincidence of leucocythaemia and Bence-Jones’s albumosuria 
before, nor is* it referred to much in the literature on the 
subject. 1 can only therefore conclude that the association 
is purely an example of coincidence, or would be more 
frequently observed if greater care were taken in the 
examination of the urine in cases of leucocythaemia as was 
happily taken by Mr. Heimann and Mr. Wilson in this case. 


The patient, a married woman aged 39, was admitted to 
University College Hospital, London, on Jaly 22nd, 1918, 
under the care of Dr. Batty Shaw. 

There was a history of “ albuminuria,” shortness of 
breath, and cough for 14 days, with blood-stained expectora¬ 
tion. 8he stated that in childhood she had had scarlet 
fever, measles, and whooping-cough, whilst for the last ten 
years she had suffered from anaemia. In August, 1917, 
her legs began to swell, but returned to their normal size 
on resting; she was unable to resume her occupation 
without the same condition recurring. 

There was no swelling of the legs when She entered 
hospital; her complexion was waxy in colour and she 
looked wasted. The anterior abdominal wall was lax and 
there was a ventral hernia; the liver was palpable to a 
distance of three finger-breadths below the costal margin 
and an enlarged spleen extended two inches below the sub¬ 
costal plane m the direction of the umbilicus. The heart 
was enlarged ; there was a well-marked “ blowing ” systolic 
murmur in the mitral area, and this was conducted into 
the axilla. Nothing abnormal was found in the chest. No 
albumin was found in the urine, but on heating a fioccu- 
lent precipitate appeared which largely disappeared on 
boiling. 

Urine examination. — A detailed examination of the urine 
was made (H. L. H. and C. B. W.). 

A 24-hours’ specimen was filtered. The filtrate was clear and 
measured 1275c.cm. in volume; the reaction was acid and the specific 
gravity was 1018. 

A test-tube of urine was heated in a water-bath, and a slight pre¬ 
cipitate appeared at 56°C., and on gradually raising the temperature It 
became heavier by Increments up to 62° C., alter which there appeared 
to be no more precipitation. The precipitate was filtered off and the 
filtrate heated. No more precipitation occurred, so it was concluded 
that precipitation was complete at 62° C. 

On heating the urine to boiling point all the precipitate first formed 
redissolved, with the exception of a trace which disappeared on the 
addition of a few drops of acetic acid. 

It was apparent that we were dealing with Bence-Jones’s 
albumose, and the following confirmatory tests were made 

To a test-tube of the specimen caustic soda and a few drops of copper 
sulphate were added, and a deep rose-red colour developed in the cold 
(biuret test). 

Other tests for proteins A. Colour reactions: (l) Xantho-proteic, 
positive; (2) Millon s reagent, positive; (3) Molisch's test; positive; 
(4) the sulphur reaction was slight. 

B. Precipitation reactions: (1) Ammonium sulphate, precipitate; 
(2) HC1 (strong), precipitate ; (3) ferric chloride, precipitate (solution lu 
excess); (4) alcohol, precipitate; (5) picric acid, precipitate; ( 6 ) mercuric 
chloride, negative ; (7) trichloracetic, negative. 

All the above tests were confirmed in a solution of the purified 
albuinbse. 

Further experiments were made with a specimen of urine 
and a saturated solution of ammonium sulphate. 

It was found that on adding 8 c.cm. of ammonium sulphate solution 
to 10 c.cm. of urine an opalescence appeared. This was filtered off and 
a clear solution obtained. It was found that the filtrate gave no pre¬ 
cipitate on adding more ammonium sulphate until a further 4*7 c.cm. 
of saturated solution had been added. 

This process was repeated, and a series of definite preolpitates was 
obtained for definite concentration of ammonium sulphate in solution. 
AU these precipitates gave the biuret reaction for albumose. 


This phenomenon, combined with the different increments 
obtained by coagulation, suggests that Bence-Jones’s 
albumose is a complex of a number of alburuoses. 

Estimation of the contents of the urine was made by us, 
the patient being on a light fish and milk diet. 


Total sulphates ... l'Sg.HoSO* 

Total N (Kjeldahl). 117 g. 

Albumose N . 109 g. 

Unestimated N . 0*32 g. 


Urea N ... 
Creatinine N 
Ammonia N 
Uric acid N 


This leaves 141 g. of N which is made up of albumose N, and other 
N products which we were unable to estimate. 


Estimation of N in albumose . — It was found that mere pre¬ 
cipitation by heat of the product and washing subsequently 
was unable to purify it. 

Therefore 25 c.cm. of urine were taken ; the albumose was coagulated 
and filtered off. It was then rellssolved in boiling water and the pre¬ 
cipitate obtained by cooling. This was thoroughly washed until no 
urea reaction was .given by filtrate. No albumose was lost by this 
method, as was ascertained by testing the various filtrates. 

Tne precipitate was then dried and weighed. The total albumose 
excreted per diem was found to be 35*7 g. The nitrogen content of 
albumose was found to be equivalent to 1'09 g. per diem. The 
albumose therefore contains 6 per cent, of nitrogen. We see the 
unestimated N amounted to 0 32 g. per diem, 

A catheter specimen of urine was examined by the 
bacteriologist for organisms, and streptococci were found 
in large numbers aud in pure culture. The strain was 
very virulent to rabbits. No casts were found iu the urine. 

Blood examination by F. H. Teale, M.D. Loud., F.R.C.P., 
clinical pathologist to University College Hospital 

Wassermann re*ction negative. 

Total red cells, 2,860.00) per c.mm.; haemoglobin, 69 per cent.; 
colour index, 0'9. Average size of red cells ww Increased. Numerous 
microcytes and macrocytes were present. There were a few normo¬ 
blasts and gigantoblasts. There were poikilocytosia and vacuolation. 

Total white cells, 8000 per c.mm.; lymphocytes, 63 per cent.; large 
lymphocytes, 8 per cent.; hyaline cells, 1 per cent.; polymorpho¬ 
nuclear cells, 27 per cent.; polymorpho-oxyphile cells, 0; myelocytes, 
1 per cent. 

The patient was under observation until August 16th, 
1918, when she left the hospital. Daring that time she 
always had a slight evening temperature (average 99*6° F.). 
Her appetite was good, and she complained of always being 
hungry, whereas her weight, which was 6st. 91b. on enter¬ 
ing, never rose above 6 st. 11 lb. The urine was examined 
daily, aud showed on each occasion the characteristics 
described above. We were unable to account for the 
presence of the streptococci in the urine, and she showed 
no signs of harbouring virulent pyogenic organisms in her 
bladder or upper urinary passages. 

No deformities were found in the spine, nor were there 
any painful areas on any of the long bones. No enlarge¬ 
ment of the lymph glands could be detected, and no meta- 
plastic nodules were felt in any part of the body. 

The condition of her heart had improved, and the cough 
had disappeared when the patient was discharged. 

Diagnosis . — The outstanding points in the case seem to 
be the presence of the albumose in the urine, with a 
relative and total increase of small lymphocytes in the 
blood, and the absence of any signs of malignant growths. 
F. Parkes Weber and Ledingham describe five conditions 
of myeloma — i.e., lymphocytic, myeloblastic, myelocytic, 
erythroblastic, and plasmocytic. 1 2 F. G. Hopkins and 
H. Savory state 3 that this proteosuria may occur in three 
pathological conditions, myelomatosis, lymphoid hyperplasia 
of bone marrow and osteomalacia. We are inclined to 
regard the lymphocytic myeloma of the former observers as 
identical with the lymphoid hyperplasia of the bone marrow 
of the latter observers, and we believe the case described 
is one of this type, and gives the clinical picture according 
to the blood count of lymphocytic leucocythaemia. The 
enlargement of the liver and spleen also points to a haemo- 
poietic disease. 

The secondary points of interest in this case were the 
heart disease, exemplified by the enlargement, the murmur, 
and the dropsy in the legs, together with the presence of 
streptococci in the urine. It is tempting to ascribe the heart 
lesion to an endocarditis of streptococcal origin, and to 
speculate whether a pyogenic organism of this type can 
affect the bone marrow and lead to the production of a 
lymphoid hyperplasia. We are convinced that this was a 
case of albumosuria from the beginning, and that the 
albumin reported in the urine earlier in the disease was 
really the proteose we found. It is possible, however, that 
the patient had true albuminuria during the periods of 
dropsy. We were unable to examine the urine and blood 
of her three children, who were at work and apparently 
healthy. 

1 Proc. Roy. 80 c. Med., Path. Sec., II., 1909. 

2 Journal of Physiology, xlll., 1911. 
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SIX CASES OP 

PURULENT BRONCHO-PNEUMONIA 
ASSOCIATED WITH THE 
MENINGOCOCCUS. 

By J. A. Glover, M.D. Camb., D.P.H., 

CAPTAIN, R.A.M.C. 


During the examination of the contacts of a case of 
cerebro-spinal meningitis which occurred recently at the 
4th London General Hospital, the following interesting facts 
were brought to light:— 

The patient C., who subsequently developed cerebro spinal 
fever, was admitted to hospital on Sept. 28th from Egypt 
with a long history of malaria and marked wasting. On 
Oct. 12th he was moved into another ward and placed in the 
next bed to a man, H. H. was a convalescent and one of the 
three survivors of a party of six men, all of whom had had 
severe purulent broncho-pneumonia and whose history will 
be dealt with later. H. had still a persistent cough. 

Owing to the fireplace the beds of H. and C. were close 
together, although the ward was not crowded. 

On Oct. 20th, after eight days of this close neighbourship, 
C. began vomiting and later developed other signs of 
meningitis. 

On Oct. 24th, he being desperately ill, was lumbar 
punctured by me, turbid fluid with plenty of meningococci 
was obtained, and he has made a splendid recovery with 
antimeningococcus serum prepared for the Medical Research 
Committee, only two doses of the pooled I.—II. serum being 
required. The meningococcus in his nasopharynx was 
Type 1., that from the cerebro spinal fluid not being grown. 

Owing to the length of time C. had been in hospital it was 
probable that he had been infected there, and hearing of 
H.’s history of purulent bronchitis and persistent cough I 
took several swabs of him, all of which yielded a nearly pure 
culture of Type I. meningococcus. 

The profuse growth from H.’s naso pharynx contrasted 
strongly with the slight growth obtained from C.’s, from 
which the meningococcus was only recovered with difficulty 
after many swabs. 

None of the other patients in C.’s ward was a carrier and 
the only staff contact who was positive was a sister who 
carried Type II., and who therefore obviously had neither 
infected nor been infected by either H. or C. 

With the kind assistance of Dr. T. H. Jamieson I learnt, as 
stated above, that H. was one of the three survivors of a 

e irty of six patients transferred from Holborn Military 
ospital, Mitcham, on Sept. 21st, all of whom had developed 
severe purulent broncho-pneumonia. Following up the other 
two survivors, I found that N., a great friend of H., but in 
another ward and on another floor, was also a “pure plate ” 
carrier of Type I., and that the third survivor, J., who had 
been transferred to a convalescent hospital, was also carrying 
an almost pure culture of Type I. 

All six of this party had been in hospital in Malta suffering 
from malaria acquired in Salonika. On August 29fch they 
left there by hospital ship and arrived at Marseilles on 
Sept. 2nd, where they were 10 days under canvas in a general 
hospital. This they left on Friday, Sept. 13th, and after 
three days in a hospital train across France, crossed the 
channel via Southampton and arrived at Mitcham on 
Sept. 16th. On Sept. 18th all had high pyrexia, which in 
view of their history was considered malarial, and on 
Sept. 21st they were transferred to the Malaria Block of the 
4th London General Hospital. 

All now developed severe purulent broncho pneumonia 
and three died, H., N., and J. only surviving after very 
dangerous illnesses. 


Dr. Jamieson kindly gives me the following notes :— 

In all cases there were marked dyspnoea and considerable 
cyanosis. In all cases the sputum was purulent and copious, 
and was not rusty or blood stained. Examination of the 
sputum showed pneumococci. In two cases there was 
diarrhoea, and in three albumin was present in the urine. 
The cause of death in each of the fatal cases was gradual 
cardiac failure. Two post-mortem examinations were done. 
Both showed broncho-pneumonia with quantities of purulent 
secretion in the bronchioles; in fact, the lungs, when cut 
into and held up, dripped pus. The sputum throughout had 
been noted as being very purulent. In none of the cases did 
any of the symptoms suggest meningitis. 


We may now review our dates. H. was quite convalescent 

on Oct. 12th, when he was moved next to C. C.’s onset of 
cerebro-spinal fever was about Oct. 20th On Oct. 24th this was 
definitely diagnosed, and the same day H. was first swabbed 
and found to be a carrier. N. was found to be a carrier on 
Oct. 25th. J. on Oct. 26th, all nearly “ pure plate ” carriers of 
Type I. No other Type I. carriers were found among the 
contacts at either hospital. 

In my opinion we may consider that C. was undoubtedly 
infected by H., and that in all probability the purulent 
broncho-pneumonia from which the six men suffered was 
due to a mixed infection of pneumococci or Pfeiffer's 
bacillus and Type I. meningococci. It was characterised by 
(1) high mortality, half the patients dying; (2) the extreme 
pnrulence and great abundance of the sputum ; (3) the 
absence of rusty sputum or blood so common in the present 
epidemic of pneumonia. C.’s recovery was a dramatic 
proof of the potency of the Medical Research serum. 
Thirty-six hours after being apparently moribund he was 
demanding the morning paper, and he has only required 
two doses, although the first fluid showed many typical 
meningococci. 

Efforts to isolate and agglutinate the meningococcus from 
H.’s sputum have failed, but it is to be remembered that 
this was only attempted more than a fortnight after 
convalescence was fully established. 

LOCAL ANESTHESIA FOR EMPYEMAS. 

By C. W. Morris, M.B., B.S.Durh., M.R.C.S., L.R.C.P., 

TEMPORARY SURGEON COMMANDER, R.N. ; CONSULTING ANAESTHETIST, 
ROYAL NAVAL HOSPITAL, HASLAR; 

AND 

L. Horsley, M.R.C.S., L.R.C.P., 

TEMPORARY SURGEON LIEUTENANT. R.N.; ROYAL NAVAL HOSPITAL, 
HASLAR. 

At the present time when the influenza epidemic, with 
its sequela of pneumonia, is subsiding, and the viru¬ 
lence of the infection is lessening, a large number of the 
pneumonia 'cases, who in the earlier stages of the epidemic 
would have died, are developing empyemas. In view of the 
very serious condition of many of these patients the 
administration of a general anaesthetic for the removal of a 
rib is accompanied by great danger and likely to prove either 
fatal at the time of the operation or seriously to minimise the 
chances of recovery. 

It is on account of these dangers that we have always 
employed local anaesthesia at the Royal Naval Hospital, 
Haslar, both before and daring the present epidemic, and 
the experience gained in dealing with 150 cases, of which 85 
occurred during the last six months, may prove of interest 
and use to those who are now faced with like cases. 

We use a 0 5 per cent, solution of novocaine and sterile 
water, to which adrenalin chloride 1 in 1000 is added in the 
proportion of three drops to the fluid ounce, and the 
following is briefly our technique : — 

The patient is placed in position on the table and the skin 
preparation made. Three inches of the rib over the site of 
the empyema are accurately outlined with a bine pencil, 
and the needle thrust perpendicularly through the skin at 
the posterior end of the marked area, injecting the solution 
at the same time, until the point touches the rib. The 
point is then directed down to the lower border and turned 
into the subcostal groove, and 5 c.cm. injected into the 
intercostal nerve. 

Without withdrawing the needle the periosteum on the 
whole outer surface of this section of the rib, as far forward 
as can be reached through this puncture, is thoroughly 
infiltrated, beginning at the posterior end and working 
forward, paying especial attention to the two edges. The 
intercostal spaces above and below are injected and then the 
subcutaneous tissues and skin infiltrated. The needle is 
then withdrawn and inserted through the analgesic skin in 
the centre of the marked area, and the periosteum, inter¬ 
costal spaces, and coverings of the rib infiltrated in a similar 
manner. One more puncture, again through the infiltrated 
skin, at the forward end of the marked portion of riband 
the same process repeated will complete the infiltration. 
Should sufficiently long needles be used the whole area can 
be covered by two infiltrations, one at each end. 

We find that to ensure the best results some 20c. cm. must be 
injected at each of the three punctures, and in stout patients 
larger quantities will be necessary. If the vertical incision 
rather than that along the rib should be preferred, we carrv 
out the same infiltration, with the addition that we extend 
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the injection through the second puncture into the skin and 
subcutaneous tissues well over the intercostal spaces above 
and below. The infiltration is easy to carry out and only 
takes a few minutes ; the patient feels only the one prick of 
the needle. The operation can be started immediately it is 
finished. It is necessary to emphasise the importance of 
using the rib shears with the utmost care, as any wrenching 
will give rise to pain at the costo-sternal junction. 

On opening the pleural cavity there may be some dis¬ 
comfort, especially should the patient have a*flt of coughing, 
which is sometimes the case in large empyemas. 

In nearly all of the 85 cases operated upon since May the 
patients were suffering not only from empyema but had signs 
of active pneumonia in both lungs, and many had a blood 
pressure of well below 100 mm. Hg. Notwithstanding their 
serious condition no patients were lost at the operation nor 
did their behaviour during it give rise to further anxiety. 

We claim that local anaesthesia for these patients gives 
greater safety and increases the chance of ultimate recovery. 

INFLUENZA AND BLACKWATER FEVER. 

By Samuel Samuel, M.B., Ch.B. Leeds, M.R.C.S., 

LATE CAPTAIN. R.A.M.C ; HORORaRY MEDICAL AND SURGICAL 
OFFICER, LEEDS JEWISH HOSPITAL. 

MUCH has already been written in connexion with the 
present influenza epidemic, both in regard to its etiology and 
its complications. In the lay mind especially the present 
influenza has been looked upon by some individuals as a type 
of malaria, probably spread by the returning malarial 
soldier, and this, amongst other reasons, accounts, to a 
certain extent, for the great consumption of quinine, both as 
a prophylactic and as a curative drug. 

The present influenza has been of a most virulent type, 
and the commonest of complications have been the various 
haemorrhages which have included the various rashes, 
bleediDg from certain organs—e.g., nose, uterus, stomach, 
lungs. Sec. Though cases have occurred frequently where 
blood has appeared in the urine, it has chiefly been present 
when an acute nephritis has beeu a complication. I doubt, 
however, if many have experienced a case similar to the 
following, where the urine has appeared as blackwater, 
similar to what some of us who have seen active service in 
Macedonia have witnessed. 

The patient, a male aged 45, previously quite well in health 
and never domiciled abroad, began on Monday, Nov. 25th, 
with typical influenza. He was treated with simple remedies 
such as spir. aether, nit. and simple alkalies, but no quinine 
was administered. His temperature began to subside on the 
third day, i.e., on the Wednesday. This same day he began 
to complain of violent colic in the epigastrium, which on the 
following day moved also to the flanks. Warm applica¬ 
tions, simple warm-water enemata, and even small closes of 
morphia, had no effect in quieting the pain. On the 
Friday evening, whilst the pain was still severe, the patient 
passed quite aD abnormally large quantity of urine as black as 
ink, with a reddish tinge showing juBt at the edge where the 
urine came in contact with the side of the chamber. An 
examination of the urine revealed the same features as are 
present in typical blackwater fever. On the Saturday morn¬ 
ing the patient was seen in consultation with Lieutenant- 
Colonel G. W. Watson, who ordered tr. belladonna) in 5 min. 
doses every three hours for the colic and warm applications 
to the flanks. The colic began to disappear almost with the 
Becond dose, and in the evening the patient was free from 
pain, though still passing the black urine. On the Sunday 
the black uriDe began to clear and to diminish in amount. 
The patient’s conjunctiva) and skin then assumed a marked 
yellow tiDge, which, however, disappeared gradually in the 
course of the next few days with the nightly dose of calomel 
gr. 1 and a morning seidlitz powder. Albumin and granular 
casts still persisted for about two days after the black¬ 
water disappeared, when these also disappeared. 

The patient to-day (Dec. 9th) is free from ail symptoms, 
though weak and anaemic and earthy-looking. He is now 
allowed up for one hour a day. Just a week has now passed 
and there has so far been no recurrence of the blackwater, 
and the urine is quite clear and normal in all respects. 

Leeds. 


Royal Sanitary Institute.— The Henry Saxon 
Snell prize of 50 guineas for an essay containing the best 
suggestions for Improvements in Apparatus and Appliances 
for Dealing with House Refuse has been awarded, along with 
the bronze medal of the institute, to James Jackson, super¬ 
intendent of the refuse disposal department at Birmingham. 


®efel Societies. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF EPIDEMIOLOGY AND STATE MEDICINE. 

A meeting of this section was held on Dec. 13th, when 
Dr. E. W. Goodall, Lt.-Col., R.A.M.C., delivered his 
Presidential Address on 

Enteric Fever in Flanders in 1914-1915. 

He said that enteric fever was prevalent in Belgium at or about 
the time war broke out and cases occurred in England during 
the autumn of 1914 among Belgian refugees. The rapid 
advance of the Germans and the flight of the inhabitants 
were likely to assist the spread of the disease, the 
more so if the nature Qf the invaded country be con¬ 
sidered. Belgium, west of a line drawn through Antwerp 
and Brussels, is a plain, intersected with rivers, mostly 
canalised, the water in which can flow but very slowly. This 
plain is, in places, thickly populated and highly cultivated, 
and human excreta are largely used for the purpose of 
fertilisation. The water is usually derived from shallow 
wells. Further, the Belgians, as a defensive measure, 
flooded the country to the north-east of Dixmude, the effect 
of which was to accentuate the stagnation. When trench 
warfare began, in November, 1914, the trenches were con¬ 
sequently in a very insanitary condition. At this time, of 
the four armies engaged in Flanders, the British alone 
was protected adequately by antityphoid inoculation. . He 
gave evidence to show that by the end of November, 
1914, there was in the Inlanders area a considerable number 
of cases of enteric in the Belgian, French, and German 
armies, and probably amongst Belgian civilians, and a com¬ 
paratively small number in the British Army. The outbreak 
began to assume epidemic proportions soon after the armies 
settled down to trench warfare. 

An account was then given of the Friends’ Ambulance 
Unit. Nearly all the members belonged to the Society of 
Friends, many being professional men, so that whatever line 
of work was taken up there was no difficulty in finding, 
amongst themselves, expert organisers and advisers. Part 
of a large building just outside Ypres was given to them, and 
here the local headquarters of the unit and the hospital were 
set up. Besides the treatment of patients in hospital the 
medical officers of the unit carried on an extensive outdoor 
visiting practice amongst the remaining inhabitants of Ypres 
and the surrounding villages not occupied by the enemy, and 
the hospital had been recognised by the Ypres Committee of 
Safety as the Ypres Civil Hospital. The authorities of the 
British Army enlisted the services of this unit as a friendly 
link between themselves and the Belgian civil authorities to 
help them in their campaign against the epidemic. The area, 
not occupied by the enemy, affected by the epidemic was about 
31 miles long and 12 miles broad, stretching from Nieuport 
on the north to Ploegsteert on the south. The epidemic 
probably spread rapidly towards the end of December, 1914. 

With regard to the number of cases information was limited, 
but it was probably very considerable ; there must have been 
about 4000 ca<es under treatment daily during January and 
February. 1915, in the French military hospitals in Dunkirk 
and its neighbourhood, and the number in the Belgian Army 
must also have been considerable. Onethousand cases(Belgian 
civilians) passed through the hospitals of the unit at Ypres and 
Poperinghe. and about 1000 more came to the knowledge of 
the officers of the unit, which were treated elsewhere. The 
British Army furnished comparatively few cases — only 827 up 
to May 22nd, 1915. 

Character of the Cases. 

The disease differed in several points from the types the 
speaker had seen in England during the previous 25 years. 

1. The fever ran a very irregular course, the oscillations being 
frequent and extreme, so that the chart at the height of the 
disease resembled in many cases that of pyrnmia or phthisis. 
Temperatures of 104° to 105° F. were by no means uncommon. 

2. A considerable number of the cases exhibited pronounced 
nervous symptoms, coma or semi-coma, or restlessness 
and delirium. These symptoms did not pass off as the 
general condition improved and the temperature fell. 
The comatose cases did worse than the others ; in such 
cases death occurred without recovery of consciousness, 
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though the temperature fell. He attributed the mental state 
to the harassing conditions under which the patients had 
been living before they became ill. 3. Clinical evidence 
showed that the intestinal lesions were by no means entensive 
or severe. Death was due either to cardiac failure, probably 
caused by myocarditis, or to hypostatic pneumonia. 

Wr Cases which he saw later among French soldiers were less 
severe, and conformed to the type he had been used to seeing 
in England. This he accounted for by the fact that the 
patients were well fed, many had been inoculated, and a 
large proportion were cases of paratyphoid. As soon as 
laboratory methods of diagnosis were employed it was found 
that a considerable number of cases were paratyphoid. Of 
43 cases at the Queen Alexandra Hospital, Dunkirk, 
in which the blood cultures were positive, 16 were 
typhoid, 22 were paratyphoid A, 3 were paratyphoid B, 
and 2 were paratyphoid, but whether A or B was not 
ascertained. If to these cases were added those in which 
the resalts of the blood serum tests were taken as clinching 
the diagnosis, there were 43 cases of typhoid, 32 of para¬ 
typhoid A, 12 of paratyphoid B, and 2 of paratyphoid, ? A 
or B, so that 52 per cent, were paratyphoid. 

This proportion was very different from that found amongst 
the Belgian civilians admitted to the Hopital Elisabeth at 
Poperinghe. Out of 308 cases in which the clinical diagnosis 
was supplemented by positive blood cultures or serum tests, 
245 were typhoid, 62 were paratyphoid B, and only 1 wa9 
paratyphoid A—that is, 20 per cent, were paratyphoid. 
Several reasons were given which might account for this 
difference, one of which was the fact that of the 102 cases 
in the Queen Alexandra Hospital 29 per cent, had not 
been inoculated, whilst of the 454 cases admitted to the 
Hdpital Elisabeth 92 per cent, had not been inoculated. 
The presence in any particular area of more or fewer cases 
of the three varieties must also be taken into account. It 
was generally believed that paratyphoid A was introduced 
by carriers among the troops, as it was very rare in Europe 
before the war, and the figures given indicated that the 
Belgian civilians were not exposed to the infection of para¬ 
typhoid A. but that the French soldiers were. 

Of the 435 cases admitted during the febrile period to the 
Poperinghe Hospital 93, or 21 per cent, died, whilst of 102 
cases admitted to the hospital at Dunkirk 10, or 9 8 per 
cent., died. The Poperinghe cases were of all ages and both 
sexes, but with a majority of females; the Dunkirk cases 
were all males, mostly from 30 to 40 years of age. The 
fatality rates for typhoid and paratyphoid in the two hos¬ 
pitals were also different. For the Hopital Elisabeth they 
were as follows: Typhoid, 9 7 per cent. ; paratyphoid, 19 2 
per cent. For the Queen Alexandra Hospital : Typhoid, 
20 9; paratyphoid, 2*1 per cent. 

Preventive Measures . 

The measures employed against the epidemic were: 
(1) those for providing for the sicfc; and (2) those for 
protecting the healthy. • 1. The medical departments of the 
several armies dealt with the soldiers, and the Friends’ 
Ambulance Unit chiefly with the civilians. Hospital accom¬ 
modation was provided for those who had to be so treated. 
2. As regards the measures adopted for preventing the spread 
of the epidemic by protecting the healthy, the authorities 
acted quickly and energetically. They were such as are 
usually taken in epidemics of this nature—viz., (a) the 
removal and isolation of the sick in hospitals ; (/>) the 
cleansing and disinfection of premises ; and (e) the provision 
of a safe water-supply. The inoculation of the civil inhabitants 
of the infected areas with antityphoid vaccine was made obli¬ 
gatory by the Belgian authorities, those who refused inocula¬ 
tion being liable to be expelled from the zone occupied 
by the Allied Armies and treated as refugees. Enteric fever 
was made notifiable, omission to notify being punishable by 
fine or imprisonment. The following table of statistics was 
given of inoculation of the Belgian civil population by the 
Ambulance Unit from Feb. 5th, 1915, to May 31st, 1916 :— 

1915. First. Second. Pe r centa?e4 of Total. 

second inooulatlons. 

Feb. 5th to 28th ... 4,890 ... 2,649 ... (54 1). ... 7.539 

March 1st to 31st ... 4,942 ... 4,576 ... (92*5) ... 9,518 

April 1st to 30th ... 1,010 ... 972 ... (96*2) ... 1,982 

10,842 8,197 (75-6) 19,039 

To end of July, 1915 14,836 11,375 (76*6) 26,211 

To end of May, 1916 (total inoculations) . 26,700 


By the middle of March the epidemic was on the wane 
as far as the French Army was concerned, and by the 
beginning of the summer it was at an end, not only in the 
armies, but amongst the civilians. Colonel Goodall attached 
more importance to the effects produced by the usual sanitary 
measures than to the inoculations, because the inoculations 
were against B. typhosus and not against B. paratypkosus 
A and B. Now that the enemy had been driven from 
Belgium the civilian inhabitants would be returning in large 
numbers, and every effort should be made to prevent a fresh 
outbreak. - 

SECTION OF OTOLOGY. 

A MEETING of this section was held on Nov. 15th, under 
the presidency of Mr. Hugh Jones, of Liverpool. 

Acute Osteomyelitis of Temporal Bone. 

Mr. Herbert Tillet showed a boy who had made a 
remarkable recovery from Acute Osteomyelitis of the Right 
Temporal Bone. The patient was admitted to hospital on 
account of acute suppurative otorrhoea of six weeks’duration, 
associated with pain, pyrexia, sleeplessness, and malaise. 
The roofs of the antrum an<l tympanum were found at the 
operation to have been destroyed by disease, the dura 
was replaced by a mass of granulation tissue. The wound 
was left open and dressings applied. During the following 
month the soft tissues in the temporal and mastoid regions 
became swollen and cedematous. At the second operation 
the squamous and mastoid portions of the temporal bone 
were freely exposed, and were found to be so softened by 
inflammation that large portions could be scraped away and 
removed by forceps. During the long convalescence hernia? 
cerebri occurred on three occasions in the original mastoid 
wound. With the exception of a small sequestrum the 
patient wa9 now well. Acute spreading osteomyelitis of the 
temporal bone Mr. Tilley regarded as rare, and most of 
the cases were fatal. Probably the very wide removal of 
inflamed bone accounted for the successful issue in this case. 

Mr. W. Stuart- Low spoke of the value in such cases of a 
wound-protecting shield, which permitted efficient drainage 
and obviated pressure on the wound edges. 

Mr. Hunter Tod described three similar cases, two of 
which were fatal. Usually the pulse was not rapid nor the 
temperature very high. The only hope in such cases was 
early recognition and the removal of as wide an area of bone 
as possible. He regarded it as a blood infection. 

Dr. D. R. Paterson (Cardiff) commented on the extreme 
rarity of osteomyelitis of the temporal bone as contrasted 
with that of the frontal. 

Symmetrical Lupus Erythematosus.—Epithelioma of Helix. , 

Mr. Stuart-Low exhibited a case of extensive Sym¬ 
metrical Lupus Erythematosus. The patient, a man aged 45, 
had had the skin condition ever since he could remember, 
but it had extended more rapidly during the last few years, 
especially on the scalp. A portion of the tissue was pro¬ 
nounced by Dr. Wyatt Wingrave to be epithelioma grafted 
on to lupus erythematosus. 

Dr. H. J. BaNKS-Davis referred to a case of Epithelioma 
of the Helix which he removed in 1914 without operating on 
the glands, and in which the patient still remained free of 
recurrence. 

Double Facial Paralysis due to Bilateral Tuberculous 
Mastoiditis. 

Mr. W. M. Mollison showed a child, aged 13 months, who 
had been the subject of the above condition. Otorrhoea began 
at the age of 6 months, and had been considerable ever since. 
The mastoid swelling and change in the face were very recent. 
A profuse foul discharge came from both meati. At the 
operation the mastoid process was found to be soft and 
necrotic, and a series of sequestra were removed with a 
sharp spoon. Six days later the other mastoid was operated 
upon and a similar condition disclosed. 

Mr. Hunter Tod raised the question of the source of the 
milk for this child, as this condition was often found to be 
due to infected milk. 

Mr. Stuart- Low remarked on the rarity of the occasions 
when tubercle bacilli could be found in the discharge. 

Dr. Perry G. Goldsmith (Canadian A.M.C.) thought the 
term tuberculous was often applied somewhat loosely to 
these cases. The rapidity of the healing in this case he 
regarded as against it being tuberculous. 

The President related the cases of twins, 10 months old, 
who, two months before he saw them, had suffered from 
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ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


Section of Medicine. 

Influenza. 

A meeting of this section was held on Nov. 15th, when 
Dr. G. Peacocks, the President, delivered his inaugural 
address on Influenza. It was, he thought, generally held 
that the causal organism was the B. influenza, though many 
held that some as yet undiscovered virus was responsible 
for the present epidemic. When uncomplicated, influenza 
did not often cause death, the high mortality of the present 
epidemic being almost entirely due to the presence of 
secondary infection with pneumococci and streptococci. 
The death-rate was not so formidable as was imagined — 
about 6 5 per cent, in his hospital practice and less than 
2 per cent, in his private practice. 

Symptomt . — Cyanosis was frequent with pulmonary com¬ 
plications, appearing early and persisting usually until death 
occurred. Laryngitis was extremely common. Delirium was 
often met with, and he had seen one case of mania. The 
temperature chart was often a fallacious guide, as severe 
cases often had only a moderate degree of pyrexia. An 
ominous sign was a fall of temperature without a 
corresponding fall in the pulse and respiratory rates. 
A moist and slightly furred tongue was a favourable sign, but 
if it were dry and thickly coated the chances of recovery 
were small. Vomiting was often distressing and alarming 
Slight albuminuria in the acute stage was common, but 
when severe the outlook was unfavourable. The pulmonary 
signs were varied—bronchitis or broncho-pneumonia was fre¬ 
quently present. A pulse-rate of 80, with a temperature of 
102° to 103° F. was not uncommon, and during convalescence 
the pulse often became very slow, sometimes even 40 per 
minute. Jaundice was sometimes present, a tendency to 
haemorrhages was common, especially epistaxis. Tonsillitis 
was rare. Otitis media should be recognised as of frequent 
occurrence. He had seen no case of influenzal meningitis. 
Dr. Peacocke noted particularly the outstanding form of the 
disease, in which death occurs with dramatic suddenness. 

Treatment .—He usually employed salicylate of quinine. 
Aspirin appeared to relieve the headache. The bowels 
should be kept free and sleep should be promoted ; he preferred 
calomel as a purgative and trional or some preparation of 
opium for sleeplessness. Stimulants were usually required 
and should be given freely. 

Captain John Speares gave an account of the disease, 
with special reference to the post-mortem findings and 
vaccine treatment. He concluded (1) that the mass of 
evidence showed that the present pandemic was caused by a 
bacillus which morphologically and structurally resembled 
Pfeiffer’s; (2) that the fatal secondary pneumonia was 
caused mainly by a streptococcus haemolyticus, which was 
frequently associated with haemorrhagic tendencies ; (3) that 
there was conclusive evidence of acute nephritis and albu¬ 
minuria in severe cases ; (4) that probably a certain degree 
of immunity was conferred by prophylactic use of influenza 
vaccine, and that the use of the vaccine for this purpose was 
justifiable; (5) further experiments, duly controlled, were 
necessary to establish the utility of influenza vaccine for 
prophylaxis and early treatment. 

« In the course of the discussion Dr. J. H. Pollock said that 
in his investigations at the Richmond Hospital on sputum, 
nasal discharge, empyema fluid, lung tissue, and heart’s 
blood obtained post mortem, pneumococci or streptococci, or 
both, were always recoverable. 

Professor E. J. McWeesey considered that the prevailing 
organisms were streptococci, pneumococci, and Mmrflcooons 
oatarrhalit , these organisms being the cause of secondary 
pneumonias. 

Dr. T. G. Moorhead noted the occurrence of severe 
meningeal symptoms, particularly in children, and asked if 
the influenza bacillus had been found in the cerebro-spinal 
fluid in any cases. He had found the fluid under tension, 
but sterile. He noted the frequency "f post-influenzal delirium 
and mania, and post-influenzal empyema. 

Dr. W. M . Crofton thought that the microbes producing the 
complications — viz., staphylococci, strepto-pneumococci, and 
Gram-negative cocci — might be a primary infection a’ong 
with the inflaenza bacillus, but that more frequently the 


patient’s own catarrh microbes became pathogenic when his 
resistance was lowered by the influenza bacillus. 

Dr. W. D. O'Kelly said that the fact that a vaccine contain¬ 
ing no influenza bacilli seemed to protect against the disease 
as well as a pure influenza vaccine, suggested that a filter- 
pas»er was at fault, which might perhaps be present in the 
various vaccines us»-d. 

Dr. G. E. Nesbitt said that in judging the results of pro¬ 
tective inoculation it was necessary to remember the curious 
variations in susceptibility. 

Dr. F. Kennedy Cahill thought that 44 suggestion" 
might act in cases of preventive inoculation, and quoted the 
case of a patient who developed all the symptoms of influenza 
except a temperature 16 hours after an injection of 1 c.cm. 
of sterile water. In the present epidemic the absence of 
post-influenzal profound prostration was remarkable. 

Dr. W. Boxwell regarded the severe typ-s as cases of 
profound septic intoxication. He was not satisfied as to the 
results of vaccine treatment, but thought wholesale vaccina¬ 
tion in the middle of an epidemic was dangerous, as was also 
the wholesale vaccination of contacts in a household. The 
time for vaccination was in the interval of recurring 
epidemics, but as the immunity was short-lived the value of 
prophylaxis in influenza was largely discounted. 


SOCIETE DE BIOLOGIE, PARIS. 


The following is a summary of some of the papers read at 
the meeting of the society held on Dec. 7th :— 

Rubinstein and Radovlievitch. — Sero-diagnosis of 
Syphilis. 

Le complex© Inactivant l’alexine dans la reaction de Waaaermann 
peat 3tre Isole par faction de l’eau distillee sur le melange serum + 
nnilitdiie. Ce c<>mt>lexe agit specltiquement dans le cas dea serums 
chaufTes et non specltiquement dans le cas des serums non chauffea. 
La specificit© a ete deceive unlquement par sa capsclte de fixer l’alexlne. 

Oh. Nicolle and Ch. Lebailly. — The Spirochete of 
Infectious Icterus. 

L© virus d’orlglne murine de flnstltut Pasteur de Tunis a fait en un 
an 70 passages par cobayes. Un cheval de onze mois a refu dans lea 
velnes 44 inoculations de c© virus; son serum est prevent!! contre le 
virus humain fran^als (L. Martin et A. Pettit). Lee sourls looculees 
avec le virus de passage, conservent ce virus sans reagir pendant cent 
jours au moins,a«nsl qoe le demontre I’inoculatlon de ieurs nrganes aux 
cobayes de contrdle. II y a 1* un moyen commode de transport et de 
conservation du virus. 

W. Mestr*zat and Romme.— Chemical Criterion for 
Secondary Suture. 

Les auteurs ont determine sur une solxantalne de plales. le rapport: 

nh* 

100 x 1® numerateur exprlmint l’azote titrable au formol, 

exprime en amraonlaque, le numerateur, le chlornre de sodium des 
compresses de panseroents secs en place deutiis auarante-huit heurts. 
Les valeurs de ce quotient ont tou.ioure ete inferieuresa 10 loreque lea 
sutures secondtires tentees ont £te suivles de meets complete. Des 
incidents variables se sonr. produt s »uperieure a 10. Les auteura volent 
dans la de erminatlon de l’lndioe formol d’une plaie un moyen precis de 
juger de ['opportunity d’une suture secondalre. 

F Albert.— Route of Absorption of Tetanus Toxin. 

L abeorption par vole sanguine predoraine. C est par cette vole que 
la toxlne gagne les centres nerveux. L’ahsorptlon par vole nerveuse 
pure ne donne .jamais qo’un to ran os local. L’lnjection preventive 
cnnfdre A l’homme un certain pouvolr antitoxlque. L’lnjection solt 
tardive solt insuffissnte, conffcre une immunity relative. Cette 
immunity peut Be dlssiper (tetanos tardif). 

Sir E A. Sharpey Schafer.— Functional Regeneration of 
the Vagus. 

Les Indtatlons nerveuses qul montent dee alveoles pulmonaires ne 
sont pas les seula ageu s q »l relent le rvfhrae normal de la respiration. 
c»r quan t cea courants sont suppriinys il s’etablit bientot un autre 
element regulateur. 

Commission r>’A limentation. —The Nitrogen Needs of 
the B<)dy 

En supoosant le regime mixte le minimum exigible est de un gramme 
d’albuminm.ies par jour et par kilogramme de poids. 


The late Mr. W. J. Stephens.— The death 

occurred at Brighton on Dec. 18th, in his sixty-fourth year, 
of Mr. William John Stephens, who at one time was one of 
the best-known medical practitioners in the borough. Com¬ 
pelled by ill-health a few years ago to retire from practice, 
he had during the war identified himself with various kinds 
of war work. A King’s College man, he took the diploma of 
L.R.C.P. Edin. in 1882, and he spent practically all his 
medical life at Brighton. For 18 years he held the office 
of police surgeon, and at the time of his death he^ was 
in partnership with Dr. C. E. Maguire and Dr. W. A. 
Bowring. 
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Fibroids and Allied Tumours. (Myoma and Adenomyoma.) 

By Cuthbert Lockyer, M.D., B.S., F.R.G.P., F.R.C.S. 

With 316 illustratioD8, including 37 coloured plates. 

London : Macmillan and Oo. 1918. Pp. 603. 63#. net. 

Dr. Lockyer holds an established position as an authority 
on the pathology of the pelvic organs in the female. He has 
had ample opportunities largely owing to the goodwill and 
cooperation of his colleagues over many years, and he ha9 
made good use of the abundant material putin his way, as this 
very valuable work proves. The book is, in our opinion, an 
example of what a monograph should be—complete, well 
written, containing not only the results of the author’s large 
experience but also the best of what others have written on 
the subject. In one respect, however, it is lacking, and that 
is in the omission of complete references. A book of this 
description appeals only to the advanced student or to the 
teacher, and the omission in many instances of references is, 
to the latter at any rate, a serious defect. 

The book is divided into three parts: the first part deals 
with Myomata of the Uterus, the second with those interest¬ 
ing and uncommon tumours, the Adenomyomata, and the 
third with the various operations practised for Myomata. 

The pathology of the myomata is particularly well 
described and illustrated ; indeed, one of the most striking 
features of the work is the lavish us^e of illustrations, both 
plain and coloured. Many of the latter are of great beauty. 
As might be expected, a good deal of space is devoted to a 
consideration of the various secondary changes in myomata, 
especially the commonest of all, hyaline degeneration. The 
author points out that red degeneration has attracted an 
amount of attention altogether out of proportion to its 
importance, and, as he says, the colour of the degenerating 
tumour is in most cases quite a side issue. Dr. Lockyer has 
no doubt about the occurrence of a myosarcoma, and the 
number of pathologists who would deny this at the present 
time must be very small. We cannot agree with the state¬ 
ment that the presence of myomata is a relative cause of 
sterility. Surely in mo9t women the sterility precedes its 
development, and is rather the probable cause of the myoma. 
As the author a little further on points out, it is spinsters and 
sterile wives who suffer from myomata most commonly, and 
their sterility may well play a part in the etiology of these 
new growths. If we accept this view, then, the fact that 
interstitial tumours appear to delay conception is not difficult 
to explain. We notice a slight error on page 153. In the 
description of Dr. H. R. Spencer’s case myomectomy “during 
delivery ” should read “ before delivery.” It is interesting to 
note that the author’s experience does not lead him to 
support at all strongly the view put forward by Bland-Sutton 
that the excessive uterine haemorrhage in the case of fibroid 
tumours is associated with septic changes in the endo¬ 
metrium. In the most virulent cases of septic endometritis 
seen in cases of puerperal fever haemorrhage is certainly not 
a symptom. The author, we are glad to see, is quite clear 
that there is no such thing as a myoma heart, apart from the 
changes due to the anaemia caused by the haemorrhage. 

The section on the diagnosis of the myomata is very 
helpful, and an interesting case is recorded of a cystic sub¬ 
mucous myoma mistaken for pregnancy. In view of the 
prominence which has been given of late years to the use of 
X rays and radium in the treatment of myomata of the 
uterus, a considerable amount of space is devoted to these 
methods. On the whole the author is not very enthusiastic, 
but, as he admits, his personal experience is not large. The 
evolution of the operation of hysterectomy from a procedure 
with a mortality of 30 to 40 per cent, to one of 2 to 3 per 
cent, is one of the most interesting chapters in surgery, and 
the author does well to give a short r6sura6 of the history of 
the operation. On the vexed question of the superiority of 
total hysterectomy to supravaginal amputation, Dr. Lockyer 
states that he now removes the whole uterus as a routine, 
but for spinsters and elderly married nulliparae he thinks the 
supravaginal operation may well be retained. 

Part II. deals with that curious and perplexing group of 
tumours, the adenomyomata. on which Dr. Lockyer ha9 a 
great deal to say. Indeed, were it not that in this country 
these growths have not attracted the attention they deserve, 
we might regard the division of the subject as somewhat 


unequal when we find no less than nearly 180 pages devoted 
to this rare group of tumours. After a very interesting 
review of the main theories as to their origin, the author 
deals with their classification, and suggests that they may 
be considered under the two main groups of intra- and 
extra-uterine myomata. Aj;reat deal of information is 
given about the latter very interesting group, including adeno¬ 
myomata of the round ligament, broad ligament, ovarian 
ligament, of the recto-genital space, and adenomyomata of 
the alimentary tract. This section is a most valuable one, 
forming the best critical review of this subject so far written 
in this country. 

The third part of the book contains a full account of the 
various operations practised in the treatment of myomata. 
A useful section is included dealing with the after com¬ 
plications which may occur. 

This book, in spite of its cost, will be indispensable to 
anyone engaged in the teaching of gynaecology; it will 
increase the author's already high reputation as a clinical 
pathologist, and it is a production on which we can most 
heartily congratulate him. The publishers are also to be 
congratulated for their part, as are the artists, for the 
beautiful illustrations which have been well reproduced. 


The Life and Letters of Joseph Black , M. D. By Sir W illiam 
Ramsay, K.C.B., F.R S. Together with an Introduction 
dealing with the Life and Work of Sir William Ramsay, 
by F. G. Donnan, FR.S. London: Constable and Co. 
1918. Pp. 148. 6#. 6 d. 

The real artist and the genuine scientific worker may be 
said to belong to that class the members of which Lucretius 
designated as “ divinitus invenientes”—i.e., as attaining what 
they sought by a kind of divine inspiration. This is obvious 
to most minds in the case of a musician, a painter, an 
architect, or sculptor. The works of Bach, Leonardo, Giotto, 
or of those nameless craftsmen who reared Rheims and 
the other great cathedrals in thirteenth-century France, 
stand out clearly to ear or eye. But the patient work of the 
chemist or the physicist is mostly hidden and in many 
instances stands in the same relation to its application as 
the acorn does to the oak. For no one who did not know 
could conceive on looking at an oak that it had sprung 
from an acorn, and likewise no one seeing the present-day 
applications of electrical power could imagine that they are 
all practically due to the fact that Faraday discovered that 
an electric current is induced in a conductor if it be moved 
across the poles of a magnet so as to cut the lines of 
magnetic force. Mendel6eff’s Periodic Law and the gaps 
therein, together with the work of Lord Rayleigh and 
Ramsay on the inert gases, are further examples of the 
“divinitus invenientes.” It is most appropriate therefore 
that Ramsay, the patient and accurate worker, should write 
an account of his great predecessor Black, to whose tireless, 
careful researches chemistry and physics owe such a debt. 
Moreover, Ramsay and Black were both educated at the 
same school of learning—namely, Glasgow College. 

Sir William Ramsay has given us a charming biography of 
Black, illustrated with many extracts from his letters, with 
pictures of his contemporaries, and with at least one 
anecdote of an incident* which occurred in the Senate Hall of 
Glasgow College during an official banquet. 

“One of the guests was struck by the pale face of his 
neighbour, who appeared to be asleep—no extraordinary 
circumstance. * What ails Drumsheugh ? * he asked the man 
beside him, 4 he’s looking gey gash.’ ‘ ’Sh man,’ said he, 

1 he’s been wi’ his Maker thae twa hours.’ ” 

Black’s claim to immortality rests principally upon two 
researches, those dealing with “fixed air”—i.e., carbon 
dioxide—and those dealing with latent heat; in fact, he was 
the discoverer of both the gas and the condition. It is a 
curious instance of the irony of history that the incentive 
of Black’s research was the desire to discover a mild alkali 
for the cure of calculus in the bladder, and that thjs desire 
was fostered by the Government having given a quack £1000 
for the prescription of a medicine for the same. 

We have no need to describe Black’s patient and masterly 
investigation, together with his “proof that the change of a 
complex compound to simpler compounds, and the building 
up of a complex compound from simpler ones, can be 
followed successfully by the use of the balance”; but every¬ 
one who is interested in the progress of human thought 
should read Sir William Ramsay’s charming accoant thereof. 
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State Organised Pharmacological 
Research. 

Our attention has been drawn to a movement 
begun by the Government of Bombay in the direc¬ 
tion of establishing a pharmacological laboratory 
and research institute for the investigation of drugs, 
and more particularly the indigenous drugs of 
India. A committee has been formed, with Lieu¬ 
tenant-Colonel A. Street, M.B., F.R.C.S., I.M.S., as 
its chairman. The committee is to inquire what 
pharmacological research is being done in other 
parts of India, so that developments in Bombay may 
be coordinated, so far as is possible, with similar 
efforts elsewhere; and the committee is further 
asked to obtain information as to what is being done 
in the direction of pharmacological research in this 
country. The inquiry is opportune in a big drug- 
producing country like India, but, more than that, 
it raises the suggestion which might well receive 
serious consideration at home—the desirability of 
organising and establishing a State controlled 
laboratory for pharmacological research in the 
motherland. 

We are under the impression that so far this 
important branch of scientific work has mainly 
been undertaken by private enterprise and by our 
great leading houses of pharmacy and chemical 
manufacture—at considerable cost. Certain Uni¬ 
versity laboratories have, it is true, also undertaken 
analytical work, but not on any large scale. Very 
valuable work has thus been done, as the columns 
of the Chemical Society’s Journal and those of the 
Pharmaceutical Journal show, and we have recorded 
the more important departures as they occurred, but 
clearly the scope of such work would be considerably 
widened if a reference could be made to a State 
pharmacological department. The Pharmaceutical 
Society, we know, maintains a school of pharmacy, 
which is under the direction of Professor H. L. 
Smith, who occupies the chair of chemistry, and 
Professor H. G. Greenish, who is responsible for the 
department of pharmaceutics; and valuable commu¬ 
nications from the pharmacy research laboratory 
of the society appear from time to time in the 
columns of its official journal. We may refer to 
one article which appears in the last number of the 
Pharmaceutical Journal as a specimen of pharmaco¬ 
logical research from this laboratory. It comes as a 
sequel to a note in our own columns on the use by the 
natives in the Central Transvaal of croton bark as a 
remedy for bilious malarial fever. 1 We know also 
of the existence of a scientific and technical depart¬ 
ment of the Imperial Institute, which has doubtless 
carried out investigations of national importance. 
This work, however, relates chiefly to the raw 
materials produced in our colonies in regard to their 

i The Lakckt, Sept. 30th, 1899, p. 873. 


composition and utilisation, and the object is rather 

to give advice respecting industrial development 
and tropical agriculture. When the examination 
of raw drug materials is undertaken by this 
department, it would appear from the published 
reports that the references have been chiefly to 
the commercial development of certain colonial 
products, to the encouragement of their cultiva¬ 
tion, and to other matters which do not call for 
pharmacological investigation. 

In all schemes of research organised and con¬ 
trolled by the State the well-equipped pharmaco¬ 
logical laboratory should take a place, and here 
special facilities should be afforded for bringing to 
light the medicinal value of raw materials. It is for 
a State department of this kind to take up a branch 
of research calculated to advance in general the 
pharmacology of drugs. So far as we are aware, 
no such department exists or ever has existed, and 
our knowledge of the essentials of plants, roots, 
barks, and so forth, used in medicine, has been due 
to independent research undertaken by the private 
individual. The separation and recognition of 
definite principles—for example, those in opium, nux 
vomica, cinchona, ipecacuanha—occur as a valuable 
record of the voluntary work of the medical man, 
the analyst and pharmacist acting in a private 
capacity. Such a position of things has narrowed 
the scope of pharmacological investigation in the 
past, and what is wanted in the future is a court 
of reference which can be trusted to take up the 
important issues arising when new remedies 
are announced. Moreover, such an institution 
should help in the work of establishing a relation 
between physiological action and chemical con¬ 
stitution and remove much empiricism from 
medical treatment. 


King Edward’s Hospital Fund for 
London. 

At a meeting of the Governors and General 
Council of the King Edward’s Hospital Fund for 
London, called for the purpose of awarding the 
grants for the present year to hospitals, 
convalescent homes, and sanatoriums, Lord 
Revelstoke, in his capacity as treasurer, had the 
pleasurable duty of stating that the total receipts 
for 1918, up to, and including, the first week in 
December, amounted to £174,531, all expenses 
having been deducted, and the contribution from 
the League of Mercy not being added. Sir William 
Collins, in making the annual statement on behalf 
of the League, reminded the meeting that during its 
20 y6ars of existence it had contributed to the 
voluntary hospitals in and around London £305,280. 
The figures given by Lord Revelstoke showed that 
the Fund had with its bankers, or at short call, 
sufficient money to meet the whole of the sum 
which it had been decided to distribute for the 
year 1918, amounting in all to £200,000. This is a 
notable achievement. 

The report of the Distribution Committee, pre¬ 
sented by Sir William Church, stated that the sum 
of £190,000 was to be distributed among London 
Hospitals, 103 in number, the remaining £10,000 
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being allocated to various Consumption Sanatoriums 

—£7825, and Convalescent Homes—£2175. The 
£190,000* destined for hospitals is £9000 in excess 
of the sum distributed in 1917, £27,500 in excess of 
that distributed in 1916, and £40,500 in excess of 
that distributed in 1913, the year before the war, 
although the buying power of the total has 
doubtless diminished during the same time. Of 
the total distributed over £160,000 is being applied 
in the form of grants to maintenance, leaving 
£29,750 as capital grants. Of these capital grants 
£10,100 is being employed in reduction of capital 
liabilities incurred before the war, £15,500 has 
been ear-marked for schemes of improvement, and 
the remainder represents the sums sanctioned 
for schemes of extreme urgency during the war. 
While the war was proceeding the Distribution 
Committee discouraged the issue of public appeals 
in aid of schemes which were not of extreme 
urgency, but in 1917 some capital grants were 
sanctioned in- aid of deferred schemes, and early 
this year the Committee was announced to be 
ready to consider proposals for the immediate issue 
of appeals for post-war schemes on certain con¬ 
ditions—the main one of which was that in such 
appeals it should be clearly stated that the con¬ 
tributions received in response might be used 
either for building or for endowment. In this way 
hospitals would not be committed in advance to 
extensions which might later be found inadvisable. 
As a matter of fact, if all the schemes of extension 
which have come before the Fund were to materialise 
the available accommodation of the voluntary hos¬ 
pitals of London would be increased by no less than 
1750 beds. It is quite clear that if any increase 
of this -sort is contemplated the whole question 
should be considered from the point of view of the 
total needs of the metropolitan population and the 
geographical position of the institutions. The 
rvalue of the work of the Fund is especially shown 
tin its readiness to look at the voluntary hospitals 
,#of London as one public service and not as a 
congeries of rival charities. 

. The report of the Distribution Committee 
announces also the receipt of proposals for the 
amalgamation of University College Hospital and 
the Royal Ear Hospital, whereby the latter, which 
has been closed during the war, will be reopened as 
a special department of the large general institution. 
The Distribution Committee is supporting the 
working out of this scheme by grants. This amalga¬ 
mation, following on that of the Hospital for Diseases 
of the Throat, Golden-square, with the London 
Throat Hospital reduces the number of ear, nose, 
and throat hospitals applying for a grant from five 
to three, of which only two are now on the books 
of the F und. This is another indication of the 
way in which the Fund desires to bring order into 
hospital service for the vast London population 
by preventing overlapping of energies; but of course 
the process of fusing hospitals, general or special, 
with each other introduces the question of selecting 
the honorary staffs. We trust that those responsible 
for the management of King Edward’s *Fund will 
bear in mind the real difficulty that often underlies 
the position. 


^nndatiints. 

“Ne quid nlmla.” 


LETHARGIC ENCEPHALITIS AND POLIOMYELITIS 
The difficulty of calling by an intelligible name 
such diseases as lethargic encephalitis and anterior 
poliomyelitis when the morbid agent is unknown 
and the morbid lesions are so various must not 
obscure the fact that a stage of useful knowledge 
has been reached in regard to the two diseases 
and their relations. In his lecture on lethargic 
encephalitis delivered before the Medical Society 
of London, which appeared in our issue of Dec. 21st, 
Dr. Farquhar Buzzard drew some general conclu¬ 
sions with regard to the recent epidemic. He directed 
attention to the fact that in the case of the 
analogous disease, acute poliomyelitis, the profes¬ 
sion as a whole has tended to take too limited a 
view. In this it has followed the course of the 
history of the disease, in which our knowledge was 
for a long time based upon late examination of 
sporadic cases. It was not until epidemics occurred 
that attention was directed sufficiently to the 
protean character of the disease, due to the very 
variable localisation of the morbid process. Because 
the most common site was in the spinal cord and the 
most vulnerable elements the cells of the anterior 
horns the disease received the name “ anterior 
poliomyelitis,” and this stereotyped our conception 
of it. Dr. Buzzard has rendered a service by 
warning against a similar limitation of view in the 
case of lethargic encephalitis. This disease presents 
many points of similarity to acute poliomyelitis, but 
is “ undoubtedly an entirely different disease.” The 
form in which it was first observed was character¬ 
ised by lethargy, asthenia, and oculo-motor paralysis; 
a second group of cases present the features of acute 
paralysis agitans. Dr. Buzzard describes a third 
group in which “the force of the inflammation was 
spent upon the cerebral cortex,” with resultant 
Jacksonian movements and consecutive paralysis. 
In different cases the distribution of the lesions 
may be very various, and no doubt other types 
of case will be described later. The number 
of cases recorded in the present epidemic has 
been comparatively small, and they have occurred 
over a wide area, as shown in the note on the 
distribution of the disease by Lieutenant-Colonel 
S. P. James in the same issue of The Lancet. It 
is probable that many other cases have occurred 
which have not been recognised as such, because 
they did not conform in type with the variety of the 
disease which was first described, and that later an 
“ abortive ” form of lethargic encephalitis may be 
established, as has been done by Wickmann in the 
case of poliomyelitis. Dr. Buzzard suggests that 
some sporadic cases of encephalitis lethargica have 
previously been diagnosed as cerebral thrombosis 
or haemorrhage; he points out that microscopical 
examination is frequently the only method of 
differentiating between the two, the naked eye 
appearances being indistinguishable. This would 
explain those cases of “ cerebral thrombosis ” in 
which the Wassermann reaction is negative and 
the vascular system apparently healthy. Unfor¬ 
tunately, our ignorance of the causal agent is so 
complete that but little help in treatment is afforded 
by such a differentiation, beyond confirming our 
belief that the cause is one associated with a pro¬ 
found toxaemia against which general measures can 
be taken. 
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TROPICAL DISEASES IN THE BALKANIC WAR ZONE. 

In bis paper read before the Royal Microscopical 
Society on Dec. 18th, Dr. Aldo Castellani, Lieu¬ 
tenant-Colonel, Italian A.M.C., described the tropical 
diseases commonly met with in the Balkanic zone 
during the war. Of these, he said, the most im¬ 
portant and the commonest was malaria, which 
had often taken on a malignant character and had 
given endless trouble by simulating many other 
diseases. Only a routine blood examination can 
exclude errors in diagnosis. Next to malaria the 
dysenteries, amoebic and bacillary, were the 
commonest affections. Enteritis due to flagellates 
had occurred, and more rarely a form with a ciliate 
infection. Coccidiosis was also observed. Cholera 
and paracholera had been rare, although a choleraic 
type of bacterial dysentery had been observed, and 
a form of diarrhoea was seen in starving Serbian 
soldiers during the Albanian retreat which closely 
resembled the famine diarrhoea of India. Camp 
jaundice (Icterus castrensis) had been common. 
Dr. Castell8ni distinguishes two varieties: (1) a 
very severe type (gravis ), haemorrhagic, with high 
fever lasting 10 to 12 days, and occasionally relapsing 
—this is true Weil’s disease, and fortunately rare; 
(2) the common mild type (levis), often afebrile, but 
probably in many cases spirochaetic in origin, like 
the severe form. Fevers of the enteric group, 
fairly frequent in the Balkans, had not during the 
last year assumed epidemic type. Paratyphoid A 
and B were in certain districts more frequently met 
with than true typhoid. Fevers resembling para¬ 
typhoid but due to intermediate germs had also been 
noted. Colonel Castellani and G. A. Lurie found in 
some cases the Bacillus colombensis as causal agent. 
Not infrequently mixed infections were found in all 
the three possible combinations—viz., T.A., T.B,, 
and A.B.; while two cases of triple infection, T.A.B., 
had been confirmed by hsemocultures. The method of 
combined vaccination devised by Dr. Castellani had 
given,he thought, good results, and the Serbian Army 
officially adopted a tetravaccine, T.A.B. + cholera. 
Malta fever, rare in Macedonia itself and the 
interior of the zone, was more frequently met 
with on the coast and in the adjacent islands. 
Kala-azar did not occur in Balkan adults, but many 
cases of the infantile type were seen in certain 
islands of the Adriatic and JEgean seas. Relapsing 
fever was common, and in its treatment the best 
results had been obtained by the combined use of 
salvarsan and tartar emetic. At the moment, he said, 
typhus exanthematicus was very rare, in striking 
contrast to the terrible epidemic which raged in 
1914-15. Trench fever was occasionally met with 
in both the types described in France. Pappataoi 
fever waR extremely common in certain parts 
of the Balkans, especially in the late summer 
and early autumn. Broncho-mycosis and broncho- 
spirochaBtosis were far from rare. Pellagra was also 
quite common in several districts in Macedonia. 
Of the tropical diseases of rarer occurrence 
Dr. Castellani instanced blackwater fever, filariasis, 
leprosy, sprue, intestinal myiasis, mycotic, spiro¬ 
chaetic, and flagellate urethritis. Certain tropical 
skin diseases of frequent occurrence gave rise to 
much discomfort in summer, and were often 
wrongly diagnosed. Such were dermatitis inter¬ 
digitalis epidermophytica, or “ mango toe ” ; tinea 
cruris, or “ dhobie itch ” ; prickly heat; and various 
types of tropical pyosis, such as Mansoni and 
discoides. In 1915 Dr. Castellani saw among 
Macedonian peasants cases of ulcus tropicum, 
Oriental sore, ulcus infantum, blastomycosis, sporo¬ 


trichosis, and acladiosis, and also numerous cases 
of trichomycosis axillaris flava, nigra, et rubra, 
of intertrigo saccharomycetica, and various other 
hyphomycetic affections. He had also reported two 
cases of Madura foot, two of keratoma plantare 
sulcatum, and one (typical) of ainhum. Dr. Cas¬ 
tellani concluded with a strong plea for the routine 
microscopical examinations in all patients. The 
wealth of diagnostic problems among the conditions 
which he has described makes such a plea eminently 
reasonable. _ 


AUTOTHERAPY IN INFLUENZA. 

Dr. Luigi Meille draws attention in a recent issue 
of II Policlinico (Practical Section, Nov. 3rd, 1913) 
to a method of introducing into the organism of a 
patient suffering from a severe form of influenza 
a non-heterogeneous serum which presumably con¬ 
tains the antibodies or antitoxins of the antigen or 
toxin which produces the disease, and which, 
beyond its own antitoxic properties, would also 
act as a producer of fresh antitoxins. The 
technique is extremely simple. The veins at the 
bend of the elbow having been made prominent 
by the application of an elastic ligature, the 
needle of a sterilised syringe of 10 c.cm. capacity 
with the piston down is introduced into one 
of them and the blood allowed to push back 
the piston and flow into the syringe. An amount 
of 20 or 30 c.cm. thus obtained by repeatedly 
detaching the syringe from the needle is emptied 
into a sterilised test-tube, which is then plugged 
with cotton-wool and covered with guttapercha. 
By keeping the test-tube in a slanting position for 
12 hours the serum separates and 1 to 2 c.cm. are 
aspirated by a syringe and injected into the sub¬ 
cutaneous tissue of the patient. No local reaction 
follows, but after from three to four hours a slight 
febrile reaction may occur, which soon subsides 
without leaving any after-effects; serum disease is 
never observed. Dr. Meille states thdt the action 
of the serum is quickly shown by an improvement 
in the course of the disease; the pulse becomes 
stronger, cyanosis less marked, and delirium ceases. 
Autoserotherapy has no specific action upon com¬ 
plications, except by improving the general condition 
of the patient and favourably influencing the course 
of the disease. _ 


BENJAMIN RUSH. 

The services of Benjamin Rush to American 
education have been well brought out by Dr. 
Harry G. Good, Ph.D., of Bluffcon College, Berne, 
Indiana. At last justice has been done to the non¬ 
medical side of his life. Not without reason did 
Rush’s friend, J. C. Lettsom, call him the American 
Sydenham ; but he was more than physician— 
he was author, philanthropist, patriot, and states¬ 
man. And above all he was a brave, strong 
man. As Bancroft, the historian, says: “ When 
an infectious pestilence raging in Philadelphia 
rapidly swept nearly 4000 to the grave Rush despised 
every consideration of personal safety, and was so 
true, night and day, to his patients that it was said 
of him in Europe: ‘Not Philadelphia alone, but 
mankind, should raise him a statue.’ ” He was 
perhaps the greatest pupil of William Cullen, whose 
system he championed in opposition to that of 
Boerhaave. Chapter III. of Professor Good’s work 
deals with the professional side of Rush’s life. Apart 
from his psychological studies, his contributions to 
practical medicine have been excelled by many of his 
countrymen, but it would be hard to name any other 
who occupies the same distinguished position as a 
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far-seeing reformer in social and educational affairs. 
A fearless abolitionist, at a time (and place) when 
only a strong man could hold such opinions—a 
humanitarian in his life-long advocacy of penal 
reform—an ardent temperance advocate whose 
writings on the subject are still current—an en¬ 
lightened student of insanity and an early supporter 
of the humane treatment of its victims—a friend 
of animals and an incessant pleader for their 
kindly treatment—such was Benjamin Kush. And 
beyond all this it is as an educational reformer, 
rather than as a physician or a patriot, that 
he is best remembered to-day. It is just here 
that Sir William Osier finds the special value of 
Professor Good’s book. “ It contains,” he says, “ a 
critical study of Kush’s activities in the establish¬ 
ment of public schools, in the promotion of the 
higher education of women, in the necessity 
of national universities, and in the importance 
of bringing scientific knowledge into the daily 
life of the home, the farm, the workshop, and 
commerce. Professor Good constantly reminds one 
of Locke in his good sense about the education of 
children; and what a happy criticism to say that 
punishments meted out indiscriminately to boys for 
ignorance and immorality confuse their moral 
sense! For the first time we have here set forth 
clearly the lifelong work of Kush as an educa¬ 
tional reformer, and to Dr. Good as a professor of 
the subject this has been a labour of love. The 
profession on both sides of the Atlantic is indebted 
to him for this interesting picture of one of the 
most versatile and distinguished of its members. 
I may add that we have as an appendix a full and 
accurate bibliography.”_ 

MYALGIA OR TRENCH FEVER. 

Myalgia is the name given to a painful affection, 
apparently involving the muscles or fasciee. The 
connexion .with true rheumatism is not always 
obvious, nor is it even certain that the muscles or 
fascira are really involved; but the disorder is 
often the direct result of damp or cold, or of 
excessive muscular exertion or strain. Possibly 
toxins or poisons absorbed from the alimentary 
canal are responsible for some muscular pains. Thus 
far Sir Frederick Taylor, and we need hardly look 
further for a demonstration of the weak nature of 
the evidence connecting myalgia with rheumatism. 
A generation ago muscular rheumatism was pre¬ 
sumed to be associated with a gouty tendency and 
lithsemia. The crisp Anglo-American view we 
should expect to find in Osier and McCrae’s 
System is not there; myalgia is simply ignored. 
Dieulafoy also has nothing to say on the 
matter. It remained for the trenches to throw 
light on this as on other common ailments; 
for “ trench shin ” and disabling muscular pains 
clamoured for investigation. The identification 
of trench shin as one type of trench fever 1 was 
made early and is now generally accepted. In a 
letter to our correspondence columns this week, 
commenting upon Dr. R. D. Rudolf’s “ Trench Fever 
Cachexia,” 2 Mr. A. Bertram Soltau, Colonel, A.M.S., 
gives reasons for thinking that nearly 80 per cent, 
of the myalgias of active service are due to the 
toxins of trench fever. In March last Mr. Soltau 
circulated a note to all Army medical officers in 
Flanders calling attention to the great variety of 
pains associated with trench fever, most of them, 

1 T. Houston and J. M. KoOloy, The La* *cet, 1916, !!., 652 ; 
G. Chambers, The Lancet, 1917.1.. 752. 

* The Lancet, Deo. 14th. 


however, originating in the fibrous insertion of 
muscles. The nocturnal exacerbation of the pain 
and the fact that it is generally increased by 
warmth negative a muscular origin and distinguish 
the condition from a true myalgia. Trench fever 
pain has therewith reached some measure of 
precise description. It is not unlikely that a com¬ 
parative study of ordinary so-called muscular 
rheumatism may establish the same or a similar 
toxic origin. _ 

ALCOHOL FOR INFLUENZA PATIENTS. 

In view of representations that have been 
made that there is in some districts a shortage of 
spirits required in treatment of patients suffering 
from influenza, arrangements are being made by 
the Ministry of Food that in the event of informa¬ 
tion reaching the Ministry indicating that an addi¬ 
tional supply of spirits is necessary in any particular 
district for the treatment of such patients the 
Ministry will direct a special supply to that district. 
Steps are being taken by the Ministry to obtain 
representative medical opinion as to the reality 
and extent of the need in the various localities 
affected. All bottles of spirits supplied for this 
purpose will bear distinctive labels and will only 
be sold against a certificate from the doctor 
attending the patient. 


THE PREVENTION OF SYPHILIS AMONG INFANTS. 

The generous gift of £10,000 by the Grocers’ 
Company made it possible for the London Hospital 
to build wards for the treatment of venereal 
diseases. In patient treatment is obviously of 
special urgency in the case of pregnant women 
infected with syphilis, and this section of the work 
is beginning to show results in the form of 
healthy offspring. It was a happy thought on the 
part of Dr. J. H. Sequeira to combine an “At home,” 
given, on Dec. 18th, to some of the mothers and 
children who have benefited from treatment, with 
a medical gathering where the lessons already 
learned and their further application in the future 
would be discussed. Lord Knutsford drew attention 
to the large number of East-End women who mis¬ 
carried as the result of syphilis, in whom proper 
treatment would have ensured the birth of children 
showing no traces of disease. There was need, 
he said, for other districts and hospitals to 
organise on a large scale to provide similar 
treatment. The venereal diseases department of 
the hospital was supplied with patients by its own 
obstetric and maternity departments, through the 
maternity almoners, from the City of London 
Lying-in Hospital, and by various maternity 
centres in the neighbourhood. Dr. Sequeira added 
that both married and unmarried women were dealt 
with, and since March, 1916, 52 pregnant women 
had been treated. After treatment in the special 
department these women were either admitted 
to the general lying-in ward or were attended 
by the out patient charities under the supervision 
of the obstetric physician to the hospital. He 
added that, in his opinion, the women after treat¬ 
ment were not liable to infect others, either in the 
ward or outside, if the usual precautions were 
taken. In the East-End cooperation between the 
maternity and infant-welfare centres and the 
venereal clinic at the hospital was actually very 
good. He had found it safe in practice to give 
injections of salvarsan to pregnant women, and 
thought it essential to treat every such patient at 
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the earliest possible moment. Sir Arthur News- 
holme also emphasised the need for cobpera- 
tion between venereal clinics, child-welfare and 
maternity centres and the general practitioner. 
But cooperation, however necessary, will prove futile 
without the provision of hospital accommodation. 
The need of further facilities for the treatment of 
syphilitic pregnant women as in-patients is very 
great, and sufficient hospital accommodation must 
be provided for them both before and during confine¬ 
ment. In London the Thavies Inn Venereal Centre 
for Pregnant Women provides the only other 
residential treatment, and the encouraging results 
obtained there were described in The Lancet of 
Dec. 7th by Mr. John Adams. Cooperation and 
increased accommodation are the two essentials in 
the solution of a problem which brooks no delay. 


THE SCOTTISH UNIVERSITIES ELECTION. 

We have received a letter from Mr. R. W. 
Cockburn, agent for Professor W. R. Smith in this 
election, in which the statement is apparently 
maintained that Professor Smith was “ adopted by 
the Medical (Parliamentary) Committee for this 
constituency.” He was not so adopted. Upon 
Professor Smith, at a meeting of the Committee, 
mentioning that he might not be elected for the 
Scottish Universities, his name was added to a 
general list of medical candidates whose wishes to 
find a constituency the Committee was willing 
to further. The Committee’s policy is to assist 
medical men to get into Parliament, and with that 
object in view an offer was made to Professor 
Smith, and to all other medical candidates for 
Parliament, to try to find speakers, political views 
and individual candidature having nothing to do 
with that offer. In a circular letter to the Editor 
of The Lancet, headed “ The Scottish Universities 
Parliamentary Association,” Sir Thomas Oliver, as 
chairman of the Association, says, “ Professor Smith 
has also been adopted by the Parliamentary Com¬ 
mittee.” The one and only inference must be that 
Professor Smith was adopted as a candidate in 
relation to the Scottish Universities vacancy, and 
that inference, if drawn, would have been incorrect. 


Sir William Whitla has been returned by a very 
large majority as Member for Queen’s University, 
Belfast. Sir Robert Woods, standing as an Inde¬ 
pendent, has been returned for one of the Dublin 
University seats. - 

Dr. Sydney Russell Wells has been appointed to 
represent the University of London on the General 
Council of Medical Education and Registration. 

M. Albert Calmette, director of the Pasteur 
Institute at Lille, has succeeded M. Emile Roux as 
director of the parent institute in Paris. 

Sir Robert Philip has been elected President of 
the Royal College of Physicians of Edinburgh, and 
Dr. A. H. Freeland Barbour, Vice-President. 


The appointments to the Industrial Fatigue 
Research Board have now been completed and 
include, in addition to the names given in 
The Lancet of Nov. 23rd (p. 718), those of Mr. 
Kenneth Lee, Mr. R. R. Bannatyne (representing 
the Home Office), and Dr. C. S. Myers, F.R.S., 
Director of the Psychological Laboratory, Cambridge. 
The Board expresses its readiness to consider any 
suggestions submitted to the secretary at 15, Great 
George-street, London, S.W. 1. 


THE ANNUAL REPORT FOR 1917 OF THE 
CHIEF MEDICAL OFFICER OF THE 
BOARD OF EDUCATION. 


II. 1 

Every chapter of Sir George Newman’s report bringB into 
relief some fresh aspect of the physical condition of the 
children which must be of absorbing interest to all who have 
at heart the moral and material welfare of the people. The 
keynote of the whole report is insistence upon the import¬ 
ance of the positive function of school hygiene, the education 
and building up, the strengthening and development of the 
natural powers of the body of the normal child, that it may 
be able not only to resist disease, but to become its best. It 
is clear that there has hitherto existed on the part of the 
local education authorities a misunderstanding of the true 
principles involved, a failure to attain to the necessary breadth 
of vision. They have thought their duty done with the carrying 
out of what Sir George Newman terms the negative function 
of school hygiene, the arrangements for treatment of the 
defective child. It is the ordinary child who is the key to 
the nation’s health, and it is the adaptation of the environ¬ 
ment, so that Nature may have its way and the child grow 
in body and mind, that the local education authority must 
make its business. Hence the need for physical exercises, 
games, school meals, play-centres, and open-air lessoDs ; for 
vigilance and strict control of premature employment; for 
the claims for more sleep at night and more rest in the day. 

School Dental Work. 

Not that even the negative function has been hitherto 
well and conscientiously performed ; far from it. Despite 
the facts that are known with regard to the condition 
of the children’s teeth and the resultant loss of physical 
efficiency in the population, and despite the fact that local 
education authorities for ten years have had the legal power, 
we learn from the report that a beginning, at present in¬ 
complete and inadequate, has been made in 151 areas, but 
in 167 educational areas the authority has undertaken no 
dental treatment at all. 

The Board have suggested that an authority’s school dental 
scheme should at least provide for— 

(i.) The inspection and treatment of children of 6-8 years 
of age. 

(ii.) The re-examination at intervals of not more than one 
year of children who have already received treatment and 
the provision of supplementary treatment where required. 

(iii.) The periodical inspection and treatment of other 
children as may be necessary and of “specials.” 

At present no large authority is carrying out this complete 
scheme, and few are doing more than examine and treat the 
6-8 age-group. The extent to which school children at these 
ages require dental treatment is shown by the findings of 
school dentists in different areas, and these for 1917 vary from 
79 and 80 per cent, in London and Liverpool respectively to 
97 and 99 per cent, in Southport and Wrexham. 

The Board have advised that dental inspection should be 
carried out only by qualified dentists, and preferably those 
undertaking subsequent treatment ; but in exceptional cases, 
particularly rural areas, they are prepared to accept* proposals 
for the carrying out of dental inspection by the Bchool 
doctor, provided only that he is exceptionally qualified. 
With regard to dental treatment, the services at present 
rendered ‘ 4 probably do not cover more than about one-tenth 
of what is required to deal with half the school population.” 
The three great difficulties in the way are stated to be : first, 
the grave shortage of dentists ; secondly, the unattractive¬ 
ness of school dental work; and, thirdly, the unwillingness 
of authorities to incur the expenditure of a scheme. About 
this third difficulty there is no doubt, and our experience is 
that the first two difficulties are merely cloaks brought 
forward to hide the third. However this may be, the alleged 
difficulties have led a few authorities to make the proposal 
to the Board that they should use unqualified 44 dental 
dressers ’* who, with the help of school nurses, would, it is 
suggested, be able to deal with a large portion of the school 
dental work. It appears that schemes on these lines are 
actually in beiDg. Now these proposals cut at the root of 
much that is of fundamental importance in medical practice, 

i No. I. was published In Thb Lutckt of Deo. 21st, 1918, p. 855. 
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and it behoves the profession to scrutinise them with 
meticulous care. It is stated that the British Dental 
Association considered this question of “ dental dressers” 
and reported in guarded terms in July, 1917, and the subject 
is, moreover, under the consideration of the Dentists Act 
Committee of the Privy Council. 

We h-ive no wish to allow any punctilios of professional 
etiquette or of medical tradition to stand in the way 
of any reform or of any arrangements which may be 
necessary for improving the condition of the nation’s 
children. And professional pride must be denied and 
set aside and mortified if it obstructs any proposal 
proved on economic grounds to. be absolutely necessary. 
But we must say that on present showing the motive 
of the present proposal appears not to be necessity 
but parsimony. At any rate, it appears to us perfectly 
extraordinary that Sir George Newman should solemnly set 
down as one of the things that could be done by unqualified 
dental dressers that very inspection of the teeth of the 
children which he has already defined as a work requiring 
such skill that it cannot in general be entrusted under the 
Board’s rules to the school medical officer himself or to the 
experienced school doctors working under him. We trust it 
may be long ere our professional pride be again so mortified, 
and we may be forgiven if we feel naughtily thankful for 
the existence of a Dentists Act Committee and if we 
desire more power to its elbow, especially as we gather 
that, owing to the reference of these questions to that Com¬ 
mittee, “further action has been suspended” for the 
moment. 

Special Schools and Open-Air Schools. 

“ A substantial part of the medical treatment of a certain 
group of defective children—blind, deaf, feeble-minded, 
epileptic, and tuberculous—is a special form and character 
of education.” We therefore have “special schools” for 
about 1 per cent, of the total school population. During 
the year 1917 there was an increase of 8 schools for the 
blind, 6 for the tuberculous. 4 optn-air schools, and 

3 others, making a total of 21 schools. The number of 
scholars on the registers of special schools in January. 
1918, was 30,695. including 2520 blind, 3938 deaf, 14,343 
mentally defective, and 5792 physically defective. It has 
been estimated that the number of physically defective 
children in England and Wales is between 35,000 and 
40.000, but up to the present only 25 local education 
authorities have provided day schools and 7 have provided 
residential schools. It is the possibility of making such 
statements as these which spies out the poverty of our land, 
and to some extent explains the Prime Minister’s statement 
to the effect that our recruiting returns were worse than 
those of any other belligerent nation in regard to rejections 
for physical unfitness. 

Our local educition authorities and our local health 
authorities, though armed with the necessary powers, have 
not been carrying out their duty. Even the London Oounty 
Council, which in many ways has given a lead to all the 
other authorities in the magnitude and extent of its efforts 
to alleviate the condition of the children, has lamentably 
failed in some directions and in none more unaccountably 
than in developing its open-air school accommodation. “The 
astonishing fact still remains that London, with 650,000 
children, possesses only two ordinary small open-air schools 
accommodating 2L0 children.” 

It is interesting to learn that a Special Aural Board 
of the Ministry of Pensions has been working in cooperation 
with officers of the Board of Education in organising the 
training of soldiers and sailors disabled in the war through 
deafness and mutism. Twenty-five centres for the teaching of 
lip-reading have been opened in various parts of the country 
and the results have as a whole been very satisfactory. 

By far the biggest piece of work coming under the heading 
of special schools, of course, is the care of the mentally 
subnormal child. The report rightly points out the import¬ 
ance of this class in relation to the activities of the education 
authorities as a whole. It is fundamentally a part of the 
larger question of national mental captcity, and not, as is so 
often assumed, an issue affecting a handful of hopeless 
children. The war, unfortunately, has rendered it imprac¬ 
ticable to secure for the mentally defective child the attention 
which it was hoped would have resulted from the passing of 
the Mental Deficiency Act of 1913, and of the Defective and 
Epileptic Children Act of 1914. 

Nevertheless, the work of “ascertainment” under the 
former Act has been proceeded with in a number off areas, 
and some local education authorities have consequently been 
brought face to face with the necessity of considering the 
requirements of all children mentally subnormal in whatever 
degree. The “ border-line case ” keeps on bobbing up, acting 
as a bridge between the normal and the subnormal, and 
destroying the “water-tight compartment” method of 
dealing with the latter, which would be inimical to scientific 
progress. The present tendency, therefore, is to view the 
question more as a whole and morfi in relation to the other 
activities of the education au'hority than was formerly the 
case, and the benefits of the Acts are consequently not 
confined to the feeble-minded, but affect also the dull and 
backward, and even the mentally normal child. 

These questions have stimulated such inquiries as the 
recent investigation by Mr. Cyril Burt, psychologist to the 

London County Council, into the “ Distribution and Rela¬ 
tions of Educational Abilities.” Two broad facts emerge 
from this inquiry : first, the educational attainments of a 
“defective” correspond, on an average, to those of a 
“normal” just one half his age; secondly, in the whole 
county of London the number of backward children above 
the “defective” standard is over 10 per cent, of the 
whole. 

The development of methods of education which will meet 
the needs of the large class of dull and backward, as well as 
of the small class of the feeble-minded, is therefore a require¬ 
ment which should arrest the attention of the authorities. 

Such methods include the provision of suitable forms of hand 
work and a more rational system of physical development. 

In the latter connexion the announcement will be hailed with 
satisfaction that the Board contemplate the issue of a new 
edition of their “ Syllabus of Physical Education,” in which 
effect will be given to more modern views. 

The Future. 

The future of school hygiene in this country and the well¬ 
being of the child and adolescent population are bound up 
with the administration of the medical arrangements under 
the new Education Act. To the section of the report dealing 
with this Act we, therefore, turn in order to glean the 
attitude of the Board towards the problems of the future. 

We are not disappointed. The keynote of the whole report 
here becomes more than ever insistent. The narrow “bottle 
of medicine ” conception of the purpose of the School 

Medical Service still held by many persons and authorities is 
again severely trounced. The ideal of prevention rather than 
cure is held up as worthy of all acceptation. The Educa¬ 
tion Act of 1918 is concerned with the physical, as well as 
the mental, development of the rising generation from the 
age of 2 years to that of 18. Measures for the promotion of 
healthy physical development must be preventive as well as 
remedial. The Act is concerned not only with the provision 
of facilities for treatment, and special schools for abnormal 
children, but with the encouragement of measures designed 
to improve the health, and bring out the physical capacity for 
development of the whole juvenile population. “ What is re¬ 
quired is not the devotion of exclusive attention to the diseased 

child . but a broad, carefully considered, and unified 

system of physical care and development of all children of 
school age.” The foundation of any scheme for attending to 
the health and physical care of the scholars is defined 
as a complete system of inspection of all the scholars and 
reinspection of all found defective. 

The dates upon which the sections of the Act come into 
operation are not all yet fixed, although a number of pro¬ 
visions became operative on August 8th, 1918 (the date of 
passing of the Act). The Act imposes upon authorities a 
duty to make arrangements for the treatment of children 
educated in public elementary schools, thus making this 
function in future compulsory instead of voluntary, bat the 
section is not yet In operation. It imposes a duty upon 
authorities to'provide for medical inspection in secondary 
and continuation schools, and the power is given to provide 
facilities for treatment; this section is in operation except so 
far as it imposes a duty. 

It is important to note that the Act prohibits the establish¬ 
ment of a general service of domiciliary treatment by 
medical practitioners, but provides that in making arrange¬ 
ments for treatment an authority shall consider how far they 
can avail themselves of the services of private medical prac- 
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titioners. The Act makes it the duty of an education autho¬ 
rity to ascertain what children within their area are physically 
defective or epileptic within the legal definition, and also to 
make provision for their education between the ages of 
7 and 16, but this section is not yet in operation. 

Several sections of the Act which are not yet in operatior 
deal fairly drastically with the employment of children o 


(toregpnkntt. 
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trench fever cachexia. 

To the Editor of Thb Lancet. 
school av:e, but it is interesting to note that a section whic , , , ~ n RnHolf C A M.C.. on 

is already in operation empowers the local authority t Sir -The article by Colonel KD of Dec. 14th, 

prohibit or restrict any employment of a child which, as Trench Fever Cachexia, i h been recognised in 

result of a report by the school medical officer, or otherwisdraws attention to a con i i interesting to have, 

they are satisfied is prejudicial to his health or physic France for the last-two ^ ea ^ s * ^ ^ ^any of th^ 

development, or which renders him unfit to obtain pro, from an obs ®" er ln , ^ ng g arrived at from seeing cases in the 
benefit from his education. The clauses of the Act empow opinions and conclusio of 9ach impo r t ance for the 

ing local authorities to establish or to aid nursery schools earlier stages, and the su ]_ Qn n rfiscnssed. 

children between 2 and 6 are already in operation. 

The final paragraph of the section of the report dea 
with the Act forms such an admirable epitome of Sir Ge ; 

Newman's conclusions*, ideals, and aspirations that 3 
cannot do better than quote it in extenso. 

The fundamental purpose of the new Act is “ the progressive do*?: 
ment and comprehensive organisation of education” available 
persons capable of profiling thereby. It is indisputable thi h ® 
primary factor in such an organisation must be the physical fact a 
syitem of education, however perfect, must fail if the physi^' 1 
mental condition of the person to be educated be not healthy ret«£ v ®’ 
and alert Indeed, the association between physique and educ*] * 8 
even closer, for the education and development of the young * ls 
largety a question of bodily nature and nurture. Not only n J ,he 
body be sound and unimpaired by defect or deformity, but its n * niJ 
and development is an integral, essential, and vital part of tru ® 
educa ion. The local education authorities throughout Eng* ftIKl 
Wales are now in possession of an adequate and comorehensl» 18 ^“: 
raent for achieving these great national ends. Theines-im 5 K™** 
which they have accomplished in ten years, with meagre and ew “ at ' 
indifferent machinery, affords good promise of their wise and seeing 
use of the new and enlarged opportunity, at the door of they 
now stand. 

We devoutly re-echo Sir George Newman’s worded we 
should like to sljare his confidence to the full, ut the 
snpineness of the local education authorities in tip* 8 * 1 * as 
revealed by his own report, raises grave doubts. 


future that it cannot be too widely known and discussed 

The literature of trench fever has been yoluramous but has 

mainly been directed towards a description of the types of 
the disease as seen in the earlier stages, or to a discussion of 
the etiology and the infeotivity of the disease, whilst little 
attention has been paid to the later stages. 

Everybody is now well acquainted with the common types 
of the disease—the short, the long, and that with a prolonged 
initial fever* fhe work of the American Red Cross Com¬ 
mission proved that these are all simply ’°° °of 

pression of a common infection. In addition, many of 
bid recognised, as far back as 1916 a type which we called 
the “ smouldering ” type, in which the patient complained of 
debility, weakness, irregular pains, Sc. This was n r ® g ^ e „' 
not as a distinct type, hut rather as a condition following on 
a?ter an infection from which the man had apparently 

recovered completely, and yet the V nf *^ lon Th S e m °"^iT e i d t o 
on or reappeared after a period of latency. The parallel to 
malarial Sichexia which Colonel Rudolf draws is an apt one 
and evidently the cases which he descnbeR are similar to 
those which have been a source of much perplexity in France. 

The parallel may be carried even further, for trench fever 
apparently has the power to remain latent and flare up 
a^ain more particularly after any trauma. It was no 
uncommon experience to notice this recrudescence in the 
suruical wards, as many of the wounded commenced within 
k few days of being injured a typical febrile attack which 
could not be accounted for by the condition of their wounds 
and cross-examination then elicited a history of previous 

‘^7™ per* WOO I longed periJd,aUoapP^re^to^Tve the pTwer of ^kindling 

been followed for nearly four years, in ^ blcbr , ecr .“ d ^ui 
of diminishing virulence have appeared, and in which a 
diminution of vigour has been noted throughout. 

A recognition of these facts will make for more accurate 
diagnosis in the Army, and will largely eliminate that 
ptmular diagnosis of “myalgia” Captain FB. Che v as£ and 
Captain Marr have independently worked at this point, taking 
groups of cases labelled “ Myalgia, and trying to estabUsb 
I correct diagnosis. The former considered that some 
under treatment. The causes of 60 deaths in t) 96 towns were 1 43 per cent, were in reality suffering from trenc e ,f ‘ 
uncertified, of which 8 were registered In Birmlnghd. and 4 each In latter DUt the figure at nearly 70 per cent. My 

dn.,lhond.nn.Qe. Cl .,11 T... 1 n.s^.laH “ . , _Ln« O niiHpr SPA ft. l)V 
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URBAN VITAL STATISTICS. 

(Week ended Dec. 14th, 1918.) 

English and Welsh Towns.—In the 96 English and * 8h towns, 
with an aggregate civil population estimated at 16,500.0P© r8On8 ’ th © 
annual rate of mortality was 20*2, against 36 5 and 2fP er *000 in 
the two preceding weeks. In London, with a popu]°„ n 
exceeding 4,000.000 persons, the death-rate was 
below that recorded in the previous week ; among 
towns the rates ranged from 7*4 in Bournemouth, 7*9 iWath-uns'ow 
and in Oxford, and 10 0 in Cambridge, to 38*6 in pton. 3-1*7 in 
St. Helens. 421 in South Shields, 42*8 in Grimsby, 48*9 iBarnsley, and 
54*1 in Sunderland. The principal epidemic diseases ca^d 148 deaths, 
which corresponded to an annual rate of 0*5 per lOftand included 
48 from diphtheria, 47 from infantile diarrhoea. 23 from tooping-cough, 
14 from measles, 12 from scarlet fever, and 4 fror©nteric fever. 
The deaths from influenza numbered 1885, against 74 in the pre¬ 
ceding week, and Included 322 In London, 164 in Blr<ngbam, 111 in 
Manchester, 82 in Sunderland, 53 In Nottingham, andl in Liverpool. 
The 1089 cases of scarlet fever and 1017 of dlpht.h<& under treat 
ment in the Metropolitan Asylums Hospitals and tl London Fever 
Hospital were 10 and 11 below the respective numb 8 1 remaining at 
the end of the previous week; there were also 2 ees of small-pox 


Southend-on-Sea. Hull 8tockton-on-Tees, and Gatesiad. 

Irish Towns. —The 168 deaths in Dublin correspo»©d to an annual 
rate of 22 0, or 0*5 per 1000 below that recorde- in the previous 
week, and included 24 from influenza, 2 from infante dlarrhopa and 1 
each from scarlet fever and whooping-cough. The 1> deaths Id Belfast 
were equal to a rate of 24*7 per 1000. and inclded 1 each from 
whooping-cough, diphtheria, and infantile diarrhea 


observations, made on a less exact but a « i< ?^. 9C f le ;. b y 
“sampling’’admissions in many areas would indicate that 
at least 70 per cent, and probably nearly 80 per cent, of the 
“myalgias” were in reality suffering from trench fever. 
Tb” majority of the cases included in these observations were 
examples of the cachectic period of the disease. 

A correct diagnosis may not be easy in the late stages 
when rases are seen in English hospitals or after discharge 
from the Army A careful consideration of the history will 
of 0 t“n furnish the clue Colonel Rudolf has pointed out the 


Metropolitan Hospital Sundy Fund. — | 

At the annual meeting held at the Masion House on 
Dec. 20th, the Lord Mayor presiding, ne members of 

the council were re-elected, with the .ddition of the onen iurnisu vuo whi h 0 learned to rely on 

Rev. E. Marling Roberts, the Rev. W G. Pennyman, value of the temperature chart which we leameare^y ^ 
Dr. Jowett, and 8ir Charles Hanson 0 fill vacancies. very largely. So much was this theca » 

Hospital Sunday, 1919, was fixed for une 22nd. The obt i in a re0 ord from as early as possible a moment all nma 

report stated that the total collection fer 1918 (the forty- hulances in France were supplied with a rubber stamp 
sixth) had amounted to £92,055, an incrase of over £15,000 . impression of a six days’ chart for use on the 

as compared with 1917. This increase, wlich had exceeded I J; l TJr® -■ - «.a;iuhati rtf t.h« temoerat 

the highest previous record, had eDabbd the council to field 

distribute a sura of over £85.000 amooj the hospitals and giving a aiurnai swing abovethe normal. Other 

medical charities of London, being £15,100 more than aDy just as important as *n actual ru maintained in the 

previous distribution. The collection* in the churches points to look for are a quickened pulse, m , - 

amounted to £43,077, or £5739 more that in 1917, while the e i£rht ies, tremor of hands and tongue, small patenes oi 
donations were £13,259, showing an increase of £5106. The vpl i ow f ur on the tongue, and the presence of spot* °I local 
fund received a donation of ; £5000 from the American Red , 0 _.i_ rT1pss on D alpating over the muscular insertions and 
Cross m recognition of the^ork done by London hospitals o f rilroiKtence of that fibrous involvement which 

fo* the Allied wounded. I indicative of a persistence 
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s characteristic of the earlier stages. I am interested i 
note that Colonel Rudolf finds persistence of splenic enlarge 
ment, as that had not been determined in France. T 
presence of a relative lymphocytosis, mainly of the 1 
lymphocytes, may be of value in the doubtful case. 

Practitioners will in the coming future be faced frequently 
with the diagnosis and the treatment of these cases, and 
when it is remembered that probably a fifth of the cases of 
disease, as apart from wounds, in tne armies in France has 
been caused by trench fever, the numerical importance of 
the question is obvious, especially as we do not yet know for 
how long this liability to recurrence will be maintained. 

I am, Sir, yours faithfully, 

A. Bertram Soltau, 

Dec. 17th, 1918. _Colonel, A.M.8. 

PHTHISIS IN FACTORY AND WORKSHOP. 

To the Editor of The Lancet. 

8ir, —Dr. M. F. Boulenger (The Lancet, Dec. 14th) 
apparently considers “ hereditary tuberculosis ” as the cause 
of tubercle in abstainers and alcoholism as the cause of it in 
drunkards. In the interests of clarity it would be well 
if he explained what ‘'hereditary” means in this con¬ 
nexion. I understand “congenital tuberculosis,” “congenital 
syphilis,” “ congenital ophthalmia,” “congenital small-pox,’ 
and the like. These expressions denote that the micro¬ 
organisms of disease infected the child while it was yet 
within the mother’s body. But what does “hereditary” 
tuberculosis imply ? Would Dr. Boulenger class a bullet 
that had passed through the mother and lodged in the child 
as a hereditary bullet ? Bullets and bacilli alike are foreign 
bodies. As far as the evidence goes, congenital tuberculosis, 
unlike congenital syphilis and ophthalmia, is very rare. 

In tuberoulosis, as in all other developments, two factors 
are concerned, nature (heritage, susceptibility, predisposi¬ 
tion) and nurture ( terrain , environment). Both the sus¬ 
ceptibility and the environment vary enormously in relation 
to individuals and races. Thus, some Englishmen, and all 
Polynesians, are very susceptible ; most Englishmen but no 
Polynesians are able to survive in the slums of great cities ; 
practically no Englishman contracts the disease in Polynesia 
where it is exterminating the native. The rule that “ Every 
human race is resistant to every lethal and prevalent human 
disease in proportion to the length and severity of its past 
experience of that disease ” applies to tuberculosis. Thus, 
Jews, who have 20 centuries of urban life behind them, are 
more resistant than Englishmen, who are more resistant than 
Scottish Highlanders, who are more resistant than American 
negroes, who are more resistant than African negroes, who are 
more resistant than Polynesians. The rule itself is explain¬ 
able only on the supposition that powers of resistance (which 
are not foreign bodies) are inheritable, and that each lethal 
disease weeds out the weak against itself, leaving the race to 
the strong. 

The cause of tuberculosis is the Bacillus tuberculosis. All 
conditions which favour the survival and concentration of 
the bacilli and their passage to susceptible persons—e.g., 
ill-lighted, ill-ventilated, and crowded buildings—conduce 
to the spread of the disease. 8o, also, do all conditions— 
excessive drinking, among others—which depress the vitality 
of human beings. I do not know whether statistics exist, 
but I venture to predict that women industrial workers— 
because they work in crowds—suffer more from the disease 
than women engaged in house duties. Dr. Boulenger 
insists that the “essential cause” of adult tuberculosis is 
alcoholism, and so explains the fact that male industrial 
workers suffer more than their wives whose environment he 
regards as worse. But do not these men sleep in their own 
homes ? And was alcoholism the cause of the prevalence of 
the disease in convents, jails, and Pacific islands, and the 
essential cause of most of the many deaths among the men 
and women we have each known? Of course, excessive 
drinking is sometimes a contributory cause. And, of course, 
excessive drinking is in itself a tremendous evil. But 
intemperance in argument is not likely to cure intemperance 
in drinking. The case of vaccination should be borne in 
mind. Originally medical men claimed that vaccination 
endowed the individual with permanent immunity to small¬ 
pox As a fact it confers only temporary immunity, which, 
however, is sufficient, for vaccination, repeated when 
necessary, abolishes small-pox. But to this day its 
opponents rely on disproof of the original and long- 
abandoned claim as a principal weapon for discrediting 


it merely vaccination, but all protective inoculation, 
cessive claims, even when made in such a good cause 
temperance, tend to meet the proverbial fate of vaulting 
bition which overleaps itself. 

I am, Sir, yours faithfully, 

outhsea, Dec. 15th, 1918. G. AROHDALL REID. 


SrENSARY SUPERVISION IN PULMONARY 
TUBERCULOSIS. 

To the Editor of The Lancet. 

r,— I have noted with satisfaction the interest which my 
le (The Lancet, Oct. 26th) appears to have aroased, 
\uae I believe that the favourable opinion of the Inter- 
.rtmental Committee on Tuberculosis as to the value of 
treatment under close supervision is justified by more 
experience upon a large scale. Of course, like all 
antituberculosis measures it has its limitations, but this 
.rgument against its utilisation in the large number of 
here it may be satisfactorily applied, if the requisite 
be taken. 

rst fact that has to be faced is that so long as 
are solely under the care of general practitioners, 
pervision of their hygienic routine is seldom exercised 
ing-class practice, and, as a matter of fact, on the 
*-‘s officers’ or dispensary nurses’ first visits in 
there is often little visible evidence of any 
s having been given to patients as required by 
rculosis Regulations. Even when such instructions 
have l n given there is apparently nothing in the Regula¬ 
tions Suiring a panel doctor to see that they are actually 
folio*! The tuberculosis dispensary organisation has 
thus areat field of activity, and in the administrative 
countw Lancashire we are doing our best to make full use 
of ourlportunities. Apart from the personal efforts of 
the dishsary staff in giving simple hygienic instructions 
and inttting them carried out voluntarily, it has been 
possible^ a large number of cases indirectly to aid the 
work bfceans of the voluntary care committees, which 
assist pints on the understanding that the instructions 
given arioperly carried out. The six care committees in 
my area bended in 1917 over £1000. 

The kariedge, too, that certain benefits are obtainable 
from Appbed Societies in the case of insured persona and 
from the Vnistry of Pensions in the case of discharged 
sailors anlsoldiers conditionally upon the treatment being 
properly cried out is also of use in certain cases. 

Perhapskiid not make it quite clear in my article that 
patients *b active disease receive domiciliary treatment 
from generl practitioners, and that the dispensary organisa¬ 
tion worksb close association with them. In this way 
patients obin the advantages of both agencies. 

With regi to the visits of the dispensary nurses, which 
are always lid without previous notice, it nfust be remem¬ 
bered that (any of the cases were quiescent or arrested. 
These do nd of course, require frequent visiting, so that it 
has been poible for the more advanced cases to receive 
more frequei visiting. The number of visits paid might 
with advantae be increased, and at the end of the war it is 
hoped to augtent the staff of nurses and thus pursue more 
intensively th dispensary supervision. 

I should hae done better to have used the term “satis¬ 
factory isolatm ” or “ sufficiently complete isolation,” 
instead of “ cmplete isolation.” In 1917 I obtained satis¬ 
factory isolatio in 70 per cent, of 1615 cases of pulmonary 
tuberculosis. As a matter of fact, I do not think 
that “ complex ” isolation need be aimed at, since it 
is now generally recognised that infection must usually 
be massive to *e the potent factor. We are all exposed 
to the tubercli bacillus in a greater or less degree, and 
although there is evidence that 97 per cent, of persons are 
actually infectel the dose is insufficient in most cases to 
break down the resistance. If the instructions as to disposal 
of sputum, &c., ire reasonably followed the risks of infection 


In my opinion the greatest danger from 
home arises from the large, untapped 
atified cases, to which Dr. G. Lissant Cox 
ecent letter. So long as large numbers of 
unnotified or only notified shortly before 
of tuberculosis must necessarily be Im- 
it is not fair to blame the dispensaries, 
atage if patients can receive two or three 
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treatment, while there is a residuum of advanced cases for 
whom permanent removal to a suitable hospital is desirable 
owing to the impossibility of securing adequate nursing and 
isolation at home. The compulsory powers of removal 
possessed by a few county boroughs ought, in my opinion, 
to be given to all county and county borough councils. 

In conclusion, I submit that even in the worst cases under 
dispensary supervision the home conditions are superior to 
those usually found where this is absent, and that the results 
would be even better were sufficient funds available to 
supplement the resources of the poorer families. It is not 
improbable that the work of the voluntary care committees 
will have to be taken over by the dispensary organisations 
and become a national charge. 

1 am, Sir, yours faithfully, 

George Jessel, 

Dec. 18th, 1918. Tuberculosis Officer. Lancashire County Council. 

LADY ROBERTS’ FIELD GLASS FUND: 
return of glasses now asked for. 

To the Editor of The Lancet. 

, g IR _May I, through the hospitality of your columns, ask 

e all officers and others who have received glasses or telescopes 

? on loan through my Fund to send them back to me now for 

return to their owners. All instruments lent through my 
Fund bear the letters N.S.L. (National Service League), 
followed by a letter and a number. I should be glad if 
officers and others returning glasses would enclose in the 
case a note of acknowledgment for the owner. 

I wish to record my gratitude, not only to the public for 
the munificent loan of 30,000 glasses, but also to the press 
for the valued help which it has given this undertaking. 

The address for glasses and correspondence is the 
Manager, Lady Roberts’ Field Glass Fund, 64, Victoria- 

street, Westminster, S.W. 1. 

I am. Sir, yours faithfully, 

Dec. 19th, 1918. ROBERTS. 

THE PRACTICE OF THE ABSENTEE. 

To the Editor of The Lancet. 

Sir, —It is gratifying to see that money is still being 
subscribed to the Belgian Doctors’ and Pharmacists’ Relief 
Fund. This is as it should be, but it is of interest in con¬ 
nexion with Sir Watson Cbeyne’s proposal to lend money to 
medical men whose practices have been filched from them 
owing to their absence at the front These men have been 
as much injured by their professional brethren as their 
Belgian colleagues have been by the Hun. Yet the proposition 
of Sir Watson Oheyne savours more of the spirit of the 
Jewish moneylender than anything else. 

Would it be too much to expect that the British doctors 
should meet with as much sympathy and help as the 
Belgian ? Many of us have been away on active service 
for over four years, having “ willingly ” given up “ all ” in 
answer to the pitiful cries of our sick, wounded, and dying 
fellow countrymen. Surely, then, we are not to be expected 
to return home and forced to beg from our professional 
brethren who have stayed at home. All the medical men in 
this theatre of operations with whom I have discussed Sir 
Watson Cheyne’s proposals are strongly opposed to it, as it 
is adding insult to injury. 

It is now suggested by Sir Watson Cheyne that some of 
the ill-gotten gains of the medical pilferers should be 
advanced on loan at interest to their victims. 

I am, Sir, yours faithfully, 

Dec. 6tb, 1918. MAJOR, R.A M.O. (T.O.) 

Mar anh ^fter. 

The Casualty List. 

The names of the following medical officers appear among 
fche casualties announced since our last issue : 

Died. 

action against the German squadron off the Falkland 

Islands and also when she struck J} th m, ? h e ia fatter 
Dardanelles. It was in connexion with this latter 
incident that he was awarded the D.S.O. He died at 

CapL L ^.^Du^yTR.A.M.C., qualified at Glasgow in 1914, 
and joined up shortly afterwards. 

Wounded. 

Capt. R. H. Jones, R.A.M.C., attached Worcester Regiment. 

OBITUARY OF THE WAR. 

ROBERT ERNEST LEE, M.D.T.C.D., 

CAPTAIN, BOY AX ARMY MEDICAL CORPS. 

Captain R. E. Lee, who lost his life through the sinking 
of R.M.S. Leinster on Oct. 10th at the age of 35 y« ar ®’ was 
the second surviving son of Edward Lee, J.P., Blackrock, 

co. Dublin. Educated _ 

at Trinity College, 

Dublin, he graduated / 

in medicine 1910, / 

/ ^1 \ 

degree / \ 

He / . \ 

house surgeon to Bootle j t ,■<.’ \ 

Hospital, Liverpool, for / \ 

two years, and resident I■ \ 

medical officer of the Ij I.* 

Royal Hospital for In- lfl|^ 

curables, Donnybrook, 1 

Dublin, 1912 13 

Before the outbreak of / 

war he had been on a 

sea voyage as medical I 

on 

Holt Line ships. When 
war was declared he 

joined the R.A.M.C., - 

and served in France 

from January. 1915, until he met his death on returning 
to duty after 14 days’ leave. 

NOEL JAMES ALLAN, M B., Ch B. Ltverp., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain N. J. Allan, who died of burns on Oct. 18th in 
Mesopotamia at the age of 32 years, was second sori of Dr. 

J. H. Allan, of Liverpool. He was educated at bt. Francis 

Xavier’s College, where 
he was distinguished 
in mathematics and 
chemistry. After leaving 
he 

pharmacy, but later \ 

decided to take up . \ 

medicine, and entered 

the 1 ’mver>ily uf Liver- . 5j \ 

pool. In the course of jflE 
his medical studies be 

gained the Kanthack 1 

medal in pathology, the 1 

senior Lyons-Jones / 

scholarship, and the J 

Derby prize 

graduated with honours ^yy 

a short time the posts 
of house surgeon and 

house physician at the Royal Infirmary, and early in 191/ 
joined the R.A.M.C. and served continuously in the East 
until his death. 

THE LANCET, VOL II., 1918: THE INDEX. 

The Index and Title-page to the volume of 
The Lancet which is completed with the issue of 
to-day is in preparation. Owing to the continued 
shortage in the paper-supply, the Index will not be 
issued with all copies of The Lancet, as was the 
custom prior to the War. Subscribers who bind 
up their numbers are requested to send a post card 
which is more convenient for filing purposes 
than a letter) to the Manager, The Lancet Office, 
423, Strand, London, W.C. 2, when a copy of the 
Index and Title-page will be supplied free of charge. 
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MAURICE WILLIAM HOLT MILES, M B. Lond., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain M. W. H. Miles, who died on Nov. 25th at the age 
of 25 years, was son of William Miles, of Streatham. 
Educated at Littlestone and Merchant Taylors’ School, where 

he obtained a scholar- 
ship for St. Thomas’s 
Hospital, he volun¬ 
teered for service at the 
commencement of the 
war and was sent to 
France, and afterwards 
to India, Egypt, and 
the Dardanelles. He 
was ordered home to 
qualify, took the 
diploma of the Conjoint 
Board in 1917, and 
became house physician 
at St.Thomas’s Hospital 
before joining the 
R.A.M.C. His health 
was already consider¬ 
ably undermined by 
malaria and dysentery. 
Invalided out of the 
Army about two months 
ago, he again returned to St. Thomas’s Hospital, whence he 
recently took the M.B. degree. His death was due to 
pneumonia following influenza. 


JOHN EDWARD HODGSON, M.R.C.S. Eng., D.P.H., 

LIEUTENANT'COLONEL, ROYAL ARMY MEDICAL CORPS. 

Lieutenant-Colonel J. E. Hodgson, who died on Nov. 5th at 
D6deagatch,while with the British Salonika Force, was eldest 
son of the late Caleb Hodgson, of Carlisle, and stepson of the 
late Colonel J. J. Dur&nt. He was educated at Grosvenor 
House School, Carlisle, and Owens College, Manchester, 
and took the diplomas of the Conjoint Board in 1898, and the 
D.P.H. Lond. in 1913. After acting as resident clinical 
assistant at the Barnes Convalescent Hospital, Cheadle, he 

entered the R. A. M.C. as 
Lieutenant in January, 
1899, and during 
1899-1900 served in the 
South African War. He 
took part in the advance 
on Kimberley, including 
the actions at Belmont, 
Enslin, Modder River, 
and Magersfontein, and 
was awarded the 
Queen’s medal with two 
clasps. After serving 
at Dover for atime he 
proceeded to India in 
1901, and was appointed 
stall surgeon, Fort 
William, Calcutta, 
which appointment he 
held for three and a 
half years, finishing 
his tour of foreign 
service at Ranikhet. He was gazetted captain in January, 
1902, major in 1910, and lieutenant-colonel in 1915. After 
serving over three years in the London district Colonel 
Hodgson was appointed sanitary specialist, Northern Com¬ 
mand, in January, 1914, and in August, 1916, was appointed 
A.D.M.S., 12th Corps, Salonika, and there served, with only 
one short leave, until his death, which was due to pneumonia 
following on influenza. In December, 1917, he was mentioned 
in despatches. Colonel Hodgson leaves a widow and one son. 


Captain (acting Major) Winfred Smyth Macdonnell, 
C.A.M.C., who died on Nov. 15th, aged 29 years, was a 
native of Port Hood, Nova Scotia, and graduated in medicine 
at Dalhousie University, Halifax, N.S., in 1910. He served 
for seven months in the Royal Navy, with the R.A.M.C. in 
France for one year, and was appointed to the C.A.M.C. in 
August, 1916. He was attached to the Duchess of Connaught’s 
Hospital, Taplow, until last September, when he was trans¬ 
ferred to the London area and appointed D.A.D.M.S. 


JAMES GASTON, M.B., B.S. R.U.I., 

MILITARY CROSS ; 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. Gaston, who died of wounds received in 
France on Nov. 5th, was eldest son of Andrew Gaston, 
Carabeg, co. Antrim. Educated at Ballymena Academy 
and Queen’s College, 

Belfast, he graduated 
at the Royal University 
of Ireland, and when 
war broke out was 
engaged in an extensive 
practice in Durham. 

He joined the R.A.M.C. 
in December, 1914, and 
went to France in 
March, 1915. After 
serving with a West 
Riding field ambulance 
he was attached to 
the 5th K.O.Y.L.I. as 
battalion medical 
officer. He was wounded 
in September, 1916, and 
after recovering from 
his wounds he again 
went to France in 
January, 1917, and was 
attached to the Suffolk Regiment. In the following 
April he was awarded the Military Cross for conspicuous 
bravery in the field. Captain Gaston was known to his chiefs 
as a brave and courageous officer and to his colleagues as an 
agreeable companion. 


The Honours List. 

The following awards to medical officers are announced : — 

K.C.I.E. — Lt.-Gen. T. J. O'Donnell, C.B., D.S.O., R.A.M.C., Director 
of Medical Services, India. 

C.I.E. — Col. H. J. Barratt. R.A.M.C. (retired), Assistant Director of 
Medical Services, Meerut Division; Col. S. C. Phllson, K A.M.C. 
(retired), Assistant Director of Medical Services, Karachi Brigade. 

C.B.E. -Col. W. Molesworth, C.I.K.. V.H.S., I.M.S.; Col. A. W. 
Sheen, A.M.S.(T.F.). 

O.B E .—Maj A. E. Walter, I.M.S. ; Mai. (acting Lt.-Col.) P. J. 
Van Coller, S. African M.C. ; Lt.-Col. G. M. De Kock. S. African M.C. ; 
Lt.-Col. J. K. McGregor, S. African M.C.; Lt.-Col. (Hon. Col.) H. T. 
Mnrsell, S. African M.C. _ 

Mentioned in Despatches. 

In a despatch received from the Commander-in-Chief, East 
African Force, dated Sept. 30th, 1918, the following refer¬ 
ences to the medical services appear: — 

Great efforts were made to keep the hospital accommodation and all 
health and sanitary conditions up to the high standard which the Pike 
Commission and the visit of Major-General Scott Indicated as being 
aimed at in other theatres. The result ban been highly gratifying. Tne 
slck-rate among the troops, and particularly among Europeans, must 
alwayn be heavy in a tropical climate, but it is satisfactory to know that 
everything possible has been done to alleviate suffering and restore 
health. Among the porters there was an enormous improvement both 
in the sick and death rates; in fact, the latter is now ver yili tle In 
excess of peace rates. JCZT 

A school for training natives as hospital attendants and dressers was 
started at Dar e--Salaam', and has proved an unqualified success, and 
great credit is due to the officers responsible for it. After the comply 
tion of their military service the natives thus trained should prove a 
distinct asset to ih«ir respective Protectorates. 

The native medical corps recruited in Uganda was of special servioe 
to us. 

Colonel G. W. Tate, C.M.G., D.8.O., M.B, Army Medical Service, 
deserves great credit for the very efficient manner In which the work ol 
the Medical Services has been carried out, in Bpite of the difficulties 
inseparable from active service In a tropical country. 


u Silver Badge” calls attention to the inadequate 
scale of remuneration offered by the War Office to certain 
medical officers of war hospitals. The operative work in 
these hospitals may, he says, be carried out by three classes 
of surgeons: (1) men with temporary commissions; (2) d La 
suit€ staff with territorial rank as part-timers; (3) part- 
timers with no commission. The first two classes are paid 
according to their rank, as a rule of major or lieutenant- 
colonel, but the third class receives 22*. 6 d. per day, attending 
only when summoned by the officer in charge of the hospital, 
every day for which he is not called resulting in a credit of 
22s. 6 d. to the hospital. In this way “ Silver Badge ” claims 
that the surgeon loses touch with the cases upon which he 
has operated, while his work is crowded into two or three 
days a week. He considers that part-time surgeons should 
be paid an adequate remuneration for their work, and on a 
monthly basis. 
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efol Sletos. 


University of London.—A t examinations held 
recently the following candidates were successful 
M.D. Examination. 

Branch I.. Medicine.— Louis Abel Celestin. Univ. Coll. Hoap.; and 

Eric Clarence Hinar. pri* a*e *tudy. _ 

Branch JV., Midwifery and Diseases oj Women .—Grace Stapleton, 
Lond. Sch. of Med. for Women. 

M.S. Examination. 

Branch Surgery— Stanley Ritaon, King's Coll, and King’s Coll. 
Hoap. 

University of Manchester.—A t examinations 
held recently the following candidates were successful 
Final M.D. and Ch B 

N. H. Davison, Bryan Walley, and Ethel D. Willla. 

Forensic Medicine.-tony Aahburner, Mary S. Jones, J. N. Laing, and 
Efime Katner. . 

Third M.B. and Ch.B. Examination. 

General Pathology and Morbid Anatomy.— Samuel Adler, May 
Blaklston, J. W. Crawshaw, K. V. Dr-akln, F. R. Ferguson, Evelvn 
A. Gan ett.. K. M. Greaves, G. B. Hayward, Sylvia K. Hickson, 

J B. Higgins, F. 8. Hurrocks, lima M. C. Jehansart, F. C. Jones, 
W. E. Mason (with dis< motion). D >r«s B. Norman. K. R. Ormerod, 
Emily M. ►'each. Harry Rosen'hal. Gerald Sheehan (with distinc¬ 
tion). Constance Snowrion, Annie E. Somerforo, G. L. Taylor (with 
distinction), H. W. lavlor, Henry Tomlinson. Mary I Turner. 
F. A. van Coller, Raymond Williamson (with distinction), and 
J.‘ B. Wright. 

Diploma in Dentistry (Final Examination). 

A. D. Bleakiey and Bertram Wilkinson. 

Royal College of Surgeons of Edinburgh.— 
At a meeting of the College held on Dec. 18th the following 
candidates, having passed the requisite examinations between 
Sept. 30th and Oct. 2nd, were admitted Fellows 
John Ellison, R bt-rt Joseph English. James Burnett Hogarth, 
Robert Lyle Hutton, Millon Alexander Nickle, Ibrahim Abriell 
Razzak, James Ness M-tcBean Ross, Augustus George Stewart, 
David Laurence Tate, William Robert Tutt, and Wilson Tyson. 

The amount which the League of Mercy has 
contributed this year to King Edward’s Hospital Fund for 
London was stated by Lord Farqnhar at the annual meeting 
of the League on Dec. 20th, to be £16,000, in addition to £3392 
granted to extra-metropolitan hospitals. 

Institute of Massage and Remedial Gymnastics. 
—The annual meeting of this institute was held at the 
Chartered Accountants’ Hall, Manchester, on Dec. 17th, 
Sir William Milligan, chairman of the executive, being 
in the chair. He presented a report of the working 
of the institute during the past 12 months. The institute 
originated in 1914 and was incorporated in 1916. The 
negotiations with the Incorporated Society of Trained 
Masseuses had led to the drafting of a charter which 
might now be taken as the settled views of the two 
bodies. This charter was now complete and simply 
awaited revision by counsel, after which it would be sub¬ 
mitted to the Privy Council, and, if accepted by them, would 
become the charter of a uew society arising out of the 
amalgamation, representative of massage throughout the 
country. In the meantime the examinations and other 
activities of the institute had been in abeyance. The charter, 
when completed, would yield a strong body with a council 
elected by postal ballot of the whole of the members. On 
the proposal of Dr. A. E. Barclay, honorary secretary, it was 
unanimously decided to accept the provisions as laid down 
in the draft charter. 

Influenza in South Africa.—A South African 
correspondent, writing on Oct. 29th, says: The influenza 

S ’ ’ mio in South Africa has been responsible for about 
deaths during the first month after it broke out, about 
10,000 occurring among Europeans, and, as in England, 
healthy individuals in the prime of life have been most 
often attacked. Apparently introduced from Europe, it has 
been attributed to returning South African labour battalions, 
trench fever, German gas, or deliberate Hun propaganda. 
The preventive measures which have been taken include 
the use of gargles, mouth-washes and nasal douches of 
salt and water, <fec., as well as inoculation, which in some 
places appears to have been of use. In most of the towns 
drastic precautionary measures have been adopted, including 
closing of schools, places of entertainment and churches, 
market halls and auction rooms, as well as the prohibition 
of public gatherings. The native is an important factor in 
transmitting infection, and the epidemic is in consequence 
subsiding more quickly in the towns than in the villages and 
country. Pneumonia is the usual cause of death. The Cape 
Peninsula has been severely attacked and the mortality has 
been high, and, as in other parts of the Union, the railway, 
postal, and tramway staffs were greatly depleted. As far as 
the towns are concerned, Cape Town, Kimberley, Johannes¬ 
burg, and Bloemfontein have suffered most from the soourge. 


THE SERVICES. 


AIIMY MEDICAL SERVICE. 

TERRITORIAL FORCE. 

Col. W. Coates, C.B. (Retired List, A.M.S., T.F.), to be Colonel. 

ROYAL ARMY MEDICAL CORPS. 

The undermentioned relinquish the acting rank of Lieutenant-Colonel 
on re-posting : Major L. V. Thurston ; Capts. G. F. Rudkin, R. To^d. 

To be acting Lieutenant Colonels whilst In command of a Medical 
Unit: Temp. Capt. (acting Major) H. S. Davidson; Majors H. Harding, 
C. J. Wyatt-, C. W O’Brien. m v 

Temp. Major F. R. S. Coaens (Lieut.-Coi., Devon Regt. T.F.), to be 
temporary Lieutenant-Colonel. 

Temp. "Capt. J. Cunningham to be acting Major whilst specially 

The ^undermentioned relinquish the acting rank of Major: Capt. 
O. W. McShe^hv ; Temp. Capts. J. F. R. Gairdner, H. C. Wilson, R. B. 
Rutherford, J. H. Hebb. „ _ 

Temp. Capts. to be acting Majors: A. A. Miller, M. W. B»ker, F. B. 
Chavasae, J. F. McLav, O. E. Finch, F. R. Fraser, II. L. Tidy, W. F. 
Box, C. 8. Dodson, T. Martin, H. D. Ledward, J. A. Jonts, E. T. 

Wfllans. Kj|zan j Ijin ^ temporary Honorary Major whilst serving 
with No. 22 General Hospital (Harvard Unit). 

Capt. (acting Major) W. B. Allen, V.C., from R.A.M.C. (T.F.), to be 

Lieutenants (temporary Captains) to be Captains : E. Jamieson, J. E. 

^The" undermentioned late temporary Captains retain the rank of 
Captain : R. A. Jones, T. E. Parker. 

M. Cohen, late temporary Captain, is granted the rank of Captain. 

To he temporary Captains: K. Ashby, F. S. Collard. 

Temp. H *n Lieuts. J. M. Bremuer and T. C. Bost to be temporary 
honorary Captains. „ , _ T 

To be temporary Lieutenants: A. A. Angelis, J. T. Rearden, W. J. 
Lord, H. Caird, J. Grimson. C. L. Lapper, U. J. E. Edmonds, N. J. 
McCaskle, R. Hamer, J. V. Rees, J. atewart. 

M. M. btevens to be temporary honorary Lieutenant whilst serving 
with No. 22 General Hospital (Harvard Unit). ^ _ 

Officers relinquishing their commls-dous : Temp. Lieut.-Col. F. Roraer 
(on grouuds of ill-health, and is granted permission to retain his rauk); 
Temp. Capts. D. A. Stewart. R. V. Steel-, F. I. Dawson, W. M. G. 
Guinness, H. F. Powell, W M. Penny, G H Rodolpn (on account of 
111-be*«lt.ki, and is granted the rank of Lieutenant). W. M. Tnomson, 
S A. Bull (and is granted permission to retain his rank). E. W. Toulmin 
(on account of ill-health and is granted permission to regain his rank), 
S. S King, A. C. Fleming. J. W. O’Farrell, J. F. PowtW, W. L. O’Neill, 
J D. Ferguson, W. L. Clements, H. C Wilson, A. Campbell, J. S. 
Clark, R. B. Rutherford, F. Wilkinson, T. H. Ravenhill, J.C. Wadmore, 
E. W. Kirk. G. L. N. Miles and F. M. Loogson (on account of ill- 
health, and to retain the rank of Captain), W. H. T. Jones. E. W. 
Goble, R. J. Dutbie, J. Maguire, G. L. Irwin, W. S. Hall, F. G. 
Wrigley. A. M. Roome, A. R. F. Hay, G. H. G. Davie, L. C. W. Cane, 
G. E Thornton. H. Freeth, U. B. bapwell, R. S. Berry; Temp. Hon. 
Capt T. C. Bost; Temp. Lieuts. C. W. Branson, J. Shaw, H G. 
Browning, F. A. Hadden (on account of ill-health contracted on active 
service, and is granted permission to retain his rank), S. McClure, T. 
McLaren, A. MacIntyre. 

Canadian Army Medical Corps. 

Temp. Major T. A. Lomer, D.S.O., to oommand a Field Ambulance, 
and to be acting Lieutenant-Colonel whilst so employed. 

Temporary Captains to be acting Majors whilst employed at a Field 
Ambulance : W. J. MacKen/le, F. F. Dunham. 

SPECIAL RESERVE OF OFFICERS. 

Capt. R. Magill, D.S.O., relinquishes the acting rank of Lieutenant- 
Colonel. and reverts to the acting rank of Major. 

Capt. W. M. Blden to be acting Major. 

Captains relinquishing the acting rank of Major on re-posting : 
J. W. Gray. R. MacKinnon. A ^ „ _ 

W. V. Robinson, from University of London Contingent, O.T.C., to 
be Lieutenant. 

TERRITORIAL FORCE. 

General List.— The undermentioned officers to be aoting Majors 
whilst specially employed: Capts. W. E. Lee, D. A. R. Haddon, 

Capts. (acting Majors) J. W. Craven, R. D. Moore, M.C., and A. W. 
Stott relinquish their acting rank on ceasing to be specially employed. 
Capt. J. W. Scott to be acting Major whilst specially employed. 

Capt. (acting Major) A. H. Horsfall, from 2nd Northern General 
Hospital, to be Captain. 

Capt. A. H. Horsfall to be Major. 

Capt. H G. W. Dawson to be acting Major, with precedence. 

2nd S uthem General Hospital: Capt. C. A. Moore to be acting 
Major whilst specially employed and to remain seconded. 

2nd Western General Hospital: Capt. H. Buck to be acting Major 
whilst specially employed and io remain seconded. 

3rd Scottish Geneial Hospital: Major H. Rutherfurd, M.B., is 
seconded for duty with a General Hospital. 

2nd London Sanitary (. ompany: Lieut. A. H. Hasnlp to be Captain. 
3rd Southern General Hospital: Capt. J. F. Robinson Is restored to 
the establisnment. 

San tary Service: Capt. C. M. Fegen to be acting Major. 

2nd London Sanitary Company : Capt. K. T. F. Barnett relinquishes 
his commission on account of 111-health contracted on active service, 
and retains the rank of Captain. 

Attached to Units other than Medical Units.— Capt. (acting Major) 
J. W. ocott relinquishes his acting rauk on ceasiug to be specially 

employed. ROYAL ATR FORCE. 

Medical Branch.— W. G. L. Wambeek, late temporary Captain, 
R.A.M.C., is granted a temporary commission as Captain. 

F. N. V. Dyer, J Paxton, and J. Souter (late temporary Surgeons, 
R.N.i are granted temporary commissions as Captains. 

J. B. Barnett and C. H. Young are granted temporary commissions 
as Lieutenants. 
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States, Sjjort Comments, anfc Jnstoers 
to Correspondents. 

COLONIAL HEALTH REPORTS. 

Hong-Kong .—The estimated population at the middle of 
1917 was 535,100. The corrected birth-rate for the year was 
6*9 per 1000 among the Chinese community and 208 
per 1000 among the non-Chinese. The death-rate was 
23-7 per 1000 among the Chinese community and 
14*0 among the non-Chinese. The number of deaths from 
malaria (416) showed an increase on the previous year. The 
deaths of Chinese from this cause in the city of Victoria 
numbered 185 out of a population of 280,700. The deaths from 
plague numbered 35, as compared with 39 in 1916. Small-pox 
deaths numbered 549, all Chinese with the exception of 
3 Portuguese and 1 each British, Filipino, and Japanese. 
There were 2248 deaths from respiratory diseases, 34 of these 
being among the non-Chinese community. Pulmonary 
tuberculosis claimed 859 Chinese and 18 non-Chinese victims, 
whilst other forms of tuberculosis represented an additional 
616 deaths, making a total of 1493, or 14 3 per cent, of the 
total death8among the community. Beri-beriwas responsible 
for 654 deaths, as compared with 517 during 1916 and 398 in 
1915. During the past few years circulars have been dis¬ 
tributed to ail large employers of coolie labour calling their 
attention to the fact that beri-beri is produced by the con¬ 
sumption of white rice as the staple article of diet without 
a sufficiency of other foods, and advising that beans should 
be supplied with the rice when fresh meat or fresh fish 
cannot be afforded. At the Civil Hospital 3292 in-patients and 
13,065 out-patients were treated during 1917. 361 cases of 

malarial fever were admitted, as against 360 in 1916 and 384 
in 1915, but the total cases of malaria for all hospitals showed 
a decrease of 34 cases as compared with the year 1916. In the 
Maternity Hospital there were 309 confinements. In the 
Victoria kospital for Women and Children 147 patients were 
treated. At Kennedy Town Infectious Diseases Hospital 
31 cases of small pox were admitted. In the Tung Wa 
Hospital only Chinese are treated. Various other services 
not appertaining to a hospital are performed by the institu¬ 
tion, such as the free burial of the poor, the repatriation of 
destitutes, and the organisation of charitable relief in 
emergencies. Chinese as well as European methods of 
treatment are employed in accordance with the wishes 
expressed by the patients or their friends. About half the 
number are now treated by Western methods. There are 
323 beds in the buildings and 5352 patients were accommo¬ 
dated during 1917. The Tung Wa also maintain a branch 
hospital for small-pox cases (Chinese only) at Kennedy 
Town ; it contains 58 beds and 146 cases were treated. The 
Alice Memorial and Affiliated Hospitals are managed and 
controlled by the missionaries resident in Hong-Kong, 
agents of the London Missionary Society, and consist of 
the Alice Memorial Hospital, the Nethersole Hospital, the 
Alice Mejnorial Maternity Hospital, and the Ho Miu Ling 
hospital. The in-patients in 1917 totalled 1670; the number 
of labours in the Maternity Hospital was 590. The new 
Kwong Wa Hospital for Chinese in the Kowloon Peninsula 
contains 70 beds and 2388 patients were accommodated during 
1917. 

THE “ LIMPET ” SYSTEM OF ELECTRODES. 

Our attention has been called to an invention which 
enables medical men to make their own electrodes in any 
required Bhape and, by means of a non-absorbent aseptic 
fastening, to apply and fix the electrode at any desired spot 
on the patient. The complete outfit consists of nine rubber 
belts of different sizes and two terminal attachments for 
placing beneath the belt after the electrode, which is cut by 
the operator from non-oxidisable plastic metal, has been 
fixed in position. The chief advantage claimed for the 
system is that the terminal does not break away by use and 
so render the whole electrode valueless. The manufacturers 
are the Medical Supply Association, 167-185, Grav’s Inn- 
road, W.C.l. 

DISABLED OFFICERS’ HOME AND CLUB; SEASIDE 
BRANCH AT FR1NTON. 

The Home and Club founded by Miss Phyllis Holman, and 

f irivately endowed, has now been established on permanent 
ines. Residence is provided for 25 discharged officers with 
100 per cent, disability who require medical or nursing 
attention or the services of orderlies, and who are unable to 
take up remunerative work. Contribution of 1-2 guineas 
a week is made towards the running expenses, according to 
individual circumstances. The remaining two-thirds of the 
cost is covered by private endowment and by an agreement 
with the Pensions Ministry in regard to individual cases 
requiring continual treatment. Dr. F. E. Easton is honorary 
medical officer, and Sir George Makins, Sir David Ferrier, 
Professor F. W. Mott, F.R.S., Mr. J. P. Lockhart-Mummery, 
and Dr. R. Riddoch are acting as consultants. 


Cannes. 


For further information refer to the advertisement columns. 
Aberystwyth Infirmary *0 Cardiganshire General Hospital.— H.8. £200. 
Alton , Hants, Lord Mayor Treloar Cripples'Hosp. —Asst. Res. M.O. £200. 
Brighton. Royal Sussex County Hospital.— Asst. Path. £200. 

Buxton, Derbyshire, Devonshire Hospital.— Asst. H.S. £120. 
Glamoronn County Asylum, Bridgend.— Temp. Asst. M.O. £66.«. per wk, 
Hospital for Consumption and Diseases of the Chest, Brompton.—R.?. 
30 guineas. 

Ifospit<Ufor Sick Children . Great Ormond-streel, London.— H.S. £100. 
Leicester Borough Mental Hospital. Humber stone .—Locum Tenons M.O. 
7 gs. per week. 

London County Mental Hospita's.— Temp Asst. M.O.’s. 7 gs. per week. 
Manchester arid Salford Lock Hospital. — Fem tie Clin. Asst. 
Montgomeryshire Education Committee .—School Dentist. £400. 

A*a tioiuil Hospital for Diseases of the Heart.— Non-Res. M.O. 

Plymouth, South Devon and East Cornwall Hospital.—M.O. £350. Also 
H.S. £250. 

Prison Commission .—Two Female Doctors. 7 gs. per week. 

Putney Hospital, Ijowcr Common, S. W.— Res. M.O. £150. 

Royal Free Hospital, Gray's Inn-road, W.C .—Female Asst. Ana?*.- £50. 
Salisbury General 1 nfirmary —Asst. H.S. £150. 

Southampton Free Eye Hospital.—Asst. Oph. Surg. £100. 

Whitehaven and West Cumberland Infirmary.— Re*. H 8. £150 to £180. 
Winchester, Royal Hampshire County Hospital.— Jun. Res M.O. £250. 


JSirtfcs, Carriages, anb featifs. 


BIRTHS. 

Hall.— On Dec. 15th, at a nursing home, to Margaret, wife of Major Q. 
Hall. C.M.G., R.A.M.C.(T.), 9, Ellison Place, Newcastie-on-Tyne—a 
daughter. 

Unpkrwood.— On Dec. 10th, at Welford, Rugby, the wife of Dr. F. L. 
Underwood, of a son. 


DEATHS 

Hamilton.— On Dec. 20th, after long illness, Thomas Hamilton, M.B., 

F.R.C.8.E. 

Johns.— On Dec. 16th, at Lecds-road, Harrogate, Dr. Frederick Arthur 
Johns, M.B. Lend., aged 45years. 

Langford.—Oq Dec. 15th, at the 84th Military Hospital, Dar-es-Salaam, 
from Influenza, Surgeon Lieutenant-Commander Martyn Henry 
Langford, D.S.O., R.N., H.M.S. Challenger , aged 34. 

Rowland.— Killed In action in France, on Nov. 1st, Second Lieutenant 
John W. B. Rowland, Royal Field Artillery. D 175 Army Brigade, 
British Expeditionary Force. France, only son of Dr. B. D. 
Rowland, I.S.O., Colonial Medical Service, British Guiana, George¬ 
town, Demerara, aged 19 years. 

N.B.—A fee of 5s. is charged Jor the insertion of Notices of Births, 
Marriages, and Deaths. 


Communications, Letters, Ac., to the Editor have 
been received from— 


A.—Col. J. G. Adami, A.D.M S.; 
Mr. R. J. Albery, Lond.; Surg.- 
Lieut. D. K. Adams, R.N.: Dr. 
C. J. H. Aitken; Mr. E. A. 
Armstrong, Lond. 

B — Dr. T. H. Brown, Lond.; Board 
of Agriculture and Fisheries, 
Lond.; Dr. W. Langdon Brown, 
Lond.; Prof W. A. Bone. Lond.; 
Sir James Barr, Liverpool; Dr. 

G. M. Baskett, Caraion; Surg.- 
Capt. P. W. Bassett-Smith, C.B., 
C.M.G., R.N.; Capt. P. Bahr, 
R.A M.C.; Mrs. C. Brereton, 
Lond. 

C. —Dr. H. Campbell, Lond.; Mr 
R. W. Cockburn. Edinburgh ; 
Mr. F. B Coe, Lond.; Capt. H. R. 
Carter, R.A.F.; Lieut.-Col. A. 
C&stellani ; Dr. H. P. Cholmeley, 
Forest Row; Clerical, Medical, 
and General Life Assurance 
Society, Lond. 

D. — Dr. R. Donaldson, Reading; 
Dr. J. Donel&n. Lond. 

E. —Dr. A. Evans, Swansea; 
Eugenics Record Office, Cold 
Spring Harbor. 

G. — Major E. B. Gunson, R.A.M.C.; 
Lieut.-Col. E. W. Good all, 
R.A.M.C.; Dr. M. Greenwood, 
Loughton; Mr. H. E. Girdle- 
stone, Petersfleld; Dr. G. F. 
Grant, Lond. 

H. —Miss P. H. Holman, Lond.; 
Messrs. Hodder and Stoughton, 
Lond.; Hong-Kong, Colonial 
Secretary of ; Capt. A. Harwood , 
Mr. J. T. Henderson, Pieter¬ 
maritzburg. 

I. —Dr. S. T\ Irwin, Belfast; Dr. 

H. Ingleby, Lond.; Institute of 


Massage and Remedial Gym¬ 
nastics, Manchester. 

J. —Mr. F. Jenner. Boecombe; Dr. 

G. Jeasel, Wigan; Capt. W. H. 
Johnston, R.A.M.C. 

K. —Dr. A. J. Knox, Lond.; King 
Edward’s Hospital Fund for 
London. 

L. -Mr. E. M. Little. Lond.; Major 

H. Leigh, R.A.M.C. 

M. — Col. G. R. Murray, A.M.S.; 
Dr. N. Macleod, Shanghai: Surg.- 
Com. C. W. Morris, R.N.. Medical 
Journal of South Africa, Johan¬ 
nesburg, Sec. of; Ministry of 
Food, Lond. 

N. —Newspaper Proprietors Asso¬ 
ciation, Lond. 

O. —Sir William Osier, Bart., 
Oxford. 

P. -Major J. Phillips, R.A.M.C.; 
Dr. H. R. Prentice, Lond. 

Q. -Mr. J. H. Quastel. 

K.—Royal Society, Lond.; Lieut.- 
Col. J. W. F. Halt, I.M.S.: Mr. 
H M. Ralnsford, Lond.; Royal 
Statistical Society, Lond.; Dr. C. 
Riviere, Lond.; Royal Academy 
of Medicine In Ireland. Dublin ; 
Royal Sanitary Institute, Lond.; 
Lady Roberts, Lond. 

S. —Sir William Smyly, Dublin; 
H. M. Stationery Office, Lond.; 
Dr. F. Shaw, Manchester; Col- 
A. B. Soltau, C.M.G., A.M.3.; Dr. 
E. I. Spriggs. Banff; Mr. H. R. 
Spurrell, Lond. 

T. —Dr. C. J. Thomas. Lond.; Mr. 
L. L. Thain. Gloucester. 

U —University of Manchester. 
W.—Dr. H. B. Whifctingbam. 

Y.— Lir. R. A. Young. Lond. 


Communications relating to editorial business should bo 
addressed exclusively to The Editor of The Lancet, 
423, Strand, London, W.C. 2 









































































